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1. Executive Summary
The NHS nationally faces unprecedented financial and organisational challenges over the coming few years. In Suffolk there are
additional challenges of below target resource levels (£36m in 2010/11) and a history of debt within the system only now being fully
repaid.
We are committed to putting patients and the public first and our focus will continue to be on the quality standards that will deliver
improved healthcare outcomes. We have identified a financial challenge for the NHS in Suffolk of £109m as a result of quality,
demographic, pay and price pressures. We have worked together as a system to identify potential savings of £153m to address this
challenge and to re-invest in front-line services.
A step change is required to deliver the levels of productivity and prevention that the NHS requires to deliver the quality improvements
set out within the agreed strategy for the NHS in Suffolk “Your Care Matters”. This step change requires a clinically led, system wide,
coordinated plan – this is what is set out in the following pages.
During the period covered by this plan the NHS in Suffolk will be managing considerable change. We will see NHS commissioning led by
GPs within a more devolved system with fewer central targets and more local discretion. We are planning for a shift in activity from the
acute to other care settings. The provider arm of NHS Suffolk (NHSS) will be divested to a range of new providers. Suffolk Mental Health
Partnership will be merged with Norfolk and Waveney Mental Health Trust and our two acute providers will become Foundation Trusts.
The plan has been pulled together following detailed work across the health system in Suffolk, led by clinicians and managers and is
signed up to by all parties. There remains some way to go to deliver on the vision set out but this agreed plan is a vital stepping stone to
achieving the very best NHS for Suffolk people.
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We have been fully engaged in the process of developing the System QIPP Plan for Suffolk and are committed to its delivery.
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Andrew Reed
Chief Executive Ipswich Hospital NHS Trust
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Chief Executive Suffolk Mental Health Partnership Trust
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Dr Christopher Browning
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Anna McCreadie
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2. Background / Context
The System
The NHS in Suffolk provides healthcare services for around 600,000 people in Suffolk. We spend £0.9bn each year on commissioning healthcare
services for the people of Suffolk with the exception of the Waveney area which is served by NHS Great Yarmouth and Waveney.
NHS Suffolk (NHSS) commissions primary healthcare from 68 GP practices employing 414 GPs, 106 pharmacies, 90 dental practices and 65
optician practices. Private sector suppliers provide minor injuries services, out of hours GPs and community outpatient services, care homes,
continuing care beds, rehabilitation and respite centres. In addition, some services are provided by the voluntary sector.
NHSS also commissions services from its provider arm, Suffolk Community Healthcare. Services currently commissioned from Suffolk Community
Healthcare include the management of community hospitals, district nursing, health visiting, school nursing and specialist children's services,
community dentistry, podiatry and a range of other specialist services. In accordance with national policy, NHSS is progressing with a programme to
divest its community services by April 2011.
The county is served by two acute providers - Ipswich Hospital (IHT) and West Suffolk Hospital (WSH) with additional secondary care services also
commissioned from providers in neighbouring counties. IHT is aiming to achieve NHS foundation trust (FT) status in the first update 2011. WSH is
also applying for FT status and is aiming to achieve this during the second half of 2011.
Mental health services are currently mainly provided by Suffolk Mental Health Partnership Trust (SMHPT). SMHPT is currently working towards a
merger with the Norfolk and Waveney Mental Health Trust in July.
Suffolk County Council (SCC) has approved a new strategic direction through which it will become an enabling authority. Service provision will be
divested and this disinvestment will be shaped through community engagement. This programme will have interdependencies with emerging models
of integrated service provision between children and young people‟s services and adult and community services and the NHS.
Chief Executives of each organisation, GP Commissioning Consortia (GPCC) and invited colleagues meet on a monthly basis to provide leadership,
oversight and supervision of QIPP initiatives and associated action plans.
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Context
People in Suffolk are relatively healthy compared to those in other parts of the country although there are still some significant issues to be addressed
including tackling health inequalities across the county eg an 11.2 year difference in life expectancy between the most and least healthy wards. In
addition, the growth in our elderly population brings with it extra demands for age related services and support.
The challenge of improving health, reducing demand, providing more efficient evidence based service provision and safe clinical standards and care
will be achieved as a system through:
Investment in services that deliver against outcomes not outputs
Funding targeted to achieve best outcomes now and in the longer term for the largest number of people
Shifting resources from high cost for short intensity and low cost for longer intensity.
This requires us to reshape public sector resources as a whole system, in constrained times. The system work behind QIPP is designed to
understand the impact of short term plans for financial balance whilst securing funding for longer term strategic objectives.
The Vision
Following wide consultation across Suffolk, NHS Suffolk developed an agreed strategy for healthcare in Suffolk which was outlined in the NHS
Suffolk Strategic Plan 2009-2014. The forecast financial constraints for the public sector over the coming months and years have not changed the
vision contained within that plan:
“A health care system that helps people to be and to stay healthy and provides high quality accessible health care when they need it –
striving continually for excellence and improvement in all areas of service.”
In meeting the financial challenge it is crucial that we do not lose momentum in improving the standard of care that we deliver. We need to protect
and promote quality whilst releasing savings everywhere. In doing so we will continue to ensure that NHS values are at the heart of what we do. Our
duty is to make the best use of NHS resources and taxpayers‟ money.
Our strategic plan explains how our vision and goals meet the local needs identified in the Joint Strategic Needs Analysis and describes the strategic
initiatives which are designed to deliver the Pledges set out in Improving Lives, Saving Lives and the clinically led Towards the Best Together. Our
approach to quality is described further in section 5 where we show how our quality agenda links into our individual programmes and sets out our
quality pledges.
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The map below shows Suffolk‟s two acute hospitals and distribution of GP practices and PBC consortia across the county. The interim Clinical
Commissioning Consortia are based around these boundaries.
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System-wide strategic issues:
1. The NHS is arguably facing its biggest challenge since it was first set up 60 years ago. Financial challenges combined with the ageing
population base and current continuing rise in demand and activity in acute services, well above demographic based estimates, could put a
major strain on the NHS in Suffolk. The system is committed to working together to drive productivity improvements to allow the quality
developments set out within the strategy to be delivered. This is set against a current continuing rise in demand and activity in acute services
well above demographic based estimates.
2. The transition to GP commissioning is at its early stages. Although the future structure is not yet known it is essential that PBC consortia are
engaged throughout this planning process. We aspire to build sustainable robust GP consortia which are working in a closely aligned manner
with the PCT over the next two years.
3. The externalisation of the community provider arm in line with national government policy will, subject to due diligence, result in the transfer of
the management, including staff and budget for services in accordance with the required timeframes. Robust governance and assurance
processes involving all appropriate stakeholders and a comprehensive work programme has been established to ensure compliance with the
national deadline of 31 March 2011.
4. Suffolk Mental Health Partnership NHS Trust (SMHPT) is in active discussion with Norfolk and Waveney Mental Health NHS Foundation Trust
(NWMHFT) about a potential merger to establish a combined trust from July 2011. Legally, the merger would be an acquisition of SMHPT by
NWMHFT. A case has been submitted to the Cooperation and Competition Panel (CCP) and discussion around their view on the competition
element of this transaction is currently ongoing. The central clinical strategy of the new organisation will be to deliver reduced unit costs
together with a demonstrable improvement in clinical outcomes at both the individual service user and public health level in addition to giving
a prime focus to clinical governance and patient safety issues within the organisation.
5. It is critical that social services colleagues are fully involved in QIPP. The interface between health and social care will become increasingly
important as we seek to deliver more integrated services closer to home at the same time as managing overall demand. As a consequence,
the current status with regard to Suffolk County Council‟s (SCC) financial position and future plans are key to the delivery of QIPP in Suffolk.
SCC is facing a reduction in funding of 30% over the next 3 years.
The Comprehensive Spending Review resulted in a reduction to Suffolk County Council funding for 2011-12 of £43m. Adult and Community
Services have proposed plans to reduce service costs by £12.4m in 2011/12. We will continue to align the SCC proposed actions to reduce
costs by £12.8m with NHS Suffolk‟s QIPP objectives. Critical to success will be delivery of integrated commissioning for prevention including
falls, early intervention including assistive technology, reablement, intermediate care and rehabilitation services as well as community services
which are encompassed in the QIPP Plan.
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3. Reform Vision and outline
We continue to work in close partnership with GPs and GP Commissioning Consortia to ensure a smooth and productive transition to the new system
envisaged in Equity and Excellence: Liberating the NHS. Our overall objective is to build strong foundations for the new system by focusing on
quality, keeping tight financial control and delivering on the quality and productivity challenge.
NHSS will continue to operate as a stand-alone “cluster” following the SHA decision to cluster NHS Great Yarmouth and Waveney with NHS Norfolk.
Commissioning development
The Government‟s proposals for GP-led commissioning were set out in the NHS White Paper published in July 2010. This set out the principles that
NHS commissioning should be in the future led by GPs within a more devolved system with fewer central targets and more local discretion.
There are currently nine PBC consortia in Suffolk. The four west Suffolk consortia are grouped into a federation with its own board. Three of the east
Suffolk consortia share a chief executive but do not have federated governance. Ipscom (which is the largest of the Suffolk consortia) does not take
part in shared consortia arrangements. There is also a single practice PBC arrangement (Ixworth).
It is expected that there will be six consortia during 2011/12 – Commissioning Ideals Alliance, Deben Health Group and Suffolk Brett Stour working
across a number of areas together as East Suffolk Federation (first wave pathfinder), West Suffolk Commissioning Federation, Ipscom (first wave
pathfinder) and Ixworth. Beyond 2011/12 we could have between 1 and 5+ consortia. We aim to have final configurations by April 2012.
NHS Suffolk and emerging GPCCs are working together to develop interim arrangements for GP consortia in 2011/12. Plans will evolve during
2011/12 and will be reviewed regularly as part of the wider QIPP and reform planning process. A period of deep engagement will be undertaken with
GP practices in the autumn of 2011 to inform the final configuration. The transition plan in Suffolk is being developed over the first quarter of 2011
and beyond in discussion with GPs with further detail being added, particularly around milestones two and three where plans are less clear at this
stage. The current version of the detailed transition plan is appended to this document.
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Milestone 1: April 2011
Papers were presented to both October and November meetings of the PBC committee by the chief executive for discussion and agreement. The
following principles have been agreed to guide both PBC and NHS Suffolk in the transition to GP-led commissioning:
1.

The pace of establishing GPCCs will be driven by GPs; we will move at a pace acceptable to local practices.

2.

We will recognise the provisional nature of any transitional arrangements; interim or shadow GPCC arrangements will not bind practices or
consortia into permanent arrangements.

3.

We will accept a variable pace of progress; consortia that wish to move faster on GPCC transition will not be held back by those that prefer a
steadier pace.

4.

GPCCs will be GP-led rather than manager-led. We will invest in supporting and nurturing a critical mass of GP leaders in the county. This
will include measures to free up clinical time.

5.

We will conduct a mature and transparent relationship during the transition. We will provide constructive challenge to each other but will
conduct ourselves in a courteous fashion. We will openly share information about our activities and we will make ourselves available for
discussion. We will stand by decisions that we have jointly made.

6.

We recognise that GPCCs will be new organisations and will not be bound by current arrangements either in the PCT or in PBC, other than as
required by employment law.

7.

We will maintain a firm grip on operational delivery and financial control during the transition. We will take shared responsibility to make the
necessary productivity savings in order to prevent a legacy deficit for the new GPCCs.

The following proposals for managing the transition have been agreed, which along with the agreed principles formed the basis for the development
of a GP prospectus:
1.

Interim arrangements for 2011/12 are interim i.e. they apply to the 2011/12 financial year only and do not bind any party into a decision on the
configuration of GPCCs in Suffolk from April 2013.

2.

The configuration of the statutory GPCCs in Suffolk should be in place by April 2012. This means that GPs will need to have agreed the
preferred configuration by late 2011.

3.

The chairs of the interim 2011/12 arrangements should be identified through election by GPs in the relevant geographical area.
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4.

We should use the existing consortia boundaries to establish interim arrangements for 2011/12.

5.

Elected chairs of each consortium would be eligible for a package of support funded by the PCT.

6.

We should create a Suffolk-wide commissioning senate to deal with big supra-consortia commissioning decisions.

7.

The PCT will issue a prospectus offering consortia the choice of being aligned to the PCT or being contracted to receive delegated
responsibility for certain commissioning areas. Consortia will be able to choose from a spectrum for the 2011/12 interim arrangements

8.

We should commission a piece of joint PBC/PCT work to come back with recommendations for 2011/12 consortium budgeting. This should
report to the Partnership Board.

9.

We should establish a joint PBC/PCT negotiating team with strong GP input to oversee the completion of the main 2011/12 contracts i.e. the
two hospitals, community services and the mental health contract.

A GP prospectus has been developed and circulated to all GPs, PBC consortia and GP practices offering interim arrangements in Suffolk for the year
2011/12. Interim GP commissioning consortia (GPCCs) have the opportunity to take on responsibility and/or align themselves with the PCT for
different commissioning areas, depending on their own individual preparedness. The PCT has suggested that these interim arrangements are based
on the current PBC consortia boundaries which will not bind practices or consortia into their shadow form. Details on the configuration of the likely
interim arrangements are embedded at the end of this document.
Further to this two Suffolk pathfinders were successful in their application to join the first wave of the national programme: Ipscom and East Suffolk
Federation (EFed) covering 61% of the PCT‟s population. The PCT is working closely with these two organisations to support their development
including funding a pilot residential OD programme for EFed members in advance of 1 April 2011. Meetings will be held with each pathfinder early in
the New Year to determine priorities and support required, and the timetable for the assignment of staff and the delegation of budgetary
responsibility.
The PCT has begun a period of deep engagement with all GPs and GPCCs to support the development of the interim arrangements. To date this
has included ensuring all GPs working in a GP practice are aware of the policy changes and the position in Suffolk through the delivery of standard
presentations and a newsletter. The chief executive and director of primary care attend all PBC board meetings and joint events for GPs will be held
by the PCT, PBC and LMC throughout January to discuss the plans and processes moving forward.
The PCT has re-aligned its structure to create a lead director (director of primary care) and supporting team for the transition and is preparing to
consult with staff to enable staff to be assigned or see their roles re-focused to support GPCCs. Staff will be enabled to work flexibly with effect from
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1 April 2011 at the latest. An associate medical director has also been appointed with responsibility for developing an organisational and personal
development (OD) programme for GP commissioners and GPCC board members, as well as the wider community of GPs.
The OD programme is likely to include more formal structured training, such as coaching, chairing meetings and vital conversations as well as the
opportunity to have taster sessions, shadow key PCT staff and attend key meetings. Funding has been identified to release GP chairs for two days
per week and other board members for two days per month to enable them to dedicate sufficient time to GP commissioning. GP commissioners
have been encouraged to join the acute commissioning negotiation round at both manager and director level in order to increase their knowledge and
skills. They have also been invited to attend Board meetings and sit on the Executive Management Team.
The March 2011 PCT Board meeting will consider the necessary changes to Standing Orders and Standing Financial Instructions to enable changes
to be made to the corporate governance infrastructure (such as the creation of a GPCC sub-committee and a clinical senate) to support the transition
to GP-led commissioning.
Further areas of the transition plan will be developed over the next quarter so that firm arrangements can be developed for the following areas:
The development of and participation in Health and Wellbeing boards, the joint strategic needs assessment, the health and wellbeing strategy and
areas of joint commissioning with the local authority
Transfer of the responsibility of the QIPP agenda, sign off of QIPP plans by 1 April 2011 and developing priorities for the local population
Participation of GPCCs in the SHA performance management process.
Milestone 2: September 2011
Agreement on the shape of shadow arrangements will be in place in Suffolk in the autumn of 2011, along with agreement on the formal processes to
move this forward. This will be supported by a preceding period of engagement with GPs and interim GP consortia.
All consortia will be supported in drafting a Constitution by September 2011 using learning from the Pathfinder network. This will include financial and
corporate governance arrangements and plans for patient and public involvement.
Further areas of the transition plan will be developed over the coming months so that firm arrangements can be developed for the following areas:
Risk sharing and collaborative arrangements between GPCCs
GPCC engagement plans for working with shadow Health and Wellbeing boards from April 2012, participation in the joint strategic needs
assessment and joint commissioning areas
Broad agreement between GPCCs and the local authority for joint commissioning from April 2012
Shadow GP leaders participating in SHA performance monitoring and with QIPP meetings
Shadow GPCCs driving QIPP and leading local workstreams
GPCCs having communications and engagement plans in place for active public and patient involvement
Shadow GPCCs actively involved in improving primary care performance
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Milestone 3: April 2012
The PCT will provide support to those GPCCs ready to apply for authorisation from the NHSCB.
It is expected that GPCCs preparing for authorisation will be able to evidence the following:
o A draft constitution
o A plan for discharging delegated commissioning responsibilities
o Arrangements in place to commission services and to meet other statutory duties such as improving health incomes
o Explicit support of the relevant PCT and LA in assuming delegated responsibilities
o Track record of delivery on QIPP areas led by the GPCC
o Evidence of how the GPCC is working with the LA in commissioning for the local population, including JSNA, H&WB strategy and participation
in H&WB board
The criteria for authorisation are not yet published, but likely issues to test will be:
o Will the GPCC commission care effectively on behalf of its patients?
o Will the GPCC be financially viable (based upon past track record of delivery, plans for QIPP, major risks facing financial viability understood
and mitigated)?
o Will governance and leadership enable the GPCC to make the right decisions, particularly by engaging partners and stakeholders effectively?
o Is there a geographic cohesion to the GPCC?
o Will the GPCC drive up the quality of primary medical services and secondary care?
Provider development
In accordance with national policy, NHSS is progressing with a programme to divest its community services currently provided by Suffolk Community
Healthcare by April 2011. The delivery of universal children‟s services has been divested to Suffolk County Council and certain adult services will be
divested to specialist providers. From 1 April 2011 the musculoskeletal physiotherapy service will operate under a management agreement with
NHSS. Subject to NHSS board approval in May, the service will go live as an independent social enterprise from 30 June 2011. An interim
management arrangement for 12 months is being established with North Essex Partnership NHS Foundation Trust for universal adult and specialist
children‟s services whilst a full open procurement exercise is undertaken.
IHT is reactivating its NHS foundation trust (FT) application with Monitor, the earliest date for achievement of FT status is June 2011.
WSH is meeting with Monitor on 3 March and plans to formally reengage with NHS EoE during April. Engagement with Monitor is indicatively planned
for May with potential authorisation by September 2011.
Suffolk Mental Health Partnership NHS Trust (SMHPT) is in active discussion with Norfolk and Waveney Mental Health NHS Foundation Trust
(NWMHFT) about a potential merger to establish a combined trust from July 2011. Legally, the merger would be an acquisition of SMHPT by
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NWMHFT. A case has been submitted to the Cooperation and Competition Panel (CCP) and discussion around their view on the competition element
of this transaction is currently ongoing.
System health
In 2009 Suffolk CWG initiated a SWIFT funded project for the proactive identification and development of future senior talent across all Suffolk NHS
organisations. This was a key enabler of NHS Suffolk strategic priorities, including World Class Commissioning, QIPP and Towards The Best
Together. The outcomes of this work :Created a Suffolk-wide view of the senior level talent pipeline across all commissioning and provider organisations
Enabled the development of a Suffolk-wide succession plan/strategy within each organisation at senior level
Informed the development plans of high potential individuals
Once training needs were identified these informed the modules being delivered by the Suffolk Leadership Academy. The Academy was initiated by
the CWG as a partnership between University Campus Suffolk and NHS Suffolk organisations. It delivers master classes and skills factory workshops
for senior managers. Its focus this year is LEAN training. The Academy was officially opened by Jim O`Connell the DOH Director of Leadership and
has achieved national recognition.
In addition, there will be more formal opportunities for development depending upon the future commissioning model, for example GP leaders invited
to be on the PCT Board and/or executive team. This will be clarified in the transition plan.
We are also exploring providing more comprehensive packages such as establishing a „GP fellowship‟ to cover governance, leadership,
management, IT skills, culture and teamwork for example.
Arrangements with local authorities
Suffolk County Council (SCC) has approved a new strategic direction through which it will become an enabling authority. Service provision will be
divested and this divestment will focus efforts on delivering high quality services and outcomes for people in Suffolk rather than preserving
organisational structures. This programme of divestment will create a smaller Council and will look to create new social enterprise(s) which have
responsibilities for integrated models of service provision between children and young people‟s services and adult and community services and the
NHS.
There are strong relationships between social care and health in Suffolk. As a result Suffolk is engaged in national networks to be an „early
implementer‟ of a Public Services (Health and Wellbeing) Board with the ambition to start a transition Board by June 2011. The jointly appointed
(between the NHSS and SCC) Director of Public Health is co-ordinating the project to establish the Board, in conjunction with the Director for
Children and Young People‟s services and Director of Adult and Community Services (who is also a member of the QIPP CEO Forum).
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The jointly appointed Director of Public Health is developing transition arrangements for public health in Suffolk, so that the team can assign
themselves to the Council in 2011. On 11 January the County Council‟s Cabinet agreed a vision for public health and the role that public health will
play in the Council‟s future strategic direction. A transition plan is now being implemented. The exact date for the move has yet to be decided.
In addition to working closely in the context of the health reforms, NHSS and SCC continue to join up care services for example, transferring
Children and Young People‟s community services to the Council so that integrated locality based teams can be established, establishing an
integrated commissioning team for Adult Services and expanding existing models of integrated adult care.
Integrated Reform Timeline
2010/11

