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Aims of the development session 

 Provide an overview of our Operational Plan for 2015/16 and 

discuss the key programmes and challenges for the 

Northamptonshire health and social care economy 

 Identify the framework(s) within which we are developing 

system-wide working 

 Describe and discuss the planning process for 2016/17 



Introduction 

The focus of our plan is to continue to address the problems facing our health and 

social care economy and to set out how we intend to shape that economy to meet 

the needs of our population now and in the future 

Our Plan: 

 Reflects needs and priorities set out in the Northamptonshire Health & Wellbeing Strategy 

 Responds to the views and comments expressed by our local population through Call to 

Action public events 

 Aligns with Healthier Northamptonshire programme, Northamptonshire CCGs 5-year 

strategy and Better Care Fund submission 

 Maps actions and initiatives to national priorities and standards 

 Aims to improve health outcomes and address areas of concern highlighted through 

Northamptonshire’s Joint Strategic Needs Assessment 
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The context and challenges to our plans 

 Northamptonshire’s status as a financially-challenged health economy has 

resulted in a significant focus of the last 12 months being on our forecast 

gap of £279m in 5 years, if we do nothing to change the way services are 

delivered and our population continues to grow and age in line with ONS 

forecasts 
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 Rising urgent and emergency care demand 

 Increasing lengths of stay for our most vulnerable groups 

 Financial pressures across all health and social care organisations 

 Entrenched inequalities across our geography 
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Key objectives of our plan 

 Progressing towards health economy clinical and financial sustainability 

 Meeting the NHS Constitution Standards and ensuring convenient access 

for everyone 

 Improving Health Outcomes 

 Supporting providers to ensure every person cared for in NHS services 

receives a high quality and safe experience 

 Addressing local challenges and meeting the needs of our changing 

population 

 Reducing non elective admissions, delayed transfers of care and 

admissions to long-term residential and nursing care 

 Providing care in the most appropriate setting and delivering best practice 

 Supporting people to better manage their own health and wellbeing 

“Helping people to live healthier, happier and independent lives” 



Our county’s 2014 Joint Strategic Needs Assessment tells us: 

 We have a population of 706,600 (estimated 2013) 
– Male 49.3%:50.7% Female 

– Aged 0-15 20.1%; Aged 16-64 63.3%; Aged 65+ 16.6% 

 Predicted growth suggests a population of 760,000 by 2020 with the largest increases in the 
70+ age groups 

 Under 75 mortality rate from respiratory disease considered preventable (female) is worse 
than the England and East Midlands benchmark figures 

 There is a 9 year difference in male life expectancy between our least and most deprived 
areas 

 We are below average on premature deaths due to cancer (lifestyle factors: smoking; alcohol; 
poor diet) and lung disease (lifestyle factors: smoking; air pollution) 

 Up to 41% of dementia sufferers are currently undiagnosed. As our population ages dementia 
prevalence will increase. Early diagnosis and introducing healthy lifestyle factors improves 
care and lowers risk 

 1 in 4 people aged over 16 smoke; 1 in 5 people aged over 16 binge drink; 1 in 4 people aged 
over 16 are obese; nearly 1 in 5 of all the county’s year 6 children is obese 
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Our population and its health 
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Improving Health Outcomes 
Reference  Measure  

Domain 1  We will reduce the Potential years of life lost rate per 100,000 population from causes considered amenable to healthcare 

by: Nene 3.2% per annum (PYLL Rate per 100,000 population 2015 1976 – 2014 2041). 

Domain 2  We will increase the average score in relation to improving the quality of life for people with one or more long-term 

condition to: Nene CCG 76,  by 2018/19 (Average EQ-5D score for people reporting having one or more long-term 

condition 15/16 75.4 – 14/15 75.2). 

Domain2  We will maintain and improve Integrating Access to Psychological Therapies (IAPT) treatment against the current level of 

need at 15% and achievement of a 50% recovery rate 

Domain2  We will increase the dementia diagnosis rate to: Nene from 51% to 67%, by March 2015 

  The proportion of people that wait 18 weeks or less from referral to entering a course of IAPT treatment against the 

number of people who enter a course of treatment in the reporting period is targeted to achieve 95% by April 2016. 

