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Executive Summary

Introduction

v2.0;

Greater Huddersfield CCG has 37 member practices and covers a growing and aging population of circa 245,000 with an overall allocation of £321.4m
to fund the commissioning of health care provision (including £31.7m delegated primary care budget). The CCG receives an additional allocation of
£5.3m to support the running costs of the CCG.

The CCG has a diverse population within its geographical boundaries that includes urban areas of high ethnic population groups and deprivation and
areas of rural remoteness. The CCG is one of two within a single local authority footprint and shares a main acute provider with a third CCG in a different
local authority; this adds complexity to system and integration planning and relationships.

Greater Huddersfield CCG®& future strategies and plans are set within a challenging financial context. We recognise that to deliver the best care for local
people we need to spend our money on the things that will give the greatest benefit. When making difficult funding decisions we are committed to keeping
services safe and to those decisions being fully informed by any impact they may have on quality of services (including patient safety, patient experience
and outcomes) both for the overall population and for specific groups of patients.

The CCG has implemented a new Care Closer to Home service in 2015/16 and is currently considering responses to a consultation on proposed changes
to hospital and community health services intended to deliver high quality, safe, sustainable and affordable services for the local population. The outcome
of the consultation will be a critical factor in the development of medium/long-term recovery plans.

The CCG has commenced the 2016/17 planning cycle with a brought forward surplus of £2.9m but with net cost pressures of £10.7m brought about by the
impact of business rules exceeding allocation uplift, together with recurrent cost pressures. The CCG is not currently in a position to achieve the
requirements for a 1% surplus and is forecasting a 2016/17 year end break even position.

Greater Huddersfield CCG recognises that whilst it is not planning to be in deficit for 2016/17, its inability to deliver a surplus does not comply with national
planning guidance and is not a sustainable position from which to ensure the continued provision of high quality care for the local people of Greater
Huddersfield. The CCG is committed to returning to recurrent surplus and has taken action to strengthen the pace and grip of recovery and to ensure
capability, ownership and accountability across the organisation.

This Recovery Plan summarises the process that will deliver short-term financial balance and return the CCG to sustainable recurrent surplus in the
medium term. It sets out the proposed approach and process for how the CCG will in future identify, develop, assess quality and equality impact, monitor
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and evaluate transformational improvement programmes and ensure their timely implementation and the realisation of
intended benefits. A key component of the recovery plan is to outline how the CCG will meet the full requirements of the planning guidance.

The plan specifically addresses mitigation of the 2016/17 deficit position and the plans to deliver a break even position by the end of the 2016/17
financial year. It also encompasses at high level the medium/long term plans which seek to bring the organisation back into a recurrent 1% surplus
position for 2017/18; these plans will be developed in further detail through Autumn 2016, informed by the outcome of consultation. In addition to its
extensive QIPP programme the CCG is reviewing all other areas within its financial control for potential efficiency savings.

A key component of the recovery plan is the CCG& ambitious and challenging programme of work for the QIPP agenda. Our work to deliver real changes
in the way that patients access health care is linked not just to financial savings and efficiency, but also to improved outcomes and better, safer services.

In recognition of the fact that Greater Huddersfield CCG is in a challenged economy, the CCG has been allocated support from the RightCare
Programme as part of Wave 1 CCGs who have been allocated dedicated resource to extract maximum efficiencies from the opportunities in
Commissioning for Value Packs. The CCG is using the Right Care Approach to underpin its QIPP delivery and has reviewed the potential
Afopportuni t;ithe €GG isanet an oltlebaktcerding to NHS England benchmark data and the total fopportunitydidentified is lower than the
majority of CCGs in Yorkshire and the Humber.

The CCG has strong relationships with key stakeholders across its community. In order to secure sustainable and affordable services in the future
releasing the scale of savings needed, the CCG in partnership across the local health and social care economy will need to undertake significant
transformation of service over the next five years. Some of the mechanisms are already in place: we see the Better Care Fund as an enabler of
improving integrated services, we re-procured community service provision from October 2015 and we have a central role in developing the future
service model for Calderdale and Huddersfield NHS Foundation Trust (CHFT). However more will need to be done including how we respond to the
challenges in the Five Year Forward View.

The recovery plan has been prepared with reference to national guidance and local priorities. The CCG has planned for a break even position for the
financial year end 2016/17 after taking account of the repayment of the 2015/16 end of year surplus and expects to be in recurrent surplus complying
with national planning requirements for 2017/18 (recognising that this is a challenging position and is subject to any changes in future planning
guidance).
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Background & Environment - Finances
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The national context is well-rehearsed. A growing and aging population, with increasing numbers of people living with long term conditions, together
with demand for new drugs and treatments and parallel pressure on social care budgets, all contribute to significant pressure on NHS budgets. The
potential gap in available funding has been estimated at £30bn by 2021 and there is an expectation that £22bn of this will be closed through efficiency
improvements.

Since its formation in 2013 the CCG has faced growing financial pressures, but has been successful in meeting its performance requirements and
has delivered good quality services and health outcomes.

For the first two years, 2013/14 and 2014/15, growth in continuing care utilised all of the 1% contingency funds that the CCG had created; this was
stabilised in 2015/16. During 15/16 the CCG experienced unprecedented growth in the non-elective position with activity at the local acute provider
creating a £4m overspend against the financial plan; this growth has been factored in to 2016/17 budgets and should be partly mitigated by 2016/17
QIPP plans developed as a result of the overtrade.

The CCG was able to meet the financial surplus requirement in 2015-16 of £2.9m in spite of the overtrade due to the implementation in year of recovery
actions. This included agreeing year end positions with the main acute provider which capped the CCG risk, revisiting contracts to claw back monies
and non-recurrent gains.

In 2015-16 the CCG achieved overall both its planned cash releasing and non-cash releasing QIPP plans. However this has not delivered recurrent
financial sustainability for a number of reasons including:

o Unprecedented growth in non-elective activity contracted through Payment by Results.

o Achievement of the necessary reduction in recurrent costs requires major reconfiguration of service provision. This is underway with strong local
system leadership but has yet to be achieved.

o The wider health economy is equally financially challenged. Specifically the local acute provider is going throughs i gni fi cant fi nanci al ,
and clinical helallcomnongyepsoviderwent through a rigorous re-procurement process during 2015/16.

The current deficit and plan for recovery is set in the context of a financially challenged health community with multiple problems.
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Background & Environment - Population

U Greater Huddersfield CCG covers a population of circa 245,000 including both urban and rural areas.
G Our |l ocal popul ation is growing and ageing. Our il 1l ness eesgrowimgeWekiowmngi ng and

people want more care services closer to, or at, home and a choice about how, when and where they are treated. People need more support to live
healthier lives and we also have unacceptable inequalities in health across our area.

U Population is forecast to increase by 13% in Kirklees by 2037. This forecast increase is weighted to an aging population with an anticipated 16%
increase by 2037.

U There remain unacceptable inequalities in health across the area with average life expectancy in some parts being 5 years longer for men and 2
years longer for women than in others.

U Local GP disease registers show lower than expected levels of reported prevalence of Hypertension and COPD as % of estimated prevalence.
U The proportion of people who consume excessive levels of alcohol is growing, with a marked gender difference 1 twice as many men.

U Smoking prevalence is reducing annually, but there are concerns about the proportion of younger smokers and people from lower socio-
economic groups.

U TheproportionofGr e at er Hu dedidentswho aeeldeeed to be overweight continues to rise, with a marked increase of children aged 10-11
years classed as obese.

U The proportion of children with either actively decayed teeth or who have had teeth extracted (due to decay) continues to rise.
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The Spend and Outcome Tool of CCG spend
relative to peer group (ONS Cluster) shows
that there are some areas where the CCG
spends more than its peer group and these
areas have been reviewed as part of the search
for saving opportunities.

Spend and outcome relative to other CCGs in England
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Background & Environment - Strategy
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The principles of integrated care, cl oser.In2015/h6dhem€CG peocusd anintegradted communiy of t he
service specification with an emphasis on helping people to stay healthy and shifting the balance towards prevention and support for people with
complex needs.

