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GIRFT High Volume Low Complexity (HVLC) ICB on site visit held on 25th
January 2023

Dear Shropshire, Telford, and Wrekin colleagues
Re: HVLC GIRFT Visit — Shropshire, Telford, and Wrekin ICB

It was a pleasure to have a face-to-face meeting with colleagues across the Shropshire,
Telford and Wrekin ICB following our last virtual visit in March 2022. The level of
engagement, and positive contribution from the team was greatly appreciated, particularly
considering the difficult times acute trusts are experiencing. It is evident from the attendance
and engagement at the meeting, that you are building strong working relationships between
the clinical and operational staff on all three sites.

The SaTH CEO kindly set out the vision for the long-term plan, with a focus on the
importance of achieving the HTP (which has gone to public consultation), and the need to
put patients first. Colleagues acknowledged that a new strategy for Orthopaedics is required
to serve the local population and recognised that collaborative working within the ICB is
essential to meet this need.

Increasing Daycase (DC) Surgery rates is a core objective of the HVLC programme to
ensure we make the best possible use of our available bed base. As a system, your DC
rates for the BADS (British Association of Day Surgery) group of procedures reduced from
82% to 79% since we last met, therefore, we would hope to see you regain the levels you
have previously achieved. | was therefore surprised as to the lack of Daycase facilities
available at SaTH, and I'd ask that this be reviewed as it is clearly key to maximising your
overall bed base and patient flows.

| was encouraged to hear about the implementation of the day case improvement working
group at RJAH, and the learning from this programme should be shared across the ICB with
opportunities to scale up across all specialties.

Theatre productivity is another major focus of the HVLC programme. Given the constraints
particularly around workforce, it is essential we maximise the usage of the sessions that we
do run, and consistently achieve 85% of capped utilisation as well as ensure we maximise
cases per list. | would like to congratulate you on achieving 85% capped theatre utilisation at
RJAH, however there were concerns raised regarding theatre utilisation and efficiency at
SaTH which you acknowledged and are actively reviewing. | observed some of the theatre
utilisation challenges on the Telford site during our walkaround whereby all the lists |
reviewed were significantly underutilised. It is imperative that this is addressed. We have
established the National Theatre Programme to support providers with their improvement
work and will be sharing guidance, best practice, and offering ‘hands on’ support as
required.

As with many systems, you outlined workforce issues and UEC pressures that are providing
some constraints to service provision. | was encouraged to hear you have an anaesthesia
fellow and a cross site ODP apprenticeship programme in place and a clear desire to look at
new roles and ways of working. However, your constraints have led to an extremely limited
Orthopaedic elective service at SaTH with virtually no inpatient elective care for several
years. Considering the current challenges faced; we discussed the importance of
streamlining services to provide ring fenced elective Orthopaedic care. The consensus was
for trauma to be based at the Shrewsbury (RSH) site. We agreed that elective day case will
be delivered at the Telford (PRH) site with elective inpatient care to be based at RJAH, this
includes those patients requiring Enhanced Care as RJAH has a unit that caters for most
surgical patients who have complex medical issues.
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It was agreed that elective orthopaedic patients who were clinically complex due to
comorbidities but deemed suitable for surgery on the understanding ICU facilities were
available, would be treated at SaTH but this would be expected to be a small number of
patients.

There was a commitment to work differently and an acknowledgement that surgeon’s skills
are being impacted in relation to elective in-patient orthopaedic surgery. In response to this,
as a system, you recognise the need for a single consultant workforce model. It was good to
hear that you have already started this journey by issuing joint consultant contracts, however
we would like to see an active increase in this initiative across PRH and RJAH sites for alll
consultants. This initiative will help to reduce waiting times for patients and ensure surgeons
are able to maintain skills accordingly. To further facilitate this, there was an appetite in the
room for a single PTL which would help provide equity of patient treatment within the region.

At RJAH, you identified some areas of good practice with the commencement of the
enhanced recovery programme, and undertaking prehab, joint school, and rapid rehab work.
| look forward to seeing the progress in reducing length of stay with this programme and it
would be good to see the system working collaboratively in this area.

In order to support reduction of 78-week patient waits to zero by the end of March, you
informed me that for Orthopaedics, you have plans for a single MSK triage service across
STW to go live on 13th February 2023. RJAH also agreed to review the outstanding
orthopaedic patients from SaTH for mutual aid and re-review the current undated patients.
You discussed continued use of mutual aid including London, Kettering, and Birmingham,
and talked of collaborative work with Alderhey for the paediatric and adult spinal patients. In
addition to this, we discussed the need to increase capacity within Gynaecology to reduce
the 78 week backlog to zero by the end of March 23, this can be supported by increasing the
insourcing efforts to support further weekend working and utilising mutual aid opportunities
across the Region. As discussed, my GIRFT team can offer ‘hands on’ support with mutual
aid efforts including providing scripts to support the patient acceptance rate for transfer.

We discussed the work GIRFT are leading regarding elective Hub development &
accreditation, as part of the TIF process. | want to reiterate the importance therefore of
achieving the hub standards across all elective hub facilities.

To summarise, I'd like to thank you again for facilitating what was a very positive face to face
meeting. It's fantastic to see the levels of commitment from everyone in the room and on the
call to enable and maintain excellent care for our patients. As ever, if there is any further
support you need from myself or my team, please don’t hesitate to get in touch.

Yours Sincerely

Professor Tim Briggs
National Director for Clinical Improvement and Elective Recovery, NHSE
Chair of the GIRFT Programme
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Key Actions Summary, and supporting resources:

Day Case

Achieve 85% Day Case rates for BADS procedures

Theatre utilisation

Theatre utilisation low at SaTH

Learning to take place from Glen Burnley at South Warwickshire
around maintaining the elective care pathways during emergency
pressures

Orthopaedics

Single PTL for RJAH and SaTH — Regional and National GIRFT team
support offered to achieve this
Elective in-patient care at RUAH (HDU support from SaTH for
medically complex patients).
Ring fenced - Elective day case work to be delivered at PRH and
community provision (includes procedure rooms)
Trauma to move to RSH
Paediatric trauma surgery to be Consultant delivered with a view to
reviewing the value of a Paediatric Trauma Orthopaedic Consultant
Single consultant workforce model across all 3 sites.
Maximise theatre utilisation at RJAH as part of TIF bid agreement
RJAH to undertake a further review of the current SATH 52ww and
78ww patients to scope provide mutual aid opportunities
Achieve 4 joints per list or the equivalent of in all Orthopaedic elective
lists
Reduction in Arthroplasty length of stay for inpatients

o Good Practice model (link) SWAT (South Warwickshire

accelerate Transfer) Programme

Adoption of day case arthroplasty pathways e.g Exeter Nightingale

General Surgery

Review the Clinical Lead ask for Theatre space at Telford to enable
the surgeons to undertake more HVLC cases

Further improvements to be made across LoS <2 days for emergency
appendicectomy currently 22% across the ICB against a benchmark
of 36.2%

Gynaecology

Improvements required in minimal access rates for hysterectomy
Gynaecology Consultants being given additional capacity every
weekend (currently alternate weeks) to recover the 78-week backlog

ENT

Review potential coding issues with adult tonsillectomy
Improvements required in ENT daycase tonsillectomy rates as
currently performance as an ICB is the lowest in the country

Ophthalmology

Look to improve cases per list even further and therefore, achieve the
GIRFT recommendations of 10 cataracts in a non-training list

Urology

Improvements needed in Daycase rates for TURBT

Continue efforts to reduce 78 week wait backlog including seeking
mutual aid support via regional systems

UAN to be strengthened with UHNM

Notable good
practice

Exemplar theatre utilisation rates at RJAH lessons to be shared
across the system

In collaboration with the Midlands Regional team there has been the
implementation of DC pathway protocol for vaginal hysterectomy
which will see a step change in the LoS <2 days for vaginal
hysterectomy for benign condition

Cataract suite at Shrewsbury set up and running at 8 or more
cataracts on the dedicated HVLC lists



https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2022/06/Orthopaedic-Surgery-Delivery-Guide-South-Warwickshire-Accelerated-Transfer-_SWAT_-Programme-V1.pdf
https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2022/06/Orthopaedic-Surgery-Delivery-Guide-South-Warwickshire-Accelerated-Transfer-_SWAT_-Programme-V1.pdf

GETTING IT RIGHT FIRST TIME
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Statement of case

« The integrated care system in Shropshire, Telford and Wrekin (STW) have ambitions to improve safety and quality,
integrate services, tackle health inequalities and access to care, and create a great place for staff to work. The ICS
recognise there is an opportunity to demonstrate an efficient and sustainable way to fulfil these ambitions by taking a
population-based approach to meet the needs of patients facing musculoskeletal (MSK) concerns.

* We have identified a number of system wide inefficiencies and operational challenges around utilisation of resources to
drive better value, reduce variation in clinical outcomes including equity in access to care. Within the provision and
commissioning of MSK services in STW, there is an understanding that addressing the current challenges to achieve
the long-term ambitions will require the current system functions to be fundamentally redesigned along with work on
relationships.

« This transformation would also consider a whole pathway approach which will enable a preventative care, thereby
reducing the need for acute intervention.