The proportion of people that wait 6 week or less from referral to entering a course of IAPT treatment against the number 

of people who enter a course of treatment in the reporting period is targeted to achieve 75% by April 2016. 

  Operational recovery indicators are in development  to capture: 

The number of people a receiving  a course of treatment against those having a single therapy session 

The average number of treatment sessions 

A re-focusing of service provision for less severe cases 

Domain 3  Despite significant increases in population, and an ageing population, we will reduce the emergency admissions 

composite indicator by: Nene 0.1%-0.2% pa (Emergency admissions composite indicator 15/16 1913 – 14/15 1915) 

Domain 4  We will reduce the proportion of people reporting poor patient experience of Inpatient care to:  

Nene from 123 to 108 by 2018/19 (15/16 118 – 14/15 121) 

Domain 4 We will reduce the proportion of people reporting poor experience of GP & OOH services to:  

Nene from 7.8 to 5.5  by 2018/19  (15/16 7 – 14/15 7.4) 

Domain 5 We will improve the level of reporting of medication errors from our main providers 

Domain 5 We will maintain zero tolerance of MRSA and continue to seek reductions in the incidence of Clostridium difficile 

JSNA We will reduce the gap between Northamptonshire and the national average for life expectancy at birth for females and 

between the most and least deprived areas of the county 

Everyone 

Counts 

We will reduce hospital emergency activity, based upon today’s population, by 15% by 2018/19 



Graphs comparing actual performance against 4 key KPIs and our forecast 
trajectory over the five years following available actual data 
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Key Health Challenges 

 
 

Based on Corby’s health profile we identified the following key priority 

outcomes for improvement in our 2 year operating plan: 

 

• Under 75 mortality rate from cardiovascular disease  

• Under 75 mortality rate from respiratory disease  

• Under 75 mortality rate from cancer  

• Patient reported outcome measures for elective procedures – knee 

replacement  

• Emergency admissions for acute conditions that should not usually 

require hospital admission  

• Patient experience of GP out of hours services  
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 Patient safety: Build on the success of the county-wide patient safety forum and support 
improvements through the measurement and analysis of harm occurring  

 Patient experience: Use ‘experts by experience’ in visits; ensure complaints are handled in 
the most effective way; and continue effective roll-out of the Friends and Family Test  

 Compassion in practice: Monitor implementation and establish 6-monthly implementation 
review 

 Safeguarding: Continuing attendance and active participation at Safeguarding Adults Board, 
Improvement Board, Local Safeguarding Children Board, & Strategic Health Safeguarding 
Forum + support development of Multi Agency Safeguarding Hub 

 Staff satisfaction: Analyse staff experience information to identify and follow-up on 
trends/concerns 

 Seven day services: Feedback on provider action plans; monitor achievement of key plan 
milestones; and performance manage achievement of at least 5 of the 10 clinical standards 
for 7-day services 

 Response to Francis, Berwick and Winterbourne View: Early warning system developed 
around quality risks; Francis recommendation implementation monitored; action plans 

 Reconfiguration: Strategy to cover GP joint commissioning 

Quality and safeguarding 



 Integrated Care Closer to Home including General Practice 
Development 

 Urgent and Intermediate Care 

 Adult Mental Health, Older Person’s Mental Health and 
Services for People with a Learning Disability 

 Children and Young People 

 Prevention and Wellbeing 
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Plan Areas 
(whilst the next set of slides reflect the detail of the Nene CCG Operational Plan to the greater extent many 

of the activities and objectives are consistent across the whole health economy) 

 



The purpose of the Integrated Care Closer to Home Programme is, in the short term, to oversee the 
development and delivery of a comprehensive range of transformation schemes to provide integrated health 
and social care services in the community reducing non elective admissions, delayed transfers of care and 
admissions to long term residential and nursing care.  In the medium to longer term the programme will seek 
to commission an integrated Intermediate Care Service. 
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Integrated Care Closer to Home 

Scheme Objectives 

Collaborative Care Teams Establishment of core CCTs in all localities providing active case management of risk stratified vulnerable patient 

population – avoiding 988 Non Elective Admissions (NELs) pa and reducing Delayed Transfers of Care (DTOCs) 

Care Home Support Dedicated capacity (ANP or GP ) in localities to support NHS funded care homes by regular clinics, individual care 

plans and workforce development – avoiding 590 NELs pa 

COPD Community Support Targeted interventions to identified cohort – avoiding 104 NELs pa 

