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Cumbria Success Regime Clinical Senate Report 
Response to Final Document 


	


	4.1 Vision, Clinical and Community Engagement and Communication

	Clinical Senate Recommendation 
	Success Regime Response

	4.1.2 Further develop the process for ongoing engagement to develop and implement a clearly articulated and universally owned clinically-led vision for improvement for all of the proposed clinical models 
	In advance of the roll-out of our comprehensive engagement programme, a number of documents were produced to ensure a universally owned, clear consistent and coherent vision was established for the North, West and East Cumbria Success Regime. This included the development of a suite of documents outlining an agreed and shared set of key messages, a narrative for the WNE Cumbria Success Regime programme and an explainer document. These documents served to:

· describe the nature and purpose of the WNE Cumbria Success Regime, covering the main/key issues of the moment in jargon-free “plain English” 
· be “owned” and approved by the Success Regime Programme Board and to enable everyone associated with the programme to understand the same coherent and consistent story
· to provide all those in professional communications with a single, approved public position statement
· provide content to be used in all public, staff and stakeholder communications

We would be happy to share any or all of these documents with the Clinical Senate.

Since the establishment of these preparatory documents, the Success Regime has adopted an open and transparent approach to communicating its vision and early clinical thinking. 

This has seen the publication of a number of materials to help articulate its vision and early thinking from its clinical workstreams.     Key documents published include:
· Progress Report (March 2016)
· Key Baseline Facts and Figures document (March 2016)
· CQC response document (April 2016)

	Clinical Senate Recommendation 
	Success Regime Response

	
	Please note that these documents have since been used as an update to our narrative and key messages.

Clinical leadership of key strands of the work has been put in place and is developing further the detailed vision and narrative, for example, the new Associate Medical Director leading the new Urgent Care model at WCH, the clinical leads for the early adopter for Integrated Care Communities.

All of these documents available on the Success Regime website, and have been sent to stakeholders personally to keep them informed. 

Furthermore, meetings and workshops have been held to provide face-to-face updates and hear the views of the public, staff, patients and other key stakeholders in order for them to be captured as responses to our engagement programme. 

Details of engagement events that have already taken place and a plan for forthcoming activities are set out in our attached documents and in the response below.






	4.1.3 Co-design and communicate a robust and meaningful clinically-led engagement process which supports all areas of the Success Regime 
· HealthWatch Cumbria has led an excellent engagement process for maternity services. If possible, they should be involved in the other clinical areas. 
Greater Manchester’s Healthier Together Programme and Healthy Liverpool will also provide some useful insights into the improvement process
	The engagement programme for the WNE Cumbria Success Regime began in December 2015, although public and stakeholder views have been captured in a number of previous engagement programmes. 

During this period of engagement the NHS has gathered feedback and opinions from well over 6,500 people on the future of health and care services in West, North and East Cumbria. This has been achieved through a number of engagement mechanisms and activities which to date (beginning of May 2016) have included:

· Public or private stakeholder meetings (including workshops and focus groups)
· Staff engagement meetings
· Written responses (letters, emails, blogs, etc.) 
· Online responses through the ‘Have Your Say’ form on the Success Regime website
· A travelling Healthwatch engagement vehicle, “the chatty van”, which has travelled to communities across Cumbria – including some of the most remote communities 

It is worth nothing that this engagement programme is ongoing, with further activities planned during May.  

For a breakdown of the number of different engagement activities undertaken and the key themes arising from this, please see the attached “Engagement dashboard” document.




We would also be happy to send a detailed information on dates, venues and events, as well as copies of all written responses received by the Success Regime should the Clinical Senate wish to review these. 




the Success Regime’s workstreams at regular agreed intervals. 




	Clinical Senate Recommendation 
	Success Regime Response

	
	The feedback we have received during this engagement process has been formally fed back to the Success Regime’s workstreams at regular agreed intervals. 

Furthermore, we completely agree with the Clinical Senate on the importance of ongoing engagement as the Success Regime programme progressing. In light of this, we attach for you our “Consultation strategy” document which outlines our plans for engagement during the consultation phase of the programme from July 2016 onwards.






	Any Additional General Comments

	The West, North and East Cumbria Success Regime programme has seen two different forms of engagement activity.  These are as follows:

1) Engagement from the individual clinical workstreams within the Success Regime to involve patients, carers, the community and staff in the development of their clinical proposals. This is the responsibility of the workstreams 
2) A broad programme of communications and engagement activity to update the general public, staff, patients and specific stakeholders on the work of the Success Regime in a wider sense and to ensure their views are captured and fed back to the workstreams for consideration when developing clinical proposals. This is the responsibility of the WNE Cumbria Success Regime communications and engagement team

The WNE Cumbria Success Regime communications team, as stated above, is responsible for the second of these engagement areas, and therefore the detail outlined in this response looks at the broad programme of communications and engagement activity undertaken. 

The Success Regime communications and engagement team would like it noting that it is not surprised that the Clinical Senate review team was unaware of engagement activity to date because the team was not asked to contribute or feed in to the original review process. We welcome the opportunity to feed in to this process. 

As outlined above, we have attached two documents which help further demonstrate the Success Regime’s commitment to a comprehensive and inclusive engagement programme. These are:

	Any Additional General Comments

	1) An “Engagement dashboard” document detailing the numbers we have engaged with, how many engagement events and activities have been organised, as well as the key themes emerging from these
2) Our “Consultation strategy” document which outlines our plans for engagement during the consultation phase of the programme from July 2016 onwards




	4.2 Clinical Standards, Improved Outcomes and Implementation of Best Practice

	Clinical Senate Recommendation 
	Success Regime Response

	4.2.1 Support clinical leaders to work with their teams and service users to identify, interpret, translate and customise national and other standards to their local environments. 
	The workstream structure of the Success Regime already ensures clinical leads and service users have support and structurally there are many enabling services – including an integrated knowledge and library service for all providers and the CCG.  Specific support has also been arranged (and will be arranged where necessary) for example the RCOG led review for maternity; bringing in an experienced leader from Torbay for the ICC programme etc.

The Success Regime Clinical Advisory Group (including all the lead clinicians in the Success Regime) maintains an overview of progress and therefore of any additional support any group or individuals need.

The SROs and Clinical leads have access to Leadership Development and Technical QI methods through CLIC.  

We held a seminar with the Academy of Royal Colleges and key national clinical leaders to support the workstreams in interpreting national standards into local context.

We have supported the clinical leaders via the existing networks (e.g. Maternity) and the North East Clinical Senate (e.g. Acute Care).


	4.2.2 Identify how public health and social care can be involved actively and made jointly accountable for addressing the challenges, co-creating the vision, developing the standards and plans and delivering the change.
	The County Council have identified a lead consultant in PH who is working directly with the Success Regime on health impact assessment and public health strategy.  The DPH has recently published a strategy to support health improvement and tackling inequalities.

Similarly, social care is represented at Board level and all relevant workstreams – particularly the ICC 

	Clinical Senate Recommendation 
	Success Regime Response

	
	agenda.

Evaluation of specific Cumbria success (e.g. the Millom project) have focused attention on “co-creation” with all services and the local population and the Cumbria Learning and Improvement Collaborative (CLIC) has commissioned specific support for groups to get this principle embedded.


	4.2.3 Collaboratively co-design and develop a portfolio of clinical and patient experience standards for each clinical model and the system of care and ensure that they are used to: 
· articulate the case for change in terms of patient experience and outcomes 
· inform any clinical assumptions for workforce, activity and economic modelling
	CLIC has supported two tools to enable this objective: patient journey mapping and value stream mapping.  Training and support is being rolled out for lead managers and clinicians.

Two conferences (one for adults, one for children and young people) have established the principle of experience based design and individual projects are supported to engage in the way described.

More work needs to be done to articulate the ‘case for change’ in this way and incorporate more service user and public value into the planning.

Full engagement exercises (See above 4.1.3) have been held both generally (commissioned via ‘Healthwatch’) and specifically (e.g. Maternity) to ensure the user and public voice is heard.


	4.2.4 Identify solutions from elsewhere and adapt them to local circumstances.
	This is a key way of working – we have relationships with Torbay, Scotland, Wales, Sweden and of course constant literature and working group involvement (e.g. the ‘Grafton group’ of CCGs, the Kings Fund, etc.) and membership to ensure no potential learning is missed.

	4.2.5 Adopt a systematic approach to spreading best practice and quality improvement across the system.

	This is part of the objective of CLIC. We have created systematic collaborative learning opportunities and projects (like the ‘Clinical Skills’ programme now in phase 2) to ensure spread and learning.


	4.2.6 Identify and prioritise key areas for improvement for rapid and focussed further development.
	This is the core way of working of the programme.

	4.2.7 Identify areas where rapid progress could be made so that some “quick-wins” (within 6 months) can be achieved to provide encouragement for ongoing local engagement in further work.

	The ICC early adopter sites, programmes in mental health, cancer pathways, frail elderly and the ECIP work for flow in the hospital are all aimed at this goal.

As part of the STP process we are working to develop an Implementation plan for short, medium and  longer term improvements.





	Any Additional General Comments

	The Success Regime benefits from the CLIC collaboration and has an OD approach built into its thinking.

More work needs to be done with service users to co-create solutions.

A fresh leadership approach, based on the evidence drawn from Kings Fund/Professor Michael West has been adopted and is supported by all the participating organisations.

We also benefit from a single knowledge and library service (and single strategy) and high IT connectivity to support clinical teams to advance in an evidence based, continuous learning way.






	4.3 Workforce - Education, Training, Recruitment and Retention

	Clinical Senate Recommendation 
	Success Regime Response

	4.3.1 Work with local clinicians and communities to think creatively about how best to meet the workforce challenges through the development of bespoke arrangements. 
	A 10 Point Action Plan for workforce and recruitment is in place with specific focus on the development of new roles and innovative approaches to education and training, based on the outcomes of the emerging clinical strategy. All activities are integrated across the partner organisations.

We specifically commissioned an evaluation of Millom community engagement which has been a very successful example of how the community has supported a workforce challenge. (e.g creating an advertising video for recruiting a GPs)

	4.3.2 Undertake more work with partners across the geography including local communities, schools, colleges and Health Education England North West and the Northern Deanery to design novel approaches to training and workforce development, recruitment and retention that includes both the medical and non-medical workforce.
	As above. Key actions within the plan relate to:
· Engagement with HEE, local universities and colleges (including both Deaneries)
· Innovative recruitment and retention approaches. These have already been launched with plans for further work going forward
· Working with schools and colleges specifically in respect of work experience
· Preparation for the introduction of the apprenticeship levy


	4.3.3 Undertake detailed workforce analysis and modelling informed by creative thinking as well as the necessary professional standards that deliver the agreed clinical models and patient outcomes.
	The workforce repository and planning tool (WRaPT) is being deployed across all the clinical workstreams with support from the central team regarding analysis and modelling.


	
	

	Any Additional General Comments

	A copy of the most recent update to the 10 Point Plan is attached for information.










	4.4 Information Management and Technology Adoption

	Clinical Senate Recommendation 
	Success Regime Response

	4.4.1 Develop clear information governance and sharing agreements across the whole system 
	The Cumbria health and care community uses the Information Sharing Gateway tool, developed by Information Governance staff jointly funded by CPFT and the CCG. The tool won an AQUA award in 2015, and has been endorsed by Cumbria and Lancashire IG leads as part of a wider Information Governance framework used across health and care organisations.





