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1. Introduction Leeds

_ . L . _ Clinical Commissioning Grou
Leeds is a fantastic city. We have great people, great institutions, great parks and great opportunities. In termi sdrlieals, we have some of the best services in England in term

of primary care, community and hospital services, and a wealth of local voluntary organisations which offer incredibketsupposands 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 ineitjuialitresscity. This is a challenge nationallyhe Marmot
10 years on reviewhat was undertaken in 2020 found that overall in the past 10 years:

A People can expect to spend more of their lives in poor health Health Inequalities are the unfair and avoidable differeng
A Improvements to life expectancy have stalled and declined for the poorest 10% of women in health across the population and different groups with
A The health gap has grown between the wealthy and the deprived areas 322072868 WwWobl { 9y At
A Place matters

In response to thispartners in the city have committed to achieve the Health and Wellbeing Strategy ambitioq that

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

Healthinequalities were already worsening before Coronavirus and the shock waves from the pandemic are now impacting upoarfdeoinsiunities, on mental and physical

health even more. Although, as a system there are areas we have got thivngs rigAht and are makingAa difference. We \fmolamﬂilieom theseAthings and do more of them ip a
systematic way though the Left SHiflueprintWe] y2 ¢ GKIF G I RRNBaaAy3d KSIFIfGK AySldzfAGASE Aa y2 f{ 2edtBingve o0 :
do, applyinghe totality of resources available to us as a Health system.

NHSLeeds 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

A58t AGSNI 0SG0GSNI 2dzii 02 YSa A Supporta greater focus on prevention and the wider determinants of health
being A Increase their confidence to manage their own health and-veihg

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

A ) .. A Create the conditions for health and care needs to be addressed around local
Building healthier communities neighbourhoods
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This is underpinned by otitealth Inequalities Frameworlvhichsets out how the CCG will use its £1.3bn resource to drive the changes needed to realise this aim and how the CC

use its position as a major statutory body to influence the wider determinants of health and our partners in ways whigosativedy 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-! O A2y a G2 A _ . C Access to effective Treatment, Care and Suppéttions to
Ol dza 84 2F GKS OF dzasaq  2-Prevention Actionsto reduce the causes, Sucly . improve the provision of and access to healthcare and the types of
good work, improving skills, housing and the &S Improving healthy lifestyledstopping smoking, - jnterventions planned for alifor example ensuring health literacy
provision and quality of green space and other 2 healthy diet and reducing harmful alcohol use is supportive; ensuring there are health inequalities impacts for all
public spaces and Best Start initiatives and increasing physical activity). commissioned services.

Butto deliver these commitments, we recognise that we need to organise ourselves differently, and so have emb&Keddn LIA y 3  dpdatydmindziv odeiiI@ organisation in
terms of strategigplanning (commissioningnd system integration. Over the next 12 months, the CCG will refocus our internal reeum# 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 providersaapddple to reshape 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 peopkdsfand how the NHS, in partnership with Social
Care, will aim for these goals..

Thisdocumentc i K[SS i { K A T 8ets this def LINSks6ur Kigh level ambitions for improvements to outcomes over the next 10 years, underpinned bytapgetsifor
changes to activity and quality improvements over the next five ya&liserevempossible for each of these ambitions, we have set ourselves the goal of reducing the inequalities gar
Leeds by 1%.These specific targets and metrics have been developed and selected due to their impact and span across our populatisiod outeability to influence and deliver
across Health pathway$hey also reflect thareas of change are also things that people in Leeds tell us are important to them. .

This planwill be iterative and evolve overtinde LG Aad AYUSYRSR (2 06S | WEAGAY3I I yRIt@iBasthd dingcian and thibkizy setyouit i thé
NHS Long Term Plan, and takes account of the impact of €@\ people and services in the cityalso supports the Leeds Inclusive Growth Strategvill be strengthened by the
W{KIFILAY3A 2dzNJ Cdzi dzZNBEQ LINPINI YYS GAGK OGKS // DQa Ay ONBditwd BRe cankinudtlyoshapetl byicliigiang, ii paiitiSuNNE!
Clinical Directors and others working in primary care, as this footprint becomes more central to service developmenisagd-delnow, it sets a clear and ambitious direction for the
city, delivered through welllefined programmes of action which will redesign how services are delivered, in order to achpegedthoutcomes and a reduction in health inequalities

for the people of Leeds.
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2. Background

Why the Left Shift?

C2dzNJ WLINRY OALX SaQ (2 RSFAYS GKS ST

1. ThelJ2 LJdzf G A2y Qa KSIfOdK 2@SNIff gAff
services, tdiving, ageing and dying well. Well have a much clearer focus on
specified outcomed-or example, w&now that improving outcomes in childhood
is essential for better education, health and economic outcomes for a whole
population

2. Fori KS LJ2 Lddzt | 0 A 2 Y @duitakiysand far &s tolretluca healiNe & S

inequalitieswe will need to ensure services are focused better on the needs

~

a

Y2

people who are socially economically disadvantaged ; inclusion groups and those

at higher risk of poohealth¢ so we will have specifigoals across alélating to
reducing inequalities.

3. Inorder to achieve this we will invest more resources in prevention and
personalised proactivearec often (but not always*) resulting in more activity and
OFNB (F1Ay3
clear targets to measure how these activity levels will change.

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

(*We say not always, as sometimes, for people with a complex physical or mental

health condition, the most proactive approach is to have access to specialist care as | pe delivered in three key settings

A PrimaryCareNetworks

A More specialist Community Services

A HospitalServices

It also aims to describe the Left Shift across the life cours
through our identified programmes of change.

quickly as possible, which may be delivered from hospital

Building healthier communities
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Why a blueprint?

Delivering this left shift will need a different pattern of
service, a different pattern of care and a different relationship
between people and services.

This blueprint tries to capture this, and describe how services
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How does this fit in with existing strategies for health improvement and service change? Inorder to deliver these changes, work is then described across 9 programmes, with eac
programme setting out how it contributes to the overall strateigidicators forthe city
The city has a wefkecognised Health and Wellbeing Strategy which sets the agenda for  through developing their programme measures and associated programmes of change.
partners to come together to improve health and wellbeing in its widest sense. Thisis  have all been informed by the things the boards know matter to their population. Our suite
underpinned by the Leeds Health and Care Plan which sets out the key transformation  programmes is made up of a combination of populations (e.g. Frailty) and existing
initiatives to be delivered by health and care partners, and also feeds into the work of the programmes (e.g. Cancer). These are likely to evolve over time.
West Yorkshire and Harrogate Integrated Care System.
Programmes have been consolidated to understand the changes needed in the city in ter
¢CKS [ STl {KATO . fdzSLINAYy(G aSida 2dzi G§KS [/ /obvidikfor€e2eftétdshind tthioBgFhisivérk willl Kiddérgin otr C &G if@stinent sirategyit

resources to engineer improvement in health outcomes and reduction in inequalities. enable the work identified as a priority across the 9 programmes to be taken forward.
The Left Shift Blueprint also reads across to Building the Leeds Way and is actively aligned
with the Hospitals of the Future programme to-beiild Leeds General Infirmary which Diagram 2¢ The 9 programme in the left shift blueprint
reqUIres anew mOdel Of care. Settings (alf include both routine and same day response)
LG A& Ffaz2 FftA3IySR (G2 GKS OAleqQa 902y2Y izalA S DNR g G KO LI
relation to increasing opportunities for local people in employment both directly in the NI e
as the workforce changes, but also more indirectly through social value principles being Healthy Populations _ . . . .
embedded in procurement plans, e.g. for estates or technology developments. There are patan bR , ! , ! , 3 A
Fftaz2z auNBy3 tAyla uz2 adaJRZNLAYy3I 0KS OAO| 7 , , , , , , OKFy3sS

@ Mental Health

E .
What is the structure of the Blueprint? % LD anc Autem |

<] LTCs
The blueprint starts with setting out our strategic ambitions, with specific goals for improv| ~ “"™" . : : . : . '
2dzi 02YySazr OKIFIy3aSa Ay | OGAGAGE YR AYLNE e To O NB o
been termedour strategic indicators =ot ﬁ S

Building healthier communities ea
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It is also essential that plans are developed alongside all of our health and care partners. As

