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1. Introduction Leeds
Clinical Commissioning Grou

Leeds is a fantastic city. We have great people, great institutions, great parks and great opportunities. In terms of health services, we have some of the best services in England in terms
of primary care, community and hospital services, and a wealth of local voluntary organisations which offer incredible support to thousands of people. We have great schools and world
class universities, and a substantially positive economic outlook.

And yet, our health outcomes are often not as good as the England average, and we have significant and growing inequalities within the city. This is a challenge nationally. The Marmot
10 years on review that was undertaken in 2020 found that overall in the past 10 years:

* People can expect to spend more of their lives in poor health ‘Health Inequalities are the unfair and avoidable differences
in health across the population and different groups within

* Improvements to life expectancy have stalled and declined for the poorest 10% of women
* The health gap has grown between the wealthy and the deprived areas

 Place matters society ‘(NHS England)

In response to this, partners in the city have committed to achieve the Health and Wellbeing Strategy ambition that —

Leeds will be a caring city for people of all ages, where people who are the poorest improve their health the fastest.

Health inequalities were already worsening before Coronavirus and the shock waves from the pandemic are now impacting upon families and communities, on mental and physical
health even more. Although, as a system there are areas we have got things right and are making a difference. We would like to learn from these things and do more of them in a
systematic way though the Left Shift Blueprint. We know that addressing health inequalities is no longer about doing the ‘extra things’ but about a focus on inequalities in everything we

do, applying the totality of resources available to us as a Health system.

NHS Leeds CCG has set out its strategic commitments to playing its part in delivering this ambition as follows -

We will focus resources to We will work with our partners and the people of Leeds to

« Deliver better outcomes for people’s health and well- * Support a greater focus on prevention and the wider determinants of health
being * Increase their confidence to manage their own health and well-being

« Reduce health inequalities across our city * Deliver more integrated care for the population of Leeds

e Create the conditions for health and care needs to be addressed around local

Building healthier communities nefeeuiseds
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This is underpinned by our Health Inequalities Framework which sets out how the CCG will use its £1.3bn resource to drive the changes needed to realise this aim and how the CCG will

use its position as a major statutory body to influence the wider determinants of health and our partners in ways which more positively impact on the inequalities faced by the poorest
people in the city. We are clear that this requires actions at three key levels —

1 — Wider Determinants - Actions to improve ‘the . ) C: Access to effective Treatment, Care and Support: Actions to
causes of the causes’ such as increasing access to 2 - Prevention: Actions to reduce the causes, such improve the provision of and access to healthcare and the types of
good work, improving skills, housing and the as Improving healthy I|fe§tyles - (stopping smoking, interventions planned for all - for example ensuring health literacy
provision and quality of green space and other a healthy diet and reducing harmful alcohol use is supportive; ensuring there are health inequalities impacts for all
and increasing physical activity). e el

public spaces and Best Start initiatives

But to deliver these commitments, we recognise that we need to organise ourselves differently, and so have embarked on ‘Shaping Our Future’ a programme to reset the organisation in
terms of strategic planning (commissioning) and system integration. Over the next 12 months, the CCG will refocus our internal resource (i.e. our people) to take a longer term view on
how commissioning resources are utilised to best value, with the majority of staff working more directly with providers and local people to re-shape how services are delivered.

However, none of this has described what we want to achieve in terms of actual changes to health outcomes for the people of Leeds and how the NHS, in partnership with Social
Care, will aim for these goals..

This document — the ‘Left Shift Blueprint’ — sets this out. It sets our high level ambitions for improvements to outcomes over the next 10 years, underpinned by specific targets for
changes to activity and quality improvements over the next five years. Wherever possible for each of these ambitions, we have set ourselves the goal of reducing the inequalities gap in
Leeds by 10%. These specific targets and metrics have been developed and selected due to their impact and span across our populations in terms of our ability to influence and deliver
across Health pathways. They also reflect the areas of change are also things that people in Leeds tell us are important to them. .

This plan will be iterative and evolve over time. It is intended to be a ‘living and evolving’ document’ and not one that sits on the shelf. It reflects the direction and thinking set out in the
NHS Long Term Plan, and takes account of the impact of COVID-19 on people and services in the city. It also supports the Leeds Inclusive Growth Strategy. It will be strengthened by the
‘Shaping our Future’ programme with the CCG’s increased capabilities in terms of actuarial analysis on a population basis. And it will be continually shaped by clinicians, in particular PCN
Clinical Directors and others working in primary care, as this footprint becomes more central to service developments and delivery. For now, it sets a clear and ambitious direction for the
city, delivered through well-defined programmes of action which will redesign how services are delivered, in order to achieve improved outcomes and a reduction in health inequalities

for the people of Leeds. .
Building healthier communities
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Diagram 1 — The link between the Left Shift and Population Segmentation

Why the Left Shift?

e , . . .
Four ‘principles’ to define the left shift have been developed: i Rk o Lath ST T Bepalation Segmentbion

¥  ®§F § §F F |

1. The population’s health overall will move from being more sick and dependent on ; PEentCace
services, to living, ageing and dying well. We will have a much clearer focus on
specified outcomes. For example, we know that improving outcomes in childhood
is essential for better education, health and economic outcomes for a whole
population.

2. For the population’s health to improve equitably and for us to reduce health
inequalities, we will need to ensure services are focused better on the needs
people who are socially economically disadvantaged ; inclusion groups and those .
at higher risk of poor health — so we will have specific goals across all relating to : '
reducing inequalities.

3. In order to achieve this we will invest more resources in prevention and
personalised proactive care — often (but not always*) resulting in more activity and
care taking place in community settings including people’s homes — so we will have
clear targets to measure how these activity levels will change. Why a blueprint?

4. People will be equal partners in their care, we will have clear measures to ensure
high quality, personalised services are delivered focusing on what matter to
people, .

Children @ Healthy Managed Multiple Frail End of Life
i €— ITC ITC i TR—
3

€

1:Left Shilt s reduce the propontion of peoplie 2t any time in the boxes further right

Delivering this left shift will need a different pattern of
service, a different pattern of care and a different relationship

. _ ) ) between people and services.
(*We say not always, as sometimes, for people with a complex physical or mental This blueprint tries to capture this, and describe how services

health condition, the most proactive approach is to have access to specialist care as will be delivered in three key settings:-
quickly as possible, which may be delivered from hospital.) * Primary Care Networks

* More specialist Community Services
* Hospital Services
It also aims to describe the Left Shift across the life course

ar g . ‘g through our identified programmes of change.
Building healthier communities & Prog 8




2. Background

How does this fit in with existing strategies for health improvement and service change?

The city has a well-recognised Health and Wellbeing Strategy which sets the agenda for
partners to come together to improve health and wellbeing in its widest sense. This is
underpinned by the Leeds Health and Care Plan which sets out the key transformation
initiatives to be delivered by health and care partners, and also feeds into the work of the
West Yorkshire and Harrogate Integrated Care System.

The Left Shift Blueprint sets out the CCG’s contribution to this, and how it will utilise our
resources to engineer improvement in health outcomes and reduction in inequalities.

The Left Shift Blueprint also reads across to Building the Leeds Way and is actively aligned
with the Hospitals of the Future programme to re-build Leeds General Infirmary which
requires a new model of care.

It is also aligned to the city’s Economic Growth strategy (Inclusive Growth) particularly in
relation to increasing opportunities for local people in employment both directly in the NHS
as the workforce changes, but also more indirectly through social value principles being
embedded in procurement plans, e.g. for estates or technology developments. There are
also strong links to supporting the city’s plans around climate change.

What is the structure of the Blueprint?
The blueprint starts with setting out our strategic ambitions, with specific goals for improved
outcomes, changes in activity and improvements to people’s experience of care. These have

been termed our strategic indicators.

Building healthier communities
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In order to deliver these changes, work is then described across 9 programmes, with each
programme setting out how it contributes to the overall strategic indicators for the city
through developing their programme measures and associated programmes of change. These
have all been informed by the things the boards know matter to their population. Our suite of
programmes is made up of a combination of populations (e.g. Frailty) and existing
programmes (e.g. Cancer). These are likely to evolve over time.

Programmes have been consolidated to understand the changes needed in the city in terms
of workforce, estates and technology. This work will underpin our CCG investment strategy to
enable the work identified as a priority across the 9 programmes to be taken forward.

Diagram 2 — The 9 programme in the left shift blueprint

Settings (aff include both routine and same day response)

Ed (2 B

Healthy Populations

Matermnity
E 1 E 1 E 1
C&YP
I 1 I 1 I 1
Mental Healih
" . " ] " .

LD and Autism
"

Programmes

LTCs
[ ] [ ] [ ]

cancer

[ 1 [ ] [ 1
Frailty

EOL
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It is also essential that plans are developed alongside all of our health and care partners. As

FeEiEl e S can be seen from the diagram opposite the Left Shift Blueprint has been developed with
. . . . partners across the city. Our strategic indicators have been shaped through working with the
Our four principles to describe the left shift refer to personalised care. .. .
Place Based Planners group. This is a group of professionals from across the key health and

. , , care organisations within the city with a remit around planning.
Personalised care means that ‘people have choice and control over the way their care & y P &

is planned and delivered, based on what matters to them and their individual . . . d
, o , ) Partners from across the system, including colleagues from our vibrant 3 sector have been
strengths, needs and preferences’. Achieving this requires a whole-system approach, . . . o .
) . ] . . . involved in setting programme measures and priorities through existing boards and
integrating resources and services around the person including health, social care, L ;
. . . ) ) governance arrangements across this city and have used patient feedback to develop these.
community-based and wider services. At the core of personalised care is the ethos of
wo.rkmg i geplies [ valles th? exp.ertlse el k.no.WIedge e Our health and care partners are signed up to the blueprint and it has been agreed that the
their own health and care and by listening to what is important them, they can be s ) . .
) o system will identify a mechanism to formally sign up to the plan and to mutually hold each
supported to have meaningful and fulfilling lives .
other to account for delivery.
Diagram 3 — Left Shift Blueprint Engagement
How have system people and partners been involved in the development of the 9 f ____'_f___f____ 999
blueprint? __.»-"'/-—Muwuu Orgenications Basrde _h_"'“--u.q_‘_h
// Profercionsl Groupe -\_\
It is essential that in everything we do we start with people. We work with people rather i g /_,f""':;:m .-m.d;;'""“\ \ \
than doing things to them, maximising the assets, strengths and skills of Leeds citizens, J,-"' - e s \\
H . / ey — ) ! N\ \
carers and workforce. The work outlined in each of our programmes has been developed / P e v s g, e Core Y A\
through engaging with people and we are committed to continually checking there is a / : : | — "'\' '“-.ﬁ \
strong correlation between the Left Shift Blueprint and the things that as a system people II e IH " I./' Sk \.l ] ﬁ| e ) "
are telling us. | | =LA e el B .| Lh ||
I'.I ".\ o \\\ i / : ;."I Bcerd .lll
\ - A g S == i / !
There is commitment to continue to work closely with people to shape the Left Shift NSEONERL, // = /
Blueprint and focus groups and interviews are being planned for 2021 to do this. N \\'\ "'ff ey To g
N "'“‘n Parimr ',/,/ /
3 —— T &
Building healthier communities g —
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Our strategic ambitions have been set out through three types of Strategic Indicator:

3 — Quality Experience Measures: These indicators
should again provide a more immediate view of

N 2 - System Activity Metrics: These indicators will progress. They should provide us with a view not only of
1 — Health Outcome Ambitions - These are longer term provide a more immediate view of impact and will be a persons experience of individual services but also of
indicators that we are looking at over a 10 year period. measured through the Leeds Data Model. their experience as they move between services in the
system.

It is proposed that for each of these strategic indicators, our ambition is to:-

* Beas good as if not better than the England average
* Where measurement allows —we will commit to reducing health inequalities between Leeds and deprived Leeds by 10%

Whilst setting out our ambitions is important that as a system we are developing a culture of continuous improvement. If we meet our target of being better than the England average or
reducing heath inequalities by 10% we must not stop improving the care we deliver to the population of Leed:s.

It is clear that purely targeting NHS resources towards meeting these strategic ambitions will not alone mean that they will be achieved. It will only be through galvanising the system
around achieving them through our boards, groups, communities and harnessing our collective effort that they will be met.

These indicators provide the overarching framework that makes up ambition. The aim is that they:

* Provide clarity on how we will know if we have met our strategic commitments.

* Describe a ‘common language’ and direction for our individual programmes of work indicating the ‘bigger picture’ we are asking them to
contribute towards.

* Support the CCG in prioritising our scarce resources — not only financial but also workforce.

* Reflect the life-course.

* Are measurable — many of them already being used to gauge the success of strategies and plans across the city.

* Provide us with a balance between indicators that describe the short term shifts we have made in addition to the longer term improvements.

Building healthier communities



NHS

Leeds

Clinical Commissioning Group

3. Our Strategic Ambitions

Our Health Outcome Ambitions

Our Health Outcome Ambitions are listed in the table below which includes our current performance and comparison in terms of deprived Leeds, regional, core cities and national
performance. Further detail on each indicator can be found in appendix A.

Performance against core cities — 15

Indicator Current performance and trend

Deprived Leeds Performance against Region Performance against England

Average

= best performing, 8t = worst

HA1 - Infant Mortality Flat — 4.01 per 1,000 live births Similar Similar Similar 4th out of 8

HAZ2 - Reduce weight in 10-11 year Unstable — 35.8% Worsening Unstable — worsening Unstable 2nd out of 8

olds

HA3 - Healthy Life Expectancy - Improving — 62.2 expected years of life N/A Improving Worsening N/A

Males without illness

HA3 - Healthy Life Expectancy - Improving — 64.1 expected years of life N/A Improving Improving N/A

Females without iliness

HAA4 - Rate of early death under 75 Improving — 77.1 per 100,000 population Improving Similar Worsening 3rd out of 8

from CVD under 75

HAS - Rate of early death under 75 Improving — 138.02 per 100,000 population Worsening Similar Worsening 3rd out of 8

from Cancer under 75

HAG - Rate of early death under 75 Flat—11.31 per 100,000 population under Flat Similar Worsening 2nd out of 8

from Alcoholic Liver Disease 75

HA7 - Rate of early death under 75 Flat—43.5 per 100,000 population under N/A Similar Improving 2nd outof 8

from Respiratory Disease 75

HAS - Potential Years of Life Lost to Flat—5612.7 per 100,000 people Worsening N/A Similar N/A

Avoidable Causes

HA9 - Reduce premature mortality Worsening — 1535 per 100,000 population N/A N/A Worsening N/A

for those with SMI

HA10 - Suicide Rate Worsening —12.68 per 100,000 population Worsening Worsening Worsening 3rd out of 8

HA11 - Increase the proportion of Improving — 5.4% of deaths (people with 3 N/A Improving Improving 3rd out of 8

people who experience a good death or more emergency admissions in the last 9
3 months of life)
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Our System Activity Metrics and Quality Experience Measures are listed in the table below which includes our current performance and comparison where available. Further detail on each
indicator can be found in appendix A.

Our system activity metrics is delivered through our Leeds data model. The Leeds data
model is a set of [commonly pseudonymised] health and care data sets. This data allows a
comparison of healthcare service use and health outcomes, between different populations

System Activity Metrics

groups, across the health and care system in Leeds.

Indicator

Current performance and trend

Performance against England

SA1 - Reduce the proportion of Worsening — 62% of persons Improving
adults with a BMI over 25 surveyed
SA2 - Reduce the proportion of Improving — 15.3% of persons Improving

adults who smoke

surveyed

SA3 - Increase the proportion of
people being cared for in primary
and community services

Increasing — 85,518 people per
100,000 population

Not available

Quality Experience Measures

The Friends and Family test is the mechanism proposed to measure quality experience. A
new Friends and Family test has been introduced in 2020 that will now ask the question
‘overall how was your experience of the service’ rather than would you recommend the
service to your friends and family (the question posed previously). Therefore it is proposed
that the 2020 becomes the baseline year once the initial data is published. Our integration
measure will be the P3C-EQ measuring person centred coordinated care experience as a
quality experience measure. This is currently being piloted as a system wide measure.

SA4 - Increase expenditure on the
3rd Sector

1.4% of direct expenditure

Not available

SAS - Reduce the rate of growth in
non-elective bed days

Reducing - 61,280 per 100,000
population

Not available

SAG6 - Reduce the rate of growth in
A&E attendances

Similar — 29,506 per 100,000
population

Not available

SA7 - Reduce the proportion of face
to face appointments in hospital

Reducing - 27,111 per 100,000
population

Not available

Building healthier communities

Indicator Current performance and trend England Average

QE1 - Experience of Primary Care 90.8% - Static 90.4%
QE2 - Experience of Community 96% - Static 95.9%
Services (LCH)

QE3 - Experience of mental health 83.5% - Static 85.1%
Services (LYPFT)

QE4 - Experience of hospital Services 96.2% Static 95.9%
(LTHT) Inpatient

QES - Experience of hospital Services 95.2% - Static 93.5%
(LTHT) Outpatient

QEG6 - Person centred coordinated Not available Not available

care experience

10



4. How we will get there

Overview

Measurable improvement across these strategic indicators will be driven by clinicians, professionals, 3™ sector

and people of Leeds using Population Health Management (PHM) approaches and local insight (at LCP and city
level) to identify, design and implement interventions and service change that will have the biggest impact. In-

line with our Health and Wellbeing Strategy ethos of starting with people and communities, we will ensure that
coproduction runs through all aspects of change.

Enabling change through our programmes

Our city wide ambitions will be achieved through change driven by our nine programmes of work. Each of the
programmes have been working with existing city wide boards to:

» Set the programme level ambitions for health improvement which in turn will support delivery of the city-
wide ambitions

* OQOutline how these ambitions will be achieved: the interventions that the evidence base and local
knowledge points us towards

* Set their priorities for 21/22

* Begin to articulate what changes mean in terms of workforce, estates, technology and investment
requirements

It is important to emphasise that that these programmes have been developed through existing city-wide
groups, and as such are owned across our partners. The purpose of drawing this information together in the
blueprint is to:

* ensure sufficient activity and focus to meet our overarching ambitions

* develop alignment across programmes;

* Develop a broader, consistent picture in terms in terms of impact on enablers; and

* Support financial decision making

Diagram 4 sets out the boards / groups leading our 9 programmes.

Building healthier communities
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Diagram 4 — Boards / groups leading our 9 programmes

Healthy Populations (keeping people Prevention Board

well)
Maternity Children and Young Peoples Partnership Board, Maternity
Strategy Programme Board, Best Start Strategy Group
Children’s Children and Young Peoples Partnership Board, Children and

Young People’s System Pathways Board , Best Start Strategy
Group

Adults Mental Health Mental Health Partnership Board

Learning Disability and Autism Learning Disability Partnership Board, Leeds Adult Autism

Partnership Board

Long Term Conditions Long Term Conditions Programme Board

Cancer Leeds Integrated Cancer Services Board
Frailty Frailty / Ageing Well Programme Board
Leeds Dementia Care Oversight Board
End of Life Leeds Palliative Care Network

Please note our programmes are also aligned and working with the ICS,
therefore some planning decisions will be made on a wider footprint.
Please also note that a number of
these boards including the Prevention
board, the Learning Disability
partnership board and the Adult
Autism partnership boards have not
met during this time. Where this has
been the case the relevant subject
matter experts have been involved.

A
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We want Leeds to be a child friendly city and the best city for children and young people to grow up in. Through our Children and Young People's Plan and its key programmes, such as Best

Start and Future in Mind, we invest in our children, recognising this leads to an increasingly healthy, prosperous and successful city. Whilst aiming to improve the outcomes of all children
we recognise the need to focus on our children from deprived and vulnerable backgrounds.

4. How we will get there — Maternity and Children
&Young People

This page sets out our programme measures, in other words the areas where our collective effort and resources will be focused on over the coming years for Maternity and for Children
and Young People. The following page sets this out for adults. It is recognised that as we progress on our shaping our future journey, further developing our system population health
management capabilities, areas of focus may change and evolve. Where it is possible each programme measure will also have a specific focus on reducing health inequalities within it. It is
the intention to look at each measure from the perspective of deprived Leeds and BAME.