GP Commissioning

SHA milestones

2011/12
1

2

2012/13

2013/14

2014/15

3

2 pathfinders approved
GP engagement events
Prospectus issued
Expressions of interest from emerging GPCCs
Interim arrangements in place
Shadow Health and Wellbeing Board
Draft constitution
Deep engagement to inform development of shadow arrangements
Shadow GPCCs in place and support to apply for authorisation
Final deadline for statutory GPCCs

Provider development
Interim hosting arrangement for SCH
Full competitive tender process for hosted community services launched
Social enterprise go live date (subject to board approval)
Substantive community services transfer complete
SMHPT/NWMHFT merger
IHT FT approval
WSH FT approval

Other Reform
Equality Act 2010 in force

PCTs cease to exist
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4. Financial Analysis
The NHS in Suffolk has a proven track record in delivering financial turn round. From 2002/3 to 2005/6 expenditure was consistently more than the
funds allocated from central government. In 2005/6 the combined annual overspend peaked with accumulated debt of £72.3m (11.3% of annual
resources). Through focused efficiency plans and improved financial management, the NHS in Suffolk has been able to repay this debt with a current
forecast surplus for 2010/11 of c£6.0m (0.7% of annual resources).
Ipswich Hospital took out a cash loan to enable it to repay its debt in manageable instalments. The Trust has a long-term financial model to deliver
the surpluses that will enable it to meet the remainder of its loan repayment obligations.

£ millions
Ipswich
West Suffolk
Suffolk Mental Health
NHS Suffolk
Total

2005/06
(24.1)
(13.0)
0.2
(35.4)
(72.3)

2006/07
(22.7)
(12.2)
1.3
(30.8)
(64.4)

2007/08
(15.0)
(9.6)
1.3
(12.0)
(35.3)

2008/09
(10.2)
(5.0)
1.5
1.3
(12.4)

2009/10
(6.9)
1.2
1.5
2.5
(1.7)

2010/11*
(5.7)
2.3
0.8
8.6
6.0
* forecast

NHS Suffolk has worked with its provider partners to size the financial challenge that the system must address over the coming four years. This has
been estimated by taking into account national and regional planning assumptions as well as local impacts. We have looked at pay and price
pressures as well as estimated demand and quality pressures. The system has worked together to identify opportunities to meet that challenge which
are summarised below and detailed in section 5 of this plan.
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£m

2010/11
allocation

PCT allocation
Increase in PCT recurrent funding

2011/12

2011/13

2011/14

Total

2014/15

859
19

21

24

26

90

Pay and price pressure
Demand and quality pressure
Net impact of tariff

19
30
(0)
49

18
33
(0)
51

23
31
(0)
53

23
23
(0)
46

83
116
(1)
199

Total challenge including tariff impact

30

30

29

19

109

Opportunities

40

44

44

25

153

Net headroom

11

14

15

5

44
40%
% of challenge

The challenge has been calculated by looking at the main acute providers and SMHPT along with other healthcare services which are commissioned
in Suffolk. The figures recognise that some providers also supply services to other PCTs. The first table shows the total challenge that will need to be
met by the NHS in Suffolk and the following tables show how this breaks down across commissioning and provider organisations.
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Total System Challenge Table
£ millions
Assumed PCT Allocation
Pay and price pressure on 2010/11
base
Demand and quality pressure on
2010/11 base PCT
Demand and quality pressure on
2010/11 base Providers
Debt Repayment
Residual Challenge from 2010/11
Total Size of challenge net of tariff

2010/11
859.03

2011/12
-19.16
19.41

2012/13
-20.90
18.34

2013/14
-23.56
22.66

2014/15
-26.20
22.99

Total
83.41

28.11

31.28

30.20

22.45

112.04

1.71

1.94

0.36

0.39

4.40

0.00
0.00
30.07

0.00
0.00
30.66

0.00
0.00
29.67

0.00
0.00
19.63

0.00
0.00
110.03

2011/12
3.44
2.28

2012/13
3.44
2.28

2013/14
3.44
2.28

2014/15
3.44
2.28

1.31
0.94
-8.21
-0.25

1.31
0.94
-8.21
-0.25

1.31
0.94
-8.21
-0.25

1.31
0.94
-8.21
-0.25

Total
13.76
9.11
0.00
5.22
3.75
-32.83
-0.74

2011/12
29.82

2012/13
30.41

2013/14
29.42

2014/15
19.39

Total
109.05

Net Cost pressure of tarriff reduction
£ millions
Tariff Pressure to Acute 1
Tariff Pressure to Acute 2
Tariff Pressure to Acute 3
Tariff Pressure to MH Trust
Tariff Pressure to Community
Tariff benefit Received By PCT
Net Cost Pressure

2010/11

Overall System Challenge
£ millions
Total Challenge including tariff

2010/11
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Table 2: PCT Challenge Table
£ millions
Assumed PCT Allocation
Pay and price pressure on 2010/11
base
Demand and quality pressure on
2010/11 base
Less tariff benefit derived from NHS
Providers *
Debt repayment

2010/11
859.03

2011/12
878.19
6.49

2012/13
899.09
7.87

2013/14
922.65
8.05

2014/15
948.85
8.23

30.65

28.11

31.28

30.20

22.45

112.04

-8.21

-8.21

-8.21

-8.21

-32.83

0.00

0.00

0.00

0.00

0.00

Underlying 2010/11 pressure c/fwd

0.00

Size of challenge (sum of demand
and pay and price pressures)

7.23

Total

0.00
10.05

6.49

-3.72

20.04

*Note - tariff benefit equals the benefit to the PCT from all its NHS contracts
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Table 3a: Acute Hospital 1 Challenge Table
Name: Ipswich
£ millions
Planned expenditure 2010/11
Pay and price pressure on 2010/11
base
Tariff Benefit to NHS Commissioners
(All)
Underlying 2010/11 pressure c/fwd

2010/11
229.40

222.6
223.3
228
2011/12 2012/13 2013/14 2014/15
5.70

4.10

6.90

6.90

23.60

3.44

3.44

3.44

3.44

13.76

0.00

Productivity impact of planned activity
and quality changes on 2010/11
base**
Size of challenge (sum of pay and
price pressures and impact of activity
and quality changes)

Total

0.00

0.00

0.00

0.00

0.00

0.00

9.14

7.54

10.34

10.34

37.36

** Note - this is the net impact of commissioning changes identified through the QIPP process creating a provider pressure
plus any local pressures identified by providers not otherwise covered by inflationary impact.

Table 3b: Acute Hospital 2 Challenge Table
Name West Suffolk
£ millions
Planned expenditure 2010/11
Pay and price pressure on 2010/11
base
Tariff Benefit to NHS Commissioners
(All)
Underlying 2010/11 pressure c/fwd
Productivity impact of planned activity
and quality changes on 2010/11
base**
Size of challenge (sum of pay and
price pressures and impact of activity
and quality changes)

2010/11
151.80

222.6
223.3
228
2011/12 2012/13 2013/14 2014/15

Total

4.70

3.70

3.90

3.90

16.20

2.28

2.28

2.28

2.28

9.11

0.00

0.00

0.00

0.00

0.00

0.00

0.00

6.98

5.98

6.18

6.18

25.31

** Note - this is the net impact of commissioning changes identified through the QIPP process creating a provider pressure
plus any local pressures identified by providers not otherwise covered by inflationary impact.
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Table 4: Mental Health Trust Challenge Table
Note - this is the proportion of the MH Trust which applies to the system
£ millions
2010/11
2011/12 2012/13
Planned expenditure 2010/11
86.20
Pay and price pressure on 2010/11
1.30
1.00
base
Tariff Benefit to PCT
1.31
1.31
Underlying 2010/11 pressure c/fwd
0.00
Productivity impact of planned activity
and quality changes on 2010/11
base**
Size of challenge (sum of pay and
price pressures and impact of activity
and quality changes)

2013/14

2014/15

Total

2.10

2.20

6.60

1.31

1.31

5.22
0.00

1.40

1.60

0.00

0.00

3.00

4.01

3.91

3.41

3.51

14.82

** Note - this is the net impact of commissioning changes identified through the QIPP process creating a provider pressure plus any local
pressures identified by providers not otherwise covered by inflationary impact.

Table 5: Community Services Challenge Table
£ millions
Planned expenditure 2010/11
Pay and price pressure on 2010/11
base
Tariff Benefit to NHS Commissioners
(All)
Underlying 2010/11 pressure c/fwd
Productivity impact of planned activity
and quality changes on 2010/11
base**
Size of challenge (sum of pay and
price pressures and impact of activity
and quality changes)

2010/11
62.52

2011/12

2012/13

2013/14

2014/15

Total

1.22

1.67

1.71

1.76

6.36

0.94

0.94

0.94

0.94

3.75
0.00

0.31

0.34

0.36

0.39

1.40

2.47

2.95

3.01

3.09

11.52
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Tariff and planning assumptions used
The planning and tariff assumptions for the NHS in Suffolk are in keeping with those agreed across all SHAs in 2009, and have been used to inform
the financial strategies developed by PCT for the period 2010/11-2014/15.
The assumption that providers (Trusts) will need to find annual productivity savings of around 4% is supported by similar assumptions in Foundation
Trust applications currently being assessed by the SHA.
We have assumed 1% uplift for GP contracts, 0.2% for Dentistry, Pharmacy, Dispensing and Ophthalmology and 5% pa cost pressure on prescribing
budgets.
Financial analysis - impact of financial pressures
The pressures of the current financial climate will be felt in several ways. For providers, assuming that non-PbR efficiencies move in parallel with PbR
tariff efficiencies, they will be faced with the challenge of containing pay and price pressures within a reducing income. This generates a productivity
requirement of £109m for NHS organisations across Suffolk for the 2011/12- 2014/15 period.

Table 3: PbR Tariff Assumptions

Pay
Non Pay
Other
Sub-Total
Efficiency
Net Tariff Uplift

2011/12
1.4%
0.3%
0.8%
2.5%
-4.0%
-1.5%

2012/3
1.4%
0.3%
0.8%
2.5%
-4.0%
-1.5%

2013/14
1.4%
0.3%
0.8%
2.5%
-4.0%
-1.5%

2014/15
1.4%
0.3%
0.8%
2.5%
-4.0%
-1.5%

2012/3
5.0%
1.0%
0.2%
1.1%
-1.5%

2013/14
5.0%
1.0%
0.2%
1.1%
-1.5%

2014/15
5.0%
1.0%
0.2%
1.1%
-1.5%

Table 4: PCT Net Planning Assumptions

Prescribing
PMS/GMS
Dentistry, Pharmacy, Ophthalmology
Demography
Non PbR

2011/12
5.0%
1.0%
0.2%
1.1%
-1.5%
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Workforce
The implications for workforce are described in section 7. Detailed workforce impacts for individual workstreams will be identified as the various
programmes progress.

Estates
Delivery of this plan will require the right estate in the right place. Rationalisation of the estate forms part of the QIPP plans for the PCT and providers.
NHS Suffolk‟s draft Investment and Management Strategy is included as an appendix to this plan. We will be investing in key community estate and
key elements of our strategy include investment in high priority GP estate, refurbishment of Hartismere Community Hospital, reprovision of
community services within Sudbury and full utilization of existing community estate. The average age of the estate gives rise for concern but
ownership costs are generally competitive. A number of high cost premises have been identified for review and a number of vacant and unutilized
premises have been earmarked for disposal.
Activity modelling and resulting financial impacts
We have used the McKinsey activity model and assumptions contained within it as a top-down tool to size the potential for savings. We have worked
with our main providers to review benchmarking targets and examples of best practice to challenge ourselves as to the extent of possible savings.
Where applicable the assumptions used to populate this model are recorded alongside the programme summaries contained in section 6.
The following tables are extracts from the activity model and represent the percentage growth and planned productivity improvements agreed with
providers. The activity captured by the model is that which is accounted for on a cost and volume basis and as a consequence the income modelled
is only a proportion of total provider income / PCT spend. The income does not take account of assumed tariff reductions of 1.5% pa which have
been adjusted for where appropriate in other sections of this plan. The projected impacts on income / spend, activity and agreed assumptions are
included in our programme summaries in sections 6 – Implementation and section 7 - Implications of changes. These projections have been
reconciled with our overall financial projections reported above.
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Provider income/ commissioner spend in £
Physical health (excluding mental health)

Acute hospital care
Community care
Enhanced primary care
Total

Current income Demographic
Baseline
effects
306,857,595
22,138,053
32,999,074
2,226,935
73,036,791
4,333,596
412,893,460
28,698,585

URGENT CARE
ELECTIVE
NonFuture ‘doShift to more
Shift to more
Future activity
demographic nothing’ income
Demand
effective
LTC
Demand
effective
2014/15 – PCT
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
28,351,064
357,346,713
-9,791,635
-536,545
-2,973,577
-4,770,630
-15,650,845
-4,497,517
46,483
319,172,447
6,089,226
41,315,235
0
3,130
984,928
0
0
2,044,925
0
44,348,218
0
77,370,387
0
76,077
151,033
0
-839,598
336,234
0
77,094,133
34,440,291
476,032,335
-9,791,635
-457,338
-1,837,616
-4,770,630
-16,490,443
-2,116,358
46,483
440,614,799

Acute hospital care (excluding mental health)
Current income
Baseline
A&E
Medical
Obstetrics
Paediatrics
Surgical
Outpatient
Total

15,335,950
91,245,498
16,571,961
10,974,576
105,665,681
67,063,929
306,857,595

URGENT CARE
NonDemographic demographic
effects
effects
906,615
7,064,780
1,198,269
772,248
7,730,999
4,465,144
22,138,053

Community care (excluding mental health)

