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	· Establishing a network; Mapping current joint commissioning; Comparing with national information; Facilitating knowledge sharing; Developing advice; Identifying infrastructure requirements to underpin partnership work & joint commissioning


In this Bulletin – David Jones 

This is the ninth Network Bulletin for the East of England. The previous bulletins are available on the Joint Improvement Partnership for the East of England website by clicking on this link: http://www.jipeast.org/index.php?option=com_content&view=category&layout=blog&id=49&Itemid=56.
If you are not able to access embedded documents, let me know so they can be sent separately. 
This project on Clinical Commissioning has a particular focus on joint commissioning & partnership. This work stream is led by Jenny Owen.
 
The main themes are summarised above after my contact details and include knowledge transfer with clinical partners, Governance arrangements in the new world and Infrastructure to support partnership. The work fits with the national commissioning priorities, especially commissioning development but is also relevant to clinical commissioning development & preparing for direct commissioning. 
The focus of this edition is on developments since July, including Clinical Commissioning Group (CCG) authorisation and the second round of the Government’s ‘listening exercise’, particularly the increasing importance of integration. There is also a special feature on ‘From joint working to integration: integrating commissioning and care in Norfolk’ 

The Bulletin draws on presentations given at the Clinical Summit held on 8th September.   
Items in this edition include:
· Main themes from the recent Clinical Summit

· Summary of second round listening exercise

· From joint working to integration: integrating commissioning and care in Norfolk
· Public and Patient Involvement
· Authorisation of CCGs
· Health & Wellbeing Boards, including regional learning set
· HealthWatch transition
· Public Health update
· Eastern Region Public Health Observation (erpho)
· The personalisation of health services
· Money, health and wellbeing: Research and free resources from the Money Advice Service
Regional Clinical Summit – 8th September
Sir Neil McKay, in opening the summit, said that amongst the four priorities for the next 18 months is radically strengthening partnerships between the NHS and local government. He said ‘leadership is key’; there needs to be a sense of purpose and vision and he called upon everyone to ‘be imaginative and show courage’. 
Dr Peter Bradley, DsPH, Suffolk, spoke of the importance of co-production to allow people to set priorities themselves. ‘Relationships are the currency of delivery’. During the day – a quote best forgotten ‘If I know more about it, I’ll get put off’!!
The session on Clinical Commissioning Group (CCG) authorisation is covered later under CCG developments
Next steps identified were:
· More work on Commissioning Support Units

· Risk assessment

· A development offer which can be customised

The main session in the afternoon was on Integration and was led by Professor Chris Ham of the King’s Fund. He said the focus should be on the needs of patients, achieving better outcomes and value for money. We spend so much time on mechanisms e.g. commissioning, but should pay more attention to ends such as benefits to patients, a bottom up approach, co-location, single points of access, financial flexibility (e.g. pooled budgets), and sustained leadership rather than major organisational change.
Professor Ham criticised policies which encourage competition rather than collaboration and perverse incentives to increase activity in acute settings. Relationships and developing the right skills for local services based on the needs of people should be the main building blocks.
The example of Torbay’s integrated teams designed to meet the needs of Mrs Smith demonstrates this approach in action according to Professor Ham.  The Torbay story was included in Network Bulletin 7. Click here to recap http://www.jipeast.org/index.php?option=com_content&view=category&layout=blog&id=49&Itemid=56
Summary of second round listening exercise

The Government has asked the NHS Future Forum, a group of health experts, to carry out a new phase of conversations with patients, service users and professionals, following the recent listening exercise on proposals to modernise the NHS. The Forum will provide independent advice on the following four themes: information, education and training, integrated care and the public’s health.

For further information, see the press release: www.dh.gov.uk/health/2011/08/future-forum/
Responses are required by 18 October 2011

NHS Futures Forum announcement 18 Aug 2011
Integration: Respondents are asked to consider how services can be better integrated around people’s needs. Dr Robert Varnam, the co-chair of the work on integration, said: “We’re serious about not pre-judging an issue, imposing a particular ideology or making assumptions about an agenda. Put simply, we want to hear your answers to the big questions about improving integration.” The work stream’s other co-chair is Hammersmith and Fulham Council chief executive Geoff Alltimes.
Questions on Integration:

· How can we take advantage of the health and social care modernisation programme to ensure services are better integrated around people’s needs?

· We are interested in your views in this area, including:

· What does good look like?

· Where should services be better integrated around patients, service users and carers – both within the NHS, and between the NHS and local government services? We are particularly thinking of social care – for example, better management of long term conditions, better care of older people, more effective handover of a person’s care from one part of the system to another, etc.

· How can integrated services achieve better health, better care and better value for money?

· What, if any, barriers to integration should be removed, and how can we incentivise better integration of services at all levels?

· Who needs to do what next to enable integration to be progressed in a pragmatic and achievable way?

· How can innovation in integrated care be identified and nurtured?
 * The following is an example of work on integration in the East of England. Please send others for future editions of the Network Bulletin.
From joint working to integration: integrating commissioning and care in Norfolk 

Norfolk County Council and NHS Norfolk are taking the opportunity to make a significant gear shift in their approach to integration.  At a time of major system change and financial constraints, it may seem counter-intuitive, but the partners are seizing the opportunity to establish integration as an essential underpinning of the new health and social care system.

Commissioning:

We have had joint commissioning in place for mental health and learning disability for some years, but recognised that our major shared interest is in the health and wellbeing of older people: avoiding unnecessary admissions to hospital and residential care and supporting them in their homes and communities.   