Maternity

Increase the proportion of women being
seen by maternity services before 10 weeks
of pregnancy

Reduce the rates of women smoking at the
time of delivery

Reducing preterm birth (before 37 weeks)
Reduce the rate of stillbirths

Increase the rate of women being supported
by specialist perinatal mental health services
Increase the proportion of women receiving
continuity of carer

Maintaining good performance against
national maternity patient experience survey
Increase the proportion of babies where
breastfeeding has been initiated

Children Mental Health and Wellbeing
Programme

Increase the numbers of Children and Young
People with a diagnosable mental health
condition receiving MH treatment

Reduced number of admissions to
CAMHS/Tier 4 beds

Reduce the length of stay at CAMHS/Tier 4
beds

Reduce the number of CYP presenting in
mental health crisis/self-harm at ED and
requiring admission to a general paediatric
bed

Reduce the number of young people aged
14-25 presenting in mental health crisis/self-
harm at ED and requiring admission

Children and Young People with Special
Educational Needs and Disability (SEND)

Reduce numbers of CYP within the TCP
(Transforming Care Programme) cohort
requiring admission to a CAMHS bed
Reduced LOS for CYP within the TCP cohort
needing admission to a CAMHS bed

Autism and ADHD waiting times for
assessment- the number of CYP waiting more
than 12 weeks for an assessment

Children with Long Term Conditions

Reduction in unplanned admissions for
children

Reduction in A&E attendances for children
Reduce the number of face-to-face hospital-
based children’s outpatients contacts (all
types) with secondary care

12



4. How we will get there — Adults

Healthy Population

Increase proportion of people on the SMI
primary care register having health checks
completed (from MH programme)
Increase the proportion of people with a
learning disability receiving an annual
health check (LD and autism programme)
Increase the proportion of patients
identified at risk of developing a long-term
condition who have been referred for
management of risk factors (Long Term
Conditions Programme)

Increase Cervical screening / Breast
Screening and Bowel Screening (Cancer
Programme)

Long Term Conditions

Increase the proportion of people identified at risk of developing a long-term
condition who have been offered support via a shared decision making discussion
and subsequently referred for supported management of modifiable risk factors
People with one or more LTC are enabled to take an active role in managing their
condition and treatment by utilising programmes of rehabilitation, structured
education, patient self management tools and therapy/medicines adherence
Patients with a LTC, will be supported to reduce complications and the development
of additional long-term conditions through shared agreed goals including medication
and lifestyle therapy treatment optimisation

Reduce the rate of growth in avoidable non-elective bed days and A&E attendances
for patients with a primary diagnosis of a Long Term Condition reducing disruption to
peoples life's

An increase in proportion of long-term conditions contacts or care carried out in
primary care/community setting

Professionals working well together across the system focused on the needs of
people

NHS

Leeds
Clinical Commissioning Group
Adults Mental Health

Reduce the admission rates as a result of self-harm
Increase the numbers of people entering IAPT
treatment as a proportion of the prevalent population
with anxiety and depression

Improve the % of people completing IAPT treatment
moving to recovery

Reduce rate of ‘detained on admission’ for BAME
groups to the same levels as White British

Reduce waiting times for mental health services
including timely access to a MH Crisis Assessment and
Early Intervention into Psychosis. Other related
measures are being developed.

Length of Stay on working age adult acute inpatient
wards.

Increase the number of people on the SMI register
having health checks completed

Learning Disabilities and Cancer Frailty Population End of Life Population
Autism
Reduce the reliance on * Increase the proportion of * Increase the Time people living with frailty or at the end of life spend at their place of ¢ Increase the % of patients who died

inpatient placements for

cancers diagnosed at stage 1

residence

with an EPaCCs record

people with learning
disability and autism
Improve personalisation
by increasing the uptake
of Personal Health
Budgets to offer citizens
greater choice and
control.

or2

Reduce the rate of
emergency diagnoses of
cancer

Achievement of 28 day
faster diagnosis standard
To improve the one (and
five year) survival from
Cancer

Reduce the Number of serious falls per 100,000 population

Increase the percentage of population cohort who have had a medication review
Increase the number of carers identified on primary care systems, and evidence of
health check or review in their own right as carers

Increase the Proportion of people living with frailty and people living with dementia
who have had a Collaborative Care and Support Plan review and advance care plan
in place.

Increase the numbers of patients

able to achieve the wishes set out in

their advanced care plans

More carers will be well supported

during the last phase of their loved

one’s life and services will be putin

place to ensure that symptoms and

pain are well managed. 13



Programme Challenges Programme Measures Include Priorities 21/22

1.

4.1 Maternity

We know that for babies born into certain
backgrounds, their outcomes are more likely to
be poorer. Key areas we need to address are:

1.

Improved early access for those living in
deprived areas and of certain BAME
backgrounds (as evidenced in our health
equity audit)

Improved continuity of care, particularly for
those living in deprived areas and of certain
BAME backgrounds

Working with public health colleagues to
reduce incidence of smoking in pregnancy
Working with public health colleagues to
increase rates of breastfeeding

Increase the proportion of women being seen by maternity
services before 10 weeks of pregnancy — latest value 64%,
ambition 24/25 80%

Reduce the rates of women smoking at the time of delivery - latest
value 12.2%, ambition 24/25 6%

Reducing preterm birth (before 37 weeks) - latest value 5.1%,
ambition 24/25 4.6%

Reduce the rate of stillbirths — latest value 0.04 per 1,000 births,
ambition 24/25 0.02 per 1,000 births.

Increase the rate of women being supported by specialist
perinatal mental health services - latest value 3.9%, ambition
24/25 10%

Increase the proportion of women receiving continuity of carer -
latest value 22.1%, ambition 24/25 75%

Performance against national maternity patient experience survey

NHS

Leeds

Clinical Commissioning Group

Maternity programme Overview

This programme is the CCG commissioning plan for the Leeds maternity strategy and covers maternity services available for people in Leeds, from pre-
conception onwards. A baby’s brain develops fastest during pregnancy and in the first 2 years of life. A baby’s experiences during this time impact upon their
long-term mental, physical and social outcomes. Improving maternity services therefore contributes to reducing long-term demand on secondary healthcare
services. This is recognised within Leeds Best Start Plan. The Maternity Strategy Programme Board will be responsible for ensuring the delivery of this
programme of work. This Board is accountable to both the Health and Wellbeing Board and Children and Families Trust Board, and has links with the Best Start
strategy group.

Improving access to maternity
services — includes different
methods of referral, choice for
abortion services.

Reducing the rate of smoking
at the time of delivery —
includes increasing access to
cessation services, support
workers and an incentive
scheme

Increasing the proportion of
women receiving continuity of

carer 14



4.2 Children’s MH and Wellbeing NHS

Leeds

Clinical Commissioning Group

Children’s MH and Wellbeing programme Overview

This programme is the plan for the Future in Mind: Leeds Strategy. This citywide partnership strategy focuses on improving the mental health and wellbeing of
children and young people in Leeds aged up to 18 years old (unless otherwise indicated i.e. up to 25 in the case of transitions). The strategy is currently being
refreshed with a new version due to span April 2021-26. The Future in Mind: Leeds strategy includes the whole pathway from prevention through to specialist
services. A key goal is to support children and young people as early as possible (in their life and in the presentation of a mental health need). Key principles in
this goal are to deliver support as early as possible, by the right person as close to the child or young persons home or school as possible. We want to increase
the number of children and young people receiving accessible, appropriate and timely support, in response to their mental health and wellbeing needs. This
will prevent escalation of need and ultimately reduce demand on crisis and specialist inpatient services. The Future in Mind Programme Board will be
responsible for ensuring the delivery of this programme of work and is accountable to the Health and Wellbeing Board.

Programme Challenges Programme Measures Include Priorities 21/22

1. CYP their families, communities and . "
. . 1. Improving access and waiting
schools supported to promote and 1. Increase the numbers of Children and Young People with a . .
. . - - times children and young
strengthen Mental Health and Wellbeing diagnosable mental health condition receiving MH treatment — . .
) o people MH including
2. Reach more children and young people latest value 3,585 a year, ambition 24/25 6304 a year streamlining the access route
earlier in the pathway of their need — by 2. Reduced number of admissions a year to CAMHS/Tier 4 beds — .
) ) . by transforming pathways
increasing the offer of early help latest value 38, ambition 24/25 24 and carrying out service
/intervention services in local settings and 3. Reduce the length of stay at CAMHS/Tier 4 beds — latest value 114 Feviews
via d_|g|ta.l means_. . _ . day average, ambition 24/25 42 day a\{erage B 2. Parents, carers and siblings
3. Configuring services in a way which will 4. Reduce the number of CYP presenting in mental health crisis/self- will feel empowered and
support young people as they transition to harm at ED and requiring admission to a general paediatric bed — . .
] o supported in their role and
adult services. latest value average 49 monthly attendances, ambition 24/25 part of the team
4. Ensuring at all services are inclusive trauma average 24 monthly attendances .
) ) o 3. Improvement in the
informed, address health inequalities and 5. Asabove age 14 - 24- latest value average 99 monthly

provide high quality support to the most
vulnerable

attendances, ambition 24/25 average 28 monthly attendances

transition process to MH
adult services 15



4.4 Children and Young People with Special
Educational Need or Disability (SEND)

Children and Young People with SEND programme Overview

This programme looks at the health needs of Children and young people (up to 25) with a special educational need or disability (SEND) and/or other complex
need; this includes those who are part of the Transforming Care Programme cohort. The aim is for needs to be identified and responded to earlier, helping to
address inequalities and where appropriate reduce the acuity of provision. The number of inpatient admissions for children and young people with autism

and or a learning disability will be reduced as their needs are met in the community. Effective help in childhood feeds through to adulthood. The programme

has three governance pathways, Special Educational Needs and Disabilities (SEND), Transforming Care (TCP) and CYP mental health.

Programme Challenges Priorities 21/22

The programme contributes to the city wide
SEND strategy objectives, which supports a
recognised vulnerable cohort of children and
young people. Key challenges are:

1. Attending and attaining in inclusive schools
and other settings.

2. Achieving in wider life

3. Enjoying healthy lifestyles

4. Having voice and influence

5. Having joined up support for their family
This is within a context of national research that
shows a quarter of children in receipt of free
school meals have a SEND. The programme also
aims to address the issues identified in Building
the Right Support and deliver the objectives of
the Transforming Care Programme.

* Reduce numbers of CYP within the TCP (Transforming Care
Programme) cohort requiring admission to a CAMHS bed - latest
value 3.4 average per month, ambition 23/24 2 average per month

* Reduced LOS for CYP within the TCP cohort needing admission to a
CAMHS bed - latest value average 340 days, ambition 23/24 average
90 days

* Autism and ADHD waiting times for assessment- the number of CYP
waiting more than 12 weeks for an assessment - latest value average
203 days, ambition 23/24 average 0 days

Integrated Autism Pathway -
Develop a pathway, informed
by the lived experience of
CYP and families that allows
access to interventions either
before or in parallel to an
Autism assessment.
Early identification of children
at risk of admission through
better use of the community
support record
Continue to embed the
Children and Families Act and
respond to any changes in
legislation
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4.3 Children with Long Term Conditions NHS

Leeds

Clinical Commissioning Group

Children Long Term Conditions programme Overview

This programme of work supports the preparation for the new Children’s Hospital and includes the broader left shift of planned care from hospital to
community/primary care for the long term conditions cohorts. A key outcome is for children and families to be able to access the right advice and support at
the right time and in the right place. Integral to this work is the ‘left shift’, to support children and families as early as possible in the presentation of a need,
as locally as possible. This includes a focus on prevention and supporting effective self-care, early intervention and management

Programme Challenges Programme Measures Include Prlorltles 21/22

Improve Children’s Planned
Care including Implement
new models of care, such as
the child and family health
and wellbeing hubs and

1. The importance of ensuring families
and schools are enabled to support
children with these conditions

2. Recognising the critical support role

. 1. Reduction in unplanned admissions for children (Monthly average develop and progress
9f fam|l.|e‘s a'nd schicaliand the currently 394, 2024/25 ambition 350) alternatives for face to face
IS RITIES 10 @ JEslinies Wh'Fh can 2. Reduction in A&E attendances for children (Monthly average currently out-patient appointments
22 SEEM L e momenF, sl ety 2760, 2024/25 ambition 2200) 2. Improve support for
betwgen Lzl oy iz alfiEe ikl o 3. Reduce the number of face-to-face hospital-based children’s outpatients paediatric diabetes including
Sizfpitiiz] sl contacts (all types) with secondary care (Monthly average currently 1072, increasing delivery of
2024/25 ambition 600) recommended health checks

and increased community
and peer support.

3. Implementing new models of
care, improving support for

paediatric asthma
17



4.5.Healthy Population NHS

Healthy Population programme Overview

The healthy populations programme will take a data and intelligence driven approach to implementing the CCG’s health inequalities framework. It will cross-
cut each of the other programmes to promote population health management approaches and ensure specific delivery of primary prevention priorities in each
pathway. It will also directly manage a number of specific schemes. A key approach will be to build partnerships to ensure delivery of shared citywide
priorities, particularly with the local authority. This programme will oversee delivery of the health outcome indicators, which all programmes will contribute to.

Programme Challenges Priorities 21/22

We know that health inequalities are growing The following are secondary prevention indicators that have been

in Leeds. Prior to the pandemic there were a identified from within individual programmes:

20% of our population living in the 10% most 1. Increase proportion of people on the SMI primary care register having 1. Oversee the production of
deprived areas nationally and this proportion health checks completed (mental health programme) -- latest value health equity audits for
had grown over the last decade. People living 50.1%, ambition 24/25 90% each of the LSBP

in deprived areas and/or who belong to 2. Increase the proportion of people with a learning disability receiving programmes

vulnerable and marginalised groups are at an annual health check (LD and autism programme) latest value 22%, 2. Develop partnership
greater risk of experiencing poorer health ambition 24/25 75% approaches with Leeds City
outcomes. We expect the situation to have 3. Primary Prevention: Increase the proportion of patients identified at Council on shared priorities
worsened as a result of the 2020/21 risk of developing a long-term condition who have been referred for 3. Agree and implement ways
pandemic. We need to work together as a city management of risk factors (Long Term Conditions programme) to devolve resources to

to tackle this and the CCG wants to use its 4. Increase Cervical screening / Breast Screening and Bowel Screening LCPs for local action on
investment and play its part. All programmes (Cancer programme) : health inequalities

have a responsibility to contribute to the * latest value —Cervical 66.6%, ambition 24/25 TBC.

health outcome indicators in this blueprint. » |atest value Breast 72.5%, ambition 24/25 TBC.

* |atest value Bowel 71.7%, ambition 24/25 TBC
18



4.6 Mental Health

NHS

Leeds

Clinical Commissioning Group

Mental Health programme Overview

This programme focuses on achieving an increased focus on early intervention and prevention to ensure that more people with mental health problems, and
learning disabilities receive effective, person-centred, community-based help and treatment earlier. This will be targeted to at risk groups, and successful
achievement will result in less people requiring more intensive support and reduced health inequalities. This programme will be overseen by the Mental Health
Partnership Board and is integrated within the All Age Mental Health Strategy. Detailed delivery plans will be overseen by the Mental Health Strategy Delivery

Group.

Programme Challenges Pro ramme Measures Include Priorities 21/22
InCrease the numbers of people entering IAP] treatment as a

Challenges that the programme is aiming to proportion of the prevalent population with anxiety and
address include: depression -- latest value 18.1%, ambition 24/25 25%
1. Improving access to early intervention and 2. Reduce rate of ‘detained on admission’ for BAME groups to the
prevention support in the community same levels as White British - latest value 1.2 people per 1,000
2. Reducing Health inequalities for people BAME population ambition 24/25 0.8 people per 1,000 BAME
with Serious Mental lliness (SMI) population
3. Reducing Health inequalities for other 3. Improve timely access to a MH Crisis Assessment % of people
groups, including but not restricted to assessed within 4 hours of contacting the service - latest value
people from BAME groups and Older 17%, ambition 24/25 90%
People 4. % of people starting Early Intervention Into Psychosis treatment
4.  Ensuring that where possible people within 2 weeks latest value 51.4%, ambition 24/25 60%
receive care closer to home, improved 5. Understanding how our mental health services work for people
guality and responsiveness of mental through our | statements
health crisis provision 6. Increase proportion of people on SMI primary care register having
health checks completed — latest value 50.1%, ambition 24/25
90%

Improving our acute MH
pathway for adults —
improving quality and
capacity — particularly
important as people are
presenting more acutely
unwell due to the impact of
Covid-19.

Improving access to early
intervention and preventative
support

Improving the Mental Health
Crisis Pathway — starting with
considering the model for the
first point of contact.
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4.7 Learning Disability and Autism

LD and Autism programme Overview
People who have a Learning Disability, Autism or both continue to have poor health experience and outcomes compared to the general population. The

overarching purpose of this programme is to improve the health and wellbeing of autistic people and people who have a learning disability, to reduce health
inequalities, improve quality of life and increase life expectancy. The implementation of a range of reasonable adjustments is necessary to achieve equal access to
mainstream services, including Annual Health Checks (AHC), the Stop Overmedication of People with Learning Disability and Autism programme (STOMP), the
Learning Disability Mortality Review (LeDeR) and Personal Health Budgets (PHB). Also, people with a learning Disability, autism or both have experienced long
stays within inpatient settings and institutional care. The purpose of the TCP is to ensure that local systems are less reliant on inpatient care and for people to be

supported within the community by increasing the wrap around services, housing options and range of local providers.

Programme Challenges Programme Measures Include Priorities 21/22

Challenges the programme aims to address

includes:

1. Develop the number and range of providers able
to meet the needs of highly complex individuals

2. Provision of appropriate wrap around
community services

3. Development of available, appropriate housing
options

4. Increased positive risk management

5. Reduce the health inequalities experienced

6. Increase access to timely, appropriate
healthcare provision

7. Covid has impacted on the ability of GP
Practices to undertake Annual Health Checks

8. Improve autism awareness across the system

Reduce the reliance on inpatient placements for
people with learning disability and autism (TCP)
latest value 16 people current in an inpatient setting,
ambition 23/24 maximum 8 people

Increase the proportion of people with a learning
disability receiving an annual health check (LD and
autism programme) latest value 71% (19/20),
ambition 24/25 75% (see healthy populations)
Improve personalisation by increasing the uptake of
Personal Health Budgets to offer citizens greater
choice and control. Latest value 61 of a CHC eligible
population of 257 people, ambition TBC

Reduce reliance on inpatient beds by
development of community health
services and provider market

Uptake of Annual Health Checks to
reduce health inequalities —a multi
agency delivery plan has been
developed to support the increase in
AHC within GP practices. Ambition is
to increase the Health Facilitation
Team to support this.

Expand PHBs to all people eligible for
CHC and s117
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Programme Challenges Pro ramme Measures Include Priorities 21/22

The key challenges for this programmes
includes:

1.

Focusing on our most deprived populations
including Adults with Learning Disabilities,
people with Serious Mental lliness (SMI)
and vulnerable groups across all LTCs;
including diabetes, respiratory,
cardiovascular disease, liver disease and
neurological conditions.

Transitioning from a focus on individual
conditions/services to a true population
health approach for long-term conditions.
Co-production of programme measures
required with stakeholder, patients and
carers.

4.8 Long Term Conditions

Increase the proportion of people identified at risk of developing a
long-term condition who have been offered via a shared decision
making discussion and subsequently referred for supported
management of modifiable risk factors

People with one or more LTC are enabled to take an active role in
managing their condition and treatment by utilising programmes
of rehabilitation, structured education, patient self management
tools and therapy/medicines adherence

Patients with a LTC, will be supported to reduce complications and
the development of additional long-term conditions through
shared agreed goals including medication and lifestyle therapy
treatment optimisation

Reduce the rate of growth in avoidable non-elective bed days and
A&E attendances for patients with a primary diagnosis of a Long
Term Condition reducing disruption to peoples lives

NHS

Leeds

Clinical Commissioning Group

Long Term Conditions programme Overview

The Long-Term Conditions (LTCs) programme is defined by those activities/ projects which are deemed to be more transformational in nature with a need for
integration/ re-design of services at a system level rather than individual organisation level and business as usual performance related activities. This is adult aged
focused work programme. Living, Ageing and Dying well is our focus. The left shift within LTCs main areas of impact are, ultimately prevention of long-term
conditions through promotion of healthy lifestyle messaging/programmes and the identification of at risk cohorts, a focus on ensuring that complications do not
arise as a result of a long-term condition: building awareness of signs and symptoms / optimising all therapy treatment available and working to ensure that
patients with a LTC are empowered to take an active role in managing their condition. This programme reports into the Leeds Long Term Conditions Board.

1.