Community inpatient
Community non-inpatient
Total
[Enhanced] primary care

GP general
GP mental health
Total

Current income Demographic
Baseline
effects
6,011,335
631,345
26,987,739
1,595,590
32,999,074
2,226,935

0
6,276,826
0
0
6,776,262
15,297,976
28,351,064

Future ‘donothing’ income
2014/15
16,242,565
104,587,104
17,770,230
11,746,824
120,172,942
86,827,049
357,346,713

Demand
management
-162,485
-4,604,025
0
-1,368,950
-3,656,175
0
-9,791,635

ELECTIVE
Shift to more
effective
settings
-315,399
-36,104
0
-185,042
0
0
-536,545

LTC
management
-308,563
-2,542,308
0
-22,236
-100,471
0
-2,973,577

Decommissioning
0
-762,095
0
0
-4,008,535
0
-4,770,630

Demand
management
0
0
0
0
0
-15,650,845
-15,650,845

Shift to more
effective
settings
0
0
0
0
0
-4,497,517
-4,497,517

Re-patriation
0
11,864
0
3,069
31,550
0
46,483

Future activity
2014/15 – PCT
plans
15,456,118
96,654,437
17,770,230
10,173,665
112,439,311
66,678,686
319,172,447

URGENT CARE
ELECTIVE
NonFuture ‘doShift to more
Shift to more
Future activity
demographic nothing’ income
Demand
effective
LTC
Demand
effective
2014/15 – PCT
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
2,289,726
8,932,406
0
0
0
0
0
0
0
8,932,406
3,799,500
32,382,829
0
3,130
984,928
0
0
2,044,925
0
35,415,812
6,089,226
41,315,235
0
3,130
984,928
0
0
2,044,925
0
44,348,218

URGENT CARE
ELECTIVE
NonFuture ‘doShift to more
Shift to more
Future activity
Current income Demographic demographic nothing’ income
Demand
effective
LTC
Demand
effective
2014/15 – PCT
Baseline
effects
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
73,036,791
4,333,596
0
77,370,387
0
76,077
151,033
0
-839,598
336,234
0
77,094,133
0
0
0
0
0
0
0
0
0
0
0
73,036,791
4,333,596
0
77,370,387
0
76,077
151,033
0
-839,598
336,234
0
77,094,133
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Activity in spells, contacts and/or attendances
Physical health (excluding mental health)
URGENT CARE
ELECTIVE
Current
NonFuture ‘doShift to more
Shift to more
Future activity
activity
Demographic demographic nothing’ activity Demand
effective
LTC
Demand
effective
2014/15 – PCT
Baseline
effects
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
Acute hospital care
877,516
58,238
146,349
1,082,103
-10,346
-2,403
-5,235
-3,660
-138,408
-39,819
19
882,252
Community care
643,384
38,091
89,753
771,228
0
61
22,905
0
0
24,858
0
819,052
Enhanced primary care
3,421,297
230,639
502,359
4,154,295
0
2,777
7,635
0
-40,077
13,771
0
4,138,401
Total
4,942,197
326,968
738,460
6,007,625
-10,346
435
25,305
-3,660
-178,485
-1,190
19
5,839,704
Acute hospital care (excluding mental health)
Current
activity
Demographic
Baseline
effects
A&E
Medical
Obstetrics
Paediatrics
Surgical
Outpatient
Total

107,076
74,487
12,733
9,946
62,186
611,088
877,516

6,331
5,245
897
700
4,379
40,687
58,238

URGENT CARE
Nondemographic
effects
0
4,935
0
0
3,887
137,528
146,349

Future ‘donothing’ activity
2014/15
113,407
84,666
13,630
10,646
70,451
789,303
1,082,103

Demand
management
-1,134
-5,417
0
-1,274
-2,522
0
-10,346

ELECTIVE
Shift to more
effective
settings
-2,202
-31
0
-169
0
0
-2,403

LTC
management
-2,155
-2,991
0
-20
-69
0
-5,235

Decommissioning
0
-1,025
0
0
-2,635
0
-3,660

Demand
management
0
0
0
0
0
-138,408
-138,408

Shift to more
effective
settings
0
0
0
0
0
-39,819
-39,819

Re-patriation
0
6
0
2
11
0
19

Future activity
2014/15 – PCT
plans
107,915
75,209
13,630
9,186
65,236
611,076
882,252

Community care (excluding mental health)
URGENT CARE
Current
NonFuture ‘doShift to more
Shift to more
Future activity
activity
Demographic demographic nothing’ activity Demand
effective
LTC
Demand
effective
2014/15 – PCT
Baseline
effects
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
Community inpatient
1,186
129
494
1,809
1,809
Community non-inpatient
642,198
37,963
89,259
769,419
61
22,905
24,858
817,243
Total
643,384
38,091
89,753
771,228
0
61
22,905
0
0
24,858
0
819,052
[Enhanced] primary care

GP general
GP mental health
Total

URGENT CARE
ELECTIVE
Current
NonFuture ‘doShift to more
Shift to more
Future activity
activity
Demographic demographic nothing’ activity Demand
effective
LTC
Demand
effective
2014/15 – PCT
Baseline
effects
effects
2014/15
management settings
management Decommissioning management settings
Re-patriation plans
3,421,297
230,639
502,359
4,154,295
2,777
7,635
-40,077
13,771
4,138,401
0
0
3,421,297
230,639
502,359
4,154,295
0
2,777
7,635
0
-40,077
13,771
0
4,138,401
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5. Opportunities
Quality
NHS organisations in Suffolk have used improving quality of services as a driver for the development of the QIPP plan and each of our main
programmes, as we believe improving the quality of care for all should be central to this plan. All projects have identified a set of quality pledges
which will be tracked throughout to ensure that the changes proposed have a positive impact on the care and health of the people of Suffolk.
One area of challenge for each programme is to make sure all clinicians fully appreciate the quality of care impact of the changes. We will work to
build effective partnerships with clinical staff and patients in order to deliver productivity, quality and patient safety improvements; thereby making
effective use of resources. An example of this would be that reducing the length of stay for a patient going into hospital, whilst ensuring best practice
and effective care, will also have a positive impact on the level of infection risk.
A key measure to assess improvement in patient experience is through surveys, patient reported outcome measures and feedback on the overall
experience of patients. Patient and public involvement will be vital in supporting the implementation of this plan and we will need to ensure that the
people of Suffolk understand the quality, patient safety, patient experience and clinical effectiveness evidence that underpin the decisions we are
taking.
Sharing best practice is central to good quality care and healthcare providers will work together across Suffolk to ensure this happens. One example
of this is the NHS Suffolk Patient Safety and Clinical Quality Network, which brings together lead clinical quality clinicians and managers from service
providers and also includes representatives from the local authority and independent sector in a forum to discuss care improvements.
QIPP Programmes
The quality aims of each of our major QIPP programmes are described below along with the key quality pledges which will be tracked by NHSS. Our
more detailed quality tracker is included as an appendix to the plan. We are aiming to deliver most of our quality pledges by April 2012 and will
develop further quality indicators as required for the duration of the QIPP plan.
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Healthy Ambitions – Prevention
Our prevention programme aims to improve the lifestyles of the people of Suffolk so that we improve their long term health. We want to specifically
improve the health of those communities with high levels of morbidity and mortality. One of our key objectives is to reduce the prevalence of smoking
in the community. Smoking causes a wide range of illnesses, including various cancers (the most significant being lung cancer), respiratory diseases
and heart disease. We offer stop smoking services in clinical settings such as GP surgeries and are supporting this initiative by adding a CQUIN goal
to each of our acute provider schemes requiring them to deliver effective stop smoking advice to patients in their care, referring them onto our local
smoking cessation service - Livewell Suffolk. We also offer stop smoking services through a variety of community settings to ensure that those
communities with high smoking prevalence and poorer health can easily access the services they need.
We are working with partners to deliver many of our objectives. For example, childhood obesity increases the risk of diabetes, heart disease and
cancer in later life and we are committed to decreasing this by child weight management services and also community projects such as Activa8it plus
in partnership with Ipswich Town Football Club and Fire Fighting Fit and Healthy in partnership with the Fire Service. Reducing harm due to alcohol
includes commissioning NHS service but also working with local authorities and police on joint projects such as those to decrease serious violence
due to alcohol in public places. Breast feeding improves life chances for babies and we aim to increase rates of breast feeding by working with
midwives and health visitors, but also through peer supporters from local communities.
We also want to extend services that we offer. For example widening the age range for bowel and breast cancer screening will increase early
detection of these cancers and increasing the use of Long Acting Reversible Contraception (LARC) will decrease the number of terminations of
pregnancy required for unwanted pregnancy.
Quality Pledges
4,157 people will be helped to stop smoking
at least 25% of those who quit smoking will come from the 20% most deprived areas (which have higher prevalence of smoking
and poorer health)
decrease childhood obesity in Year 6 children to 15.% (measured through the National Child Measurement Programme)
reduce the increasing rate of alcohol attributable admissions by 2%
increase Long Acting Reversible Contraceptive prescribing by 1% in general practice and 5% in specialist reproductive health
services
invite 1/3rd of women in the extended age range (47-49 and 71-73) to attend breast screening.
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Integrated care
The Integrated Care Transformation programme aims to ensure that the health and care system delivers „The right health and care, at the right time
and in the right place‟. A key part of this programme will be to make the necessary cultural and behavior shift across the system so that the following
outcomes are achieved for patients (including older people) requiring emergency, community or unplanned care.
Enhancing quality of life for people with care and support needs and their family
Preventing deterioration, delaying dependency and supporting people to recover from ill health and injury.
Ensuring a positive experience of care and support
Protecting from avoidable harm. Treating and caring for people in a safe environment.

Quality Pledges
210 people prevented from breaking their hips
5,000 people cared for in the community and not admitted to hospital
Stroke patients will spend 12 days less in hospital
25% reduction in re-admission rates for emergency discharges
100% reduction in re-admission rates for electives
80% of patients with a stroke will be cared for 90% of the time on a specialist stroke unit
30% of over 75’s by 2012/13 will be screened for risk of falls and fragility
60% of stroke patients by 2012/13 will have a cognitive and mood assessment post stroke
60% patients with dementia will receive medication review
All patients who receive community services will be offered a joint care plan.
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Planned care
„Planned Care‟ covers a broad spectrum of services which can be provided in a variety of settings ranging from inpatient and day case procedures in
the hospital setting to consultation, advice and follow-up delivered in the community, in primary care and increasingly through virtual means
(telephone or telehealth). This programme focuses on access, quality and choice and on the improvement of services to make them more efficient
and a provide better experience for the patient. We will specifically address, for instance, variations in length of stay and poor discharge processes.
We will ensure that our management of activity reduces ineffective or inappropriate referral patterns, getting the patient to the right place for their
treatment the first time. We will support this by using Choose and Book to help GPs get good clinical support from consultants prior to referral and
helping them to safely identify patients who can be managed in primary care. We will ensure that contract management processes incentivise quality
outcomes, rather than routine activity.
The Planned Care QIPP programme includes a wide range of pathway changes including joint replacement, carpal tunnel, minor oral surgery and
ophthalmology, as well as generic areas such as the movement of health care interventions to more convenient and effective settings. We will also be
taking an active approach to the limitation of ineffective procedures through audit of threshold and low priority criteria. We will reinforce compliance
with national initiatives and we will also ensure that surgical treatments provided have a strong clinical evidence base of their effectiveness.
We are seeking to improve care for patients who have cancer. For example, we will ensure that 80% of breast cancer patients will only have to stay in
hospital for less than a day when they have had a mastectomy due to advanced treatment and recovery arrangements. This reduces waiting times,
which is important at a time of increased anxiety. Staying in hospital for such a short time also reduces the risk of infection. The establishment of an
acute oncology service will reduce emergency admissions and will also ensure that cancer patients can receive urgent care at any time from a cancer
specialist - even if this at night or weekends.
Patients will have the opportunity to influence the arrangements surrounding their death by enabling them to choose their preferred place to die; they
will also have an enhanced care plan describing the things that are important to them for their care as they reach the end of life. We are improving
the availability of nurses to provide care at short notice, particularly to support patients as they are discharged from hospital. We will improve the
availability of qualified staff at night time, provide more day care services and ensure that information is shared between professionals, so that
patients and carers do not have to repeat themselves at difficult times. We are improving our arrangements for patients calling for support at times of
crisis through a single point of access scheme.

30

Quality Pledges
20% reduction in the number of patients needing outpatient appointments and who will have their care managed locally
Enable 30% of minor oral surgery patients to have their treatment in a community setting near to their home
Screen for glaucoma in the community preventing unnecessary visits to the hospital
225 people will not need carpel tunnel surgery, following improved provision of non-surgical care
84 patients each year will be helped to treat hip arthritis through physiotherapy, weight management and pain control as an
alternative to surgery
80% of people requiring a mastectomy for breast cancer will be admitted and managed on 23 hour pathway
increase the number of patients dying in their previously declared preferred place of death

Primary care
The primary care QIPP programme aims to improve patient access to primary medical, dental and orthodontic services whilst ensuring value for
money. In NHSS patient satisfaction with access to GP is among the best in the country, but we need to ensure that this includes our most
marginalized and vulnerable groups. We will review our primary care refugee and homeless teams to ensure that quality primary care services are
responsive to their needs and their health outcomes are improved. Furthermore, for the general population, we will ensure that patients are satisfied
with extended GP opening hours and that extra sessions are being fully utilised by patients. In dentistry, the focus is on maximizing the access to
services for new patients by reducing recall intervals so that patients are not called back for appointments unnecessarily.
Quality Pledge
7,000 new patients to be able to see an NHS dentist through a reduction in the recall intervals between check ups
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Prescribing
The main focus of the prescribing programme is to deliver efficiencies, however it is critical that quality is improved alongside this. A key part of our
programme focuses on a reduction in antibiotic prescribing to delay the development of resistance in micro-organisms and reduce the risk of
Clostridium difficile infections.
Quality Pledge
Prescribing of quinolones to be less than 3% of all antibiotics, prescribing of cephalosporins to be less than 3% and for there to
be no prescribing of systemic clindamycin

Disease Management
There are approximately 240,000 people living with one or more long term conditions in Suffolk. This programme area aims to improve the
management of long term diseases such as diabetes, heart failure and Chronic Obstructive Pulmonary Disease. Part of the work is to support people
to achieve better management of their condition themselves with the use of personal health plans and in some cases, monitoring equipment which
can be used in their own homes to detect changes in their condition before they become significant and may therefore reduce hospital admission.
Heart failure is a major cause of non-elective hospital admission. It is estimated that heart failure accounts for 2% of all NHS in-patient bed days and
5% of all non-elective medical admissions to hospital (NICE). Hospital admissions because of heart failure are projected to rise by 50% over the next
25 years – largely as a result of the ageing population. We aim to improve the quality of care and reduce unplanned hospital admissions for heart
failure by 120 per year by 2014/15.
Quality Pledges
38 people each year not needing to have limbs or toes amputated due to improved management of their diabetes
120 less unplanned hospital admissions for heart failure
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Mental Health and Learning Disabilities
The aim of the programme is informed by the national strategy which indicates that there is „no health without mental health‟. We will be focusing on
helping people with mental health problems who are involved with NHS services to recover and have a good quality of life, through fostering
independence and enabling them to take control of their lives. We will further develop the Suffolk well being approach, which will enable a wide
range of interventions at the primary care level to support people in their communities and offer earlier intervention when problems develop. The
programme aims to deliver as much of the care for people with mental health or learning disabilities needs as close to home as possible. This is
particularly important in areas where psychosocial support and interaction is important such as adolescent eating disorders. A key element of the
mental health QIPP process is to reduce Out of Area (OOA) placements of people who have mental health problems or learning disabilities. Treating
people closer to home has been shown to improve the outcome for service users and make it easier for them to reintegrate and develop
independence into their local community. We will continue to improve access for people to psychological therapies, and improve the level and choice
of therapies available for the people of Suffolk.
Quality Pledges
30 fewer people placed out of the Suffolk area bringing patient care closer to friends and families particularly important
60% of psychological therapy service users who have accessed the services to show significant improvement in self reported
well being

Children and Young People
The main aim of this programme is to achieve and promote high quality, safe and sustainable local services for children, young people and families;
through improved patient pathways leading to a better patient experience and overall health outcomes. For example, by developing and implementing
the Suffolk wide paediatric asthma pathway, and other pathway work, children and adolescents with chronic conditions will manage their condition at
home and in the community in timely manner. This will be supported by consistent public health messages for families and continued professional
development for health professionals. These concerted efforts will reduce the number of in-patient hospital admissions, saving time stress and
expense for families.
We will encourage the use of local services for children and young people requiring specialist mental health services (Tier 4) through a review of the
quality and cost effectiveness of out of county placements, moving towards more children and adolescents who require in-patient stays being cared
for more locally. This will enable young people to stay closer to home, spend a shorter period of time in clinical settings and limit the need for possible
readmission. The needs of children and young people who require continuing care will be assessed and reviewed in a standardised timeframe and
referred to appropriate services, and this will shorten the waiting times and improve the health outcomes for these children. West Suffolk Hospital are
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undertaking a telephone advice service regarding paediatric care issues for GPs and following successful evaluation of this work to strengthen
communication between general practice and hospitals we will look to continue this approach across the county. Normality of birth and one to one
care in labour will improve the birth experience of women and reduce clinical interventions, and we are working to ensure the highest standards of
care in this area.
Quality Pledges
• 40 hospital admissions prevented for children under 17 with asthma
• Increase the number of normal deliveries and reduce caesarean sections by 1%, which will result in 15 more normal deliveries in
2011/12
Patient Safety
It will be important to make sure that over this time of significant change for the NHS in Suffolk that we continue to ensure that the health system and
care services remain safe. It is pleasing to note that both Ipswich Hospital and West Suffolk Hospital have chosen to become sites involved in the
Safety Express Initiative (QIPP Safe Care Strategy). The impact of any changes of healthcare practice on patient safety and the level of risk will be
identified, and only those which are safe and clinically effective will be implemented.
The findings and recommendation from the Francis report on Mid Staffordshire NHS Foundation Trust have been actioned by providers across
Suffolk, and we will ensure that the lessons learned will continue to resonate during the period of this change programme. Patient safety will be key
element of all decision-making.
Treating and caring for people in a safe environment and protecting them from avoidable harm will be paramount, and we will track the overall patient
safety improvements being made through indicators acknowledged as most helpful in ensuring safe, high quality care (NHS National Outcomes
Framework, National Patient Safety Agency).
1. As well as looking in detail at individual patient safety incidents, we will track the total number across the healthcare system (including number
of serious incidents requiring reporting). We will not be expecting a decrease in reporting as the culture of reporting is important to make sure
nothing remains hidden and that healthcare staff learn from times when things have not gone to plan. We will also continue to monitor Never
events, those things which should never happen, for instance wrong site surgery, expecting these and the numbers of other serious incidents
to reduce as systems are put in place to safeguard against. We do not expect to see the same adverse incident occurring more than once as
this demonstrates that learning has not taken place. Communication across organisations through the Patient Safety Network enables shared
learning and helps reduce risk.
2. The National Patient Safety Agency (NPSA) has identified that there were 257,679 falls reported in the year ending March 2009. In an 800
bed acute organisation, there is an estimated 24 falls each week costing on average £92,000 per year. A number of falls result in death or
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3.