 The ICS have reached a stage where they are now ready to allow delegation of functions, commonality of assurance,
and a system wide method for governance processes which will enable the MSK transformation to be implemented and
embedded.

nevaluecircle RJAH ’



Requirements for taking a population based approach to MSK

End state: improving outcomes and equality for
ICS population via evidenced based care delivery
Opportunities:

End state: working as one integrated team
across provision
Opportunities:

Removing siloed working to enable multidisciplinary teams,
career development, and improving recruitment and retention

CAddress unwanted variation in clinical pathways and delivery.
Including standardised approach to safety

CEffective utilisation of resources to achieve improved outcomes and

Improving equity in care and access for the population reduce waste

Patient involvement and feedback to Shape services Address cultural differences to enhance jOint Working

Efficient use of clinician capacity for innovation and improvement CFOCUS on research to lead evidence based practice

Population based approach for preventative, joined up and person centred care

'AYATAYA'

Integrated MSK
What is required to reach end state? Governance: agreement for RJAH as strategic lead and oversight framework for an MSK operating model Service for

> Shropshire, Telford

>

Relationships: within this new model, agree roles, respoﬁsibilities and accountabilities for each element of the pathway ensuring clinical E

engagement and leadership throughout to achieve a shared vision for the service an(;::[ﬁ:;ir:)rlics
. End state: addressing other key requirements and challenges to effective o
End state: capitated MSK budget for ICS integration 9 yreq 9
population based on outcomes Opportunities:
Opportunities: P . .
Primary care, social care and third sector engagement to support a
CShift contracting system focus to patient outcomes and preventative approach and enhanced rehabilitation
preventative care options /" Develop a joined up system plan for effective delivery of waiting time
CCollaboration and shared work across Trusts, primary care and reduction
places through contracting /" Reduce provider variation in the use of equipment, resourcing
C Detailed financial plan to support effective service change ang and estates
reduce long term uncertainty /" Trauma: clarity on how trauma is considered in the wider
MSK work
RJAH 4

thevaluecircle 11



Roadmap to MSK integration for Shropshire, Telford and Wrekin ICS: creating a discipline for our system

Phase 1 (Jan 23-Mar 23):
Proposition development

Activities:

+ Identification of underlying challenges in
current system and the key changes
that need to be made to reach ‘end
state’

Maturity
gateway 6:
Mar 24

Sign off final
implementation plan
for new MSK model

Shadow form

Maturity
gateway 1:
Mar 23

Agree framework to
be used including
RJAH as the strategic
lead. Agree a set of
principles for working

Phase 5 (Jan 24- Mar 24):

Transition period

Activities:

* Implementing transition plan from
current to future state

Outputs

Phase 2.0 (Feb 23-Apr 23):
Clinical engagement

Activities:

* Engagement of senior clinicians and
relevant Trust and primary care leads
across the ICS

* Sense check framework

Outputs

* Identification of clinical leads

* Final driver framework

* Risk assessment (inc. financial)

Maturity
gateway 5:
Jan 24

Sign off transition plan
through agreed
governance process

Risk assessment of initial

implementation

* Monitoring, identifying and
implementing continuous improvement

Maturity
gateway 2:
Apr 23

Sign off driver
framework actions
and agree business

and clinical leads for
each element

Phase 4 (Oct 23-Jan 24):

Transition planning

Activities:

* Wider socialisation of plans and
beginning implementation processes

» Develop transition plan aligning with
national planning guidance- current to
future state including agreed metrics to

Phase 2.1 (Mar 23-Jul 23):
Underlying enablers

Activities:

* Agreeing governance model, defining
roles and responsibilities to support an
integrated culture

» Developing a new contracting and
commissioning model

» Utilise best practice (GIRFT, RightCare,
NICE)

* ICS consider any consultation
requirements/align with national planning
guidance

Outputs

* Begin development of MSK operational
model

» Job portfolio development

* Engagement and embedding cultural
narrative

Maturity
gateway 4:
Oct 23

Sign off operational
model and workforce
and financial plans
through agreed
governance process

monitor effectiveness of care, alongside
an accountability framework

Maturity
gateway 3:
Jul 23

Sign off roles,
responsibilities and
oversight of pathways,
including new contracting
and commissioning
methodology through
agreed governance
process

Phase 3 (Jul 23-Oct 23):

operational and financial
plans

Activities:

* Finalise detailed operational model and
outcomes with clinicians and patients

* Develop detailed integrated MSK
workforce and financial plans

Outputs

* Operational model and outcomes
* Workforce and financial plans

Outputs

Transition plan

linked to feedback and evidence
based research .

_ RJAH 5
thevaluecircle 12



Key principles for successful integration

« Whilst RJAH will function as the strategic lead, all other Trusts will be needed to collaborate and participate by
supporting their partner organisations to continually achieve consistent outcomes that align with the agreed standard of
care and use of resources. This will be formalised through an overarching accountability framework and standards set
for delivering safe, effective, equitable services with good experience for the population. Individual Trust boards will be
responsible for delivering these standards within the services that they provide.

« The consultant body working within the STW MSK service will operate as one integrated team, working to the standards
set for MSK services. Accreditation specific to Nursing and AHP staff groups will be required to ensure standardisation
of delivery of MSK care.

 Clinical pathways will be designed by clinicians and coproduced with experts by experience. These pathways will
enable the provision of evidence based effective care.

« Whist resources for MSK will be combined for the population, work will be undertaken to understand the financial
strategy for the new model of care. This work will include a plan to avoid financial disruption or destabilisation to
individual Trusts as the model is implemented.

nevaluecircle RJAH °



Requirements to take this forward

* To ensure collective ownership and accountability, it will be important to engage all parts of the system in the
development plans which will be underpinned by a new joint culture for MSK service delivery.

« The formal structures and process will be implemented across the system and upheld by a set of shared values that are
driven by agreed behaviours, strong relationships rooted in effective communication and trust.

« To support this, a reconstituted MSK Transformation Board will be established. The Board will comprise of two
subgroups: the first being the existing tier 1 and 2 work, and the second to oversee all activities related to the
orthopaedics and trauma elements.

nevaluecircle RJAH 7
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15t OPA wait times

Treatment times

number of
Specialty weeks until 1st

OPA
Breast 2
Colorectal 57
Gastroenterology 30
Hepatology 9
Upper Gl 12
Urology 79
Vascular 17
Diabetes 52
Endocrine 56
Renal 7
Cardiology routine 64
Cardiology urgent 32
RACPAC 12
Respiratory routine 69
Respiratory urgent 8to 10
Dermatology routine 26
Dermatology urgent 6to 8
Stroke 14
General Medicine PRH/Falls |28
General Medicine RSH/Falls |27
Movement Disorder PRH 4
Movement Disorder RSH 3

Data Source: SaTH centres

number of
Specialty weeks until 1st
OPA

Hand Wrist & Elbow 3
Shoulder 3
Foot & Ankle 2
Hip/Knee 2
Soft Tissue 2
Ophthalmology 37
Glaucoma 68
Vitreo-retinal 53
General - Oph 51
Diabetic - Oph 47
Plastics - Oph 45
Corneal 35
Medical Retina 21
Cataract 18
Paediatrics - Oph 16
General Gynae PRH 52
General Gynae RSH 52
General Paeds PRH 22
General Paeds RSH 23
ENT Adults a4
ENT Paeds 57
Max Fax 32
Orthodontics 31

Number of
weeks to

Service treatment

Breast Surgery Service o
Cardiology Service 32
Clinical Oncology Service 16
Colorectal Surgery Service 27
Dermatology Service 2B
Diabetes Service 73
Dietetics Senvice 1
Ear Mose and Throat Service 30
Elderly Medicine Service 4
Endocrinology Service 10
Gastroenterology Service 23
General Internal Medicine Service 42
General Surgery Service o
Gynaecological Oncology Service 21
Gynaecology Service 37
Hepatology Service 15
Maxillofacial Surgery Service 37
Medical Psychotherapy Service 26
Occupational Therapy Service B
Ophthalmology Service 22
Oral Surgery Service 32
Orthoptics Service 34
Orthotics 1
Paediatric Gastroenterology Service 15
Paediatric Ophthalmology Service S0
Paediatric Service 43
Pain Management Service 21
Physiotherapy Services 32
Respiratory Medicine Service B
Trauma and Orthopaedic Service a0
Upper Gastrointestinal Surgery Service 46
Urology Service 31
Vascular Surgery Service 35

Data Source: Weekly National Waiting List Submission for Inpatient RTT
Clock Stops from Week - Ending 5th Feb 2023, 12th Feb 2023, 19th Feb

2023 for SATH
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1. Purpose of Paper

To seek a mandate via the development of a business case to address the nine challenges
identified in the Moorhouse report and consider how tactical commissioning is best deployed
for the STW population.

2. Introduction

In October 2021 NHSE/I consulted on how best to devolve commissioning to Provider
Collaboratives in respect of the mental health sector, STW system responded by confirming
they wanted to explore the development of a local Provider / Commissioner collaborative.