Optimised and integrated
pathways for medicines
management in CVD
Pathways

Optimising self-management;
the redesign of proactive LTC
self-management
programmes and
rehabilitation services
including diabetes Structured
Education, cardiac rehab,
pulmonary rehab, neuro
rehab and stroke services

Diabetes Remission
21



4.9 Cancer

NHS

Leeds

Clinical Commissioning Group

Cancer programme Overview
The Leeds Cancer Programme, established in 2017 with funding from Macmillan, has enabled partners across Leeds to be part of a system wide/ integrated

programme of work with shared outcomes and ambitions. The programme is defined by those activities/ projects which are deemed to be more transformational
in nature with a need for integration/ re-design of services at a system level rather than individual organisation level and business as usual performance related
activities. This is an all ages programme however it should be noted that all work to date has focused on adults. The left shift within cancer reflects 2 main areas
of impact, ultimately prevention of cancers through promotion of healthy lifestyle messaging and secondly a shift to earlier staging of cancer diagnoses achieved

through several strands of work: building awareness of signs and symptoms of cancer across communities, driving improvements in screening uptake and the
implementation of innovative tests/ triage and assessment processes during referral or pre-referral. This programme reports into the Leeds Integrated Cancer

Services (LICS) programme board.

Programme Challenges Programme Measures Include Pr|or|t|es 21/22

Our aim statement is “ to deliver the best cancer

outcomes for the people of Leeds” . We have

specific challenges:

* High incidence rates

* Achieving increased screening uptake rates
especially in our most deprived populations

* Afocus on earlier staging & addressing high
rate of emergency cancer presentations.
There is a national target of 75% stage 1 & 2
by 2028

*  We will maintain a focus on these ambitions
acknowledging the current constraints of a
cancer system trying to manage the impact
of Covid-19.

Increase the proportion of cancers diagnosed at stage 1 or 2 - —
latest value Leeds 49.5%, ambition 2028 75%

Reduce the rate of emergency diagnoses of cancer —latest value
Leeds 21.9% ambition 24/25 TBC

Achievement of 28 day faster diagnosis standard - latest value
Leeds 74.4% ambition 24/25 TBC

To improve the one (and five year) survival from Cancer - latest
value Leeds for 1 year 73.3% ambition 24/25 TBC

National Cancer Patient experience survey — patients rating of
care, Leeds score 8.9 (out of 10), national average 8.8, ambition
24/25TBC

Continued focus on
increasing screening uptake
of 3 x national screening
programmes with health
inequalities focus

Innovative projects to drive
earlier diagnosis of cancer /
create additional capacity to
deal with covid-19 backlog &
support front end screening/
triage and diagnostic
processes

Expansion / broadened scope
of Community Cancer

Support Service
22



4.10 Frailty NHS

Leeds

Clinical Commissioning Group

programme Overview

The overarching purpose of the Frailty Programme is to improve population outcomes and experience of care for people living with frailty in Leeds in line with the
Leeds Vision for People Living with Frailty developed during 2018. This programme has a key focus on population working. In terms of the left shift, this
programme has an overarching aim to increase the proportion of care for people living with frailty which is delivered in the community. Additionally, by adopting a
proactive approach, underpinned by population health management techniques, we will move care ‘up-stream’ by facilitating a greater focus on activities that
prevent and manage ill health, including self-care, support for carers and promotion of age friendly communities. As around 4,000 of the 6,000 people in Leeds
diagnosed with dementia are in the ‘Frailty Cohort’ this programme also encompasses the work of the Leeds Dementia Oversight Board.

Programme Challenges Programme Measures Include Priorities 21/22

The Leeds outcomes framework for people 1. Reduce the time people living with frailty or at the end of life spend )
.. . . s : 1. Care Coordinators / Memory
living with frailty encapsulate the key NOT at their place of residence (humber denotes average number of s £ Work 0
challenges for this programme: days per person in the frailty cohort, with an inpatients, A&E or uppdgr . °:c ers - hnpecf\lare
1. Living, aging and dying well according to outpatients attendance or admission within the specified year) latest (t:)oc:cr |ga do:hor ear::th can
what matters most to our people value 11 days, ambition 24/25 5 days € tunded through the
. . . . : . Additional Role
2. Reducing disruption to people’s lives as a 2.  Reduce the umber of serious falls per 100,000 population in a year Reimb -
result of avoidable harm and numerous based on emergency admissions for falls 1,426 ambition 24/25 1,201 em ur'senjen cheme
. i . . . 2. Supporting independence for
contact with hospital services 3. Increase the percentage of frailty population cohort who have had a le livi ith frailt
3. Identifying all people in this population medication review in a year (of those who have had a primary care . Zeop € |(\j/|r;g :cN' ) ratity g
group and assessing their needs and medication issued in the past 2 years) 52.4% ambition 24/25 90% - Newmo 'te o pr'Tﬁrzsn )
assets 4. Increase the proportion of carers identified on primary care systems ;omm:hm ZCZ'T' ) Iab rga >
4. Caring well, defined by ‘what really who have had a health check or review latest value 59% ambition bO'ZNn € r.a rtona q arriers
12 705
5. Professionals working well together 5. Proportion of people living with frailty and people living with dementia deli thy . £ the NHS
across the system around the needs of who have had a Collaborative Care and Support Plan review / have and Le |veTrs ePIV|5|on orthe
people advance care plan in place latest value 48.5% ambition 24/25 80% ong lerm Fian.
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4.11 End Of Life NHS

Leeds
Clinical Commissioning Group

End Of Life programme Overview

This programme incorporates adults at the end of life, whether their needs are specialist palliative care needs or they require more general care. The programme
includes patients within the last months, weeks or hours of life, and those seeking to make care plans in advance of this time. The left shift means more patients
setting out their wishes and plans for care at the end of life and more of these plans being delivered. In practice this is likely to mean more patients receiving care
at the end of life outside of the hospital environment. This programme will report in to the Leeds Palliative Care Network (LPCN) and the LPCN will lead
workstreams within the programme. This will ensure the involvement of a wide range of stakeholders including those from the statutory, charity and voluntary
sectors.

Programme Challenges Programme Measures Include Priorities 21/22

This programme seeks to increase uptake of 1. Financial sustainability of
advanced care planning discussions amongst all 1. Increase the % of patients who died with an EPaCCs record (to be hospices

sections of society, with a particular focus on superseded by % of patients who died with an Electronic Advance 2. Increasing and improving the
those groups of people who are currently less Care Plan when data is available) - latest value 45.4% ambition use of 'Planning ahead’,
likely to have an advanced care plan in place e.g. 24/25 60% incorporating EPaCCS,

those from BAME backgrounds and those from 2. Increase the numbers of patients able to achieve the wishes set out ReSPECT and what matters to
more deprived parts of the city. The programme in their advanced care plans - latest value 81% ambition 24/25 85% me

also seeks to increase the proportion of people 3. More carers will be well supported during the last phase of their 3.  Community Flows

who are able to die in a place of their choosing, loved one’s life and services will be put in place to ensure that Improvement - To improve
particularly if this is outside of the hospital symptoms and pain are well managed. latest value 80% ambition the transfer of patients
environment. 24/25 95% between all providers to

improve continuity of care
and patient experience
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5.0 Building the Leeds Way NHS

Leeds

Clinical Commissioning Group

The blueprint is the key vehicle within the CCG to support the management of demand for traditional hospital based service to ensure these balance with the capacity available on
completion of the redeveloped acute hospital footprint as part of the Building the Leeds Way programme. The aim of the blueprint is to ensure the overall capacity is developed across
the system in Leeds so it can meet the demand for services. The three key elements to this are:

1 - Inpatients

2 — Outpatients

3 — Investment
in Primary /
Community Care

Building healthier communities

A key ambition of the Building the Leeds Way programme is to redesign inpatient and day case Planned Care Priorities for 21/22 to support this are:

capacity, an element of this links directly to the Blueprint ambition of reducing the growth in * The review, redesign and future proofing of Planned

emergency inpatient care. This assumes that the current level of growth will be managed out of Care pathways with stakeholders that NHS Leeds CCG

the system. One of the strategic indicators focuses on reducing the growth in Non-Elective are due to re-procure. This will include Dermatology,

Occupied Bed Days, Joint modelling growth estimates bed days will increase 7,000 per year over Ophthalmology, Endoscopy, ENT

the next five years. Each programme under the blueprint will contribute to reduction in bed day * Investment in project management/support to roll out

usage for emergency care. The interventions developed with key partners will use a combination rapid community /diagnostic hub provision including

of preventative initiatives and pathway redesign opportunities to realise the changes needed in same day emergency care pathway development

the system. * Maternity and neonatal centralisation

The commissioning strategy for outpatients across Leeds is interlinked with the aspirations within Planned Care priorities for 21/22 to support this are:

the Building the Leeds Way Programme. There are three main strands to the strategy whilst also * A focus on Outpatient redesign including enhanced

ensuring sustainable access and equity across provision: advice and guidance, co-managed care, prehab and

* Areduction in Face to Face Outpatient Appointments patient initiated follow-up. This is likely to start in

* Increased use of Digital Solutions to deliver virtual outpatient services audiology preoperative assessment and ophthalmology

* Development of Community based services to deliver outpatient services outside the hospital * Improving pathways for children with long term
setting. conditions

To support realisation of the Left Shift the CCG is committed to continuing to fund Primary Care above the amount provided nationally. Investment in Primary
Care is increasing nationally, particularly though the additional roles reimbursement scheme. This funding will extend and expand the range of support available
in the community. Roles include Health and Wellbeing Coaches, Social Prescribers, Clinical Pharmacists and Mental Health Practitioners. This should allow people
to access appropriate care closer to home more easily and help make best use of GPs time through supporting them in spending time with people who require
more specialist care.

¢ a
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6.0 Impact on key enablers

NHS

Leeds

Clinical Commissioning Group

For the Left Shift Blueprint to really make a difference we need to harness the power of our city wide enablers and understand how they can support the system in achieving our

ambitions. Enablers include digital, engagement — ensuring people’s voices are being fed into the work and acted upon in a systematic way, estates, finance, developing a consistent
approach to quality improvement and workforce. The following principles have been suggested through the blueprint for workforce, digital and estates. Work will be on going to bring the
enablers and left shift blueprint programmes together in a way that will support the delivery of our programmes.

Workforce

Common Themes Across Programmes

* A requirement for additional workforce — although not
necessarily medical e.g. care coordinators

* Increased requirement for workforce to have an
understanding of and work across settings and outside of
traditional settings

* A need for an enhanced broader range of skills and
understanding of a broader range of conditions to support
in managing comorbidities

* A broader understanding of public health messaging across
the workforce.

Suggested Principles

* To build a healthy Leeds placed organisational culture

* To grow a sustainable and capable workforce across and
within Leeds

* To enable integrated working with all partners

* To ensure the leadership and management of our people is
effective and conducted in a manner that improves staff
experience and promotes innovative high-quality care and
flexible working where required.

Digital

Common Themes Across Programmes

* Better use of technology to support working across setting
and achieve a better patient experience — for example
facilitating the sharing of test results, support for virtual
MDTs

* Supporting digital inclusion e.g. free WIFI in children’s
centres, ensuring all staff have digital access.

* Support to embrace the digital agenda — shifting to a digital
channel where possible

* People able to manage their own care through access to
their care record

Suggested Principles

* Creating an efficient and agile workforce

* Crossing boundaries through interoperability and shared
records

* Being paper-free at the point of care

* Developing digital channels to improve engagement, choice
and access

* Being driven by intelligence

Estates

Common Themes Across Programmes
How do we re-utilise existing estate for new initiatives e.g.
diagnostic hubs, community maternity hubs.
How to we manage demand for estate due to increased
delivery in the community in a single coherent way that will
makes sense to people, our communities and the
workforce?
Transport links — as provision is expanded in the
community we need to take into consideration each of
access / transport links — but how far can we influence
transport links?

Suggested Principles
One public estate
Optimal utilisation
Shared occupancy
Appropriate rationalisation
High standard for delivery of services
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7.0 How we will make the change happen

In order to deliver on the ambitions set out in the blueprint we need to ensure that a number of
key functions are aligned that have either responsibility or a role in contributing to their delivery.
This will involve a range of skills involved in discharging both the CCG’s Strategic Planning
(Commissioning) and System Integration capability. An initial view of the cycle for doing this is set
out in diagram 5 — although it is acknowledged that this will continue to evolve — particularly as we
progress on our ‘shaping our future’ and integration journey

This includes:

The analytics function (population Health and Economics Planning): supporting the change

through developing information in a timely way to understand:

¢ the strategic view of system performance —progress in meeting our strategic indicators

* performance at programme level — both in terms of achievement of programme measures to
support and inform the system integration function and establishment of the impact of
individual targeted interventions

Integration activity with programme boards: supporting partners including providers and 3™
sector to work together, maintaining the pace of change and continually looking at how to improve
the health of their target population, with a focus on left shift as set out in their programme
measures.

Operational planning and performance: our delivering value function will challenge each
programme on progress made including implementation of the left shift blueprint — providing
both support in overcoming system barriers and challenge in the level of progress being made.

Financial management: Supporting our programmes in understanding spend on specific areas of
the population to identify where we are making the ‘left shift’ in terms of our investment
approach. Prioritising our strategic indicators will support a more focused approach in allocating
prioritising additional funds through commissioning intensions (in addition to other national must
dos and NHS long term plan requirements).

NHS

Leeds

Clinical Commissioning Group

Diagram 5 — Aligning the way we work

Q1 - Apr-Jun

Q2 - July - Sep

Q3 - Oct - Dec

Q4 - Jan - Mar

Mandated Milestones

Clarity on finance allocation

NHS England Planning Guidance

Population Health
Economic Planning

Quaterly update of left shift
blueprint programme measures for
EMT / Programme Boards

Quaterty update of left shift
blueprint programme measures for
EMT / Programme Boards

Update on all strategic indicators
(outcomes, activity and experience
measures)

Modeling impact on priorties to feed
into Building The Leeds Way

Quaterly update of left shift
blueprint programme measures for
EMT / Programme Board

Feb / March Deep dive of data
available for each programme

Update on bi-annual strategic
indicators system activity and
system experience measures

Quaterly update of left shift
blueprint programme measures for
EMT / Programme Boards

Left Shift Blueprint
Strategic indicators

Refreshed blueprint document
reflecting on annual progress.

Deep Dive on each strategic
indicator used to identify areasfor
prioritization.

Integration Activity

Activity to develop / refine
programme plans to meet strategic
indicators and programme
measures

Continue to develop / identify
activity to meet strategic indicators
and programme measures.

Refresh programme measures and
ambitions

Priorites submitted by programmes.

Confirmation of programme priorities
for the year.

Operational planning
and performance

Quarterty programme conversations
at EMT that considers progress
made on blueprint measures and
priorities.

Quarterty programme conversations
at EMT that considers progress
made on blueprint measures and
priorities.

Quarterty programme conversations
at EMT that considers progress
made on blueprint measures and
priorities.

Quarterty programme conversations
at EMT that considers progress
made on blueprint measures and
priorities.

Finance and
Operational Planning
and Performance

EMT to review list of priorities for
additional funding and agree which
progress to business case
Business cases prioritied

Finance

Finance proposals for year ahead
inc QUIPP / decommissioning /
investment submitted (Aug)

List of cost pressures / risk and pre
commitment reviewed by EMT (Oct)

Financial plan signed off (Jan)
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8.0 How we will hold ourselves to account for delivery? NHS
Leeds

Clinical Commissioning Group

There are a number of ways in which we plan to hold ourselves to account for delivery of the ambitions set out within the left shift blueprint. Each of these mechanisms are existing
governance forums within the city. It is not anticipated that any additional governance layers would be required to support blueprint ambitions:

A key element of the left shift blueprint is making the narrative within the Health and Wellbeing strategy
Health and Wellbeing ‘real’ from a health and care perspective. The wider system is not committed to delivering the strategic
Board indicators within the left shift blueprint therefore updates on this will be provided to the Health and
Wellbeing Board

The integration lead for each programme will attend CCG EMT on a quarterly basis through the Delivering
Value process. This provides an opportunity to challenge performance, discuss and mitigate challenges
and learn from the experience of other programmes.

CCG — Delivering Value

Each programme has a programme board that is made up of system partners to oversee the
transformational aspects of the work and progress against meeting programme measures. Boards will be
supported to hold themselves to account for progress through the provision of timely data and
information.

Programme Boards

Local Care Partnerships (LCPs) form the basis of locally integrated health, wellbeing and care, rooted in
communities. As such, they are likely to be the ‘vehicle’ of delivery for much of the activity outlined in the
LCP Boards . . . . .
blueprint. Each LCP has a board. It is our intention to work with each board to translate the measures and
activity within the blueprint to a local level.

System partners have agreed to jointly sign up to the left shift blueprint as both a concept and the indicators set out in there. A formal mechanism is currently being identified to achieve
this. However we do recognise that to support the left shift in really happening on the ground we need to make the plan real for our front line teams and staff and embed a culture of
continuous improvement. This is something as a system we plan to focus on over the coming year.

Building healthier communities

28



9.0 Next steps NHS

Leeds

Clinical Commissioning Group

The development of the blueprint document is just the start of our integration journey. The focus over the coming years now needs to be on delivery, making a real change to the people
living in our communities and addressing the health inequalities that currently exist across the city. The following next steps will be taken to look to move the left shift blueprint from
being a plan and a concept into becoming a reality and taking us some way towards achieving our system wide vision of being ‘ a healthy and caring city for all ages where people who
are the poorest improve their health the fastest'.

“ Proposed next step
1 Development of an MOU to symbolise system commitment to delivery of the blueprint and support partners in holding each other to account.

2 Work with each programme boards to understand the support required for them to implement the change as set out in their programmes and for
them to make a real difference for the population that they cover

3 Engage LCPs and PCNs to support them in leading the blueprint at a local level and making the change real on the ground
4 Fully engage and embed the key citywide enablers within the programmes including: workforce, estates, digital, OD, finance, communications
5 Set out the pivotal role that business intelligence will have in delivering the plan and developing a single version of the truth, particularly through

further developing the Leeds data model and agree a plan to put the necessary changes in place

6 Develop an OD plan for the system focusing on: raising awareness amongst boards key system partners on the blueprint and influencers and
agreeing how it can be ‘translated’ in a meaningful way to front line staff and teams.

7 Establish which strategic indicators as a system we need to have an increased focus on. This will be a key element of the refreshed commissioning
cycle

Building healthier communities




NHS

Leeds
Clinical Commissioning Group

Appendix A — Current performance against our

strategic indicators.
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HA1 Infant Mortality Rate per 1,000 births NHS

Leeds

Clinical Commissioning Group

The infant mortality rate is the number of deaths under one year of age occurring among the live births in a given geographical area during a given year.
(measured per 1,000 live births) Data provided is for the period 2017 - 19 unless stated otherwise

Leeds: 4.01 England: 3.95 Yorkshire and 4.23 Deprived
Humber: Leeds:
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The Leeds rate has been consistently close to the
England rate, fluctuations over the last seven
periods are driven by changes in the rates within
deprived Leeds.

The deprivation gap within Leeds is unstable; this
can be expected due to the small number of infant
deaths in deprived Leeds.

Data Source: ONS, Births and Deaths data (Civil
Registration Dataset) via NHS Digital and Public
Health Intelligence; PHE Fingertips, PHOF Indicator
EO1.

Calculation: Per 3-year period, Registered (deaths
of children aged under 1 year, divided by live
births) multiplied by 1000; expressed as a rate of
infant deaths per 1000 live births.

Frequency of measurement: Annual
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HA2 Obesity % Excess Weight 10 — 11 year olds Wi

Leeds

Clinical Commissioning Group

This measure demonstrates the number of 10-11 year olds who are overweight — this is an important indicator as being overweight in childhood can have an
impact on health into adulthood. — (% children in year 6 measured as overweight or very overweight) Data provided is for the period 2018 - 19 unless stated
otherwise)

Leeds: 35.8% England: 34.3% Yorkshire and 35.1% Deprived 42% Performance 3rd out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst
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Nationally and locally/ regionally this is an upward
trend. The rate variation is very small over time
and significant differences are due to the large
sample size.

Data Source: NCMP Dataset, by School Year small
area data sample, c. 90% coverage rate

Calculation: Single Year Periods (School Year);
numerator, children in year six measured as

overweight or very overweight

(Overweight+Obese); denominator, measured
population by area

Frequency of measurement: Annual

32



HA3 Healthy Life Expectancy At Birth

NHS

Leeds

Clinical Commissioning Group

The measure is the number of years at birth (infants born in that given year) can expect to live a healthy life for. Healthy is a self-reported measure and is not
clinically led, meaning that an individual could have a long term condition but feel it is well managed and they are still healthy. As such the measure represents
both an indication of the effectiveness of clinical care, but also the quality of care provided to patients in a given area but drawing on both a self-reported
element and a quantitative health outcome indicator. (expected years of life without illness) Data provided is for the period 2016 - 18 unless stated otherwise.
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Both nationally and within Leeds population,
the trend is upwards for males. For females,
a similar but more dramatic change has
occurred in the relative rates. Leeds women
now have a higher healthy life expectancy
than those in England.