4.

5.

6.

7.

severe or moderate injury, and this is on top of the human cost of falling which includes the pain and distress. We intend to minimise the
overall number of falls within in-patient and community settings through falls management and prevention services.
We are working to minimise the occurrence of clot formation due to hospital care, and we will make sure that there are year on year
improvements in this area. Hospital related venous thromboembolism (VTE) events (Pulmonary Embolism and Deep Vein Thrombosis) will be
monitored and reduction targets set.
There are many factors which contribute to the development of pressure ulcers including age, weight, mobility and nutritional status.
Evidence suggests that between 4 and 10% of patients admitted to UK district hospitals develop a pressure ulcer. This affects patients‟
dignity, comfort and unnecessarily increases their length of stay and risk of infection. We want to move to a position where pressure ulcers
(where an area of skin breaks down when a person stays in one position for too long without moving) are a rare occurrence, particularly
reducing the most serious ones. A year on year reduction in NHS care attributed pressure sores will be set and monitored.
The majority of medication errors do not result in harm, however, some do have the potential to do harm and these are termed „near misses‟.
Such incidents provide valuable insight into areas of risk and where systems can be improved to prevent death or harm. Medication errors
which lead to harm and near misses will be monitored with an expectation that there will be a reduction in these.
Healthcare associated infections will be monitored using the existing mandatory infection surveillance data and over the period of this plan
there will be a year on year reduction as we continue to strengthen our infection control practices. We aim to eradicate MRSA bacteraemia
cases within the Suffolk NHS healthcare system within the timeframe of this plan, and to continue the downwards trend in Clostridium difficile .
We will also continue to monitor numbers of other potentially serious infections such as MSSA and E.coli bacteraemias and develop systems
to reduce these.
Through our CQUIN schemes (Commissioning for Quality and Innovation) we will focus on those areas that have been shown to be important
to the people of Suffolk through the patient experience surveys such as nutrition and preventing unintended weight loss, maintaining
hydration, preventing falls and caring for people with dementia. We will require our healthcare providers to demonstrate improvement through
evidence of better health outcomes.

By concentrating staff skills in preventing adverse events, delivering the fundamentals of care and increasing patient safety we aim to make sure that
Suffolk people receive safe care at home or in the community and when people do require admission to hospital that they too receive high standard,
safe care and treatment.
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Quality Pledges
• Increase the number of patients undergoing risk assessment for VTE and subsequent prophylaxis where required to 98% by
April 2012
• Reduce the number of patients developing a serious pressure ulcer whilst in our acute hospitals by 80% by April 2012
• Reduce the number of patients falling whilst in hospital by 20% by April 2012.

Equality and Diversity
NHS Suffolk recognises that people covered by equalities legislation may have poorer health and/or particular health conditions. As a result QIPP
Programmes will monitor the representation of people with protected equality characteristics and set targets towards achieving proportionate
representation. This will actively contribute to the overall QIPP goals. The equality targets are also part of NHS Suffolk fulfilling its legal obligations
under current equalities law and public sector equality duty, as shaped by the Department of Health‟s Equality Delivery System.
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Productivity
We have identified potential productivity opportunities against our QIPP programmes of up to £153m by 2014/15 to set against our productivity
challenge of £109m. The detail of these programmes is contained in section 6 – Implementation.
2011/12
£m
CHALLENGE
Total Size of Challenge

System Total
2012/13
2013/14
£m
£m

2014/15
£m

Total
£m

29.8

30.4

29.4

19.4

109.0

0.3
4.4
6.8
1.0
2.6
0.3
0.2
0.6
1.7
17.9

0.3
6.5
6.8
0.5
2.6
0.5
2.8
1.4
0.4
21.8

0.3
6.5
6.9
0.5
1.2
1.2
2.8
1.0
20.4

0.3
0.4
1.5
0.4
2.6

1.2
17.4
20.5
2.4
6.4
3.5
5.8
0.6
3.1
1.8
62.7

8.8
0.4
1.1
2.4
0.1
7.3
20.1

10.6
0.4
1.4
0.8
0.5
5.1
18.8

6.0
0.4
1.4
0.8
1.0
11.4
21.0

6.6
0.2
1.4
0.5
11.9
20.7

32.0
0.6
1.9
6.7
1.7
2.0
35.6
80.5

1.4
0.5
1.2
1.2 0.6
0.1 2.4
40.4

1.4
0.8
1.8
1.8 1.9
0.8 3.3
43.9

1.4
0.7
1.8
1.8 1.3
0.8
2.6
44.0

1.5
1.7
1.7 1.5
24.8

10.6

13.6

14.5

5.4

OPPORTUNITY
Programme

Commissioner led
1 Healthy Ambitions Suffolk
2 Integrated Care Transformation
3 Planned Care
4 Primary Care
5 Prescribing
6 Disease Management
7 Mental Health and LD
8 Children and Young People
9 Corporate
10 Transforming Community Services
Provider led

11 Productivity
Prescribing
Corporate
Procurement
Pathology
10 Transforming Community Services
Other CIPs
Regional led

12 Specialised Services
13 Ambulance
14 Procurement
potential provider double count

-

15 Pathology
potential provider double count

Total Opportunity Identified
Potential Headroom/(Shortfall)

-

5.8
2.0
6.5
6.5
3.8
1.7
9.9
153.1
44.1
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6. Implementation
We have identified local programmes to identify and release these opportunities. There are nine QIPP programmes across NHSS which broadly align
with the EoE regional workstreams. In addition, the QIPP Plan also addresses regionally led and provider focussed work around Specialised
Services, Ambulance, Procurement, Productivity and Pathology. The following programme templates set out the key projects which are expected to
deliver these savings. In some areas our work is well advanced for example the Urgent Care deep dive work in the east of the county, in others we
are at an earlier stage of scoping and planning. Detailed project plans, timetables and progress trackers record and monitor progress for each of the
programmes. Further detail is contained in the appendices to this Plan.
We have also used the McKinsey activity model and assumptions contained within it as a top-down tool to size the potential for savings. We have
worked with our main providers to review benchmarking targets and examples of best practice to challenge ourselves as to the extent of possible
savings. Where applicable the assumptions used to populate this model are recorded alongside the programme summaries.
In the appendices detailed action plans set out project owners, detailed milestones and progress to date.

Programmes
1
Healthy Ambitions Suffolk
2
Integrated Care Transformation
3
Planned Care
4
Primary Care
5
Prescribing
6
Disease Management
7
Mental Health
8
Children and Young People
9
Corporate
10
Transforming Community Services
Regional / Provider focused workstreams
11
Productivity
12
Specialised Services
13
Ambulance
14
Procurement
15
Pathology
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Productivity Opportunity identified: £1.2m
Objective
Leadership
Clinical Engagement
To improve health and reduce health inequalities. Particular
NHSS Executive lead: Peter
Health Improvement Staff
emphasis will be placed on reducing smoking and alcohol
Bradley, Director of Public
Practice Based Commissioning, the Partnership “Healthy Ambitions
consumption, decreasing obesity, improving cardiovascular
Health
Suffolk”
morbidity and mortality (through NHS health checks) and
PCT lead: Dr Amanda Jones, Suffolk County Council are involved in the strategic delivery.
increasing long acting reversible contraception (LARC) in line with
Deputy Director of Public
NICE guidance. Action will decrease the burden of ill health on the Health
NHS particularly the impact of long term conditions. The effect will
be cumulative with increased savings longer term (5-10 yrs)
Key Projects – see appendix for detailed work plans
Smoking prevention - commission and develop smoking
Substance misuse - reduce alcohol related acute hospital admissions through new NHS
cessation services
commissioned services and partnership projects eg SVIAPP (Serious Violence in a
Public Place)
Decreasing childhood obesity
Sexual health - commission LARC training and monitor use - target increased use in line
Ensuring successful introduction of integrated Healthy Lifestyle
with NICE guidance
Service form April 2011
Roll out age-extension for bowel and breast screening
Implementation of NHS Health Checks
Tracking
Quality
Workforce
Activity
Finance
Training of the
Reducing prevalence of smoking and
Numbers of 4 week smoking
Finance savings through prevention of Acute spend
specialist workforce
proportion of quitters in deprived
quitters and number of those
£0.4m of 2011/12 saving from cut in proposed HLS
and awareness
communities
in 20% most deprived MSOAs
budget
Increasing the number of people receiving training for the
Number receiving NHS Health
Reduction of 1% smoking prevalence produce £280K
wider workforce to
NHS Health Checks
Checks
acute spend savings in admissions (i.e. LTC and MI)
increase brief
Reducing prevalence of obesity aged 5
Obesity prevalence
Costs of reduction in CHD mortality in LTC
interventions for
and 11
Prevalence of breastfeeding at
Savings due to reduction in childhood obesity and
healthy lifestyles
Increasing prevalence of breast feeding
6-8 weeks (%)
breast feeding long term (10+ years) so not included
and appropriate
Reducing alcohol attributable admissions
Alcohol attributable
Costs due to alcohol are increasing. Implementing the
referrals to
to hospital
admissions
prevention programme should diminish cost increases
specialist services.
by £120-150k pa
Increasing LARC prescribing in primary
Proportion of LARC
care and CASH services
prescribing rates in primary
NICE estimated savings with LARC due to decreased
care and CASH services
Coverage of breast screening in 47-49
TOP rates £1,000K. 2% increase estimated to
year olds (extension)
generate £40K savings
% invited annually
Financial Phasing
Total saving in 2014/15
2011/12
2012/13
2013/4
2014/15
£1.2m
Savings
£0.3m
£0.3m
£0.3m
£0.3m

1 Healthy Ambitions Suffolk
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Productivity Opportunity identified £17.4m

2 Integrated Care Transformation
Objective
To implement the vision statement See appendix

Leadership
NHSS Executive lead: Tracy Dowling, Director of Strategic
Commissioning
Suffolk County Council Executive Lead: Anna McCreadie
Transformational lead (SRO): Sharon Stott
Programme leads: Sandie Robinson, Carol Rhind and
Karen Wood
GP commissioning consortia (east) – leading locality
delivery of plan with NHSS programme team
John Watson – Director of Ops IHT
Gwen Nuttall – Chief Operating Officer WSH
David Pannell, Ivan Rudd and Claire Jay – PBC managers
Cathy Craig – Service Director SCC
GP leadership - Paul Bethel, Imran Qureshi and Mark
Shenton

Key Projects see appendix for detailed work plans
1. Improving access and urgent care response
Delivering an integrated community response that manages demand away from an acute
hospital – focus on integrating and refining role of admission avoidance services with
diversion protocols from EEAST. Includes Roving GP pilot
Providing a coordinated response to delivering proactive diversion to community alternatives
to admission – focus on implementation of care coordination centre with options for 3 digit
number alignment which provides:
Single point of access
24/7 availability
Capacity management and Directory of services
Clinical triage with access to same /next day OPA and diagnostics
Immediate access to a response for key pathways relating to falls, fallers with
dementia, DVT, End of life, COPD etc
Primary care integration with A&E – includes scoping of MIU at Riverside
Implementing weekend EAU consultant cover at IHT to reduce admissions and length of
stay
Improving stroke outcomes and acute length of stay – includes joint care planning and 7/7
TIA service
Implementing case finding for falls and fragility fracture in A&E, EEAST and OOHs.
Implementing BPT for fractured neck of femur
To define an infrastructure that enables service integration and workforce development – this
aims to support flexibility in provision, case finding / patient alerts and flagging, single
assessment process and integrated records

Clinical Engagement
Rob Mallinson, Nicky Trepte and Julie Brache –
IHT consultants
Joseph Yikona – WSH consultant
GPs:
Emma Derbyshire
Matthew Lockyer
Will Ridsdill-Smith
Christopher Browning
Godfrey Reynolds
Clare Skeates
EEAST
Harmoni OOHs
Rob Butler – Consultant psychiatrist (Dementia)
SCH – Nicola Cottington and Mary Heffernan

Key Projects
3.

Supporting Discharge and reducing re-admission workstream – enabling
shorter stays and identifying those at risk of re-admission
Tackle variance in GP referral patterns
Implementation of EARLI tool to identify patients at risk of readmission
EAU consultant weekend cover pilot

Provider-led Projects
4.

IHT – emergency care pathways
Identifying right patient to right ward first time
Increasing use of support services as early as possible (eg COPD)
Early identification of ongoing care needs and engagement with wider
community services

5.

IHT Pre-op Length of Stay
Reduce time to table for non-elective surgery

6.

WSH – emergency care pathways
Review of 6 pathways – chest pain, palpitations, headache, epilepsy,
syncope, hypoglycaemia
WSH - Reviewing COPD pathways in line with contract requirements
WSH - Review EAU clinical model and physician ontake including
weekend cover
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Contractual levers – observation tariff for patients who typically require 1 -2 hrs outside 4 hr
A&E standard before discharged e.g. alcohol and drug related admissions
Develop and implement Special Patient Notes / End of Life and Carer Registers
2.

Improving patient care in the community
Develop and agree a system wide definition of frail elderly to support the development of a
KPI framework to evidence and monitor the outcomes of the ICT programme
Develop and finalise adult community specifications for procurement – to support divestment
of community provider by Jan 2012
To provide a model of care that promotes community based alternatives to hospital
admission – focus on implementing a model of care that supports:
o Stratified levels of case finding and case management
o Geriatrician support to community teams through the development of interface
geriatrics – pilot approach to March 2011 with outcomes relating to identification of
workforce development needs, improved case finding and complex case
management and reduced length of stay in community hospitals
o Early supported discharge from hospital for people with stroke
o Delivery of an integrated falls and fragility fracture pathway which includes fracture
liaison services and case finding in primary care
o Improved support to family carers
To produce a primary and adult community framework to provide patient care across
organisational boundaries
To provide a community bed based resources to support admission avoidance and timely
discharge
To implement the dementia commissioning framework requirements:
o Quality early diagnosis and intervention – through case finding in primary care,
development of memory services and intermediate care support
o Improved hospital care – through improved specialist crisis support at the point of
admission
o Living well with dementia in care homes
o Reduced use of anti-psychotic medication
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Tracking
Quality
see also Activity indicators
Hospital readmissions (>65)
LoS – acute and community hospital
Falls - # nofs and falls related
ambulance conveyances
Pressure sores
DToCs
A&E waiting times
Community caseload activity
Financial Phasing
Saving

Workforce
Geriatrician (may be
redeployed)
Impact of reduced beds in
acutes
Impact of revised priorities for
admission avoidance on core
community provision
Requirement for competency
development e.g. re dementia
Community based services
2011/12
£4.4m

Activity
Emergency admissions (>65)
Falls – # neck of femur
% of unplanned admissions short stay vs long stay tariff
Ambulance conveyances (>65 and falls)
Conversions to admissions
Community beds (target increase)
Weekend discharges
Readmission rates (>65)
DVT related admissions
A&E attendances

Finance
Overall system spend
Acute spend
Combined spend in other care settings

2012/13
£6.5m

Total saving in 2014/15
£17.4m

2013/14
£6.5m

2014/15
£0.0

Workstream Modelling Assumptions
Key opportunity assumptions (for delivery by 2014/15) included in modelling following detailed system discussions
i. Six hour non elective admissions avoided from entering an acute setting for agreed areas including drug and alcohol related activity.
ii. Falls related fracture neck of femur and non specific frail elderly admissions reduced to the current lowest national decile levels (20% reduction).
NB. Frailty to be defined but will include range of complex areas including dementia
iii. All A&E outpatient follow up appointments handled in the community
iv. Improved efficiencies from community services:
a. Increase in numbers of people supported in crisis at home who at risk of admission
b. Increase in number of referrals and discharges from complex case management
c. Decrease in community hospital length of stay
d. Reduction in ambulance conveyances (over 65s and pathway specific e.g. falls)
NB item iii) is included within the Integrated Care workstream although the activity and finance impact is shown within Disease Management in the
Implications section.
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3 Planned Care
Objective
To reduce planned non-specialist
acute activity and expenditure, whilst
also maintaining
Waiting time standards
NHS constitution
Positive patient experience

Leadership
NHSS Executive lead: Tracy Dowling
Programme Manager: Andrew McDonald
Workstream leads: Nerinda Evans, Dr P Badrinath, Pippa Mullan, Clare
Banyard
Gwen Nuttall - Executive Lead, WSH
John Watson – Executive Lead, IHT
David Pannell – SBS, DHG, CIA; Claire Jay, West Federation

Ivan Rudd, Ipscom
Key Projects – see appendix for detailed work plans

Elective Care
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Productivity Opportunity
identified: £20.5m
Clinical Engagement

Carpal tunnel pathway
Elective hip pathway
Minor oral surgery
Ophthalmology at IHT
Referral management
Clinical thresholds
Activity & invoice validation
Reduced length of stay
Reducing variation
Transfer of OP activity to community settings
Demand management
Contractual terms

Cancer
1. Review of Cancer Drug Activity and Expenditure
2. Implementation of Acute Oncology Pathways/Services
IHT & WSH
1. Referral management
2. Provide clearer direction and information to GPs to enable more
accurate referrals
3. Improve Day Case rates
4. Increase use of Choose and Book
5. Speed up clinic polling times to reduce first appointment waits
6. Reduce variability and volume of paper referrals to ensure effective

3.
4.
5.
6.
7.
8.
9.