It is recognised that the present configuration of services for patients in Greater Huddersfield includes some duplication of service delivery and an
over reliance on sometimes-inappropriate hospital admission. This results in pressure on emergency departments, high occupancy in hospital beds,
delayed transfers of care, extended lengths of stay in hospital and pressure on limited resources in community and primary care services. The CCG is
leading (with Calderdale CCG) Right Care Right Time, Right Place - a review of current hospital and community health services in Calderdale and
Greater Huddersfield.

The current model is not affordable to meet the future needs of an ageing population, living longer, often with long-term conditions and comorbidities.
The commi ssioning of the new Care Closer to Home s er \hangedhe sesviceadelikeeyy pl ank i
model.

A key ambition for the new Care Closer to Home service is that nobody will be admitted to, or remain in, hospital or residential care unnecessarily.
This will be supported by enhancing community services and moving services out of hospital that can be provided more appropriately in communities.
The CCG is currently consulting on proposed changes to hospital and community health services and the outcome of the consultation will be a critical
factor in the development of medium/long-term recovery plans
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CCG Principles and Objectives for Recovery

The scale of the recovery challenge from 2016/17 onwards is significant and requires transformational change. The CCGés approach t o

U deliver a CCG and local system plan by transforming services in ways which achieve efficiency and sustainability whilst maintaining safe standards and
where possible improving those services;

U work with existing providers to improve efficiency across the system whilst using competitive procurement options where appropriate and expected to
deliver overall best value;

U build that approach into its ongoing planning and performance processes, involving clinicians, managers, staff and service users.

Greater Huddersfield CCG recognises the need to consider wide-ranging and potentially controversial system efficiencies as part of its recovery programme.
This could include prioritising the services we provide and potentially decommissioning or changing access to services that provide limited value for
individuals or the population as a whole. Any such decisions will be clinically-led, evidence-based, informed by quality and equality impact, and follow
appropriate engagement with the public and other stakeholders.

This Recovery Plan sets out how the CCG will identify, develop and achieve its Transformational Improvement Programmes, so that the C C G @rinciples and
objectives are achieved:

U Clear organisational awareness of the need to achieve efficiency savings, whilst ensuring safe services and maintaining or improving quality if possible;

0 Acknowledgement that the CCG is a high-performing and sustainable organisation with a central role in the local healthcare economy and that this will
be secured for the future by acting robustly now effectively to implement a Recovery Plan which will return the CCG from a break-even position to
recurrent surplus, enabling future investment in local priorities;

U feedback from as wide a range of stakeholders as reasonably practicable is used to inform future programme / projects

U particular consideration is given to savings that can be achieved across the CCG and partners, by implementing transformational improvements in
integrated settings;

U maintaining patient safety;
U achieving a financial balance position for 2016/17;
U pushing savings further and faster and develop a pipeline of ideas to be scoped and defined at pace;

v2.0; 12t October 2016 Page 9
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U delivering national targets;
U ensuring transparency of accountability and leadership; all actions set out in the Recovery Plan designated to lead managers and lead clinicians;

U adhering to good governance including holding managers to account for delivery of projects, with full consideration of quality impact assessments and
equality impact assessments;

U ensuring the development of an effective project management office which will provide assurance that projects have clear and measurable objectives, and
that the process comprises a continuous cycle of planning, identification, delivery and assessment;

U managing risk effectively, e.g. requiring delivery of an exception report including mitigation plan by the lead manager for each project where any slippage
occurs, to provide transparency of reporting sufficient to for the Recovery group and Finance & Performance Committee to understand the impact of the plan
on the financial position and to hold individuals to account.

The CCG will demonstrate responsible use of resources by:

holding lead managers to account for delivery of the savings schemes;

managing resources in accordance with statutory requirements;

ensuring non-recurrent resources are not used to support recurrent costs;

making best use of resources and ensuring value for money in the commissioning of high quality care and outcomes within the available funds;
delivering a 2016/17 break even position, and developing a robust and comprehensive medium term financial plans;

identifying and managing risks and issues and any unintended consequences of actions / programmes of work.

X X X X X X

In order to achieve these objectives, the following goals have been identified, that will be taken forward through defined actions and measures:

U to focus on achieving efficiencies through continuous improvement in ways of working for the benefit of service users;

U to ensure that the development and delivery of programmes/projects is maintained through a robust process of engaging with stakeholders, so as to
create a bottom-up process that utilises the expertise of clinicians and other colleagues;

U to check rigorously that the safety of services is maintained and understand and make informed decisions about any impact on quality through the
assessment of all projects with full clinical input;

U to ensure the financial sustainability of the CCG by agreeing Programmes / projects of sufficient scope and scale, and planning all projects well in
advance;

U toembed PMO recovery methodology as a formal on-going management cycle, that includes the assessment and evaluation of successes, and that
effectively communicates and responds to any lessons learnt.
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To achieve the 2016/17 break even position and 2017/18 1% recurrent surplus, the CCG clearly understands that robust decisions need to be
made on what areas are targeted to make i b t § c kawihgs to support its medium / long-term sustainability. It is imperative that any plans that
are put in place address the need not only to improve the health needs of its population but also deliver efficiency savings.

Greater Huddersfield CCG drew down £1.4m from 2014-15 surplus into its 2015-16 plan. The CCG managed a difficult set of in-year pressures from
overspends in acute services and prescribing of £5.8m which was offset by release of contingency of £2.8m, under spends in other services of £2.1m
and non recurrent underspends of £0.9m to deliver a £2.9m surplus in 2015-16.
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U The CCG has received allocation growth of £8.6m (3.05%) in 2016-17. (Five year confirmed and indicative core allocations are included in Appendix 4.)

U The impact of business rules and other recurrent cost pressures has created an impact of £19.3m resulting in a gap to close of £10.7m.

v2.0;

£'000
Allocation Growth 8,588
B'Fwd Recurrent Cost Pressures
Prior Year Cost Pressures (897)
BCF Contingency (1,259)
Contingency @ 0.5%o6 (1,648)
1516 Surplus Drawdown not available in 1617 (1,357)
ETO (723)
Business Rules
NTA ImpacsB.126/(2.0%%6) (2,451)
Demographic and Non Demographic Growth (6,689)
12 Non Recurrent Headroom (3,214)
GPIT (636)
CAMHS 459)
Business Rules and Cost Pressures (19,334)
Recovery (QIPP) Requirement (10,746)
Mitigations
BCF 1,259
Surplus drawdown 2,985
Mitigations 4,244
2016-17 QIPP Plan
Banked QIPP Savings 2,084
QIPP Schemes 3,966
QIPP to be identified 452
QIPP 6,502

12th October 2016
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U The CCG has taken mitigating actions to close the financial gap in the plan by surplus drawdown of £3.0m to break-
even and also by recognizing that existing acute expenditure of £1.3m should legitimately be allocated against the Better Care Fund.

i The CCG has an £8.5m QIPP Plan of which £6.5m is cash releasing and £2.0m is non cash-releasing.

(0]

The CCGo6s Fi nan cecarddo p ¢-amdsisgefficiencies of #2.1m (see Appendix 1) together with planned further QIPP
Schemes of £4.0m cash releasing, leaving a planning gap of £0.5m QIPP to be identified.

Ongoing work to identify new schemes and stretch existing schemes has resulted in a QIPP plan with a current (at mid-August 2016) target
value of £7,978k; this is a continuous process with the additional/stretch schemes at varying stages of development and approval and is
reported monthly to Finance and Performance Committee.

A risk assessment is maintained of all (original, new, stretch) schemes to take account of progress against plan and confidence in releasing
target levels of savings in-year. This results in a current risk-adjusted value of expected QIPP scheme delivery in 2016/17 of £6,500k, i.e. fully
achieving the £6.5m cash-releasing requirement. Although the risk-adjusted value is a realistic assessment of likely QIPP delivery, the
recovery programme is holding scheme managers to account against the potential/target savings levels; if all of the identified schemes deliver
to their maximum value there is the potential to contribute £1,466k through QIPP stretch to mitigate against other financial pressures.

