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SUMMARY:
1.  At the August 2017 meeting of CCB members requested a position paper on the progress in each CCG area of the development of Integrated Locality Place based teams. 

1.1 This reports provides a baseline position and makes recommendations for future actions that will need to be considered in each CCG area.
RECOMMENDATIONS
The Commissioning Collaborative Board is requested to:
· DISCUSS the report and its findings
· SUPPORT the proposed next steps.
              Integrated Locality Place Based Teams Baseline Report
INTRODUCTION
1.  At the August 2017 meeting of CCB members requested a position paper on the progress in each CCG area of the development of Integrated Locality Place based teams. 
1.2 This report provides a baseline position and makes recommendations for future actions that will need to be considered in each CCG area.
BACKGROUND
2. The request for a position paper came as a direct result of recent discussions across the 3 CCGs with regard to increased collaborative working. One of the outputs  of this work was that :
“All 3 CCGs are committed to supporting the development of locality integrated working within a common LLR wide framework and see this as vital in retaining a strong focus on localism and delivery through primary and community team care. Each CCG is at different points on this journey and so arrangements to build on the current foundations will need to reflect their respective starting points and progress accordingly within each CCG area. The framework needs to be common but the pace and particular arrangements will vary.”
3. As such the Chairs and MDs were interested to understand where their respective organisations were with regard to the development of locality integrated working.
4. The focus on integrated placed based working was also reflected in the SLT Accountable Care Systems (ACS) discussion paper, led by Pete Miller, which describes the need to develop more integrated and collaborative working on a number of different levels one of which is “horizontally integrated multi-disciplinary community provision”.
5. In the ACS paper there is the recognition of the need to build on the LLR integrated locality teams work to date, to create a stronger local delivery model for our 11 localities working together in 3 CCG area clusters.
6. The paper suggests that these would effectively operate as placed based leadership teams and service directorates for each patch across a number of service areas, delivered in an out of acute hospital basis.
7. It is with both aspects in mind that’s this position paper has been developed.
8. Across LLR the Integrated Teams Programme Board, has led the strategic development of Integrated Locality Teams with each CCG leading local implementation of the agreed approach in their area through standing CCG groups.
PROGRESS TO DATE

9. The model for locality based integrated teams was agreed and reflected in the initial draft of the STP and the local LLR GP Forward View Blue Print .In our agreed model the general practice and the primary health care team are the basic unit of care with the individual practice list retained as the foundation of that care. Whilst a proportion of care will remain within a patient’s own practice ,an increasingly significant proportion will be delivered by placed based locality integrated teams coming together to provide care for a given population.
10. To implement the model a detailed PID and delivery plan have been developed with highlight reports being presented by each CCG area to the LLR Integrated Teams Programme Board on a monthly basis.
11. Across LLR the priorities to date have been to: 

· Establish the 11 multi-professional Integrated Locality Leadership Teams (ILLT) across LLR and through these aligning LPT and adult social care staff to the locality footprints. 

· Develop a deeper understanding of the needs of the identified patient cohorts, across organisational boundaries and data sets.

· Begin to identify how and why care and support varies, and how these differences can be addressed.

· Define new ways of working through a number of “test beds” in each locality area.
· To define and agree a model of care coordination
· To develop a memorandum of understanding with regard to integrated working across partner organisations

· To develop a logic model and supporting metrics to monitor impact and progress.
12. Through the LLR Integrated Teams Programme it was agreed  that  each CCG would take responsibility for driving the implementation of integrated locality teams (ILTs) through established multi agency groups within their respective organisations:
· In ELRCCG it is the Out of Hospital (OoH) Programme Board.
· In LCCCG it is the Integrated Systems of Care Group (ISOCG).
· In WLCCG it is the Integrated Primary and Community Services (IPCS) Programme Board.
13. The priority for each local CCG group has been to:

· Fully establish the ILLTs in their area and enable opportunities for the teams to meet regularly to drive progress forward.

· Establish “tests beds” to consider ways to maximise integrated working and share the learning across each locality team across LLR.

· Target interventions to the agreed cohorts at practice level and be clear what the practice “ask” is.
· Engage with all front line clinicians on the development of ILTs.
BASELINE POSITION IN EACH CCG

14. In order to ascertain the baseline in each CCG a two pronged approach has been taken :

· Each Integrated Locality Leadership Team (ILLT) was asked to assess their progress against a defined set of outcomes.
· A series of structured interviews were undertaken with key CCG leads and partners leading the development of ILTs within each CCG area.
15. The ILLT self-assessment was originally completed in January 2017 at the start of the programme. The 11 ILLT across Leicester, Leicestershire & Rutland were asked to complete a “Readiness Assessment” (See appendix 1) and each team marked how “ready” they felt to deliver the Integrated Locality Teams programme.
16.  In July 2017, the ILLT were asked to re-assess how “ready” they felt. The output of the self-assessment across LLR ( see table below)  can be summarised as follows:

· The greatest issue for all teams is having no real time data from the ACG Risk Stratification tool to assist the targeting of the agreed patient cohort. This is  due to the impact of switching CSU providers which has currently halted any data flow.
· Few teams felt fully  “ready” with regard to the  coordinated care interventions, , reducing “multiple patient hand-offs” and  care planning .
· The greatest improvements have come from continuing to establish Integrated Locality Leadership Teams, leading to  greatly improved communication, increased MDT working and being clearer on how to deliver the “ask”.
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17. Appendix 2 outlines the CCG area colleagues who were invited to participate in the structured interviews and those that then took part.30 interviews were completed in total covering all 3 CCG areas.
18. A set number of predetermined questions were asked of each participant - see Appendix 3.
19. The feedback from each participant was recorded verbatim and has offered insights into not only the development of integrated locality teams within each CCG, but also implications for STP and wider system leadership.
20. The feedback received from participants is non attributable and is summarised at appendix 4 for each CCG area.

21. This confirms the differential position with regard to the progress in each CCG in the development of ILTs but equally demonstrates that progress is being made in all CCG areas.
22. A high level summary of the feedback for each CCG is summarised below to reflect the key themes. Please note that appendix 4 gives more detail and over a wider number of domains.
ELRCCG  - Summary of feedback 
23. There was a strong sense from participants that the concept of integrated /collaborative working aligns well with the CCG plans but as yet is not seen as corporate priority by all board members, the organisation or member practices. The GPs reflected they need to be given resourced time to drive this forward which will enhance the profile of this work in the CCG.
24. There was broad consensus that currently there is no defined CCG vision or agreed end point for the development of integrated placed based teams. A community services plan was developed over 2 years ago and whilst colleagues that referred to it feel it has some useful elements, this now needs to be fully updated to reflect the drive for integrated place based working and its alignment to other key priorities, such as, supporting resilient general practice. The was a view that the current plan does not appear to be translated into action, owned locally or used as the basis to drive locality based integrated teams. 

25. There was a sense expressed that to date fully functioning localities have not been the basis to drive a local strategy, although it was acknowledged by senior CCG leaders that  very recent discussions are considering how to reinforce and reinvigorate locality areas 
to drive integration at a local level. These discussions have reflected that the current 4 localities may not be the right groupings, rather 6 localities may deliver improved geographical alignment with practices.
26. Colleagues, particularly in the CCG, felt that there is currently little connection between ILTs and the development of resilient general practice. They are currently viewed as separate areas of work that now need to be fully aligned.
27. Colleagues varied in their view of progress, either stating that it is as expected or is frustrating and lacks pace. However, many colleagues gave Rutland as an example of good practice and the work locally on dementia.
28. There was strong consensus that the local implementation board is well run with good attendance from all partner agencies. However, some colleagues expressed that the group does not currently have sufficient “teeth” particularly sighting the need for more senior representation from ASC and the inclusion of the board GPs who are leading each ILLT.
29. The ILLT are established but meet with varying amounts of frequency and as yet a team has not been set up in Market Harborough. LPT representation has been inconsistent and there is a sense that the teams are driving the “test beds” rather than a rounded view of what is required to deliver more integrated care within each locality. 
30. The role of the East federation was sighted as needing clarity. There was a view expressed by some colleagues that it hasn’t “found its feet and doesn’t have buy in from general practice” so acts as a silent partner. The CCG participants felt the federation needs to take more initiative in driving change to reach its full potential and add value. Many practices feel it has the potential to be part of the solution but as yet have seen no tangible benefits. The federation has a key role in leading and driving the strategic vision locally with its member practices. This is gaining some traction as some practices are seeing the opportunity of working together.
31. ELRCCG  - areas for consideration by the CCG:
· Consider the development of a local vision/plan for integrated placed based working that brings together current disparate areas of work across the CCG e.g. ILTs, general practice resilience, integrated urgent care. This may be a refresh of the current CCG Community Services Plan.
· The need to agree the locality footprint that will best deliver the aims of integrated placed based teams.
· Undertake board development sessions to ensure all members of the corporate team are fully aware of this area of work and endorse it as a CCG priority.

· Review membership of the Out of Hospital Programme Board to include board GPs leading on ILLTs in each area and consider how this is resourced.
· The need to ensure regular reporting to the governing body on progress made locally with ILTs to raise its profile.
· Clarify the role of the ELR federation both in the development of placed based integrated teams and general practice resilience.
· Secure consistent representation on the ILLTs from each partner and an agreement of when and how they meet.

LCCCG POSITION 
32. A strong sense was expressed by all colleagues that the CCG is committed to integrated working and facilitating the integration of providers on a Health Needs Neighbourhood (HNN) footprint. It was acknowledged by all colleagues that the HNN in their current geographically aligned form, are a fairly new development and need time to get fully established.  
33. The HNN are now the recognised unit of delivery and practices are collaborating at this level but in some areas collaboration is stronger than in others. There is a sense that there is more to do to support the HNNs to drive integration at a local level.