We have created integrated commissioning teams aligned to each Clinical Commissioning Group –commissioning health, social care and Supporting People services.  
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We recognise the risks and the opportunities in integrating while there is such change in the system.  We have the chance to embed a new way of working – even though it can only be interim at this stage.  Both partners were faced with reducing management costs, so agreed that the integration would need to reduce costs too.

In designing a new commissioning arrangement we agreed the following principles:

· To bring together the commissioning of out of hospital care, social care and Supporting People housing related support

· Integrated rather than joint commissioning – i.e. teams and commissioners responsible for the whole community agenda

· Build the teams around the emerging Clinical Commissioning Consortia boundaries and engage with them about future arrangements

· Recognise this is an interim phase to April 2013 as the PCT will close.

We entered into a section 75 agreement to delegate the commissioning functions between the partners and to integrate management.  We agreed that budgets would be pooled ‘only when it became an obstacle not to’ rather than as a prerequisite. 

Overview and scrutiny report March 2011 - Section 75 agreement to establish integrated commissioning with NHS Norfolk
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An HR strategy to support working together differently: 

We needed a new HR approach to enable a new kind of partnership: 

· All existing posts would be disestablished and all new posts would have integrated responsibilities i.e. no ‘health’ or ‘social care’ commissioners 

· All posts would be paid at an agree salary i.e. no disparity between NHS and LA employee pay levels.  This meant assessing each new role under the two partners’ job evaluation schemes then agreeing a set salary for each grade which sat within the Agenda for Change and the Local Authority banding.   

· No changes in employer and no TUPE

· We would select the best person for the job – not a number of LA and number of NHS employees

· Given that there was a requirement to reduce costs, a shared selection for redundancy process was required.  A joint assessment centre was commissioned, based on competencies designed for the new posts

· A carefully constructed process was managed between the partners to handle assessment, recruitment, redeployment and redundancy.  

Early benefits:

Examples of early benefits of this way of working include:

· Strengthening the social care input into the QIPP programme and frail older people’s pathways to reduce admissions

· Designing an integrated locality model for support to vulnerable people for a locality with the CCG, LA, District and voluntary sector

· Addressing health needs of 18-30s now includes Supporting People and social care perspectives

· CCG involvement in designing specifications for housing support for older people to include links to primary care

· Stronger engagement of independent sector residential and nursing sector as key providers in the health economy

· Providers and stakeholders don’t need to address health and care commissioners separately.

Next steps:

The teams are aligned to the CCGs, with the intention to be co-located as soon as is practicable.  They are working with the CCGs to deliver community commissioning priorities.  As part of the development of the whole health and care system, we will jointly define the future commissioning arrangements.  

Integrated care

Norfolk County Council and Norfolk Community Health and Care are working to develop a model of community based care, based on pilot work undertaken by NHS Norfolk as part of the DH programme to develop Integrated Care. The original pilot programme covered approximately one third of all GP’s in Norfolk, involving a patient population of over 300,000 people. Integrated Teams comprising of GP’s, Community Health and Social Care professionals were established in 6 localities. 

What our patients/users said about health and social care:

· They want better co-ordination of services

· They see the General Practice as the natural focus for care

· They want care locally

· They want one person to act as their key worker & know their story

· They do not want to have repeat assessments

· They want clear easy to use information such as a single telephone number

The outcomes from the pilot are being evaluated by the DH and results will be available early next year. However local evaluation showed a reduction in emergency admission rates and positive satisfaction scores.

Some of the key learning points from the pilot work include

· Engagement is key – the ‘why should I?’ question must be answered for all organisations involved 

· It is essential to establish a ‘joint vision’ which is clearly vocalised

· Retain the focus of delivering ‘person-centred’ care – helping people to help themselves 

· Strong leadership is vital

· The commissioning process should enable integrated care

· Dedicated Integrated Care co-ordination resource helps to make things happen

Currently, we are taking the key learning points and, with Commissioners, developing a joint vision, along with a model of integrated care which establishes joint health and social care teams centred on GP surgeries.
For further information please Email: cressida.mclaughlin@nhs.net
	Public and Patient Involvement

Material on PPI is now on the education part of the Clinical Commissioning section of the East of England SHA website. Please see link below. 

https://www.gpc.eoe.nhs.uk/page.php?page_id=286
Clinical commissioners should find this site helpful as it includes case studies of good practice from across the region; it also differentiates between and addresses collective public involvement, individual health professional and patient engagement and the obtaining and use of patient experience.
Douglas Smallwood, Clinical Commissioning Support Team douglas.smallwood@eoe.nhs.uk


Authorisation of CCGs 
In the last Network Bulletin there was an article on CCGs and local authority boundaries as 

the Government response to the NHS Future Forum states that the boundaries of Clinical
Commissioning Groups (CCGs) should not normally cross Local Authority boundaries, 
unless there is good reason for doing so.
Since then, the focus seems to have shifted to the broader issues of the authorisation process and likely funding levels. The draft document ‘developing clinical commissioning groups: towards authorisation’, envisages a ‘journey of development’ over the next 2 years. This will entail building relationships with local partners, in readiness for a 360 degree assessment. The draft domains are;

· A strong clinical & professional focus which brings real added value
· Meaningful engagement with patients, carers & their communities

· Clear & credible plans which continue to deliver QIPP (quality, innovation, productivity and prevention) challenge within financial resources, in line with national outcome standards & local joint health and wellbeing strategies

· Proper constitutional & governance arrangements, with capacity and capability to deliver all their duties and responsibilities including financial control as well as effectively commission  all the services for which they are responsible

· Collaborative arrangements for commissioning with other CCGs, local authorities & the NHS Commissioning Board as well as the appropriate external commissioning support

· Great leaders who individually & collectively can make a real difference

At the Clinical Summit on 8th September, Paul Zollinger-Read, Director of Commissioning Development, spoke of the need to move ahead with the risk assessment of the proposed configurations so the developmental work can proceed as soon as possible, with the possibility of accelerating the move to shadow operations.