	4.4.2 Develop a business case to support the IMT strategy that is based on learning from others such as iLinks across Merseyside, ‘Data Well’ in Greater Manchester and Salford (which is the most digitally mature organisation in the NHS) and includes: 
· routine use of technologies such as telemedicine etc. 
· information sharing 
· information governance
· resources for health and care professional training
	Cumbria CCG, working with health and care partners, is developing the Local Digital Roadmap, based on a Cumbria wide footprint. This is to be submitted as part of Sustainability and Transformation Plans for WNE Cumbria and Lancashire/South Cumbria S&TPs, at the end of June.

An initial IM&T strategy for the Success Regime has already been developed, based on the initial clinical workstream propositions, that are now being built into the Success Regime Pre-Consultation Business Case. This is in the process of being updated, as clinical workstreams define new models of care. 

A workshop with the Universities of Lancaster and Cumbria are being held the week commencing 16th May and the Scottish Centre for Telehealth and Telecare are presenting two workshops in Carlisle, highlighting the opportunities to develop and roll out telehealth and telecare at scale. On the back of these workshops, we will produce our Digital Roadmap, recognizing the best practice contained in the iLinks and Datawell strategies.

	
	






	Any Additional General Comments

	







	4.5 Patient Transfer, Transport and Repatriation

	Clinical Senate Recommendation 
	Success Regime Response

	4.5.1 Clarify the impact of any proposed clinical changes on repatriation and access to specialist and other services for patients.
	We have sought and agreed formal partnership arrangements with Newcastle Hospitals to ensure that all specialist services are managed with an eye to maximize both patient experience and clinical outcome. Specialised services commissioners are represented on the Success Regime Programme board and a recent product of collaborative working is the commissioning of an expanded Radiotherapy service in Carlisle.  

The CCG is reviewing out of area activity to learn lessons about why patients (and their GP) are choosing to get their care in alternate providers.

The Success Regime Programme includes a specific workstream focusing on transport. The work of this group has included consideration of issues in relation to Patient Transfer, Transport and Repatriation and impacts of the proposed clinical models.

In developing the Pre-Consultation Business Case, the Success Regime has completed a travel impact analysis relating to the options beings considered. In addition, plans are being developed to support patient repatriation and transfer.


	
	

	Any Additional General Comments
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7.1 Mental Health Clinical Proposals

	Clinical Senate Recommendation 
	Success Regime Response

	7.1.1 Focus on the acquisition, review and analysis of needs-based data across the system.
	As we build the model of care we will focus on a needs based approach.  We will ensure we utilise the health and social needs information available from Public Health and other sources, ONS etc. which we can apply to the Integrated Community footprint.

We have an understanding of our Cumbria demographic and in particular the issues being faced by people with Mental Health problems.

We will incorporate a more substantial section on the needs assessment which is a fundamental part of the model of care.  The headlines being:
· higher than average number of suicides
· higher admissions for self-harm
· high levels of unemployment in pockets across the county, with employment status being a key determinant of mental health problems
· significant pockets of deprivation, again being a key determinant of mental health problems
· a large predicted increase in older people with mental illness, driven by demographics.
To support this Mental Health Strategies are undertaking bed-modelling based on three years retrospective activity across community and hospital services. The change in demography and future anticipated increased need is factored into the work. We will model the impact of different options for bed reconfiguration. A copy of the modelling proposal, due to report on 12th May 2016 is embedded.









	Clinical Senate Recommendation 
	Success Regime Response

	7.1.2 Ensure that Mental Health is integrated within the Success Regime programme and informs all other clinical plans. 
· Further develop work to achieve “parity of esteem”, for example, by including primary mental health expertise within the physical health team integration development. 
· Ongoing work also should also extend to Child and Mental Health Services (CAHMS).
· Consider and take account of how the strategy will impact on other health care providers including A&E, social services, carers, staffs, public health, ambulance services, and pharmacy
	We will ensure a holistic approach to the mental health planning and will, again through the model of care development, confirm parity of esteem as a fundamental aspect.  

We have also agreed to inform the Integrated care community development work how mental health should be maintained across the community and taking the local population needs into account and aligning service development against the needs assessment.

We will work with our children, families and colleagues to ensure we are able to reference the pathways more succinctly as they interrelate to those in the Children and Families Proposition.  By working in partnership in this way we can be consistent and therefore work as a more effective ageless Mental Health model.

The crisis assessment model has more detail regarding the impacts on the wider organisations but we will demonstrate this across the whole programme.


	7.1.3 Model flows through the crisis response model for all ages, to gauge impact on in-patient and primary care flows.
	This will be clear through the work being carried out across the options proposed in the Mental Health Strategies simulation model (see above).  Once the outputs are know we will build into the proposal.


	7.1.4 When developing the concept of more treatment at home, when undertaking the review of estates, there is a need to be sensitive to evidence where family pressures can exacerbate rather than support mental health difficulties. 
· It is important to identify how primary care or home care will address the complexities of patient care rather than seeing it as a solution to low staffing ratios, geographic complexities and limited finance




	We are building a social response alongside the crisis pathway and also looking at alternative solutions for people who seek support.  

There is also further work underway which will describe our models of recovery, self-management and prevention. The expected outcomes will be built into the proposal to support this.

All mental health assessments currently consider presenting need and social circumstance.

	Clinical Senate Recommendation 
	Success Regime Response

	7.1.5 Prioritise the building of resilience for services to children and families as part of overall mental health plans, particularly the transitional years.
	We will work with our children, families and colleagues to ensure we are able to reference the pathways more succinctly as they interrelate to those in the Children and Families Proposition. By working in partnership in this way we can be consistent and therefore work as a more effective ageless Mental Health model.


	7.1.6 Consider further the remodelling on in-patient flows as a direct response to primary mental health and crisis response outcomes, particularly where the re-distribution of funding may negatively impact elsewhere in care pathways. 
· For example, there is a need to ensure effective CAMHS and ED support at Whitehaven to avoid admissions

	We will explore this in more detail as it relates to a specific site and the identified needs there. The proposal has a county wide view and is strategic but may need to evidence specific local issues in the case for change.

We will review the outcomes of the modelling simulation configure scenarios around CAMHS.


	7.1.7 Investigate the need to provide effective support for self-harming at Whitehaven to avoid admissions.

	We will assess the business intelligence around this and ensure we consider the impact of any developments we are modelling.


	7.1.8 Develop system clinical outcome measures that will enable benchmarking of strategy roll out.
	We have developed clinical outcomes as a framework but will ensure this can be better described in terms on quantifying.


	7.1.9 Use findings from past service challenges to understand their impact on clinical outcomes.
	We will build in past evidence and reports to evidence progression and service improvement. The strategic vision was a response to past challenges, which we can refer to in more detail.


	7.1.10 Where areas of strategy are built around “proof of concept”, focus on clinical outcome measures in this proof.

	We have mapped some of the clinical outcome assumptions and we will express them more clearly in the proof of concept section.


	7.1.11 Consider more critical analysis of existing practice and identify the changes that need to occur that will help both staff and patients.


	We explore this in more detail and ensure we evidence the findings clearly in the proposal.

	Clinical Senate Recommendation 
	Success Regime Response

	7.1.12 Consider in greater depth how bed management strategies can address the needs of patients and their carers as well as well as the resourcing issues of the NHS.

	As part of the bed modeling process we will consider this as part of the scenario planning and report back on the outcomes through the proposal.


	7.1.13 Encourage hospital clinicians to work and/or be involved more in the community care centres.
	The OD plan will encompass the way of working and specifically look to this issue. A&E representative are part of our Crisis Centre Project Steering Group and associated sub-groups.


	7.1.14 Build a core clinical governance theme based upon routine acquisition of patient/carer/family experience.
	We are acquiring patient and service user views/experiences currently and will have a more detailed analysis of this going forward and also determine the level of frequency to ensure we are fully informed of the patient and career experiences and are able to respond.


	7.1.15 Use a baseline workforce assessment to test the feasibility of new service models.
	We have recently acquired the baseline assessment so this will be analysed and incorporated into the plans. The WRaPT workforce planning tool is being used to support this.


	7.1.16 Evaluate innovative recruitment strategies e.g. The Millom initiative.
	There are other initiatives we wish to explore also and these have been picked up by the Success Regime Workforce Enabling Workstream.


	7.1.17 As part of modelling new services, evaluate competency impact of moving staff into new roles and build an integrated training support model to mitigate skill gaps.

	This is part of the workforce planning approach, competency based modelling, we will make this clear in the paper when relating to the Workforce Enabling Workstream.


	7.1.18 Exploit current initiatives to extend contribution of IT solutions and staff training to engage local populations.

	We have contributed to the Digital Roadmap for Cumbria and ensure our requirements are known.  We will summarise this in the proposal.


	7.1.19 Consider the training all staff in the management of challenging behaviours to promote parity of esteem. In addition, all staff should make every contact count, for example, smoking cessation and CVD risk reduction. This will ensure that Mental Health teams address basic medical issues as well as 
	Part of the health and wellbeing layer in the model of care builds on this principle but would benefit from further comment and explanation.

	Clinical Senate Recommendation 
	Success Regime Response

	physical teams addressing basic mental health issues.

	

	7.1.20 Consider a rapid response team for all mentally ill patients going through a crisis episode for all ages in A&E Departments.

	This is part of the crisis assessment centre model.

	7.1.21 Review further, initiatives to involve competencies for third and voluntary sectors in building workforce resilience

	We are exploring this initially through a crisis pathway however there is an opportunity to expand this across the whole model of care.


	7.1.22 Build on the existing strategy to ensure the general public are core to engagement processes that seek to understand preferences for how services should be delivered

	We have commenced the options appraisal process for inpatient services, however the principles are good and we will be developing this as a framework to support this recommendation.


	7.1.23 Consider how best to integrate communication systems into new models, particularly in relation to connecting people with services and supporting individuals and their families

	Our network of third sector and service users can contribute to this recommendation as they are a critical partner in delivering the Mental Health programme.  They have some innovative ideas, which we can build into the work we are currently doing.


	7.1.24 Test how the new models can be built around specific population areas with sensitivity to both native population, geography and skill recruitment

	We can use the needs assessment to guide this and respond to the identified requirements.

	
	

	Any Additional General Comments

	Thank you for this comprehensive feedback, it is a really useful prompt to ensure a more robust end result.

The mental Health Strategy for Cumbria which forms the Mental Health Transformation programme superseded the Success Regime and has  a Cumbria wide focus.  The challenge is to embed the vision and model of care across the emerging proposals from the existing strategy. We will enhance the LD element of the proposal.

Reviewing the recommendations has been helpful and will assist the development of the proposed models.  There are some areas where we have constructed the proposal from our Vision and Model of Care, in particular the 10 elements of the Kings Fund ‘Bringing together physical and mental health: A new frontier for integrated care’ (March 2016)’ as well as the 5 year forward view for mental health. These will be further developed to reference against the proposals.



	7.2 Integrated Care Clinical (ICC) Model (including Community services)

	linical Senate Recommendation 
	Success Regime Response

	7.2.1 Consider the creation of robust governance arrangements which include key stakeholders, for example through the use of an Accountable Healthcare System or other partnership model with all partner organisations.

	We will develop detailed governance arrangements as part of the implementation of the early adopter sites.