FErsEmEliEe Cane 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
QUL B [EHmERlEs b sleseros e et sl SEler i parsenaiEee e, Place Based Planners group. This is a group of professionals from across the key health an
_ X X - o N ) . thi L emit o X
Personalisedare means thaw1JS 2 LX § KI 838 OK2AOS | yR 0FVGOFRIsAtiongahg the giy with p remitaioueniinds | 5
'S BIaNn %ed an dKe Ilvvezred, bassgdﬁ;)(;]yvr\]‘qt mt%'Fter‘si tglg;mgvnd :[he'rumAd'Y'dual h Partners from across the system, including colleagues from our vibfesge&or have been
adu yegid y ' JELTE RS Bl T AR, involved in setting programme measures and priorities through existing boards and

mtegratmg resources anq Services ST 12 PErEON mcludmg health,.somal care, governance arrangements across this city and have used patient feedback to develap these
communitybased and wider services. At the core of personalised care is the ethos of

WG2NLAYy3 gAGK LIS2LX SQ® LG OFtdzSa GKS S£H§awf}iaédéc§e plér}/n:lg?*s ale%iéngat u§t]3 aeéblugpﬁnli dhd itRsPh sk asgreé-’d At Yhe

Ul B FEEl 20 G2 S 57 [SEFNG) i Wit IS Ierr Wier, Biey e2r o5 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 g S J— _F_) g9ag
blueprint? T v o s 1
It is essential that in everything we do we start with people. We work with people rather y, - /?mm ; pm,m_m.;f"“m,\ N
than doing things to them, maximising the assets, strengths and skills of Leeds citizeng, o P AN
carers and workforce. The work outlined in each of our programmes has been develoged /  / /,;;;“m st P \
through engaging with people and we are committed to continually checking there is a [ comes [ "/ s \
strong correlation between the Left Shift Blueprint and the things that as a system people | [ : |."' == 4 "
are telling us || | = || I|
II' II'\ \\‘. T "r; "III 'II
There is commitment to continue to work closely with people to shape the Left Shift : \ : fr" J
Blueprint andfocus groups and interviews abeing planned for 2021 to do this N . T um /
‘\\ \"\L‘ ~ //f ‘
\\ _—— . ’/
Building healthier communities A 7*
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Our strategic ambitions have been set out through three types of Strategic Indicator:

3 ¢ Quality Experience Measure3hese 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:

A Be as good as if not better than the England average
A Where measurement allowswe will commit to reducingpealth inequalities betweeheeds and deprived Leeds by40

Whilst setting out our ambitions is important that as a system we are developing a culture of continuous improvementedtweanmtarget 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 Leeds.

It is clear that purely targeting NHS resources towards meeting these strategic ambitions will not alone mean that biesgchidived. 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 framewthrit makes ugambition. The aim is that they:

A Provideclarity on how we will know if we have met our strateg@mmitments.

A Describel wO2YY2y fFy3dzad 3SQ YR RANBOGAZ2Y F2NJ 2dz2NJ AYRADGARdIzZEf LINRPIN)I YYSa 2F 42N
contributetowards.

A SQupportthe CCG in prioritising oscarceresource; not only financial but alsaorkforce.

A Reflectthe life-course.

A Are measurable; many of them already being used to gauge the success of strategies and plans acuilys the

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

Building healthier communities 8*
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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 dexyprigseaf Leeds, regional, core cities and national

performance. Further detail on each indicator can be founajgpendix A

Indicator

Current performance and trend

Deprived Leeds

Performanceagainst Region

Performance againsEngland

Average

Performance against core cities1st
= best performing,8" = worst

HAL- Infant Mortality Flatg 4.01 per 1,000 live births Similar Similar Similar 4th out of 8

HA2- Reduce weight in 221 year Unstableg 35.8% Worsening Unstableg worsening Unstable 2nd out of 8

olds

HA3- Healthy Life Expectaney Improvingg 62.2 expected years of life N/A Improving Worsening N/A

Males without illness

HAS3- Healthy Life Expectaney Improvingg 64.1 expected years of life N/A Improving Improving N/A

Females without illness

HA4- Rate of early death under 75 Improvingg 77.1 per 100,000 population Improving Similar Worsening 3rd out of 8

from CVD under 75

HA5- Rate of early death under 75 Improvingg 138.02 per 100,000 populatio Worsening Similar Worsening 3rd out of 8

from Cancer under 75

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

from Alcoholic Liver Disease 75

HA7- Rate of early death under 75 Flatg 43.5 per 100,000 population under| N/A Similar Improving 2nd out of 8

from Respiratory Disease 75

HAB8- 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 Worseningg 1535 per 100,000 population N/A N/A Worsening N/A

for those with SMI

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

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

people who experience a good death or more emergencadmissions in the last 9
3 months of life)
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Our system activity metrics and quality experience measures

Our System Activity Metrics and Quality Experience Measures are listed in the table below which includes our currentrperéordheomparison where available. Further detail on each
indicator can be found iappendix A

System Activity Metrics Quality Experience Measures
Our system activity metrics is delivered through our Leeds data modeL&eds data The Fri_ends and Fami_ly test is the mechanism pro_posed to measure quality expeNen_ce.
model is a set of [commonly pseudonymised] health and care dataHeisdataallows a new Friends and Family test has been introduced in 2020 that will now ask the question
comparison of healthcare service use and health outcomes, between different populatigns? 2 @S NI £ £ K2 g ol a €2 dz2NJ SELISNASYOS 2F UKS
groups, across the health and care system in Leeds service to your friends and family (the question posed previously). Therefore it is propos
that the 2020 becomes the baseline year once the initial dgpaildished. Our integration
Indicator Current performance and trend Performance against England measure will be the P3EQmeasuring person centred coordinated care experience as a
Average quality experience measurd his is currently being piloted as a system wide measure.
SA1- Reduce the proportion of Worseningg 62% of persons Improving
adults with a BMI over 25 surveyed Indicator Current performance and trend England Average
SA2- Reduce the proportion of Improvingg 15.3% of persons Improving
adults who smoke surveyed QEZ1- Experience of Primary Care 90.8% Static 90.4%
SA3- Increase the proportion of Increasing; 85,518 people per Not available
people being cared for in primary 100,000 population QE2- Experience of Community 96%- Static 95.9%

and community services

Services (LCH)

. 0 . . :
35);’-(\14rslé1goterase expenditure on the 1.4% of direct expenditure Not available QE3 Experience of mental health 83.5% Static 85.1%
Services (LYPFT)
ﬁc?n?—ei?:(tji?/geb?g (;ZteSOf growth in RELUE; 21’5'?80%8'100’000 Not available QE4- Experience of hospital Service: 96.2% Static 95.9%
Y Pop (LTHT) Inpatient

i’gg aRtfs:(;:aent:ssrate of growth in Similarg ZS’i?ftigir 100,000 Not available QES5- Experience of hospital Service 95.2%- Static 93.5%
bop (LTHT) Outpatient

SAT7- Reduce the proportion of face Reducing 27,111 per 100,000 Not available

to face appointments in hospital population

QEG6- Person centred coordinated Not available Not available
care experience

Building healthier communities 10



4. How we will get there

Overview

Measurable improvement across these strategic indicators will be driven by clinicians, professiésealstos

NHS

Leeds

Clinical Commissioning Group

and people of Leeds using Population Health Management (PHM) approaches and local insight (at LC
level) to identify, design and implement interventions and service change that will have the biggest impa
line with our Health and Wellbeing Strategy ethos of starting with people and communities, we will ensu
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
programmes have been working with existing city wide boards to:

A Set the programme levelmbitions for health improvement which tarn will supportdelivery of the city
wide ambitions

A Outline howtheseambitions willbe achieved:the interventions that the evidence base and local
knowledge points us towards

A Set their priorities for 21/22

A Begin to articulate what changes mean in terms of workfpestates technology and investment
requirements

CtDidgram 4¢ Boards / groups leading our 9 programmes

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

It is important toemphasise thathat these programmekbkave been developed througkxisting citywide
groups,and as suclare ownedacross oupartners. The purpose of drawitigs informationtogether in the
blueprint isto:

A ensuresufficientactivity and focus to meet our overarching ambitions

A develop alignmenacrossprogrammes;

A Develop a broader, consistent picture in teringermsof impact on enablers; and

A Support financiatiecision making

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

Building healthier communities

amdcity
e that

Healthy Populations (keeping people Prevention Board

well)

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

Adults Mental Health Mental Health Partnership Board

Learning Disability Partnership Board, Leeds Adult Autism
Partnership Board

Learning Disability and Autism

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 IC
therefore somegplanning decisionwill be made on a widdpotprint.