CCGs will need to ensure ‘proper constitutional & governance arrangements’ and ‘the capacity to deliver all their duties & responsibilities’.  Once funding is set aside to meet essential requirements (governing body, accountable officer etc.) the ready reckoner tool: http://healthandcare.dh.gov.uk/ready-reckoner-running-costs-tool-for-clinical-commissioning-groups-released-today/  will give an indication of the likely available funding and focus minds on its viability. This will also help to inform the debates on commissioning support requirements.
Health and Wellbeing Boards

John Wilderspin, National Director, HWB Implementation attended the East of England Learning Set for programme leads on 21st July.

Amongst the discussion was the role of the HWB and the potential to make a positive impact through the levers it will have:

Levers of HWB –

· Resources

· Money

· JSNA (Joint Strategic Needs Assessment)

· JHWS (Joint Health & Wellbeing Strategy)

· Key decision makers

· Cohesive decision makers

· Elected members

· Demographic accountability

· Evidence based information

· HealthWatch

· Statutory

· Role in authorisation of CCGs
· The Learning Set will be meeting again in early October and in December. A national and regional learning programme is being developed, including sessions for Elected Members through the East of England Local Government Association.
A recent report from the Good Governance Institute called for HWBs to include the integration of commissioning in their key success criteria.  It stated that ‘better use of resources through coordinated, integrated commissioning’ could mean working to combine planning and budgets of CCGs and Local Authorities. It also called for the development of ‘productive relationships with commissioners and providers’.
HealthWatch transition - Pathfinders’ progress 

By Claire Ogley, HealthWatch transition project lead – responsible for advice, support and facilitation, and helping to lead LAs and LINks through HealthWatch transition. (She reports to the SHA and the DH Deputy Regional Director, and also works closely with the DH HealthWatch team. She is also part of the regional Health and Well Being Board learning events).

HealthWatch pathfinders across the Eastern region have got off to a flying start. 

A brief self-assessment form completed by the 10 HealthWatch pathfinders shows that Local Authorities and their respective LINks are working well together, wider engagement has begun and in general, conversations on commissioning and organisational models have started.

On October 5, there will be a regional HealthWatch transition network meeting at the SHA in Fulbourn, Cambridge, where pathfinders will share their progress and learning to date with their peers. This meeting is open to Local Authority leads with responsibility for HealthWatch and LINk chairs and their deputies. If you would like to attend, please email jane.ross@eoe.nhs.uk
Kasey Chan, the DH policy lead for HealthWatch, will also be there answering questions and giving an update.

If you have any questions for Kasey about HealthWatch, please email Claire.ogley@enableeast.org.uk by Monday 26 September.

I will be asking some pathfinders to present to the network meeting on various aspects of HealthWatch transition. I hope this will be the start of a regional learning network – the DH is very interested in what we are doing. I hope we can discuss on the day how to take regional learning forward. 

As stated, 10 out of our 11 Local Authority areas are HealthWatch pathfinders (Luton excluded) so there should be much to share and learn.

There are many ways that LAs and LINks can share and engage cross boundary:

1) The HealthWatch online forum is a national website where people can start discussions, download HealthWatch documents and read the latest Qs and As from the DH. If you haven’t already joined, email healthwatch@nunwood.com to register

2) I have set up a LinkedIn forum for local authority leads to discuss all things HealthWatch. Much debate has already gone on there. It’s easy to register with Linked In. Visit www.linkedin.com  to register, then let me know and I will invite you to join the forum. This is proving a really useful area to have ‘real time’ debate, discuss ideas and share learning. I hope we can make use of it more in the future.

3) Links Exchange has useful documents and discussion forums for LINks. Visit www.lx.nhs.uk
For any help or support on HealthWatch transition, please email me at claire.ogley@enableeast.org.uk or phone 07533 025751.

Consultation on funding allocations 

(Gateway reference number: 16389)
Subject to the Health and Social Care Bill, additional funding for Local HealthWatch, NHS Complaints Advocacy and PCT Deprivation of Liberty Safeguards would be allocated through the current Department of Health Learning Disabilities and Health Reform grant. This consultation asks for your views on how the funding should be allocated to local authorities. 

Responses required by 24 October 2011.
Public Health Update 

A lot has happened on the public health front since the last Network Bulletin.

The Department of Health published its response to the consultation on Healthy Lives Healthy People 

healthy lives health people -July 2011
Some of the key points in the update were:

· that public health in local government has the role across the three domains of public health - health improvement, health protection and population healthcare

· that Public Health England will be established as an Executive Agency in April 2013 

· a list of mandatory public health functions for local government 

· that a limited number of core conditions will be placed on the ring-fenced grant to local authorities 

· detail on the new role of the director of public health in local authorities (though more detail here is still to come)
· that clinical commissioning groups will receive specialist population health advice from directors of public health 

· confirming the commissioning routes for the different public health services

The period to April 2013 is seen as a valuable opportunity to test new ways of working, using the framework set out in the white paper and update. By making the most of this shadow working period, it should be possible to gain the skills and experience to ensure that, by April 2013, the public health system in this part of the country is ready and securely transitioned in the new world.