End of Life Pathway Improved co-ordination of EoL care , development of EoL register , step-up capacity in community hospitals & 

strengthened community pathway – avoiding 590 NELS pa 

Telehealth Investment in telecare to support  patients identified through risk stratification in monitoring their health needs 

supporting early intervention – avoiding 279 NELS 

GP Extended Hours 24 hour access to GPs through practices and OOH services 

COMMUNITY CASE MANAGEMENT 
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CRISIS INTERVENTION AND ADMISSION AVOIDANCE 

Scheme Objectives 

Acute Psychiatric Liaison Multidisciplinary psychiatric liaison service operating 24/7 at both acute trusts – avoiding 324 NELS 

Crisis Escalation ICT Additional capacity within ICT/Hospital at Home to manage increased numbers of patients at home – avoiding 1,364 

NELS 

Community Hospitals Step Up beds Reduced Length of Stay in community hospitals releases 18 beds for step up – avoiding 938 NELS 

Crisis Response falls Service Social care crisis response service & falls ambulance providing assessment 7 short term interventions – avoiding 360 

NELS 

Primary Care Streaming & 

Ambulatory Care 

Provision of primary care streaming at acute hospitals A&E departments linked to minor injury service & ambulatory 

care pathway – reducing A&E attendances 

Dementia Step Up 3 Step up beds within OPMH reablement pathway avoiding 63 NELS 

Alcohol Treatment Unit Proposal being developed  for 6 bed alcohol treatment unit at both acute trusts 

DISCHARGE AND INTERMEDIATE CARE 

Scheme Objectives 

Integrated Discharge Team Joint health & social care team managing joint assessment & discharge process in both acute hospitals reducing 

DTOCs & Excess bed days 

Domiciliary care capacity to 

support hospital discharge 

Dedicated short term domiciliary care capacity to support IDT & discharge processes reducing DTOCs & Excess bed 

days 

Dementia Intermediate care 

pathway 

Extension of winter scheme to provide step down & reablement pathway (incl beds) for patients with dementia 

reducing DTOCs & Excess bed days 

Commissioning of Integrated 

intermediate care service 

Review & redesign of community nursing and intermediate care services including community hospital and specialist 

care centre bed base provision to develop specification for fully integrated service – with potential commissioning via 

prime provider arrangement 



 We need general practice across the CCG area to deliver equitable, high quality, efficient and accessible 
primary care services that are clinically effective and which place the patient at the centre of care. One of 
the key elements of this will be to improve quality in primary care, where quality is expressed in terms of 
three core areas: new models of Care in General Practice, Improved Access to, and reduced variation in 
access to General Practice and Local Care Services that improve the patient experience and effectiveness 
of care. 

 We want to see an integrated, flexible and responsive primary care-led health system providing wider 
primary care at scale, with people only going to hospital where there are no other community-based 
options for them. We need to work to break down the distinction between primary/community and 
secondary care to facilitate true, clinically-led teams working for the benefit of patients. 

 We want to see clinicians freely moving between the hospital and community settings to provide the best 
fit for services centred round pathways of care and the person they are treating. We know that primary 
care cannot stay the same as it is now and continue to operate within the constraints of growing pressures 
on budgets and demand from increasing morbidity. 

 Our vision will see practices developing more effective partnerships and team working across 
organisational and professional boundaries, as a means of increasing the effectiveness of the services. 

 New models of primary care will start to emerge as practices form strategic alliances with one another 
allowing delivery at scale whilst retaining continuity of care. Clinicians from all sectors will start working 
more closely in flexible teams formed around the needs of the patient with more care being delivered in 
local communities. 
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General Practice Development 



The key urgent care 2015/16 objectives for the CCG are to: 

 Reduce non-elective hospital admissions by at least 3.5% (as defined in the Better Care Fund plan), 
ensuring that patients receive care closer to home wherever possible. 

 Ensure key NHS Constitution standards relating to urgent care are delivered, including 95% of A&E patients 
seen within 4 hours and ambulance response and handover standards. 

 Reduce delayed transfers of care to no more than 3.5% of bed occupancy, ensuring that patients do not 
spend unnecessary time in hospital. 