Please also note that a number of

these boards including the Prevention
board, the Learning Disability
L)
1“

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.

C
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Wewant Leeds to be a child friendly city and the best city for children and young people to grow up in. Through our Cldldven@People's Plan and its key programmes, such as Bes
Start and Future in Mind, we invest in our children, recognising this leads to an increasingly healthy, prosperous asfdl sutyc&ghilst aiming to improve the outcomes of all children
we recognise the need to focus on our children from deprived and vulnerable backgrounds

This page sets out our programme measures, in other words the areas where our collective effort and resources will beriaugsedtie 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 shapingjourrfajyferther developing our system population health
management capabilities, areas of focus may change and evolve. Where it is possible each programme measure will alsecifiavie@is on reducing health inequalities within it. It is
the intention to look at each measure from the perspective of deprived Leeds and BAME.

Maternity Children Mental Health and Wellbeing Children and Youn&eople with Special Children with Long Term Conditions \
Programme Educational Needs and Disability (SEND) 24
A Increase the proportion of women being A Increase the numbers of Children and YoungA Reduce numbers of CYP within the TCP A Reduction in unplanned admissions for
seen by maternity services before 10 weeks  People with a diagnosable mental health (Transforming Care Programme) cohort children
of pregnancy condition receiving MH treatment requiring admission to a CAMHS bed A Reduction in A&E attendances for children
A Reduce the rates of women smoking at the A Reduced number of admissions to A Reduced LOS for CYP within the TCP cohortA Reduce the number of faee-face hospital
time of delivery CAMHS/Tier 4 beds needing admission to a CAMHS bed 0l 3SR OKAf RNByQa 2 dzilL
A Reducing preterm birtibefore 37 weeks) A Reduce the length of stay at CAMHS/Tier 4 A Autism and ADHD waiting times for types) with secondary care
A Reduce the rate of stillbirths beds assessmenthe number of CYP waiting mor
A Increase the rate of women being supported A Reduce the number of CYP presenting in than 12 weeks for an assessment
by specialist perinatal mental health services mental health crisis/selharm at ED and
A Increase the proportion of women receiving requiring admission to a general paediatric
continuity of carer bed
A Maintaininggood performance against A Reduce the number of young people aged
national maternity patient experience survey  14-25 presenting in mental health crisis/self
A Increase the proportion of babies where harm at ED and requiring admission

breastfeeding has been initiated

12
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Healthy Population Long Term Conditions Adults Mental Health
A Increase proportion of peoplen theSMI A Increase the proportion of people identified at risk of developing a-teng) A Reduce the admissiaates as a result of seffarm
primary care register having health checks condition who have been offered suppaiiti a shared decision making discussion A Increasethe numbers of people entering IAPT
completed (from MH programme) and subsequently referred for supported management of modifiable risk factors treatment as a proportion of the prevalent population
A Increase the proportion of people witha A People with one or more LTC are enabled to take an active role in managing their  with anxiety and depression
learning disability receiving an annual condition and treatment by utilising programmes of rehabilitation, structured A Improve the % of people completing IAPT treatment
health check (LD and autism programme)  education, patient self management tools and therapy/medicines adherence moving to recovery
A Increase the proportion of patients A Patients with a LTC, will be supported to reduce complications and the developméhtw SRdzOS NI 6S 2F WRS{GFAYySR 2V
identified at risk of developing a lorigrm of additional longterm conditions through shared agreed goals including medication groups to the same levels as White British
condition who have been referred for and lifestyle therapy treatment optimisation A Reduce waiting times for mental health services
management of risk factors (Long Term A Reduce the rate of growth in avoidable nelective bed days and A&E attendances  including timely access to a MH Crisis Assessment and
Conditions Programme) for patients with a primary diagnosis of a Long Term Condition reducing disruptic Earlylntervention into Psychosis. Other related
A Increase Cervical screening / Breast peoples life's measures are being developed.
Screening and Bowel Screening (Cancer A An increase in proportion of loAgrm conditions contacts or care carried out in A Length of Stay on working age adult acute inpatient
Programme) primary care/community setting wards.
A Professionals working well together across the system focused on the needs of A Increase the number of people on the SMI register
people having health checks completed
Learning Disabilities and Cancer Frailty Population End of LifdPopulation
Autism
A Reduce the reliance on A Increase the proportion of A Increasehe Time people living with frailty or at the end of life spend at their place A Increase the % of patients who died
inpatient placements for cancers diagnosed at stage residence with an EPaCCs record
people with learning or2 A Reduce the Number of serious falls per 100,000 population A Increase the numbers of patients
disability and autism A Reduce the rate of A Increasehe percentage of population cohort who have had a medication review able to achieve the wishes set out in
A Improve personalisation emergency diagnoses of A Increase the number of carers identified on primary care systems, and evidence of their advanced care plans
by increasing the uptake cancer health check or review in their own right as carers A More carers will be well supported
of Personal Health A Achievement of 28 day A Increasehe Proportion of people living with frailty and people living with dementia  during the last phase of their loved
Budgets to offer citizens faster diagnosis standard who have had a Collaborative Care and Support Plan review and advancecareplar2 y SQa f AFS | yR & SNIA
greater choice and A To improve the one (and in place. place to ensure that symptoms and
control. five year) survival from pain are well managed. 13
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Maternity programme Overview

This programme is the CCG commissioning plan for the Leeds maternity strategy and covers maternity services availgidaridreests, from pre

O2y OSLIiA2Y 2ygl NRaAa® ! o0l oedQa oNFYAY RS@OSt2L3a 7Tl adSa dringoizNife/impadtIinBnIngit y O
long-term mental, physical and social outcomes. Improving maternity services therefore contributes to reducieyhemngmandon secondary healthcare
services. This is recognised within Leeds Best Start Plan. The Maternity Strategy Programme Board will be responsibleftreedslivery of this

programme of work. This Board is accountable to both the Health and Wellbeing Board and Children and Families Trustl Baardhlkenwith the Best Start
strategy group.

Programme Challenges Programme Measures Include Priorities 21/22

We know that for babies born into certain Increase the proportion of women being seen by maternity

services before 10 weeks of pregnamdgptest value64% A Improving access to maternity
gackgroun?(s, Rl datre rr(;(()jre Iy FO ambition 24/2580% e ’ serviceg; includes different
1.e plorr%er(r).v e?jyeE;rreI?ZZ\clzeesnse?or t(r)lc?se Iri?/?r?gairr?. Reduce the rates _of women smoking at the time of delivéayest methpds of referral, choice for
deprived areas and of certain BAME value1_2.2% ambltlon 24/256% aborno_n services. _
backgrounds (as evidenced in our health 5 Redggng preterm birth (before 37 weekdatest values.1% A Reducn_ng the rate of smoking
ity audit) ambition 24/254.6% at the time of de!lveryq
5. IGrg;Irgved STy 0 e, e Redl_Jge the rate of stillbirthslatgst value0.04 per 1,000 births mclude_s increasing access to
those living in deprived areés and of certair ambition 24/250.02 per 1,000 births. cessation services, su_pport
5. Increase the rate of women being supported by specialist workers and an incentive
BAME backgrounds : : o biti scheme
3. Working with public health colleagues to perinatal mental health servicesatest value3.9% ambition 5 : _
duce incidence of smoking in pregnhancy e e : - — LSl the_ proport_|on_ o
4 \r/(\e/orking with public health colleagues to Increase the proportion of women receiving continuity of carer women receiving continuity of
. : latest value22.1% ambition 24/2575% carer
increase rates of breastfeeding 14

7. Performance against national maternity patient experience surv _



4. 2 Chil drends MH and Wel l bei nfg/iS

Leeds

N ~ N ~ ~ . __Clinical Commissioning Group
/| KAt RNByQa al I'yR 2St{fo0oSAYy3 LINPIN)IYYS hOSNUASH
Thisprogramme is thelan forthe Future in Mind: Leeds Strategy. This citywide partnership strategy focuses on improving the mental health and wellbeinc
children and young people in Leeds aged up to 18 years old (unless otherwise indicated i.e. up to 25 in the case ogjrdingtgirategy is currently being
refreshed with a new version due to span April 2281 The Future in Mind: Leeds strategy includes the whole pathway from prevention through to specialis
services. A key goal is to support children and young people as early as possible (in their life and in the presentatotabhealth 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 hamlesrmsssible. We warb increase
the number of children and young people receiving accessible, appropriate and timely support, in response to their mintahteeellbeing needs. This
will prevent escalation of need and ultimately reduce demand on crisis and specialist inpatient s@hadagure in Mind Programme Board will be
responsible for ensuring the delivery of this programmevofk and is accountabl® the Health and Wellbeing Board