We have used the AQUA framework for integrated working for health and social care systems to look at readiness across 8 dimensions for a successful accountable system.

	7.2.2 Identify and stratify the risks across the health and social care system and use the results to inform the development of the ICC programmes and footprints. This could be achieved by creating a map of patient journeys to learn about and appreciate the existing problems and identify the improvements that will have the biggest positive impact for patients and staff.
	We will use a risk assessment framework as part of the implementation plan for ICCs and risk registers will be managed as part of the implementation governance.

As discussed above patient journey mapping is one of tools promoted by CLIC and is part of the OD plan for mangers and clinical leads in all of the workstreams.  

	7.2.3 Visit and learn from other health economies which have had success at achieving integration (examples above).
	We have already benefitted from input from Pete Colclough (former Chief Executive of Torbay PCT) and have also discussed the approach being taken in Leicestershire.

Both the Medical Director Derek Thomson and Director of strategy in NCUHT developed the HRRP/LINS programme in Northumbria therefore have experience in this.


	7.2.4 Develop and measure achievement of standards and improved outcomes, through the implementation of an audit programme to inform 
	We will develop key metrics as part of the benefits realisation plan to support the implementation plan for ICCs.


	Clinical Senate Recommendation 
	Success Regime Response

	
	We are using the experience from Millom to look at novel targets as defined by the patient, for example total miles travelled to get care.


	the ongoing changes. Also consider the use of other service evaluation tools such as patient reported outcome measures (PROMs) and clinician reported outcome measures (CROMs).

	Thank you for the recommendation about PROMs and CROMs and will ensure these are discussed by the emerging leadership teams by the early adopter sites.

	7.2.5 Engage with stakeholders to co-design plans and proposals to meet the needs of the population within the resources available. 
· Consider integrating services that offer a logical fit and where the impact will be greatest based on the local population and geography.

	The development of the proposed ICC footprints has been based populations of between 20,00 and 80,000 based on GP lists and natural communities to take account of the local population and geography.

The work to establish each of the ICCs will involve considerable engagement with local stakeholders.




	7.2.6 Develop a communication plan and robust governance arrangements for the pilots and other adopters.

	We will develop a communication plan for the implementation of the early adopter sites and the later phases of implementation.


	7.2.7 Undertake further work to develop a robust and realistic workforce plan which addresses the following: 
· models the proposed workforce roles and numbers and testing the assumptions re potential financial savings 
· Clarifies the age profile and turnover of the staff 
· Clarifies the assumptions which have been made about the recruitment of new staff into the area and whether the anticipated numbers are realistic. 
· Clarifies the assumptions which have been 
	We are developing a workforce plan for the early adopter sites. We will ensure that the plans are robust and realistic and take account the factors suggested by the Clinical Senate.

	Clinical Senate Recommendation 
	Success Regime Response

	made re the flexibility of the workforce and whether these are realistic
· Builds on the results of a risk assessment of staffing numbers and clarifies the proposed governance arrangements to manage the identified risks 
· Outlines plans for the ongoing training and development of staff 
· Describes how professional isolation will be addressed 
· Embeds Quality Improvement into work force training and CPD 
· Describes the extent that local commissioners have been engaged in the development of the workforce plan

	

	7.2.8 Develop an integrated IT plan (with appropriate training) which embraces telemedicine in order to address some of the patient access issues.

	We have an IT Enabling Workstream, which is fully engaged with the ICC planning as a key interdependency.

	
	

	Any Additional General Comments

	We appreciate the need to articulate the concept and concrete benefits of Integrated Care Communities more clearly.






 

	7.3 Children’s Clinical Model

	Clinical Senate Recommendation 
	Success Regime Response

	7.3.1 Make timely decisions and decide concurrently on models of care for both maternity and children & families in order to maintain the viability of any future services. 
· The requirements of a consultant led obstetric unit are such that the paediatric model of care needs to be robust to support it. This was considered by Dr Shortland in his review. 
· The Senate Review Team recommend that his opinion is considered further i.e. a 14 hour SSPAU at the WCH site may be a more achievable and sustainable option

	The interdependencies between Maternity and Paediatric services are fully recognized both in the propositions and the options appraisal and evaluation processes that are in place.  Recommendations on Models of care will part of the PCBC  in line with the Success Regime timelines. 

	7.3.2 Consider the following issues when modelling the effects of each option, reviewing achievability and making a decision: 
· cross-border activity (e.g. the number of patients that would move to Barrow) 
· Interim arrangements in terms of both staff resources and financial costs and likelihood of meeting target configuration

	We know from activity modelling and evidence of activity having already moved that the flow is likely to be east to Tertiary Centres rather than south to Barrow due to accessibility & road networks.

Evaluation criteria was used in the shortlisting of options for inclusion in the PCBC, includes reference to the likelihood of achieving and sustaining models of care taking account of both staff resources and financial costs.

	7.3.3 Further develop a robust and realistic workforce plan which addresses the following: 
· models the proposed workforce roles and numbers and tests the assumptions re potential financial savings
· Clarifies the age profile and turnover of the staff

	Realistic and robust workforce contingency plans are already in place.
 
The Success Regime Workforce Workstream have also developed a 10 Point Action Plan for workforce and recruitment, with specific focus on the development of new roles and innovative approaches to education and training, based on the outcomes of the emerging clinical strategy. All activities are integrated across the partner organisations.



	Clinical Senate Recommendation 
	Success Regime Response

	· Clarifies the assumptions which have been made about the recruitment of new staff into the area and whether the anticipated numbers are realistic
· Clarifies the assumptions which have been made re the flexibility of the workforce and whether these are realistic 
· Builds on the results of a risk assessment of staffing numbers and clarifies the proposed governance arrangements to manage the identified risks 
· Outlines plans for the ongoing training and development of staff 
· Describes how professional isolation will be addressed 
· Embeds Quality Improvement into work force training and CPD 
· Describes the extent that local commissioners have been engaged in the development of the workforce plan

Also See General Recommendations in Section 4.3

	Key actions within the plan relate to:
· Engagement with HEE, local universities and colleges (including both Deaneries)
· Innovative recruitment and retention approaches. These have already been launched with plans for further work going forward
· Working with schools and colleges specifically in respect of work experience
· Preparation for the introduction of the apprenticeship levy

The workforce repository and planning tool (WRaPT) is being deployed across all the clinical workstreams with support from the central team regarding analysis and modelling.

Implementation plans have been developed and will reflect the recommendations suggested by the Clinical Senate.

	7.3.4 Employ novel recruitment models once a clear vision for the future of the service has been established. Suggestions include: 
· Movement of clinical leaders between sites 
· Secondments of senior well established clinicians who may also provide additional clinical leadership 
· Working alongside universities to provide academic units

	With support from the Workforce Enabling Workstream, innovative recruitment models are currently being trialed and we will continue to look for new opportunities to develop attractive job plans that will create greater interest for people to live and work in Cumbria. The details can be found in responses to recommendation in section 4.3.

	Clinical Senate Recommendation 
	Success Regime Response

	7.3.5 Consider CAMHS and other service interdependencies throughout the decision making process and when putting in place transitional arrangements.
	The Children and Families Workstream has taken a whole system approach to review of services and this includes CAMHS. There has been continuous and robust representation of CAMHS services in the Children and Families Workstream and this will continue. 

	7.3.6 Ensure that a whole systems approach is maintained by considering community services and general practice at the heart of the decision making process.

	The Children and Families Workstream has taken a whole system approach to the review of services, this is centered around the integration of services and supports the concept of Integrated Care Communities. 

The Children and Families Project Group includes representation from Primary Care (GPs), Community Nursing, Acute Care, Social Care and Public Health, Hospice and third sector as well as commissioners.


	7.3.7 Support the Trust to continue to build upon its exiting successes such as telemedicine.

	Through our continuing engagement with children, young people and their families we know that the increased use of telemedicine is welcome. We are committed to increasing the use of telemedicine and are encouraged by the progress made by the Success Regime IM&T Workstream in developing the digital roadmap.    


	7.3.8 Ensure that a robust engagement plan which builds on Sam’s House is developed and implemented. It also needs to address and explain the reasons why changes are required.
	The Children and Families proposition document details communication and engagement activities that took place before the Success Regime was established. The engagement programme for the Success Regime began in December 2015 and engagement with service users and stakeholders have been captured within the engagement programme. The details can be found in responses to recommendation in section 4.1.


	7.3.9 Further develop the standards and quality measures for the service.
	The standards for Children’s services are centered around the RCPCH standards. Quality measures and benefit realisation plans are being developed as part of our implementation plans. 


	7.3.10 Undertake an audit of likely number of patient transfers if the SSPAU model was implemented.
	An acuity audit was undertaken in January 2015, which identified the likely number of patient transfers from West Cumberland Hospital (WCH) to Cumberland Infirmary (CIC).

In December 2015 a comprehensive audit of all inpatients on paediatric wards at CIC and WCH was undertaken. The audit reviewed patient pathways in relation to preadmittance/admittance/length of stay/discharge/post-discharge. This audit is in a process of being analysed and will be shared to inform the implementation plans by the end of May 2016.






	Any Additional General Comments

	Reviewing the recommendations has been helpful and will assist the development of the proposed models. Cumbria CCG is also involved in the Better Care Together Programme in South Cumbria and are fully aware of the configuration of paediatric services in Barrow and related issues.




	7.4 Maternity Clinical Model

	Clinical Senate Recommendation 
	Success Regime Response

	7.4.1 Ensure that the proposed clinical models build on NICE guidelines and quality standards.

	Agree 

	7.4.2 Consider the clinical co-dependencies involved during the development of the proposals for maternity services. Sources of useful information about the process for identifying clinical co-dependencies are: 
· The South East Senate report on clinical co-dependencies 
· The Making It Better and Healthier Together Programmes 
· The GM Devolution Specialised Services co-dependency assessment framework 
· The Healthy Liverpool Programme

	The clinical interdependencies for maternity services has been fully acknowledged in the consideration and development of our proposals. We have undertaken a significant literature review and created an evidence base including national and international examples of best practice and innovation. We will review the evidence highlighted by the Senate and ensure that it is included in our evidence base.

	7.4.3 Consider and take account of the critical interface between maternity services and paediatrics in the further development of the proposals.
	The interdependencies between Maternity and Paediatric services are fully recognized both in the propositions and the options appraisal and evaluation processes that are in place. 


	7.4.4 Clarify how Cumbria responded to the concerns of the CQC. It would be helpful to see evidence of how the concerns raised from previous reports have or are being addressed.
	The response to the CQC report was not public the time this review was conducted. However, CQC response document has been used to update to our narrative and key messages. The document is available on the Success Regime website and has been sent to stakeholders personally to keep them informed. 



	Clinical Senate Recommendation 
	Success Regime Response

	7.4.5 Undertake further work to develop a robust and realistic workforce plan which addresses the following: 
· models the proposed workforce roles and numbers and testing the assumptions re potential financial savings 
· Clarifies the age profile and turnover of the staff 
· Clarifies the assumptions which have been made about the recruitment of new staff into the area and whether the anticipated numbers are realistic. 
· Clarifies the assumptions which have been made re the flexibility of the workforce and whether these are realistic 
· Builds on the results of a risk assessment of staffing numbers and clarifies the proposed governance arrangements to manage the identified risks 
· Outlines plans for the ongoing training and development of staff 
· Describes how professional isolation will be addressed
· Embeds Quality Improvement into work force training and CPD 
· Describes the extent that local commissioners have been engaged in the development of the workforce plan
	Realistic and robust workforce contingency plans are already in place.
 