This paper seeks a mandate to engage more formally with all stakeholders with the aim of
developing a phased business case. This exploration will include the scope of the business
case, the degree of delegated responsibility from the ICB, the relationship with Places and
Communities, and the formulisation of the strategic ambitions in relation to Mental Health
services in STW.

3. Recommendations

The committee approves the initiation of the proposed business case development work.

3
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1. Introduction

The 2022 Health and Care Act, formalised ICSs as legal entities with statutory powers and
responsibilities. Statutory ICSs comprise two key components: Integrated Care Boards (/CBs)
statutory bodies that are responsible for planning and funding most NHS services in the area.
ICBs have also taken on some commissioning responsibilities from NHS England.

The legislation has also changed procurement and competition requirements, removing the
requirement for mandatory competitive retendering. This is all part of a shift towards strategic
commissioning and a more collaborative approach to planning and improving services. The role
of commissioners has required an increase in closer working with key partners across the system
to understand population needs, determine key priorities and design, plan and resource services
to meet those needs. While distinct commissioning and provision responsibilities still formally sit
in the ICB, in practice the division is becoming increasingly blurred, including within the Shropshire
Telford and Wrekin (STW) system, with the ICB and STW Care Group increasingly working more
collaboratively.

Within this changed landscape NHS providers are increasingly being expected to look beyond
their organisational priorities to focus on system-wide objectives and improving outcomes and
reducing inequalities for the communities they serve. Increasingly the vehicle chosen to deliver
system objectives is via the Provider Collaborative route, building upon learning and greater
collaboration during the COVID-19 pandemic.

1.1 Background

The national direction of travel is that commissioners and providers should increasingly be
working hand in hand to plan care for their populations. While distinct commissioning and
provision responsibilities still formally sit within the ICB, there is an expectation that providers are
part of the Integrated Care System (/CS) and as such they are being asked to take on wider
responsibilities for the performance and delivery of the whole system.

There is evidence to suggest having a collaborative care model can lead to improved access to
Mental Health care on a large scale. This includes delivery of integrated care either through a
joint delivery model or through population-health principles (Ramanuj, P., & Pincus, H. 2019),
which includes a system of communication and coordination between a team of providers and
commissioners working in concert to address all of the health care needs of each patient (fully
Integrated care). (Untitzer, J., Carlo, A. D., & Collins, P. Y. 2020).

There are significant opportunities in working collaboratively to benefit patients and service users.

Page 1 of 13
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1.2 Current position

STW Care Group services a large footprint, serving a diverse population with a complex
geography; Shropshire is a mostly rural county with 35% of the population living in villages,
hamlets and dispersed dwellings; a relatively affluent county masking pockets of deprivation,
growing food poverty, and rural isolation. Telford & Wrekin is predominantly urban with more than
a quarter living in the 20% most deprived nationally and some living in the most deprived areas.

STW Mental Health Service are among the poorest funded in England, calculated to receive the
second lowest funding levels per head based on population size (Moorhouse 20217).

Moorhouse were commissioned to look at Mental Health Services across the STW footprint,
through stakeholder interviews, workshops and detailed desktop review a range of challenges
have been identified and grouped into nine themes (fable 7). This report will consider if and to
what extent each option addresses these challenges, alongside NHSE expectations around
collaboration.

1.3 Purpose of report

To seek a mandate via the development of a business case to address the nine challenges
identified in the Moorhouse report and consider how tactical commissioning is best deployed for
the STW population. In October 2021 NHSE/I consulted on how best to devolve commissioning
to Provider Collaboratives in respect of the mental health sector (Appendix 3), STW system
responded by confirming they wanted to explore the development of a local Provider
Collaborative for mental health investment standards (MH/S related commissioning). Subsequent
to this the ICB and MPFT developed a joint post — Programme Director Provider Collaborative to
lead the exploration of this with stakeholders.

This paper seeks a mandate for this post holder to engage more formally with all stakeholders
with the aim of developing a phased business case. This exploration will include the scope of the
business case, the degree of delegated responsibility from the ICB, the relationship with Places
and Communities, and the formulisation of the strategic ambitions in relation to Mental Health
services in STW. The exploration will seek to identify benefits and the necessary governance
arrangements in relation to any new ways of working which will be key to the proposed case for
change.

Page 2 of 13
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1.4 Challenges across Mental Health Services (fable 1)

Challenges

1.System funding

Description

Shropshire, Telford & Wrekin mental health services receive the second
lowest levels of funding by population of any ICS across England,
equating to approximately £135 spend per head compared to an
average of £173 nationally (Mind/NHS Digital, 2018-19).

This low level of funding results in a number of services only able to
provide the statutory levels of service with limited ability to go above this
baseline in some areas.

2.Joint working
across the system

Whilst the senior leaders across mental health services are well
connected and work collaboratively, there is a disconnect between
teams on the front line, working in siloes.

Front lines teams do not experience the same level of collaboration
evidenced within the ICS leadership, this can result in patients bouncing
between services.

There is limited involvement of Primary Care following patient referrals,
meaning opportunities are missed to take a holistic approach to a
patient’s physical and mental health care.

3.Number of services
with significant
demand and capacity
challenges

Mental health services across England are currently seeing
unprecedented levels of demand. This increased demand is reflected
across STW.

Low levels of funding across the system have an impact on the service
provision, quality of services and quantity of services available to the
population.

An example of the impact that this has can be seen in the volume of out
of area bed days used, which averages 392 per month across FY
2020/21.

4.Complex patients
are occasionally
being treated through
IAPT

There are examples of patients with complex care needs being treated
in settings that do not reflect the level of care required, such as severe
PTSD patients being treated through IAPT.

Additionally, the IAPT access rate across STW is at 4.31% which is
below average across England likely meaning fewer people are
accessing services than need support.

5. Long term service
commissioning

A number of service providers face challenges recruiting and retaining
staff due to the short term nature of existing commissioning contracts.
Short term commissioning and contracting for key services results in
challenges on the ground in the delivery of services resulting in
inconsistent and disjointed service offering in the community.

6.Leadership at place
can be inconsistent
and unclear

There is collaborative leadership across the ICS, however the local
nuances between Shropshire and Telford & Wrekin result in differing
approaches and minimal coordination at an ICS level leading to
inconsistencies of service offerings and scope.

Place level mental health leadership is not always clear to operational
staff and service managers, resulting in confusion and limited
coordination of service delivery.

7.Communication at
the grassroots level
is challenged

Communication between operational teams has been highlighted as an
issue in many areas, with limited communication particularly between
mental health teams and primary care teams resulting in limited
coordination in the delivery of patient care.

Page 3 of 13
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In a recent GP survey of mental health services, communication was
highlighted as the most common issue within adult mental health
services and crisis services, additionally 86% of GPs wanted more
information on mental health services and pathways. Better
communication would facilitate more joined up and collaborative patient
care, supporting improved patient outcomes.

8.Information and
data sharing

There are multiple patient record and patient management systems in
use across the system, combined with IG challenges prevent
information from being quickly and easily shared across organisations
resulting in staff not being able to access the full picture when
diagnosing and treating patients.

Patient records and discharge notes are not always shared in a timely
manner.

72% of GPs feel they do not get enough information once a patients has
been referred.

9.Resourcing and
recruitment
challenges

Mental health services have been under unprecedented demand
induced pressure, this is causing challenges across the system, with
services often unable to keep up with demand, resulting in longer
internal waits for treatment, resulting in increased complexity of user
condition. Unfortunately a number of mental health providers across
STW are unable to hire adequately trained staff to reach the staffing
levels that are required to resolve this issue.

Currently high staff turnover within mental health services with 20.25%
of STW mental health staff leaving within their first year of service.

Page 4 of 13
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2. Proposed direction of travel

Development of a Provider Collaborative - full integration model

The business case will consider the development of a local Provider Collaborative (LPC) under
an integrated model which would see delegation of functions to the Provider Collaborative from
the ICB, pooled budgets for areas agreed by the collaborative as being within the scope of the
Provider Collaborative.

Definition of a Provider Collaborative (NHSE)

Provider Collaboratives are partnership arrangements involving at least two Trusts working at
scale across multiple places, with a shared purpose and effective decision-making arrangements
to:

e Reduce unwarranted variation and inequality in health outcomes, access to services
and experience.
¢ Improve resilience by, for example, providing mutual aid.

e Ensure that specialisation and consolidation occur where this will provide better outcomes
and value.

Introduction to Provider Collaboratives

Provider Collaboratives, are a key component in system level delivery of ICSs, enabling them to
deliver their core purpose and meet the triple aim of better health for everyone, better care for all
and efficient use of NHS resources.

Effective collaboratives can help streamline delivery and functions and foster better relationships
between ICSs, providers and wider partners to integrate care and respond to needs of local
communities

Expectations of a Provider Collaborative

Expectations for Provider Collaboratives, including reducing unwarranted variation in patient
outcomes, access, and experience, and building greater resilience for services by sharing
capacity and resources.

NHS England has set out a number of guiding principles that should underpin a Provider
Collaborative arrangement. These include:

e A shared vision and commitment to collaborate

e Strong accountability mechanisms for members

o Building on existing successful governance arrangements
o Efficient decision-making

¢ Embedding clinical and community voices

e Streamlining ways of working.