A summary of the QIPP pipeline, including original and revised target efficiencies, risk-adjusted values and potential shortfall/overdelivery
against original plan by area, is included in Appendix 2.

The additional £2m of non cash-releasing schemes (see Appendix 3) are where wider QIPP benefits (e.g. increased productivity) are being
realized and are factored into the overall CCG financial plan (e.g. within contract values), but there is no directly attributable/measurable
reduction of cost.

U The updated financial context for 2016/17, including in-year pressures, is described below (Updated financial context).
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Right Care Programme

The RightCare approach is embedded in the new commissioning and public health agendas for the NHS. It is referenced in the Mandate to NHS England, the
NHS Planning Guidance, the CCG Improvement and Assessment Framework and the Quality Premium for 2016/17. Its primary objective is to maximise
value, both in terms of the value an individual patient derives from his/her care and treatment, and in terms of the value the whole population derives from the
investment in healthcare.

The CCG has been accepted as an early implementer of the RightCare approach and is receiving support from a RightCare Delivery Partner as part of Wave
1. Building on Commissioning for Value packs, focus packs for the indicated highest spending programmes identify the potential opportunity if the CCG Value
moved to the benchmarkval ue of the average of the 6éBest 586 or OLowiedatCCBEL CCGs i n

The primary objective for the CCG of implementing the RightCare programme is to ensure it maximises the value of the services commissioned, initially
releasing capacity and resources to support the recovery programme and achieving a sustainable position for the CCG. This in turn will support future
potential investment and in parallel will support the CCG in its aim of improving outcomes and quality.

An additional key benefit for the CCG by utilising the RightCare Focus packs is to reduce unwarranted variation in outcomes, supporting the CCG in meeting
its legal duty under the Health and Social Care Act 2012 with regard to reducing inequalities in access to services and in the health outcomes achieved.

Our Approach

By using the information and tools within the focus packs together with: the NHS atlas of variation, our local intelligence and reports including the Kirklees
Joint Needs Assessment, and 15/16 actual activity and performance data (SUS, MAR & BCF), we have been able to ensure that our Recovery / QIPP and
transformation plans focus on those opportunities which have the potential to provide the biggest improvements in health outcomes, reducing inequalities and
cost / spend.

The CCG has identified lead managers and clinical leads for each of the identified programmes and working together with the RightCare team each area of
potential opportunity has been analysed and scoped. The lead clinicians have then facilitated mini workshops with clinicians from the CCG& governing body,
to facilitate the development of action plans to maximise the delivery of the realistic financial opportunity within agreed timescales.

Agreed delivery trajectories, timescales, activity and finance are reported monthly through the CCG& governance arrangements using PMO and QIPP tracker
processes.

The CCG is also sharing information regarding opportunities with our neighbouring CCGs on acute provider, place based and regional footprints. This is to
ensure that we can maximise our opportunities, whilst supporting our health care partners to deliver sustainable services.

v2.0; 12t October 2016 Page 14
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2016/17 Right Care

i The CCG is using the Right care Approach to underpin its QIPP delivery and initiallyh'i ghl i ght ed the HAopportunitieso avai
for Value Packs as follows:

Outcomes
Impact Day Case Elective Non Elective Prescribing Total
£ £ £ £ £

MSK Yes 544 388 158 1,090
CVvD Yes 273 273
ENDOCRINOLOGY 44 224 268
RESPIRATORY 189 69 258
GASTROINTESTINAL 241 241
CANCER 30 30
MENTAL HEALTH Yes 346 346
GENO-URINARY Yes 36 36

NEURO Yes -
T&O 54 54
MATERNITY & REPRO 50 50
544 894 241 967 2,646
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CCG Name

Combined RightCare
opportunties
compared to best 5
CCGs in similar 10

Gross total
opportunity

NHS England

NHS Sheffield CCG

NHS East Riding of Yorkshire CCG
NHS Wakefield CCG

NHS Barnsley CCG

NHS Vale of York CCG

NHS Leeds West CCG

NHS North East Lincolnshire CCG
NHS Doncaster CCG

NHS Leeds South and East CCG

NHS Bradford Districts CCG

NHS Hambleton, Richmondshire and Whitby CCG
NHS Harrogate and Rural District CCG
NHS Airedale, Wharfedale and Craven CCG
NHS North Kirklees CCG

NHS Hull CCG

NHS Rotherham CCG

NHS Calderdale CCG

NHS Scarborough and Ryedale CCG
NHS North Lincolnshire CCG

NHS Bassetlaw CCG

NHS Greater Huddersfield CCG

NHS Leeds North CCG

NHS Bradford City CCG

£837,812,000

£15,106,000
£9,133,000
£8,629,000
£8,103,000
£6,893,000
£6,828,000
£6,335,000
£4,965,000
£4,346,000
£4,306,000
£4,216,000
£4,150,000
£3,748,000
£3,585,000
£3,487,000
£3,120,000
£2,959,000
£2,549,000
£2,547,000
£1,995,000
£1,440,000
£809,000
£579,000

12th October 2016

NHS England has provided the following benchmark information which indicates that within the overall Right Care financial opportunity, the NHS
Greater Huddersfield CCG Opportunity for Elective and Non Elective Savings is low compared to other Yorkshire and Humber CCGs.

Non-Electives

Combined RightCare
opportunties
compared to best 5
CCGs in similar 10

Gross total

NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS
NHS

CCG Name opportunity
NHS England £957,206,000
NHS Sheffield CCG £10,093,000

Barnsley CCG

Leeds South and East CCG

Vale of York CCG

Doncaster CCG

Leeds West CCG

Wakefield CCG

Hull CCG

Calderdale CCG

North Kirklees CCG

North Lincolnshire CCG

North East Lincolnshire CCG
East Riding of Yorkshire CCG
Airedale, Wharfedale and Craven CCG
Leeds North CCG

Scarborough and Ryedale CCG
Rotherham CCG

Bradford Districts CCG

Bradford City CCG

Harrogate and Rural District CCG
Bassetlaw CCG

Hambleton, Richmondshire and Whitby CCG
Greater Huddersfield CCG

£8,767,000
£8,540,000
£8,487,000
£7,518,000
£6,408,000
£6,270,000
£6,228,000
£5,995,000
£5,047,000
£4,341,000
£4,133,000
£4,045,000
£3,876,000
£3,312,000
£2,288,000
£1,981,000
£1,762,000
£1,560,000
£1,558,000
£1,268,000
£1,221,000

£241,000
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In view of the limited Right Care financial opportunity compared to peer organisations, the CCG has also worked with its RightCare partner to identify the
national average in order to target a position of greater stretch. Together with local intelligence and other national sources including the NHS atlas of

variation, the CCG identified indicative additional areas of opportunity within secondary care spend as detailed below, and included these within recovery
plans. These are a continued focus for the Recovery Team, alongside RightCare opportunities.

| Greater Huddersfield CCG

| Recovery Group - Assessment of Secondary Care Financial Opportunity

|Avoidab|e Emergency Admission Opportunity | Opportunity at 1009

| 1516Growh |

Evidence Based

T T 7 AR

Activity Cost (£000: Activity Cost (£000: Activity Cost (£000:
CVD 896 1,430 161 159
Respiratory 839 1,56 57 48
Cellulitis 357 521 107 150 36 94 84
Pyelonephritis and kidney/urinary tract infection 918 1,949 193 538| 92 351 114 243
[TotalkeyAmbulatory Opportunities (themes) | [ 3009 546 | 517| gos| | 30 oss| | 264 645|
|TotaIOtherAvoidabIe Emergency Admissions Opportunity | | 2,166| 2,83]I I (72] (185| | 283| 510| | | |
[TotalAll Avoidable Emergency Admissions Opportunity | ERE s 445 710 677, 1,493 645
[Non Elective Growth in 2015-16 |
|N0n Elective Growth in 15-16 less Ambulatory Conditions Giowth | 49 falls
96
IRight Care I
[Commissioning for Value Packs —I L
[ccan |
|Outpatient Reduction (Ernst & Young Work) I | 526
[FA: FU Ratio
|Chi|drens FU Reduction | -
[ ] [roTALopPoORTUNITY [

| Prescribing

|Continuing Healthcare

|Primary Care Rates

|
|
|
|
[Mental Health |
|
|
|

U |TOTAL CASH RELEASING QIPP
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Right Care Areas for intervention

The interventions initially identified by Greater Huddersfield CCG through RightCare, using Commissioning for Value packs as a starting point together
with local knowledge and other robust data, are listed below. Working with our clinicians, we have been able to analyse the activity underpinning the
Commissioning for Value packs and to set realistic but challenging reductions in activity and spend with delivery starting during 2016/17.