Programme Challenges Programme Measures Include Priorities 21/22
1

1. CYP, their families, communities and Improvingaccess and waiting

schools supported to promote and 1. Increasehe numbers of Children and Young People with a - -
: : " - times children and young
strengthen Mental Health and Wellbeing diagnosable mental health condition receiving Méeatment g peopleMH including
2. Reach more children and young people latest value3,585 a yearambition 24/25 6304 a year streamlining the access route
earlier in the pathway of their neegby 2. Reduced number aidmissions a yedo CAMHS/Tier #edsc by transforming pathways
increasing the offer of early help latest value38, ambition 24/25 24 and carrying out service
/intervention services in local settings and 3. Reduce the length of stay at CAMHS/Tikedsc latest valuel1l4 -
via digital means. day averageambition 24/25 42 day average Parents, carers and siblings
3. Configuring services in a way which will 4. Reduce the number of CYP presenting in mental health crisis/s - feeI’empowered -
support young people as they transition to harm at ED and requiring admission to a general paediagui supported in their role and
adult services. latest valueaverage49 monthly attendancesambition24/25 part of the team
4. Ensuring at all services are inclusive traum: average24 monthly attendances :
: : " 3. Improvement in the
informed, address health inequalities and 5. As above age 1424- latest value averag89 monthly transition process to MH
provide high quality support to the most attendances ambition 24/25 average28 monthly attendances T — —
15
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4.4 Children and Young People with Special NHS
Educational Need or Disability (SEND) N ~ Leeds

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 gr(@EBIR)tand/or other complex
need; this includes those who are part of the Transforming Care Programme cohort. The aim is for needs to be identdsmaohedrto earlier, helping to
address inequalities and where appropriate reduce the acuity of providibenumber 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 degdddradulthood. The programme
has three governance pathways, Special Educational Needs and Disabilities (SEND), Transforming Care (TCP) and C¥P mental heal

Programme Challenges Priorities 21/22

The programme contributes to the city wide

SENDBtrategy objectives, which supports a 1. Integrated Autism Pathway
recognised vulnerable cohort of children and Develop a pathway, informed
young people. Key challenges are: A Reduce numbers of CYP within the TCP (Transforming Care by the lived experience of

1. Attending and attaining in inclusiwehools Programmé cohort requiring admission to a CAMHS bddtest CYP and families that allows
andother settings. value3.4 average per monthambition 23/24 2 average per month access to interventions either
2. Achieving in wider life A Reduced LOS for CYP within the TCP cohort needing admission before or in parallel to an

3. Enjoying healthy lifestyles CAMHDed - latest valueaverage 340 daysimbition23/24 average Autism assessment

4. Having voice and influence 90 days 2. Early identificatiorof children
5. Having joined up support for their family A Autism and ADHD waiting times for assessm#e number of CYP at risk of admissiothrough
This is within a context of national research that  waiting more than 12 weeks for asssessmentlatest valueaverage better use ofthe community
shows a quarter of children in receipt of free 203days ambition 23/24 average0 days support record

school meals have a SEND. The programme als 3. Continue to embed the

aims to address the issues identified in Building Children and Families Act anc
the Right Support and deliver the objectives of respond to any changes in
the Transforming Care Programme. legislation
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4.3 Children with Long Term Conditions NHS

Leeds
Clinical Commissioning Group

Children Long Term Conditions programme Overview

CKA& LINPANI YYS 2F 62NJ] &dzLILIR2 NI A GKS LINBLI NI GA2y T2 Nk BomhsgitalfoKA f RNB
community/primary cardor the long term conditions cohorts. A key outcome is for children and families to be able to access the right advice am@tsuppor
GKS NAIKG GAYS YR Ay GKS NRARIKG LI F OSd Ly dS 3 Narlyas podsibiénkhe aresengatioh of & keedil K S
as locally as possible. This includes a focus on prevention and supporting effectoaresedfarly intervention and managenten

Programme Challenges Programme Measures Include Prlorltles 21/22

LYLINR @GS / KAf R
Care including Implement
new models of care, such as
the child and family health
and wellbeing hubs and

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

2. Recognising the critical support role

- Reduction in unplanned admissions for children (Monthly average developand progress
pf famll!e_s arl o/ SOl the currently1,018,2024/25 ambitionl,000) alternatives for face to face
INZEUEIIES U7 OLE0IEE Wh'gh can . Reduction in A&E attendances for childi@monthly average currently out-patient appointments
25 BB ENIE momenf[, pElALEL ey 2760,2024/25 ambition2200) 2. Improve support for
between areas of deprived and non 3 - paqice the number of fade-face hospitalb 8 SR OKA f RNB paediatric diabetes including
deprivedilieeds contacts (all types) with secondary care (Monthly average currently increasing delivery of
8,350,2024/25ambition 7,000 recommended health checks

and increased community
and peer support.

3. Implementing new models of
care, improvingupport for
paediatric asthma

17



4.5.Healthy Population NHS

Healthy Population programme Overview

¢CKS KSIFfOdKeé LRLMzZ FadA2ya LINRPINFYYS gAatt aGF1S I RFEGI | geRframgirs tt Wilkchssy O S
cut each of the other programmes to promote population health management approaches and ensure specific delivery of primatipip priorities in each
pathway. It will also directly manage a number of specific schemes. A key approach will be to build partnerships to kveyrefdghared citywide

priorities, particularly with the local authority. This programme will oversee delivery of the health outcome indicat@tsalivhrogrammes 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. Increaseoroportion of peopleon the SMI primary care register having 1. Oversee the production of

deprived areas nationally and this proportion health checkgompleted (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 healtitheck (LD and autism programniafest value22% 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 lontgrm condition who have been referred for 3. Agree and implement ways
pandemic. We need to work together as a city management of risk factorLong Term Conditions programme) to devolve resources to

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

have a responsibility to contribute to the A latest valuecCervicab6.6% ambition 24/25TBC

health outcome indicators in this blueprint. A latest value Breast2.5% ambition 24/25TBC.

A latest value BoweT1.7% ambition 24/25TBC
18



4.6 Mental Health NHS

Leeds
Clinical Commissioning Group

Mental Health programme Overview

Thisprogramme focuses on achieving an increased focus on early intervention and prevention to ensure that more people withealdnfaioblems, and
learning disabilities receive effective, persoentred, communitybased help and treatment earlier. This will be targeted task groups, and successful
achievement will result in less people requiring more intensive support and reduced health inequalities. This progratemyardeen by the Mental Health
Partnership Board and is integrated within the All Age Mental Health Strategy. Detailed delivery plans will be oversedtebyaliHealth Strategy Delivery
Group.

Programme Challenges Proramme Measures Include Priorities 21/22
ncrease the humbperst people entering IAF | treatment as a

Challengeshat the programme is aiming to proportion of the prevalent population with anxiety and . Improving our acute MH
address include: depression- latest valuel8.1% ambition 24/25 25% pathway for adults;
1. Improvingaccess to early interventionand 2 ReduceNJ S 2F WRS(GFAYSR 2y I RYA improving quality and
prevention support in the community same levels as White Britishatest valuel.2 people per 1,000 capacityc particularly
2. ReducingHealth inequalities for people BAME populatiorambition 24/25 0.8 people per 1,000 BAME important as people are
with Serious Mental lliness (SMI) population presenting more acutely
3. ReducingHealth inequalities for other 3. Improve timelyaccess to a MH Crisis Assessmenf #eople unwell due to the impact of
groups, including but not restricted to assessed within 4 hours of contacting the serviegest value Covid19.
people from BAME groups and Older 17% ambition 24/25 90% 2. Improving access to early
People 4. % of people starting Early Intervention Into Psychosis treatmen intervention and preventative
4. Ensuringhat where possible people within 2weeks latest valu&1.4% ambition 24/25 60% support
receive care closer toome, improved 5. Understanding how our mental health services work for people 3. Improving the Mental Health
quality apc_l respo_n_siveness of mental through our Istatements Crisis Pathway starting with
health crisis provision 6. Increase proportion of people on SMI primary care register havi considering the model for the
health checksompletedc latest value 50.1%@mbition24/25 first point of contact.
90%
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4.7 Learning Disability and Autism