A national newsletter is being published. Anita Marsland writes from her perspective as the national lead for setting up Public Health England. You can find Anita’s newsletter here:

http://www.dh.gov.uk/dr_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_128407.pdf
Local Transition Plans will be the local blueprints for what the new public health system will look like, how functions will transition and operate and how the changes will take place. They will be hugely useful for confirming to all involved parties what will be happening and when.
Prior to the  March 2012, work should be taking place on building relationships, spreading an understanding of what public health can do, and making sure that people have the skills to work in the new system. 

Coming up…
Over the next few months keep your eyes open for:
· An HR Concordat between public health and local government

· The Public Health England people transition policy 

· Data-gathering to help with setting future PH budgets (in process now)

· Opportunities to influence the design and operating model for PHE

· Visits to local systems for transition assurance and to offer support.   
Key questions for NHS stakeholders to consider as part of the second round of the government’s listening exercise - Public Health:
· What role could NHS and health and care professionals effectively play in systematically delivering improved population health outcomes, including tackling inequalities?

· What are the mechanisms that commissioners, providers and the wider system could use to help support professionals in improving outcomes?

· How can we ensure that the NHS’s role in public health aligns with the roles of Public Health England and local authorities?

· How can the NHS contribute to people’s health and wellbeing in its role as a large employer?
Eastern Region Public Health Observation (erpho)

Claire O’Brien, Communications Manager, erpho writes:

Erpho is the Public Health Observatory (PHO) serving the East of England. 

In July we celebrated our 10th birthday, which means we have clocked up a decade of experience in analysing and interpreting population health data for the NHS, Department of Health, local government and academia.

Erpho’s remit is to support decision making to improve health and reduce health inequalities, which places us firmly in the new world of clinical commissioning groups and local authority public health teams.  Erpho has been developing tools to help new audiences answer questions about needs assessment, benchmarking and comparative analysis, some of which are described below. 

Find our website at www.erpho.org.uk for the full range of products and services by topic and area, including publications, datasets, atlases, data tools, training and consultancy.

My colleagues and I hope there will be opportunities to meet with JIP network members in the course of the next few months, but in the meantime please get in touch with me to further explore our commissioning support, advice or access to public health intelligence: claire.obrien@erpho.org.uk
Fingertips is our latest offering to support commissioners in local authorities, PCTs and CCGs, to be launched on or around 22nd September at http://fingertips.erpho.org.uk
· Fingertips is a rich source of indicators across a range of health and wellbeing themes, with specific sections on child health, adult social care, health inequalities and substance misuse. 

· You can browse indicators at top-tier local authority and PCT level for the East of England, benchmark against the East of England or the England average, and export data and graphs to use locally.

· The tool is designed for use alongside your JSNA and to help track progress in population health improvements.

· We will be pleased to receive your questions, comments or suggestions by email to: feedback@erpho.org.uk or alternatively fill in the short User Survey accessed from the top bar of the tool pages.

Other recent resources 

Practice profiles at www.apho.org.uk/pracprof present a range of data from QOF, NHS Comparators and the Patient Satisfaction survey, with demography, at both practice and CCG level.  The data are currently being updated and pending the arrival of new QOF data, the revised tool should be available early in November.

Emerging Clinical Commissioning Groups    http://www.erpho.org.uk/consortia.aspx
Table with links to CCG profiles (please send us your updates as CCG membership changes!)

Joint Strategic Needs Assessment: Data Inventory http://www.erpho.org.uk/viewResource.aspx?id=21870
Supersedes and expands on the previous JSNA Core Dataset published by the DH in 2008. Erpho’s Medical Director, John Battersby, co-authored this with Paul Brotherton.

	The personalisation of health services

Previous Bulletins have provided information on the Personal Health Budget pilots in the East of England. The latest newsletter is embedded below.
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For further information please contact  sarah.walker@enableeast.org.uk
You may be interested in new content on personalisation & long term conditions which has been published on the Changing our NHS together web site.

Click here to visit the site



Money, health and wellbeing: Research and free resources from the Money Advice Service
When we feel good about our money, we feel good about our lives. The Money

Advice Service provides free, unbiased money advice to help people understand and

manage their money better, and make good decisions.

We believe the right money advice can make a real difference to people’s lives, a fact

backed up by Financial Services Authority (FSA) research from 2009. It showed that

improving people’s ability to manage their money had an impact on their wellbeing.1

Moving someone from a low to an average ability to manage their money improves

their psychological wellbeing by 5.6%, life satisfaction by 2.4% and reduces risk of

anxiety and depression by a huge 14.7%.

The importance of managing our money well and of money advice has also been

recognised in government policy:

· Marmot Review of Health Inequalities (2009) identifies financial stability as a

social determinant of health;

· New Horizons (2009) states that preventative intervention around money can

help mitigate the risks of mental ill-health and poor wellbeing;

· No Health without Mental Health (2011) specifically mentions the Money

Advice Service as a source of support and information.

The Money Advice Service provides support to health and social care staff and

patients to help them make the most of their money. We have been working with the

Royal College of GPs on developing the Joint Commissioning Panel for Mental

Health’s primary care commissioning guidance as part of the delivery of No health

without mental health.

Our information and advice is available online, on the phone and face to face, and

includes resources for individuals on subjects such as; pensions, redundancy, saving

and investing, adjusting to change, maternity leave etc. Implications of these issues

reinforce the findings of the Boorman Review (2009). This publication advises that

staff health and well being is critically important and a key measure of organisational

health. According to the Review if overall sickness absence in the NHS is reduced by

one third, there would be an annual direct cost saving of £555 million pounds.