Page 5 of 13
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Regional Picture (Midlands)

It is understood that all 11 systems in the Midlands region (East and West)intend to proceed to
a Provider Collaborative arrangement. All 11 systems are in different states of development, with
the Backcountry being the only one to have achieved NHSE authorisation.
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Form

The form of the Provider Collaborative will require discussion, consultation and agreement by all
partners for purposes of this paper it is assumed that the Lead Provider Collaborative model is
most likely to be preferred as there is currently only one main NHS Mental Health provider in the
STW geographical region (MPFT).

Provider Collaboratives have 3 Broad Types (NHSE/I Toolkit Jan 2022), however, Provider

Collaborative models are not mutually exclusive and can be combined or evolve into another; they
can all be implemented within current legislative framework (NHSE 2021).

1. Provider Leadership Board

e Groups of acute Trusts or mixed groups part of a system.
¢ Common delegated responsibilities from respective boards in line with scheme of delegation.
e Use committees in common approach.

Page 6 of 13
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2. Shared Leadership

e Usually involve 2 - 3 Trusts; specific aims to improve quality or sustainability of one or more
of Trusts.

o Same person fills CEO posts at Trust’s involved in the Collaborative this may include chair /
Exec posts.

o Each Trust Board remains separately accountable for decisions made.

3. Lead Provider

e A single Trust takes contractual responsibility for an agreed set of services on behalf of the
Provider Collaborative; sub-contracts to other providers as required.

¢ Alongside the contract the NHS LP enters into a partnership agreement with other members
who contribute to the shared delivery of services.

o Model established as part of the NHS-Led Provider Collaborative programme for specialist
MH & LDA services.

Membership

The membership of the Provider Collaborative will require discussion, consultation and agreement
by all partners for purposes of this paper it is assumed that the core membership will initially
consist of the organisations listed below with the understanding that the membership will expand
to include the voluntary community social enterprise sector (VCSE), people with lived experience,
patients and carers, and any other stakeholder groups as deemed appropriate.

Core Members

STW ICB

MPFT

Shropshire Local Authority
Telford & Wrekin Authority

Scope

The scope of the Provider Collaborative will require discussion, consultation and agreement by
all partners for purposes of this paper it is assumed this will form part of the development of a
business case proposal that will require board sign off by the core membership.

Appendix 2 details ICB commissioning expenditure on Mental Health services for the period 2022
to 2023 which will assist in giving an initial baseline for detailed discussion.

Page 7 of 13

26



NHS

Midlands Partnership
NHS Foundation Trust
A Keele University Teaching Trust

Commissioning

The adoption of a Lead Provider (LP) Model will require the exploration and development of a
delegated commissioning function that sits within the Provider Collaborative, to plan, procure and
quality assure service delivery. Consideration will be given traditional ways of working, hybrid
working and devolved statutory responsibilities.

National guidance on Provider Collaboratives, sets out an expectation that lead providers have a
clear separation of duties between commissioning and provision / delivery. This is key to avoid
conflict of interest and will need to be included in the formation of any future Provider Collaborative
irrespective of what form the Provider Collaborative takes.

Other integrated functions

Consideration will need to be given into other functions that could be better placed to sit within a
LPC, these may include:

e Quality Assurance

e Finance

o Bl /Performance

¢ Contracting

e Communications and Engagement
e Corporate Functions

Design Principles

Development of a business case for a LPC should incorporate the design principles detailed
below, that are based on national guidance.

Joint working

Population focused
Engagement led

Data driven

Cross place

Efficient and sustainable
Learning organisation

NSOk owbhd-=
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Resourcing

A range of support will be required to explore and develop the business case input from the
following areas:

e Options development (PC Program Director)

e Project Management support (PMO)
e Secretarial Support

e Finance

¢ Commissioning

e Contracting

o Business Intelligence

e Data Collection

e Communications and Engagement

o Legal advice
Stakeholder engagement
e Membership of a working groups

Oversight and Assurance (fable 2)

To facilitate effective collaboration it is acknowledged that we must get the oversight and
assurance mechanisms correct. NHSE guidance on good governance and collaboration will be
adopted (fable 2).

Organisations need to have governance arrangements with five characteristics

S e
haracteristics o veinance arrangements
outcomes functions iR ng

Characteristic 1: Developing and sustaining strong working ]

Shared planning
and decision-

making
Characteristic 2: Ensuring decisions are taken at the right level

Taking collective

responsibility with Characteristic 3: Setting out clear and system -minded rationale
partners for delivery for decisions

of services

relationships with partners

30

Characteristic 4: Establishing clear lines of accountability for
Delivery of decisions

improvements and
decisions

Characteristic 5: Ensuring delivery of improvements and

decisions
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Reporting Arrangements (figure 1)

The expectation is that stakeholder boards will receive quarterly updates (figure 7), with ultimate
decision making forum based on ICB recommendation.

ICB: Provider MHLDA
Collaborative Operational
Woarking Graup Delivery Group
{reports to) {reparts to)

Integrated
Delivery Group ICE Board
Committes (IDC)

S5TW GMT o)
Meeting &1 MPFT Board
{reports to) C )

Regularupdates

to Place

Local Authority

Commissioning
Group

Recommendation

The board approves the initiation of the proposed business case development work.
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3. Appendix 1 — Summary reading and information sources
Moorhouse Review (2021) STW mental health Portfolio Review & system Design
NHSproviders.org. (n.d.). NHS Providers. [online] Available at: https://NHSproviders.org.

PAR562 Draft Guidance on good governance and collaboration (2022) Draft Guidance on good
governance and collaboration (england.nhs.uk)

PARG642 Integrated Care systems: Design Framework. (2021). https://www.england.nhs.uk/wp-
content/uploads/2021/06/B0642-ics-design-framework-june-2021.pdf

PAR754 Working together at scale: guidance on Provider Collaboratives. (2021).
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0754-working-together-at-scale-
quidance-on-provider-collaboratives.pdf

PR1560 Arrangements for delegation and joint exercise of statutory functions Guidance for
integrated care boards, NHS trusts and foundation trusts (2022)

Ramanuj, P., & Pincus, H. (2019). Collaborative care: Enough of the why; what about the how?
The British Journal of Psychiatry, 215(4), 573-576. doi:10.1192/bjp.2019.99

The National Health Service (Joint Working and Delegation Arrangements) (England) Regulations
2022.

Unatzer, J., Carlo, A. D., & Collins, P. Y. (2020). Leveraging collaborative care to improve access
to mental health care on a global scale. World psychiatry: official journal of the World Psychiatric
Association (WPA), 19(1), 36-37. https://doi.org/10.1002/wps.20696

Wickens, C. (2022, April 21). Provider Collaborafives. explaining their role in System working. The
King’s Fund. https://www.kingsfund.org.uk/publications/provider-collaboratives
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Appendix 2 — Financial Information 2022/2023

Title

MHIS split

Document

MHIS split for
costing paper Oct 2.

Shropshire, Telford & Wrekin
LD&A summary

LD&A Funding
Update 300123.xIsx

Out of area report

Copy of Out of
Area report 30.12.2:

CCG Finance Feedback

L

CYP SIT Report -
CCG Finance Feedb:
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Appendix 3 - STW response on the consultation to devolve Mental Health
Commissioning to Provider Collaboratives (Ocfober 20217)

Integrated Care System

)V( Shropshire, Telford & Wrekin
f'\

Colleagues,

Response from Shropshire, Telford & Wrekin ICS on the Consultation Document: Devolving Mental
Health Commissioning to Provider Collaboratives

The consultation document has been shared with the membership of the Mental Health, Learning
Difficulties & Autism (MH,LD&A) Operational Delivery Group and the Chief Executives Group (to which the
Operational Delivery Group reports).This is a collation of the responses received.

The system has had a MH, LD & A group for several years, which first operated informally as a network and
has evolved with the formation of STPs through to ICS with a formal governance structure in place. This has
been working to deliver the related long-term commitments of the IC5, and to deliver transformation at
scale and drive up quality. The system agrees that approach 2 is the natural evolution of what is already
successfully in place.

We support the Mental Health Programme recommending that the MHI5-related commissioning budget is
devolved to a local provider collaborative in line with Approach 2, and consider that this would be best
placed to address the needs of our local population, and to work closely at PLACE.

In terms of the support that the system would need in moving this forwards:

1) Inresponse to the consultation we wish to highlight the legacy baseline deficit in investment in mental
health in Shropshire, Telford & Wrekin that cannot be addressed through MHIS growth alone. The IC5 is
a financially challenged system in Level 4 of NHSE system support so addressing this internally is
particularly challenging, and we ask for transitional support to be considered, so that health
inequalities and parity of esteem issues can be addressed.

2) twould be helpful to receive practical guidance on the next steps, particularly in relation to
strengthening the relationship between the local provider collaborative and PLACE and WVCSE (the
cultural change required to work effectively with WVC3SE) and how MHI5 funding can be applied to wider
local provider collaboratives which include partners like WVCSE and sodial care, and to also receive
learning from other areas who have been early implementers.