D and Autism programme Overview

People who have a Learning Disability, Autism or both continue to have poor health experience and outcomes compareaéralhgogelation. The

overarching purpose of this programme is to improve the health and wellbeing of autistic people and people who havegdsahiiity, to reduce health
inequalities, improve quality of life and increase life expectancy. The implementation of a range of reasonable adjustneessary to achieve equal access tc
mainstream services, including Annual Health Checks (AHC), the Stop Overmedication of People with Learning Disabibiy prodyramme (STOMP), the
Learning Disability Mortality Review (LeDeR) and Personal Health Budgets (PHB). Also, people with a learning Disatlitipo#tuthave experienced long
stays within inpatient settings and institutional care. The purpose of the TCP is to ensure that local systems arentessirglatient 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. Reduce the reliance on inpatient placements for

1. Develop the number and range of providers abls people with learning disability and autism (TCP)
to meet the needs of highly complex individuals latest valuel6 peoplecurrent in an inpatient setting,

2. Provision of appropriate wrap around ambition 23/24 maximun8 people 2
community services 2. Increase the proportion of people with a learning

3. Development of available, appropriate housing disability receiving an annual health check (LD and
options autism programme) latest valu&l% (19/20)

4. Increased positive risk management ambition24/2575% (see healthy populations)

5. Reduce the health inequalities experienced 3. Improve personalisation by increasing the uptake of

6. Increase access to timely, appropriate Personal Health Budgets to offer citizens greater
healthcare provision choice and control. Latest valéd of a CHC eligible 3

7. Covid has impacted on the ability of GP population of 257 peopleambition TBC

Practices to undertake Annual Health Checks
Improve autism awareness across the system

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

Uptake of Annual Health Checks to
reduce health inequalitieg 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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4.8 Long Term Conditions NHS

Leeds

Clinical Commissioning Group

Long Term Conditions programme Overview

The LonglermConditions (LTCpyogramme 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 perfetatati@tivities. This is adult aged
focused work programme. Living, Ageing and Dying well is our focus. The left shiftiElsimaiareas of impact are, ultimately prevention of lotegm
conditions through promotion of healthy lifestyle messaging/programmes and the identification of at risk cohorts, a feossrorg that complications do not
arise as a result of a losigrm condition: building awareness of signs and symptoms / optimising all therapy treatment avaiteblworking to ensure that
patients with a LTC are empowered to take an active role in managing their condition. This programme reports into thenigdealsmlConditions Board.

Programme Challenges Programme Measures Include Priorities 21/22

The key challenges for this programmes 1. Increase the proportion of people identified at risk of developing . :
: _ o : - Optimised and integrated
includes: long-term condition who have been offered via a shared decisio athwavs for medicines
1. Focusing on oumost deprived populations making discussion and subsequently referred for supported %ana gment in CVD
including Adultsvith Learning Disabilities, management of modifiable risk factors Pathnga .
people with Serious Mental lliness (SMI) 2. People with one or more LTC are enabled to take an active role way _
_ : : . N Optimising seHkmanagement;
and vulnerable groups across @ICs; managing their condition and treatment by utilising programme: . :
: : : : o : . the redesign of proactive LTC
including diabetes, respiratory, of rehabilitation, structured education, patient self management

: : : : C selfmanagement
cardiovascular disease, liver disease and tools and therapy/medicines adherence roarammes and
neurological conditions. 3. Patients with a LTC, will be supported to reduce complications programrm :

o o " . rehabilitation services

2. Transitioning from a focus on individual the development of additional lonterm conditions through : : :

" : ) ) : . : including diabetestructured
conditions/services to a true population shared agreed goals including medication and lifestyle therapy e Y
health approach for longerm conditions. treatment optimisation ulmonary rehab neuro’

3. Coproduction of programme measures 4. Reduce the rate of growth iavoidable norelectivebed days and Eehab angstroke’services
required with stakeholder, patients and A&E attendances for patients with a primary diagnosis of a Lon

carers. Term Condition reducing disruption to peoplases $t DIl (REnison ’



4.9 Cancer NHS

Leeds
Clinical Commissioning Group

Cancer programme Overview
eLeeds Canceafrogrammegestablished in 20 witrundingfrom Viacmillan,has enabled partners across Leeds to be part or a system wide/ Integrated

programme of work with shared outcomes and ambitions. The programme is defined by those activities/ projects which aretddenmeore transformational
in nature with a need for integration/ rdesign of services at a system level rather than individual organisation level anddsias usual performance related
activities. This is an all ages programme however it should be noted that all work to date has focused on adults. Thevlgftrsbancer reflects 2 main areas
of impact, ultimately prevention of cancers through promotion of healthy lifestyle messaging and secondly a shift tategitigrof cancer diagnoses achieved
through several strands of work: building awareness of signs and symptoms of cancer across communities, driving impliosaresnisg uptake and the
implementation of innovative tests/ triage and assessment processes during referral-maf@nal This programme reports into the Leeds Integrated Cancer
Services (LICS) programbeard

Programme Challenges Programme Measures Include Prlorltles 21/22

Continued focus on

hdNJ FAY albiSYSyd Aa increasing screening uptake
2dz002YSa&a F2NJ 6KS LIJS2 LY 1. Increasehe proportion of cancers diagnosed at stage 2ec of 3 x nat?onal scre(gninp
specific challenges: latestvalue Leed49.5%,ambition202875% g

programmes with health
inequalities focus

2. Innovative projects to drive
earlier diagnosis of cancer /
create additional capacity to

A High incidence rates 2. Reduce the rate of emergency diagnosesasicer¢latestvalue
A Achievingncreased screening uptake rates Leeds21.9%ambition24/25TBC

especially in our most deprived populations 3. Achievement of 28 day faster diagnosiandard- latestvalue
A Afocus on earlier staging & addressing high Leeds74.4%ambition24/25TBC

rate of emergency cancer presentations 4. To improve the one (and five year) survival from Cantsest deal with covidl9 backlod &
There is anational target of 75% stage 1 & 2 valuelLeeds for 1 year3.3%ambition24/25TBC 9
: : : : : support front end screening/
by 2028 5. National Cancer Patient experience surggatients rating of iage and diaanostic
A Wewill maintain a focus on these ambitions care, Leeds score 8.9 (out of 10), national averageag®jtion g g
: : processes
acknowledging the current constraints of a 24/25TBC :
) : 3. Expansion / broadened scope
cancer system trying to manage the impact :
: of Community Cancer
of Covid19.

Support Service
PP -



4.10 Frailty NHS

Leeds
Clinical Commissioning Group

programme Overview

Theoverarching purpose of thErailtyProgramme is to improve population outcomes and experience of care for people living with frailty in Leeds in line wi
Leeds Vision for People Living with Frailty developed during 2018. This programme has a key focus on populatiommwerkisigf the left shift, this
programme has an overarching aim to increase the proportion of care for people living with frailty which is deliverecbmrthanity. Additionally by adopting a
LINE F OGA DS | LILINRIF OKZ dzy RSNLIAYYSR 0@ LRLJz I 0 RBAWBKSQf 0 8 Wdr Piudidh McBwiids yha S ©
prevent and manage ill health, including sedfre, support for carers and promotion of age friendly communi#asaround,000 of the 6,000 people in Leeds
RAFIY2aSR 6A0K RSYSy{ ihisprdgiddBmeilgo eidcénpasseStNa-wbrk of the LeetlKDRMNdnt@ Oversight Board.