The Success Regime Workforce Workstream have also developed a 10 Point Action Plan for workforce and recruitment, with specific focus on the development of new roles and innovative approaches to education and training, based on the outcomes of the emerging clinical strategy. All activities are integrated across the partner organisations.
Key actions within the plan relate to:
· Engagement with HEE, local universities and colleges (including both Deaneries)
· Innovative recruitment and retention approaches. These have already been launched with plans for further work going forward
· Working with schools and colleges specifically in respect of work experience
· Preparation for the introduction of the apprenticeship levy

The workforce repository and planning tool (WRaPT) is being deployed across all the clinical workstreams with support from the central team regarding analysis and modelling.

Plans will also take into account the factors suggested by the Clinical Senate.


	7.4.6 Clarify further the Enhanced Neonatal Nurse/Midwife roles in terms of: 
· Training numbers 
· Plans for supervision and ongoing training 
· Proposed level of ongoing support from the wider staffing infrastructure to reduce professional isolation 
· Proposed level of professional responsibility and accountability etc.





	We welcome the senate’s comments and will continue to clarify and develop these roles.

	Clinical Senate Recommendation 
	Success Regime Response

	7.4.7 Develop robust quality metrics and standards which can be used as a marker of progress and or success.
	Following the RCOG Maternity Services Review, a Maternity Dashboard has been implemented which includes robust quality metrics and standards and will be used as a marker of progress and success. The dashboard is also enabling robust benchmarking against peer group organisations at both a local and national level.


	
	

	Any Additional General Comments

	Concern has been expressed in relation to the following statement on criteria for MLUs. It is unclear what is implied in the statement. The Director of Midwifery at NCUH is very clear that MLUs are purely for low risk labour and birth.

“The potential to expand birthing units should be explored further, although the Review Team urge caution in the light of population expectations as in Penrith the number of births is increasing. In addition, if a woman wants an epidural, this cannot be provided on an MLU. If, especially in remote areas, there is a desire to expand the use of MLUs, the Success Regime Team should be encouraged to review the literature to understand whether categories presently excluded, could safely be managed on MLUs”














	7.5 Proactive and Emergency Care Clinical Models

	Clinical Senate Recommendation 
	Success Regime Response

	7.5.1 Co-design and communicate a clear vision which focuses on future development, quality improvement and the achievement of clinical standards that will ensure reliable care and includes a much stronger evidence base with identified safety, quality and effectiveness metrics. 
· Focus communications on high level aspirations which describe how best to improve the outcomes for the population and describe what the system could look like in the future.
· Communicate the ongoing benefits for the population which will result from service change e.g. improvements in mortality and morbidity should be monitored and reported regularly by the Success Regime
	Whilst the acute urgent care elements of proposals have primarily been designed by acute professionals, primary care and CCG involvement has occurred at key stages and co-ordination has been provided through the multiagency Proactive & Urgent Care Board. We recognize that more will need to be done to involve patient and members of the public and will take this forward as the detail of the model develops. However, the Success Regime pre-consultation public engagement has clearly identified a strong desire in the West Cumbria population to see the continuation of Acute & emergency Medicine at WCH – and our proposals deliver that public aspiration. We, of course, recognise that we need to do more in communicating the model, with a strong vision and a clear quality improvement message, all underpinned by a sound evidence base. Whilst the latest Pre-Consultation Business Case draft has addressed some of these issues, we will work to ensure that further drafts, consultation documents and other core communications make this story far stronger.

We have already agreed, as an immediate priority, the need (for the Success Regime as a whole) to identify the outcomes anticipated to meet our overall success criteria linked to the interventions proposed, develop specific metrics and understand our initial baselines as soon as possible. We intend to pick this up for all workstreams through the Programme Executive and Clinical Advisory Group. 


	7.5.2 Ensure that the proposed clinical models build on relevant guidelines and quality standards, suggestions as follows: 
	The Success Regime work has necessarily focused in on addressing major fragilities and challenges in key areas, so has not attempted to cover all specialties, pathways and services. However, for those areas we have considered and re-designed, we have taken into account the 

	Clinical Senate Recommendation 
	Success Regime Response

	· Recent NICE guidelines 
· The Keogh report (which identifies evidence-based robust emergency care pathways) 
· College guidelines and standards for ED 
· Greater Manchester Primary Care standards NICE quality standards addressing hospital admission outcomes 
· The South East Clinical Senate and the GM Devolution Specialised Services clinical co-dependencies frameworks 
· Reference evidence and learning from other sparsely populated areas

	need to meet College Guidelines, NICE Guidance etc. – for example in relation to staffing competencies and levels as well as best practice pathways in developing integrated emergency floors, building our use of Acute Care Physician model. We have also researched approaches in other areas such as Cornwall, Scotland, Wales as well as abroad. However, we fully recognize that there is little explicit reference to this work and that it will provide an importance evidence base in ‘selling’ our proposals – we will therefore now systematically gather the guidelines, standards and research evidence we have used and ensure this is well communicated.


	7.5.3 Further develop a robust and realistic workforce plan which addresses the following: 
· models the proposed workforce roles and numbers and testing the assumptions re potential financial savings 
· Clarifies the age profile and turnover of the staff
· Clarifies the assumptions which have been made about the recruitment of new staff into the area and whether the anticipated numbers are realistic. 
· Clarifies the assumptions which have been made re the flexibility of the workforce and whether these are realistic 
· Builds on the results of a risk assessment of staffing numbers and clarifies the proposed governance arrangements to manage the identified risks 
· Outlines plans for the ongoing training and development of staff 
· Describes how professional isolation will be 
	A high-level plan outlining the requirements for development and implementation of the proposed new model has now been internally approved by the Trust along with the governance arrangements to take forward the work with UCLan and provider/commissioner partners. We will ensure that the workforce detail recommended here is built into the subsequent detailed workplans to provide robust assurance on deliverability and timelines and mitigate associated risks.

Overall Success Regime work using the WRaPT tool will enable development of a whole-system workforce plan – this will include secondary acute/emergency care; the baseline analysis is now completed. The overall work is being led by the Workforce Enabling Workstream but has involved senior managers and clinicians in the acute Trust as well as other providers.

We welcome the useful checklist that the senate proposes here as we develop our models.

	Clinical Senate Recommendation 
	Success Regime Response

	addressed o Embeds Quality Improvement into work force training and CPD 
· Describes the extent that local commissioners have been engaged in the development of the workforce plan. 

Also See General Recommendations in Section 4.3.

	

	7.5.4 Further clarify the role of Physician Associate in terms of: 
· Training numbers 
· Plans for supervision and ongoing training o Proposed level of ongoing support from the wider staffing infrastructure to reduce professional isolation 
· Proposed level of professional responsibility and accountability etc.
	The composite workforce strategy requires that we model training & competency development requirements for existing Advanced Nurse Practitioners (ANPs) plus future Physician Associates PAs) & Advanced Clinical Practitioners – Medicine (ACPMs). Early stage planning is already underway between NCUHT & UCLan.

We are in the process of modifying the clinical / professional supervision and line management arrangements for existing ANPs to better facilitate new competency development, provide optimal support and improve accountability for ANPs as well as new PAs and ACPMs.
We are already clear in our plans that PAs in first will work at FY1/2 level, whilst, with suitable training and experience, ANPs / ACPMs will be able to work up to ST3 level.


	7.5.5 Develop an integrated IT plan (with appropriate training) which embraces telemedicine in order to address some of the patient access issues.

	It is recognized that considerable further work is required in this area and this will be taken forward jointly with the IT Enabling Workstream.


	7.5.6 Clarify how the emerging clinical plans are drawing on the knowledge and expertise of the local System Resilience Group (SRG).

	Cross-membership and internal Trust mechanisms ensure full alignment with the local SRG.


	7.5.7 Provide more clarity in relation to patient transport across the system. In particular, the triage and decision-making process for transfer to an acute centre for surgery. The access to services should also describe how patients will be repatriated.
	A separate Transport Workstream has set out the vision, principles and priorities for whole system health and care transport issues; this has not been previously shared with the Senate during the Review Process but can be if desired. 

Specifically, a Transfer Policy jointly agreed in 2015 with North West Ambulance Service FT sets out transfer arrangements including triage and decision making process, required 

	Clinical Senate Recommendation 
	Success Regime Response

	
	documentation and repatriation. Work continues between the two Trusts to both monitor transfer activity and policy compliance, and to develop new pathways to enable direct diversion of patients at community source where clinically appropriate (e.g. stroke, some trauma and cardiac pathways etc.). Improvements are also being made to elements of communication and documentation following a full clinical case note review of transfers, which will be included in a further revised policy over the next couple of months. Modelling has been undertaken to identify the impact on ambulance and PTS journeys for all options and also travel impact analysis.

	7.5.8 - Identify solutions which are more creative.
	We will continue to strive to be creative in our thinking as we develop our future models. We believe we have exhaustively considered possible options in working with the North East Clinical Senate and other external advisors to develop a very creative solution for the acute medical workforce challenges at WCH. The North East Clinical Senate concurs with our view that this appears the only viable option to maintain service provision. 

We would however be very pleased to consider other creative opportunities that Senate Colleagues may have in mind.


	7.5.9 Clarify plans for the development of infrastructure e.g. 24/7 radiology access which will support local diagnostics to inform access to Specialised and other services.
	Where we have identified gaps in clinical support services through seven day standard audit these are in general part of ongoing work with commissioners and through individual workstreams. Some provision has been made for them in the high-level financial planning. The Trust has a good understanding of the key diagnostic challenges, and will ensure that the detail of requirements is built into the detailed implementation phases.


	

	Any Additional General Comments

	The benefit for patients and careers from the overarching model aimed to achieve organisational and operational effectiveness is the continuation of local Emergency & Acute Medical care at WCH – rather than the closure of the service and transfer of patients (approximately 75 mins plus) to Carlisle.

We have an enabling group for Transport work area with a management lead from North West Ambulance Service. The partnership working is taking place and NWAS are members of the Programme Board. 








	7.6 Elective Care Clinical Model

	Clinical Senate Recommendation 
	Success Regime Response

	7.6.1 Meet with the Manchester Healthier Together Team and the Healthy Liverpool team to explore their approaches to the identification of evidence-based clinical standards, patient and clinical engagement, communicating the vision for future improvements in patient outcomes and reduction in mortality etc.
	Included in our action plan:  
· Develop local standards (similar to those developed by the  Manchester Healthier Together Team and the Healthy Liverpool team)
· Explore the approaches of the Manchester Healthier Together Team and the Healthy Liverpool team to identify evidence-based clinical standards
· Use the standards to support patient and clinical engagement, communicating the vision for future improvements in patient outcomes and reduction in mortality.


	7.6.2 Consider the clinical and operational co-dependencies involved during the development of the proposals for elective care including, inter alia, Primary Care and the Ambulance Service. Sources of useful information are: 
· The South East Senate co-dependencies report 
· The Healthier Together Programme 
· The GM Devolution Specialised Services co-dependency assessment framework 
· The Healthy Liverpool Programme 
· Reshaping Surgical Services: Principles for Change, The Royal College of Surgeons of England January 2013

	We will

· Invite the ambulance service to participate on the project work stream steering group and in all future mapping events.