34. Colleagues considered that whilst there is the agreed STP model for integrated placed based teams, there is absence currently of an aligned local plan that clearly articulates what the end vision is for LCCCG. 
35. Interviewees reflected that the current focus on delivery is good, progress has been steady and the current stage of development is probably realistic. Delivery is improving but the lack of a clear direction hinders progress, once this is clear it will be easier to build on current work. Sense that the current focus is on task rather than strategy. 

36. Consensus that the local implementation group is well run with good attendance by all partners .However, there is not currently a clear connection between its different areas of focus as elements are led by different teams within the CCG and more work is needed to identify the linkages and interdependencies between these different areas. A sense that more clarity is needed re; what is the agreed local model for general practice and how do ILTs support it.
37. The lack of alignment of the federations with the developing HNN and the fact that there is not 100% sign up from city practices, was seen by the majority of interviewees as a key risk that needs to be addressed urgently. There is a sense that clear statements from the CCG are required on this, i.e. are federations a key component or not to the development of ILTs. A sense that federated working is key at the HNN level, but this does not necessarily need to be driven by federations to be achieved. 
38. There is lack of clarity locally with regard to the grouping /leaders who are driving the development of ILTs and as such an inconsistent approach is apparent .In some areas it is through the MDT meeting, in others the HNN meetings rather than regular meetings of the actual ILLT itself.
39. LCCCG  - areas for consideration:
· Consider the development of a local vision for integrated placed based working that brings together current disparate areas of work across the CCG e.g. ILTs, the development of Health Needs Neighbourhoods, general practice resilience, and integrated urgent care. (It is acknowledged that a task and finish group is being set up to address this).
· Immediate need to clarify the role of the 2 CCG federations - Are they central to the CCGs plans to deliver integrated placed based working? If so the current misalignment with the HNNs and the lack of support from some practices needs to be addressed. If not how can the HNNs be further developed to enable a more collective and collegiate spirit across the city practices i.e. the distinction of working in a federated way compared to  a federation needs to be agreed
· Clarify the role of the ILLT as the leadership team to drive joint working and where and how they meet.
· The need to maximise engagement and input with the front line
· The need to ensure regular reporting to the governing body/board sub- committee on progress made locally with ILT.
· Resources to push this area of work  forward both internally within the CCG and partner organisations.
WLCCG POSITION
40. Strong consensus amongst all participants of the alignment of ILTs with the strategic objectives of the CCG as per the CCGs Primary Medical Care Plan and the Community Services Plan. A clear consensus that ILTs are a fundamental element of the development of an MCP locally. This area is recognised by the CCG at all levels as a key corporate priority and partners acknowledged this is clearly visible. 
41. Federation clinicians and managers reflected the alignment with the documented “4 Fed” strategy for the development of MCPs, in which ILTs are sighted and are seen as an essential component. They are actively involved in each ILLT and driving the development locally with their member practices.
42. Interviewees sighted good engagement with all partner agencies, there is a clear coalescence of the multi-disciplinary team at each locality level ‘no them and us’. The ILLT meet as a minimum on a monthly basis and senior colleagues from ASC and LPT are now attending the monthly federated locality meetings. 
43. There is a sense that good progress is being made across all the ILTs but it is  not fully implemented as yet or having the impact at an individual practice level.  Recognition that the democratic “bottom up” approach has greatly enhanced team working and relationship building across all agencies, but there is now a need to see impact and quick wins at a practice level to get “buy in”. The federations expressed that they have a fundamental role in supporting the active understanding and participation of practices.
44. The feedback at the programme board from each ILLT is strong but currently outcomes are team orientated rather than patient orientated which now needs to change. More time should be given for sharing good practice and approaches across the ILLT.
45. Consensus that the newly appointed matrons will greatly assist in driving the change. The ILLT are not yet having the conversations re “handoffs” but now have all the right people to take this forward.
46. There is a need to constantly reinforce the strategic direction and the central role of ILTs to practices, the increased visibility of teams and named contacts is helpful and starts the practices seeing the move from virtual support to physical support.

47. The very recent proposal to develop an Integrated Provider Management Forum, led by an alliance of local providers to drive this work forward is seen as a “game changer” in the progress to developing an MCP. This was welcomed by all colleagues in principle but needs careful thought and consideration.
48. WLCCG -  Areas for consideration
· The need to ensure regular reporting to the governing body on progress made locally with ILTs.
· Refocus the agenda of the local implementation group to enable sharing across the ILLTs
· Governing body discussion and agreement required to establish the agreed form of the MCP locally.
· The federations need to agree the role of the “4 Fed” company in the development of MCPs compared to that of the individual federation, particularly when and where it is needed to add value.

· The impact of the proposed Integrated Provider Management Forum needs to be fully explored to understand the impact on the governance and accountability of each participating organisation.
· The need to maximise engagement and input with the front line – consider the development of a joint communication plan across all agencies.
AREAS FOR SYSTEM CONSIDERATION
49. Themes can be drawn from the interviews for consideration by the wider system and are:
· When do we extend the cohorts covered by ILTs? Many colleagues noted the need to now consider the alignment of mental health community services to placed based teams, particularly OPMH services.
· Are the interdependencies with the development of resilient general practice acknowledged sufficiently?