GPs: Paul Bethell, Emma
Derbyshire, John Havard, Billy
McKee, Godfrey Reynolds, Mark
Shenton, Sally Whale, Will RisdallSmith, Sonny Aung, Don Mcklehiney,
Paul Bethell, Rani Pert
IHT/WSH Medical Directors
Relevant consultants

Establish enhanced recovery programmes
Provide new models of follow-up
Develop more day case and outreach chemotherapy
Macmillan Reconfiguration
Local Awareness and Early Diagnosis Initiatives (LAEDI)
Primary Care Cancer Nurse Pilot/GP Facilitator Role
Ensure Compliance against National Standards (Manual of Cancer Standards,
IOG, NRAG, NCAG

End of Life through Marie Curie Delivering Choice
1. Improved Community Care for 24 hour integrated practice
2. Improved Coordination for assessment and care planning
3. Improving Hospital and Hospice Processes for admission, provision of care
pathways & discharge
4. Provision of Information, Psychological Support and Bereavement Services
5. Workforce Development and Training for EOL staff
7.
8.
9.
10.
11.
12.
13.

Productive Theatres
Increase theatre utilisation and reduce waiting times
Day of surgery admissions
Review requirement for a day of surgery admission unit
Increase patient throughput on theatre lists
Minimise start time delays
Commencing Nov 2010 WSH – transformation resource identified to work with
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use of OP appointments

clinical teams

Tracking
Quality
Patient
satisfaction,
PROMS
Waiting time
targets
BCBV – relative
level of surgery for
5 procedures
Improving
outcomes
guidance
Peer review
Clinical audit

Workforce
Increased use of independent sector and “any willing
provider”
Training and recruitment to support shift in care
settings
o Primary care cancer nurse pilot
o Day- case chemotherapy in the community
o More AHPs – to increase direct access
diagnostics
Provision of therapeutic support for cancer
survivorship – moving on and supporting individual
needs
End of life - Swift funding application

Activity (all care
settings)
GP referrals
GP referred first OP
attendances
Total first OP
attendances
Total follow up
attendances
Day cases and
outpatient procedures
Elective discharges
(admissions)

Finance
Acute spend
Total Planned Care spend (all care
settings)
Spend on Threshold Procedures
Exceptional funding levels
High cost drug spend

Financial Phasing
Saving

2011/12
£6.8m

2013/14
£6.9m

Total saving by 2014/15
£20.5m

2012/13
£6.8m

2014/15
£0.0m
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Workstream Modelling Assumptions
The key opportunity assumptions which have been used in our modelling, for delivery by 2014/15, were developed following detailed system-wide
discussions, incorporating a review of current activity compared to national and regional benchmarking, and include:
1. Reduction of 4% in surgical activity and 2% in medical activity resulting from reducing low priority procedures via threshold and excluded
procedure management. Following a review of current national and regional benchmarking data, the areas being targeted are:
Compliance with existing 28 partially excluded procedures.
Compliance with existing 27 threshold policies and review of the following key threshold policies:
o Cataract surgery (first and second eye)
o Common Hand Conditions (Carpal Tunnel Surgery)
o D&C and Hysteroscopy
o Grommets
o Hip and Knee replacement
o Tonsillectomy
2. Reduction in referral levels through support and training of clinicians, see table below for detailed breakdown.
Specialty
General Surgery
ENT
Neurology
Gynaecology
Ophthalmology
Rheumatology
Urology
T&O

Reduction assumption
10%
15%
15%
15%
10%
10%
10%
10%

3. Shifting of care setting from acute trust to a more cost effective community / primary care setting, see table below for more detailed breakdown.
Area
Cardiology
Oral
Gynaecology
Dermatology
Diabetes Type 2
Pain management
Sleep apnoea

Shift of Outpatient Care Setting
15% of follow ups
15% of first and follow ups
30% of first and follow ups
20% of first and follow ups
15% follow ups
15% of first and follow ups
20% of first and follow ups

Area
Rheumatology
Glaucoma
Urology
T&O
Physiotherapy direct access
Diagnostic tests

Shift of Outpatient Care Setting
20% of first and follow ups
40% follow ups
35% of first and follow ups
10% of first and follow ups
100%
10%
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Workstream Modelling Assumptions - Planned Care (2011/12 detail, based on findings from local pilots)
Referrals and Out Patient First Appointments:
Specialty

General Surgery

11/12
reduction IHT
-

ENT

Neurology

18.8%

-

Gynaecology

Ophthalmology
Rheumatology

0.0%

11/12
reduction - All

14/15 reduction
(QIPP Plan)

12.5%

10.0%

14/15
reduction
(Pl Care)
25.0%

15.0%

25.0%

15.0%

25.0%

-

-

12.5%

25.0%
10.0%

NB: 10% reduction in OA Hip referrals only.

-

-

15.0%

25.0%

9.4%

-

-

10.0%

25.0%

12.5%

10.0%

25.0%

0.0%

10.0%

0.0%

-

0.0%

-

0.0%

-

25.0%

Notes:

25% reduction in referrals/First OP appts based on
C&B Advice Letter Listing (ALL) pilot.
Project effective Q3 11/12, East & West Suffolk.
25% reduction in referrals/First OP appts based on
C&B ALL listing pilot. Assumes IHT = 80% of total
ENT OP activity.
Project effective Q2, East Suffolk.
25% reduction in referrals/First OP appts based on
C&B ALL listing pilot.
Project effective Q3 11/12, East & West Suffolk.
25% reduction in referrals/First OP appts based on
C&B ALL listing pilot. Assumes IHT = 55% of total
Gynae OP activity.
Project effective Q2, East Suffolk.
Triage and referral refinement - 6 mth pilot. Assumes
only 75% of total referrals are eligible.
25% reduction in referrals/First OP appts based on
C&B ALL listing pilot.
Project effective Q3 11/12, East & West Suffolk.
Impact of C&B ALL on Urology included in C&B ALL
implementation for all remaining specialties.
Urology also included in Transfer of Care to
Community Settings - see below.
NB: 25% reduction in Carpal Tunnel referrals only.

18.8%

-

Urology

T&O - Carpal
tunnel
T&O - Hips

11/12
reduction WSH
-

10.0%
5.0%

2.5%

-
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Shift of activity to community settings
Specialty

Cardiology
Follow-ups
Cardiology Firsts
Oral
Gynaecology
Dermatology
Diabetes
Pain
Management
Sleep apnoea

Rheumatology
Glaucoma
Urology
T&O

11/12
reduction IHT
7.5%
7.5%

11/12
reduction WSH
-

15.0%

11/12
reduction All
-

15.0%

15.0%
15.0%
30.0%
20.0%

-

15.0%
10.0%
7.5%

15.0%
30.0%
20.0%
15.0%
15.0%

-

-

10.0%

20.0%

20.0%

-

-

10.0%
30.0%

20.0%
40.0%
35.0%
10.0%

20.0%
40.0%
35.0%
10.0%

100.0%
10.0%

10.0%

Physiotherapy direct access
Diagnostics

0.0%

-

14/15
reduction
(Pl Care)
15.0%

-

0.0%

15.0%

14/15
reduction
(QIPP Plan)
15.0%

0.0%

15.0%

Notes:

QIPP Plan assumes 15% reduction in follow-ups.
Intermediate Cardiology Clinics reduce Firsts and F/ups.
QIPP Plan assumes 15% reduction in follow-ups.
Intermediate Cardiology Clinics reduce Firsts and F/ups.
Minor Oral Surgery and Dental Triage live from April 11.
Assumes alternative service goes live Sept 11.
Assumes alternative service goes live Sept 11.
In conjunction with Long Term Conditions
Assumes alternative service goes live Sept 11.
Assumes new pathway and model goes live Sept 11 with
improved referral criteria and community sleep
monitoring. Repatriation of activity from Papworth.
Assumes alternative service goes live Sept 11.
Assumes referral refinement service goes live Sept 11.
Assumes alternative service goes live Sept 11.
Development of new physio models being tested in
2011.
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Reduce elective inpatient interventions with close benefit/risk
balance in mild cases
Intervention

Tonsillectomy
Spinal cord stimulation
Knee washouts
Grommets

11/12 reduction – All
Trusts

14/15 reduction
(QIPP Plan)




Reduce elective inpatient interventions where cost-effective
alternatives should be tried first
Intervention

Aesthetic surgery – breast
Varicose veins

11/12 reduction – All
Trusts




14/15 reduction (QIPP
Plan)
Lowest quintile
Lowest quintile

Aesthetic surgery – ENT
Aesthetic surgery – Plastics

Lowest quintile
Lowest quintile
Lowest quintile

Lowest quintile
Lowest quintile

Trigger finger




Lowest quintile

Dilation & curretage



Lowest quintile

Aesthetic surgery –
Ophthalomology
Orthodontics

Lowest quintile
Lowest quintile

Other joint prosthetics
Hysterectomy for menorrhagia

Lowest quintile

Carpal tunnel release

Lowest quintile

Anal procedures

Lowest quintile

Lowest quintile

Bilateral hips

Lowest quintile

Lowest quintile

Elective cardiac ablation

Lowest quintile

Lowest quintile

Female genital prolapse

Lowest quintile

Hernia repairs

Jaw replacement
Knee replacement
Hip revisions
Knee revisions
Cataract surgery
Wisdom teeth extraction
Dupuytrens
Cochlear implants
Minor skin lesions
Back pain - injections &
procedures
Primary hip replacements












Lowest quintile

Lowest quintile







Lowest quintile

National average
National average

Lowest quintile
National average
National average

NB: Interventions not highlighted for action in 2011/12 will be addressed in 2012/13.
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4 Primary Care
Objective
To deliver improved productivity and
performance across all primary care
contracts

Leadership
NHSS Executive Lead: Melanie Craig, Director of
Primary Care
PCT Lead: Clare Banyard, Head of Primary Care

Key Projects - see appendix for detailed work plans
GP contracting efficiencies
Review of primary medical services in Haverhill
Review primary medical services for marginalised and vulnerable
adults
Tracking
Quality
Workforce
NHS Suffolk dental performance
benchmarking (including patterns of
Recruitment and
treatment, recall rates)
retention of GPs,
dentists and
18 weeks in primary care
orthodontists
orthodontics
NHS Suffolk dental minimum
distance access standards

Productivity Opportunity identified: £2.4m
Clinical Engagement
Via LMC, LDC, LOC, LPC,
GPCC consortia
PCT dental advisors

Ensure productivity and efficiency from orthodontic contracts
Ensure commissioned NHS dental activity meets demand
Dental contracting efficiencies

Activity
Dental recall intervals
Dental vital signs

Finance
GP contract spend
Dental underperformance

Financial Phasing
Savings

2011/12
£1.0m

2012/13
£0.5m

2013/14
£0.5m

2014/15
£0.4m

Total saving in 2014/15

£2.4m
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Productivity Opportunity identified: £6.4m
Clinical Engagement
All GPs
PBC
Practice prescribing leads
PCT leads: Richard Hodgson,
Chairs of Medicines Management Committees
Senior Pharmacist
(WSH/IHT/SMHPT/prisons)
Christine Bower, Chief
D&T chair
Pharmacist
Trust Chief Pharmacists
SHA PresQipp workstream support
Key Projects - see appendix for detailed work plans
8. To ensure appropriate review of patients by specialist to identify
1. Reduce inefficiency in prescribing
changes
2. Switch to cost effective presentations and therapeutic equivalents
9. High cost drugs and/or PbR excluded drugs validation
3. Investigate use of Script Switch with GP practices and consortia
10. Post verification audit of NICE TAs
4. Reduce inappropriate spending on sip feeds
11. Manage the pathway for the introduction of HC drugs through the
5. Reduce inappropriate spending on special formulations
D&T committee
6. GP Prescribing incentive scheme
12. Appropriate use of Homecare
7. Improve the quality and cost effectiveness of oxygen prescribing
13. Secondary care shared savings agreements
14. Individual funding requests

5 Prescribing

Objective
Reducing cost per ASTROPu
A systems wide approach to the prioritisation of
funding of cost-effective medicines
Improve cost effectiveness of the oxygen
contract

Tracking
Quality
Generic prescribing rates
Renin-angiotension
Lipid lowering statins
ACE ARBS
Generic PPIs
Cost of specials
Financial Phasing
Savings

Leadership
NHSS Executive lead: Melanie
Craig, Director of Primary Care,

Workforce

Activity

GPs
Public health and primary care
prescribing teams with support
from all directorates

2011/12
£2.6m

2012/13
£2.6m

Finance

Prescribing Incentive
scheme

2013/14
£1.2m




2014/15
£0.0m

Cost per ASTROPu
Monitoring of Trust spend outside
PbR and within NICE

Total saving in 2014/15

£6.4m
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6 Disease Management
Objective
To reduce costs and improve morbidity
and mortality and health inequalities
through commissioning integrated
programmes across primary,
community and secondary care
including self care

Productivity Opportunity identified: £3.5m
Clinical Engagement
GP Consortia
Clinical network groups (respiratory, diabetes and
cardiology) Chair: Dr. Paul Kaiser
Regular monthly meetings with diabetes and
respiratory clinicians
Ad hoc stakeholder and representative workshops
(respiratory and LTC)
PBC involvement – respiratory and diabetes
Paul Molyneux – Deputy Medical Director WSH
Provider-led Projects
1. IHT Cardiology review
Provide early access to diagnostic and specialist support for
emergency patients
Reduce length of stay
Increase patient safety and clinical effectiveness through more
timely access to diagnosis and treatment

Leadership
NHSS Executive lead: Peter Bradley, Director of
Public Health
Transformational Programme lead: Sally Hogg
Cathy Craig Service Director SCC (through Care
Closer to Home project)

Key Projects - see appendix for detailed work plans
1. Respiratory (Suffolk wide contract held by WSH)
Reduce respiratory admissions for COPD and asthma
Increase use of COPD services
Reduce respiratory length of stay
2. CHD – improve cardiac rehabilitation and heart failure pathways
3. Diabetes – Implement integrated diabetes model with Consortia (East)
4. Self-care – Support patients and families through PHPS and
motivational support from practice nurses
5. Working with colleagues and patients
Tracking
Quality
Workforce
Activity
Referrals
Impact on primary care and
Referrals, outpatient use and
Outpatient Follow Up
practice nurses
Emergency admissions for:
Patient satisfaction
Increased community matrons
Respiratory
Self care – use of Personal Health
and community beds
CHD
Plans
COPD contract with WSH
Diabetes
Reduced Length of Stay
Reduced Length of Stay
Hospital readmissions
Community beds (target increase)
Use of WSH COPD service
Financial Phasing
2011/12
2012/13
2013/14
2014/15
£0.3m
£0.5m
£1.2m
£1.5m

Finance
Overall system spend
Acute spend
Combined spend in other care settings

Total saving in 2014/15

£3.5m
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Workstream Modelling Assumptions
Disease management
Key opportunity assumptions (for delivery by 2014/15) included in modelling: following clinical review of current admission levels for LTCs compared
to national lowest decile:
HRG 4
Description
Current % Reduction
Code
Level
Assumed
DZ11C
Lobar, Atypical or Viral Pneumonia without CC
151
10%
DZ15E
Asthma with CC without Intubation
195
20%
DZ15F
Asthma without CC without Intubation
97
20%
Chronic Obstructive Pulmonary Disease or Bronchitis with length of stay 1 day or less
DZ21A
discharged home
277
20%
DZ21J
Chronic Obstructive Pulmonary Disease or Bronchitis without NIV without Intubation with CC
448
5%
Chronic Obstructive Pulmonary Disease or Bronchitis without NIV without Intubation without
DZ21K
CC
37
10%
DZ23C
Bronchopneumonia without CC
9
21%
EB01Z
Non interventional acquired cardiac conditions 19 years and over
3082
20%
EB03I
Heart Failure or Shock without CC
439
20%
EB04I
Hypertension without CC
43
20%
EB07I
Arrhythmia or Conduction Disorders without CC
917
20%
FZ37C
Inflammatory Bowel Disease without CC
202
5%
KB01A
Diabetes with Hypoglycaemic Disorders 70 years and over
61
40%
KB01B
Diabetes with Hypoglycaemic Disorders 69 years and under
28
40%
KB02B
Diabetes with Hyperglycaemic Disorders 70 years and over with Intermediate CC
38
40%
KB02C
Diabetes with Hyperglycaemic Disorders 70 years and over without CC
1
40%
KB02E
Diabetes with Hyperglycaemic Disorders 69 years and under with Intermediate CC
69
40%
KB02F
Diabetes with Hyperglycaemic Disorders 69 years and under without CC
71
40%
KB03A
Diabetes with Lower Limb Complications with Major CC
18
40%
KB03B
Diabetes with Lower Limb Complications without Major CC
44
40%
LA04C
Kidney or Urinary Tract Infections without CC
145
40%
LA08D
Chronic Renal Failure with length of stay 1 day or less
21
40%
QZ11A
Amputations with Major CC
14
40%
QZ11B
Amputations without Major CC
20
40%
QZ17C
Non-Surgical Peripheral Vascular Disease without CC
81
40%
PA12Z
Asthma or Wheezing
400
10%
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7 Mental Health and LD
Objective
Maintain or increase the quality of
mental health learning disability
services
Reduce unit cost of services by
reducing waste and increasing
productivity