Programme Challenges Programme Measures Include Priorities 21/22

1. Reduce the timgeople living with frailty or at the end of lisgpend :
The Leeds outcomes framework for people Peop g y f&p 1. CareCoordinators / Memory

living with frailty encapsulate the key NOTat their place of residence (number denotes average number ¢ Sy e

challenges for this programme days per person in the frailty cohort, with an inpatients, A&E or p%qr 01[ ers Ei’(éal\rle

1. Living, aging and dying well according to outpatients attendance or admission within the specified year) lates goofr n;atg;hor ear(l:th can
what matters most to our people valuell days ambition24/255 days Aildlijt?oneal R(;?eug e

2. wSRdzOAYy 3 RA &NIXzLIG A 2 2. Reduce the umbeof serious falls per 100,0Qfbpulation in a year )
result of avoidable harm and numerous based on emergency admissions for fal¢26ambition 24/25 1,201 ReimbursemenBcheme
contact with hospital services 3. Increase the percentagef frailty populationcohort who have had a Supplor';!ngndepﬁnqlence for

3. Identifying all people in this population medicationreview in a year (of those who have had a primary care Eeop € I;I/Ir;g ¥V't_ raifty |
group and assessing their needs and medication issued in the past 2 yeds®)4%ambition 24/25 90% S TMoIelt 7 [PINTElyy el
assets 4. Increase the proportionf carers identified on primary casystems community care that breaks

4./ I NAy3 ¢gStftsx RSTAY who have had a healtbheck or reviewatestvalue59%ambition SO¥V” the traditional :arrlers
YFGGSNEQ ¢6KSy OF NA: 24/2576% etween primary an ;

5. Professionals working well together 5. Proportion of people living with frailty and people living with demen SOTmuntlay sgr\_/lcesfa;tr: .
across the system around the needs of who have had a Collaborative Care and Support Plan review / have Le 'Ve_rrs ePVI'S'C’n ortne
people advance care plan in pladatest value48.5%ambition 24/2580% ong lerm Flan. s



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 theynorgqugeneral care. The programme
includes patients within the last months, weeks or hours of life, and those seeking to make care plans in advance ef Tifis teft 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 practidediisoisriean more patients receiving care
at the end of life outside of the hospital environment. This programme will report in to the Leeds Palliative Care Né&@drkrid the LPCN will lead
workstreams within the programme. This will ensure the involvement of a wide range of stakeholders including those frtabotiwgy,scharity 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 al 1. Increasethe % 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 Advance2. Increasing and improving the
those groups of people who are currently less Care Plan when data is availablégtestvalue45.4%ambition use of 'Planning ahead',

likely to have an advanced care plan in place e.( 24125 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 t
more deprived parts of the city. The programme in their advanced care plansatest valueB1%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, f 2SR 2y SQ&a tAFS [ yR aSNWAOSA ¢ knprovente®- Td idpliover y

particularly if this is outside of the hospital symptoms and pain are well managéatest value80%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 semsioe tinese balance with the capacity available on
completion of the redeveloped acute hospital footprint as parttbé Building the Leeds Way programme. The aim of the bluesrio ensure the overall capacity is developed across
the system in Leeds so it can meet the demand for serviceshiéekey 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 casBlanned 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 A 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 kiENative are due to reprocure. This will include Dermatology,
Occupied Bed Days, Joint modelling growth estimates bed days will increase 7,000 per year ove®phthalmology, Endoscopy, ENT

the next five years. Each programme under the blueprint will contribute to reduction in bed dayA Investment in project management/support to roll out
usage for emergency care. The interventions developed with key partners will use a combinationrapid 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. A Maternity and neonatal centralisation

The commissioning strategy for outpatients across Leeds is interlinked with the aspirations witRlanned Care priorities for 21/22 to support this are:
the Building the Leeds Way Programme. There are thme® strands to thetrategy whilst also A A focus on Outpatient redesign including enhanced

ensuring sustainable access and equity across provision: advice and guidance, ananaged care, prehab and
A A reduction in Face to Face Outpatient Appointments patient initiated followup. This is likely to start in
A Increased use of Digital Solutions to deliver virtual outpatient services audiology preoperative assessment and ophthalmology
A Development of Community based services to deliver outpatient services outside the hospifalImproving 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 prowitat/nkavestment in Primary
Care is increasing nationally, particularly though the additional roles reimbursement scheme. This funding will extepadmhthexange of support available
in the community. Roles include Health and Wellbeing Coaches, Social Prescribers, Clinical Pharmacists and Mentaltiieslénd? fetus should allow peopl
to access appropriate care closer to home more eaailg help make best use of GPs time through supporting thespending ime with people who require
more specialist care.

w7 ii
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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 uhbevsthey can support the system in achieving our
ambitions. Enablers include digital, engagemety & dzZNA y 3 LIJS2 L SQa @2A0Sa I NB 0 S Amyaic waySeRtates fittagce, deefopimgm Bdpsistent R |
approach to quality improvement and workforce. The following principles have been suggested through the blueprint foroeatifital andestates. 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 Dlglta| Estates
Common Themes Across Programmes Common Themes Across Programmes Common Themes AcroBsogrammes

A A requirement for additional workforcealthough not A Better use of technology to support working across setting| A How do we reutilise existing estate for new initiatives e.g.
necessarily medical e.g. care coordinators and achieve a better patient experiengdor example diagnostic hubs, community maternity hubs.

A Increased requirement for workforce to have an facilitating the sharing of test results, support for virtual A How to we manage demand for estate due to increased
understanding of and work across settings and outside of MDTs delivery in the community in a single coherent way that will
traditional settings A{dzLILR NIGAY3I RAIAGEE Ay Of dzali|2 y nikedsensdtolfeéple 2olr Communijfes andthd RNB y Q

A A need for an enhanced broader range of skills and centres, ensuring all staff have digital access. workforce?
understanding of a broader range of conditions to suppart| A Support to embrace the digital agendahifting to a digital A Transport links; asprovision is expanded ihe
in managing comorbidities channel where possible community we need to take into consideration each of

A A broader understanding of public health messaging acrios$sh People able to manage their own care through access td access / transport links but how far can we influence
the workforce. their care record transport link®

Suggested Principles Suggested Principles Suggested Principles

A To build a healthy Leeds placed organisational culture A Creatingan efficient and agile workforce A One public estate

A To grow a sustainable and capable workforce across and | A Crossing boundaries through interoperability and shared A Optimal utilisation
within Leeds records A Shared occupancy

A To enable integrated working with all partners A Being papeffree at the point ofcare A Appropriate rationalisation

A To ensure the leadership and management of our people js& Developing digital channels to improve engagement, chaice A High standard for delivery of services
effective and conducted in a manner that improves staff and access

experience and promotes innovative higbality care and / \ A Being driven by intelligence
flexible working where required.
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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.
AYyo2f SR AY RAAOKI NHAY3

CKAA gAff Ay@2t@0S | Nry3aS 2F a1Affa

(Commissioning) and System Integration capability. An initial view of the cycle for doing this is set

02

K (GKS

NHS

Leeds
Clinical Commissioning Group
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out in diagram &; although it is acknowledged that this will continue to evavearticularly as we
LINE ANBAE 2y 2dzNJ WaKF LAY 3 2dzNJ FdzidzNBEQ | yR

This includes:

The analytics function (population Health and Economics Plannisgpporting the change

through developing information in a timely way to understand:

A the strategic view of system performangprogress in meeting our strategic indicators

A performance at programme levelboth 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 boardssupporting partners including providers and 3
sector to work together, maintaining the pace of change and continually looking at how to imp
the health of their target population, with a focus on left shift as set out in their programme
measures.

Operational planning and performance&ur delivering value function will challenge each
programme on progress made including implementation of the left shift bluegmmoviding
both support in overcoming system barriers and challenge in the level of progress being mad

Financial managementSupporting our programmes in understanding spend on specific areas

0KS LR2LJz I GA2y (2 ARSYGATE 6KSNB 6S I NB Y

ro

1%

Q1 - Apr - Jun

A DicgranBbNAligiing e wag vieNGTIs &

Q2 - July - Sep

Q3 - Oct - Dec

Q4 - Jan - Mar

Mandated Milestones

Clarity on finance allocation

NHS England Planning Guidance

Population Health
Economic Planning

Quaterty 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)

Modelling impact on priorities to feed
inte Building The Leeds Way

Quaterty 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

Quaterty 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
prioritisation.

Integration Activity

Activity to develop / refine
programme plans to meet strategic
indicaters 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

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

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

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

Quarterly 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
additiocnal funding and agree which
progress to business case
Business cases prioritied

Finance

Finance proposals for year ahead

List of cost pressures / risk and pre

Financial plan signed off (Jan)

inc QIPP / decommissioning / commi reviewed by EMT (Oct)
Of investment itted (Aug)
LT Sl | S & wE & &5 X w3 T A O XL S5 8 NN X N T
l IA) y — U I\ J L LS I | u A T\ 7\ T U ad IA) y U I INJI A — T

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).
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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 withirskhiie dfieprint. Each of these mechanisms are existing
governance forums within the city. It is not anticipated that any additional governance layers would be required to slygpoimtambitions:

Health and Wellbeing
Board

CCQ; Delivering Value

Programme Boards

LCP Boards

A key element of the left shift blueprint is making the narrative within the Health and Wellbeing strate

WNBIfQ FNRY | KSFIfGdK FyR OFNB LISNRLSOIADBSD ¢

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 Deli
Value process. This provides an opportunity to challenge performance, discuss and mitigate challe
and learn from the experience of other programmes.