· The degree to which ILTs have autonomy to act needs to be fully explored and agreed.
· Consideration needs to be given to the statutory responsibilities of ASC and within this what it can offer to integrated placed based working. This must be more clearly acknowledged as the model develops.

· Difference between federated working in general practice and federations needs to be acknowledged, as this will give clarity to the CCG approaches particularly in ELRCCG and LCCCG.
· The need to ensure strong evaluation of the impact of integrated place based teams.

· The need to clarify clinical accountability when operating in an integrated environment, some work has occurred but it is still unclear. Accountability should be shared and not passed between professional groups.

· The need to consider how we support and enhance engagement on the development of ILTs with the voluntary sector.
NEXT STEPS
20. Each CCG now needs to reflect on the summary for their CCG area  and agree how the recommendation within the report are now taking forward. It is suggested that an update at the October CCB would be useful.
21. The areas requiring system level consideration will be shared initially at the SLT meeting in September and then taken forward through the LLR Integrated Teams Programme Board.

RECOMMENDATIONS
The Commissioning Collaborative Board is requested to :
· DISCUSS the report and its findings
· SUPPORT the proposed next steps.
Appendix 1 - LLR Readiness Assessment 

What is 'The Ask' for the Locality Integrated Team?

• Develop a deep understanding of the needs of the three groups of service users, across organisational boundaries and data sets.

• Identify how care and support varies, why it varies, and how these differences can be addressed.

• Define new ways of working and support staff to change their practice.

• Undertake some initial tests of new ways of working.

• Plan how the new ways of working can be rolled out across the locality during 2017/18.

State of Readiness

The below interventions are marked as Red, Amber or Green, depending on how “ready” the ILLT feels:

Leadership and Organisational Development

1.) We will establish an integrated locality leadership team under the joint leadership of primary and community providers

2.) We will establish sub locality based MDTs within each locality

3.) We will identify our organisational development needs

4.) We will agree how we organise ourselves to deliver the 'ask'

Effective Care Planning and Support

5.) All practices in the locality will operate effective case finding and registers

6.) We will reduce paperwork and re-assessments associated with multiple "hand-offs"

7.) We will increase the utilisation and adherence to non-admission /ambulatory care pathways

8.) We will ensure services are coordinated and following discharge enact medical management plans that meet needs in appropriate timescales

9.) We will develop and enact longer term plans of care utilising all of the available support and pathways

10.) We will operate effective and timely MDTs, if required

11.) Our coordinated plans of care will be accessible to health and social care

12.) We will identify and utilise effective feedback mechanisms and alert flags

Workforce

13.) We will develop the workforce through upskilling and role expansion

Communications and Engagement

14.) We will ensure effective and joined up communication to our staff/partners

15.) We will co-produce our model for integrated locality teams with our patient and service users ensuring proactive engagement

Analysis and Information

16.) All practices will actively risk stratify their populations (cohorts identified) identifying those at risk and supporting them rather than just responding to need

17.) All practices will work towards the use of real time data to track and monitor patients health and social care usage

Appendix 2 – Participants from each CCG

	ELRCCG                                         Date
	LCCCG                                             Date
	WLCCG                                          Date

	Dr Andy Kerr
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	Dr Sulaxni Nainani


	[image: image2.png]



	Dr Geoff Hanlon – 
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	Paula Vaughan
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	Rachana Vyas
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	Arlene Neville
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	Tim Sacks
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	Sarah Prema
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	Ian Potter
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	Heather Pick
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	Ruth Lake
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	Peter Davies


	

	JudeSmith
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	Rachel Dewar
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	Rachel Dewar
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	James Watkins
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	Helen Rose
Mel Arnold
Bev Fall
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	Federation lead GPs (TBC)


	
	Federation Lead GPs – 

Dr Jawahar(Milenium)

Dr Mo Roshan


	
	Federation Lead GPs –
Dr Darren Jackson, 
Dr Kirk Moore  
Dr Any Rao.
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	Board GPs leading Integrated Teams  - 
Dr Hilary Fox 

Dr Nick Glover 

Dr Girish Purohit .
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	Board GPs leading integrated teams –
 Dr Umesh Roy

Dr Tony Bentley,

Dr David Shepherd

Dr Raj Kapur.
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	Board GPs leading integrated teams – 
Dr Nick Pulman

 Dr James Ogle

Dr Geoff Hanlon.
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Appendix 3 

Q and A – Integrated locality Teams

Strategic Alignment

· How well does the ILT programme, and the development of horizontally integrated multi disciplinary placed based teams, align to the strategic objectives of your organisation?
· Would all members of your exec team/board be well briefed on what this entails if asked and recognise this as a key corporate priority?

· Does current progress in your CCG in developing integrated placed based teams fit with your expectations at this stage or not? – please provide evidence/explanation.

Programme Management

The implementation of locality placed based teams is led by CCG local implementation groups (name the appropriate forum)

· Do you feel this is resourced effectively to drive implementation locally within your/the CCG ?