 

The Urgent Care programme is fully integrated with the Integrated Care Closer to Home (ICCtH) programme 
which will support the following areas:  

 Enabling primary care to identify patients at highest risk of A&E admission and provide proactive care to 
reduce the risk of patients attending A&E.   

 Ensuring that suitable alternatives to A&E that are closer to patient homes are available in the community. 
For example, the falls response ambulance service.  

 Provide and develop services in A&E, including primary care streaming, mental health liaison and 
ambulatory care pathways to ensure patients that attend A&E can access the right care at the right time. 

 Further integration of health and social care discharge solutions will continue, with a focus on helping 
patients get back home wherever possible. 
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Urgent & Intermediate Care 
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Adult Mental Health, Older Person’s Mental Health 
and Services for People with a Learning Disability 

Our key operational plans for 2015/16 in Adult Mental Health, Older Person’s Mental Health and Services for People with a learning 

Disability are in the areas of: 

Support for patients with long-term conditions and Mental Health needs, including support for Carers 

Develop Dementia step-down facilities 

Acute Hospital Liaison 

Supporting People with Learning Disabilities and/or Autism whose behaviours challenge to receive safe, least restrictive care closer to 

home 

Alcohol and Substance Misuse 

Placing out-of-county LD clients into bespoke accommodation (post Winterbourne) 

  

Children and Young People 

Our key operational plans for 2015/16 in Children and Young People Services are in the areas of: 

Potential expansion of the Children’s CATCH team (including in the South of the county) 

Transformation of Community Health Services for Children and Young People 

  



The Healthier Northamptonshire programme has confirmed the benefits of enhanced collaboration between Kettering General 
Hospital and Northampton General Hospital. We will target significant financial savings over the next five years. Our major Trust 
partners have agreed to pursue partnership working for a range of secondary care services.  

We will work with providers on acute service collaboration to enable the providers to rightly focus on their core business of acute, 
intensive, highly specialised episodic care “a new hospital business model” with clinical and financial synergies. To enable this, 
both trusts will retain services as highlighted below to provide security and enable the trusts to focus on the delivery of new 
innovative models of care. The services to be retained at both sites are:  
 Accident and Emergency  

 Paediatrics 

 Acute General Medicine and Surgery 

 Consultant led Obstetrics 

 Intensive Care 

 Associated Diagnostics 
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Clinical Collaboration/Planned Care 



“By 2016, Northamptonshire will be recognised as a national centre of excellence in the quality of its health 
and social care and commitment to wellbeing for the benefit of all. The county’s innovative, evidence-based 
approach to delivering positive outcomes in health, quality of life and well-being measures will enable scarce 
resources to be committed with confidence to those who will benefit most.” (Health and Wellbeing Strategy for 
Northamptonshire 2013-2016) 
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Prevention and Wellbeing 

Throughout 2015/16 we will continue to support public health initiatives aimed at delivering positive outcomes in health 

and improvements in our population’s quality of life, and wellbeing.  

Specifically we will: 

 engage with promotion of the free NHS Health Check, to improve coverage and uptake, and to make sure people 

have access to clear information about their health and can reduce their risk of developing health problems in the 

future 

 support production of a baseline audit of effectiveness of treatment for patients on the hypertension register and 

an assessment of the quality of secondary prevention for patients on the heart disease register 

 continue to support NCC’s commissioning of Northamptonshire Healthcare NHS Foundation Trust to provide 

services to help mothers with breastfeeding, to increase PPV and flu vaccination uptake, to provide services for 

people who want to give up smoking, including provision of Stop Smoking Clinics to offer regular support and 

motivation from trained stop smoking advisors, and to extend testing for HIV given the difficulties of late diagnosis 

in the county 

We will also continue to develop initiatives in secondary prevention, eg: 

 Cancer and Cardiac rehabilitation programmes 



Corby CCG Commissioning 
Intentions  
2015-2016 



Engagement  - what Corby people told us 



 
Commissioning Ambitions 
 
 

 

 

Urgent  

Care 

•Reduce demand on 
A&E services through 
the effective provision 
of primary and 
community service 
models 

•Ensure ambulatory 
care supports optimal 
pathways for patients, 
and provides efficient 
care 

Integrated Care  Closer 
to Home 

•Person-centred, 
joined-up services 
focussed on 
supporting people to 
remain independent, 
with pro-active 
support and rapid 
intervention for those 
who need it 