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 w
supported to hold themselves to account for progress through the provision of timely data and
information.

Local Care Partnerships (LCPs) form the basis of locally integrated health, wellbeing and care, root
communities. As such, they dlikely to be the IS KA Of SQ 2F RSt AJSNE TFihe N
blueprint. Each LCP has a board. It is our intention to work with each board to translate the measure

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@nat ik tbrmal 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 gtarotedront 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
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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 yeaeed®to e 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 followingosewtl sie taken to look to move the left shift blueprint from
0SAY3 | LXFY YR I O2yOSLIi AydG2 06SO02YAy3 | NBIFfAde I ahRalthyant dagng citgiér alkagey Bheré pedple ividog |
are the poorest improve their health the fast@sb

Proposed next step

1 Development of an MOU to symbolise system commitment to delivery of the blueprint and support partners in holding eatthastbeunt.

2 Work with each programme boards to understand the support required for them to implement the change as set out in thaimpmegjand 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,dimamg&gcations

5 Set out the pivotal role that business intelligence will have in delivering the plan and developing aesisigie 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 fc_qusing on:_ raising awareness amongst boards key system partners on the bluefhien eerd iand
FaANBSAYy3 K2g AG OFy ovaytdfiontling atéfflande . Ay | YSIFyAy3ITdA

7 Establish which strategic indicators as a system we need to have an increased focus on. This will be a key elemenedgfadeaatfmissioning
cycle

Building healthier communities
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Appendix A; Current performance against o

strategic indicators.

Building healthier communities




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 gebgrapldaring a givepear.

(measured per 1,000 live births) Data provided is for the period 204 7inless stated otherwise

Leeds: 4.01 England: 3.95 Yorkshire and 4.23 Deprived
Humber: Leeds:

Infant Deaths per 1000 Live Births

Infant Mortality Rate
9.00

5.42 (2015 Performance 4th out of 8¢ 1st being
17) against core cities: best¢ 8th being worst
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TheLeeds 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 smalimber ofinfant
deaths in deprived Leeds.

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

Calculation:Per 3year 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 measuremeng&nnual
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HA2 Obesity % Excess Weight 107 11 year olds LzS

Leeds

Clinical Commissioning Group

This measure demonstrates the number ofllDyear olds who are overweigtthis is an important indicator as being overweighthildhood can have an
impact on health into adulthood; (% children in year 6 measured as overweight or very overweight) Data provided is for the perioti20dléss stated

otherwisg

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

% Excess weight 1911 year olds
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Year 6: Prevalence of overweight (including obesity)
2018/19- Core City Comparison
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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 SourceNCMP Dataset, by School Year small
area data sample, c. 90% coverage

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

(Overweight+Obese); denominator, measured
population byarea

Frequency of measuremenfAnnual
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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 forid-teadiliyeported measure and is not
clinically led, meaning that an individual could have a long term condition but feel it is well managed and they agdtktill A& such the measure represents
both an indication of the effectiveness of clinical care, but also the quality of care provided to patients in a givert draaving on both a selfeported
element and a quantitative health outcome indicatgexpected years of life without illness) Data provided is for the period-2@LGnless statedtherwise
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England(male)
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Healthy life expectancy at birth Leeds and England Trajectories:
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Bothnationally and within Leeds population,
the trend is upwards for malegorfemales,

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 SourceONS Deaths Data (Civil
Registration Dataset) via NHS Digital; ONS
Mid-Year Population Estimates; Annual
Population Survey (APS); PHE Fingertips,

Hnear (Endend) pLHOF AOla
Linear (Leeds) 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 stileeds
levels of analysis.

Frequency of measuremenfAnnual
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HA4 - Rate of early death T under 7571 from CVD

NHS

Leeds
Clinical Commissioning Group

This measure demonstrates the number of people who die eautyder 75 of CVD which includes coronary heart disease, atnigliafilon, heart attack and
stroke (number of people per 100,000 population under 75). Data provided is for the period ZDiiAless stated otherwise

Leeds: 77.1 England: 70.4 Yorkshire and 80.2 Deprived 122.0
Humber: Leeds:

Deprivation Gap and Comparators
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Leedshas 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 SourceONS Deaths (Civil Registration
Dataset) via NHS Digital; GP Registered
Population via Public Health Intelligence; PHE
Fingertips, PHOF Indicator EO4a

CalculationDirectly Standardised Rates of
mortality from CVD per 100 000 population,
based on the European Population Modifier

Frequency of measuremenfAnnual
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HAS - Rate of early death i under 7571 from Cancer LIS

Leeds
Clinical Commissioning Group

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

for the period 201719 unless statedtherwise

Leeds: 138.02 England: 132. 302016 Yorkshire and &8 22016 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 2014.8.

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 SourceONS Deaths Data (Civil Registration
Dataset) via NHS Digital and Public Health
Intelligence; PHE Fingertips, PHOF EO05a.
Calculation:Per 3 year aggregate period,
mortality from Cancer (ICD10 CO0O0 to C99),
directly age, expressed as a standardized rate
DSR per 100 000 persons aged under 75 years.
Frequency of measuremenfAnnual
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HAG - Rate of early death T under 7571 from Alcoholic Liver

Disease

NHS

Leeds
Clinical Commissioning Group

This indicator demonstrates the rate of eadgath, under 75rom alcoholic liver diseasénumber of people per 100,000 population under 75). Data provided |

for the period 2017 19 unless statedtherwise.

Rate of early death under 75 from Alcoholic Liver Disease
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The locally calculated rate for Leeds has a very
similar rate to England. The major issue is the
deprivation gap. The rates for Leeds deprived are
almost double those of Leeds overall. The
trajectories of all geographies are fairly flat.

Some early signs of reduction in the rate in Leeds
deprived have not continued

Data SourceONS Deaths Data (Civil Registration
Dataset) via NHS Digital and Public Health
Intelligence; PHE Fingertips Liver Disease Profile.
Calculation:Per 3 year aggregate period,

mortality from ALD (ICD10 CO00 to C99), directly
age, expressed as a standardized rate DSR per
100 000 persons aged under 75 years.
Frequency of measuremenfAnnual
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HA7 - Rate of early death T under 7571 from Respiratory

Disease

NHS

Leeds
Clinical Commissioning Group

This indicatofocuses on death rates f@eople, under 7taused by respiratory condition@umber of people per 100,000 population under 75). Data providec

is for the period 201719 unless stated otherwise

43.5 England: 34.2

50.00

Rate of early death from Respiratory Disease

45.00

40.00 +

35.00 +

30.00 -

25.00 -

20.00 -

15.00 -

10.00 -

5.00 -

| eeds

Y&H

e e e 00 England

Building healthier communities

Yorkshire and

Humber:

Under 75 mortality rate from respiratory disease 20119,

80.00

70.00

DSR per 100 000 persons
5
IS
o
S)

Core City Comparison

if

o

e

Persons

— -
=
-
=] — (2] = g £ = = o I
T | 2|7 @ > g | & S | 3
= 7] () c = @ <3 7] @© >
= ‘= 2 > c g’ = Q (o)) [
g2 | o g s 2 ¢ |5 & c
7] E o = = e [ Is]
= > ] - (o] >
m i) z = &
0
@©
S}
=
3]
pd
County & UA (pre 4/19) Englan®egior

41.2 Deprived N/A Performance
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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 SourceONS 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 measuremenfAnnual
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HA8 T Potential Years of Life Lost to Avoidable Causes
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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 ofcddiferiestedure to premature deaths
that was preventable(potential years of life lost to avoidable causes per 100,000 people). Data provided is for the periot82léss statedtberwise

N/A 9451.6

Deprived Leeds:

Proxy National Rates of PYLL Avoidable (All Causes) and
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Leeds
Deprived Leeds

England

There are no regional or national comparators for this
indicator; this is entirely a Leeds calculation.

Since 201113 the trajectories of Leeds and Deprived
Leeds has been one of shallow increases each period.
The gap between Leeds and Deprived Leeds has beer
growing since 20313. The current rate of 3838.9
makes Deprived Leeds 68% higher than Leeds overall
Data SourceONS 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 measuremenfAnnual
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HA9 1 Reduce the premature mortality rate of those with SMI [[Y/7/&

Leeds
Clinical Commissioning Group

This indicator looks atandardized rate of mortality under 75 years for all causes where the deceased had a diagnosis of serious mental INn@ssa(&M
per 100 000 persons). Data provided is for the period 2dBtunless statedtherwise It is anticipated this data will be refreshed nationally in 21/22.