· Do you feel the (insert name of group)’s agenda is structured effectively to drive delivery of this programme

· Is there a clear accountability link from this group into the rest of the CCG governance 

· Is there a clear connection and synergy between this work and the delivery of the primary care strategy locally

· Do you feel assured of the overall (LLR wide?) Integrated Teams infrastructure and the ability to meet the project benefits and outcomes
Governance

(show diagram of the Integrated teams programme structure/groups)

· Do you feel assured with regard to the overall LLR Integrated Teams programme governance or do you have any concerns ?– please give reasons/explanation

· Do you feel there are any risks to delivery? 
How could the programme board/others address these more effectively

Stakeholder management and communication

· How well sighted is your organisation on the key priorities and progress to date with the Integrated teams programme?

· What mechanisms are used to communicate and engage about the programme within the CCG and how effective do you feel these have been so far in reaching the front line?

How could the CCG improve on this in your view?

Appendix 3i -ELRCCCG
	Question
	Feedback Summary

	1.Strategic Alignment

1a.How well does the ILT programme, and the development of horizontally integrated multi disciplinary placed based teams, align to the strategic objectives of your organisation?
1b.Would all members of your exec team/board be well briefed on what this entails if asked and recognise this as a key corporate priority?
1cDoes current progress in your CCG in developing integrated placed based teams fit with your expectations at this stage or not? – please provide evidence/explanation.


	Sense that the concept of integrated /collaborative working aligns well with CCG plans. 
However, broad consensus that there isn’t currently a defined CCG vision or agreed end point. A community services plan was developed 2plus years ago and whilst it has some useful elements, this now needs to be fully updated as it helped to describe hubs, but not integrated place based working and its alignment to supporting resilient general practice. It is not translated into action or owned locally. 
Sense that fully functioning localities have not been the basis to drive a local strategy; this is reflected in an inconsistent approach across the CCG with all localities working differently. 
CCG – Colleagues reflected that the overriding corporate priority is to achieve financial balance and that any transformational change needs to immediately generate savings which is an obstruction to longer term transformation .Sense that ILT is not yet fully recognised as a corporate priority by all governing body members. The GPs reflected that they need to be given resourced time to drive this forward and then ILTs will be given more priority. A view that the federation needs to be more actively involved, but to do this clarity is needed with regard to its role.
Federation – GP resilience is the priority for the federation board and not integrated placed based teams as there is a lack of understanding on what the benefit at a practice level could be and how working in an integrated way will support general practice resilience moving forward.
ASC – Integration is central to the ASC strategy but need to ensure collaborative work and investment supports both elements of the LA statutory duties as well as increased integrated working. The members are aware of the high level intentions but not close to the operational detail.
LPT- this is a key priority for CHS and is part of the clinical strategy. The LPT reps at the integrated Teams Board and CCG implementation groups regularly provide updates of progress.
Mixed views expressed – Sense for some participants that progress is steady and realistic with some good examples of local focus. Sense for others that progress is behind where it should be at this stage, the ILTs are meeting to deliver test beds rather than drive a strategic vision. Apart from in Rutland which is leading the way through the “primary care Home “approach. However, sense that the CCG has “ missed a trick ”by not actively taking the learning from Rutland to develop a similar approach across the CCG area. 
ASC colleagues articulated frustration with progress, the ASC teams have been restructured to align with the locality footprints but currently there is a differential approach across the localities.

Some good local examples of integration e.g. dementia and care homes but it is not at scale. Frustration expressed by colleagues with the lack of real engagement with localities and practices. Sense they should have been asked in the first instance how do we want integrated placed based teams to work? What could we do together better? But this has not been done to date.
Inconsistent input from LPT has hindered progress and impacts on GP engagement. Community Matron role when fully in place will be beneficial.
Reflection from some colleagues that the partner organisations are still working in silos with no agreed vision. The federation has a seat on some of the ILTs at present but this needs to be on all.


	2. Programme Management - The implementation of locality placed based teams is led by CCG local implementation group i.e the ELRCCG Out of Hospital Programme Board :
2a.Do you feel this is resourced effectively to drive implementation locally within your/the CCG ?

2b.Do you feel the (insert name of group)’s agenda is structured effectively to drive delivery of this programme

2c.Is there a clear accountability link from this group into the rest of the CCG governance 
2d.Is there a clear connection and synergy between this work and the delivery of the primary care strategy locally