. Date of CCG Opportunity identified in the Planned to Planned to
Point of : . . Start of A ) )
Programme of Care Deliver intervention sign- intervention commissioning for value realise realise
y off packs 2016/17 2017/18
LnEhueulen | Respiratory Non- Jun-16 Jun-16 £360,000 £125,000 £235,000
1 conditions elective
AL Diseases of the Non- Jun-16 Oct-16 £287.000 £193,000 £94.000
2 circulatory system elective
ML Genitourinary Non- Jun-16 Oct-16 £243.000 £243,000 £0
3 conditions elective
WCCLB o pjex Patients | O™ Jun-16 Nov-17 £90,000 £0 £90,000
4 elective
AR Vusculo-skeletal | goye | sep-16 Apr-17 £836,000 £259,000 £577,000
5 issues
Total £1,816,000 £820,000 £996,000

The initial indicative identified opportunities were revised in August 2016 to include MSK, which was scoped and added following receipt of the deep dive
pack and meetings with the RightCare team

Ahead of the finalisation of RightCare areas for intervention, several of the above areas had already been identified by the CCG using local intelligence
and included in 2016/17 QIPP schemes ( per A Fi nanci al Opportunityo bedwpWkereéha agreédRIgirCGare ppdbrtanitye
is greater than that previously planned by the CCG, the additional opportunity value is included either as 16/17 stretch or as 17/18 efficiency targets.

Our RightCare partner has confirmed that our recent RightCare finance return reflects local discussions and is in excess of 30% of the commissioning for
value opportunity. The CCG has been RAG rated GREEN for both forecast and progress.
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QIPP Savings Scheme Delivery

U The CCG is committed to improving its capability to deliver service transformation and the recovery plan. The CCG has now implemented a more robust set
of processes and systems, from the identification of schemes to governance arrangements ensuring partnership with managers and lead clinicians
ensuring accountability is central to the delivery process.

U  This more robust set of processes includes:

(0]

(0]

Transparency of clinical and managerial accountability for delivery and holding to account through the governance and performance framework;
A more realistic savings target is being pursued, with the support of NHSE (2016/17 break even position);

All schemes will have identified clinical, managerial and project leads;

The process for developing schemes is carried out through a PMO i Ga t e pvacgss, with milestones and measurable KPlIs;

The savings values of schemes follow a robust challenge to ensure they are realistic;

Monthly routine monitoring of schemes to ensure on track, with more frequent review if indicated and escalation via the Recovery Group to the
appropriate committees;

Review and re-prioritisation of resources to reflect the C C G @rsority of delivering the recovery plan whilst retaining good service quality.

v2.0; 12t October 2016 Page 19



NHS|

Greater Huddersfield
Clinical Commissioning Group

2016/17 QIPP Scheme Detalls

v2.0;

The initial level of identified QIPP schemes and planned savings was £6.5m cash releasing with further £2m non cash releasing. This included £452k
unidentified QIPP requirement.

The summary below shows the work-stream areas where the initial savings were identified to be delivered. This is updated to include additional and extended
schemes in the QIPP scheme summary included at Appendix 2. Additional detail for transformational cash-releasing schemes is included in Appendix 5.

As described above, a risk assessment is maintained of all schemes resulting in a current risk-adjusted value of expected QIPP scheme delivery in
2016/17 of £6,500Kk, i.e. fully achieving the £6.5m cash-releasing requirement.

Greater Huddersfield CCG - Recovery Plan Scheme Summary |

Summary of 2016-17 GH QIPP Plans |

SCHEME | | casH | | NON-CASH
£k £k

Falls 120

Respiratory 125

Urinary Tract Infections 243

Cardiocascular Disease 193

Influenza, Pneumonia 235

Cellulitis 84

Acute 1,000

Prescribing 1,000

Mental Health 872

Continuing Healthcare 844

Primary Care Rates 250

Banked Efficiencies 2,084

Unidentified QIPP Requirement 452

Community Equipment 105

24 Hour Mobile Response Team 666

Hospital Avoidance team 220

Respiratory 125

Care Homes Support Team 100

High Costs Drugs 260

Primary Care Discharge Co-Ordinators 272

Banked Efficiencies 252
6,502 2,000
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Updated 2016/17 financial context

i At Month 4, the CCG has a forecast outturn overspend of £6m, due mainly to acute overtrades.

U This is offset by non-recurrent release of the entire £1.6m contingency fund and other non-recurrent undertrades, leaving a net cost pressure of
£3.6m.

U Further net mitigation of £1.2m has been identified, leaving a current unmitigated risk of £2.3m (month 4 position) for which further mitigations are
being actively pursued to deliver the 2016/17 break even position.

U The CCG is making use of £3.5m non-recurrent mitigations in 2016/17 to support the break-even paosition but the recurrent pressure carried forward
to 2017/18 is estimated at £5.8m.

U Further risks to the 2016/17 financial position include:

Further increases in acute spend above the plan

Continuing Healthcare spend increases above the plan

Prescribing spend increases above the plan

Mental Health and Learning Disability spending above the plan

Under-delivery on identified QIPP schemes

Plans not successfully implemented to mitigate £2.3m unmitigated risk

Loss of skills and capacity prevent identification and delivery of future efficiencies.

O O O O o o o

9 The implications of recurrent pressures of £5.8m into 2017/18 are that a significantly higher cash-releasing QIPP programme will be required in 2017/18.
The medium-term 3-year financial plan below estimates this at £10.7m.

9 The CCG expects to deliver part of the 2017/18 QIPP requirement non-recurrently. This assumption increases the QIPP requirement for 2018/19 to an
indicative £6.2m (which the CCG expects to deliver recurrently).
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Medium Term Financial Plan

v2.0;

The CCG has been informed of the expected growth to its allocation which is expected to be 2% for the years 2017-18 and 2018-19.

The draft plans for 2017-18 and 2018-19 are predicated on the basis that the net national tariff adjustment will be no higher that it was in 2016-17 at a
net 1.1%.

The 3 year plan assumes that the 1% non-recurrent reserve in 2016-17 will remain uncommitted and will roll over into a brought forward allocation in
2017-18 and 2018-19 and that in each of these two years the fund will be recreated and not committed.

| Greater Huddersfield CCG |

| Medium Term 3 Year Plan |

| 2016-2017 | | 2017- 2018 | | 2018-2019 |
R NR Total R NR Total R NR Total
£m £m £m £m £m £m £m £m £m