England: 1428.8

Premature (<75) mortality in adults with serious mental
iliness (directly agestandardised mortality rate per
100,000) Trajectory
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BothEngland and Leeds are showing an increase
in this rate from 2009/10 to 2014/15. Since later
N}y GS&8 I NB y2i0 OdaNNBy(ft e
comment on the situation beyond 2014/15.
Variation in the rate at the Leeds level has led to
an occasional overlapping of the England rate;
both geographies are showing a similar trend.
Data SourcePHE Fingertips, based on NHS Digital
Mental Health data linked to ONS Deaths. Local
data is not available at present.
CalculationDirectly age standardized rate of
mortality under 75 years for all causes where the
deceased had a diagnosis of serious mental illness
(SMI). The denominator is the population of
people with SMI. Expressed as a rate per 100 000
persons.

Frequency of measuremeniot currently being
measured although it is understand that
measurement will begin again in 2021
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HA10 i Reduce the Suicide Rate NHS

Leeds

Clinical Commissioning Group
This indicator demonstrates the all age suiaide. (a rate per 100 000 population). Data provided is for the period 2aABrunless statedtherwise

Leeds: 12.68 England: 10.10 Yorkshire and 11.97 Deprived 13.54 (2016 Performance 7th out of 8¢ 1st being
Humber: Leeds: 18) cLEIS R CRRIIEES  bestg 8th being worst

Theleeds performance has been trending upwards

since 200608. We only have subeeds level rates

from 201214 and these are not present for 2018.

- As a deprivation linked issue trending upwards
nationally and locally/ regionally, the local trend is
sensitive to changes in the rates for deprived Leeds.
Even at the national level the rate is not entirely

«rae Stable. Both England and the Region are trending

-Lcl  upwards.

-uci Data SourceONS Deaths Data (Civil Registration
Dataset) via NHS Digital and Public Health
Intelligence; PHE Fingertips, Public Health Outcomes
Framework Indicator E10.

Calculation:Per 3 year aggregate period, mortality
from Suicide or undetermined intent (ICD10 X60 to
X84, Age 10+) and (ICD10 Y10 to Y34, Age 15+),
directly age, expressed as a standardized rate DSR p
100 000 persons all ages over 10 years.

Building healthier communities Frequency of measuremenfnnual

Reduce the Suicide Rate Suicide rate 201719- Core City Comparison
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HA11l T Increase the Proportion of People Experiencing a

Good Death

NHS

Leeds
Clinical Commissioning Group

Thisindicator demonstrates looks at the proportion of deaths where the patient had recorded 3 or more emergency admissiorieevitsn3 months offe.
(% of deaths). Data provided is for 2018 unless statieerwise

Leeds: 5.4% England: 7.5% Yorkshire and 8% Deprived
Humber: Leeds:

Percentage

Percentage of deaths with emergency admissions in the
3 months before death, persons, all age3rajectory

EEE NHS Leeds CCG mmmmm Gap to England England NHS Region
9.0% 1.5%
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Building healthier communities

Percentage of Deaths

12

10

2018 All ages Percentage of deaths with three or more
emergency admissions in the last three months of life.

Core City Comparison
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13.54 2018-

Performance

2nd out of 8: 1st being
19 sl Eee](cNeicS  best and 8th being worst,

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
iIssues in the data collection supporting the rates.
Data SourcePHE 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 measuremenfAnnual
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SA1 71T Excess Weight in Adults

NHS

Leeds
Clinical Commissioning Group

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

62% England: 62.3%

Percentage of Adults with BMI>25

Percentage of adults (aged 18+) classified as overweight

or obese- Trajectory

[ Leeds mmmmm Gap to England
e— England Y&H Region
Linear (Leeds) Linear (England)
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Building healthier communities

Gap to England

Percentage

Yorkshire and

Humber:

65.4% Deprived N/A
Leeds:

Core City ComparisonPercentage of adults (aged 18+)
classified as overweight or obese€2018/19
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Performance

6th out of 8¢ 1st being
cLEIS R CRRIIEES  bestg 8th being worst

There are no smooth or regular trajectories for this
indicator; the regional and even the national level
indicator varies from year to year. The England trend
is generally upwards with a strong Wlue of 0.899,
from which we can take the general trend as true. The
Leeds trend is much less certaifi=R0.0058, but is

also generally upwards, though possibly at a lower
rate than England.

Data SourcePHE Fingertips, sourced from the Active
Lives survey by Sports England. Local splits based or
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.
Frequency of measuremenfAnnual
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SA2 i Adults Over 18 who Smoke NHS

Leeds
Clinical Commissioning Group

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

Leeds: 15.3% England: 13.9% Yorkshire and 15.7% Deprived 30.1% Performance 5th out of 8¢ 1st being
Humber: Leeds: cLEIS R CRRIIEES  bestg 8th being worst

Smoking Prevalence in adults (184Qurrent smokers Smoking Prevalence in adults (18+9urrent smokers ..
(APS) Trajectory (APS) 2019 Leedshas similar rates and the same performance
s | 0cal Data - Deprived Leeds === Leeds ’5 00 trend as the Y&H Region. England has a lower but
mmmmmm Gap to England e Fngland - o .
Vi Region. oe oo parallel rate. The Leeds trend is very r_narglnally_
035 5 0% ' o Rate T steeper than that of England reflected in the decline

- 22.00 Lol e in the gap to England shown in the barart
' —uel ' component Deprived Leeds has a similar trend
though starting at a much higher level (based on local
GP Audit Data).
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Data SourceONS MidYear estimates of population,
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 measuremenfAnnual
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SA31 Increase the proportion of people being cared for in NHS

primary and community services (LCH) Leeds
Clinical Commissioning Group
[/ 1 FTOUAGAGE FT2N) O2YYdzyAde AyOfdzZRS&a bSAIKO2dzZNK22 R ¢S YautiGedefalPhttilidieY, /

HCA, GP midwife, GP nurse, GP out of hgNtsmbers denote the number of people not contacts per 100,000 population). Data provided is ip2Q019
unless stated otherwise

85,518 Breakdown by Primary Care: Healthy 49.5%, LTC 45%, Frailty 4.1, EOL 049 sJ=]¢/1\/=le! hy @SN} 3IST a2YS2yS
population: Community Services: Healthy 30.7%, LTC 51.6%, Frailty 15 Leeds: [ SSRaQ Aa ¢z tSaal|t.
EOL 2.1%. Please natehildren fitwithin all populations. and Community Care than the Leeds
average.
Persons Accessing Primary & Thergte Is generally increasing year on year slight drop in 1920
. in Primary Care.
Community Care LCH activity for community includes Neighbourhood Teams,
90,000 ¢CKSN}YLRBZ / KAfRNBYyQa |yR t/ alc
80,000 Consultant, General Practitioner, HCA, GP midwife, GP nurse, C
70,000 out of hours.
g 60,000
S 50,000 Data Sourceleeds data model
; 40000 Calculation:Total number of people accessing primary care and
?‘.J, 30'000 LCH E:ommlﬂniAty activityA in a year. LCH activity fqr comrpunity
220'000 )\)/Of dzZRS&4 bSAIKOZ2dzZNK22R ¢S Ya:
10’000 The F_’r_lmary 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 18/20 Frequency of measuremenQuarterly

Building healthier communities
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SA4 7 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 definitidianualkefor Accounts) as a % of the

overall CCG commissioning allocation.

CCG Direct Investment in Voluntary
Sector by Population Group

End of Life
33% |

7

Healthy
10%

Long Term
Conditions
57%

Building healthier communities

Data SourceCCG statutory accounts

Calculation: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.

Frequency of measuremenfnnually
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SA571 Reduce the rate of growth in non-elective bed days

This indicator looks at the number of bed days people spend in hospital that are un plérategher 100,000 population). Data provided is for 229

unless stateatherwise

Leeds: 61,280 Breakdown by

population:

Building healthier communities

TBC

Deprived hy @SN} IS a2YS2y$
Leeds: [ SSRaQ dza S aelegtive bed2
days than the Leeds average.

Z A\
A,

Theambition is that the number of noelective bed days
remains constant despite population growth, therefore reducing
the rate but not the number. Whilst there is a small proportion
of Mental Health beds days the majority of the data on fion
elective bed days is from LTHT.

Data Sourceteeds data model

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

Frequency of measuremenQuarterly

Note: 2016/17 dip relates to counting coding changes within the
data
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