	Sense that the group broadly has the right membership and is well run , attended and resourced .
However ,comments that the seniority of the ASC rep needs to be reviewed and that the GPs leading the locality leadership team should attend if capacity found for them to do so, as not enough” teeth” around the table. Some colleagues felt the current resource is skewed to the urgent care aspect of the work programme and needs to be equally aligned to ILTs to drive this forward. Lack of a sense of urgency expressed by some colleagues.
Sense from some colleagues that the ILTs focus on practice and GP issues rather than on areas of joint concern e.g care homes limited role for ASC here. There is no clinical representation from the federation on the group..
Differing opinions - some recognised it is improving and is a functioning group taking its responsibilities seriously. Others that it is too task orientated rather than supporting the development of a local vision replaced based teams .The agenda is ambitious so needs more focus, currently structured to give updates on the test beds rather than driving forward an agreed plan and that  the ILTs need to be “anchored to something”.
The majority of participants were not aware of any reports on progress of ILTs to the governing body .One participant noted that the local group reports to the CCG Integrated Governance Committee and provides monthly reports but this fact appears not to be widely known.
Broad consensus that this is not clearly articulated, one participant noted very recent discussions to draw together what have to date been disparate areas of work and this is viewed positively. Many partners were unaware of the synergy with primary care in the areas in which they were personally involved. Only colleagues working in Rutland felt there was alignment through the “primary care home”. 
Sense that a recent PLT on the 5YFV missed the opportunity to reflect placed based ILTs as part of the solution to general practice resilience, therefore a sense that the CCG is on the “back foot” now. Reflection by some colleagues that practices are clinging to an outdated model of general practice
The role of the East federation needs to be discussed .There was a view expressed by some colleagues that it hasn’t “found its feet and doesn’t have buy in from general practice” so acts as a silent partner. The CCG participants felt the federation needs to take more initiative in driving change to reach its full potential and add value. Many practices feel it has the potential to be part of the solution but as yet have seen no tangible benefits. The federation has a key role in leading and driving the strategic vision locally with its member practices. This is gaining some traction as some practices are seeing the opportunity of working together.


	3.Governance

3a. Do you feel assured with regard to the overall LLR Integrated Teams programme governance or do you have any concerns ?– please give reasons/explanation

3b.Do you feel there are any risks to delivery? 
How could the programme board/others address these more effectively


	No concerns expressed with regard to the reporting to the LLR Integrated Teams Programme Board .Feedback from the LLR Integrated Teams Programme Board occurs at the OOH Programme Board. Participants were not fully aware of the role of SLT and a view was expressed that issues are raised to SLT but do not appear to get resolved which is frustrating.
· Lack of transformational resource

· Lack of understanding of clinical risk management and clinical accountability
· The different progress in each CCG and their current different units of delivery.

· Lack of agreement on what a MCP is and how it should be progressed.

· Sovereignty of each organisation may hinder local innovation and autonomy to drive change at a locality level. 

· Suggestion integrated care coordinator role may change this would be a retrograde step.

· Timelines to achieve with current demands  and the apparent lack of flexibility to change practice
· Culture

· Engagement with front line clinicians
· Perverse incentives

· Trust

· Lack of a clearly articulated local strategy and a plan re: how this will be achieved.

· Insufficient clinical and managerial resource to drive the agenda forward.

	4.Stakeholder management and communication

4a.How well sighted is your organisation on the key priorities and progress to date with the Integrated teams programme?
4b.What mechanisms are used to communicate and engage about the programme within the CCG and how effective do you feel these have been so far in reaching the front line?

How could the CCG improve on this in your view?


	Sense from colleagues that this has not been communicated well enough .Practices are sighted on the GPFYFV but have not as yet made the connection that ILT are an enabler to support general practice resilience. Within the CCG the teams are not well sighted unless they are actively involved as ILTs are not articulated as a corporate priority.
ILTs are a regular agenda item on PLT events and locality meetings. A sense from one participant of very recent discussions to reinvigorate localities to drive integration locality. 

Sense that more needs to be done to communicate the purpose and impact of ILT, and to facilitate this through a change to locality agendas to enable the more focus to be on integrated working. There is a need to enhance awareness at practice level.



Appendix 3ii - LCCCG

	Question
	Feedback Summary

	1.Strategic Alignment
1a How well does the ILT programme, and the development of horizontally integrated multi disciplinary placed based teams, align to the strategic objectives of your organisation?

1b Would all members of your exec team/board be well briefed on what this entails if asked and recognise this as a key corporate priority?

1c Does current progress in your CCG in developing integrated placed based teams fit with your expectations at this stage or not? – please provide evidence/explanation.


	Strong sense that the CCG is committed to facilitating the integration of providers on a HNN footprint. The HNN are still developing .However, there is an absence of a local plan that articulates what the end state for integrated locality working is in practice, particularly with regard to the role of federations locally .Lack of clarity therefore on the horizontal level in the ACS paper and no formal discussion re this locally as yet.
The lack of alignment of the federations with the developing HNN was seen by the majority of interviewees as a key risk that needs to be addressed urgently. Need a clear statement from the CCG on this, i.e. is this a key component or not to the development of ILT. General Practice is unclear of what it wants with regard to this ,some feel federations are beneficial, some ambivalent and some oppose them. 

CCG- Board members are fully briefed through recent Board development sessions but the detailed knowledge will vary depended on portfolio. However, further discussion needed re the ACs implications and how this is scaled up.
ASC – Supportive of the principle and see their role as a key partner. The local work had directly enabled operational teams to work together better.
LPT Board members – A sense that Board members would have an awareness of ILTs but not the detail or their role within the development of ACS.
Interviewees reflected that the current focus on delivery is good, progress has been steady and the current stage of development is probably realistic. Delivery is improving but the lack of a clear strategic direction hinders progress, once this is clear it will be easier to build on current work. Sense that the current focus is on task rather than strategy. 
The ILTs are not fully populated particularly with senior LPT clinicians as yet and do not all meet consistently. There is lack of clarity locally re the purpose of the ILT, the MDT meetings and the HNN meetings which needs to be resolved. I e. which one is taking the lead in driving forward integrated working at a local level.
The work led by the CCG on risk stratifying the population is viewed by ASC and LPT partners as very beneficial.