Data Source: ONS Deaths Data (Civil
Registration Dataset) via NHS Digital; ONS
Mid-Year Population Estimates; Annual
Population Survey (APS); PHE Fingertips,
PHOF A01a.

Calculation: Per 3 year aggregate period,
expected years of life without illness (self-
reported via APS at LA level and above). No
local indicator available to map sub-Leeds
levels of analysis.

Frequency of measurement: Annual
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HA4 - Rate of early death — under 75 — from CVD

NHS

Leeds

Clinical Commissioning Group

This measure demonstrates the number of people who die early — under 75 of CVD which includes coronary heart disease, atrial fibrillation, heart attack and
stroke (number of people per 100,000 population under 75). Data provided is for the period 2017 - 19 unless stated otherwise

Leeds: 77.1 England: 70.4 Yorkshire and 80.2 Deprived 122.0 Performance 3rd out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst
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Leeds has shown a parallel rate with England and
has historically been very close to the rate for
Yorkshire and the Humber. Both the Leeds rate
and the regional rate have been statistically
significantly worse than England as far back as
we have data.

Data Source: ONS Deaths (Civil Registration
Dataset) via NHS Digital; GP Registered
Population via Public Health Intelligence; PHE
Fingertips, PHOF Indicator EO4a.

Calculation: Directly Standardised Rates of
mortality from CVD per 100 000 population,

based on the European Population Modifier.

Frequency of measurement: Annual
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HAS - Rate of early death — under 75 — from Cancer

NHS

Leeds

Clinical Commissioning Group

This measure demonstrates the number of people who die early — under 75 - of Cancer. (number of people per 100,000 population under 75). Data provided is

for the period 2017 - 19 unless stated otherwise

Leeds: 138.02 England: 132. 30 2016- LIS TR 141. 2 2016- Deprived 202.35 Performance 3rd out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst
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The current trend for Leeds is downwards,
similar to those of Y&H and England.

The relative position of Leeds and the national
comparators is misleading; Leeds, according to
the national indicator, has a higher rate than
Y&H in 2016-18.

The Deprived Leeds rate is declining generally, to
around 200 per 100 000 population aged under
75. This historic trend maintains a significant
gap down to the Leeds rate.

Data Source: ONS Deaths Data (Civil Registration
Dataset) via NHS Digital and Public Health
Intelligence; PHE Fingertips, PHOF EO5a.
Calculation: Per 3 year aggregate period,
mortality from Cancer (ICD10 C0O0 to C99),
directly age, expressed as a standardized rate
DSR per 100 000 persons aged under 75 years.
Frequency of measurement: Annual
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HAG - Rate of early death — under 75 — from Alcoholic Liver [Y//H

Disease

Leeds

Clinical Commissioning Group

This indicator demonstrates the rate of early death, under 75 from alcoholic liver disease. (number of people per 100,000 population under 75). Data provided is

for the period 2017 - 19 unless stated otherwise.

Leeds: 11.31 England: 8.96 Yorkshire and 10.81 Deprived 17.41 Performance 2nd out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst
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Frequency of measurement: Annual
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HA7 - Rate of early death — under 75 — from Respiratory

Disease

NHS

Leeds

Clinical Commissioning Group

This indicator focuses on death rates for people, under 75 caused by respiratory conditions. (number of people per 100,000 population under 75). Data provided

is for the period 2017 - 19 unless stated otherwise

Leeds: 435 England: 34.2 Yorkshire and 41.2 Deprived N/A Performance
Humber: Leeds: against core cities:
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Awaiting local deprivation split data. England,
Leeds and Y&H are showing upward
trajectories in the final period. Leeds shows
some improvement in earlier years and is now
aligned with Y&H. England is showing a more
modest upward trend in rates.

Data Source: ONS Deaths Data (Civil
Registration Dataset) via NHS Digital and Public
Health Intelligence; PHE Fingertips, PHOF EO7a.
Calculation: Per 3 year aggregate period,
mortality from Respiratory Diseases (ICD10 JOO
to J99), expressed as a standardized rate DSR
per 100 000 persons aged under 75 years.
Frequency of measurement: Annual
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HA8 — Potential Years of Life Lost to Avoidable Causes NHS

Leeds

Clinical Commissioning Group

PYLL (potential years of life lost) to avoidable causes per 100,000 people. In essence one PYLL can be thought of as one year of life lost due to premature deaths
that was preventable. (potential years of life lost to avoidable causes per 100,000 people). Data provided is for the period 2016 - 18 unless stated otherwise
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There are no regional or national comparators for this
indicator; this is entirely a Leeds calculation.

Since 2011-13 the trajectories of Leeds and Deprived
Leeds has been one of shallow increases each period.
The gap between Leeds and Deprived Leeds has been
growing since 2011-13. The current rate of 3838.9
makes Deprived Leeds 68% higher than Leeds overall.
Data Source: ONS Deaths Data (Civil Registration
Dataset) via NHS Digital and Public Health Intelligence
Local Population Model, ONS Life Tables

Calculation: Per 3 year aggregate period, mortality
from causes thought preventable, directly age
standardized DSR per 100 000 persons aged <75
years. Actual age at death minus the expected life
span (based on national ONS Life Tables for the years
covered).

Avoidable: Either Preventable through better Public
Health interventions or Amenable to healthcare
interventions.

Frequency of measurement: Annual
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HA9 - Reduce the premature mortality rate of those with SMI [V

Leeds

Clinical Commissioning Group

This indicator looks at standardized rate of mortality under 75 years for all causes where the deceased had a diagnosis of serious mental illness (SMI). (a rate
per 100 000 persons). Data provided is for the period 2014 — 15 unless stated otherwise. It is anticipated this data will be refreshed nationally in 21/22.

Leeds: 1535.2 England: 1428.8 Yorkshire and N/A Deprived N/A Performance against Core Cities: 6t of 8 where 1 is the
Humber: Leeds: best and 8 is the worst
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Building healthier communities measurement will begin again in 2021
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HA10 — Reduce the Suicide Rate NHS

Leeds

Clinical Commissioning Group

This indicator demonstrates the all age suicide rate. (a rate per 100 000 population). Data provided is for the period 2017 — 19 unless stated otherwise.

12.68 England: 10.10 Yorkshire and 11.97 Deprived 13.54 (2016- Performance 7th out of 8 — 1st being
Humber: Leeds: 18) against core cities: best — 8th being worst

The Leeds performance has been trending upwards
. " since 2006-08. We only have sub-Leeds level rates
' from 2012-14 and these are not present for 2017-19.
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Building healthier communities Frequency of measurement: Annual
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HA11 — Increase the Proportion of People Experiencing a

Good Death

NHS

Leeds

Clinical Commissioning Group

This indicator demonstrates looks at the proportion of deaths where the patient had recorded 3 or more emergency admissions within the last 3 months of life.

(% of deaths). Data provided is for 2018 unless stated otherwise

5.4% England: 7.5% Yorkshire and 8% Deprived 13.54 2018 -
Humber: Leeds: 19
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Performance 2nd out of 8: 1st being

best and 8th being worst

against core cities:

The Leeds rate has a history of being better than
national average for this indicator. Leeds rate has
been better than England since 2012.

Although the rate has fallen for the last 2 years, the
general trend locally remains upward. This trend has
a very low R2 so the latest period may represent a
step change for Leeds.

The erratic nature of the local rate for Leeds and the
NHS region suggests that there might be systematic
issues in the data collection supporting the rates.
Data Source: PHE Fingertips sourced from HES data
linked to Mortality data by district/ CCG and NHS
region.

Calculation: Per calendar year, the percentage of
deaths registered with ONS that were preceded by
three or more emergency admissions to hospital in
the 90 days prior to death.

Frequency of measurement: Annual
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SA1 - Excess Weight in Adults NHS

Leeds

Clinical Commissioning Group

The excess weight in adults indicator looks at the proportion of adults with a BMI over 25. (%of people surveyed aged 18 and over who have a BMI of 25 or
over). Data provided is for 2018 / 19 unless stated otherwise

Leeds: 62% England: 62.3% Yorkshire and 65.4% Deprived N/A Performance 6th out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst

Percentage of adults (aged 18+) classified as overweight Core City Comparison - Percentage of adults (aged 18+)

or obese - Trajectory classified as overweight or obese - 2018/19 . . .
2500 There are no smooth or regular trajectories for this
) Leeds I Gap to England ’

— A o Rate indicator; the regional and even the national level
oo e Lnear (England) . 7000 | =Ll - indicator varies from year to year. The England trend
-ucl _ + is generally upwards with a strong R? value of 0.899,
- from which we can take the general trend as true. The

- 2.5% _ Leeds trend is much less certain RZ = 0.0058, but is
- 2.0% ' E i f also generally upwards, though possibly at a lower
T rate than England.

- 1.5%

00 i Data Source: PHE Fingertips, sourced from the Active
5000 Lives survey by Sports England. Local splits based on
GP Audit data managed by Public Health Intelligence.
Denominator is persons 18 or over based on ONS
Mid-Year Estimates for national data comparisons and
on GP registered populations for the Local deprivation
split analysis.
Calculation: Crude percentage of people surveyed
aged 18 and over who have a BMI of 25 or over.

Building healthier communities Frequency of measurement: Annual
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SA2 — Adults Over 18 who Smoke NHS

Leeds

Clinical Commissioning Group

This indicator focuses the number of adults over 18 than smoke. (% of persons surveyed aged 18 and over with smoking status submitted who reported
themselves as smokers). Data provided is for 2019 unless stated otherwise

15.3% England: 13.9% Yorkshire and 15.7% Deprived 30.1% Performance 5th out of 8 — 1st being
Humber: Leeds: against core cities: best — 8th being worst

12.00

o
o
o

Smoking Prevalence in adults (18+) - current smokers Smoking Prevalence in adults (18+) - current smokers —
(APS) - Trajectory (APS) - 2019 Leeds has similar rates and the same performance
W (0cal Data - Deprived Leeds = Leeds trend as the Y&H Region. England has a lower but
26.00 2 =
e Fretand parallel rate. The Leeds trend is very marginally
2400 T steeper than that of England reflected in the decline
0.35 5.0% ® Rate
22.00 _a Py in the gap to England shown in the bar-chart
- 4.5% _— . L.
03 g 2000 ~Ua ' component. Deprived Leeds has a similar trend
[ 0% £ 1800 _ +—¢ though starting at a much higher level (based on local
02 - 35% 2 oo o | . GP Audit Data).
| 0 ° -
$ 02 3.0% s 14.00 & I = . _ .
£ | 5% & L Data Source: ONS Mid-Year estimates of population,
o o
g 2
(U]

Annual Population Survey (APS), GP Audit data from
Public Health Intelligence Leeds, PHOF Indicator C18.
Calculation: Per calendar year, the proportion of
persons surveyed aged 18 and over with smoking
status submitted who reported themselves as
smokers. Expressed as a percentage.

Frequency of measurement: Annual
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k

- 0.0%

Yorkshire and the Humber
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Building healthier communities
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SA3 — Increase the proportion of people being cared for in NHS
primary and community services (LCH) Leeds

Clinical Commissioning Group
LCH activity for community includes Neighbourhood Teams, Therapy, Children’s and PCMH. The Primary Care data covers GP Consultant, General Practitioner,

HCA, GP midwife, GP nurse, GP out of hours. (Numbers denote the number of people not contacts per 100,000 population). Data provided is for 2019 — 20
unless stated otherwise

Leeds: 85,518 Breakdown by Primary Care: Healthy 49.5%, LTC 45%, Frailty 4.1, EOL 0.4% Deprived On average, someone living in ‘deprived
population: Community Services: Healthy 30.7%, LTC 51.6%, Frailty 15.6%, Leeds: Leeds’ is 6% less likely to access Primary
EOL 2.1%. Please note — children fit within all populations. and Community Care than the Leeds
average.
Persons Accessing Primary & The rate is generally increasing year on year slight drop in 1920

. in Primary Care.
Commumty Care LCH activity for community includes Neighbourhood Teams,
90,000 Therapy, Children’s and PCMH. The Primary Care data covers GP

80,000 Consultant, General Practitioner, HCA, GP midwife, GP nurse, GP
70.000 out of hours.

c r

8 60,000

€ 50000 Data Source: Leeds data model

E 40'000 Calculation: Total number of people accessing primary care and

p 30'000 LCH community activity in a year. LCH activity for community

e includes Neighbourhood Teams, Therapy, Children’s and PCMH.
20,000 .
10.000 The Primary Care data covers GP Consultant, General

Practitioner, HCA, GP midwife, GP nurse, GP out of hours
14/15 15/16 16/17 17/18 18/19 19/20 Frequency of measurement: Quarterly

Building healthier communities
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SA4 - Increase expenditure on the 3rd Sector NHS

Leeds

Clinical Commissioning Group

The proportion of direct (excluding sub contracted services) investment in the Voluntary Sector (as per the definition in the Manual for Accounts) as a % of the
overall CCG commissioning allocation.

CCG Direct Investment in Voluntary

Sector by POPUIatlon Group Data Source: CCG statutory accounts
) Calculation: The proportion of direct (excluding sub contracted
End3<;;L|fe | services) investment in the Voluntary Sector (as per the
(1]

definition in the Manual for Accounts) as a % of the overall CCG
commissioning allocation.
Frequency of measurement: Annually

' Long Term
Conditions
1" 57%
Healthy
10%

Building healthier communities
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SA5 — Reduce the rate of growth in non-elective bed days NHS

Leeds

Clinical Commissioning Group

This indicator looks at the number of bed days people spend in hospital that are un planned. (rate per 100,000 population). Data provided is for 2019 — 20
unless stated otherwise

Leeds: 61,280 Breakdown by TBC Deprived On average someone living in ‘Deprived
population: Leeds: Leeds’ uses 8% more non-elective bed
days than the Leeds average.

The ambition is that the number of non-elective bed days
remains constant despite population growth, therefore reducing
70,000 the rate but not the number. Whilst there is a small proportion

Non Elective Occupied Bed Days

§ 22‘3$ of Mental Health beds days the majority of the data on non-

2 61000 elective bed days is from LTHT.

o r

2 62,000

o r

§_ 60,000 Data Source: Leeds data model

o °8000 Calculation: Data includes all providers submitting to SUS for

2 gﬁg% their Typel A&E Departments.

@

8 52'000 Frequency of measurement: Quarterly

50,000 Note: 2016/17 dip relates to counting coding changes within the

g g g g & g data
& & ] = o S

Building healthier communities
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SA6 — Reduce the rate of growth in A&E attendances NHS

Leeds

Clinical Commissioning Group

A focus in reducing type 2 attendances. (rate per 100,000 population). Data provided is for 2019 — 20 unless stated otherwise

Leeds: 29,506 Breakdown by Healthy 42.9%, LTCs 45.8%, Frailty 9.9%, EOL 1.4% Please note — Deprived On average someone living in ‘Deprived
population: children fit within all populations. Leeds: Leeds’ has 25% more A&E attendances
than the Leeds average

Accident and Emergency Attendances

32,000

The ambition keeps the number of attendees at A&E at a fixed

Calculation: Data includes all providers submitting to SUS for
their Typel A&E Departments.
Frequency of measurement: Quarterly

8,000

§ 28,000 level, that majors would increase in line with the population but
'_g' 24,000 the rate of minors would reduce. Therefore as the population
o

S 20,000 grows the rate per 100,000 reduces.

[=]

S .

& 16,000 kM Minor

S _ Data Source: Leeds data model

= 12,000 M Major

]

o

2

[

o

4,000

14/15 15/16 16/17 17/18 18/19 19/20

Building healthier communities
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SA7 - Reduce the number of face to face appointments in NHS

hospital

Leeds

Clinical Commissioning Group

This indicator looks at both the number of appointments in hospital and the channel through which they are delivered. (rate per 100,000 population). Data
provided is for 2019 — 20 unless stated otherwise

Leeds: 32,711 Breakdown by Healthy 39.3%, LTCs 53.1%, Frailty 6.9%, EOL 0.7% Please note — [Nl RELLES TBC
population: children fit within all populations.

130,000
125,000
120,000
115,000
110,000

105,000

Rate per 100,000 population

100,000

ST/v1

Outpatient Attendances

91/sT
L1/9T
8T/LT

61/81

0z/61

Building healthier communities

The commissioning strategy of outpatients across Leeds is interlinked with
the aspirations within the Building the Leeds Way Programme. The Left Shift
ambition alongside the CCG outpatient procurement strategy and the
Building the Leeds Way Programme is to ensure the capacity offered in Leeds
can meet the demand for services. Whilst the overarching ambition would
redesign how outpatient services are delivered across all disciplines this
would need to reduce the traditional offer of outpatient service. The strategy
would consist of 3 main strands whilst ensuring sustainable access and
equity across provision:

A reduction in Face to Face Outpatient Appointments (whilst not growing the
waiting list)

Increased use of Digital Solutions to deliver virtual outpatient services
Development of Community based services to deliver outpatient services
outside the hospital setting.

Data Source: Leeds data model

Calculation:

Frequency of measurement: Quarterly
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Quality Experience Measures NHS

Leeds

Clinical Commissioning Group

The Friends and Family test is the mechanism proposed to measure quality experience. Whilst there are some reservations about this measure it is the only
mechanism of quality improvement identified that is measured consistently across the system. A new Friends and Family test has been introduced in 2020 that
will now ask the question ‘overall how was your experience of the service’ rather than would you recommend the service to your friends and family (the
question posed previously). Therefore it is proposed that the 2020 becomes the baseline year once the initial data is published.

The P3C-EQ person centred coordinated care experience measure will also be included to provide a snapshot of peoples experience as they go through a
pathway and between services.

The below indicates relative performance to date using the previous friends and family test to get a feel for our current performance as a system in these areas.
It looks at % of people who said they would recommend the service.

Current Leeds Current England Leeds direction of
Performance performance travel
Experience of Primary 90.8% 90.4% Static
Care

Experience of 96% 95.9% Static
Community Services
(LCH)

Experience of mental 83.5% 89.1% Static
health Services

(LTPFT)

Experience of hospital Inpatient — 96.2% Inpatient — 95.9% Static
Services (LTHT) Outpatient — 95.2%

Outpatient —93.5%

Building healthier communities




Appendix B

Leeds

Clinical Commissioning Group

Interface between our strategic ambitions and programmes

The table below demonstrates the link between the strategic ambitions and our programmes of work (a green cell denoting where there is a link that has been evidenced). Part of the focus

of year 2 of the blueprint will be to take a deep dive approach into each of the strategic ambitions to establish if the activity we are looking to undertake as a city is likely to support our

health and care system in meeting the ambitions as set out in this document.
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Programme

No

Maternity
Children LTC
Children SEND
Childrens MH

Mental Health

LD and Autism

LTC

Cancer

Frailty
End Of Life

1
2
3
4
L
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9
10
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Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

Maternity -
Improving access
to maternity
services

2 Maternity -
Reducing the rate
of smoking at the
time of delivery

Agree and implement pathways for self-referral into
maternity services

Agree and implement choice offer for abortion
services.

Targeted communications campaign to increase
awareness of these

Additional midwives to increase capacity for booking
appointments, reducing waiting times and improving
access.

An additional BaME specialist midwife to lead
specialist pathway work.

Targeted actions to increase planned pregnancies
Increase access to smoking cessation services
Implement smoking cessation maternity support
workers

Roll-out of training on smoking cessation including
Children's Centres, 0-19 service and voluntary sector
services.

implement an incentive scheme targeted at the
most vulnerable families.

Recruit additional specialist maternity support
workers

All pregnant women,
particularly young parents,
those from particular BAME
backgrounds, and those in
areas of deprivation.

These populations which
currently are less likely to
access maternity services

before 10 weeks of pregnancy.

Women from more deprived
areas of the city, and those
living with mental health
issues, are more likely to
smoke during pregnancy.
Women from the poorest
backgrounds and mothers
from Black, Asian and
Minority Ethnic (BaME)
groups as they are at higher
risk of their baby dying in the
womb, or soon after birth

Short Term Community
* Numbers of people using new methods of self-referral
to maternity services
* Improved public knowledge of available routes to
access maternity services.
Medium Term
* Increase the proportion of women being seen by
maternity services (and termination services) before 10
weeks of pregnancy and reduce inequality
Long Term
* HA1 - Improve infant mortality
* HA2 - Reduce weight in 10/11 year olds
* SA2 - Reduce the proportion of adults who smoke
* Activity and experience measures
Short Term Community
* More staff receive smoking cessation training and hospital

* Improved number of smoking cessation incentives
being delivered.