[Money in |
Core Allocation Bfwd 281.1 = 281.1 289.7 = 289.7 295.5 = 295.5
Core Growth 3.0% 8.6 = 8.6 2.0% 5.8 = 5.8 2.0% 5.9 = 5.9
Primary Care 30.6 = 30.6 317 = 317 32.2 = 32.2
Primary Care Growth 3.6% 1.1 = 1.1 1.8% 0.6 = 0.6 1.9% 0.6 = 0.6
B'Fwd Surplus - 2.9 29 - - - - 3.3 3.3
B'Fwd NR Uncommitted Reserve - - - - 82 3.2 - B a3
Total Money IN 321.4 2.9 324.3 327.7 3.2 330.9 334.3 6.6 340.9
[Money Out |
B'Fwd Recurrent Budgets 310.0 - 310.0 319.0 - 319.0 326.5 - 326.5
Net Tariff Adjustments 1.1% 25 - 25 1.1% 2.4 - 2.4 1.1% 25 - 25
Growth 6.7 - 6.7 5.7 - 5.7 59 - 5.9
B'Fwd Recurrent Pressures 6.3 - 6.3 5.8 - 5.8 1.7 - 1.7
Auvailable to Invest - - - - - - - - -
NR Uncommitted Reserve = 3.2 3.2 = 3.3 3.3 = 3.3 3.3
Contingency 0.5% = 1.6 1.6 0.5% = 1.7 1.7 1.0% = 3.4 3.4
Non Recurrent Budgets - 0.5 0.5 - 0.4 0.4 - 0.4 0.4
Cash Releasing QIPP (6.5) = (6.5) (6.5) (4.2) (10.7) (6.2) = (6.2)
Total Money OUT 319.0 5.3 324.3 326.5 1.2 327.6 330.3 7.2 337.4
SURPLUS/DEFICIT 0.0% 2.4 (2.4) (0.0) 1.0% 1.3 2.0 3.3 1.0% 4.0 (0.6) 3.4
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2017/18 Indicative plans

U The indicative level of QIPP savings required for 2017/18 are £10.7m. As indicated above, the CCG expects to deliver a proportion of this non-

recurrently.
U Plans for the required 2017/18 are at indicative stage but can be described and quantified broadly as:

Indicative value
Additional 2017/18 impact of 2016/17 schemes £2.9m
New 2017/18 schemes £2.6m
Short or longer-term revisions to access criteria, etc. in line with £1.5m
action elsewhere in England
Transactional opportunities £1.5m
Additional 2016/17 recurrent mitigation/Additional 2017/18 £2.3m
requirement
Total £10.7m

U The CCG recognises the need to be realistic about the possibility of under-delivery of QIPP targets on individual schemes and hence to identify cash-
releasing schemes with potential efficiency value significantly more than the £10.7m potentially required for 2017/18, and to develop these robustly so
that they can deliver full-year effect in 2017/18 (i.e. from April 2017 onwards). This work is underway and will continue at pace during Autumn 2016.

U The CCG recognises the importance of:
o Prioritising servicesc | oser to home, in support of CCGb6ls CCTH approach and recogni

o Taking into account both short and longer-term consequences of any proposal.
0 Understanding the impact of, and potential to mitigate, CCG actions on different parts of the health and social care system.
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2016/17 Recovery d elivery

v2.0;

The Recovery/QIPP programme has been developed to respond to both operational challenges to our performance and the strategic priorities
described in our Strategic and Operational Plans.

The CCG has used comparative analysis and benchmarking information to identify areas of service that demonstrate scope for improvement in
quality and/or efficiency of service delivery.

In addition we have worked hard to develop priority schemes that will support our strategic ambitions. In particular the CCG has developed schemes
that will support patients and carers outside of hospital with the intention and expectation of reducing admissions and allowing patients to remain in
their place of residence for as long as possible.

To do this the CCG has re-procured the community services provision contract to offer innovative, new models of service provision that support the
CCG strategic ambition for more out of hospital care and a greater focus on prevention and health promotion and to ensure investment in increased
capacity in the community. The CCG also recognises the benefits of increased clinical support to patients with a mental health issue and the CCG will

support the vanguard scheme and invest in increased liaison psychiatry.

The CCG has to take difficult resource prioritisation decisions in order to reduce overall expenditure. Where appropriate the CCG will engage and
consult local people so that informed decisions are taken with the benefit of all perspectives 1 patients, staff, professionals, partners and community
representatives.

As a CCG and wider health economy, Recovery/QIPP is high on the agenda with all sectors experiencing financial challenge and to support an
overall shared understanding of the risks in the system. As such the C C G @lans have been shared with our main acute and community providers
and regular ongoing discussions are taking place to discuss mutual project delivery for 16/17 and address the risks to all organisations.

The CCG has a limited staffing structure as well as having limited financial resources. The staffing resource will be fully considered when
decisions are taken on which services to commission/transform and what Recovery / QIPP plans the CCG can realistically undertake. To facilitate
this, the Head of Strategic Planning, Service Transformation and Integration has worked with the Right Care Team to develop a proposed Decision
Tree for consideration, that will support senior staff to enable to make structured decisions and to focus on priorities that take into account both these
limited resources and the health care impact.

It is key for any decisions that the CCG makes around schemes or projects, that a full realistic cost benefit analysis of the project is carried out to

understand the return on investment of the project and when it will break even if investments are required. The CCG will prioritise schemes that will
generate the greatest savings and will evaluate any investments robustly. Additionally all schemes or projects will undergo integral and rigorous
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quality and equality impact assessments to ensure that safety is maintained and any impact on health outcomes and
protected characteristics is understood.

Proposed Decision Tree

START
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oceed

YES YES
2 Is there evidence of 2 Is the project
Complete PMO potential savings? viable/deliverable
Documentation
l NO YES Recommendation to F&P. Full QIA ai
EQIA & Recommendation to Q&S.
Dondét Pjlocesed NO
o | i Can it be delivered|if Can it be delivered|il Can it be delivered
7|  Develop Policy 2016/172 2017/18? 2017/182
YESl
Submit to Q&S. YES YES
Prioritise
Review High Priority Medium Priority Low Priority
. >£500k >£1004500k <£100k
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Governance Structure : Accountabilities and Assurances

Key to successfully developing and implementing the recovery plan is a culture of efficient, innovative working at pace and recognition of the need for
continuous change and improvement. Equally important is the governance and organisational structures in place to support the delivery of the plan.

v2.0;

The CCG has a strong governance structure in place to deliver its core business and sees partnership working as key to deliver the key objectives
across the health economy. Recognising there are always opportunities for improvements, an audit of the CCG& QIPP process found that the
process was good but required improvement in some areas. The recommendations have been taken on board and are being implemented where
appropriate.

The CCG has also seen a significant impact on its capacity to delivery transformation and Recovery/QIPP as a result of the transfer of functions
back from the CSU. The CCG has created a number of posts across all teams to support ongoing priority programmes. These include appointing an
additional Lay advisor with responsibility for recovery, a Band 7 PMO Programme manager and an interim Recovery Programme Director; this will
ensure that we have a dedicated resource to support our delivery of the Recovery Plan outside of our existing core service transformation and
performance and finance teams.

To further embed financial recovery and QIPP, the CCG has relaunched the Programme Management Office (PMO) for QIPP and financial recovery.
SMT meets weekly and will routinely receive progress update reports. Assurance will be provided to our monthly Finance and performance committee
and our Governing Body. This will enable robust monitoring and reporting of our plans; the CCG recognises that the Governing Body has the
accountability of the Recovery / QIPP plan.

A Recovery Committee has been established with delegated authority from the Governing Body to enable rapid decision-making whilst maintaining
appropriate transparency and scrutiny. Combined with existing governance processes, this will enable us to move at pace on schemes that fit with
existing approved commissioning policies and approaches, and to ensure that a broader range of options can also be considered and progressed
appropriately.

Within our plans each Recovery / QIPP scheme has a designated manager and clinical lead. This enables clear lines of responsibility for delivery of
schemes and separation of monitoring functions. Clear accountability and joint ownership between clinicians and managers is vital to the delivery of
financial recovery. Below is a brief outline of roles and responsibilities.

1 Recovery Group i Chaired by the Chief Finance Officer(CFO) or Interim Recovery Programme Director, with the Head of Strategic Planning,
Service Transformation & Integration, Head of Finance, Senior Performance Manager, senior contracting and quality representatives, Governing
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Body clinical representation and all programme managers in attendance. The recovery group meets monthly

and is responsible for overseeing the Recovery Programme to ensure it delivers its financial objectives within agreed financial parameters.
Detailed scrutiny of progress on identified schemes will take place outside the monthly meeting between individual programme managers and
the interim Recovery Programme Director/PMO, with routine and regular reports submitted to the Recovery Group; updates on existing schemes
will be discussed by exception and with the objective of making improvements through pooled experience. The Recovery Group will focus on
improving new schemes, ensuring that their scope is as wide as is optimum, that ideas and lessons are applied across disciplines and that
costs/unintended consequences are identified and mitigated. Escalation will be to the Finance and Performance committee and Governing Bodly.