Professor Boorman recommends all NHS organisations provide staff health and wellbeing services centred on prevention (of work-related and of lifestyle-influenced ill health), and are fully aligned with wider public health policies and initiatives.

At the moment, the health sector is experiencing broad and significant change, but

the Money Advice Service has tools to help make people’s lives easier during this

period. We believe the Money Advice Service can provide a complementary service

for Health and Wellbeing Boards which supports the increasing emphasis on public

health and wellbeing. When developing the joint strategies for your region, why not

consider our free, unbiased service.
For further information please contact: Siobhán Cleary, Relationship Manager

Money Advice Service 07825926455
1 Taylor M, Jenkins S, Sacker A (2009) Financial capability and wellbeing: Evidence from the British Household Panel Survey, Financial Services Authority, Occasional Paper Series 34
	The East of England Clinical Commissioning website is an important source of information; please take a few minutes to have a look!  www.gpc.eoe.nhs.uk 




Links to recent Publications

As you know, the NHS Future Forum reported on 13 June followed by the publication of the full Government's response to their findings on 20 June (for more information, visit http://healthandcare.dh.gov.uk/ ).
Read Future Forum report
Read Government response
Also attached is a link to the NHS Constitution – worth refreshing your understanding of it given its prominence in the Future Forum report and Government response:

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113613
Sir David Nicholson’s update following the NHS Future Forum & the Government’s response:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_127736.pdf
Making this Network Bulletin work for you
· What would be useful for you, especially in relation to joint commissioning and partnership?
· Would you be willing to share local developments – successes & frustrations?
	Comments on this Bulletin
	

	Requests for the next Bulletin

	

	Offers of contributions for the next Bulletin

	


* Please Email David Jones at davronjones@yahoo.co.uk









_1378142875.pdf
Report to Community Services Overview and Scrutiny Panel
March 2011
Item No 12

Section 75 agreement to establish integrated
commissioning with NHS Norfolk

Report by the Director of Community Services

Summary

The purpose of this report is to seek approval of the intention to enter into a formal
agreement with NHS Norfolk to develop integrated commissioning of community health and
social care services for adults in Norfolk, other than Great Yarmouth.

Members received a report in May 2010 which noted the establishment of two joint senior
officer posts to provide leadership to a shared commissioning arrangement and noted the
intention that this be underpinned by a shared management arrangement, under Section 75
of the Health Act 2006.

The partner organisations have been developing an integrated commissioning approach over
recent months and are now proposing a fully integrated commissioning function to deliver the
benefits as previously described, improving the delivery of seamless services for people with
health and care needs, moving to locality commissioning, engaging with General Practice
Commissioning consortia as they emerge and meeting the policy drives to integrated health
and social care services. It will also deliver the efficiencies identified under the Norfolk
Forward.

Members will note also the requirement of the future Health and Wellbeing Board to promote
integration between health services and social services.

This proposal represents a significant step forward in Norfolk embracing integration with the
health service in a proposal which is designed to target the commissioning of community
services where we know that integrated approaches make a difference both to people using
the service and to the efficiency of the services. Our service providers also indicate their
preference for an integrated approach to commissioning their services.

Members are asked to approve the delegation of authority to the Director of Community
Services to sign a Section 75 agreement under the Health Act 2006 to deliver fully integrated
commissioning of adult health and social care services.

Action Required

Members are asked to endorse the proposal to enter into a partnership agreement under
section 75 Health Act 2006 and to endorse the delegation of authority of the Director of
Community Services to enter into this agreement.

1 Background

1.1 NHS Norfolk and NCC have statutory commissioning responsibilities for health and care
services respectively. Commissioning entails a wide range of activities which include:
assessing population needs, designing and specifying services, purchasing
from providers, and holding providers to account for their performance. Increasingly

commissioning also involves shaping and developing markets so as to ensure choice for

service users

1.2 In May 2010, Adult Social Services Overview and Scrutiny Panel received a report
noting the intention to establish joint commissioning for adult health and social care
services with NHS Norfolk. This was underpinned by the creation of two joint senior
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management posts with the intention to then establish fully integrated commissioning
under a section 75 agreement under the Health Act 2006.

The report noted that in many cases, health and social care services are inextricably
linked when addressing priority needs for communities e.g. managing long term
conditions and disabilities or ensuring effective service responses such as discharge
from hospital. It proposed that to address both efficiency and policy require both
partners form integrated arrangements in order to better drive out efficiency and
effectiveness.

Proposed arrangement under section 75 Health Act 2006

This proposal builds on the existing integrated management arrangement which was
reported to Community Services Overview and Scrutiny Panel in May 2010. The
proposed arrangement is for an integrated commissioning function to commission
community health and social care services for adults.

Aims and objectives:
The following aims and objectives are proposed to underpin the agreement:

a To provide a local and integrated approach to commissioning community health and
care services in Norfolk during the transition to GP consortia.

b To support the delivery of effective community health and care services to the
people of Norfolk addressing service user and patient priorities identified through
recent engagement exercises including:

i single point of access

i single assessment

iii one key worker

iv  services based around the GP surgery
v being treated with dignity

c To establish integrated commissioning which supports the delivery of integrated
health and care services which are experienced by service users as seamless

d To maximise the opportunity for effectiveness and efficiency created by taking an
integrated approach across health and care services

e To provide a locally based approach to commissioning which engages with local
people and local professionals

f  To engage effectively with the emerging GP consortia during the lifetime of this
agreement.

g To support the objectives of the County Council Strategic Plan
h  To support the objectives of the Norfolk health system plan ‘Bold and Ambitious’
The following outcomes are anticipated:

a The service will deliver outcomes specified in the Adult Social Care outcome
measures and the NHS Outcome measures 2011/12

b A reduction in expenditure in commissioning costs measured as the management
cost of the commissioning function set against a baseline of 2009/10, to include
staffing costs premises costs.

c A team undertaking commissioning of community health, care and prevention
services.

d A team undertaking commissioning of mental health, learning disability and
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substance misuse services.
e Anintegrated commissioning plan for each locality to include a prevention plan
f  Anintegrated commissioning strategy for mental health
g Anintegrated commissioning strategy for learning disability
The nature of the service

Building on the established integrated management structure, a fully integrated
commissioning team will be created to deliver commissioning across health and social
care for adult community services. The integrated team will report to the Director of
Commissioning for Community health and care and the Director of Locality
Development and Integration — both joint posts.