3) Specialised mental health collaboratives are described in the consultation document but we would
wish to highlight that progress with the Children & Young People provider collaborative appears limited
with no benefits identified in Shropshire, Telford & Wrekin as yet. This is significant because of the
section 31 related issues at the acute trust and the lack of availability of tier 4 beds.

Yours sincerely,

Cathy Riley
SRO for MH, LD & A Operational Delivery
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Staff Survey 2022

The results of the 2022 NHS Staff Survey were published on 9" March 2023. In this ICS, the staff
survey is currently carried out in our provider Trusts — SaTH, SCHT and RJAH. Each organisation
has a detailed report examining each question, services or teams of more than 11 people and free
text comments. This report provides a high-level summary only.

The staff survey is aligned with the NHS People Plan, and the People Promise. The data has been
measured against each of the seven elements of the People Promise, plus two further themes — staff
engagement and morale. Each organisation is benchmarked against its peers — RJAH against
Specialist Trusts, SaTH against Acute Trusts and SCHT against Community Trusts.

Nationally, the context for the NHS and Social Care has been challenging over the past 3 years and
many of our services have experienced significant increased demand, increased acuity and
complexity in presentation of patients/service users and a number of significant workforce challenges.

Response Rates

Response rates give us an indication of individual engagement with their employer. Across the
Midlands response rates have fallen between 2021 & 2022. In 2022, Derby & Derbyshire had the
highest response rate at 54.3%, with STW ICS is the middle of the pack at 50.2%. The lowest
response rate was Coventry & Warwick at 40.1%. We have seen a fall relative to our ICS position in
2020, when our ICS average response rates were 52.1%.

MPFT | RUIAH | SaTH | SCHT
Response Rate 55% 52% 49% 50%
People Responding 5005 837 3392 777

Organisational Summaries

The easiest way to compare the organisations is to look at their People Promise results graphically.
Nationally, the overall results for 2022 show improvements in two of the Promise’s seven elements —
“We are a team” and “We are always learning” - with a greater proportion of staff feeling supported
by their line manager and having opportunities to develop in their careers. Scores for a further four of
the elements and the staff engagement theme have remained more constant.

MPFT have scored near the top of the benchmark group for all People Promise themes. They are
particularly proud their staff have identified the Trust's positive commitments to compassionate
culture, specifically highlighting equality, diversity & inclusion, feeling safe to speak up at work, being
able to make suggestions to shape new initiatives and innovations, recognizing the work of
colleagues, supporting learning and development, helping achieve a balance between home and work
life and receiving the respect they deserve from colleagues at work.

RJAH scores have remained broadly the same as last year in relation to the People Promise themes,
and they are particularly proud that their staff have reported they feel more supported by their
immediate line manager, with those scores moving from being below average to above average for
their benchmark group, with improvements of 4-5% in many of the questions linked to that theme — a
statistically significant change.

SaTH have continued to score below average for all 9 of the People Promise results & themes.
However, in their own context and journey, they are particularly proud that their staff have reported
significant improvements in being treated compassionately & inclusively, being safe & healthy, always
learning, working flexibly and being part of a team.

SCHT scores have remained broadly the same as last year in relation to the People Promise themes,
and the Trust is below the benchmark group average for all these themes. SCHT are proud of
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improvements in the themes of ‘We work flexibly,” and ‘We are a team’ — with the most improvement
in four areas - ‘appraisals left me feeling the organisation values my work and helped me agree clear
objectives for my work’, ‘relationships at work are unstrained’, ‘| have opportunities to improve my
knowledge and skills’ and ‘In the last 12 months | have not felt unwell due to work related stress’.

Our provider Trusts each have their own relative context and journey within this national picture.
Against the People Promise themes, compared to 2021, the Staff Survey Coordination Centre has

identified the following changes in scoring:

People Promise Theme

We are compassionate & inclusive

We are Recruitment & rewarded

MPFT

No significant
change

RJAH

No significant
change

No significant
change

SaTH

No significant
change

SCHT

No significant
change

No significant
change

We each have a voice that counts

We are safe & healthy

We are always learning

We work flexibly

We are a team

Staff engagement

Morale

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

No significant
change

Please note: When determining the above a “rounding” approach is taken, which is one factor that
can impact why figures that look the same to 1 decimal place (dp) may be significant while those

that look different to 1dp are sometimes not significant. Each score is rounded to 1dp which means

that figures can appear more similar or more different than they actually are.

The test also considers the sample size (larger sample sizes are more likely to result in changes
being statistically significant) and the actual values (a 0.1 movement on a very high or low score is
more significant than a similar movement on a mid-range score).

The results of the significance testing are provided as a guide to help data users see where there
may have been ‘real’ changes in the scores year on year, and where changes are too small to be
statistically significant. It is always advised these tests are used for guidance only and that actions
are based on the comparison with benchmark scores, the longer-term trends, and the context in

which the survey took place.
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Our Less Positive Themes

Reporting

incidents &
raising concerns

Health &
Wellbeing

Patient care

Good Work

Recognition

Compassion and
Inclusivity

Advocacy

*MPFT - Less people report they are confident about incident reporting and feedback

*RJAH - Less people report feeling confident that if the organisation would address concerns
raised with it

*SaTH - Less people feel able to raise a concern compared to last year

*SCHT - Less people report feeling confident that the organisation would address concerns
about unsafe clinical practice.

*RJAH - More people report feeling mentally and physically exhausted after every shift.

*SCHT - Less people report feeling confident that the organisation takes positive action on
health and wellbeing

*RJAH - Less people report feeling satisfied with level of pay.
oSCHT - Less people report feeling satisfied with level of pay.

*MPFT -Less people report confidence around patient care

*RJAH - More people report feeling under more pressure than previously
*RJAH - More people report working harder than ever while not being appreciated for doing

SO

¢SaTH - Rank the lowest of their benchmark group for being compassionate and inclusive.

*SaTH - Rank bottom in the Midlands (and fifth from bottom in England) for advocacy
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The following themes have been identified by our provider organisations for focused attention
in 2023.

Reporting *MPFT - Ensuring that staff feel heard and receive timely feedback about their concerns
incidents & *RJAH - Embedding recent changes to the Freedom To Speak Up process
raising concerns *SCHT - Building a culture of civility, respect and speaking up

Health & *MPFT - A continued focus on staff well-being
Wellbeing oSCHT - Health & Wellbeing

*MPFT - A focus on how we recognise achievements and make appropriate changes to
improve morale

*RJAH - Support with the cost of living.

oSCHT - Reward & Recognition

Pay & Recognition

Culture & *RJAH - Supporting strong leadership through the launch of the RIAH Leadership Programme
Leadership *SaTH - Continue cultural & leadership journey

*MPFT - A focus on how we listen and work alongside our staff to recognise their context
*RJAH - More people report feeling under more pressure than previously

Retention *MPFT - A focus on looking after and retaining the current workforce
*RJAH - Investing effort in staff retention

*MPFT - A focus on a compassionate and inclusive culture
eSaTH - Work to improve all EDI metrics
*SCHT - Equality, Diversity and Inclusion (EDI)

Good Work

Compassion and
Inclusivity

Filling Vacancies *RJAH - Working hard to recruit more staff

oSCHT - Career development

. *SaTH - Partnering & collaboration across the ICS on work such as education & workforce
Collaboration . .
planning are the keys to recruitment success
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MPFT

) People Promise Elements and Themes: Overview

All of the People Promise elements, themes and sub-scores are scored on a 0-10 scale, where a higher score is more positive than a lower score.
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» People Promise Elements and Themes: Overview

All of the People Promise elements, themes and sub-scores are scored on a 0-10 scale, where a higher score is more positive than a lower score.
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All of the People Promise elements, themes and sub-scores are scored on a 0-10 scale, where a higher score is more positive than a lower score.
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England

To: e ICB chief executives NHS England
Wellington House

cc. o Regional: 133-155 Waterloo Road
— directors London

— directors of finance SE1 8UG

— directors of system transformation
2 March 2023

Dear colleagues

ICB running cost allowances: efficiency requirements

Thank you for the extraordinary effort that you, your teams and your partner
organisations in systems are making to keep services operating safely and effectively
over the winter period.

Our letter of 24 January confirmed arrangements for delegation of commissioning
responsibilities for pharmaceutical, general ophthalmic and dental (POD) services,
including the impact of those transfers on ICB Running Cost Allowance (RCA) in
2023/24. We are now able to confirm the longer-term expectations on RCA.

The financial context for the NHS means that we need to review overall spending on
management costs. In NHS England this has involved implementation of changes to
significantly reduce the size of regional teams and national programmes, and to transfer
staff and functions from regional teams to ICBs. We also need to ensure that ICBs are
operating at their optimal size to deliver their strategic functions and to prioritise
resources for front line care.

We know that many ICBs are already planning changes to their structures to reflect new
statutory responsibilities following establishment in July 2022. We are therefore
confirming changes to the RCA for the next three years to give maximum certainty.