Medium Term

* Reduce the rates of women smoking at the time of
delivery

* Reducing preterm birth - between 20 - 37 weeks

* Reduce the rate of stillbirths

Long term

e HA1 - Improve infant mortality

* SA2 - Reduce the proportion of adults who smoke

e Activity and quality experience metrics
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Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

4

Maternity -
Increasing
proportion of
women receiving
continuity of carer

Children’s MH and
wellbeing -
Improving access
and waiting times
children and
young people MH

Roll-out of teams of midwives who can provide both
community and intrapartum care
Additional equipment, training, and midwifery

capacity is required to deliver the workforce change.

Recruitment of practice facilitators would
particularly address confidence and competence for
midwives who have had minimal exposure to
community midwifery or intrapartum care delivery.
Additional administrative support would release
midwifery time to deliver continuity of carer and
track improvement in outcomes.

Streamline the access route by transforming
pathways and carrying out service reviews —
including Neurodevelopmental Pathway
Developing a multiagency SPA team to increase
awareness across all providers of each others
service offers

Develop an offer for children not accessing
mainstream services through targeted community
developments work

Develop an offer for children in further education
settings by participation in the national Trailblazer
programmes (e.g. the Mental Health Support
Teams)

All pregnant women,
particularly in areas
of deprivation.

Children and young
people (0-18)

A particular focus on
BAME Children —
differing needs across
communities

Data allows us to
focus on the clusters
where children are
living with highest
level of deprivation
(Inner East).

Short Term

* New teams developed and launched.

Medium Term

* Increase the proportion of women receiving continuity of carer

* Improve performance against national maternity patient
experience survey

* Reduce the rates of women smoking at the time of delivery

* Reducing preterm birth - between 20 - 37 weeks

* Reduce the rate of stillbirths

* Improved breastfeeding initiation rates

Long Term

e HA1 - Improve infant mortality

* HA2 - Reduce weight in 10/11 year olds

* HAlo - Suicide Rate

Community
Hospital

Short term

* Reduction in admissions to Tier 4 beds
Reduction in the number of children and young people accessing
crisis services

* Improved public satisfaction with services (children and young
people, parents and carers)

Medium Term

* Increase the numbers of Children and Young People with a
diagnosable mental health condition receiving MH treatment

Long Term

* SA3 Increase the proportion of people being cared for in primary
and community services

* SAS5 Reduce the rate of growth in A&E attendances

* HA10 - Reduction in suicide rate

Community
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Appendix C — Programme Priorities NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

Children’s MH and  * Improve and increase the provision of e Children and young Short Term Community
wellbeing - parent, carer and siblings support people aged 0-18 and * Parents, carers and siblings know where to access support and receive

Parents, carers where a child in the family has a mental their families. this

and siblings will health problem. Medium Term

feel empowered * An increase in the number of children and young people who are safely

and supported in cared for in the community and a reduction in Tier 4 admissions

their role and part Long Term

of the team * SA3 Increase the proportion of people being cared for in primary and

community services
¢ SA4 Reduce the rate of growth in non elective bed days
e SAS5 Reduce the rate of growth in A&E attendances
* Experience measures
e HA10 - Reduction in suicide rate

6 Children’s MH and  * Close working across children and adult ¢ Young People aged 14-25 Short Term Community

wellbeing - services to ensure children are * Increase of service offer that meet the needs of young people in
Improvement in supported through key transition stages transition
the transition * Improvement in transition experience from children’s to adults MH
process to MH services
adult services Medium Term

* More young people able to access support via NHS funded mental health

services
* Reduction in crisis and self harm presentations in 14-25 year olds at ED.
Long Term

* HA8 Reduce PYLL Avoidable Causes
* SA3 Increase the proportion of people being cared for in primary and
community services
* SAS5 Reduce the rate of growth in A&E
* Experience measures
* HA10 - Reduction in suicide rate 53



Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

8

Children and
Young People with
SEND - Integrated
autism pathway

Children and
Young People with
SEND - Early
identification of
children at risk of
admission through
better use of the
community
support record

Develop a pathway, informed by the
lived experience of CYP and families
that allows access to interventions
either before or in parallel to an Autism
assessment.

Children and young people with a
diagnosis of autism and/or learning
disability who are at risk of admission
are included on the CSR. The level of
risk is assessed and actions to manage
this are identified and actioned across
health, social care and education.

Children and Young
People and their families
The link to health
inequalities can be seen
when the links to SEND
and deprivation and
accessing free school
meals are made

Children and young
people with a diagnosis of
a learning disability or
Autism who are at risk of
admission into a Tier Four
CAMHs bed

Short Term Community
e CYP and families report a better experience of the ND pathway. Local
¢ Access to interventions is sooner but at a lower acuity. Authority
Medium Term
e There is a reduction in the number of young people who's needs cannot
be met in their communities.
* There is a reduction in the number of CYP who wait over 12 weeks for an
Autism assessment.
Long Term
* We see a reduction in the number of admissions and when they happen
length of stay for CYP with Autism.
Short Term Community
* We are compliant with the requirement that in 90 % of cases a Local
Community Care Education and Treatment Review (CETR) is carried out Authority

prior to an admission into CAMHS bed.

Medium Term

* The number of CETRs undertaken is reduced as the needs of children

within the cohort are identified and met earlier

Long Term

* More children and young people with a diagnosis of Autism and/or a
learning disability are supported in their communities
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Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

10

Children and
Young People with
SEND —Continue
to embed the
Children and
Families act and
respond to any
changes in
legislation

Children Long
Term Conditions —
Improve Planned
Care

Work with the Designated Clinical
Officer and partners to deliver the
Leeds SEND strategy to improve
outcomes for Children and young
people with SEND.

Implement new models of care, such
as the child and family health and
wellbeing hubs.

Develop Ambulatory care (include
community IV antibiotics delivery and
a connection with WYHCP Children’s
Transformation Programme)
Complete review and
implementation of complex system
pathways.

Utilise opportunities offered in terms
of digital technology and the
development of structured referral
forms.

Develop and progress alternatives for
face to face out-patient
appointments.

Children and young people up to
the age of 25 with SEND

Focus on deprived Leeds as a
greater proportion of pupils with
SEN in Leeds (both the SEN Support
and EHC plan cohorts) live in the
10% most deprived areas
compared to all pupils. This is
mirrored in the 20% most deprived
areas, but to a lesser degree

All families in Leeds, with a
particular emphasis on those living
in areas of deprivation

Families in areas of deprivation are
more likely to attend A&E and have
unplanned admissions,

Children from deprived areas are
more likely to not attend planned
face-to-face paediatric outpatient
appointments in secondary care.
Pakistani and Indian families are
higher users of IV antibiotics so will
benefit more from this
workstream.

Short Term

Community

* The CCG is assured that that the requirements of section three of Local

the Children and Families Act and case law as established through

the SEND tribunal process are me
Medium Term

Authority

* The number of tribunals where health provision is cited as an

issue is reduced
Long Term

* Improved outcomes for children and young people with a Special

Educational Need and Disability

Short Term Primary Care
* Reduced number of rejected referrals Secondary
* improved access to remote advice and guidance Care

Medium Term

* Reduce the number of paediatric outpatients contacts.
* Increase % of out-patient contacts delivered through

digital/telemedicine

* Increase numbers of children receiving ivabs in the community

Long Term

* Improve infant mortality

* Healthy life expectancy

* Reduce PYLL avoidable causes.

* Reduce premature mortality for those with LS and SMI.
* Increase the proportion of people being cared for in primary and

community services.

* Reduce the number of face to face appointments in hospital

* Improved experience measures
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Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

12

Children Long
Term Conditions —
Support Paediatric
Diabetes

Children Long
Term Conditions -
Improved support
for paediatric
asthma

Bring together stakeholders to agree
and implement an action plan to
improve the management of paediatric
diabetes, including increasing delivery
of recommended health checks and
increased community and peer support.
Co-produce paediatric diabetes
materials

Develop peer support offer.

Bring together stakeholders to agree an
action plan to improve the
management of paediatric asthma,
including increasing number of schools
being recognised as asthma-friendly
and increased community and peer
support for families and children with
asthma.

Co-produce materials and communicate
these to all families in Leeds living with
asthma. Develop peer support offer.

All families with a child with Diabetes
Families from BAME backgrounds
and areas of deprivation are more

likely to contain a child with diabetes.

Children of South Asian origin are
more than 13 times more likely to
have Type 2 diabetes than white
children

All families where a child has asthma.

Reducing avoidable admissions is a
key part of our left-shift ambitions to
better supporting children in their
own community. There are
significant health inequalities in
children with asthma between
deprived and more affluent areas,
and this is reflected in A&E
admissions.

Short Term Community
* Improved management of blood glucose levels.
* Increased delivery of recommended health checks.
Medium Term
* Increased percentage of children with type 1 diabetes having
HbA1c levels within the NICE treatment range.
* Reduction in unplanned paediatric admissions for DKA or
hypoglycaemia.
Long Term
* Reduce the rate of growth in non elective bed days and A&E
attendances
* Experience measures
Short Term Community

* Improve children’s inhaler technique.

Medium Term

* Reduced emergency admissions for childhood asthma

* Increased number of schools recognised as asthma friendly by
the Health and Wellbeing Team

Long Term

* Improved respiratory mortality all ages

* Reduce the rate of growth in non elective bed days.

e Reduce the rate of growth in A&E attendances.

* Improved experience measures
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Appendix C — Programme Priorities

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

14

Adults MH -
Improving our
acute MH
pathway for adults

Adults Mental
Health -
Improving access
to early
intervention and
preventative
support

Plan is to refresh OAPs Road
Map/Delivery plan. The refresh will
help to inform any further investments
CCG in previous years have
commissioned: crisis café, DTOC/Crisis
flats and supported accommodation.
Further commitments for 2021-22
onwards TBC

Leeds Mental Wellbeing Service will
implement initiatives to improve access
and recovery for BAME groups and
older people.

People with mental health problems
that require crisis support and on
going secondary care support.

Black, Asian and Minority Ethnic
populations and older people.

Short Term Hospital

* Improved flow through MH secondary care services

Medium Term

* Reduced number of out of area placements

* Reduced length of stay

* Reduced number of delayed transfers of care

Long Term

* Reduction in suicide rate

* Reduction in premature mortality for people with LD and SMI

* Increase the number of people being cared for in primary and
community services

* Improvement in experience measures

Short Term Community

* More BAME and Older people will be accessing IAPT and
recovering.

* Medium Term

* Improved IAPT recovery rates

* Less people from a BAME background detained under the
Mental Health act

Long Term

* Reduction in suicide rate

e Reduction in premature mortality for people with LD and SMI

* Increase the number of people being cared for in primary and
community services

* Improvement in experience measures
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Adults MH -

Improving the
Mental Health
Crisis Pathway

Learning Disability
and Autism —
reduce
inappropriate
acute admissions

.

Through a co-production approach with

partners will review the 'front door'

access for mental health crisis support,

and make recommendations for
improving and simplifying this.
These recommendations will then be
implemented in due course

Develop an appropriate level of
community provision

This includes potentially configuring
current ATU provision to a regional
service which will be developed into a
Centre of Excellence.

* Adults requiring mental
health crisis support and
treatment

* People 18 years and older
who have a learning disability,
autism or both and who Leeds
CCG retain responsibility for
(people who were in Leeds
when detained).

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

Short Term Community
* Greater satisfaction with crisis services Hospital
Medium Term
e Reduction in hospital admission rates as a result of self-harm
* Reduced numbers of people accessing A&E presenting with mental
health as their primary issue
* Timely access to a MH Crisis Assessment, % 0-4 hours
* Improved SU perception of quality of crisis services, especially
among targeted groups
* Increased numbers accessing early intervention services, and crisis
support services.
Long Term
* Reduction in suicide rate
* Reduction in premature mortality for people with LD and SMI
* Increase the number of people being cared for in primary and
community services
* Improvement in experience measures
Short Term Community

* Improved flow through MH secondary care services

Medium Term

* Provide care closer to home

* Reduced length of stay

Long Term

* Reduction in premature mortality for people with LD and SMI

* Increase the number of people being cared for in primary and
community services

* Improvement in experience measures
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Learning Disability
and Autism —
improve uptake of
health check for
people with a
Learning Disability

Learning Disability
and Autism —
expand personal
health budgets

.

The Expansion of Learning Disability
Health Facilitation Team would mean
they can work with GPs/PCNs and
support them in terms of undertaking
annual health checks, improve data
quality reasonable adjustments.

Offering more choice and control to
people and carers in terms of how they
manage their care and support — based
on the support plan that has been
given. Plan is to roll out within section
117 and continue to offer them within
Continuing Healthcare.

* People 14 years and older who have
a Learning Disability and are
registered with a Leeds GP

People who have a Learning Disability,
Autism or both, are 18 or over, who are
eligible for either Continuing Healthcare
or Section 117 funding

Short Term

* Anincrease in people taking up the health check with
Learning Disability

Medium Term

* Identification of existing conditions.

* Identification of preventable illnesses

* Implementation of reasonable adjustments

Long Term

* Reduce premature mortality for those with LD and SMI

* Potential Years of Life Lost to Avoidable Causes

* Reduce the proportion of adults with a BMI over 30

* Reduce the proportion of adults who smoke

* Increase the proportion of people being cared for in primary
and community services

* Reduce the rate of growth in non elective bed days

* Improvement in experience measures

Primary Care

Short Term

* Increase personalisation — people having choice and leading
on development of their health packages

Medium Term

* Increase in people accessing personal health budgets

* Improved health outcomes

Long Term

* Potential Years of Life Lost to Avoidable Causes

* Reduce the proportion of adults with a BMI over 30

* Improvement in experience measures
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Long Term
Conditions -
Optimised and
integrated
pathways for
medicines and
therapies
management in
Cardiovascular
Disease (CVD)
Pathways

Long Term
Conditions -
Optimising self-
management; the
redesign of
proactive LTC self-
management
programmes and
rehabilitation
services

Patients with Atrial Fibrillation (AF)
will be supported to be optimised in
terms of anticoagulation to prevent
strokes, with appropriate switching
of medication from warfarin to
DOACs (a form of anti-coagulation)
when clinical ly safe. Maximum
optimisation will be achievable by
working with PCN Pharmacists and
continued focus on medicines
optimisation. This priority shall also
include a focus on the development
of integrated Heart Failure pathways
with primary care and how we
continue to implement NICE
Guidelines.

Existing rehabilitation programmes
(cardiac, pulmonary , neuro and
stroke) will be redesigned with a
focus on improving patient self-
management. Redesign to increase
referrals, uptake and completion
rates in line with NHSE Long Term
Plan ambitions to facilitate increased
self-management.

People with a diagnosis of
CVD - to be appropriately
optimised in terms of
medications

Particularly working age
adults since more than 50
per cent of people with a
long-term condition see
their health as a barrier to
the type or amount of
work that they can do
rising to more than 80 per
cent when someone has
three or more conditions.

Part of the
rationale/evidence here is
co-designing provision
with communities/groups
tailored to need, barriers,
cultural issues etc.
Particularly BAME groups.

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

Short Term Primary Care
* All people with AF who are known to be at high risk of a stroke to be offered Community
anticoagulation (programme indicator to be developed)
Medium Term
* Secondary Prevention: Patients with a LTC, will be supported to reduce
complications and the development of additional long-term conditions
through shared agreed goals including medication and lifestyle therapy
treatment optimisation
* Reduce the rate of growth in non-elective admissions and A&E attendance for
patients with a primary diagnosis of a LTC reducing disruption to peoples life
* Anincrease in proportion of LTC contacts or care being carried out in primary
care/community setting
Long Term
e Risk of early death (under 75 CVD),
* Increase the proportion of people being cared for in primary and community
services
* Experience of primary care
Short Term Community

* Increased referrals into services and increased integrated
pathways/communication between rehabilitation services (to develop
indicator)

Medium Term

* People with one or more LTC are enabled to take an active role in managing
their condition and treatment

Long Term

* Respiratory Mortality all ages, Reduce PYLL Avoidable Causes, Increase the
proportion of people being cared for in primary and community services,

Reduce the proportion of adults with a BMI over 30
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Long Term * Weight management provision in the Patients with newly Short Term Primary Care
Conditions - form of very low calorie diets; facilitates  diagnosed Type 2 diabetes ¢ Increase year-on-year, the number of people with type 2 diabetes achieving Community
Diabetes remission of diabetes. in the last 6 years and remission through adoption of a very low calorie diet

Remission BMI greater than 30 Medium Term

* Increase the proportion of people identified at risk of developing a long-
term condition who have been offered via a shared decision making
discussion and subsequently referred for supported management of
modifiable risk factors

* Reduce the rate of growth in non-elective admissions and A&E attendance
for patients with a primary diagnosis of a LTC reducing disruption to
peoples lives

Long Term

* Risk of early death (under 75 CVD), Reduce PYLL Avoidable Causes, Reduce
the proportion of adults with a BMI over 30, Increase the proportion of
people being cared for in primary and community services, Experience of
primary care, Experience of community services

22 Cancer - * Qver the last few years this has funded Focus on deprived Leeds, Short Term Primary Care
Continued focus Primary Care based Bowel (and during LD and BAME as: * More people being actively contacted to attend screening Community
on increasing 19/20) Cervical Screening Champions e Uptake levels are lower  Medium Term
screening uptake (in 45 practices) focused on the follow in deprived Leeds * Increase in screening Update
of 3 x national up of non responders. Review of model * There is evidence to * Reduce the rate of emergency diagnoses of cancer
screening for 21/22 will be needed when data suggest cultural * Increase the proportion of cancers diagnosed at Stage 1 &2
programmes with reflects current position taking into barriers have an impact ¢ Improve one year survival from cancer
health inequalities account the national ‘pause’ in on take up Long Term
focus screening programmes (April — Aug * There are known * Improve Healthy Life Expectancy and narrow the gap

2020 approx.) Model could be delivered barriers for people with ¢ Rate of early death under 75 from cancer
in a range of settings. LD e Reduce PYLL avoidable causes

* Experience of Primary Care
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24

Cancer -
Innovative
projects to drive
earlier diagnosis
of cancer / create
additional capacity
to deal with covid-
19 backlog &
support front end
screening/ triage
and diagnostic
processes.

Cancer - Providing
community based
support to people
with a cancer
diagnosis, explore
how this can be
delivered as part
of a wider model
supporting people
with other LTCs

Including the following: .

People with suspected
Expansion of Rapid Diagnostic Centre (RDC) cancer
model, initially modelled through the ACE pathway

for vague but concerning symptoms of cancer and
implementation of principles across other 2ww

pathways.

Use of FIT to enhance and support referral/ triage

of patients on the 2ww lower G| pathway

Colon Capsule Endoscopy (CCE) a potential

alternative for colonoscopy for some patients who

are referred urgently with a suspicion of colorectal

cancer.

Pinpoint - blood test to ‘rule out’ cancer in

patients referred by GPs on the 2ww pathway.