The mental health, learning disability and substance misuse commissioning will also
continue in an integrated commissioning approach.

Design principles

The new service has been designed with the following principles:
a Locality facing

b Each role is integrated across health and social care

c Roles are generic and flexible
d

It is an interim arrangement while GP commissioning develops. It will commence in
May 2011 and cease by April 2013.

The structure of the new service
The proposed staffing structure is outlined in appendix 1.

All employees will continue to be employed by their existing employer, but all roles in
the adults community health, care and prevention team will deliver integrated
commissioning across the health and social care functions. There will be single line
management which will be undertaken according to the established policies and
procedures of their employing organisation e.g. appraisal, sickness and leave
procedures and entitlements. Staff will be co-located with a central office and locality
bases to be established.

The commissioning team will develop one workplan and this will include the
development of locality commissioning plans for community health, care and prevention
services. Their priority will then be to deliver these commissioning plans which will
include the key performance requirements of both partners.

GP Commissioning

The emergence of GP commissioning over the coming two years will significantly shift
the commissioning landscape. This service is designed specifically as an interim
arrangement until March 2013 when the GP commissioning consortia become
responsible for commissioning health services.

Subject to the current legislative processes, NHS Norfolk will not exist after March 2013.
There will be active collaboration with the emerging GP commissioning arrangements to
secure the future arrangements for commissioning of the community health and care
services.

The establishment at this stage of a locality based structure is specifically designed to
enable close collaboration with the GP consortia and to address the broader localism
policy direction. It will enable us to engage closely with local stakeholders, including
District Councils, local voluntary and community groups and local people, and to design
services which are responsive to local need.
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Governance

The integrated commissioning function will be overseen by an executive management
group chaired by the Director of Community Services and the Director of Finance and
Out of Hospital Care from NHS Norfolk, advised by the service management. It is
anticipated that this group would involve Member and Non-Executive Director
membership and a representative of LINk/HealthWatch.

This group will provide an annual report to the Health and Wellbeing Board.

It is anticipated that when the Health and Wellbeing Board is established it will have a
key role in the governance of commissioning and the relationship to this governance
framework will be established.

Clear performance requirements will be set for the service. These will represent the
combined priorities of the Council and of NHS Norfolk, expressed in the Council
strategic plan and the NHS Norfolk strategic plan and defined in terms of the outcomes
framework for adult social care and for the NHS. The Executive management group will
be charged with monitoring the performance of the service and with identifying remedial
action to address any concerns.

This arrangement does not at present cover Great Yarmouth, but NHS Great Yarmouth
and Waveney have expressed their commitment to building a joint commissioning
function in the future.

Resource Implications

The resource implications are limited as this partnership will not involve pooled budgets.
The commissioning budget will remain separate but aligned. The contracting and
procurement process will remain separate but aligned.

Under the agreement partners will determine the resources which each partner is
placing into the agreement in terms of staffing resources. These will be greater for the
Council than for the Primary Care Trust, given the respective proportion of
commissioning which will be undertaken in the integrated team. It is anticipated that this
will be around 75% NCC to 25% NHS Norfolk. It is agreed that any subsequent
employee costs will then be apportioned accordingly e.g. staffing under/overspend.

The design of the integrated team has taken place within the constraints identified in
Norfolk Forward and the budget proposals under the Big Conversation and within the
requirements for management cost savings in NHS Norfolk. Subject to consultation with
staff on the final structure, it is anticipated that savings will be in the region of 10-20%.
The new structure will deliver savings to NCC compared to the current costs.

Staff

Staff implications are being managed through the Organisational Review process. All
posts in the existing out of hospital and adult care commissioning (except learning
disability and mental health) will be disestablished and a new structure will be appointed
to. See appendix 1.

Close collaboration between the two partners is ensuring that the risk of redundancy
and appointment to a new structure are being managed effectively and equitably for all
employees, regardless of their position. Recruitment is taking place through an
assessment centre process, to provide a full assessment of competency and skills.
Staff are being provided with support to prepare for the appointments process.

New posts will be seconded to the respective partner organisation on a part-time basis
to secure the management arrangements.

Employees appointed to the new structure will remain with their existing employer and
will be appointed to common job descriptions.
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Given the future commissioning arrangements are yet to be determined at both national
and local level, we cannot be certain about the staffing implications as we move beyond
March 2013. We are engaging early with the emerging GP commissioning consortia
and will seek to establish early clarity on future arrangements particularly to secure the
benefits of an integrated commissioning approach. The possible options may include
that GP consortia wish to establish a similar partnership agreement which we are
establishing with the Primary Care Trust, employing health service commissioners
directly or they could seek an alternative arrangement.

Our approach will be to seek to ensure clarity as early as possible and then to ensure
an equitable process which seeks to retain the talent we have and to support staff to
secure their future.