In determining these changes we have listened to the views of ICB leaders and have set
these in the context of the future funding settlement for the NHS. We believe that the
level of reduction required is significant but deliverable. Setting the central requirement in
terms of the overall RCA (which is based on population) for each ICB gives maximum
flexibility to determine locally how to configure teams, what functions to outsource, and
where to work across multiple geographies. There is no intention to drive changes to ICS
footprints through this work but rather to ensure that collaboration is strengthened to
enable efficiency requirements to be delivered.
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https://www.england.nhs.uk/long-read/direct-commissioning-delegation/

Changes to RCA

Baseline Running Cost Allowances for ICBs have already been held flat in cash terms in
2023/24. This has been published through the annual operational planning guidance and
the supporting publication of allocations for 2023/24 to 2024/25.

RCA will then be subject to a 30% real terms reduction per ICB by 2025/26, with at least
20% to be delivered in 2024/25. This provides time for ICBs to reorganise and gives
some flexibility on funding change, with scope for ICBs to go further and faster where
possible, enabling resources to be recycled into front line care. No increases to the RCA
to allow for inflation in this period are anticipated. We are now updating the published
future year RCA with three-year allocations for each ICB that reflect this 30% reduction.
Adjustments for delegated POD functions will then be made separately.

At our regular joint meeting on 28 February we committed to setting up a session for ICB
Chief Executives to work through the requirements and the resources available to
support. We will aim to get this in the diary with you in the week commencing 6 March
2023. In addition, regional teams will work with ICBs to support implementation of these
changes and will be able to provide access to benchmarking information and examples
of good practice in organising or sharing functions as the work progresses. The
development of provider collaboratives presents an important opportunity to streamline
roles and action across systems and we expect that system partners will agree what
resource should sit with provider collaboratives to support service transformation.

Thank you again for your all your ongoing efforts to deliver against the continuing
operational challenges and for all the work with your partners on improving population
health outcomes for people in England.

Yours faithfully

M Q I Ny J %

\

J

Mark Cubbon Sir David Sloman Julian Kelly
Chief Delivery Officer Chief Operating Officer Chief Financial Officer
NHS England NHS England NHS England

2
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People Programme Annual Report
2022/23 & ICS People Strategy 2023 -
2027
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Foreword by Catriona McMahon, Chair of our System People Committee &

Tracy Hill, Interim System Chief People Officer

We are pleased to introduce this, our first single system People Strategy for the health & care workforce of Shropshire, Telford & Wrekin.

This People Strategy has been developed collaboratively by members and stakeholders of the Integrated Care System People Committee and
represents a positive step towards working together with a shared strategic direction underpinned by consistent & aligned organisational
delivery plans.

Our People Strategy sets out our ambition for the next 5 years for the circa 23,000 people who work with us, and is structured around the
four core pillars of the NHS People Plan, underpinned by the NHS People Promise and the ambitions set out in the 2021 report The Future of
NHS Human Resources & Organisational Development. Each ambition describes what we want to do and our shared prioritised plans for
delivery — and can be flexible to accommodate changing demands.

Our People Promise

MNHS People Plan pillars
ta deliver mere people, working ditferently, ma

Looking after
our poaple y
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working snd

The future of NHS human resources and
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[ 2

it usive FAY Eafe e
e recoapired Ky

mmmmm ] o Suppaorting e Landing Erbsding Enathng rew mep 2
wreat employes inchanbon sa snttioveloping . improvement, digltally = “"“_‘"""ﬂ -~
anperience [ P il proople e change s smaiderl Blutions plansring e

-.I...“-..'.-_. . i innpuntian m urture 42



X

Growing for the future




We aspire to have engaged, motivated, skilled people who want to start &
progress their career & broaden their experiences with us. We will...

Have one system education, learning & development \
offer for all

Offer professional development opportunities to support
career development & professional registration needs
Ensure all our people have equal access to simulated

learning environments to enable them to develop &
maintain their skills

N

Centrally manage our apprenticeship, learning,
development & education funding

Ensure all our people have equal access to development
funding

Use less agency workers & at the right price — | don’t think
this fits here

Use our workforce plans to centrally commission further &
higher education & development for our people

Ak
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Learning & Talent

Provide development opportunities & stretch assignments
Have a proactive approach to talent

Celebrate the expertise of our people in the context of rural
health & care

Value the expertise of all our age groups & enable
generational skills & experience to be shared

/

development management

Best use of Starting out ‘
resources .

\ student placement meets demand for growth

Have one front door for new entrants to join us
Have a planned & coordinated approach to apprenticeships &
graduate entrants

Have an exciting range of work experience & school
relationships

Work in partnership with local Colleges & Universities to
support people living, learning & working locally, engaging
our local population in roles & careers we can offer

Have a continuous programme to ensure pre—registration

~

J
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Prioritised Programmes & year of start...

Priority 1 Priority 2 Priority 3

Co-ordinating our approach to apprenticeship programmes

Implementing a single learning management system across all employers in STW
Implementing Legacy Mentors — our experienced people mentoring our new people

Enabling digital mentors for the less digitally confident

Implementing centralised CPD/apprenticeship/development funds & their stewardship

Coordinating development opportunities/stretch roles, starting with High Potential Scheme

Commencing a system wide development programme for those who aspire to very senior roles

Building our ‘Next Generation” marketing strategy with local schools & colleges

Implement a pre-employment programme including numeracy & literacy, to support people to access employment opportunities
Working in partnership with colleges & providers to coordinate T-level student placements

Implementing a system approach to careers programmes

Increase our pre-registration student placements and develop a sense of belonging to STW from onset of placement

Delivering a centralised model of delivery of non-medical education including utilisation of simulated learning environments &
mobile training unit across the system

v °

45



X

Belonging in STW




We aspire to have a shared compassionate & inclusive culture

that enables our people to thrive at work. We will...

Have a shared strategy, understanding & approach to
inclusion & diversity
Have inclusive working practices for our people.

Have one shared set of employment policies &
processes for all our people

Ensure the Just Culture principles run throughout all
our people management policies and practice

Ab
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Celebrating Staff voice,
diversity & choice &
inclusion control

Culture,
values &
leadership

Justice &
fairness

Connect our communities & networks.

Work in partnership with our Trade Union colleagues

Enable our people to have the opportunity to engage & contribute,
& get their ideas heard

* Commit to one vision and one set of values & embed them in \
how we lead & work together

* Respect all our professional groups & organisations & work
together to build a new shared future

* Ensure our leaders are visible to all our people

* Have a shared, agreed approach to OD for development &

\ transformation of our services & our people /
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Prioritised Programmes & year of start...

Priority 1 Priority 2 Priority 3

Ensure our approach to inclusion is for everyone, not just our people with protected characteristics

Use shared system-wide people management processes & policies

Embed Just Culture principles in people management

Ensure everyone — in health and social care - can contribute to a staff survey providing feedback on their experiences
Ensure we have a system wide Trade Union/Partnership forum

Creating System-wide Vision & values

Implementing a single point of entry for STW for job opportunities (job/recruitment bureau)

Creating a workforce strategy specifically for our older (legacy) workforce

Attract — working together to develop marketing & branding for all STW health & care employers

Ab
|
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Looking after our
people




We aspire that our people will feel valued, nurtured & cared for & will

recommend us as a great place to work. We will...

~

/- Have a shared approach to enabling our people to
be physically, mentally & emotionally healthy +  Understand & value all roles & professions that make up our
* Have a shared approach to supporting our people workforce
when they become unwell _ _ Have equity of pay & roles for our total workforce
*  Ensure all occupational health services provide Reward the workforce equitably
consistent, high-quality support

o /

Health & Reward &
wellbeing recognition

* Have clear career pathways/roadmaps for all our
staff groups
* Understand how career needs & aspirations can be

* Ensure flexible working practices becomes the norm
* Value the skills & experience of our workforce
L- Be a great place to work

Good work

met
* Have one approach to buddying, mentoring, pastoral
\ support & care for our people

10
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Prioritised Programmes & year of start...

Priority 1 Priority 2 Priority 3

A single system approach to our people’s wellbeing

A single approach to inclusive Leadership (HPS)
Mapping all our key career pathways (retention)
Attract/Retain - Day in the life type marketing material

System-wide collaborative coaching & mentoring pool

Equal pay banding & job content for equivalent roles across NHS employers

Harmonised terms & conditions & pay for Bank Workers (Just NHS/NHS & Primary Care/NHS, Primary & Social Care) -

Key worker housing

Raising the profile of flexible working platforms --
Time in our daily work to learn & develop -
Provision of elder care or childcare -

11
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New ways of working
& strategic workforce
planning




We aspire to be one workforce, supporting the delivery of high quality care

to our communities. We will...

Have a shared approach to the provision of
timely & high quality information about our
whole workforce

Use digital innovation including Artificial Intelligence & Robotic

Process Automation in our people management processes

«  Have a shared approach to providing & Work seamlessly with digital colleagues to enable our people to
managing our Electronic Staff Record database develop the right digital skills for their work

\ in NHS employers Workforce Digital Enable flexible working, enabling this with digital technology

information innovation

Strategic 0 * Act maturely & collaboratively together on people matters \
S o - .
/. Have a shared approach to strategic workforce workforce Enable our workforce to flow freely between organlsat'lons in
workforce support of patient care, development needs, mutual aid &

planning to enable service transformation planning

* Engage our leaders, professionals, clinicians,
finance & activity colleagues in workforce
planning

widening experiences

* Reimagine our people services & functions (e.g. HR, Recruitment,
Staff Records, Temporary Staffing, Occupational Health,
Organisational Development, Business Partnering) to support the
One Workforce concept J

\_
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Prioritised Programmes & year of start...