Adults over 25 with a
new diagnosis of cancer
in 6 PCNs in Leeds
(Otley, Yeadon and
Harehills/Richmond
Hill/ Burmantofts,
Wetherby, Middleton
and Beeston/Hunslet
PCNs)

Further implementation of Community Cancer o
Support Service, offered currently in 6 PCNs (from
November 2020) to provide community support and
improve the quality of life for patients and carers
living with and beyond a cancer diagnosis. Priorities
should focus on delivery of a holistic service to
supportive self-management through emphasising
patients’ concerns and using the “What matters to
me” approach to personalised patient care. Consider
how this could be delivered as part of a wider model
supporting people with a range of other LTCs. (jointly
funded by Leeds CCG and Macmillan

Short Term

¢ Covid-19 backlog reduces

Medium Term

* Reduce the rate of emergency diagnoses of cancer

* Achievement of 28 Day Faster Diagnosis Standard

* Increase the proportion of cancers diagnosed at Stage 1 &2
* To improve one year survival from cancer

Long Term

¢ HA3 Improve Healthy Life Expectancy and narrow the gap
* HAGS Rate of early death under 75 from cancer

* HAS8 Reduce PYLL avoidable causes

e SAS5 Reduce the rate of growth in A&E attendances

* SA6 Reduce number of face-to-face appointments in Hospital
* Experience measures

Primary Care
Community

Short Term Community

* More Cancer Care Reviews are completed- increase in QOF

* More cancer patients referred/signposted to local support in
the community

* Greater understanding of patient concerns relative to cancer
type/ PCN

Medium Term

* To improve one year survival from cancer

Long Term

* HA3 Improve Healthy Life Expectancy and narrow the gap

* SA3 Increase the proportion of people being cared for in
primary and community services

* SA6 Reduce the number of face to face appointments in
hospital
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Frailty - Care Lead personalised proactive care All people living with frailty in the Short Term Primary
Coordinators / for people living with frailty in the community will be impacted by having e Care will feel less fragmented and more joined up. Care
Memory Support community, working as part of an access to a care coordinator. Cohorts of Medium Term through
Workers MDT. Use PHM techniques to people to work with (e.g. housebound) will * Time people living with frailty or at the end of life spend at PCNs

identify people in the community be identified in local areas using PHM their place of residence (plus a dementia subset)

and work with them based on 'what techniques * Percentage of population cohort who have had a medication

matters most to me'. Aim to review (plus a dementia subset)

improve quality of life and increase * Number of carers identified on primary care systems, and

independence. CCs will also be the evidence of health check or review in their own right as carers.

first point of contact for their * Proportion of people living with frailty and people living with

caseload. dementia who have had a Collaborative Care and Support Plan

review / have an advance care plan in place

CCs can coordinate and lead Long Term

wellbeing reviews for people who a HA3 Healthy Life Expectancy, HA11 Increase the proportion of

shielding during pandemic waves. people who experience a good death, SA3 Increase the proportion

of people being cared for in primary and community services, SA4
Reduce the rate of growth in non elective bed days, SA5 Reduce
the rate of growth in A&E attendances, SA6 Reduce the number of
face to face appointments in hospital, experience measures

26 Frailty - This intervention would draw on * This initiative aims to address the health Short Term Communit
Supporting the legacy of the SWIFt programme inequalities that people living with frailty * People will have choice and control over their health and care y
independence for - tackle inequalities by targeting experience. Evidence show us that people which will increase independence and reduce health
people living with areas with a high prevalence of living with frailty in the most deprived areas inequalities.
frailty people living with frailty and and in more vulnerable groups (such as * This should increase independence and decrease the need for

deprivation. It would also include a BAME groups) are doing so at a much people to seek statutory services.
citywide offer focusing on culturally younger age. The average age difference Medium Term
diverse communities between the most and least disadvantagedis ¢ Asabove

7 years.. Long Term

e Asabove 63
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Frailty - New
model of primary
and community
care

28

End Of Life —
Sustainability of
hospices

This would be an overarching programme to develop
and implement a new model of care for Leeds that
breaks down the traditional barriers between primary
and community services and delivers the vision of the
NHS Long Term Plan. This programme would transcend
this population and would overarch several of the LSBP
programmes. It would need sign up from all partners
and agreement on a citywide vision.

Increasing CCG funding for hospices in order to stabilise
their finances and to mitigate the significant risks posed
by Covid 19 (e.g. significant reduction in charitable
fundraising)

All people who require
care 'out of hospital'

Current and future
hospice patients and
their loved ones

Short Term

¢ Person centred, coordinated care is delivered for all.

e Carein people's own homes and communities is maximised

* People are only in hospital when there is a medical need for
this to happen

Medium Term

e All Frailty programme measures

Long Term

¢ HA3 Healthy Life Expectancy, HA11 Increase the proportion of
people who experience a good death, SA3 Increase the
proportion of people being cared for in primary and
community services, SA4 Reduce the rate of growth in non
elective bed days, SA5 Reduce the rate of growth in A&E
attendances, SA6 Reduce the number of face to face
appointments in hospital, experience measures

Community

Short Term

* The hospices will continue to deliver the range and level of
services that they delivered prior to Covid-19

Medium Term

* More patients will receive effective treatment and symptom
control in the community.

* Services will be set up to enable more patients to achieve the
wishes set out in their advanced care plans

Long Term

* Increase the proportion of people who experience a good
death

* Increase expenditure on the 3rd sector

* Reduce the rate of growth in non elective bed days

e Reduce the rate of growth in A&E attendances 64
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End of Life -
Increasing and
improving the use
of 'Planning
ahead',
incorporating
EPaCCS, ReSPECT
and what matters
to me

End of Life -
Community Flows
Improvement

Increase the use of Planning Ahead (incorporating * Patients and
EPaCCS, ReSPECT and what matters to me) across professionals
Leeds' Providers to improve the coordination and planning for end of
management of Palliative & EOL Care, and to ensure life

that a wider range of patients have the opportunity to

make and record advanced care plans. To improve the

reporting of EPaCCs data to further improve use,

monitor EOL outcomes and inform system planning. To

include the use of and access to the ReSPECT document

and process. (Recommended Summary Plan for

Emergency Care and Treatment)

To improve the transfer of patients between all * Patients receiving
providers to improve continuity of care and patient end of life care and
experience. This includes a review of existing their families
community services to identify inequalities in provision

and to reduce ‘hand offs’ between providers.

NHS

Leeds

Clinical Commissioning Group

Programme and
initiative

Short Term Primary Care
* More advanced care plans undertaken Community
Medium Term Hospital
* Increase the % of patients who died with an EPaCCs record
* More patients will receive effective treatment and symptom
control in the community.
* Services will be set up to enable more patients to achieve the
wishes set out in their advanced care plans
Long Term
* Increase the proportion of people who experience a good death
* Increase the proportion of people being cared for in primary and
community services
Short Term Community

* There will be a reduction in delays reported by end of life
patients in transfer between LTHT and community services

Medium Term

* Services will be set up to enable more patients to achieve the
wishes set out in their advanced care plans.

* More carers will be well supported during the last phase of their
loved one’s life and services will be put in place to ensure that
symptoms and pain are well managed.

Long Term

* Increase the proportion of people who experience a good death

* Increase the proportion of people being cared for in primary and
community services

* Reduce the rate of growth in non elective bed days

* Experience of hospital services
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Maternit 1 - Increase the proportion of women being seen by maternity services m
aternity . A E . .
before 10 weeks of pregnancy, and reduce the inequalities in this proportion
Programme eeas
across the city. Clinical Commissioning Group
Latest Value: _ Where we want
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Early support from maternity services helps to identify any issues and intervene earlier, resulting in a safer birth outcome and
better long-term outcomes. Our health needs assessment has demonstrated that in Leeds, people from certain BAME
backgrounds and geographical areas are less likely to access maternity services by 10 weeks.

Building healthier communities




Maternit 1 - Increase the proportion of women being seen by maternity services m
Programn:'e before 10 weeks of pregnancy, and reduce the inequalities in this proportion Leeds

across the city. Clinical Commissioning Group
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Early support from maternity services helps to identify any issues and intervene earlier, resulting in a safer birth outcome and
better long-term outcomes. Our health needs assessment has demonstrated that in Leeds, people from certain BAME
backgrounds and geographical areas are less likely to access maternity services by 10 weeks.

Building healthier communities




1 - Increase the proportion of women being seen by maternity services m

Maternity . G £ .
T before 10 weeks of pregnancy, and reduce the inequalities in this Leeds
proportion across the city. Clinical Commissioning Group
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Early support from maternity services helps to identify any issues and intervene earlier, resulting in a safer birth outcome and
better long-term outcomes. Our health needs assessment has demonstrated that in Leeds, people from certain BAME
backgrounds and geographical areas are less likely to access maternity services by 10 weeks.

Building healthier communities




T 2 - Reduce the rates of women smoking at the time of delivery Leeds

Clinical Commissioning Group

Where we
Latest Value:
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Reducing the proportion of women smoking in pregnancy is part of the Saving Babies Lives care bundle, and is the biggest
modifiable factor in contributing to a reduction in stillbirths, pre-term births and low birth weight babies.

Building healthier communities
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Preterm birth is the most important single determinant of adverse infant outcome with regards to survival and quality of life. Safer
Maternity Care set a national ambition to reduce the national rate of preterm births from 8% to 6%.
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Programme
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Preterm birth is the most important single determinant of adverse infant outcome with regards to survival and quality of life. Safer
Maternity Care set a national ambition to reduce the national rate of preterm births from 8% to 6%.
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In line with the long-term plan, we are aiming to reduce stillbirths, neonatal deaths and intrapartum brain injuries by 50% by
March 2025. We know that more can be done to prevent these tragedies and want to build on the progress that we have already
made. Women from the poorest backgrounds and mothers from Black, Asian and Minority Ethnic (BaME) groups are at higher risk
of their baby dying in the womb, or soon after birth and so need specific targeted support.

Building healthier communities




Maternity 5 - Increase the rate of women in the perinatal period being supported by m
Pl specialist perinatal mental health community services Leeds
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In Maintaining good mental health throughout the perinatal period (which covers pregnancy and one year after the baby’s birth)
is absolutely crucial to ensure good outcomes for women and their children in the long term. There has been substantial
investment in the specialist perinatal mental health service to enable us to meet the trajectory set out in the 5 year forward view
of 1021 women in Leeds accessing this service annually by 2023/24

Building healthier communities
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Women who receive continuity of carer are 16% less likely to lose their baby, 19% less likely to lose their baby before 24 weeks
and 24% less likely to experience pre-term birth. By 2024, 75% of women from BAME communities and a similar percentage of
women from the most deprived groups will receive continuity of care from their midwife throughout pregnancy, labour and the
postnatal period (in line with the NHS Long Term Plan).

Building healthier communities
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7 - Performance against national maternity patient experience survey Leeds
Clinical Commissioning Group
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In line with Better Births, we have an ambition for our services to become safer, more personalised, kinder, professional and more
family friendly.

Building healthier communities




T 8 - Increase the proportion of babies where breastfeeding has been initiated Leeds
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Breastfeeding and early relationship building provides substantial benefits to families, communities, health care systems, and the
environment. Inequalities in breastfeeding rates across the city exacerbate inequalities in long-term outcomes for babies

Building healthier communities




C&Lpea'vlltintal 1 - Increase the numbers of Children and Young People with a diagnosable m

ST mental health condition receiving MH treatment Leeds

Clinical Commissioning Group

N
Latest Value: Current Trend: Additional CYP Receiving Mental Health Treatment*
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me need increased support in the community to respond to need promptly and prevent escalation, including increasing investment. \
The national access standard set by NHS England is that 35% of children and young people with a diagnosable mental health condition will receive
MH treatment by 2020/21. In addition NHS England LTP target for 345,000 additional CYP (age 0-25) to have access to NHS funded and school/college
based mental health teams by 2023/24 (note inclusion of 0-5 and 18-25 cohorts).This is a national standard that allows us to demonstrate access.
Service improvement programmes and increased investment will influence this trajectory.
Locally, we know that Children and Young People from BAME communities are under-represented in children and young peoples mental health
services. We need to work to reduce this health inequality as part of this increase in access, and baseline data is currently being identified for this
specific cohort group.
In addition, there is an expectation that 95% children and young people with eating disorders will begin treatment within 1 week for urgent cases

Q\d 4 weeks for non-urgent cases. /

Building healthier communities
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CarP Mental NHS
Health 2 - Reduced number of admissions to CAMHS/Tier 4 beds Leeds
Programme .. ..
Clinical Commissioning Group
Latest Value: Current Trend: Admissions (n)
38 18
(Total number of ‘
admissions 2019/20) 16
g 14
R
Ve ~N 812
Where we want to get to in 5 years: E 10
19 <
(Half the number of admissions) o 8
26
- J E
=
Z 4
4 Y 2
Additional investment required: Yes 5
: g Q3 Q4 Q1 Q2 Q3 Q4 Q1
2018/2019 2018/2019 2019/2020 2019/2020 2019/2020 2019/2020 2020/2021
/In order to demonstrate that we have effective and responsive community based support in place for children and young \

Building healthier communities

VCP cohort form part of this admissions data }

people to support their mental health at an earlier point (avoiding crisis) we would expect to see a reduction in the number of
children and young people who ultimately require an admission to an inpatient ward.

Additional investment is required in community services to ensure that the support offer is holistic and robust enough to
ensure as many children and young people as possible are safely and appropriately cared for in the community to prevent
admission, with admission only being used when absolutely necessary and appropriate.




C&YP Mental m
Health 3 - Reduce the length of stay at CAMHS/Tier 4 beds Leeds
Programme Clinical Commissioning Group

Current Trend:
Latest Value: . .. .
Where we want to get to in 5 years: Additional investment
Average length of stay: ‘ Average length of stay: 21 days required: Yes
114 days ) '
Av LOS (Days) Max LOS (Days)
250 450
400
200 350
300
0 150 o 250
] [}
o O 200
100
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1 i .
0 0
Q3 ol a1 Q2 Q3 Q4 a1 Q3 Q4 a1 Q2 a3 Q4 a1
2018/2019 2018/2019 2019/2020 2019/2020 2019/2020 2019/2020 2020/2021 2018/2019 2018/2019 2019/2020 2019/2020 2019/2020 2019/2020 2020/2021

For those children and young people who do require an admission to an inpatient ward we would expect to demonstrate a reduction in their length of
stay by ensuring a co-ordinated response from across the mental health system to meet their needs in their local community. To ensure effective

progress against this indicator, and demonstration of an effective community provision, we need to measure the above indicators.
TCP cohort form part of this data

yﬁ*
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C&YP Mental m
Health 3 - Reduce the length of stay at CAMHS/Tier 4 beds (focus on bed days) Leeds
Programme Clinical Commissioning Group

Latest Value: Current Trend:
4469 Where we want to get to in 5 years: Additional investment

Average length of stay: 21 days required: Yes
Occupied Bed Days ‘ geleng v Y q

(Rolling year as at end of
Q1 2020/21)
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Days

For those children and young people who do require an admission to an inpatient ward we would expect to demonstrate a reduction in their length of stay by ensuring a
co-ordinated response from across the mental health system to meet their needs in their local community. To ensure effective progress against this indicator, and

demonstration of an effective community provision, we need to measure the occupied bed days and would expect this to decrease.
TCP cohort form part of this data

Building healthier communities




C&Lpea'vlltintal 4 - Reduce the number of CYP presenting in mental health crisis/self-harm m

ST at ED and requiring admission to a general paediatric bed Leeds

Clinical Commissioning Group

4 N
/ lue: \ . i —— Attendances ——— Admissions ®  Admission Rate
Latest Value: Additional investment 200 - 70.0%
49 required: Yes 180 | O —T
- 60.0%
Average monthly - /| 160 4
attendances 2019-20 140 - - 50.0%
/CurrentTrend: \ 120 1 L 40.0%
27 100 -
- 30.0%

Average monthly admissions ‘ Attendances 80 -

2019-20 60 | - 200%
\ / ‘ Admissions 40 -
-

10.0%
20

Impact of COVID: N VAR

|ncreased |eve| Of r‘isk Q118/19Q2 18/19Q3 18/19Q4 18/19Q1 19/20Q2 19/20Q3 19/20Q4 19/20Q1 20/21
presentations

0.0%

\

Within the NHS Long Term Plan the ambition states that there will be 100% coverage of 24/7 age-appropriate mental health crisis care
provision for children and young people. In response to this we will ensure that children and young people (0-18) will have access to
the crisis support they need at the times they need it and in the most appropriate setting. We want to be able to demonstrate a shift
from children and young people presenting at ED as they have been supported more appropriately within their local community. This
also supports the strategic ambitions around reducing suicide rates and reducing the number of people presenting in crisis.

This indicator measures admissions to general paediatric beds in LTHT, we would expect a reduction in these type of admissions as the CAMHS Tier 4
bed capacity improves, and capacity to support children, young people and their families in the community improves.

\_ /

Building healthier communities




C&YP Mental .. m
Health 5 Reduce the number of young people aged 14-25 presenting in mental

Programme health crisis/self-harm at ED and requiring admission Leeds
Clinical Commissioning Group

~
/ Latest Value: \ A&E Attendances coded as psychiatric conditions for 14-25 year olds
' Additional Investment:
Yes
99 j W 14 to 25 Atts m Admitted = Adm Rate
Average monthly 350 233% | 250%
attendances 2019-20 5 "
fCurrent Trend: \ | So0%
17
Average monthly ‘ Attendances - 15.0%
admissions 2019-20 ‘ Admissions
K / - 10.0%

N /

Impact of COVID: - 5.0%
Increased level of risk
presentations | 0.0%

Q118/19 Q2 18/19 Q3 18/19 Q4 18/19 Q1 19/20 Q2 19/20 Q3 19/20 Q4 19/20 Q1 20/21

The NHS Long Term Plan states that there will be a comprehensive offer for 0-25 year olds that reaches across mental health services for CYP and adults. We are
at the starting point of scoping out this programme of work. This indicator requires refining but proxy indicators are suggested as an interim measure:

¢ Reduction in A&E attendances coded as psychiatric conditions in 14-25 year olds (reduction in crisis presentations)

e Reduction in self harm related admissions in 14-25 year olds

* Reduce the length of stay of people aged 14-25 on a Mental Health in-patient ward

* Reduce the number of people aged 14-25 admitted to a Mental Health in-patient ward

KNol“e: This is a new and emerging programme of Transitions work as part of the All Age MH Strategy and as such metrics are still being finalised.

Building healthier communities
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Children’s SEND
Programme

Building healthier communities

1 Reduce numbers of CYP within the TCP (Transforming Care Programme) m
cohort requiring admission to a CAMHS bed Leeds

Clinical Commissioning Group

Latest Value:

34 Where we
average
( g Current Trend: V\.Ia ntto get to
number in a in 5 years: 2

CAMHSs bed

\ 4

.

per month
Average number of CYP in a CAMHs bed
5
4 NHSE target is at a regional level-
3 between 12-15 CYP admissions into
2 CAMHS tier four per 1 million total
1 population.
0
2018/2019 2019/2020 2020/2021
/

Increase the proportion of people being effectively cared for in the community and
therefore avoiding inappropriate admission.

w
# 3




Children’s SEND
Programme

Building healthier communities

2. Reduced LOS for CYP within the TCP cohort needing admission to a m
CAMHS bed Leeds

Clinical Commissioning Group

Where we
Latest average W? nt to get to
Current Trend: in 5 years:
value:340
‘ under 3
months
Average Length of Stay (Days) - Per Spell
400
350 -+
300 -
250
200
150
||
50 —
o4 I
2018/2019 2019/2020 20202021

For those children and young people who are admitted to an inpatient unit we will work with partners to reduce their length
of stay by ensuring a co-ordinated response from across the mental health, heath, education and social care system to meet
their needs in their local community.




Children’s SEND
Programme

Building healthier communities

NHS

waiting more than 12 weeks for an assessment Leeds
Clinical Commissioning Group

3. Autism and ADHD waiting times for assessment- the number of CYP

Where we want Current
Latest Value: togettoin5
Current Trend: ) s benchmark
795 (Sept) years: 0 waiting against core
‘ beyond 12 cities:
weeks
Neurodevelopmental Pathway Waiters at Month End
1200 -
1031
1000 | 918 988 = Number of
757 819 Waiters at
800 Month End
562
600 -
400 - —=— Number of
200 | waiters >12
weeks
0
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Links to the LONG Term Plan “Children and young people with suspected autism wait too long before being provided with a
diagnostic assessment . Over the next three years, autism diagnosis will be included alongside work with children and young
people’s mental health services to test and implement the most effective ways to reduce waiting times for specialist services.




Children’s Long
Term Conditions
Programme

Building healthier communities

NHS

1. Reduction in Unplanned Admissions for 0-17 Year olds Leeds

Clinical Commissioning Group

Latest Value: 1018 Unplanned
Admissions to LTHT in February
2021 for under 18-year-olds ‘

Current trend:

Non Elective Admissions - 0 to 17 Year Olds
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Links to the NHS Long Term Plan ambition of ensuring that children and young people are able to access high quality services as
close to home as possible.




Children’s Long
Term Conditions
Programme

NHS

Leeds
Clinical Commissioning Group

2. Reduction in A&E Attendances for Children

Latest Value: Where we want to
2760 average gettoin 5 years:
monthly Current trend : <2200 average
attendances ‘ attendances per
month
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The NHS Long Term plan identifies children as "the most likely age group to attend A&E unnecessarily". We would like to reduce

these attendances by designing and implementing models of care that are age appropriate, closer to home and bring together
physical and mental health services.

Building healthier communities




Children’s Long

Term Conditions

Programme contacts (all types) with secondary care B o _LGEdS
Clinical Commissioning Group

3. Reduce the number of face-to-face hospital-based children’s outpatients

1st, follow-up and Total Outpatient Attendances - All Specialities Age 0 to 17

e () t0 17 All Specialties 1st Outpatient === to 17 All Specialties Follow Up Outpatient e Total
16000
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This is important to demonstrate the move towards more children and families accessing care within their
communities, and contributes to the left-shift. Workshops have identified a potential over-reliance on
secondary care for conditions that could be managed in primary care, and through peer support, such as
fever, asthma and constipation.