•Services focussed on 
reducing the need for 
admission and 
ensuring timely, 
smooth discharge  

•Integrated services 
based around 
localities, supporting 
a population health 
approach and 
activated 
communities 

 

Wellbeing and Planned  

Care 

•Working with Public 
Health, support 
people to adopt 
healthier lifestyles, 
including easy access 
to support, advice and 
interventions that 
improve wellbeing 

•Commission for 
effective, efficient 
care pathways, 
moving care closer to 
home where this is 
clinically and cost 
effective 

•Patients treated in 
the right place at the 
right time 

•Extend use of multi-
disciplinary teams 

•De-commission acute 
capacity as activity 
moves into 
community, using 
contracts to underpin 
this   

Primary Care 

•A high quality, 
accessible and 
sustainable model of 
primary care 

•Proactive, integrated 
primary care, able to 
deliver at scale 

•Improvements in the 
quality and 
consistency of 
outcomes across 
practices, reducing 
variation between 
practices 

•Co-Commissioning of 
Primary Care as an 
enabler of strategic 
delivery and 
improvement in the 
quality of care 

 

Mental Health 

•Deliver Parity of 
Esteem 

•Promotion of mental 
health and wellbeing, 
working in 
partnership with 
partners in social care 
and voluntary sector 

•Seamless adult 
mental health care 
pathways, integrating 
prevention services 
with community hubs 

•Move to a recovery 
model 

Delivery of all national and local targets and NHS Constitution 

Active involvement of patients and local people in commissioning  
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QUESTIONS AND DISCUSSION 



Janet Soo-Chung 

Interim CEO and 

Director of Strategy and Primary Care 

Nene Clinical Commissioning Group 

Developing system wide working 



The Frameworks within which we are 
developing system-wide working 

 

Healthier Northamptonshire 

Better Care Fund 

System Resilience – High Impact Actions 

Health Economy Master Plan 
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Healthier Northamptonshire outlines a collective 5 year 

Health and Social Care economy-wide strategic programme  

Healthier Northamptonshire is a Health and Social 

Care economy-wide partnership committed to planning 

and implementing the most effective services and 

wellbeing for the people of Northamptonshire 

Success is supporting our population to live  
longer, healthier, happier lives 

1 2 

To increase the ability 

for patients and users 

to self-care 

6 4 5 

To appropriately 

manage the patient flow 

through Urgent Care 

To increase the amount 

of Integrated Care 

delivered Closer to Home 

To increase provider  

collaboration 

To deliver efficiencies  

to fund system change  

• Implementation of priority primary and  

secondary prevention initiatives 

• LTC pathway review to empower self - care 

• Implementation of co-located Urgent Care 

centres and GP streaming model 

• Expansion of crisis escalation ICT 

• Expansion of primary care services including  

GP Federations and MCPs/PACs 

• Health and social care hubs and MDTs  

• Joint clinical protocols & pathways following   

secondary care review 

• Integrated care pathways, prioritised by need  

• Referral management and embedded  

protocols for clinically appropriate 

interventions 
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• Improve health and social care outcomes for  
patients and users in Northamptonshire  
across each stage of their pathway 

• Working to support a sustainable health  
and social care system by enabling the  
delivery of £279m of savings across the  
health and social care economy by 2019  

• Ensure delivery of strong performance  
against key health and social care outcomes 

• Healthier Northamptonshire is a  
joint strategic programme working  
with  7 partners  who provide the  
majority of acute, community,  
mental health, primary care and  
social care in Northamptonshire 

• It is run by a Programme Director   
and team who report to the   
independently chaired  
Implementation Steering Group 

The Programme is underpinned by 14  
Principles including:  :  
• Working collegiately to develop and lead   

coherent plans for the system 

• Planning to operate within our collective  
financial means 

• Ensuring that no decision is made on  
behalf of health and social care patients  
without working with them  

• Ensuring quality and equality will be at  
the heart of all that we do  

Examples of Programme interventions 
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Better Care Fund 
The following shared vision for integrated health and social care was adopted following engagement with stakeholders in the 
development of the initial draft of the BCF plan in early 2014.  

 
Central to this vision is the need to move away from models of care that view people as being passive recipients of a service to a 
model that engages people in a partnership with their care professionals, carers, family and community.  
 