Priority 1 Priority 2 Priority 3

Implement a system bank using a single digital solution & managed by a single organisation on behalf of all system employers

Begin using a common & shared set of key workforce metrics for all system employers
Create one workforce information & ESR function across NHS employers

Create one system workforce planning & transformation team (including HR, OD, Education & Learning expertise) across all system
employers

Implement Al & RPI consistently in people management processes
Operational workforce sharing between NHS system employers

Create one system recruitment function providing recruitment services for all system employers & enabling provision of the single
point of entry for STW for job opportunities (job/recruitment bureau)

Create one system HR Advisory & Business Partnering function providing recruitment services for all system employers
Create one system Organisational Development function providing recruitment services for all system employers
Develop a consistent and shared approach to the provision of high quality Occupational Health services
Operationalise the One Workforce principle (System first) in all our key work programmes

Create & use a single workforce plan for all our System workforce

W :
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* Urgent & Emergency Care - slides 3-13

* Elective Recovery - slide 14

» Cancer Recovery - slides 15-16

* Diagnostics Recovery - slide 17

* Mental Health & Learning Disabilities & Autism - slides 18-22
* Finance - slides 23-28

* People - slides 29-31
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UEC Core Metrics

Service Measure

Pre-Hospital Response times for ambulances

Reducing avoidable trips (conveyance rates) to Emergency

Departments by 999 ambulances 8 of these measures and other supporting metrics to assist
Proportion of contacts via NHS 111 that receive clinical input achievement of the Core metrics bundle are captured within
the UEC dashboard reported via the UEC Operational Group by
A&E Percentage of Ambulance Handovers within 15 minutes exception to the system UEC board.

Time to Initial Assessment - percentage within 15 minutes The 2 RED highlighted metrics are not currently captured.

Clinically Ready to Proceed will be captured once the new
Patient Administration System (PAS) is implemented at SaTH.
Critical Time Standards criteria have not yet been set nationally.

Average (mean) time in Department - non-admitted patients
Hospital Average (mean) time in Department - admitted patients
Clinically Ready to Proceed
Whole System Patients spending more than 12 hours in A&E

Critical Time Standards

A
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Urgent and Emergency care data

The following UEC slides contain the latest monthly update (February performance) against the national core UEC measures. The charts provided
include trajectories for improvement and benchmarking against regional and STW pre-covid (19/20) performance where available.

Setting the scene: Demand data

Number of A&E Attendances (type 1-type 3)
®
[ e

-

27/02/2023
Latest Date
ot — n/a

National Target
2725

Value

Number of Ambulance Arrivals

27/02/2023
Latest Date
n/a

National Target
633

Value

A&E attendances increased during February; although not to the highs previously
reported, the impact was a decrease in performance during February. However,
improvements can still be seen from January onwards based on interim changes
implemented.

As previously reported, the coding reported behind the Emergency Care Data Set
(ECDS) data has prevented in-depth review of ECDS data. Data quality will still
remain challenged until the move to the new PAS in October ‘23.

Ak
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Ambulance arrivals have again started to decrease following a sharp
rise in January. Arrivals have been between 678 on the week of 23rd

January falling to 613 on the week of 20 February.




UEC Dashboard Latest — Core Metrics

Ambulance response times

WMAS Response Category 1 - mean

Varahon Assurance

WMAS Response Category 1 — 90t
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UEC Dashboard Narrative:

Mean line (average) ====== Upper and Lower control limits

""""" Localsed improvemant targat
______ Matkanal 'Ianl'mt

Cat 1 response times report very
little variance or improvement. The
latest week captured does show an
improved time of 21 minutes for
the 90th percentile. National target
remains at 15 minutes.

Category 2 times remain much
improved and have been ahead of
localised improvement target and
close to the national target. Cat 2
conveyance activity remains
consistent.

STW along with Shropdoc and Shropcom partners now have twice daily stack review calls of Cat 3 and 4 with WMAS. Shropdoc are leading on this on behalf
of the system. Initial analysis shows that the Stack Review calls are having a positive impact in identifying alternative pathways other than ED. These calls

take place 7 days a week.

Ak
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UEC Dashboard Latest -

Ambulance Handover delays

Core Metrics continued

Ambulance delays < 60 minsi

1000,
o b -
O o o b
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Ambulance delays < 15 mins%
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-l — R -0t 12 A — i o] it Locafsed target & local trajeciony

Ambulance Delays of less than 60 minutes

February handovers to PRH and RSH are reporting a reduction in performance
of 69%, down from 80% in January. Despite the reduction, performance
figures still met the new trajectory.

The latest figure for the region is 89.6%; STW therefore reported a variance of
23% to the regional average.

Ak
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Ambulance Delays of less than 15 minutes

Again, 15-minute performance reduced during February, reporting 11.6%.
However, STW still reported achievement of trajectory.
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UEC Dashboard Latest — 15 min initial assessment

d
b

At

¥

Patients seen within 15 mins for initial triage

Apr-2 May-22 Iun-2 Aug-22 Sep-21 Oct-22 22 lan-23 Feh-2 Mar-23

Mational targe — = | ocalised target

Localised trajectory e [ g 0D m-.-r:._qa,- - == STW Average Pre-COVID

During February, 27% of people were seen within 15
minutes for initial assessment. STW continue to follow
the regional performance trend pattern; the increasing
demand reported during February (compared to
January) being the key factor for the performance
change.

There has been some sustained improved performance
around initial assessment during January, however
performance dipped slightly in February but remains
way short of local recovery trajectory and regional
average.



UEC Dashboard Latest — 12 hour patient

patientswith 12 hoursin department 25% S RILBNES WHILLE OUrs T opornent
3000

i 1
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- - - - - - - - - - - o%

500
s

0

Apr-22 May-23 Jum-232 [T] S Aug-22 Sep- 22 Cict-27 MNon-22 Dec-22 lan=-33 Feh-73 Mar-23
Apr22 May 22 Jun 22 lul 22 Aug 22 Sep 22 Oct 22 Nav 22 Dec 22 Jan 23 Feb 23 Mar 23
— ATH b onal Larget = | Ocalised target
m Attendances ( Local trajectory National target - === Localised target - = STW Average Pre-COVID Local trajectory e flzgaiinal Average = = STW Average Pre-CONTD

February reported a slightly worsened position with 17.9% of total attendances incurring 12+ hours in ED; this equates to a total of 1926 cases incurring
12 hours+ in department (+35 compared to Jan ‘23).

Immediate regional systems’ data now available monthly: January reported 10%.

In early January there was a reduction in the number of patients spending more than 12 hours in ED to levels experienced in August 2022. Improvement
work includes the acute floor reconfiguration and validation around non-admitted patients. Discharge improvement work is ongoing to support
increased capacity that will reduce time spent in ED.

A
I NHSH




UEC Dashboard Latest - Core Metrics continued

Mean time in ED

Mean ED time (Non-admit)

Mean ED time (admit)
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E— Aciual == == | peafised target —g— fogional Average = = STW Average Pre-COVID W] = === Locafised target e Regonal Average == == 5TW Average Pre-COVID
Non-Admitted

During February, STW reported a average of 371 mins for Non-admitted attendances. Mean time in ED for non-admitted patients reduced through the

beginning of January as flow through the department improved, enabling patients to be seen and treated more quickly. The marginal increase in
attendances during February had an impact on time in ED.

Admitted

The average increased significantly during February to 1220 mins. The localised target is set at 500 mins, with regional average reporting 560 during

m 964

January.
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UEC Dashboard — additional supporting metrics

The system has other Key Metrics that are not part of the national core bundle;
these have been selected as essential to monitoring the overall UEC improvement.

0%

S0R%

4004

300%

205

108

0o

Admissions via Surpical SDEC

Apr-22 May-22 lun-22 lul-22 Aug-22 Sep-12 Oct-22 Nowv-22 Doc-22 Jan-23 Feb-23

— Actual Localised trajectory —Lecalised target

Mational target

Mar-23

2%

Admissions via Medical SDEC

Apr-27 May-22

 Actual

T

lun-22 Jul-22 Aug-21 Sep-22 Oct-232 Neng-23 Dec-27 lan-23 Feb-23 Mar-23

Mational target Lacalised trajectony = w= {ocalised target

The surgical SDEC continues to report achievement of our local stretch target during February, reporting 52%.

The Medical SDEC has improved during February reporting 28%, although still a little under target.

The acute floor opened in mid December. Patients are now being admitted via AMA rather than SDEC therefore we may continue to see
performance in this metric reduce due to the pathway changes but is an improved pathway for the patients. There was an increase in weekly
performance in February (seen in the Weekly UEC Dashboard) and this coincides with the flow out of the acute floor being more constrained

and therefore more patients being held back in ED.
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UEC Dashboard — MFFD

LOS on MFFD Weekly Average MFFD list :
2 .8
|
" Apr-23 May-23 un-22 Il .'.==.:'~liij 22 Sep-21 -2 _N-:. :'.;' tor-27 an-23 Feh-23 PAzr-23
s faseline dvwrage _— Aciual o Tragctory Target C=Baceline {20/71avg] e ACusl  s——Tarpet Trapgctory
February figures increase to 5.1 days average length of stay as The latest weekly average discharge, 27/02/22, is reporting an average of
Medically fit for discharge (MFFD). 146 patients per day on the MFFD list.