Building healthier communities




Adults Mental
Health
Programme

The programme measures for Adult Mental Health are in line not only with

left shift principles but are also performance measures against the 5
outcomes within the Leeds All Age Mental Health Strategy as set out below

NHS

Leeds

Clinical Commissioning Group

1 - People of all ages
and communities
will be comfortable
in talking about their
MH and wellbeing

2 - People will be part
of mentally healthy,
safe and supportive
families — workplaces
and communities

3 - Peoples quality of
life will be improved
by timely access to
appropriate mental
health, information,
support and services

4 - People will be
actively involved in
their mental health
and their care

5 - People with long
term mental health
conditions will live
longer, and lead
fulfilling, healthy
lives

Building healthier communities




Adults Mental . . .
UH:altEn ° 1 - Increase the proportion of people in Leeds who feel comfortable talking

Programme about their mental health and wellbeing.

NHS

Leeds

Clinical Commissioning Group

To support understanding of our performance against the five outcomes within
the All Age Mental Health Strategy an annual survey of our population will be
undertaken. The first survey is anticipated for October. Using this tool we
should then be able to measure trends year on year.

This measure is important as one of the principles of the Left Shift is focusing on prevention and an element of this is
supporting people to be comfortable in talking about their mental health and wellbeing. It also aligns with the first outcome
of the mental health strategy ‘people of all ages and communities will be comfortable in talking about their MH and
wellbeing'.

Building healthier communities




Adults Mental m

Health 2 — Hospital admission rates as a result of self harm Leeds
Programme

Clinical Commissioning Group

Emergency Admissions for Intentional Self Harm (RP 100,000) Emergency Admissions for Intentional Self Harm (RP 100,000) Latest Value:
P 400 194.6 per
3390 Baia 100,000
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h : ek Eih determined*.
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This measure is important as it supports us in understanding the progress we are making in terms of Leeds being a mentally
health City and it also helps us to understand the progress and the impact being made being made in terms of the
prevention agenda. Hospital admissions is the national indicator although it is felt that locally this does not provide us with
the true picture in terms of self-harm. An alternative indicator is being developed at a regional level and once this is in place
it may replace or sit alongside this indicator.

* Please note that the same person may be included more than once in the data if
Building healthier communities  they have multiple admissions.
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Adults Mental
Health
Programme
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3. Improving Access to Psychological Therapies (IAPT) access & IAPT
Recovery - Numbers of people entering IAPT treatment as a proportion of

the prevalent population with anxiety and depression & % of people

completing IAPT treatment moving to recovery

IAPT Access - Actual vs Target (Quarterly)
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IAPT access is important as a measure of the number of people getting help early and accessing psychological therapies. It

supports strategic ambitions around reducing the suicide rate, increasing the number of people supported in primary care and
reducing the number of people presenting in crisis. IAPT recovery looks at the effectiveness of the intervention. There will be a
particular focus on BAME and older people as we know that these groups often experience lower access and less favourable
outcomes in terms of IAPT than other groups. Please note that IAPT access has improved since development of the graph and
at November 20 was at 21.9%.

'

C

Building healthier communities

9

t



Adults Mental m

Health 3. IAPT access & IAPT Recovery — focus on BAME groups and older people Leeds

Programme

Clinical Commissioning Group

% of those entering treatment Age 65+ and BAME Groups % of those moving to recovery Age 65+ and BAME Groups

20.0% 18.9% " : 70.00%
% 18.6% 18.0% E 61.70% 60.80%

18.0% 16.6% : 60.00% 57.60%
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! 50.00%
14.0% : .
12.0% ; 40.00%
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10, E
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Q3 19/20 Q4 19/20 Q1 20/’21 Q2 20/'21 : W Percentage of older people (65+) who complete treatment and recover
W % 65+ entering Treatment W % entering Treatment who are from BAME groups B Percentage of people from BAME groups who complete treatment and recover
Ambition: increase Ambition: To achieve to
Latest Value: BAME= . : .
18% in access across : Latest Value: BAME= national recovery standard
° both groups, targets ; 49% of 50% up to 2024- as for
Older people= 3% ! o .
TBC | Older people= 60.8% all people completing
’ treatment.

This data looks at the proportion of the total population entering IAPT treatment that are
from BAME groups and 65+. Further work is underway to establish if these numbers are
what might be expected based on the IAPT needs and prevalence of these populations and

also ﬁha amb ion ni\ is area should be.
u thier communities




Adults Mental
Health
Programme

4. To reduce over representation of BAME groups detained on admission to

the same levels as White British

Rate of admission per 1,000 population by top level ethnic group

———White British (0.8) —— Caribbean, African and Any other Black background (2.7)

- Mixed (1.4)

—— Asian (1.3)
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. \
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2020/2021 2021/2022 2022/2023

2023/2024

2024/2025

NHS

Leeds

Clinical Commissioning Group

Latest Value:

White British 0.8/1,000
BAME 1.2/1,000

Current Trend: ‘

Detained on Admissior

-

Jan 18 to Dec 19 % RP 1000 Pop Risk Ratio

White British 538 61.77% 0.8 1
All others (Excl Not Known and Not Stated) 333 38.23% 1.2 1.5
Total Known 871 100.00% 0.9 1.125

0
Caribbean, African and Any other Black background 122 14.0% 2.7 3.375
Mixed 30 3.4% 1.4 1.75
Asian 90 10.3% 1.3 1.625

o

Ambition: To reduce
over representation of
BAME groups detained

on admission to the

same levels as White
British

/

Local intelligence has identified that people from minority ethnic groups are more at risk of being detained on admission.
Reducing this risk has been identified as a key priority in the Leeds Mental Health Strategy and supports strategic ambitions
on tackling health inequalities. Based on most recently available data, this increased risk is x 3 for people from a Black ethnic

background as highlighted in the above table/graph. This requires a specific focus within the broader target.

Building healthier communities
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Adults Mental

Health
Programme

5. Reduce the time people wait to access mental health services. m
Mental Health Crisis Assessment within 0-4 hours

Leeds

Early Intervention in Psychosis (EIP) - % of people starting treatment Clinical Commissioning Group

within 2 weeks
Further indicators are being developed
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Building healthier communities

-

This measure
engagement.

to appropriate mental health, information, support and services’. Whilst EIP and crisis services are reflected in this slide
further waiting time measures are being developed to cover the span of mental health services in the City.

is important as waiting times for mental health services is one of the themes that arise most frequently though
It aligns with outcome 3 of the Mental Health Strategy ‘Peoples quality of life will be improved by timely access




Adults Mental m

Health 6. Measure of effectiveness community care Leeds
Programme

Clinical Commissioning Group

The exact nature if this measure is in development. It could potentially align
with the forthcoming measure of community mental health care that is being
developed with the 21 / 22 NHS operational planning guidance.

This measure aligns well with the left shift principle ‘investing more resources in prevention and personalised proactive care —
often (but not always) resulting in more activity and care taking place in community settings’. There is a significant
Community Mental Health Transformation initiative underway which is one of the programmes priorities so it also aligns
with this.

Building healthier communities




Adults Mental
Health
Programme

7. Length of Stay on working age adult acute inpatient wards — ambition to

be determined but likely to be in line with the forthcoming national indicator
of 36 days.

The data for this measure requires further scoping and is in development.

NHS

Leeds

Clinical Commissioning Group

This indicator aligns with outcome 3 of the All Age Mental Health Strategy — ensuring timely access to mental health acute
services when needed but once somebody is ready to be discharged having the infrastructure in the community to support
them in doing that. In this way this indicator is a system wide one focusing on how a range of services work in an integrated

way to support discharge. It also links strongly with the principle of care in the least restrictive environment.

Building healthier communities




Adults Mental
Health
Programme

statements.

8. Mental health services working well for people as identified through the |

1-1am more than a mental health
diagnosis — treat me like an
individual human being

2 - I may rely on family and friends
to stay well. Give them support,
information and respect.

3 — I want to be heard and included
regardless of my identity. Offer me
accessible and culturally competent
support

4 - | may be facing more than just a
mental health challenge). Respond
to these creatively and without
judgement.

5 - 1 will know the name of the
person responsible for my support.
Show me that you are a human
being too.

6 — | have a story to tell. Share
information effectively, with my
permission so that | don’t have to
repeat myself.

A principle of the left shift is that people are equal partners in their care. This aligns well with the 4" outcome of the All Age

Mental Health Strategy ‘people will be actively involved in their mental health and their care’. Our | statements have been
developed with people setting out what is important to them. These are embedded within our contracts for mental health
services and a mechanism is now being developed, working with providers to establish how we can get insight into how we

are performing against these as a City.

Building healthier communities

NHS

Leeds

Clinical Commissioning Group
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9. Increase proportion of people on Serious Mental lliness (SMI) primary

care register having health checks completed

% on SMI Register having Health Checks Completed

37.4%

Q1 19/20

65.2%
55.1%
50.7% 50.1%
43.1% | | 43.80%
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. leeds % England %  ee——Target

Latest Value:
50.1%*
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-
Current Trend
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Ambition:
90% by 2024

\
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J

This indicator is important as health inequalities are significant for people with Serious Mental Iliness, with a strong

connection with the strategic indicator around reducing the rate of early death for people with an SMI. Priority 8 of the All
Age Mental Health Strategy ‘Improve the physical health of people with serious mental illness’ focuses specifically on this.

This measure also aligns with outcome 5 within the All Age Mental Health Strategy People with long term mental health
conditions will live longer, and lead fulfilling, healthy lives

Building healthier communities

*This measure is based on a rolling 12 months and the expectation is that 60% of the

population have had their check within the last 12 months at any given time.

NHS

Leeds

Clinical Commissioning Group
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Disabilities and 1. Increase the proportion of people with a learning disability receiving an
Autism annual health check Leeds
Programme

Clinical Commissioning Group

4 )
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ai Q Q3 1 o Q2 a3 a4 al Q2 Q3 Q4 Achieve 75%
18/19 18/19 18/19 1819 1920 19/20 19/20 19/20 20/21 20/21 20/21 20/11 by 2024/25

This indicator is important as people who have a learning disability are at higher risk of poorer physical and mental health
outcomes. This supports strategic ambitions on reducing health inequalities. Covid had a negative impact upon the ability of GP
practices to achieve pre covid results as a physical examination is required as part of the health check and many of the client group
were shielding during Q1. GP practices have been provided information to support the implementation of health check going
forward. NHSE expectation is to achieve Annual Health Checks for 75% of the eligible population by 2023/24.

Building healthier communities * Please note the LD target is to do a set number of health checks in the year and a target has been

set each quarter has been set each quarter to do that. Q3 data is un validated but it is believed that
at the end of Q3 20/21 72.2% of the checks required to meet our target had been undertaken.
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Learning

Disabilities and

Autism
Programme
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ﬂ(ey targets for the Transforming Care Programme are to eliminate avoidable admissions for learning disability and autism, reduce\
length of stay and prevent out of area placements. This is important as it supports the achievement of the Long Term Plan and the
CCGs ambitions to reduction health inequalities. The LTP expectation is to reduced inpatient provision to no more than 30 people
with Learning Disability, autism or per 1 million adult population, in Leeds this will be a maximum of 8 CCG individuals and 13 Spec
Com individuals. Due to admissions and people moving from Spec Com to CCG responsibility, the above graphs do not identify the
level of discharges which have been achieved. This is demonstrated in the Discharge table with shows 23 discharges in 2018/19,

Number of inpatient placements vs trajectory -

CCG

Learning Disability, Autism or both (TCP)
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18/19 18/19 18/19 18/19 19/20 19/20 19/20 19/20 20/21 20/21 20/21 20/21

m Trajectory  ® Actual in-patients

2. Reduce the reliance on inpatient placements for people who have a

Latest

(14/12/20)

CCG 16

Spec Comm 5

NHS

Leeds

Clinical Commissioning Group

Ambition 2023/24 -
30 per million adults
CCG 8
Spec Com 13

TCP Discharges

April 2018- [ April 2019 - April 2020-
March 2019 | March 2020 | October
2020
CCG 17 39 14
Spec Com 6 13 2
Total 23 52 16

QZ in 20/20 and 16 in 2020/21 YTD

/
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NHS

Leeds

HEE VST 1. Primary Prevention: Increase the proportion of people identified at risk
Conditions . eps .
F TR of developing a long-term condition who have been offered via a shared
decision making discussion management of modifiable risk factors Clinical Commissioning Group
(including behaviour change and lifestyle management)
12000 1200
NHS Health Checks NDPP Referrals & Declines

10000 Undertaken 1000 7

8000 800

6000 — 600 ——

4000 400 -

2000 +— 200 -

0 - 0 - . l I l
Q1 ‘ Q2 ‘ Q3 Q4 Q1 ‘ Q2 ‘ Q3 ‘ Q4 Q1 Q2 Dec | Jan Feb ‘ Mar ‘ Apr ‘ May‘ Jun Jul ‘ Aug ‘ Sept | Oct | Nov
2018/19 2019/20 2020/21 2019 2020
Invites @ Checks Completed M Referral Accepted Referral Declined

Latest Value:
1001 Checks

Where we want to get NHS Health Check indicator also under

Current Trend toin 5 years: development with a 60% uptake target
‘ 50% of those eligible to | for target groups most likely to benefit

have a check e.g. (BAME, smoker, deprived Leeds)

Latest Value:

99 accepted

<
Current Trend Where we want to get to in 5 years:
: Minimum of 40% of people at risk of

0 diabetes per annum referred )

The identification of patients at risk of developing a LTC is essential to allow the offer/uptake of
education/an intervention to avoid/delay the development of a LTC.

The above two indicators demonstrate the identification of people at
risk of developing a LTC via the NHS Health Check programme, and
onward referral into one example lifestyle programme (NDPP) to

Building healthier communities

support the modification of risk factors. Additional indicators require
development within the programme for tracking referrals into other
Healthy Living services within the city and a measure for outcomes
achieved; i.e. completion of programmes once referred. 103



EO”(gj_I?rm 2. People with one or more LTC are enabled to take an active role in m
onditions . . ers ors =
F TR managing their condition and treatment by utilising programmes of Leeds
rehabilitation, structured education, patient self management tools and Clinical Commissioning Group
therapy/medicines adherence
40000 . 80 - .
CCSP Reviews Undertaken Diabetes Structure Education Delivery
within Primary Care 70 1 Practices Only
30000 60
/ N
20000 40 -
N
30
10000 20 -
10 -
N 0
I T TR T ~ SR SR ~ S S SN R « S
Q1 Q2 Q3 Q4 Q1 Q2 P A VA A A A L A A A A
N A N & X & ¥ e N
2019/20 2020/21 oé’ ¥ Qz \X@ ?.Q é@ \\) ¥ v‘\)% CDQ’Q 00 Q‘O
Latest Value: (" Where we want to get Where we want to get to in 5 years:
atest value: Current Trend: toin 5 years: Latest Value: 56 in Current Trend: A minimum of 75% of newly diagnosed
27,087 Q2 f An increase year-on - November ' diabetics attend structured education
20/21 L year per annum
The above two indicators demonstrate people being able to
take an active role in their LTC management via CCSP reviews
People will be empowered to manage their long-term condition; reducing reliance on secondary, being undertaken annually and the example measure of

community and primary care

diabetes structured education uptake. Additional indicators
requiring development within the programme include referral

Building healthier communities

ambitions for LTC rehabilitation offers within the city and
medicines adherence (see page 60). An indicator also requires
development to demonstrate an increase in self-management
tools; for example utilisation of NHSE@Home offers. These
indicators will be developed in 2021/22. 104



(L:O”(gj _I?”“ 3. Secondary Prevention: Patients with a LTC, will be supported to reduce m
onditions . .. - er:
SO complications and the development of additional long-term conditions Leeds
through shared agreed goals including medication and lifestyle therapy Clinical Commissioning Group
treatment optimisation
100.0% 18
90.0% Hypertension Pts- 1 Diabetic Amputations Undertaken
80.0% Treatment to Target 1
70.0% 12
60‘0% o T e —— — ST J IECCECECEEREREREPRPETES]. SERRRER
50.0% / P I B DN D R R [ v
40.0% 6 H I I |
30.0% 4
20.0% 2 -
10.0% 0 -
0% ——— — — NS SN SRS - T - - N SO S S S
R N N N LN EEE W E T E T E S
22:i3i5355553333;:38 | .
T g »vw 0 2z 0 =S o 3 <« s = T a2 w»n o =z o s Major  mmmmmm Minor e Annual Avg
4
Where we want to get . Where we want to get to in 5 years:
Latest Value: Current Trend toin 5 years: Latest Value: Current Trend A reduction in amputations by 30% based on
58.5% 80% by 2029 8.4 per month 18/19 levels
(G
The above two indicators demonstrate people being able to take an active
If medication and lifestyle therapy treatment is utilised for prominent long-term condition / patient role in their LTC management via CCSP reviews being undertaken annually

. . . . g h | f di i ke.
managed accordingly, the proportion of patients developing a further related LTC should reduce over time | "¢ the example measure of diabetes structured education uptake

Additional indicators requiring development within the programme include

Building healthier communities

referral ambitions for LTC rehabilitation offers within the city and medicines
adherence (see page 60). An indicator is also required to demonstrate an
increase in self-management tools; for example utilisation of NHSE@Home
offers. These indicators will be developed in 2021/22. 105



4. Reduce the rate of growth in avoidable non-elective bed days and A&E

attendances for patients with a primary diagnosis of a Long Term Condition

reducing disruption to peoples lives

NHS

Leeds

Clinical Commissioning Group

Long Term
Conditions
Programme
4,500
4.000 A&E LTC Attendances-
' /’\ Primary Diagnosis
3,500
3,000
2,500
2,000
1,500
1,000
500
0 T T T T T T T T T I - .
2222333323358 RRIIFSI
5 > € 5 ¥ o g 29 C o s = o>=c 35 29 a9 f
283328628523 8833228¢8
N
Latest Value: Whetre )Nzwant t? get
2074 per Current Trend 0in 5 years:
Ambition not yet
month
agreed )

1,000 . 6,000
LTC Inpatient Spells & Bed Days
900
800 //\ /N N\ M\ - 5,000
_ 700 1 \/ \/ \/ \ 4000
=3
35&) 3,000
300 2,000
200 - 1,000
100
0 T T T T T T T T T T T T T T T T 0
O O O O O QO O C O O 0 O o O
R B R R B B S T I G B B B
5553333828288 53:553233353
 Spells Bed Days

Latest Value:
3274 bed days across
402 spells (8.1 per
spell)

Where we want to get
toin 5 years:
Ambition not yet
agreed

Currei Trend

[ Reducing the number of non-elective bed days and A&E attendances will reduce patient harm, disability and

unwarranted cost

Ambition targets to be agreed in 2021/22 as
we reset /and continually assess the impacts

Building healthier communities

of Covid-19. Our strategy for alternative
solutions including virtual wards, digital, Same
Day Response and diagnostic hubs will inform
our rate of ambition.
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Long Term . . . .se . m
Coniitions 5. An increase in proportion of long-term conditions contacts or care carried

Programme out in primary care/community setting Leeds

Clinical Commissioning Group

Latest Value: Ambition:
Current Trend:
[ 4,722 — March 2020 ] “ TBC
8,000
LTC Specific Interactions in the Community
7,000
6,000

B nteractions ===-=- Avg . i i

The ambition for this target will be set in

2021/22 and will be informed as we assess
This data looks at the following LTC areas delivered in the Community: Cardiac, Cardiac Rehabilitation, Diabetes, the impacts of Covid-19 on people living with a

. e . . . i LTC in the city alongside the enablers as

Home Oxygen Service, Pulmonary Rehabilitation, Respiratory. It supports the Strategic Indicator SA3 - Increase the outlined on page 26, to inform our pace of
proportion of people being cared for in primary and community services change, innovation and our methodology for

integrated care, with access to specialist input

BUIldlng healthier communities in the acute setting when essential.
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NHS

1. Increase Bowel Screening Uptake rates Leeds

Clinical Commissioning Group

Cancer
Programme

Latest Value: Ambition:
All Leeds: March 20 - 66.6% Current Trend: f National Target 2020 60%
Deprived Leeds: March 20 - 59.8% 2025 : TBC

% Uptake

Months Apr-18 | May-18 | Jun-18 Juk-18 Bug-18 | Sep-18 Oct-18 | How-18 | Dec-18 | Jan-13 Feb-19 | Mar-13 | Apr-dd | May-19 | Jun-13 Juk13 Bug-19 | Sep-13 Oct-19 | How-19 | Dec-19 | Jan-20 Feb-20 | Mar-20
] Leeds 58.2% 38.1% 38.7% 39.2% 38.1% 39.2% 39.2% 39.9% 60.0% 60.1% 60.4% 60.5% 60.8% 6L0% 6ll% 62.4% 63.5% 64.5% 65.2% 65.6% 65.7% 66.3% 66.5% 66.6%
N Doprived Leads {IMD Dacile 1) A3.6% 437% 43.9% 43.4% 43.9% 43.3% 43.9% 43.9% S0.0% S0.0% S0.4% 50.8% S0.7% 50.8% Sl1% S26% 54.8% 55.6% S6.5% 56.9% 56.6% 573% 573% 574%
O Deprived leeds {IMD Decile 14} | 51.7% 5L7% 52.0% 5L5% 5L6% 52.0% 5la% 52.7% 52.8% 53.0% 53.2% 531.5% 53.6% 538% 54.0% 55.5% S6.7% S7.6% 58.5% 58.8% 58.7% 59.4% 59.6% 53.8%

] Woest Yor kshire 58.3% 58.3% S8.4% S8.3% S8.5% S8.7% 59.0% 58.3% 59.4% 59.8% 60.1% 60.2% 60.5% 60.7% 610% 621% 62.9% 618% 64.5% 64.9% 65.4% 66.1% 66.2% 66.3%
[ ErgLand 57.8% 517% 57.8% 58.0% 58.2% SR.6% 58.9% 59.3% 59.5% 59.8% 60.0% 60.3% 60.4% 60.6% 6l1% 619% 62.6% 61.2% 61.8% 64.3% 64.7% 65.1% 65.3% 65.4%
T arg et 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0% 60.0%

Bowel cancer 4th most common cancer in UK, 1 out of 20 people will be diagnosed with bowel cancer, increasing
screening uptake is critical as it supports earlier diagnosis of cancer which allows more treatment options and
improves survival rates. We have several projects In Leeds to improve uptake with a focus on targeted activities in our
most deprived populations and our data allows us to monitor the change and impact within this focus.