	2.Programme Management - The implementation of locality placed based teams is led by CCG local implementation groups ie ISOC:
2a.Do you feel this is resourced effectively to drive implementation locally within your/the CCG ?

2b.Do you feel the agenda is structured effectively to drive delivery of this programme

2c.Is there a clear accountability link from this group into the rest of the CCG governance 

2d.Is there a clear connection and synergy between this work and the delivery of the primary care strategy locally


	Consensus that ISOC works well with all partners committed to it and attending regularly. The right people currently attend but perhaps more focus now needs to be given to develop the local strategy and vision re: ILTs rather than task. Some participants reflected that this may require director level input from the CCG to drive the strategy locally.
In terms of the current remit of the group the agenda covers all of the necessary areas but reflection that the agenda is broader than ILTs and perhaps ILTs need more focus and time.
Some confusion here as to whether there are regular reports to the CCG Governing Body or not but a sense that this would help increase the profile of the work.
Consensus that there is not currently a clear connection, elements are led by different teams within the CCG and more work is needed to identify the linkages and dependencies between these different areas. A sense that more clarity is needed re what is the agreed local model for general practice and how do ILTs support it.


	3. Governance

3a.Do you feel assured with regard to the overall LLR Integrated Teams programme governance or do you have any concerns ?– please give reasons/explanation

3b.Do you feel there are any risks to delivery? 
How could the programme board/others address these more effectively


	No concerns expressed, not sighted or clear on role of SLT and perhaps the need to use CLG more effectively.
· Issue re QIPP delivery and feasibility/input 
· Locally - Lack of alignment between HNN and Federations
· Inconsistency in how the HNNs work.
· Fragmentation across CCGs and the impact this has on providers

· Are the CCGs ever going to have the same model and does this matter?
· Resources to both support the development of HNNs and staffing resources to deliver the care to patients across all staff groups.

· Lack of secondary care involvement


	4. Stakeholder management and communication
4a. How well sighted is your organisation on the key priorities and progress to date with the Integrated teams programme?

4b.What mechanisms are used to communicate and engage about the programme within the CCG and how effective do you feel these have been so far in reaching the front line?

How could the CCG improve on this in your view

	Strategy team ok but rest of CCG staff group less so.

In terms of member practices they are fully informed of PIC GP but probably need more support to see this is a central element of the ILT work. The lack of clarity from the CCG with regard to its overall vision for geographically placed based teams  directly impacts on the ability to communicate with practices.
View from partners that there is a sense from general practice that “everyone else needs to change rather than us”.
Regular agenda item at PLT and HNN meetings.
Newsletters.
Leadership from the top team ie how does this impact on your work and priorities?

How can we make ILTs work in the city and what do GPs want.
Better engagement with secondary care – and possibly identify development money for key areas e .g community geriatricians




Appendix 3iii- WLCCG

	Question
	Feedback Summary

	1. Strategic Alignment

1a. How well does the ILT programme, and the development of horizontally integrated multi-disciplinary placed based teams, align to the strategic objectives of your organisation?

1b Would all members of your exec team/board be well briefed on what this entails if asked and recognise this as a key corporate priority?
1c  Does current progress in your CCG in developing integrated placed based teams fit with your expectations at this stage or not? – please provide evidence/explanation.


	Strong consensus amongst all participants of the alignment of ILTs with the strategic objectives of the CCG as per the CCGs Primary Medical Care Plan and the Community Services Plan. Sense that Integrated Locality Teams are viewed as a fundamental element of the development of an MCP locally. Broad consensus that all the building blocks are now in place to make a stepped change towards the development of an MCP.
Federation clinicians and managers reflected the complete alignment with the documented “4 Fed” strategy for the development of MCPs, in which ILT are seen as an essential component. The federations feel fully aligned to the CCG vision and approach.
Interviewees sighted good engagement with all partner agencies, there is a clear coalescence of the multi-disciplinary team ‘no them and us’ which is very positive.
CCG governing body – Yes due to the alignment with key strategies. However, only members directly involved would have the detail. Reflection that we are not sufficiently far ahead with some aspects e.g.  the care co-ordinator role, but further ahead with the visibility and relationship building with LPT and ASC.
Federation Board members – understand the operational benefits but perhaps do not all see the strategic direction to MCP development and the ILTs being a key part.  Variability evident across the 4 federations but all are actively involved and driving change.  Sense that the federations now need to refocus discussions with practices from the conceptual to practical. Practice level awareness varies, resilience is the key priority some see how this supports that some not.
LPT Board members – A sense that Board members would have an awareness of ILTs but not the detail or their role within the development of ACS.
ASC – Operationally there is strong alignment but at a strategic level the statutory responsibilities of the Care act take precedence. Therefore need to do more to align operational model to ASC Strategy.
Consensus that good progress is being made but not fully implemented.  Recognition that the democratic approach has greatly enhanced team working and relationship building and engagement but that this takes time. 
Consensus that the newly appointed matrons will help drive the change. Not yet having the conversations re “handoffs” but now have all the right people to take this forward. The engagement with sub locality teams in H & B sighted as very positive.  The OD days were very beneficial .Increasing visibility of ASC managers and staff noted particularly their regular attendance at the ILLT meetings and federated locality meetings.
Frustration that the test bed in Charnwood hasn’t yet started as awaiting confirmation of funding.