First capture of No Criteria to Reside reporting for SaTH - on next slide.

Key criteria/definitions understood to align with SaTH reporting/capture:

* MFFD - Based on a combination of clinical review and treatment completed where a fit for discharge date has been input and aligned to complex
discharge patients only and at the point in time reported, e.g., 4pm

* Ready for Discharge (RFD) — of those patients at point in time recorded as MFFD, the RFD patients are not awaiting anything further that might prevent
discharge - e.g. meds, community equipment

* No Criteria to reside (NCTR) — with the current PAS, SaTH are not able to capture this as per national criteria. The current NCTR figures reported are
based on the daily sitrep as reported to the national team for use in the Foundry platform. The methodology for SaTH to report is based on persons
captured “Yesterday”. The remaining MFFD list (Complex patients) at midnight + the number of patients discharged before midnight.
This does not capture simple discharges that were not completed.

A
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Inpatients with No Criteria to Reside

SaTH - No Criteria to reside

3w Daily info flow as captured in SaTH Discharge sitreps. A target is

v WVM’WWV\/.VWW yet to be provided for the total number of patients reported as
200 J . _ NCTR (No Criteria to Reside) or Not Discharged NCTR; the target

G = ey pagy e e ey = s e iy e e e o e o e e o e e e e e e iy S s e - 'Hw —————— et o T e L T LY Y] i . . . .
. line shown is based on Nov ‘22 average only as an indicator.
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15 0O MBELing CritEria (0omeside fof NCTA ot descharged s e e Targst NCTR o0d discharged Linaar [Ps not meeting ctens to resida)
Patlents who did not meet the criteria to reside {NCTR) A slight decrease in the proportion of NCTR patients who have not been

discharged.

The total % of NCTR patients remains consistent with weekly trend
patterns reported. The lows align with figures reported for Mondays.
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NCTR Discharges

4 | This chart show the NCTR patients discharged before and after 5pm.
i . J “ | Since Nov ‘22 an average of 57% were discharged by 5pm, although this
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UEC Dashboard — Discharges
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Review of Discharge data has been captured for midday and 5pm achievement.
Midday performance for February remained at 14.7%; trajectory was set for 22%.
5pm discharges are reporting a broadly flat position for February of 53.6%. STW pre-covid achievement was 61%.

Discharge improvement work is ongoing to identify morning discharges and a trial with EZEC transport to test a model for very early
discharges. The Next Patient model is also supporting the early identification of patients for discharge lounge and pre-planning
discharge the day before with the aim of improving morning discharges.
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Elective Recovery — long waits

Key Data

104 week waits

Organisation End of 104ww+ | Forecasted end Forecasted

February of 104aww+ end of
Confirmed March Cohort 104ww+ April

Position Cohort

SaTH 1 0 0

RJAH 13 2 0

Total 14 2 0

Summary

Key Issues / risks to delivery 104 ww & 78 ww
* Workforce challenges and critical incidents declared at SaTH

* High volume of Spinal disorder patients at RUAH (Including
Specialist adult and paediatrics scoliosis)

* Low volume of patients willing to transfer out of the region or other
providers

* Lack of mutual aid within the region for specialist procedures such as

104+ww - March- System Plan was 0, currently forecasting 2 ) )
spinal disorders

® RJAH - Forecast 2 patients -1 impacted by the JD Industrial Action (5 were at risk) —
complex and unable to redate in month. 1 patient requires injection ahead of
surgery, a three-week gap between injection and procedure is clinically essential.

® SaTH - Plan to meet 0 at the end of March.

° Impact of industrial strike action on local services

Key Actions for recovery 104 ww & 78 ww

78 week waits ® Ongoing work with Royal Orthopaedic Hospital and Walton Centre
Organisation Original 78+ ww (March End of March Current Forecast * Focus on Independent Sector Utilisation
Planning 2023 cohort) 78+ ww (April 23) 78+ ww
submission 78+ Reported Forecast (March * Both Trusts focussed on delivering 78 ww trajectory and reducing 104ww
ww at March 30.01.23 2023 cohort) as low as possible, with complex spinal disorders the main risk to delivery,
2023 system still planning for zero 104ww year end

SaTH 211 512 102 0
RIAH 247 222 114 90 ° In conjunction with above, Diagnostic patients being sent to radiology to
Total 458 734 216 90 plot capacity in advance

Both SaTH and RJAH are on target to achieve better than the operating plan submission at * Technical, clinical and administrative validation processes in place.
the end of March however challenges remain with meeting the 0 target for April 23.
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Cancer Recovery

Key Data

SATH current position (as at 13/03/23):
430 patients waiting 63-104 days
180 patients waiting over 104 days.
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Summary

There has been a big improvement in
62-day performance; SaTH is now
below the overall backlog trajectory by
23 patients. The majority of those on
the backlog are urology patients — see
next slide.

For 28-day faster diagnosis,
performance is challenged due to
delays on skin as the biggest pathway.
Capacity has been addressed for this
and should translate into improved
performance. For the other high-
volume pathways, breast achieved
89.1% in January and colorectal is
utilising straight to test so both will

support overall improved performance.

What have we done/ next steps

* Continue to utilise radiology insourcing services,
with further capacity expected when the current
intake of overseas staff are fully trained and the
Community Diagnostic Hub comes online — these
will help reduce the 62 day backlog & increase
the 28 day FDS performance

* All challenged cancer pathways (urology, lower
Gl, gynaecology and skin) have recovery plans in
place and are monitored on a weekly basis. For
gynaecology, a straight to scan pathway is now in
place and 2-week wait appointments for US and
post-menopausal bleeding (PMB) now booking
within target. Theatre capacity planned to return
to pre-covid levels in April 23.

* For colorectal, a new FIT pathway service
provider begins delivering services from April. In
addition, there is increased uptake of use of FIT
by GPs as a diagnostic tool (33% of referrals
accompanied by a FIT result in first week of
March).

* Teledermatology pilot until end of April in one
locality to help reduce pressure on the skin
cancer pathway; full roll-out expected to follow.

* Additional urology biopsy procedures funded by
the West Midlands Cancer Alliance (WMCA)



Cancer - challenged pathway

Key Data

SATH current backlog (week ending 05/03/2023)

Summary What have we done and next steps

Actions to address the backlog in urology:

The urology pathway is now the _ . ' .
most challenged, with 198 L<.)cal Anz.aesthetlc Transperineal Prostate Biopsy (LATP) capacity -
diagnostics secured for 120 procedures.

1st session, 9 new cancers, 53% pickup rate. 2nd session has taken
place awaiting results - in place.

62d+ backlog
200

180 patients waiting over 62 days of

which, 95 patients have waited
over 104 days.

140
120
100

Implementing Best Practice Tariff Payment (BPTP) - Work has
commenced with Improvement team to implement standards of
care in MDT and streamline patient pathways. WLIs in place for
additional clinics for results and treatment planning. Ongoing
improvement work in Radiology as current timelines do not enable
BPTP to be met - end of Q1.

Insufficient Cancer Nurse Specialist (CNS) workforce to implement
LATP & nurse-led triage - Recruitment completed but candidate
has since withdrawn.

To recommence recruitment process - end of Q1.
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Service reliant on Locums support - work continues to recruit
Agency and NHS Locums in place. Implementation of robotic
surgical procedures may attract new candidates — ongoing.

Demand exceeding capacity - Continuing to utilise outsourcing to
support other elements of the service - in place.

Surgical capacity - Working with WMCA/NHSE to identify mutual
aid — ongoing.




Diagnostics Recovery

D han 6 weeks after referral Summary
iagnostics more than 6 weeks after referra . . .
20% The overall 6 weeks standard for diagnostics was not achieved for both SaTH and
20% A RJAH, however there continues to be improvement month on month. January position
60% - ee . is 40.6%, a slight reduction from December (42%). February’s unvaldated data shows
0% o. = H\_/, =) | further improvement.
40% 2 . Te SV v TT - Non-obstetric ultrasound has the largest number of long waiters, but the second highest
30% o ) i MRI is continuing to show a small but steady decrease in waiters.
° 0 . . . .
20% ¢ Colonoscopy: a second outsourced imaging provider for reporting at SaTH commenced
10% in December 2022 which is reducing waits for cancer patients and starting to reduce
0, .
0% © 0000 o o oooodooNN NN N pressure on services generally.
TS IFgIITIFssgFTIg g STW activity is above 100% of the 2019/20 baseline and 100% or more of the 2022/23
ddggdgdgdsgdgggggsz Operational Plan except for flexi-sigmoidoscopy where pathway changes due to Faecal
Immunochemical Testing (FIT) have reduced demand.
Nov-22 Dec-22 Jan-23 What have we done and next steps
22/23 Actual 22/23 Actual 22/23 Actual * Insourcing of radiology support,