· Review all the recommended sources of information.

· Compile a diagram/a list of possible co – dependencies for each key pathway.

· Include all the above in our action plan.

	7.6.3 Ensure that the proposed clinical model build on NICE guidelines and quality and safety standards, RCS and GMC Recommendations. Develop robust quality metrics and standards and a performance framework which can be used as a marker of progress and/or success
	Each work area will determine appropriate quality indicators based on NICE guidelines and quality and safety standards, RCS and GMC Recommendations.

Each work area will develop appropriate performance indicators.




	Clinical Senate Recommendation 
	Success Regime Response

	
	Measure a baseline quality and performance and measure at regular intervals.

Include all the above in our action plan.


	7.6.4 Co-design coherent pathways for referral (with primary care) and for transfer and transit. Involve actively the Ambulance Service in the development of the proposals.

	Include all the above in our action plan.

	7.6.5 Undertake further work to develop a robust and realistic workforce plan which addresses the following: 
· models the proposed workforce roles and numbers and testing the assumptions re potential financial savings 
· Clarifies the age profile and turnover of the staff 
· Clarifies the assumptions which have been made about the recruitment of new staff into the area and whether the anticipated numbers are realistic. 
· Clarifies the assumptions which have been made re the flexibility of the workforce and whether these are realistic 
· Builds on the results of a risk assessment of staffing numbers and clarifies the proposed governance arrangements to manage the identified risks 
· Outlines plans for the ongoing training and development of staff 
· Describes how professional isolation will be addressed o Embeds Quality Improvement into work force training and CPD 
· Describes the extent that local commissioners have been engaged in the development of the workforce plan.






	Link with the Workforce Enabling Workstream with regard to the elements contained in point 7.6.5.

Liaise closely with the Workforce Enabling Workstream with regard to pathway redesign where additional training or different forms/grades of staff are required. 

Include all the above in our action plan.


	Clinical Senate Recommendation 
	Success Regime Response

	7.6.6 Clarify how the IT infrastructure will support the operation of the centre, particularly access to radiology and other imaging results.
	Develop an independent IT Infrastructure plan for WCH to support enhanced telemedicine opportunities and to meet access or imaging issues.
 
Develop an independent business case to support the IMT strategy at WCH which includes consideration of information sharing, information governance, resources and professional training.

Include all the above in our action plan.


	7.6.7 Clarify the subspecialty use, case mix and transfer and transit arrangements for the proposed centre. Use this information to assess whether the proposed model is fully optimized to serve the population.
	Develop clarity around subspecialty use, case mix and transfer and transit arrangements for the proposed centre.

Assess the information against population post code data and assess  if the proposed models match population demands.

Include all the above in our action plan.


	

	Any Additional General Comments

	It will be beneficial to a number of the Success Regime work streams to meet with the Manchester Healthier Together Team and the Healthy Liverpool team to explore their approaches to the identification of evidence-based clinical standards, patient and clinical engagement, communicating the vision for future improvements in patient outcomes and reduction in mortality.  

We will explore the possibility of organising the Success Regime visit to meet the Manchester Healthier Together Team and the Healthy Liverpool team.  

As the name “Centre of Excellence” means different things to different people we will investigate a new name which people can more easily identify with  -  such as one suggestion for a new name is  -   “Surgical Treatment Centre”. The aim will be to build a strong reputation for delivering high quality care. 
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WEST, NORTH AND EAST CUMBRIA SUCCESS REGIME

ENGAGEMENT DASHBOARD
VERSION: 01
DATE: Data correct as at 11 May 2016
ENGAGEMENT ACTIVITY
ACTIVITY QUANTUM | NOTES
Number of formal staff engagement meetings 32 Success Regime matters have also been discussed in a wide variety of

regular NHS staff update engagement meetings. In addition,
however, 32 staff engagement meetings have been specifically to
discuss matters arising from the Success Regime.

Public engagement meetings 10 All recorded and now available as audio recordings on the Success
Regime website.

Total number of attendees at public meetings 1800 (est.) | Estimate of audience attendance at all public meetings. Does not
include those attending the first Keswick meeting who were not able
to getin.

Listening events 4 Events were held in locations across Cumbria during December 2015
for early conversations about local health services. A report from
these events is available on the Healthwatch website.

Total number of attendees at listening events 452

Questionnaires completed 357 Results from this survey on contained with a Healthwatch report.

Number of engagement meetings with stakeholders 85 Meetings with community groups and campaign groups and other

key stakeholders (e.g. MPs). This includes workshops and focus






groups.

Online engagement responses to Success Regime website 231 These are online written responses submitted through the ‘Have

Your Say’ form on the Success Regime website.

Letters, papers or written engagement responses received by the 140 These are hard copy written responses.

Success Regime and included as formal contributions to the
engagement programme.

Engagement vehicle — number of sites visited 86 A mobile engagement ‘chatty van’ visited communities across
Cumbria.
Engagement vehicle — number of people engaged 4210 The total number of people who were engaged with through

conversations on the van.

Number of people following the Success Regime Twitter feed 370

Number of people who like the Success Regime Facebook page 202

ENGAGEMENT THEMES

1) While people understand the difficulties associated with recruiting, retaining and rostering staff in community hospitals which each have a small
numbers of inpatient beds, only a relatively small number of people support the idea of reducing the number of community hospitals with such beds.

2) There are calls from some quarters to increase inpatient beds at community hospitals to reduce ‘bed blocking’ and delays at A&Es.

3) There are several options on the table with respect to maternity services and some confusion over these options. There is, however, little support for
any option that apparently reduces the perceived level of service at West Cumberland Hospital.

4) The idea of removing any further services from West Cumberland Hospital does not have a great deal of public support.

5) The rurality and geography of Cumbria —and its poor transport links — are matters of considerable local concern. There are concerns about expectant
mothers or acutely ill patients not receiving adequate care during the so-called ‘golden hour’.

6) There are mixed views about the degree to which we should take more elective surgery to West Cumberland Hospital. Some see this as a good thing as
it is returning or enhancing the range of services provided at the hospital, while others see this as turning WCH into a ‘cold’ site which only has
relatively routine services, with Carlisle getting the more intensive, acute and/or complex services.

7) A fully functioning West Cumberland Hospital with services returned and A&E services protected is the objective of local campaigners.





8) Some people argue that the local recruitment challenges stem from uncertainty about services in West Cumbria and returning services to West
Cumberland Hospital will help solve this issue.

9) There are others who believe that more could and should be done to solve the recruitment problems and this should be the focus of activity before any
services are changed. There are, however, very few specific suggestions as to what recruitment measures could be explored.

10) There are mixed views about a heli-medicine service. Anything that aids service delivery in remote areas is broadly supported but some people seem to
understand the proposed service as being a helicopter ambulance service for injured patients. Others feel the heli-medicine option is something of a
“gimmick” rather than a realistic proposal.

11) The potential influx of new residents as a result of nuclear industry expansion — along with other projections of increased populations locally — remains
a concern for local people.

12) The cost of the PFI for the acute trust remains a critical issue for local people, with many believing that removing this cost would help tackle the
financial problems faced by the local healthcare system.

13) Linked to this, there are some people who believe the acute trust should bear the burden of any cost reductions because its deficit makes up a large
proportion of the overall health system overspend.

14) There is a concern that cuts to social care funding are not being factored into the Success Regime’s plans, and there is concern that vulnerable people
will be left isolated following any proposals.

15) There are calls for the Success Regime to involve the third and voluntary sector in its thinking as much as possible, particularly with respect to
Integrated Care Communities.

16) There remains a lack of understanding about Integrated Care Communities; how they will work in practice and which health professionals will be
involved. Furthermore, there is a feeling that ICCs will take time to establish.

17) There is concern in some quarters that there is insufficient attention is being paid to the (rising) challenges of mental health provision and care. This is
often linked to the burden on carers and the failings of adult and social care.
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This document is subject to consideration by the Cumbria County Council Health Overview
and Scrutiny Committee and final approval by the West, North and East Cumbria Success
Regime Programme Board and the Cumbria Clinical Commissioning Group Governing Body.






Introduction

The West, North and East Cumbria Success Regime has been established to help create the
right conditions for high quality health and social care to develop in this area. Its aim is to
secure improvement by introducing new care models where appropriate, developing
leadership capacity and capability across the health system and ensuring collaborative
working.

Historically there have been significant quality challenges across the local health and care
system and these persist today. In September 2015 the Care Quality Commission rated
urgent and emergency services at North Cumbria University Hospitals NHS Trust (NCUHT) as
‘requires improvement’, with general medical services at West Cumberland Hospital rated
‘inadequate’. The Trust is currently rated ‘requires improvement’ overall.

As a consequence of recent inspections the Chief Inspector of Hospitals required the local
health system to begin the move towards a new organisational form by September 2016.
NCUHT has been in special measures since 2013 and the health system regularly fails to
achieve the key waiting time requirements in A&E, cancer and diagnostics etc.

In addition Cumbria Partnership Foundation Trust (CPFT) is experiencing pressure on services
and has a financial deficit and North West Ambulance Service (NWAS) is struggling to meet
key targets and faces serious recruitment challenges.

The current position reflects many years of steady decline as result of:

e A workforce recruitment and retention problem that presents a major barrier to improved
quality, performance and sustainability.

¢ A financial challenge arising from both structural issues (multiple sites, PFl etc.) and
system inefficiencies that means this year the NHS in West, North and East Cumbria is
likely to be overspent by at least £80 million. This figure is likely to double within five
years - and could well more than double - if we do nothing.

e An ageing population, high prevalence of disease, high demand for services, significant
health inequalities and variable health outcomes.

e There being no single, strategic plan for the provision of local health and care.

It is against this backdrop that the Success Regime has conducted a major public and
stakeholder engagement programme which has (up until early May) heard views and opinions
from more than 4000 local people in over 100 different locations across West, North and East
Cumbria.

The Success Regime has developed an emerging vision which is...

...to develop within West, North and East Cumbria an international centre of excellence
for integrated health and care provision in rural, remote and dispersed

communities. Our ambition is to see the West, North and East Cumbria health
community become an international beacon for integrated health and care provision for
remote populations.





In conjunction with local communities and local stakeholders the Success Regime is also
developing some clear proposals for future service development. These proposals will take
account of the views we have heard through the engagement undertaken to date and will be
the subject of a formal, public consultation programme which is planned to begin at the end
of June or the beginning of July 2016.

The options to be considered during this consultation will set out what we think is the best
way to deliver sustainable and high quality services for the people of West, North and East
Cumbria. During the public consultation we will want to test these proposals thoroughly. We
will want to hear views on our proposals, if they can be improved and whether people have
better ideas that we might have missed.

We will listen carefully to the views of our communities and local stakeholders who have an
interest in health and social care.

This document summarises the strategic approach to public consultation that the Success
Regime and Cumbria Clinical Commissioning Group propose to adopt. It is designed to ensure
that we hear the views of everyone who has an interest in the future of health and care
services in West, North and East Cumbria. This is a broad strategy document. It is not a
detailed plan. Only when this strategy document has been approved will the detailed plan be
developed. The plan will, of course, include dates, times, venues etc. The strategy and the
plan will be subject to guidance from the independent Consultation Institute.