Some colleagues reflected the very recent proposal of the development of an integrated provider management forum as a game changer in the progress toward the development of an MCP.

	2. Programme Management

The implementation of locality placed based teams is led by CCG local implementation groups (name the appropriate forum)

2a Do you feel this is resourced effectively to drive implementation locally within your/the CCG?

2b  Do you feel the (insert name of group)’s agenda is structured effectively to drive delivery of this programme

2c  Is there a clear accountability link from this group into the rest of the CCG governance 
2d  Is there a clear connection and synergy between this work and the delivery of the primary care strategy locally


	Consensus that the board is well resourced with clear and effective board level CCG leadership. All relevant partners attend with both clinical and managerial leads from each federation.

The agenda enables both feedback from the LLR Integrated Teams Programme Board and locally a bottom up approach. The feedback from the individual ILTs is strong but currently outcomes are team orientated rather than patient orientated. More time for sharing ideas across the 4 ILTs would be useful.  At times the ILT feedback appears competitive, more clarity required on aspects where consistency across LLR is vital and areas where a more flexible approach is permitted.  LPT input good, however, less obvious how this aligns with the ASC strategy.

Differing opinions – no formal report to the CCG governing body but QIPP monitored through F&P.  Board awareness is through the Board Exec and clinical lead.

Strong consensus that this is the case and that the documented plans of the CCG drive the vision and implementation plan. Strong alignment between CCG, Federation and LPT strategy “it is writ large” in all their plans. Clear understanding from all involved that ILTs support the development of resilient general practice and vice versa.

However, some colleagues noted that individual practices are not yet fully aligned. The majority actively support their federations but are not as sighted on the connection to ILTs and the development of an MCP.  There is a need to constantly reinforce the strategic direction and the central role of ILTs to practices, the increased visibility of teams and named contacts is helpful and starts the practices seeing the move from virtual support to physical support.


	3. Governance

3a  Do you feel assured with regard to the overall LLR Integrated Teams programme governance or do you have any concerns ?– please give reasons/explanation

3b Do you feel there are any risks to delivery? 
How could the programme board/others address these more effectively?

	Feel assured due to senior CCG input at all levels of the programme.  Most participants not sighted on the detail of the governance or the role of SLT. Feedback from SLT limited.
· Lack of clarity re: the clinical governance that underlies the ILTs- shared governance and accountability brings patient risk.

· Cultural change required by all ILT members

· Lack of consistency across LLR may affect the ability to enact change required contractually – particularly the role of federations.

· Information governance and data sharing

· If structural change in organisations is needed this may delay progress.
· An LLR wide approach may impede progress of the early adopters.

· Contractual implications and the need to remove contractual barriers that impact on joint working
· The current targeted cohort approach may limit innovation and scale of impact
· Tension of local government accountability and the ability to priories and support the direction of travel.

· QIPP – needs to be clearer and impact of work, need a local set of metrics.

	4. Stakeholder management and communication

4a How well sighted is your organisation on the key priorities and progress to date with the Integrated teams programme?

4b What mechanisms are used to communicate and engage about the programme within the CCG and how effective do you feel these have been so far in reaching the front line?

How could the CCG improve on this in your view?


	Member practices are aware of the concept but not the detail at this stage.  Tangible shift in the relationship and engagement between professionals but early days.  The ASC/ community matron attendance at locality meetings is seen as a major step forward to highlight issues affecting all team members and not just GPs.  Need to identify “quick wins” and then all staff will “get it”.
Recognition that further work is needed within all providers to change the culture and trust.

ASC/LPT reps recognise the need to communicate consistently and more actively to front line staff, managers need to drive this locally.

Usual channels of PLTs, federated locality meetings, but more focus needed to engage with all front line staff.  PLTs attended by the wider team and not just practice staff are very helpful.

Suggestion that the practice appraisal visits could be used as an opportunity to raise the profile within each practice team

What more could be done? -  case histories with tangible examples of the impact to patients of integrated working discussed at federated locality level and with wider teams.








• Across LLR, Green has increased by approximately one fifth


• Red has decreased by almost one quarter


• The greatest increase in Green has come from Leadership & Development


ILLTs and Sub-Localities formed


OD days


Clearer on how to deliver the “ask”


• The majority of Red is for data issues, reducing multiple “hand-offs” and workforce mapping
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