Termination of the agreement and next steps

It should be noted that this is a two year agreement as the Primary Care Trust will not
exist beyond 2013. The Agreement will therefore explicitly address the issues
associated with terminating the agreement, namely the implications for services, staff
and finances.

In terms of the service, we are clear that commissioning will continue to be a priority
function of both the health service and the local authority. However the responsibility for
commissioning of health services will move form the Primary Care Trust to the GP
commissioning consortia. We are engaging with the primary care community to seek to
establish the future of integrated commissioning at the earliest opportunity and to reach
an understanding of their intention with regards to future commissioning for Norfolk

As there is no pooled budget, the financial implications will be limited to the costs of the
partnership and its termination. The partners have agreed that costs will be shared on a
pro rata basis according to the proportions of commissioning resource which underpin
the agreement.

The key risk to the organisation is that there could be claims that Transfer of
Undertakings (TUPE) regulations apply which could lead to liability for employment and
related costs. The partnership will seek to mitigate these risks due to its temporary
nature and the roles in the partnership, but it will also clarify risk sharing arrangements
in respect of any such costs should they arise.

Property: Partners will be locating integrated teams together in accommodation under
the partners’ existing accommodation strategies i.e. to include mobile working and desk
sharing.

Other Implications
Legal Implications:

The partners will enter into a partnership agreement under Section 75 of the Health Act
2006 based on the delegation of functions between the partners. This will not include
pooled budgets.

Consultation:

Consultation has been undertaken with the staff affected by these changes and with the
wider commissioning team. There has been active engagement and support to engage
with the process.

Existing primary care practices have also been consulted on these arrangements.

Any subsequent service changes which are a consequence of the new commissioning
arrangements will be subject to their own consultation process.
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Equality Impact Assessment

This proposal does not have equality impact implications but any subsequent service
changes which are a consequence of the new commissioning arrangements will be
subject to their own consultation process. (Has HR EQIA been done?)

Section 17 — Crime and Disorder Act

There are no direct community safety implications. The Drug and Alcohol Action Team
will be part of the joint commissioning arrangements.

Risk Implications/Assessment

It is proposed that the potential risks in entering further into partnership are addressed
through a Section 75 Health Act 2006 agreement.

As has been outlined above, given that all Primary Care Trusts will cease to exist after
March 2013, NHS Norfolk will no longer exist. The duration of the agreement will be
limited to this period and the termination terms will be clearly defined in the agreement.

The Agreement will specify how partners will work together to manage complaints,
incidents and reputational issues. It will use established safeguarding and investigatory
processes if needed.

In assessing risks, the benefits to organisation are:

a delivery of the savings under Norfolk Forward by creating efficiencies in
commissioning staffing costs

b  improving the delivery of seamless services for people with health and care needs,
which will better position services to deliver outcomes, for example, keep people
independent at home and to reduce hospital and residential care admissions

c  moving to locality commissioning, engaging with General Practice Commissioning
consortia as they emerge

d meeting the policy drives to integrated health and social care services.

Alternative Options
The alternative options would be:

a to retain existing commissioning arrangements. These are delivering satisfactorily.
However, the existing arrangements include inevitable elements of duplication and
lack of co-ordination. They also do not release the real potential of developing
integrated community health and care services, nor do they address the policy
requirements to progress integration.

b  to establish a transfer of undertakings whereby one partner takes on full
commissioning responsibility on behalf of both partners. This would remove a core
function to a distance at a time when it needs close development and would create
unnecessary risk and disruption.

Conclusion

This proposal is to enter into partnership agreement under section 75 of the Health Act
2006 to establish integrated commissioning of community health, care and prevention
services. People tell us that what they want is integrated health and care services in
their local area. This proposal provides the means to maximise opportunities to design
and deliver integrated health and care services at a local level, providing a clear
pathway to actively working with the emerging GP consortia. The proposal also allows
us to reduce the costs of commissioning services by removing duplication. The
formalisation of integrated management under a section 75 agreement provides a
robust structure of joint accountability.





10  Action Required

Members are asked to endorse the proposal to enter into a partnership agreement
under section 75 Health Act 2006

Members are asked to endorse the delegation of authority of the Director of Community
Services to enter into this agreement.

Officer Contact
If you have any questions about matters contained in this paper please get in touch with:

Catherine Underwood 01603 222179 Catherine.underwood@norfolk.gov.uk

IN A4\ Ifyouneed this Agenda in large print, audio, Braille,
v TRAN alternative format or in a different language please contact Jill
Blake on 0344 800 8014 or 0344 800 8011 (textphone) and

communication for all .
we will do our best to help.





COMMUNITIES AND PREVENTION COMMISSIONING STRUCTURE

APPENDIX ONE

Director of
Commissioning

Community Services

Director of Locality
Development and

Head of Locality Head of Locality Head of Locality Head of Locality
Commissioning Commissioning Commissioning Commissioning
North South Norwich West
(8B /N) (8B / N) (8B / N) (8B / N)
Commissioning Commissioning Commissioning Commissioning Commissioning Commissioning Commissioning Commissioning
Manager Manager Manager Manager Manager Manager Manager Manager
(7 1K) (7 1K) (7 1K) (7 1K) (7 1K) (7 1K) (7 1K) (7 1K)
Commissioning Commissioning Commissioning Commissioning Commissioning Commissioning
Support Support Support Support Support Support
Officer Officer Officer Officer Officer Officer
(B/F) (5/F) (5/F) 5/F) (5/F) (5/F)
Change
Implementation
Key Business Support | COMMUNITIES & PREVENTION CHANGE TEAM | Manager
Officer 1Fte (8)
1Fte (5/F) |
Integrated Post
NCC/NHSN | I |
Change Change Change Locality Locality
Implementation Implementation Implementation Transition Post Transition Post
Officer Officer Officer 1yr Fixed Term 1yr Fixed Term
1 Fte (7/K) 1 Fte (7/K) 1 Fte (7/K) 1 Fte (6 / HIJ) 1 Fte (6 HIJ)
[ | |
|