An additional key function of the Recovery Group will be to review any contractual overtrades as they emerge and ensure that remedial actions
plans are developed, implemented and monitored with named Heads of Service leading.

Senior Management Team (SMT) T Chaired by the Chief Officer(CO), with the CFO, Clinical leader and all Heads of Service in attendance.
Routine updates and progress will be presented by the interim Recovery Programme Director.

Finance and Performance Committee (F&P) - Chaired by the CO with our CFO, Clinical leader, Governing Body lay member, Governing Body
clinicians, Head of Strategic Planning, Service Transformation & Integration, Head of Finance, Senior Performance Manager in attendance. The
F&P ¢ o mmi troleeietdchallenge our programme delivery and be assured of progress against plans. To scrutinise the risk management

processes of the Recovery Programme and its projects and enswithe t he CCGGE

relevant risks from the Recovery group

Quality and Safety Committee (Q&S) - will receive monthly assurance report from the Recovery Group in order to ensure that appropriate quality
and equality impact assessments are undertaken for each project ensuring that the impact on quality and performance is being thoroughly
assessed and negative impact mitigated.

Recovery Committee’ i The Committee may take decisions up to a delegated value of £500,000 on individual contracts to:

o Cease a service / expenditure where not financially viable.

o Postpone a service development where not financially viable or which does not satisfy quality or safety concerns.
o Commit commissioning expenditure or commence procurement.

o Decide on the most appropriate use of CCG reserves and of other CCG expenditure.

Governing Body (GB) i chaired by our Clinical Lead, with the CO, CFO and all clinical executives in attendance. The GB retains ultimate
responsibility and accountability for the formal approval and delivery of our overall strategy and Recovery / QIPP Plan. The GB will receive
assurance of the management, delivery, oversight and governance arrangements in respect of all programmes within the Recovery Plan. In
particulart h e B arembers, svho have particular financial and clinical roles, must give special scrutiny to the Recovery plan& financial
robustness and quality impact.
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Project Management Office arrangements

CCG Governing Body/Recovery Committee

Review, approve actions and hold to account

i

Finance & Performance Committee

Reviews overall progress, reports and QIPP tracker; ensures actions agreed at Recovery Group are
taking place. Holds senior managers and clinical officers to account for progress. Approves

Programme Management Office

Assurance & Reporting

Review adequacy of plans;
Ensure consistent documentation;
E nsure compliance with process
including:

v
v

v

QIA assessments;
communication and engagement
plans;

sustainability plans;

reporting functions

significant changes to programmes.

Senior Management Team

Receives update on progress against plan. Develops and co-ordinates stakeholder

/A

v2.0;

12th October 2016

communications

Monthly meetings with programme and project leads, to ensure:
1. Assure processes in place and being followed including QIA, etc.
2. Report and identify solutions for slippage against plans including milestones, financial and
activity trajectories
3. Escalate issues as required
4. Review in-year contract performance, identify and allocate required mitigating actions
5. Identify and test additional QIPP schemes, applying learning between teams.

Page 28



NHS|

Greater Huddersfield
Clinical Commissioning Group

For 2016 / 17, Recovery / QIPP projects have been categorised into main programmes with a number of projects under

each. For each of the programme / projects there is a project team made up of a Senior Responsible Officer, Clinical Lead, and Programme / Project
Manager. The roles and responsibilities of these individuals is described below. The Programme Management Office is an internal function with
responsibility to the Head of Strategic Planning, Service Transformation & Integration; it will provide project management expertise and support to the
programme leads to manage the overall day-to-day delivery of Recovery / QIPP projects. The PMO will not in itself deliver recovery / QIPP projects,
although it may support appointed project managers that lead transformational or QIPP schemes. The PMO will provide support to staff through
workshops to develop and coordinate project plans development and updates. The PMO programme manager will ensure that project progress reports are
delivered monthly, hold and manage all project documentation. The Interim Recovery Director will escalate concerns regarding project delivery
management to the recovery group and F&P and provide progress updates (as required) to the Q&S and SMT. One clear benefit of the PMO is the
coordination and review of all schemes across the CCG. This enables the cumulative impact of schemes to be assessed.

Project team roles and responsibilities:

U  Senior Responsible Officer (SRO)

The SRO will own the project objectives and approve and review the project plan. He/she will have overall responsibility for the delivery of the project;
Holds the project lead (where appropriate) & clinical lead to account for their role in delivery; Provide ongoing leadership, direction & guidance;
Unblocking & resolution of issues where senior support is needed,(decision making, stakeholder engagement, deployment of resources);Proactively
address issues raised by project lead, escalating to recovery group as appropriate.

U0 Programme/Project lead

Responsible for day to day operational management & delivery of the project; produce the project plan / documentation; identify & manage the project
team & stakeholder inputs; Monitor & manage progress against plan, ensuring expected benefits, activity KPIs, scope & objectives are achieved and
reported; proactively address issues, including linking quality and finance issues and escalating to the SRO as appropriate; Ongoing liaison with the
PMO manager & reporting on progress as required at PMO review meetings; Highlight reports to be updated monthly or as required on progress of
plan including activity and finance, any variances & exceptions to the PMO & Recovery Group.

U Clinical lead

Provides overall direction & assurance on clinical impact of project; contribute to project development & sign off from a clinical perspective; ongoing
monitoring to ensure clinically safe & appropriate approach to project delivery; Promoting ownership & buy in from clinical colleagues to achieve
change; support to project lead where clinical support is required, they will be responsible for assessing the impact of schemes on patient outcomes,
pathways and services.
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The Vision for Sustainability

U Itis clear from the work that has been produced to deliver this plan that it will not.in isolation deliver financial surplus or sustainability.

0 The CCG through its clinical leads has been working on a clinically-led vision which seeks to ensure that the CCG can live within its allocated
resources but continue to deliver quality care and meet the needs of our growing population.

Commissioning Ambition — Changing investment/Provision Profile

[:'Current Model |

Prevention/ Community Based Hospital Based
| Proposed Model )

Hospltal Based
Prevention/Primary Care Comml.églg st secondary Spedalist Care
Care
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Appendix 1 - GH Funding Comparisons

0 5 year core allocations for Greater Huddersfield are as below.

Greater Huddersfield 5 Year Core Allocations

v2.0; 12th October 2016

Allocation Confirmed Indicative
0 G 016 0 3 018-19 019-20 020
Allocation £k 281,106 289,694 295,508 301,391 308,231 319,512
Allocation per capita £k 1,179 1,194 1,210 1,228 1,265
Growth 3.09 2.09 2.09 2.19 3.79
Per capita growth 1.39 1.39 1.49 3.00
Target £k 279,448 285,247 290,997 297,240| 308,559
Target per capita £ 1,135 1,151 1,166 1,184 1,222
Opening Distance from Target % 5.39 4.69 4.59 4.59 4.49
Closing Distance from Target % 4.59 3.99 3.89 3.89 3.79 3.59
Distance from Target £k 10,246 10,261 10,394 10,991 10,953
Closing Distance from Target % 3.79 3.69 3.69 3.79 3.59
Page 31



v2.0;

NHS|

Greater Huddersfield
Clinical Commissioning Group

Greater Huddersfield CCG is 3.87% above the fair share target which has been attributed to the CCG through the national allocation formulae for
core services.

The CCG has been advised of funding allocations for the next 5 years and there is not expected to be any additional impact caused by moving the
CCG to its fair share target. The 3.87% translates to £10.2m and if the CCG had been working at target funding level in 2016/17 its funding allocation
would have been £10.2m less than is actually the case.