Leadership
NHSS Executive lead: Martin Royal, Director of
Corporate Services
Transformational lead: Karen Wood
Guenever Pachent Service Director SCC

Key Projects - see appendix for detailed work plans
1. Integrated well-being approach to include:
Integrated wellbeing approach across SMHPT, social care, voluntary sector,
primary and secondary care
o Ensure approaches support recovery
o Ensure approaches address prevention including: children and older
age adults
o Development of range of activities from health and non health
provision which supports wellbeing
o Ensure approaches educate people in skills and strategies which
prevent them becoming unwell
o Smooth pathway and enhanced partnership working between
statutory mental health and third sector providers
o Streamline links into non-mental health services
o Services development to address stigma about mental health in order
to encourage people to seek the care they need in a timely fashion
o Review and develop shared approaches by MH employment support
services
Improved Service integration
o Develop outcome measures to demonstrate service effectiveness and
Benchmark performance
o Primary, community and acute care service redesign to ensure
integration, improve efficiencies, smooth stepped care pathway
o Review assessment process to reduce duplication and use of
resources
o Review and develop response to MH needs in A&E and acute hospital
settings including provision of liaison services
o Ensure redesign takes advantage of opportunities to address, ADHD,

Productivity Opportunity identified £5.8m
Clinical Engagement
John Hague
John Oates
Clare Skeates

3. Out of area repatriation
o Reduce referrals into the acute sector for LD and MH patients
o In patient activity and benchmarking
o Clarify pathway for making placements
o Short term – enhanced accommodation, integrated response with third
sector supported housing providers, review efficacy of shared care
arrangements, Corporate efficiency – including merger impacts
o Medium/Long term- review opportunities to create step down facilities
o Review role of crisis resolution and home treatment and effectiveness
of integration with acute care
o Review role of care co-ordinators ensuring proactive engagement
during in-patient stays
o Review pathway for referrals to OOA placements
o Review impact of drug and alcohol factors in referrals into acute
services
o Improved step down;
o Measuring and exploring differences in clinical and management
practices
o Review and adjustment of interfaces between teams
4. Optimising community provision
o
Review activity and performance of CMHTs and Assertive Outreach
o
Measure and explore differences in clinical and management
practices
o
Ensure improved compliance with CPA implementation and recording
o
Clarify outcome measures with teams and ensure regular report of
outcomes in line with Effective Service Review recommendations
o
Improved management of patients in community settings and reduced
use of inpatient service
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Autism, PD, PND
Ensure service development addresses appropriate support for
minority ethnic groups
Improved primary mental health care including:
o Enhanced Primary Link worker service
o IAPT – activity review and benchmarking
o Increased therapies and approaches at primary care level
o Development of peer support and information sharing
o Ensure CBT therapies to support MUS programme, LTC
o

Medically Unexplained Systems
o Development of care approaches to meet mental and psychological needs
for people with LTC or MUS
o MUS Training programme for primary care
o Review and apply learning from MUS pilots
o Integrated and cost-effective approaches with physical health care
providers
2. Managing MH risk
Focus on monitoring and further development of the action plan to address
patient safety issue in SMHPT

Quality
Improved clinical
outcomes
Improved patient
experience
Equity of access to
evidence based
interventions
Improved mental health
and well-being
Focus on monitoring MH
safety and risk
management processes
Financial Phasing
Saving

5. Mental Health Merger
Opportunity for the Mental health merger remains unquantified at this stage but
the areas for exploration fall into two areas: Commissioning and Provision. For
Commissioning the opportunity for joint commissioning across health systems
is being explored whilst the provider opportunity clearly emanate from the
reduced operating costs (limited by the fact that the Suffolk reference costs are
around 100)
Through the Project Board the commissioners will be identifying opportunity
savings but this is balanced against the need to consider the implications of the
recent Patient Safety Review
6. PbR
Consideration of the impact of PbR is not well developed since the contract is
mainly a block for the MH services. The aim is to identify early elements of the
contract that can move to cost andf volume and so reliase the benefits of this
process in these areas. Additionally we are focussing commissioner effort on
improving the production of activity based performance data to pave the way
for effective PbR
See also SMHPT detailed plans attached as Appendix

Workforce
Further roll out of new ways of
working
Includes role redesign
implementing good practice
principles, workforce
remodelling
Acute liaison and outreach
roles
Community and in-reach roles

Activity
Reduction in bed usage, LOS,
acute and care home
admissions
Reduced referrals to secondary
care
Reduction in prescribing
Reduced consultation rates in
primary care
Reduction in out of area
placements

2011/12
£0.2m

2012/13
£2.8m

2013/14
£2.8m

Finance
Acute spend
Out of area placements
Prescribing spend
Financial contribution of the workstream is
£5.8m saving over the period

2014/15
£0.0m

Total saving in 2014/15

£5.8m
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8 Children, Young People and Maternity
Objective
To reduce acute activity and out of
county placements by commissioning
integrated pathways and service
models across primary, community
(including LA services) and secondary
care including self care.

Leadership
NHSS Executive lead: Lynne Wigens, Director of
Patient Safety and Clinical Quality
C&YPM SDG Chair: Mash Maidrag, Consultant in
Public Health
Eugene Staunton: Head of Commissioning for
Children and Young People

Key Projects - see appendix for detailed work plans
1. Modernising CAMHS
Implementation and monitoring of newly developed CAMHS
strategy thereby improving prevention of mental disorder and
transition from CAMHS to adult mental health services
Reduce out of county placements through robust discharge
and improved partnership with other support services (social
care, family and community based services)
Review of thresholds (appropriate inpatient assessment,
admission and reducing length of stay in acute care) and
secondary care compliance – effectively manage agreed
placements
Robust management of extra contractual referral agreement –
process of agreeing funding, case management and discharge
planning
2. Children‟s Continuing Care Placements
Ensure all health assessments are completed for all children
placed out of county. Reduce number of placements and
associated cost by utilising in county and all contracted
provision.
Closely monitor health costs for jointly funded care packages
Review potentials to reduce overall costs (health, education,
social care) through effective joint working

Productivity Opportunity identified: £0.6m
Clinical EngagementPaediatric Strategy Group (West
Suffolk Hospital)
Bi monthly meeting with WSH/ISH clinical directors of
Gynae & Obst, heads of midwifery, head of universal
services
Regular Clinical Group meeting attended by Dr Melanie
Clements (WSH), Dr Kevin O‟Neil (IHT), Dr Lucy Grove
(SCH) and Dr Mary Selby (GP)

4. Increased productivity in Health Visiting and School Nursing services through
demand and capacity management – higher ratio of health visitors in more
deprived areas
Explicit financial reduction planned for children‟s universal services budget
(Total of £575K in next three years)
Development of Section 75 commissioner and provision partnership
agreements in line with smooth transition of SCH to SCC
A new integrated service specification to be developed for multi-disciplinary
team
Service redeployment of HV staff and reconfiguration of teams to match
demand and increase capacity to address areas of highest need
Review LAC service and implement medical first assessment and care
leavers service
5. Maternity QIPP
Review current pre pregnancy service provision/pathway for women with
LTC
Audit late bookers
Focused work on vulnerable women to reduce smoking, low birth weight
and increase breastfeeding
Reduced need for surgery and LOS due to Necrotising Enterocolitis
Promote normal delivery, reduce caesarean section rates from 09/10
baseline rate by 1% from 23.8% at IHT and 25.3% at WSH
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3. Reducing u16 children‟s secondary care emergency activity (with
no procedure or only a diagnostic) in top 5 diagnosis by 5% from
2009 baseline
Appropriate 11/12 Paediatric acute activity to be commissioned
both WSH and IHT
Close monitoring of WSH Children‟s assessment unit impact on
emergency activity
Review current increase in paediatric assessments at IHT
paediatric assessment
WSH pilot paediatric telephone advice to GPs to prevent
secondary care attendances
Review tariff arrangements for short stay admissions
Tracking
Quality
Complaints and compliments data
Referrals to secondary care in line with agreed
paed pathway
Outpatient FA/FUs
A&E Paed attendances
Reduced Paed LOS
Reduced Number of children placed out of county
Increased number of children receiving mental
health intervention
Improved access of vulnerable children to CAMHS
Patient satisfaction & patient experience data
Maternity services survey
Reduce preventable and potentially preventable
childhood deaths
Reduced teenage pregnancy
Maintain U R welcome criteria standards in
children‟s services
Financial Phasing

6. Development of a Suffolk wide paediatric asthma pathway
Formation of a task and finish group with wider engagement of clinicians from
community, primary and secondary care + Asthma UK & Institute of Quality
and Innovation
Literature review and local data analysis to inform the appropriate pathway
development
Suffolk wide asthma pathway development and implementation
Use same model for additional pathway work ie respiratory, broncholitis

Workforce
Hospital workforce
data – Paed and
midwifery
Community paed
workforce data
Potential shifting of
roles from secondary
care to community
provision and across
existing community
and social care.
Health visiting skill mix
and role development

Activity
Continuing care placements
A&E attendances
Hospital admissions
< LOS > less than 6 hours
Readmission rates
Off tariff telephone clinics
urgent OP clinics
Outpatient FA/FUs

2011/12
£0.6m

2012/13
£0.0m

2013/14
£0.0m

Finance
Secondary care £ budget
Actual versus monthly plan for all acute
contracts
SCH community £ budget
Shared budgets with SCC
(contracts and spot purchases)
100% health packages of care
CYP total spent by providers and coverage

2014/15
£0.0m

Total saving by 2014/15

£0.6m
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Productivity Opportunity identified : £3.1m
Objective
Leadership
Clinical Engagement
NHSS Executive lead: Martin Royal, Director of
Achieve target reduction of a third of
Corporate Services
management and agency costs
PCT lead: Maddie Baker-Woods
Reduce back-office management,
IHT: PIE lead Julie Fryatt
procurement and estates costs and
SMHPT: Nick Gerrard
reduce consultancy spend by 50%
Develop and implement plans for
transforming community services by April
2011
Demonstrate that any provider changes
are needs and pathway driven
Key Projects - see appendix for detailed work plans
Reduction in staff costs through recruitment freeze, natural wastage
Statutory maintenance costs only
and reduced hours
Support services contract – phased notice and market testing
Moratorium on external consultancy
programme
Operating cost review – Rushbrook House – includes printing,
IMT – reductions in data line, phone rental and calls, mobile phone
stationery, utilities, hospitality, external meetings and business
and minor works costs
resilience
Transforming Community Services
Estates rationalisation – profit from disposals and cessation of
associated maintenance costs
Tracking
Quality
Workforce
Activity
Finance
Staff numbers
Business mileage
Management costs
Contract staff

9 Corporate

Financial Phasing
Savings

2011/12
£1.7m

2012/13
£1.4m

2013/4
£0.0m

2014/15
£0.0m

Total saving in 2014/15

£3.1m
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Productivity Opportunity identified £3.8m
Objective
Leadership
Clinical Engagement
Commission safe, integrated, personalised services
NHSS Executive leads:
GPs:
that make „sense‟ from the public, patient and family
Transition:Martin Royal
Paul Bethall
carer perspective, minimising transfers of care
Transformation:Tracy Dowling
between organisations, teams and professionals
Programme Managers: Sharon Stott and
Target services that address inequalities in Suffolk
Maddie- Baker Woods
Facilitate a whole system approach that works to
Cathy Craig Service Director SCC
manage demand, cut duplication and fill gaps,
maximising resources for patient benefit
Key Projects
Transformation
Transition
1. Universal adult services: Care closer to home – integration of
9. Transfer of management of community services to a mix of interim and
universal adult services SCC, NHS GY&W and NHS Suffolk to
substantive host providers by April 2011
improve performance of care pathways and quality of services
Universal Children‟s Services to SCC as substantive transfer by April
delivery. In first year transformation limited owing to a hold and
2011
Universal Adult Service and some Specialist Adult Services and
procure interim management arrangement with NEMHPT hence a
specialist children‟s services to interim host following competitive
0% saving in year one (less for the 1.5% tariff deflator application)
process by April 2011
2. Subsequent concurrent procurement exercise in around 8 lots to
Concurrent procurement process to secure substantive arrangements for
competitively identify substantive host for community services that
above from February 2011 to April 2012 in concert with GPCC to
will deliver improved care pathways and enable the shift of activity
develop community specification
to community services in Suffolk thereby reducing admission and
Range of smaller specialist adult services to substantive provider by
facilitating early joint planned discharges. Planned acute to
April 2011 e.g. Radiology to WSH
community shift projected at c35%
Assess and Launch Social Enterprise by June 2011 - framework &
process in place by January 2011
3. Children and young people – integration of universal children‟s
10. Infrastructure and support service rationalisation – optimising levels of
services to facilitate early intervention and prevention integrated
support to align to streamlined and community focussed services
approach within context of joint commissioning between SCC and
11.
Estates & Infrastructure review and application of operating
NHS Suffolk enabling workforce development to improve outcomes
licences/leases driving up the productivity of the asset base and improving
4. Specialist adult services reviews in context of developing revised
the reference costs for this service
specification to improve delivery and operation of services for
12.
Investing in information systems where required to ensure common delivery
vulnerable people including prison services, drug and alcohol
of information – e.g. delivery of a community dentistry IMT system –
treatment services, vulnerable adult services
improves the delivery of performance information and enables accurate
5. Development of discrete Social enterprise (MSK/physiotherapy) to
describing of business activity for procurement purposes
improve the competitive nature of this area of spend and drive up
13.
Working with Transition partners to ensure the effective transfer of services
quality through identifying community markets that will attract acute

10 Transforming Community Services
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activity and reduce spend but improve access to this service

6. Care closer to home – integrated programme with NHS GY&W, and
Suffolk County Council ACS aimed at improving the community
delivery and reducing admissions in the acute sector and improving
the quality and outcomes for patients.
7. Revised specification being developed for community services to
optimise activity. GPCC to be intimately involved in the
development o specification to ensure design is community tailored
and deliver local quality solutions. Revised specification will deliver
opportunity for savings identified in years 2,3,4 amounting to a total
of 3.8m in addition to the 4.5% tariff reduction year on year bring the
total saving cover Years 2,3 & 4 to 8.2 % which is deliverable
against the projected acute to community shift
8. Development of appropriate community metrics to enable effective
review of services and efficacy of delivery. Roll out of system 1
enables this transition
Tracking
Quality
Improved Performance
Management Regime (PMR)
“Risk Ratings and CQC
Values”
Patient satisfaction

Via Quality accounts

Financial Phasing
Saving

Workforce
Transformation: skills development and
re-alignment; leadership development
Transition: engagement; TUPE transfers;
resignations; recruitment and vacancy
rates
Via engagement and co-production
Communication strategy
HR strategy
Management of the potential redundancy
implications of merger with other
providers
2011/12
2012/13
£0.0m
£0.9m

in a manner that is easily communicated to public and other stakeholders
and reduces reputation risk

14. Managing whole system workforce transition issues within a competent legal
framework that links to the current workforce change plans and minimises
high cost redundancy
15. Ensuring safe transition of services through protecting community and
patients with effective governance and assurance through the CQC
compliance and protecting the workforce through legally sound transfer
agreements

Activity
Referral levels
Caseloads
Admissions and discharge
Via service reporting
Joint outcome framework
Performance management
schedule with partners
Transfer of activity from acute to
community

2013/14
£2.0m

2014/15
£0.9m

Finance
Community spend
Acute spend
NB savings will be commissioner led
£1.8m and CS provider led £2.0m

Via vfm principles underpinning all
service delivery / rebasing

Total saving in 2014/15

£3.8m
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Productivity Opportunity identified: £32.0m
Leadership
Clinical Engagement
NHSS Executive lead: Paul Watson
IHT: Peter Donaldson
County Workforce lead: Jennifer Jones
WSH: Dermot O‟Riordan
PCT lead: Jacky Dixon
SMHPT: Bob Bolas
IHT: Julie Fryatt
WSH: Jan Bloomfield
SMHPT: Kate Coplestone
Key Projects
IHT
1. Introduce band 4 assistant practitioners across Suffolk
1. Series of projects looking across the Trust to plan more effectively for
2. Introduce apprentices to current vacancies across Suffolk.
discharge and to reduce LoS and associated workforce costs
3. Implement OLM module of ESR thus providing the foundation for
2. Back office review – looking at ways to make support and admin functions
electronic mandatory e-learning training modules
more productive and reducing the cost to staff of accessing support services
4. Plan and implement jointly funded VERT project with University.
3.
Workforce skill mix – identifying areas where workforce skill mix can be
(virtual environment for radiotherapy training) which will reduce
altered to focus higher skill staff on maximum value add activities
student attrition and ease placement pressures on provider. This
4.
Workforce development
is a key cancer service and traditionally hard to recruit to.
5. Introduction of Suffolk Leadership Academy aimed at band 8
o Talent management
managers and above. Training modules and master classes
o Performance management
provided on strategy, commercial, Lean cost reduction and
o Health and wellbeing
leadership activities
5. E-rostering – introduction of electronic roster management
6. Bringing together DON`s (Directors of Nursing) across county
6. SMHPT - Various schemes – see detailed appendix
and organisational boundaries to share best practice and
innovative working solutions for improving acute care for those
with dementia and their carers