Business Support
Officer
Note: Numbers in brackets are indicative grades
eg (K) - NCC grade

1 Fte (3/D)
(7) - NHSN grade

Comm_Prev_Com_structure_140111 - Current Version
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Personal Health
Budgets Pilot
Evaluation

Twenty pilot sites have
been selected from the
personal health
budgets pilot for an in-
depth study, as part of
a wider evaluation
exploring the potential
of personal health
budgets to benefit
different groups of
people. The personal
health budgets
evaluation is being
conducted by a
partnership between
existing research
groups at three
institutions, collectively
referred to as PHBE.
PHBE is led by the
personal social
services research unit
(PSSRU) at the
University of Kent. The
pilot programme will
run until 2012.

Three interim
evaluation reports
have been published
so far and can be
found at

https://
www.phbe.org.uk/

reports.php

NHS

East of England

Introduction

Welcome to the fourth issue of Personal Health Budgets in the East
of England newsletter.

Recruitment - Since the last update the recruitment deadline has
passed and the excellent news is that there are over 2000 patients
taking part in the national pilot.

Future Forum - Personal Health Budgets were mentioned in the
future forum response which gave a clear message that, subject to
evidence from the current pilots, the mandate to the NHS
Commissioning Board will make it a priority to extend PHBs,
including integrated budgets across health and social care.

SEND Green Paper - Following the publication of the green paper
Support and aspiration: A new approach to special educational
needs and disability, the Department for Education and the
Department of Health sought bids from prospective green paper
pathfinders. The pathfinders will be funded to test the core
proposals from the green paper: a single assessment process;
‘Education, Health and Care Plan’; greater engagement of the
voluntary sector; and use of personal budgets. The closing date for
applications was 15 August. We are awaiting news on whether any
bids were successfully put forward from this region.

Are you interesting in becoming a new test site?

Now that the recruitment process for the initial pilots is complete we
are starting to discuss implementing personal health budgets with
new sites. If you are interested in becoming a test site please do
not hesitate to contact me at sarah.walker@enableeast.org.uk,
and we can arrange for a member of the team to meet with you to
discuss your thoughts.

You will find a form on the eoe website for new sites wishing to
express an interest in becoming a pilot site. This will help you to
focus on areas that need addressing during the process.

https://www.eoe.nhs.uk/page.php?page id=2184

You can also find lots more information at the DH website:

http://www.personalhealthbudgets.dh.gov.uk/
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New Report:
Understanding and

Shaping Culture
change -
implementing
personal health
budgets has been
produced by
Yorkshire and
Humber SHA to
help people who
are introducing
personal health
budgets.

http:/
www.personalhealt
hbudgets.dh.gov.u
k/_library/
Resources/
Personalhealth-
budgets/2011/
kco_cultureguide_fi

NHS Bedfordshire

Following the end of the recruitment period for the pilot, support plan-
ning is now underway, together with collection of the data for the
medical template for everyone taking part.

A letter was sent out to all Practice Managers with patients involved in
the pilot and a good response has been received. To date, we have
incurred no costs in collecting the data. Some practices have asked
the Project Manager to visit them to provide the information required,
but some have been happy to do this over the secure email system
provided by nhs.net. The most difficult part of the template to com-
plete is proving to be the information relating to the number of visits to
an Allied Health Professional, but meetings have been set up with
team leaders and it is anticipated that we should be able to get most of
this information shortly.

If you require any further information, please contact Deb Fox on
deb.fox@bedfordshire.nhs.uk

NHS Mid-Essex

nal.pdf

New Story:

Pat, 64, uses her
personal health
budget to make
significant
improvements to
her health and
wellbeing. To
manage her
chronic obstructive
pulmonary disease
(COPD) she
bought an exercise
bike which she al-
so shares with her
COPD support
group. http:/
www.personalhealt
hbudgets.dh.gov.u
k/Topics/latest/
Resource/?
cid=8328

The first two budget are due to be allocated with patients lined up
through our partnership working with North Essex Mental Health Trust.
Careful thought is being given to how people will be supported at the
end of the pilot phase.

As always, improving shared decision making and responsiveness to
individual needs with improved health outcomes is an exciting goal and
we are aiming to achieve just that with this project! We will keep you
posted!

Please contact Christine Holland or Su Stephens if you would like more
information about this on: christine.holland@nepft.nhs.uk or
su.stephens@midessexpct.nhs.uk

NHS Norfolk

NHS Norfolk recruited a total of 160 people to the evaluation, 81 to
have a Budget and 79 in the Control Group. This exceeds our quota of
people and has been a big success. Currently the PCT is administrat-
ing these people to ensure they have a Budget etc. The PCT is a part
of the continued evaluation and is looking at Integrated Support Plans
with Social Care and is also looking at combining Personal Health
Budgets and Personal Budgets beginning with mental health. Currently
the PCT is reviewing how best this can be achieved.

Please contact the Peter Witney, Project Manager via
peter.witney@norfolk.nhs.uk for more details

If you have any questions about Personal Health Budgets, or would like
more information, please contact Sarah Walker, the Project Manager
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