CCG 15-16 DFTL6-17 DFT

>

NHS Bradford City CCG - 854- 483 10.00 + Yorkshire and Humber CCG Distance rrom [akget
NHS Bradford Districts CCG - 109 - 169 . ’F;
NHS Leeds South and East CCG - 0.72 - 1.41 8.00 -
NHS Airedale, Wharfedale and Craven CCG - 1.33 - 1.35
NHS East Riding of Yorkshire CCG 0.62 0.19 6.00 -
NHS Leeds West CCG 1.56 0.93
NHS North Lincolnshire CCG 1.38 0.93
NHS Scarborough and Ryedale CCG 1.27 1.25 4.00 1
NHS Bassetlaw CCG 2.09 1.73
NHS North East Lincolnshire CCG 1.90 1.82 2.00
NHS Hull CCG 218 194 = 1516 DFT
NHS Vale of York CCG 2.71 2.10 R o oS ol saies = s D
NHS Leeds North CCG 2.87 213 o G é °c9 e § e § S o % é £ S o § § g 8; 5  16-17 DFT
NHS Harrogate and Rural District CCG 2.53 2.30 2.00 1 o é g Z 8 £ 6 2 S ; Z 2 _—.Z—’ g é i E_g_%%_;
NHS Wakefield CCG 2.99 2,51 8 8 S 8528827883 £ g 383 g 22 E s -
Yorkshire and Humber 3.32 2.63 400 | = f “g 3 £ 8§ 3 £z 3 g 2 i © § E S g S @ S &
NHS Greater Huddersfield CCG 451 3.87 ' k] @ £ 9 s -§ z [ 2 0 e E g 2 Z 0 = ) -
NHS North Kirklees CCG 6.65 5.38 o g & Z 2 8 = Z zZ g s 59 z = g
NHS Doncaster CCG 6.49 5.61 -6.00 7 T 3 ] ¢ £ S =S o < -

. = )) w =2 o %) —_
NHS Sheffield CCG 7.34 5.90 I - o zZ 3 %) g I
NHS Rotherham CCG 714 593 -8.00 1 =3I o—rg = =
NHS Barnsley CCG 771 6.10 = e £ S
NHS Calderdale CCG 9.37 7.16 -10.00 =
NHS Hambleton, Richmondshire and Whitby CCG 6.10 5.39
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Appendi x 2 - 2016/17 Secured efficiencies

| Greater Huddersfield CCG - Recovery Plan Scheme Summary |

| Summary of 2016-17 GH QIPP Plans - BANKED CASH RELEASING SAVINGS |

Current
Plan
Assumption Transformational ~ Transactional Gap
| Type | Comment[Scheme NHS E Category | | casH | | CASH | CASH | CAsH |
£k £k £k £k
Budget reduced in line with information provided tc
CASH  Secured CatM Price Reduction Prescribing 992 992 the CCG by NHS E
Acute contracts -NHS (includes Budget Top Sliced as funds had not been committe
CASH  Secured SRG Contingency ReductiorAmbulance services) 250 250 15-16 so were made unavailable in 16-17
STOP Former Over 75's
CASH  Secured Schemes Community Base Services 744 744 Detailed breakdown available
MH contracts - Other providers (non
CASH  Secured Reduce MH Reserve nhs, incl. VS) 50 50 Funding taken out of plan
Remove Risk Strat - now Funding taken out of plan because service funded
CASH  Secured funded Embed Community Based Services 48 48 through Embed
2,084 - 2,084 -
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Appendix 3 - QIPP pipeline summary
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Greater Huddersfield CCG

High Level QIPP Plan Summary and Risk Adjusted Anticipated Delivery

LATEST

Acute (CHFT Activity Reduction)

Prescribing

Primary Care

Mental Health

Continuing Health Care

Other

Unidentified QIPP

Total

v2.0; 12th October 2016

2016-17 2016-17 2016-17 2016-17 2016-17
Revised Risk
Plan Plan Adjusted  SHORTFAILL SHORTFAI
£'000 £'000 £'000 £'000 £'000
CASH CASH CASH CASH CASH
1,000 2,274 1,098 98 (1,177)
1,992 2,218 2,162 170 (57)
994 1,063 983 (12) (80)
872 1,041 935 63 (106)
844 1,034 987 143 (48)
348 348 348 0 0
452 - - (452) 0
6,502 7,978 6,512 10 (1,466)

Page 34



Appendix 4 - Non cash -releasing scheme summary

NON CASH BCF

NON CASH BCF

NON CASH

NON CASH

NON CASH

NON CASH

NON CASH Secured

NON CASH Secured

Mobile Response Other Programme Services

Hospital Avoidance Tea®ther Programme Services

Respiratory Other Programme Services

Care Homes Support
Team Other Programme Services

High Cost Drugs Other Programme Services

Primary Care Discharge
Coordinators Other Programme Services

Practice Schemes
STOPPED Other Programme Services

CC2H Contract Reductic
FYE Other Programme Services

v2.0; 12th October 2016

6656 566
220 220
125 125
100 100
2650
272 272
926 96
156 156
2,000 1,635

NHS|
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The LA provide indicative information to
illustrate how their mobile response servic
has reduced admission

The LA provide indicative information to
illustrate how their Hospital Avoidance Tea
has prevented an admission

Locala tasked with managing activity down
plan

Locala provide indicative information on
number of A&E admissions avoided

2@Removed from contract value

CHFT provide indicative information on
number of readmissions saved - Under
review as VfM not demonstrated.

Services Decommisioned

Service Decommissioned

365
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Appendi x 5 0 Project on a page
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Greater Huddersfield CC@cute
Project:Reduce activity at CHFT

Overview:
Implement schemes to reduce activity at CHFT through preventiaprapriatetreatment
elsewhere.

SRO: Vicky Dutchburn
Managerial Lead: Sue Richardson
Clinical LeadAnuj HanddChris Beith

N/A ¢ specific to individuadchemes

Key Stakeholders
CHFTLocala Kirklees Council; Member practices

Benefits

Cashreleasing:

A £1m in 2016/17. Additional FYE benefit in 2017/18 (to be confirmed). Achieved prin
through reduction in emergency admissions, associated excess bed days, outpatie

activity.

A £120k Falls
A £125k Respiratory
A £243k UTls
A £193k CVD
A £235k Influenza, Pneumonia
A £84k Cellulitis

Other:

A Provide care and support closer to home
A Optimise clinical outcomes.

Cost to achieve (Quality, resource, £):
A Potentially investment required to realise full savingsletails being worked through.

See Risks for mitigation.

Risks

Risk weighting has been carried out; this is subjective but ther&@@nises risk of under
delivery in these specific areas.

Risk is mitigatetly theCare Closer To Honpeogramme which has now been in place for
months and was designed to deliver care in community rather than acute settings. Foct
benefits realisation of the CCTH contract is being strengthened and expected to mitigat
shortfall in individual acute QIPP schemes.

More specifically there are other QIPP schemes expected to contribute to any shortfall
the overall QIPP gap, including (with a variety of other schemes):

A Wider-system planned care (MS®pthalmology ENT, Diagnosticg)any savings would
be end of 16/17 but fully realised in 17/18.

A Surgical threshold implementation (Lumbar spine procedures, Tonsillectomy,
Myringotomy)

Interdependencies

Implementation of Care Closer to Home strategy
Service reconfiguration consultation

Links across wider health and social care community

v2.0; 12t October 2016
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Greater Huddersfield CC®tedicines Management

Project:Medicines Management and Primary Care Prescribing

Overview:

Range of primary care prescribing schemes to release costs directly from primary care
prescribing budgets: Drugs of limited clinical value; Rebate schemes; Repeat ordering
systemsScriptswitch Overthe-counter medications.

SRO: Eric Power
Managerial Lead:Judith Stones
Clinical LeadRobin Sharman & Jonathan Ring

Key Stakeholders
GP practices, Locala, CHFT, North Kirklees CCG, Calderdale CCG, South West Yorks
Prescribing Committee.

NHS|

Greater Huddersfield
Clinical Commissioning Group

QIPP Plan developed March2016

Standardoperating procedures and implementation resources foiMay 2016
all Q1 initiatives developed

1st week of each
month

Monthly reportsat GP practice level received from practice
pharmacists and technicians

Standardoperating procedures and resourcies Q2 initiatives June 2016

developed

Standardoperating procedures and implementation resources forSeptember 2016
Q3 resources developed

Benefits
Cashreleasing:
A £1000k in 2016/17. Sustainable but no additional 2017/18.