This vision will be achieved by:  

 

 Placing the individual at the centre of the system; 

 A real focus on prevention and self-care, helping individuals to manage their own health and wellbeing; 

 Strengthening and making good use of voluntary and community health and wellbeing services;  

 Developing out of hospital services which integrate all health and social care community services on a locality basis, so 
people know where to get support and advice;  

 Providing swift access to emergency, specialist community and planned care services when individuals cannot be 
managed by primary and community care services;  

 Improving the efficiency and productivity of services to meet rising demand within constrained resources; 

 Providing users and carers with a positive service experience 

 

Our aspiration is to progressively move towards fuller integration of community health services, and adult social care services, over 
the period of this strategy.  There is commitment from all organisation to a step change in how we work together enabling creativity 
and innovation to maximise the use of scarce resources. 

 

The most fundamental changes that patients will experience will result from the adoption of models of integration that make a 
person’s journey through the system of care as simple and seamless as possible. 

The goal of the integrated health and social care system is to enable people to enjoy good 
health and wellbeing living at home as independently as possible. This will be achieved 

through approaches which combine the best from the traditions of person centred 

approaches and clinical leadership into a single value base 



 No patient should have to attend A&E as a walk in because they have been unable to secure an urgent appointment with a 
GP. This means having robust services from GP surgeries in hours, in conjunction with comprehensive out of hours services. 

 Calls categorised as Green calls to the ambulance 999 service and NHS 111 should have the opportunity to undergo clinical 
triage before an ambulance or A&E disposition is made. A common clinical advice hub between NHS 111, ambulance 
services and out-of-hours GPs should be considered. 

 The local Directory of Services supporting NHS 111 and ambulance services should be complete, accurate and continuously 
updated so that a wider range of agreed dispositions can be made. 

 SRGs should ensure the use of See and Treat in local ambulance services is maximised. This will require better access to 
clinical decision support and responsive community services. 

 Around 20-30% of ambulance calls are due to falls in the elderly, many of which occur in care homes. Each care home should 
have arrangements with primary care, pharmacy and falls services for prevention and response training, to support 
management falls without conveyance to hospital where appropriate. 

 Rapid Assessment and Treatment should be in place, to support patients in A&E and Acute Medical Units to receive safer 
and more appropriate care as they are reviewed by senior doctors early on. 

 Daily review of in-patients through morning ward or board rounds, led by a consultant/senior doctor, should take place 
seven days a week so that hospital discharges at the weekend are at least 80% of the weekday rate and at least 35% of 
discharges are achieved by midday throughout the week. This will support patient flow throughout the week and prevent 
A&E performance deteriorating on Monday as a result of insufficient discharges over the weekend. 

 Many hospital beds are occupied by patients who could be safely cared for in other settings or could be discharged. SRGs 
will need to ensure that sufficient discharge management and alternative capacity such as discharge-to-assess models are in 
place to reduce the DTOC rate to 2.5%. This will form a stretch target beyond the 3.5% standard set in the planning 
guidance. 
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System Resilience – High Impact Actions 



The diagram below illustrates several concepts: 

1) There is a sequence to which these challenges will be met. 

2) Work and progress against these challenges will run concurrently. 

3) Delivery against each individual challenges does not necessarily address wider 

challenge, but are an important element.   For example delivery of a sustainable 

A&E service supports financial balance, but is not the whole answer.  

2015/16 

2016/17 

2017/18 

Robust A&E 

system 

Achieve financial balance 

Sustainable system economy 
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Health Economy Master Plan 
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QUESTIONS AND DISCUSSION 



Refreshment Break 
 



 
 

The Planning Process 

 for 2016/2017 



40 

The Planning Process for 2016/17 
 

May to August Public and Stakeholder Engagement 

September to October develop Commissioning 
Intentions 

November to February produce Operational Plan 

December NHS England publish Planning Guidelines 

March to April NHS England Plan Assurance 
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QUESTIONS AND DISCUSSION 



 
 

Dr Akeem Ali 

Director Public Health & Wellbeing 

Northamptonshire County Council 

Plenary and next steps 



Closing Remarks 
 

Dr Darin Seiger 

Chair  

Nene Clinical Commissioning Group 



Thank you 
 