11 Productivity

Objective
Identify new opportunities for productivity
improvements and then produce a Suffolk
wide workforce plan that is integrated with
activity and finance plans

Tracking
Quality
Staff job satisfaction
score
Staff engagement
score
Staff with PDPs
Staff appraisals

Workforce
Total headcount and WTE
AfC grade spread to indicate
shape of workforce
Sickness levels
Turnover

Financial Phasing
Savings

2011/12
£8.8m

2012/13
£10.6m

Activity
Ratio of clinical
and non-clinical
staff

2013/14
£6.0m

Finance
Total payroll bill and staff related costs, average cost of staff
Expenditure on bank and agency and on overtime
Expenditure on other flexible pay elements
Cost of redundancies
Savings are extracted from provider CIPs

2014/15
£6.6m

Total saving in 2014/15
£32.0m

60

12 Specialised Commissioning

Productivity Opportunity identified £5.8m

CE Lead: Andrew Pike
SHA Director Lead: Robert Harris
SHA Manager Lead: Deborah Knight
PCT Lead: Andrew McDonald
• Maintain or increase the quality of specialised services received by people living in EoE
Objective
• Reduce unit cost of specialised services contracted
• Reduce demand for specialised services by working with constituent PCTs to promote health and well-being and early intervention
Projects

Deliverables

KPIs

Financial Phasing
Savings

•
•
•
•
•
•
•
•

Medium & low secure mental health
Renal dialysis
Coding & validation
Drugs & devices
Cardiac services
Demand management
Produce price and contractual levers
Develop a Single assessment process

Mental Health

• Mandatory Tariff
Renal
• Local data warehouse and automation
Improved Validation
• Referral monitoring process for all tertiary referrals
Cardiac & Acute Demand
Quality
Workforce
Activity
• Reduced number of delayed
• Improved multidisciplinary
• Reduction in length of stay –
discharges
team working - staffing
target is a reduction of 5% over 3
• Greater number of service users
establishments within each
years
involved in the planning of their
team will include
• % reduction in activity across
care
psychiatrists, nurses,
acute portfolio
• Improved clinical outcomes
psychologists, occupational
• Standardisation of numbers of
therapists and social
dialysis sessions per patient per
workers, through designation
week
and contract management
• % of patients treated within EoE
process
2011/12
£1.4m

2012/13
£1.4m

2013/14
£1.5m

2014/15
£1.5m

Finance
• Invoice validation
• £1 million net cash
released recurrently
through MFF
differential

Total saving in 2014/15

£5.8m
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13 Ambulance Services

Productivity Opportunity identified £2.0m

CE Lead: Andrew Morgan
PCT Lead: Carol Clarke
Objective
Projects

Deliverables

SHA Director Lead: Steve Dunn

• Maintain or increase the quality of ambulance services in EoE
• Reduce the unit cost of ambulance responses
• Reduction in unit costs at EEAST
• Demand management by PCTs so as to reduce the number of calls received by EEAST
• Implementation of reconfigured services by EEAST as part of an Integrated Service Model
• Improvement in hospital turnaround times
• Reduction in supplies and back office costs
Interface with PCT led projects
• Integrated Care Transformation
• Disease Management
• Produce baseline reports – workforce, hospital admissions
• Set targets for Hospital Admissions, Vehicle Despatch, workforce
• Quarterly reports for all KPIs

KPIs

Quality
•
•
•
•
•
•
•
•

Financial Phasing
Saving

SHA Manager Lead: Graeme Jones

CAT A response time – 75%
CAT B response time – 95%
CAT C response time – 95%
Handover times at trusts –
30 mins max
Improve Patient satisfaction
Increase % compliance with
stroke pathway
Increase % compliance with
PPCI pathway
Increase % calls responded
to that did not result in a
hospital admission

2011/12
£0.5m

Workforce
• Deliver target
reduction in total
ambulance trust
wte – target set in
July 2010
• Reduce skill mix
per call response

Activity
No. of calls received and
responded to does not
exceed 2010/11 level. Aim
for 5% reduction in call
volume per annum

.

• Deliver target for % of calls
dealt with by clinical support
desk.

2012/13
£0.8m

2013/14
£0.7m

2014/15
£0.0m

Finance
• Reduce unit cost of
Category A by 15%
• Reduce unit cost of CAT B
by 4%
• Reduce unit cost of CAT C
by 2%
• Overall the aim is to
reduce unit costs by circa
14%.

Total saving in 2014/15

£2.0m
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14 Procurement
CE Lead: Jan Filochowski
PCT Lead: Jon Reynolds
Objective

Projects

Deliverables

KPIs

SHA Director Lead: Steve Clarke
•
•
•
•
•
•
•
•
•
•
•
•

Maximise synergies in procurement of clinical and non-clinical supplies for NHS providers
Support NHS providers to reduce waste of supplies
Maintain or increase quality of care
Extend Hub Collaborative Procurement Workplan:
- Extend influence of current Hub frameworks
- Procure and implement collaborative provider procurement technology
Improve supply chain efficiency by reviewing supply chain processes, warehousing and inventory management
IHT – Equipment standardization
IHT – contracts review and re-tendering
Run procurement Seminar
Produce a regional mandate and agreed method of collaboration
Establish East of England Marketplace using e Procurement tools and techniques
Two part feasibility study – Supply chain processes and warehousing and inventory management
Produce full business case
Quality
Workforce
Activity
Finance

• Long term – focus on
projects which identify which
clinical products have most
frequent quality issues and
how moving commitment
volume across Trusts to the
highest quality product in its
class (and by definition
procuring at a competitive
price) will improve overall
service quality
Financial Phasing
Saving

Productivity Opportunity identified : £6.5m
(see note below)
SHA Manager Lead: David John

2011/12
£1.2m

• Following Seminar to identify
Project Scope, Number of
Trusts signed up to
collaborate over and above
current Hub membership
• Identification of Project Leads
in each Trust
• KPI‟s will evolve as
collaborative projects are
identified and developed

N/A

2012/13
£1.8m

2014/15
£1.7m

2013/14
£1.8m

• Associated cost savings
delivered against phased
projected timelines
• ROI on increased resource
(headcount and systems)
Note: Savings specified are as
advised by regional workstream.
Provider CIPs also include
procurement savings – an
adjustment has been made to the
Opportunities summary to reduce
the risk of double counting
Total saving in 2014/15

£6.5m
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Productivity Opportunity identified : £3.8m
(see note below)

15 Pathology
CE Lead: Paul Zollinger-Read/ Anna Dugdale
SHA Director Lead: Steve Dunn
PCT lead: Andrew MacDonald/ Hossain Khaled
WSH Executive lead – Gwen Nuttall
Clinical lead - Carl Love

Objective
Projects

Deliverables

KPIs

Financial Phasing
Saving

SHA Manager Lead: Andrew MacPherson

• Rationalisation of pathology services across the East of England without compromising the quality of services
provided
• Form a Pathology Service Board to plan and support implementation of proposed changes
• Benchmarking costs and volumes of activity between Commissioners
• Support acute providers to restructure their services
• Benchmark of current pathology services
• Model contract documentation
• Productivity Metrics
• SOC/OBC
Quality

Workforce

Activity

Finance

• percentage of labs in the
region that are CPA/MHRA
accredited (local suggestion)
• percentage of requester
satisfaction rates above target
rate (local suggestion)
• percentage of patient
satisfaction rates above target
rate (local suggestion)
• the percentage of both
requests and reports that have
an NHS number (national
suggestion)
• the percentage of
supplementary histopathology
reports required which are
attributable to missing data or
need for clarification (national
suggestion)
2011/12
2012/13
£0.6m
£1.9m

• sickness rates of
staff below set rate
(possibly
benchmarked
against best in
class)

• percentage of tests
results which have a
turnaround time
(TAT) greater than
the target TAT
(national
suggestion)
• percentage of
patients that wait
more that target
access times for
phlebotomy
(national
suggestion)

• percentage of tests (pre
defined) that have a unit
cost that is less than than
the target unit cost for for
that test (local suggestion)

2014/15
£0.0m

Total saving in 2014/15

2013/14
£1.3m

Note: Savings specified are as
advised by regional workstream.
Provider CIPs also include
procurement savings – an
adjustment has been made to
the Opportunities summary to
reduce the risk of double
counting

£3.8m
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7. Implications of Changes
There are a number of key changes envisaged to the shape and structure of the system:
Shift in care settings – reduced activity in the acute sector, growth in community care and enhanced primary care as demonstrated by the
following waterfall chart outputs from the activity model on the following pages
Increase in system-wide working to reduce demand levels
Key role of GPs working with secondary care and social care
Probably two or three GP consortia commissioning health services for Suffolk
Two acute trusts continuing to operate as independent Foundation Trusts, working more closely with the community
A single Mental Health Trust covering Norfolk and Suffolk
Suffolk County Council moving towards an enabling rather than provision role
Improved education of the public eg in management of Long Term Conditions through self care
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Financials
The projected financial implications of our QIPP plan are summarised in the following table. The changes in expenditure levels represent the
combined impacts of pay and price pressures and quality and demand impacts offset by productivity savings.
Our activity modelling shows a shift of care from the Acute setting into the Community and Primary Care settings which is reflected in these numbers.

£m
Acute
SCG
Mental health
Community Services
Other LTC
Other unplanned
Healthy ambitions
GP
Prescribing
Pharmacy, opthalmic / dental
Corporate
Other inc investment

Baseline

% of
spend

2011/12

2011/13

2011/14

2014/15

% of
spend

368
50
93
63
16
30
13
76
101
44
23
30

41%
6%
10%
7%
2%
3%
1%
8%
11%
5%
3%
3%

368
56
95
73
17
31
12
77
104
44
23
24

366
57
96
76
17
33
12
78
107
44
22
36

366
59
98
78
18
34
12
79
111
44
22
47

365
61
102
80
19
35
12
79
116
44
22
56

37%
6%
10%
8%
2%
4%
1%
8%
12%
4%
2%
6%

907

100%

923

944

968

993

100%

The following waterfall charts show the outputs of our activity modelling along with the financial impacts. The modelling focuses on activity which is
accounted for on a cost and volume basis and therefore does not represent all activity. The charts demonstrate the impact of projected demographic
and non-demographic growth on a baseline of 2009/10 activity to predict a “do nothing” scenario for 2014/15. This is then adjusted to show the
impact of our various QIPP programmes to manage activity or transfer activity to different care settings. The resultant activity level is our planned
outturn for 2014/15.
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Activity in thousands of spells, contacts and/or attendances

877.5

58.2

146.3

1,082.

-10.3

-2.4

-5.2

-3.7

-138.4

-39.8

0.0

38.1

89.8

771.2

0.0

0.1

22.9

0.0

0.0

24.9

0.0

230.6

502.4

4,154.

0.0

2.8

7.6

0.0

-40.1

13.8

0.0

Demographic
effects

Nondemographic
effects

Future
‘donothing’
activity
2014/15

Demand
management

Shift to
more
effective
settings

Integrated Care
Programme

LTC
management

Decommissioning

Demand
management

Shift to
more
effective
settings

Repatria
tion

-18%

+27%

+6%

+21%

-0%

4,138.

Enhanced
primary care

Current
activity
Baseline
2009/10

+1%

819.1

Community care

3,421.

% change
against
"do nothing
scenario"

882.3

Acute hospital
care

643.4

% change
against
2009/10
baseline

Future
activity
2014/15

Planned Care Programme
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Acute activity in thousands of spells, contacts and/or attendances
% change
against
2009/10
baseline

107.1

6.3

0.0

113.4

-1.1

-2.2

-2.2

0.0

0.0

0.0

0.0

107.9

A&E

159.4

11.2

8.8

179.4

-9.2

-0.2

-3.1

-3.7

0.0

0.0

0.0

40.7

137.5

789.3

0.0

0.0

0.0

0.0

-138.4

-39.8

0.0

Demographic
effects

Nondemographic
effects

Future
‘donothing’
activity
2014/15

Demand
management

Shift to
more
effective
settings

Integrated Care
Programme

LTC
management

Decommissioning

Demand
management

Shift to
more
effective
settings

Repatria
tion

Planned Care Programme

-5%

+2%

-9%

-0%

-23%

611.1

Outpatient

Current
activity
Baseline
2009/10

+1%

163.3

Inpatient

611.1

% change
against
"do nothing
scenario"

Future
activity
2014/15
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Commissioner spend/ provider income, £ million

306.9

22.1

28.4

357.3

-9.8

-0.5

-3.0

-4.8

-15.7

-4.5

0.0

% change
against
2009/10
baseline

% change
against
"do nothing
scenario"

+4%

-11%

319.2

Acute hospital
care

-2% after tariff
reductions

33.0

2.2

6.1

41.3

0.0

0.0

1.0

0.0

0.0

2.0

0.0

44.3

Community care

73.0

4.3

0.0

77.4

0.0

0.1

0.2

0.0

-0.8

0.3

0.0

Demographic
effects

Nondemographic
effects

Future
‘donothing’
activity
2014/15

Demand
management

Shift to
more
effective
settings

Intergrated Care
Programme

LTC
management

Decommissioning

Demand
management

Shift to
more
effective
settings

Repatria
tion

+7%

+6%

-0%

77.1

Enhanced
primary care

Current
activity
Baseline
2009/10

+34%

Future
activity
2014/15

Planned Care Programme
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Acute commissioner spend/ acute provider income, £ million
% change
against
2009/10
baseline

15.3

0.9

0.0

16.2

-0.2

-0.3

-0.3

0.0

0.0

0.0

0.0

15.5

A&E

224.5

16.8

13.1

254.3

-9.6

-0.2

-2.7

-4.8

0.0

0.0

0.0

4.5

15.3

86.8

0.0

0.0

0.0

0.0

-15.7

-4.5

0.0

Demographic
effects

Nondemographic
effects

Future
‘donothing’
activity
2014/15

Demand
management

Shift to
more
effective
settings

Intergrated Care
Programme

LTC
management

Decommissioning

Demand
management

Shift to
more
effective
settings

Repatria
tion

-5%

+6%

-7%

-1%

-23%

66.7

Outpatient

Current
activity
Baseline
2009/10

+1%

237.0

Inpatient

67.1

% change
against
"do nothing
scenario"

Future
activity
2014/15

Planned Care Programme
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Headline implications for individual providers:

Suffolk Mental Health Partnership Trust
The Trust must deliver substantial cost reductions over the next 5 years whilst simultaneously modernising its services and responding to the impact
of new commissioning arrangements. This requirement will be felt by all mental health providers.
Strategic Direction: merger and integration with Norfolk & Waveney MH Foundation Trust.
Service redesign: proposals to establish wellbeing and „enhanced‟ primary care services and to secure greater integration will require a 'blank
sheet' approach to service design.
Clinical quality: meet growing expectations for higher quality services.
System support: help deliver a shift in referral patterns from the acute hospital sector for medically unexplained symptoms and reduced
prescribing in primary care and develop local schemes to allow commissioners to reduce their spend on out of county provision.
Management arrangements: a shift towards a greater 'locality' focus consistent with changes in the pattern of commissioning.
Cost reduction: deliver substantial savings from from staff productivity, service integration, corporate efficiency, estates rationalisation and
„gainsharing‟ from savings elsewhere in the health economy. “Merger” savings have not been included in the plan as delivery will attract one off
costs which are yet to be confirmed.
Meet the needs of a growing elderly population.
Opening of the Low Secure Unit in 2010 and new adult acute and Psychiatric Intensive Care Unit wards in 2011.
Respond to further development of a market economy for health services.
Personalisation of care delivery.

Ipswich Hospital
IHT is working towards achieving Foundation Trust status during 2011.
Changes to activity levels over the planning period reflect anticipated commissioning changes and settings where care is appropriately delivered.
The effective management of service changes within Ipswich Hospital will continue to be overseen by its Programme for Innovation and
Excellence.
The programme structure ensures quality management of all such changes as well as ensuring appropriate involvement of all clinical and nonclinical employees.