A £300k General schemes including drugs of limited clinical value
A £250k Scriptswitch

A £300k Repeat ordering system & polypharmacy

A £100k Rebates

A £50k OTC medications

Non caskreleasing:

A Wound dressings initiative2017-18 implentation

A Continence appliances initiatize2017-18 implementation

Cost to achieve (Quality, resource, £):

A Capacity within existing resource

A If gain share is agreed, 50% of savings against budget will need to be returned to
practices if QIPP delivers (regardless of overall CCG position).

Risks

A staffingg there has been some recent staff turnover reducing pace of implementatio
and there will be maternity leave of a team member later in the financial year.

A Adverse price changesprices of generic medicines set by tearket

A GP practice capacitysome initiatives require substantial input from practices

A National Policy, this may impact on availability of rebates and slow

A Regional Meds Optimisation Committeei is unclear on the relation ship between
these and CCGs and if this will impact on pace and scale of QIPP plan implementat
introduce additional costs to prescribing budgets.

Interdependencies
Ability to deliver future schemes requiring practice suppisrtritically dependent on
honouring commitment to Gain Share if this is agreed.

v2.0; 12th October 2016
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Develop draft service spec for Rehab and Recovery community 31/5/16

Project:Mental Health Rehabilitation and Recovery Project
pathway

Overview:
Implement rehabilitation and recovery pathway enabling supported-stewn in care
packages for individuals, deliverirogire closer to home aneleasing savings from reduce

number of placements. Roll out training around MH/LD & Sectidh7 panel to ensure | 31/7/16
panel fully implemented

Reevaluationof PID in line with data collated over the last year 31/5/16
and identified pressures affecting this

SRO: Vicky Dutchburn

Managerial Lead: Kelly Glover Rescope needbased on PID revaluation and develop action | 31/7/16
Clinical LeadStephanie Twomey plan
Key Stakeholders Complete reconfiguration of Trinity Phase 1 31/10/16
Steering Group: CCG rep¥icky Dutchburnl.A- Tony BaconSWYPFTJohnKeaveney
Complete reconfiguration of Trinity Phae 01/01/17
Benefits Risks
Cashreleasing: Delay to building work at Trinity due to existing placements resulting in delay to savings
A £872k in 2016/17. No additional 2017/18 (but mitigates additional growth risk). (reduced 16/17 savings).
Increase in Personality Disorder service users due to national trends resulting in unpla
Other: growth in highcost placements.
A Improving Quality of Care / Patient Experience: Delay to stepdown of individual patients due to clinical condition resulting in delay to
A Provide care and support closer to home savings (reduced 16/17 savings).
A Serviceusers in least restrictivaccommodation, .
A Service users reintegrated into local communities; Interdependencies

ﬁ Provide sustainable services across Kirklees Shared resource between QIPP project and other-pigrity programmes:
Prevent admissions into inpatient beds A SWYPFT Mental Health Transformation Programme
A Future in Mind Programme

Cost to achieve (Quality, resource, £): A Transforming Care Partnership Programme

A Potential additional cost for increased capacity in community support in future years

not quantified. In addition there are key interdependencies with the CCGs, three large transformationg

programmesg Right Care, Right Time, Right Place, Care Closer to Home, and Primary (
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Greater Huddersfield CCGontinuing Health Care

Project:Brokerage, Implementation of Commissioning Principles Policy, Valuing Care

Overview:
Apply policy in a way that delivers savings on both care rates and care package reviev
achieve any possible reduction.

SRO: Vicky Dutchburn
Managerial Lead:Toni Smith
Clinical LeadAndrew Cameron

Key Stakeholders
Kirklees Council. NKCCG

Benefits
Cashreleasing:

NHS|

Greater Huddersfield
Clinical Commissioning Group

Completiondate

Recruitment of Specialist Practitioner April 2016
Handover top 13 high copiackages review and reduction End May 2016
Transfer all currenthigontracted providers to Framework End June 2016

Development of Personal Health Budget femaining patients as ' End July 2016
required

End OctobeR016
End June 2016

Handover all >£100ppwackages; review & reduction

Negotiation with current provider to manage current high cost
and 1 OPHM population

A £844k in 2016/17. Reduction in price of high value packages; Reduction -orf-asa
placements through improvement of in area support services; contract renegotiation
and management.

A £86k Brokerage
A £53k FYE of 15/16 Commissioning principles implementation
A £321k 16/17 Commissioning principles implementation
A £187k FYE of 15/16 Valuing Care
A £197k 16/17 Valuing Care
Other:

A care closer to home
A Consistency of approach
A Improved support and patient experience

Risks

A Risk of challenge from individuals and providers regarding transfer to BrokBcigene

A Implementation of the C.P.P. Policy will be affected by negative responses, challeng
appeals and potential judicial review.

A There is a risk that the.C.Ltdwill not deliver on expectation following negotiation with
independent providers

A Potential that Brokerage Team will not be in a position to accept referrals earlier that
April resulting in increased costs and delayed savings.

A Cost pressure within CHC uplift ienplementation of Courof Protection.

Interdependencies
Between schemes

Cost to achieve (Quality, resource, £):
A Capacity within existing resource

v2.0; 12th October 2016
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Appendi x 6 d Service Performance Nationallndicators
Scorecard
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NHS Constitution Performance

[ NHS Constitution Rights and Pledges 201516 ]

_— -ﬁﬁﬁ [f]ﬁﬁ ﬁ[ﬁﬁﬁﬁ[ﬁﬁﬁﬁi}ﬁ

[ e 5
e B T S R e S
s T o T N S = =)
( [ )
e = ——— — ——— — — =
é[m:mmwm [ P S N e ol o)
E— — ) e 0
e - = - = — = = —1—— = = =]
——— T oY RN o R =)
(i R G Y N o N =)
e = ] = mn mm e |wn]| wn wn wn e wn . — —
= | N o N ) e =)
—= [ S RS Y A =)
———— S o e o e =)
— e S e - =

12th October 2016




NHS|

Greater Huddersfield
Clinical Commissioning Group

et

{ NHS Consfitition Rights and Pledges 209516 J

(Camgary & oz Fesaling I R EMEDERCy rEsponss Being MiRE 3 minuks
Red 1}

ﬁﬁﬁﬁﬁﬁ.ﬁﬁﬁﬁ[

Tie%

[ (Caiegony & calls: resulfing In & Emegency responss aeting wite 8 minskes
Fea

e el IS oY SN o
[ ———— | wn _un [an| an en un |un | wn un
[T— — wm mm | e | e s e | e | me
= - R N RN I BN

e
Je———

v2.0;

]lu

[nnnn-:m [CRAL Tre proporian of peopiz
‘spescieiies on OFA

7|

)=

*= oo provider level

12th October 2016

Page 41



NHS|

Greater Huddersfield
Clinical Commissioning Group

Appendi x 7 - Opportunities - Practice Variation

U The CCG is sighted on the variation, as illustrated below, which exists across the 37 member practices which have been allocated to 5
Commissioning for QIPP schemes based on their financial position in relation to fair share.

U The basic idea is that practices previously operating under fair share are included in teams with practices which have been operating over fair share
so that through the sharing of ideas patient experience and quality can be discussed which have the potential to reduce practice variation.

0 In 2016-17 the 5 Commissioning for QIPP Teamswillbemor e ¢l osely aligned to the CCGb6s QI PP delivery i
by practices and practice audit work will contribute to the overall effort to deliver the recovery plan. The opportunity has not been separately
quantified; benefits will appear mainly in acute and prescribing spend.

900.0¢ 1 Cayered 2014r5 Costs per Welghted List Size Dy Practice

800.0C

700.0¢

600.0C

500.0C

400.0¢

General Practic
300.00
Prescribin

SecondarCar

200.0C

100.0¢
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Appendi x 8 d Profiles of planned savings

Cost Base Analysis

U The following chart shows the %age split of total commissioning expenditure for Greater Huddersfield CCG between 2013-14 and 2015-16
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