Principles
The key principles that will be used to guide the consultation programme are as follows:

* It will be as visible as possible

» It will be open and transparent

» It will be engaging and accessible

* It will be proportionate

» It will give respondents an opportunity to express wider views as well as to indicate
specific preferences

+ Key stakeholders will be involved in determining the details of the consultation
programme

» The consultation process will have an honest intention. The Consultor will be willing to
listen to the views advanced by Consultees, and will be prepared to be influenced when
making subsequent decisions.

» The Consultor will also be honest in explaining to the Consultees that decisions will be
influenced by a number of factors of which the result of the public consultation is just
one.





Best practice

This consultation will be anchored in best practice including the following key guidance
documents:

» Cabinet Office - Consultation Principles (revised January 2016)

» The Consultation Institute - Consultation Charter

» NHS England - Planning, assuring and delivering service change for patients
* NHS England - Planning for Participation

The consultation team will seek guidance and advice from the Consultation Institute.

Style of communication

The consultation will seek to adopt a style of communication in all published materials that
is:

* Clear and concise
» Easy to comprehend
« Jargon free and expressed in plain English

The public consultation document
The public consultation document will be:

» Consistent with the style of communication described above.

* Not excessively long

» Supported with more detailed information on the Success Regime website

» Available both online and as a hard copy in a variety of public venues including GP
surgeries, hospitals, libraries etc.

Media and communication strategy

Our media and communication strategy will include a number of elements such as:

e Regular press releases, and ongoing media initiatives with local media outlets.

e Strategic advertising (including newspapers and online advertising as well as utilising

social media).
e The use of TV screens in hospitals, GP practices and local authorities wherever possible.





o Aregular electronic newsletter - published throughout the consultation period - to update
members of the public and key stakeholders on the latest consultation activities.
e A dedicated consultation website.

Timetable

The provisional timing for the consultation programme is that it should run from 4 July 2016
to 23 September 2016. In acknowledgement of government guidelines on consultation in the
run up to elections and referenda this consultation will not begin until after the EU
referendum on 23 June 2016.

Consultations activities

The consultation activities deployed during this public consultation will include a range of
traditional activities such as public meetings, drop in events, staff consultation meetings etc.
and a range of more innovative activities that will be determined once the proposals and
consultation options are known. These more innovative activities which will be specifically
selected and tailored to the options in such a way as to maximise the opportunities for
meaningful public consultation.

Public meetings

There are different views on the value of public meetings as a tool for consulting members of
the public. Some people argue that they tend to generate conflict and disagreement rather
than consensus but others contend that public meetings are an important and transparent
part of the democratic process.

The Success Regime believes public meetings are an integral component of open and
transparent consultation. Our view is that we should hold a number of public meetings but -
as suggested by members of the HOSC at its last meeting - we should do everything in our
power to ensure that discussion remains relevant to the options under discussion. In this
context we will endeavour to repeat our practice of the pre-consultation engagement period
when we had an independent chair for the key meetings with the skills to keep discussions
well focused.

We are proposing to have sixteen public meetings. At the request of the HOSC this is double
the number of meetings originally proposed and includes public meetings in all eight of the
community hospital localities.





Meeting locations will be:

Alston
Brampton
Cockermouth
Keswick
Maryport
Penrith
Wigton
Workington

Carlisle x 2

Whitehaven x2

Appleby

Egremont

Silloth

A N Other (to be determined)

Some meetings will take place during the day and some will take place during the early
evening in order to ensure a fair spread of localities and times. Our aim is to broaden the
opportunity for everyone to join the public conversation, no matter what their circumstance
(including those who may not be able to attend during the evening) and those of working age
(who may not be able to attend during the day).

Stakeholder meetings/briefings

During the formal consultation period - at the request of the HOSC - we will hold monthly
briefing meetings for stakeholders to update them on consultation progress.

During the formal consultation - again, at the request of the HOSC - we will also brief the
County Council’s four local committees on consultation progress.

We will seek to encourage the widest possible involvement in the consultation process and we
will respond to ad hoc meeting requests (for example from parish councils, town councils,
patient groups etc.) in an appropriate and proportionate manner.

Stakeholder database

We will establish a database of key stakeholders including local authorities, local MPs, GPs,
other independent health contractors, Foundation Trust Governors, Leagues of Friends, media
contacts, pressure groups, patient groups, campaign groups, community groups, third sector
groups, voluntary groups, trades unions, business organisations, carers and members of the
public.

We will also establish an online mechanism for anyone who knows of an organisation or
individual who should be drawn into the consultation as a consultee to ensure their name and
email address is added to our database.





Engagement vehicle

Throughout the pre-consultation engagement period an engagement vehicle was deployed by
Healthwatch Cumbria, on behalf of the Success Regime, to visit some of the more remote
communities and ensure the involvement of people who may not otherwise have been
engaged. The vehicle visited well over 80 locations and staff had conversations with around
4,000 people.

We plan to use the engagement vehicle again during the public consultation programme and
we will seek to ensure that the vehicle also visits locations where people who are waiting to
give their views do not need to stand in the cold.

In addition we will seek to ensure that venues for the engagement vehicle and for public
meetings are widely advertised and promoted.

Hard to reach / seldom heard

It is an important part of any public consultation programme that seldom heard groups
(previously referred to as “hard to reach” groups) should be fully engaged. We will take
advice from our key stakeholders and from patient and carer groups on which are the key
seldom heard groups that need to be given special assistance to help ensure their full and
proper engagement.

Digital & non-digital consultation

The Success Regime understands that some areas in Cumbria do not have good access to
broadband (Wasdale and Eskdale are particularly poorly served). We will not, therefore rely
exclusively upon digital consultation communications. We will ensure that consultees have
both online and offline channels available for completing consultation questionnaires.

We are also aware that many people - particularly older people - who do have access to
broadband nonetheless choose to use offline mechanisms for communication and
consultation. We will seek to use existing community groups to help facilitate consultation
with these people.

We will also make full use of social media platforms as we did during the pre-consultation
engagement period.





What is consultation?

We will be clear and honest with people that the results of public consultation are an
important factor in health service decision making that deserve to be - and will be - fully
taken into account. They are, however, just one of a number of factors that need to be
taken into account in decision making. The results of public consultation do not represent a
veto over any form of change.

Structure and governance

This draft strategy is subject to comment and inputs from Cumbria County Council HOSC. It is
then subject to formal approval by the Cumbria Clinical Commissioning Group (CCCG)
Governing Body and by the Success Regime Programme Board.

A formal consultation plan (based on this strategy) will then be developed and this will be
delivered by the Joint CCCG/Success Regime Public Consultation Working Group.

The Working Group, on behalf of Cumbria Clinical Commissioning Group Governing Body and
by the Success Regime Programme Board, will receive advice on the consultation process from
a Public Consultation Process Stakeholder Advisory Group (PCPSAG).

The results of the consultation process will be assessed and analysed independently with the
final consultation report being published as soon after consultation as possible.





APPENDIX ONE: Terms of Reference for the Public Consultation Process Stakeholder
Advisory Group (PCPSAG).

Preamble

Work being undertaken by the West, North and East Cumbria Success Regime in conjunction
with the Cumbria Clinical Commissioning Group (CCCG), clinicians, patients, stakeholders,
other local NHS organisations and other public sector organisations will culminate in formal
public consultation later in 2016.

The CCCG in conjunction with the West, North and East Cumbria Success Regime Programme
Board (SRPB) has established a Public Consultation Process Stakeholder Advisory Group
(PCPSAG) to support CCCG and SRPB on matters related to the way in which the public
consultation programme should be conducted.

Terms of Reference
The PCPSAG will offer advice, views, suggestions or opinions on:

1. Which formal guidelines any public consultation should follow.

2. The plan of consultation activities to be undertaken including, for example, locations of
public meetings.

3. The language, tone and style of public consultation materials including, for example,
consultation documents and leaflets.

4. Which seldom-heard groups should be consulted and what forms of consultation would be
most appropriate for these groups.

(Note: People in seldom-heard groups face multiple barriers affecting access to public
consultations. The term ‘seldom-heard groups’ refers to under-represented people who use
or might potentially use health services and who may be less likely to be heard by decision-
makers. They are often referred to as ‘hard to reach’ groups, though this term has been
criticised for implying that there is something about these people that makes their
engagement with services difficult. ‘Seldom- heard’ places more of the emphasis on agencies
to engage these service users, carers and potential service users.)

Criteria for consideration

Advice, views, suggestions or opinions from PCPSAG will take full account of the following
established criteria:

a) The consultation should include some traditional activities (e.g. public meetings) and
some more innovative activities.

b) It should be proportionate (i.e. neither excessive nor modest in scale).

c) It should take account of views expressed by the County Council HOSC.

d) Consultation communication should be clear, concise and as easy to comprehend as
possible.

e) Documents intended specifically for the public should be jargon free and couched in plain
English.

f) The public consultation document should be accessible and not too long.

g) Any more detailed information should be published on the consultation website.





Process

e The PCPSAG will meet monthly from May 2016 through to the end of the public
consultation period.

o Meetings of the PCPSAG will be formally minuted.

e Any advice, views, suggestions or opinions expressed by the PCPSAG will be presented to
the SRPB.

o The SRPB will respond to the PCPSAG in writing in order to establish a clear two-way audit
trail.

Conclusion

The role of the PCPSAG is to offer advice, views, suggestions or opinions on the matters
described in these terms of reference.

Consideration of the option or options that will be taken to public consultation is a matter for
CCCG and is the subject of work being undertaken by the West, North and East Cumbria
Success Regime in conjunction with the CCCG, clinicians, patients, stakeholders, other local
NHS organisations and other public sector organisations. It is also the subject of a Pre-
Consultation Business Case and approval from NHS England.

The PCPSAG will not be required to advise on the options to be consulted upon. This means

that individual members of PCPSAG will be free to express their own views on the option(s)
and/or the views on any organisation they represent in any way they wish.