Building healthier communities
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NHS

1. Increase Cervical Screening Uptake rates Leeds

Clinical Commissioning Group

Cancer
Programme

Latest Value:
All Leeds: July 2020 - 71.7% CurrentTrend: 4
Deprived Leeds: July 2020 - 68.2%

Ambition:
National Target 80% 2020

% Coverage

Manths
| e | U R | e il Ll
I s 7L1% | 712% | 7M.0% | 729% | 726% | 725% | 725% | 724% | 725% | 728% | 712% | 7ASK | 716% | 7A8% | 7L7% | 7R6% | 7ASX | 713% | 7A2% | 7A0% | 732% | 714 | 73% | 727X L%
M Deprived Leeds (IMD Decile 1) | 69.0% | 68.9% | 64.8% | 68.7% | 685% | 68.2% | 68.1% | 67.9% | 67.7% | 67.3% | 67.0% | 67.8% | GB.3% | 68.0% | 683% | 63.3% | 682% | 6B2% | GAO% | 67.9% | 67.8% | 67.7% | 67.8% | 67.7% | 67.1% 66.1%
] Deprived Leeds {IMD Decile 14} | 62.6% | 62.5% | 69.5% | 63.4% | 63.1% | 62.8% | 64.7% | GA7% | 62.5% | 6R.4% | GRO% | 62.0% | 60.4% | 69.4% | 6.6% | 62.5% | 62.0% | 62.3% | 62.1% | 6.6% | 62.5% | 62.6% | 69.8% | 62.7% | 69.2% 6.2%
I West Yorkshire 7A2% | 742% | 7A3% | 74.2% | 7AL1% | TLE% | 738K | 738K | 737% | 729% | 7A2% | 7L6% | 7REK | 7A0% | 741% | 7AQK | 719% | 738% | 737% | 7A7% | 7A6% | 7A7% | 7iE% | 7a7% | 7aa% 722%
I [ ngland 7L4% | 714% | TLS% | TLA% | TL3% | TL1% | TLO% | TLO% | 7LO% | TL1% | TL4% | TL8% | T21% | TR2% | T23% | 7R3% | T2.2% | T22% | 721% | 720% | 720% | T20% | 7R2% | 721% | 723% 705%
e T gt 30.0% | 80.0% | 80.0% | 80.0% | 30.0% | 80.0% | 30.0% | 80.0% | 80.0% | 80.0% | 30.0% | 80.0% | 80.0% | 30.0% | 80.0% | 30.0% | 30.0% | 80.0% | 80.0% | 80.0% | 30.0% | 80.0% | 80.0% | 80.0% | 80.0% 80.0%

Cervical screening supports earlier diagnosis of cancer and is key to improving survival with 15% of people diagnosed
at Stage 4 surviving in comparison to 99% survival rate for those diagnosed at Stage 1. Screening rates have remained
steady across Leeds over the last 12 months, however in most deprived areas of Leeds we have seen a decrease,
especially in younger females.

Building healthier communities
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NHS

¢ .
aneer 1. Increase Breast Screening Uptake rates Leeds

Programme

Clinical Commissioning Group

Latest value:
All Leeds March 2020 -72.5%
Deprived Leeds March 2020 - 67.5%

Ambition:
Current Trend: f National Target 2020: 80%
2025: TBC

% Coverage

Months

Apr-18 | May-18 | Jun-18 Jukl8 | Aug-18 Sep-18 Oe1-18 Now-18 | Dec-18 | lan-19 Feb-19 | Mar-19 | Ape-19 May-13 | Jun-19 Juk19 | Aug-19 Sep-19 | Da-19 Now-19 | Dec-19 | Jan-20 Feb-20 | Mar-20
. Lo 712% L% 7L3% 7% 712% L% TL0% L% L% 70.8% 70.8% TL0% 7L0% L% L% 7L3% TLI% 7lax LR 72.0% 21% 724% 725% 725%
N Do ived Leads {IMD Dacile 1} 6l4% 6L1% 61.0% 611% 60.6% 60.9% 614% 61.2% 6l1% 62.6% 626% 61.0% 62.8% B16% 64.3% 64.2% 641% 64.8% 64.8% 65.3% 65.4% 65.3% 65.8% 65.7%
B Deprived Leads {IMD Decile 14 [ 64.9% 649% 65.1% 65.2% 65.1% 64.9% 65.1% 65.2% 65.1% 65.1% 65.2% 65.3% 65.8% 66.2% 66.3% 66.4% 66.4% 66.7% 66.8% 67.1% 67.2% 67.5% 67.5% 67.5%

[ West Yar kshire TLa% 0% 1% 21% | 20% 68.8% | 63.0% | 62.1% | 62.0% | 6R1% | 62.0% | 620% | 631% | 644% | 630% | 631% | 631% 63.0% | G9.4% | 62.8% | 62.8% | 70.0% 701% | 63.5%
[ E g Land T.0% T.0% TL9% 71a% T19% TLa% TLa% TLa% LTk L% L% TL5% TL4% Tlax Tl4% Tlax Tl4% Tlax TLE% TLa% T20% 1% 72.2% TL9%
— T argiet 80.0% 20.0% 80.0% 80.0% a0.0% a0.0% |0.0% 80.0% a0.0% a0.0% 80.0% B0.0% a0.0% 20.0% 80.0% a0.0% 80.0% 80.0% 20.0% 80.0% 20.0% 80.0% a0.0% 80.0%

This is important as breast cancers found by screening are usually at an early stage, with improved survival rates/
treatment options, with 99% people diagnosed at an early stage surviving their breast cancer for 5 years plus in
comparison to 25% with a late stage 4 diagnosis. Uptake rates across Leeds have remained steady over the last few
years, with slightly improving uptake rates across our deprived communities however this is still considerably lower
than Leeds average.

Building healthier communities
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NHS

C
aneer 2. Increase proportion of cancers diagnosed at Stage 1 and Stage 2 Leeds

Programme

Clinical Commissioning Group

Latest Value: Ambition:
Leeds 49.5% Q1, 2018 Current Trend: f National target 62% by 2020

National Average: 51.8%, Q1 2018 National target 75% by 2028

— | BNleeds TEngland —Targetby2020 —Linear(Leeds) !

60.0% 62%

50.0%
40.0%

30.0%

Percentage

20.0%
10.0%

0.0%

FY2015-Q1 FY2015-02 FY2015-03 FY2015-04 FY2016-01 FY2016-Q2 FY2016-Q3 FY2016-04 FY2017-01 FY2017-Q2 FY2017-Q3 FY2017-04 FY2018-01

Quarters

Staging is a key national cancer target as people diagnosed with stage 1 & 2 cancers have the best chance of curative
treatment and improved long term survival rates. Latest national data for Leeds disappointingly shows a reduction in
early staging during Q1 2018, prior to this Leeds had been consistently above the national average. We have a quality
plan to support improvements in recording of staging data with LTHT.

Building healthier communities
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Cancer
Programme

Percentage

NHS

3. Reduce the rate of emergency diagnosis rates of cancer Leeds

Clinical Commissioning Group

Latest Value: Ambition:

Leeds CCG - Q3 2019 Current Trend: f
21.9%

30.0%

25.0%

20.0%

15.0%

10.0%

5.0%

0.0%

| EElees B England ~ ——Leeds Trend !

FY2017-01 FY2017-02 F201703 FY2017-04 FY2018-01 FY2018-02 FY2018-03 FY2018-04 FY2019-01 FY2019-02 FY2019-03
Quarters
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This is a key indicator for Leeds, cancers diagnosed as emergencies are often later stage/ more progressed and Leeds is
consistently above national average rates. We need to do further work to understand this data at a local level and
ensure aligned targeted activities to have an impact here around addressing health inequalities.

Building healthier communities
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Cancer
Programme

NHS

Leeds

Clinical Commissioning Group

4. Achievement of 28 days faster diagnosis standard

Latest Value:
Leeds CCG — August 20
74.4%

Trajectory: “

Ambition: TBC

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

Percentage

85.2% &/1.6%

83.9% 83.5%

82.9%
T1.TR

o EE Eff 75.7%

84.0% N 84.2% N
T7.7% 78:5% 78:8%

#@Mﬁe‘

~9

Apr-19 May-19 Jun-19 Juk1g Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Feb-20

Month

lan-20 Mar-20 Apr-20 May-20 Jun-20 Juk20 Aug-20

This is a key indicator as this new faster diagnosis standard is implemented from 2020 to ensure patients receive a
definitive diagnosis or ruling out of cancer within 28 days of referral from a GP or from screening. This will mean those
who are diagnosed can begin their treatment earlier and will also improve patient experience for those who do not
have cancer as this will put their minds at rest more quickly at a very stressful time.

Building healthier communities
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Cancer . ) m

S E 5. To improve 1 year survival rates of cancer Leeds

Clinical Commissioning Group

Latest Value: . ) Ambition: TBC
Leeds 2016 - 73.3% Trajectory: i }
80.0% ! B Leeds @ West Yorkshire @ England !

70.0%
60.0%
850.0%
§ 40.0%
J30.0%
20.0%
10.0%

0.0%

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Years

We would expect to see steady improvement in survival data as we implement a range of actions to drive earlier
staging. We will focus on 1 year survival data due to the time lag (2016 for 1 year survival and 2012 for 5 year survival
data) as a proxy indicator of improvement. We are also able to break this down by cancer type if required.

Building healthier communities

= P



Frailty 1. Time people living with frailty or at the end of life spend at their place of m
Programme residence (plus a dementia subset) Leeds
Average number of days per person in the frailty cohort, with an Clinical Commissioning Group

inpatients, A&E or outpatients attendance or admission within the
specified year. Same definition for those in the frailty cohort and on
primary care dementia

Latest Value:

11 days (all frailty) Current Trend: Wherg we want to get to in 5 years:
14 days (frailty with dementia) Current trend not 6 days (all frailty)
available 7 days (frailty with dementia)
FRAILTY: Leeds and Leeds Deprived (living in DEMENTIA: Leeds and Deprived (living in IMD

IMD Decile 1 —areas in the 10% most Decile 1 —areas in the 10% most deprived
deprived nationally) nationally):

10 10 I I
0
Leeds

Leeds Leeds Deprived

@

o

Leeds Deprived

This indicator was agreed as key to measuring outcome 2 of the Leeds Outcomes Framework for People Living with Frailty. It is
intended to cover contacts with all services including hospital admissions with the overall aim of reducing duplication, reducing
fragmentation of services and promoting integrated care, as well as a reduction in unplanned activity for people living with frailty
and dementia. It has been agreed to be included as part of the left shift blueprint as it contributes to a number of the strategic
indicators — HA11 and SA3,4,5&6

Building healthier communities
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Frailty
Programme

2. Number of serious falls per 100,000 population (plus a dementia subset)
Emergency admissions for falls injuries in the frailty cohort recorded in

Secondary Uses Service (SUS), age standardised per 100,000
Same definition for those in the frailty cohort and on primary care
dementia register

Latest Value (DSR per 100,000): Where we want Current benchmark
2018-19 togettoin5 against core cities:
1,426 (all frailty) Current Trend : years: 15% Sheffield is best
) all Trality ‘ reduction on performing core city
i at 30% less than Leeds
S 1,635 (dementia only) 2018-19 rates
B o Emergency hospital admissions due to falls in people aged 65 and over DSR
FRAILTY: Leeds and Leeds Deprived (living in DEMENTIA: Leeds and Leeds Deprived (living in per 100,000 (2018/19)
IMD Decile 1 —areas in the 10% most IMD Decile 1 —areas in the 10% most deprived !
deprived nationally): 1,387 DSR per 100,000 nationally): 1,240 DSR per 100,000 England
nglan ;
Liverpool
2,000 | 2,000 - Newcastle upon Tyne »—{—1
Bristol =
1,500 1,500 1 Manchester ——
rmingh
1,000 - 1,000 - Birmingham +
Nottingham »—'—4
500 500 Leeds >—|—<
Sheffield r:|—<
Leeds Leeds Deprived Leeds Leeds Deprived 0 500 1000 1500 2000 2500 3000 3500 4000

NHS

Leeds

Clinical Commissioning Group

This indicator was agreed as key to measuring outcome 2 of the Leeds Outcomes Framework for People Living with Frailty. It is
intended as a benchmark for people living with frailty and dementia optimising their independence, being supported to manage
their levels of frailty and as a key indicator to promote a reduction in emergency activity for people living with frailty and
dementia . It has been agreed to be included as part of the left shift blueprint as it contributes to a number of the strategic

indicators — HA3 and SA4&5

Building healthier communities
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Frailty

3. Percentage of population cohort who have had a medication review (plus a
Programme dementia subset) Percentage of frailty cohort who have had a primary care
medication issued in the previous 2 years, and have a primary care

medication review code recorded in the specified year Same definition for
those in the frailty cohort and on primary care dementia register

Latest Value:
54.2% (all frailty)
39.6% (dementia Only

Current Trend :

L

Where we Current
benchmark
want to get to .
. against core
in 5 years: 90%

FRAILTY: Leeds and Leeds Deprived (living in
IMD Decile 1 —areas in the 10% most
deprived nationally): 51.9%

90%

60%

40%

10%

100% -

80% |
70% -

50% -

30% -
20% -

0% -

54.2%

51.9%

Leeds Deprived

DEMENTIA: Leeds and Leeds Deprived (living in

IMD Decile 1 —areas in the 10% most deprived

nationally):
35.0%

100% -
90% -
80% -
70% -
60%
50%
40% -
30% -
20% -

10%
0%

39.6%

Leeds

35.0%

Leeds Deprived

cities: see below

% of Severe frail aged 65+ who have had a medication review (18/19)

England
Liverpool

Nottingham

Newcastle

Leeds

Bristol

Manchester

Birmingham

|

Sheffield

0%

10% 20% 30% 40% 50%  60%

70%  80%

90%  100%

This indicator was agreed as key to measuring outcome 2 of the Leeds Outcomes Framework for People Living with Frailty. It is

intended as a benchmark for people optimising their independence, being supported to manage their levels of frailty and as a key
indicator to promote a reduction in emergency activity for people living with frailty and dementia. It has been agreed to be

Building healthier communities

included as part of the left shift blueprint as it contributes to a number of the strategic indicators — HA3 and SA3,4&5

~
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Leeds

Clinical Commissioning Group
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Frailty
Programme

4. Number of carers identified on primary care systems, and evidence of
health check or review in their own right as carers.

Number of Carers recorded in GP clinical systems with carers assessment
recorded with BP & BMI or CCSP/Annual review recorded

Latest Value: Where we
(July 2020) Current Trend : want to get to
59.9% f in 5 years: 75%

2018-19

100% -
90% -
80%

70%

58.6%
60% | 56:8% 6

50%
40% -
30%
20%
10% -
0%

Leeds Leeds Deprived

NHS

Leeds

Clinical Commissioning Group

This indicator was agreed as key to measuring outcome 4 of the Leeds Outcomes Framework for People Living with
Frailty. It is intended as a recognition of the huge contribution that carers make in supporting people living with frailty
and dementia and promoting their needs. It has been agreed to be included as part of the left shift blueprint as it

contributes to a number of the strategic indicators — HA3, SA3,4,5&7 and EM1&2

Building healthier communities
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5. Proportion of people living with frailty and people living with dementia who have had a m
Frailty Collaborative Care and Support Plan review / have and advance care plan in place

Programme i. Percentage of frailty cohort who have had a primary care CCSP appointment code recorded in Leeds
the specified year

Clinical Commissioning Group

ii. Same definition for those in the frailty cohort and on primary care dementia register
iii. Percentage of those in the frailty cohort and on primary care dementia register who have had
primary care dementia care plan code recorded in the specified year

Latest Values: Where we want to
i.48.5% get toin 5 years:
i 30.7% Current Trend: i. 80%
: : f ii. 60%
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This indicator was agreed as key to measuring outcome 1 of the Leeds Outcomes Framework for People Living with
Frailty. It is intended as a benchmark for people optimising their independence, being supported to manage their levels
of frailty and as a key indicator to promote proactive, personalised care. It has been agreed to be included as part of
the left shift blueprint as it contributes to a number of the strategic indicators — HA11 and SA3,4,5,6&7

Building healthier communities
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1. Increase the % of patients who died with an EPaCCs record (to be m
superseded by % of patients who died with an Electronic Advance Care Plan Leeds
when data is available) Clinical Commissioning Group

End Of Life
Programme

Latest Value: Where we
Q3 2019/20 want to get to
45.4% in 5 years: 60%

The number of patients who died per quarter with an
EPaCCs
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In order to deliver services that meet patients’ needs at the end of life and that deliver on their wishes (e.g. place of
death), we need to know what patients value and how they want to be cared for. The most effective way to do this is to
capture advanced care plans using EPaCCS. Increasing the number of patients with an EPaCCS record will enable us to
ensure that more patients have their wishes met at the end of life.

Building healthier communities
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End Of Life
Programme

2. Services will be set up to enable more patients to achieve the wishes set
out in their advanced care plans. There will be an increase in % of patients

who achieved their preferred place of death (PPD)

Latest Value: Where we
Q3 2019/20 want to get to
45.4% in 5 years: 60%

The number of patients who died per quarter with an
EPaCCs
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Hospital is the setting where more people die than any other setting (45% in Leeds which is also in line with the England

average) and for many this is the most appropriate place to receive care. However, when expressing a preference on where they

would wish to die, hospital is not the favoured option for most people, and as a system Leeds wishes to enable more people to
die in their preferred place. Increasing the proportion of patients who die in their preferred place of death will demonstrate the
extent to which our services flex to meet the needs and wants of individual patients, it will improve patient experience and will

demonstrate delivery of a key left shift aim to care for more patients outside of a hospital environment.

Building healthier communities
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3. More carers will be well supported during the last phase of their loved m

End Of Life one’s life and services will be put in place to ensure that symptoms and pain
Programme

Leeds

Clinical Commissioning Group

are well managed. This will be measured by: % satisfied/ very satisfied with
symptom management (combine all symptom scores from Bereaved Carers
Survey across all settings)

Latest Value Where we
Q42019/20: want to get to
80% in 5 years: 95%

Patient experience and quality measures for end of life care can be difficult to define, but assessing the views of bereaved carers
after the death of a loved one can provide valuable insight. This incorporates not only the experience of their loved one but also
their own experience as someone impacted by the care given and by their interactions with services (e.g. how well was their
loved one’s pain controlled? How accessible were services?). It also acknowledges the ongoing duty of care that services have
for the bereaved. As we seek to make a ‘left shift’ and for more patients to be given the opportunity to die outside of hospital,
this measure ensures that quality and experience remain paramount.

Building healthier communities
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