10
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WORKFORCE AND RECRUITMENT 10 POINT PLAN

UPDATE MAY 2016

Action

16/17 Actions

Produce a workforce and investment plan in support
of the clinical strategy

Workforce modelling for each clinical option — May 2016
Investment plan developed —Sept 2016
Produce 5 year STP plan — Sept 2016

Embedding Trusts WRaPT capability — Sept 2016

Establish a new national clinical taskforce to be
piloted in the CSR

NB now called Doctors in Partnership

Implement national scheme in Cumbria in key groups (Paeds, Obstetrics,
Emergency Medicine/A&E) — Sept 2016

Undertake evaluation with view to extending pilot group — end March 2017

Accelerate the development of extended and new
roles/skills/behaviours

Identify accelerator roles for each clinical workstream — end of June 2016

CPD investment plans for 2016/17 — June 2016

Identify new roles for 2017/18 onwards — Sept 2016

Focus on “Growing Our Own” workforce locally
through a new Centre for Excellence

Identify recruitment champions for each clinical workstream — April 2016
Establish local register of schools/colleges/careers advisors — End May 2016
Agree a work experience programme for potential doctors — End June 2016
Establish rolling programme of engagement with schools/colleges — Sept 2016

Primary Care Development Plan scoped — June 2016






- Undertake baseline self-assessments against Talent for Care/Widening
Participation — end June 2016

- Integrated Nursing Development Group (INDG) to develop strategic
recommendations for integrated nursing posts/teams etc — Sept 2016

Devise a prioritized ‘NHS in Cumbria’ reward and
recognition strategy

- Suite of options launched — April 2016

- Identify further work and groups that would benefit from the “offer” — end June
2016

- Review and evaluate impact — end Sept 2016

Develop the first national teaching system accredited
by local education and national partners

- Establish a “System of Excellence” for education, training and development for all
staff, between Trusts and UCLAN — Sept 2016

Develop a recruitment hub (improving the quality of
the recruitment experience)

Phase 1 — Sept 2016
- Develop proposals for GP recruitment collaborative

- Repatriate medical recruitment from Northumbria — September 2016
- Harmonise processes across Trusts

Phase 2 — March 2017
- Consider further integrated working opportunities

Promote Cumbria through an NHS covenant and
Local Enterprise Partnership (LEP) commitment

Phase 1 — June 2016

- Develop propositions/ options paper
- Meet with patrons/sponsors (CCC, LEP, other large employers

Phase 2 — Sept 2016
- Achieve sign-up from sponsors
- Launch covenant






Enhance the employer brand / employer of choice
initiative, to support employee engagement and
wellbeing

Consider utilisation of NHS Employers staff survey analysis toolkit — End May
2016

Undertake collective work on shared approach across 2 Trusts and key staff
satisfaction indicators June 2016

Invest in leaders and talent

Maintain current CLIC leadership programme offers — May 2016 onwards
Establish leadership subgroup for OD work area — end of June 2016
Appointment of OD Facilitators to support clinical workstreams — end July 2016

Subgroup to review current and future leadership development programme offer
—end Sept 2016

- Offer Systems Leadership training across (CSR and BCT) - end of August 2016
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Lancs & Cumbria IG Group Discussion Paper

INFORMATION GOVERNANCE FRAMEWORK TO SUPPORT
INTEROPERABILITY, DIGITAL ROADMAPS AND LOCAL INITIATIVES

1 Introduction
1.1 Strategic Context

The five year forward view recognises the need for the NHS and Social Care to harness the
information revolution to meet the fundamental challenges facing us — the health and
wellbeing gap, the care and quality gap, and the funding and efficiency gap. To help bridge
these gaps and address the lack of integration across care services, providers and
commissioners will need to:

- Recognise successful local examples of interoperable, digital working

- Understand where and why local areas have not managed to fully harness the
potential of interoperability

- Share and build on examples of best practice at a local level.

As such a number of roadmaps, including Interoperability Strategy and Handbook, Digital
Roadmaps have been received from the Health and Social Care Information Centre
(HSCIC). In parallel there has been significant progress made at a local level on work
through Vanguard and Success Regimes.

This paper is proposed as a framework for Information Governance (IG) professionals to
agree a common way of dealing with the interoperability journey. Although the driver for this
has arisen from work underway in Health and Social Care sectors, the approach is valid and
adaptable to other areas of public sector work.

2 Agreeing the Information Governance Approach

There is a need for organisations to have a framework for assessment to ensure that any
new projects / processes meet privacy, confidentiality, legislation, regulation and data
protection requirements. The framework proposed below uses the IG Toolkit as the
recognisable standards that all organisations needs to achieve. There is a need to be
proportionate in terms of the project / process being considered.

2.1 Information Sharing Gateway (ISG)

The Information Sharing Gateway was developed by members of the Lancashire and
Cumbria IG group to provide an electronic system to streamline and simplify the process for
developing, risk assessing and approving information flows shared between

organisations. Organisations registered in the system sign up to the Memorandum of
Understanding (which sets out the standards organisations will adhere when sharing
personal data). This provides an electronic overarching sharing agreement for participating
organisations.

The system also provides an administration suite to register organisations, record their IG
assurance status and populate a ‘shop window’ of information assets. When setting up
sharing, data flows from these assets can be documented, risk assessed (Privacy Impact
Assessment - PIA, security), approved and managed via the system in compliance with
Information Commissioner’s Office best practice guidance.





ISG is designed to support projects that establish information sharing between
organisations. It can be used by project managers and / or IAOs to develop and record many
of the stages set out within the framework described below and is considered integral to this
IG framework.

The Framework has two main phases:

a) Pre Project Initiation
b) Project Initiation / Delivery

2.2 Pre Project Initiation

A business case should be produced before any process or project commences to judge
whether the project is (and remains) desirable, viable and achievable as a means to support
decision making in its (continued) investment. If the project involves the processing of
personal and/or sensitive data then Information Governance should be involved at this stage
to review this business case to make sure that privacy, confidentiality and data protection
concerns have been considered, i.e. we are not investing in a system with significant
security risks.  As an outcome an IG assessment will be completed (using Stage 3 below
as a guide).

To comply with principle 7 of the Data Protection Act 1998, it is advisable to ensure that any
processing takes place under a model contract that clearly sets out the processing to be
undertaken, employment checks on any employees and that records the guarantees in
respect of technical and organisational security measures that the Data Controller /
processor will undertake. This is easier managed at this stage as pre contract awarding
stage.

2.3 Project Initiation / Delivery

The framework proposes eight distinct stages as follows. Note the use of ISG, described
above, to support key elements of the

Po—— P . Information
Identification Identification Business . . . .
of Asset of IAO/IAA M ety Data Mapping Sharing Review/Audit
agreement

Stage 1 - Identification of Asset / Process

The first stage in the process is the identification of the information assets that are used in
the proposed process / project. It is crucial at this point to identify who is Data Controller /
Data Processor as this is central to the understanding the Data Protection Act 1998 —
particularly in terms of working out where data protection responsibility lies. The distinction
between the two can be misunderstood, and as IG professionals we are being asked to tell
the difference between Data Controller versus Processor on more occasions. This
guidance below although helpful in terms of data controller / data processor responsibilities
does not provide clear guidance for Joint Data Controllership and Controller in Common.
https://ico.org.uk/media/about-the-ico/documents/1042555/data-controllers-and-data-

processors-dp-guidance.pdf




https://ico.org.uk/media/about-the-ico/documents/1042555/data-controllers-and-data-processors-dp-guidance.pdf

https://ico.org.uk/media/about-the-ico/documents/1042555/data-controllers-and-data-processors-dp-guidance.pdf



A communication strategy should be a key feature of any project to pick up how to inform
relevant stakeholders (i.e. patients, general public) about the programme and to confirm
what we are doing with their information and any procedures for opting out in order that Fair
Processing Conditions are met.

Stage 2 — Information Asset Owner (IAO) / Administrator (IAA) Identification

It is essential that there is an IAO / I1AA identified to ensure that there is clear ownership at
the outset for any new process relating to an information asset.

Stage 3 - IG Assessment

3a) The Privacy Impact Assessment (PIA) is a form of risk assessment required for
new or changes to systems dealing with personal identifiable / sensitive data. A PIA
is mandatory on all Information assets or project processes that involve personal
data, but the level of PIA can be proportionate. Note that data flows should be
recorded on the Information Sharing Gateway for sign off later.

3b) Patient Safety Assessment (Health only) - only for clinical systems that holds
patient information. A form of risk assessment required for assets dealing with patient
information. IAOs / IAAs are required to consider and answer a set of questions to
ensure the asset is not a risk to the safety of patient’s and the data we hold and/or
process about them.

3c) Contractor Requirements - It is essential to ensure that when an asset is accredited

for use that the correct checks are carried out on any contractors to reduce the 1G

risk by ensuring the contractor is fit for purpose and can meet statutory and

regulatory standards. The checks are:

e ICO register for data controllers

¢ Information Governance Toolkit (110) for compliance with policy and standards
(or alternative IG assurance mechanism for non-health and social care sharing)

e Company House for company details

Stage 4 — System Level Security Policy

Complete a System Level Security Policy in order to reduce and / or manage risk within the
accreditation process (with associated Standard Operating Procedures where necessary).
Key aspects of an SLSP must include the following and should link back to various stages in
this Framework:

Information System Details

Information Sharing — and
linking to the Information
Sharing Gateway

Organisation roles,
accountabilities and
responsibilities

System roles and
responsibilities

Supplier details

Contract details

Contract details

Licensing Details

Third party details

Configuration Details

Business Continuity

Access Controls

Access Controls

Support and Development

Change management
arrangements

Training

There may be a need to complement the SLSP with related documentation, i.e.






- Standard Operating Procedures for all to follow

- Arisk assessment is also carried out with links to the information recorded via the
SLSP. The risk assessment needs to consider security risks aligned to ISO 27001
and cover aspects such as physical access controls, logical access controls etc.
Cyber security is becoming an increasing concern and there is a need as a group of
professionals to consider the relevant standards and controls available to counter
potential threats, including cyber threats. Organisations should consider adopting the
Cyber Essentials standard.

- Details the privacy monitoring in place and liaison with designated privacy officers.
There is a need for this to be gradually move to a granular way of working to ensure
the organisations are best placed for the changes in the European Directives in terms
of data protection changes.

- To document the policy around handling subject access requests

- Consent model and method of recording consent.

Stage 5 — Business Continuity (BC) Plans

Business continuity is a core component of corporate risk management and emergency
planning. Its purpose is to counteract or minimise interruptions to an organisation’s business
activities from the effects of major failures or disruption to its Information Assets (e.g. data,
data processing facilities and communications). Existing BC Plans should be reviewed and
updated if necessary to cover the new process/system. If necessary, a new BC Plan should
be created. The IAO should ensure that once plans are developed, they are tested. This can
be done via a table top exercise to avoid a planned outage.

Stage 6 — Data Flow Mapping

All transfers of hard copy and digital person identifiable and sensitive information should be
identified, data mapped and risk assessed. It is a legal responsibility of an organisation to
ensure that transfers of personal information for which they are responsible (Data Controller)
are secure at all stages and therefore as an outcome of this process technical and
organisational measures can be put in place to secure these transfers. Note that privacy
auditing and monitoring arrangements should be agreed at this stage.

Stage 7 — Approve Information Sharing Agreement / Dataflows

Once risks are understood, documented and mitigating actions are agreed, sharing
agreements and dataflows can be signed off by all parties on ISG. The information asset risk
register should also be updated. At the end of this stage, information may be shared.

Stage 8 — Review and Audit

Regular audits and spot checks to ensure compliance is required with reference to the ICO

Guide on Data Protection Audits, including privacy audit / monitoring.  An audit will typically
assess the organisation’s procedures, systems, records and activities in order to:

. ensure the appropriate policies and procedures are in place;
. verify that those policies and procedures are being followed;
. test the adequacy controls in place;

. detect breaches or potential breaches of compliance; and

. recommend any indicated changes in control, policy and procedure.





3 Action Plan for North West / IG Leads

1 Data Controllership Training to be provided to the | TBC TBC
North West IG Leads on Data
Controllership with particular
focus on data controller in
common or joint data
controllership.

2 Information Sharing | Dashboard / Reporting aspects | HS March 2016 (in
Gateway to be finished in the progress)
Information Sharing Gateway

4 Recommendations

a) IG leads are asked to agree to a standard approach as documented above using the IG
Toolkit methodology and ISG system as the basis for this framework. NB: a
proportionate response needs to be taken based on the project / process being
proposed.

b) Training to be provided to a future NW IG Leads meeting on Data Controllership,
focussing specifically on data controller in common and joint data controllership.

c) AllIG leads to ensure that their organisation is signed up to the Information Sharing
Gateway.

d) Information Sharing Development team to progress action plan to finalise reports in line
with members’ submitted requests by end of March 2016.

Yvonne Salkeld / Helen Speed
January 2016
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BACKGROUND

As part of work to address the requirements of the success regime in Cumbria,
commissioners and the main mental health provider are considering a modelling-driven
review of the organisation and delivery of mental health services in the county, with a
particular focus on the acute care pathway. Although the success regime relates formally
only to North Cumbria, this project will relate to all of the county.

Currently, there is much to suggest that Cumbria manages its existing bed pool effectively.
There are few out of area placements, and lengths of stay are not excessive. However, at
present there are few alternatives to acute admission in Cumbria, either in terms of services
intended to prevent admission, or step-down options.

The ambition is therefore to create a “step-change” in the functioning of acute mental
health services in Cumbria — and to ensure that change is based on robust and detailed
model of the way services could work in future. Commissioners and the provider Trust share
an aim to see an optimised balance of investment, beds and community services.

Whilst there has already been some modelling undertaken locally (and we will take account
of the results of this work as potential scenarios in our project), there has not yet been a
formal simulation modelling process of the nature envisaged here. This document sets out
Mental Health Strategies’ formal proposal to carry out the work required.

OBIJECTIVES AND DELIVERABLES

This project would require consideration and analysis of all of the following questions:

Question Deliverable

1 | How many inpatient beds should be An optimised simulation model of overall
provided/commissioned for adults of caseloads and flow patterns, analysed by care
all ages with mental health problems? cluster, ward and team, with commentary and
How should these be distributed across | explanation of options available.
needs groups and age groups?

2 | What should be the size, role and Within the optimised simulation model, an
function of crisis intervention / home assessment of the caseload and referral
treatment services be? capacity required of the CRHTs

3 | What should be the size, role and Within the optimised simulation model, an
function of A&E liaison services be? assessment of the caseload and referral

capacity required of the A&E liaison services

4 | What should be the size, role and Within the optimised simulation model, an
function of services offering a bed- assessment of the bed numbers, length of stay,
based alternative to inpatient care cluster use, and referral capacity required
admission, including step-down of relevant services
facilities?

5 | What should be the size, role and Within the optimised simulation model, an
function of community mental health assessment of the caseload and referral
teams? capacity required of the CMHTSs

6 | What would be the impact of As parameters of the optimised model, analyses
rebalancing resources to meet of:
anticipated demand? B unconstrained resource levels required — the






level of services, team-by-team and ward-by
ward to meet expected need, based on
existing plans

B unconstrained resource levels, allowing for
both planned service redesign and
demographic change

This will enable us to assess the level of
resource required, service-by-service, for a
clinically and financially sustainable service

model.
7 | What would be the impact of changing | As scenarios within our modelling, “what if”
resources to benchmark levels? analyses of changes to service levels to median,

upper and lower quartile levels, as evidenced by
both national benchmarking data, and our own
significantly more detailed dataset, derived
from other modelling and analysis work.

8 | What is the optimum balance of An optimisation which is assessed, based on
services which can achieved within the | local reference costs, as affordable within your
financial resources which are expected | designated financial constraints.

to be available?

SCOPE

Our approach to this project will focus on services provided by the Cumbria Partnership NHS
Foundation Trust for adults of all ages registered/resident within Cumbria. This will include
CRHT, other alternatives to admission, acute beds, CMHTs, and rehabilitation or step-down
services. This will therefore include both services focussing on adults of working age, and
services focussing on older people — including specialist services for people with dementia.

The scope will not include:

B Services provided for children and adolescents

B Services provided by other providers, whether local authority, other NHS, or
third/independent sector — with the exception of overspill and alternative to admission
beds, which are in scope, irrespective of provider

B  Specialist mental health services which are commissioned via regional or national
specialist commissioning arrangements

The scope of this project will also not include the examination of estates options for the
provision of the services proposed.

As regards the workforce implications of the capacity and demand model, we understand
that the intention is to use the outputs of our work to inform your own local workforce
planning system and processes. We would be pleased to discuss alternative approaches to
workforce modelling, should you wish this.






4.1

4.2

4.3

APPROACH
We set out here our approach to each element of the overall method.
Initiation and project management

Immediately on confirmation to proceed we will prepare a structured project initiation
document. This will set out clearly both our and your roles in each element of the project,
and the exact timetable of intended events.

Beyond this, we will work with your designated project steering group. Throughout the
project, our fieldwork leads will maintain regular contact, to ensure that any problems or
risks which arise are identified and addressed as quickly and effectively as possible.

Engagement of key local stakeholders
We will use steering group meetings for:

B validation of the base data used to build each aspect of the model

B informed estimation of variables not available from historic data

B identification of “what if?” scenarios — the types of change which are hoped-for,
expected, feared, or under consideration

B review of combinations of scenarios, to enable optimisation which is not only
appropriate in modelling terms, but has real-world validity locally

In addition, we will work with you to plan a wider engagement event in April 2016, to ensure
a good level of ownership of the project’s findings and outputs.

Simulation modelling

Our approach uses discrete event simulation modelling. In overview, the main steps would
be:

1. Agreement of the exact structure of services to be used in the project.

2. Preparation of a data schedule, with three years’ historic data at the individual patient
episode level

3. Data supply
4. Data cleansing, for obvious inaccuracies and inconsistencies

5. Clarification (partly from workshop discussions, and partly from direct telephone/email
enquiry of the relevant informant) of matters not derivable from historic data, in
particular inter-referral permission structures, capacities, and fail criteria, including
waiting list thresholds. Inter-referral permissions should enable an understanding of:

a. which services are permitted to build up waiting lists, and which must accept new
referrals even if over capacity
b. services which have privileged referral rights to other services





c. priority events if a service is full (does the person simply wait, or is there a second
option service to which a referral will be made?)

6. Development of a probabilistic patient flow model for each team/ward/service/locality
and care cluster. This will include allowance for demographic change as standard.
Inspection and discussion of current trends within your probabilistic model can itself
often be a useful first step in identifying both the robustness of current plans, and
options for worthwhile change.

7. Scenario planning, working together with you on ‘what if’ ideas. All variables can be
changed: capacities, team roles and functions, probable pathways, assumed demand,
inter-referral permissions. The aim would be, if at all possible, to reach a consensus on
the optimum patterns of resourcing and organisation. Even if that proves impossible,
there would be a clear set of options available, with their consequences known and
understood.

We will include within our scenario planning both testing of the four main options for
reconfiguration which have already been developed locally; and the application of
national benchmarks to the local context in Cumbria.

8. Drawing together the results into a documented description of optimised service
arrangements, including, if you wish, our independent recommendations in response to
the questions set out above. Any recommendations will draw on all of this work and will
be, as with all our work, essentially a summary of what we would do if we face the
decisions and responsibilities which you now face. They will therefore emphasise the
pragmatic and feasible, rather than “ideal-world” proposals which are unlikely to be
delivered in practice.

Beyond the formal handover of this project, and given the leading-edge approaches to
resource planning which it will enable, we would be very pleased to continue work to
support the mental health workstream of your success regime in Cumbria. We can also offer
direct support in, for example, organisational development or independent evaluation of
services’ impact. We would of course expect such discussions only to become relevant as
this project proceeds successfully.

TIMESCALES

Subject to your early confirmation to proceed, and data supply, we envisage completion of
this project in late April / early May of 2016.

PROJECT CONSULTANTS
Our team for this project would comprise:

James Fitton (MA (Oxon) MSc (Oxon) MBA FRSA). Our lead director for work of this nature
would take overall responsibility for the project’s design and delivery, as well as leading key
engagement events with you. James has over 30 years’ experience in the management of
mental health services, has led on many projects of this nature and his knowledge of the
topic is second to none.





Sue Salas (RGN, RMN, and MSc). Sue is an experienced clinician and manager in mental
health, and has also worked extensively in Cumbria. Should this be required, she would
support James Fitton in delivery of the engagement processes, and lead liaison as required
with local clinicians.

The lead analyst would be James Richardson. He is a senior analyst within Mental Health
Strategies, and has worked on numerous similar projects, including recent examples in Bath,
Bradford, Merseyside, Dudley, Leeds, Surrey, Derbyshire, Birmingham and Leicestershire.

We will also draw on our financial experts to ensure that costing elements of this project are
undertaken robustly.

We are confident that this team can offer the skills and expertise you will require; we will of
course take responsibility throughout, should unforeseen events arise, for ensuring that we
provide staff with the required skills and experience to ensure successful delivery of this
project.

WHY CHOOSE MENTAL HEALTH STRATEGIES?

Mental Health Strategies is the leading provider of management consultancy to
commissioners and providers of mental health services. We were established in 1992, since
when we have completed over 1000 projects in this field. At a local level, we have worked in
almost every part of England, as well as engagements in other countries of the UK and
beyond. We can therefore draw on a huge base of data, knowledge and experience as to
how providers of mental health services organise their services, how they compare to others
and good practice in the delivery of mental health care.

We trust our approach to this proposal has demonstrated both our capability to undertake
work of this nature, and our knowledge of the context of commissioning and providing
mental health services. Success in this type of work requires both process expertise, and
subject knowledge. As specialists in mental health, we can quickly establish peer-to-peer
relationships, and come to an understanding not only of what is happening, but of how and
why.

We have developed substantial expertise in the field of simulation modelling in mental
health care, with an unrivalled combination of both technical skills, and understanding of the
ways in which mental health services actually work in practice. Examples of recent modelling
projects include:

B A simulation modelling review of all mental health services for adults in each of Bath and
North East Somerset, Surrey, and Derbyshire

B An impact assessment of service redesign in Birmingham, supported by simulation
modelling

B A simulation modelling review of all mental health services for adults of working age in
Bradford

B A qualitative and quantitative review of mental health services for adults in
Leicestershire

B A modelling review of plans to redevelop medium secure services in Merseyside

B A detailed value for money review of the delivery of mental health services in Croydon,
followed by simulation modelling of changes to pathways






We also currently have live modelling projects underway in Dorset, Nottinghamshire, South
West London, and Essex.

Our team includes professionals with experience and qualifications in: mental health and
general nursing, social work, law, evidence-based practice, risk management, health
economics, operational research, finance and audit. Beyond our permanent team, we have
a wide network of associates on whom we can draw.

Both data analysis and clinical engagement have always formed a substantial part of our
service portfolio. Projects have ranged from children’s to older people’s services, working
alongside commissioners, and with service providers, third sector organisations and service
user groups.

We also have particular expertise in the field of mental health finance and performance. We
were the lead provider of performance support to the Department of Health from the outset
of the National Service Framework for Mental Health. We designed and managed the
national assessment framework for implementation of the NSF;, we undertook service
mapping (the annual census of service provision) until 2009; we have carried out the annual
financial census of mental health spend right through to the final mapping round.

We are I1SO 9001:2008 accredited for our quality assurance systems — our feedback from
clients is consistently excellent. We are also accredited under ISO 27001 for our information
governance.

FEES AND TERMS

Our fees for this project are £60,000, assuming the project is as proposed here. We will
invoice in 4 equal monthly instalments of £15,000 for the duration of the project, all invoices
payable in 30 days. These fees are inclusive of all expenses, but exclusive of VAT, which we
will charge at the prevailing rate, as required.

Please note that as a specialist consultancy, our staff are our major asset. If you offer direct
employment to any of the MHS staff who work on this project for you (either during the project, or
within a year of its completion) we will charge an additional fee of 100% of the current annual
remuneration of the relevant staff member.

For and on behalf of Mental Health Strategies

o -

James Fitton
Director
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