West Suffolk Hospital
WSH is working towards achieving Foundation Trust status during 2011.
The overall move of some services into the community fits with West Suffolk Hospital strategic plans, however there is the need to ensure that
costs can be removed from the acute setting to ensure financial savings can be achieved.
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Clinical engagement is key to achievement of QIPP plans, across all sectors. The Trust is committed to ensuring full engagement from all clinical
professions to improve services.
West Suffolk Hospital recognises that there are potential economies of scale through the rationalisation of some services, eg pathology – however
the Trust is keen to ensure that internally departments such as pathology are given the opportunity to achieve efficiency savings and also to
ensure that contributions made by such departments are not lost to the Trust.
Suffolk Community Services
Strategic Direction: 3 year community contract(s) will be in place by April 2012. A safely managed interim hosting arrangement is being finalised
for the period from April 2011 to March 2012. Integration of Children and Young People‟s services with SCC provides the basis for strong, joint
commissioned arrangements for the delivery of Suffolk Children and Young People‟s services.
Service redesign: proposals to migrate 27% of acute activity to community provision requires significant pathway redesign with GPCC and acute
organisations.
Clinical Quality: improved patient reported quality measures and access to services in a more timely and effective manner.
System Support: GPCC commissioned and designed services which are more sensitive to community referrral and treatment and more
responsive to community closer to home delivery.
Management Arrangements: to be determined following the substantive procurement exercise which is inviting a competitive tender for the
services.
Cost Reduction: substantial savings will be made from staff productivity, service integration, corporate efficiency, estates rationalisation and
„gainsharing‟ from savings elsewhere in the health economy. “Merger” savings have not been included in the plan as delivery will attract one off
costs which are yet to be confirmed.
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Implications for the Workforce
The context in which we are planning the workforce has changed significantly over the past year as a result of the Reform agenda and QIPP
challenge. The Suffolk County Workforce Group (CWG) has recognised the need for the planning process to identify the workforce implications of
QIPP activity planning as well as inform the education commissioning process. As a result, the data collection process designed for this year
accommodates additional requirements with regards to the granularity of workforce planning data.
In preparing this plan we have taken into account the significant pace and scale of change within the NHS following the publication of the White
Paper, Equity & excellence; Liberating the NHS (July 2010) and associated Legislative Framework in December 2010. The system workforce
architecture will change radically over the course of the next 12-18 months, most notably the development of a new education and commissioning
system via the proposed Provider Skills Networks.
The plan recognises the shift of activity from the acute setting into community and enhanced primary care. In line with this, Leadership Development
monies are being directed to GP Training & Development. The first phase of this programme has been introduced and there is more to follow.
The Department of Health has an ambitious programme to deliver increased numbers of Health Visitors by 2015. The number of Health Visitor
student numbers will increase dramatically and therefore provision will be made to ensure that there is an adequate clinical environment to support
them. Discussions are currently taking place with Suffolk County Council, the SHA and CWG about support programmes.
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Overall we expect that workforce costs will increase by 2.4% by March 2015. The following table summarises projected changes over the plan period:
Pay bill £

2010/11

2011/12

2012/13

2013/14

2014/15

Ipswich Hospital
West Suffolk Hospital
Suffolk Community Healthcare
NHS Suffolk (PCT)
Suffolk Mental Health

102,827,697
82,762,387
44,706,777
8,069,313
62,736,807

104,302,366
86,006,833
44,864,982
7,660,057
58,413,200

103,570,463
85,050,602
45,699,471
7,254,142
58,263,104

105,125,459
83,868,172
47,344,652
7,164,083
59,634,968

107,695,282
83,105,646
49,049,059
7,372,571 61,098,047 -

4,867,585
343,258
4,342,282
696,742
1,638,760

4.7%
0.4%
9.7%
-8.6%
-2.6%

Suffolk Total

301,102,982

301,247,438

299,837,782

303,137,334

308,320,605

7,217,623

2.4%

Clinical
Non-Clinical

232,179,468
68,923,514

232,257,022
68,990,417

232,055,964
67,781,818

235,370,876
67,766,457

240,099,799
68,220,806 -

7,920,331
702,708

3.4%
-1.0%

Total

301,102,982

301,247,438

299,837,782

303,137,334

308,320,605

7,217,623

2.4%

Change

Method employed
All NHS organisations in Suffolk have submitted detailed bottom up workforce plans in support of the pre-registration commissioning process. In
tandem, the CWG has input the activity outputs from the System QIPP activity model into the McKinsey workforce model and compared the outputs
with the workforce plans submitted by provider trusts. Challenging reviews have been held with individual trusts to focus on areas of concern. There
are differences between the baseline data and analysis contained within the workforce plans and model which have in part been reconciled. As a
result several iterations of the model have been run.
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Cost reduction activity includes the following areas
All Provider Trusts have implemented the “Productive Ward” methodology and are reaping benefits of skill mix changes
Ongoing attention is being made to reduce usage of bank/agency staff
Assistant Practitioners have been introduced and are undertaking the foundation degree programme and being employed at band 4
Review levels of nurse specialists including benchmarking
Skill mix reviews based on acuity of patients etc
Impact of reduced length of stay and increased day case levels
The HRD network developed HR metrics for the reduction of sickness absence and these are in use across the Suffolk System
Talent and succession plans have been put in place for all Suffolk Trusts and the Suffolk leadership Academy is focusing on “Lean” as its
main activity. This will up skill senior managers to seek additional cost savings and quality improvements.
Commissioning of education and training
The commissioning of education and training supports the workforce requirements arising from the QIPP plans. These include rolling out new ways of
working, improved staff productivity and ensuring that staff have appropriate skills and competency levels to carry out their roles.
For example, Suffolk introduced the first pilot to introduce Assistant Practitioners into Acute hospitals. The overall effect was an increase in
productivity whilst significantly reducing costs of provision. Part of this new provision is a dedicated educational diploma being delivered by University
Campus Suffolk. This pilot was shared with SHA who subsequently rolled the programme benefits out across the East of England.
Suffolk have also introduced the very first “Leadership Academy” in the region which focuses on providing senior managers on band 8 and above
with the skills, strategies and commercial edge that will be needed to manage the NHS through the difficult times ahead. Again this was shared with
SHA who have promoted its use across the East of England and Norfolk have now agreed a partnership for Suffolk to deliver the same services.
Ensuring safety across the system at a time of significant change
Based on the Outcomes Framework – Treating and caring for people in a safe environment and protecting them from avoidable harm will be
paramount. It is crucial that workforce changes are in line with safe service delivery requirements. Workforce plans will be monitored through the
County Workforce Group.
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Principles for Nurse Staffing
The principles are based on the following assumptions:
Ward Staffing skills mix should be based on achieving quality patient care outcomes, meeting organisational objectives, and ensuring that the
quality of nurses‟ work life is appropriate.
A ward staffing establishment skill mix ratio of 65% Registered Nurses and 35% Unregistered will be maintained as a benchmark for general
wards
All changes to ward staffing skills mix will be authorised by the Executive Nurses and will be based on staffing reviews
Ward Staffing reviews must be done regularly and systematically with the engagement of ward leaders and be transparent and at least
annually
Two or more recognised methods to measure and model ward staffing levels should be used to increase the validity of the results – Safer
Nursing Care Tool & NHPPD
The Executive Nurse must communicate the findings to the Trust Executive team and Board to inform decisions about risk management and
financial investment
All wards/units providing overnight care for patients must have a minimum of two registered nurses
All wards/units must have a minimum of one Band 7 Registered Nurse who has accountability for patient outcomes, has the necessary skills,
infrastructure and support to operate effectively and efficiently
All unregistered staff must have the appropriate Registered Nurse support to ensure operational effectiveness & efficiency.
Issues raised / next steps
The planned shift of activity into enhanced primary care raises issues around workforce capacity in primary care in particular taking into
account the age profile of Suffolk GPs and Practice Nurses.
The potential impact of the planned merger between Suffolk and Norfolk mental health trusts has not been accounted for in the workforce
plans and will be worked through as implementation plans are progressed over the coming weeks.
The impact of the planned divestment of community services has not been fully worked through in the current workforce plans and will be
assessed and incorporated in workforce plans being developed as part of the transformation programme.
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8. Implementation Structure
Governance
The Suffolk NHS QIPP Forum provides strategic leadership, oversight and supervision of system wide transformation initiatives, QIPP initiatives and
associated action plans for Suffolk NHS organisations and key partners. It provides a forum for Chief Executive level discussion and information
exchange on cross cutting and shared issues. The forum meets monthly. Since the publication of the White Paper the Steering Board has been
enhanced to provide for the inclusion of GP commissioners. Core organisational membership is NHS Suffolk, SMHPT, IHT, WSH, GP Consortia and
representatives of SCC (to cover children and adult services). The forum is chaired by the NHS Suffolk Chief Executive with the Chief Executive of
IHT as Vice Chair.
Standing items include:
• Update on overall position across system – System QIPP Director
• EoE QIPP Plan - Update from System QIPP Director
• Update on individual organization QIPP/CIP programmes including equivalent initiatives from SCC
• Programme funding arrangements - the 2% transformation fund is expected to be fully utilized to ensure rapid delivery of the programmes
• Review of progress on reform agenda.
Meetings are used to move things on, agree actions with the expectation that director leads will have worked together beforehand to update, iron out
any issues which require involvement of Chief Executives.
The QIPP Forum has reviewed and agreed this System QIPP Plan and will oversee delivery over the coming months.
Resourcing and capacity
All PCT resources are focused on at least one of three core priorities:
1. Transition
2. QIPP
3. Core performance
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Each QIPP programme has a designated director lead multi disciplinary team. The NHSS Executive Team regularly reviews resourcing and progress.
System QIPP programme management
The nominated System QIPP director lead for Suffolk is Julian Herbert - deputy Chief Executive of NHS Suffolk with Karen Tew supporting. The
NHSS PMO tracks delivery of the nine QIPP programmes. The process provides assurances to the Executive Team around delivery and provides
opportunity for risks and key issues to be highlighted at an early stage. In addition, system-wide issues are coordinated and reported on through the
NHSS PMO. The diagram below shows how the system works together to assure that plans and delivery mechanisms are integrated. The pages that
follow describe arrangements for the constituent parts of the system.
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Suffolk system wide participation in
the QIPP transformation agenda

GP
Commissioners
Provider
Boards

Suffolk
NHS
QIPP
Forum

Suffolk
Mental Health
West Suffolk
Hospital
Ipswich
Hospital

NHSS QIPP Programmes
see programme summaries in
section 6

System input to QIPP
programmes

Organisation
PMOs
described in the
following pages

Suffolk
County
Council

NHSS PMO
see next page
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NHSS PMO
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Organisation specific arrangements
NHS Suffolk
NHS Suffolk Programmes - nine QIPP Programmes are responsible for the deliverables set out in the Operational Plan and for the delivery of the
QIPP targets. They are cross-organisation and matrix working groups and are accountable for ensuring that clinical, patient and public
engagement are embedded in their planning and delivery roles. Each Programme lead is held to account at monthly challenge meetings with the
Director lead and deputy Chief Executive for the performance of the Programme. The Programmes build on learning from the regional Deep Dive
Programmes, regional and national workstreams. Steering boards are multi-disciplinary as appropriate and have system wide representation.
Accountability and Performance Review - internal monitoring of performance against Programme milestones, deadlines and outcomes is tracked
through the Sapphire system, a locally developed risk management dashboard. A risk assessment of each Programme is completed for sign off
by responsible directors and reported at the EMT and by the Internal Scrutiny Committee. A monthly summary dashboard comprising Key
Performance Indicators, finance and activity and key project milestones is presented to EMT on a monthly basis.

Ipswich Hospital
IHT has constituted a transformation programme to support delivery of new ways of working. The Programme for Innovation and Excellence
(PIE) is charged with two key objectives:
o Deliver new and innovative ways to enable the Trust to operate which reduce waste and improve staff and patient experiences.
o Engage staff across the Trust, driving a cultural shift towards improvement and sustainability.
As well as addressing improvement opportunities within the Trust, IHT recognises that it is crucial that a broader and more encompassing agenda
is also developed with the PCT and other health organisations outside. The PCT and QIPP agenda is charged with developing opportunities for
whole sector changes that will benefit the Trust in either providing scope to reduce the cost base of the hospital or develop additional finding and
revenues into the Trust. The key areas that are addressed in this context are:
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PCT & QIPP Agenda

Service
Review

Cross Agency
Pathways

Community
Based Service

Centralisation

Shared
Services
The PIE team consists of a number of allocated resources supporting, on a dedicated basis, the management of improvement projects within
the programme including:
o Associate Director responsible for overall management of the Programme
o 4 project leads working on process improvement projects in the Operational Improvement and Admin and Back Office workstreams
o Programme Office support to manage the tracking and delivery of the Programme
o Dedicated Data Analyst supporting projects and leading on Coding improvement projects
o Dedicated Finance Analyst supporting the overall delivery of the financial benefits from projects
Matrix Resources – in addition to the above, dedicated resources matrix support are IT, HR, Communications, Estates and Supply Chain
Local Resources – Project sponsor, Project lead, Action owner and Change agent.
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West Suffolk Hospital
WSH has an established transformation steering group, which has the remit of steering and leading on organisational transformation, to achieve
improved clinical services for patients and also improve efficiencies across the trust.
The group is chaired by the Chief Executive Officer and composes of clinical directors, executives and general managers.
The group is supported by the transformational team and follows strong project management structure and process. The trust has adopted LEAN
methodology principles and executives, clinicians and managers have undergone training.
The group covers a wide range of internal transformation projects, such as electronic data management, productive ward and theatres, digital
dictation with the intention of changing systems and processes internally to achieve trust cost improvements and productivity.
Clinical pathway change work also feeds through this group, such as pathology. Transforming community services will also be managed through
this project structure and also is reviewed fortnightly by a Board sub-committee.
In conjunction with IHT, WSH also believe that it is crucial that a broader and more encompassing agenda is also developed with the PCT and
other health organisations. The PCT and QIPP agenda is charged with developing opportunities for whole sector changes that will benefit the
Trust in either providing scope to reduce the cost base of the hospital or develop additional funding and revenues into the Trust.

Suffolk Mental Health Partnership Trust
SMHPT‟s Programme Management Office is responsible for tracking delivery of savings and workforce plans. It is led on a part time basis by
Alex Briggs – Associate Director of Planning and Performance and Paula Clarke - Associate Director of Specialist Services.
The Workforce Management panel operates through the PMO.
Suffolk Community Services
A QIPP plan is being developed with savings identified of £1.5m to be delivered through the management structures of SCH.
Interim management arrangements make the delivery of the QIPP plan and the community contract a requirement for the forthcoming year.
Interim arrangements bring formal accountability to the delivery of safe services and the financial stability of those services.
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9. Adoption and Spread
Innovation and best practice are captured via a combination of structured Knowledge Management Services and other networks. The NHS Suffolk
Knowledge Services department circulates a monthly systematic review of all published material. In addition, a number of formal networks are used
eg PBC, Directors of Finance and Directors of Commissioning. Use is also made of informal networks eg the Referral support link as part of research
programmes.
The central aim of Suffolk Knowledge Management Services is to meet the information and knowledge needs of the Suffolk healthcare community it
serves, by providing access to high quality information resources and by equipping them with the skills to make best use of these resources.
The full range of services is available to the following staff groups:
Suffolk Primary Care Trust staff, both HQ and provider services
All general practice staff
Other PCT contractors including dentists, pharmacies and opticians
Students on placement within primary care in Suffolk
Other local NHS staff with interests in primary and community health and social care
Staff from local authority social services departments, Health Protection Agency local staff, prisons and related healthcare organisations who
are involved in the provision of healthcare for the NHS
Services provided include the following:
Mediated literature searching
Enquiry service
Document delivery
Current awareness and alerting
Literature search training
Access to electronic resources
Stock lending, reservation and renewal
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The following are examples of good practice that have been successful elsewhere and are being implemented as part of the local QIPP workstreams:
Total Care Team
Total Care is an integrated health and social care team that has been developed to offer case management for people with multiple long term
conditions who have complex health and social care needs.
Case management enables the team to undertake holistically, a person centred approach to assessment and care planning. The service we
provide involves co-ordinating services and information, identifying risks and how to prevent them, advice and education and enabling self
care.
Evidence based outcomes include admission prevention, reductions in attendance to GP surgeries and GP home visits, feedback of
improvement in disease management and quality of life for our patients and their carers.
“Over a 16 month period during the Total Care Team pilot 191 saved admissions have been recorded equating to a saving of approximately
£477,000.”
DVT pathway
Move to a more community led service saving costs but also providing a better patient experience.
Atrial Fibrillation Screening
As part of the flu vaccination campaign. Strokes prevented to date are estimated at 4/5.
The following initiative has been successful in Suffolk and could be “exported” to other local systems:
New Diabetes pathway
A two tier pathway has been in place for Diabetes with primary care providing basic level care as required under the GMS / PMS Contracts
and Secondary Care providing all other interventions.
The Suffolk Diabetes Network has worked with NHS Suffolk to develop a new model of care. The Suffolk Diabetes Network consists of
patients, voluntary groups, GPs, practice nurses, specialist nurses, consultant diabetologists, consultant in public health, PCT commissioning
lead and Practice Based Commissioning Leads.
The new care pathway aims to:
Improve the systematic care of people living with diabetes in NHS Suffolk through an integrated service Provide an enhanced diabetes service
in primary care closer to people‟s homes
Ensure a year on year reduction in HbA1c and reduced mortality and morbidity from diabetes and its complications.
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A tiered approach to service delivery will be adopted in line with current Department of Health and NHS policy. Under this model GP practices can
choose to provide a level of additional service according to agreed guidelines and organisation of care and be assessed and remunerated
accordingly.
Patient-orientated outcomes are as follows:
Increased patient satisfaction and quality of life
Reduce mortality and morbidity against projected rates as collected by the National Diabetes Audit
Increase the percentage of people with diabetes across NHS Suffolk with HbA1c of <=7.5 from 57.4% to 72.5% by 2013
Expected outcomes of the service are:
Increased local access to services
Increased clinical quality demonstrated by:
Improved data on the treatment of type 2 diabetes
Reduced unplanned admissions to hospital
Reduction in unnecessary outpatient appointments
Medicines management and concordance
Reduction in outpatient follow up appointments
Reduced financial expenditure (per patient) modelled using health benefits analysis
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10. Engagement and communication
The challenge
In line with the national drive for QIPP and the principles set out in the proposed Health and Social Care Bill, Suffolk NHS bodies face a major
challenge to change. Making this happen will transform the way everyone in the NHS works. We will invest and improve patient care while making
smarter use of the taxpayers‟ money – ensuring that each pound spent is used to bring maximum benefit and quality of care to patients.
The government is committed to supporting the NHS to provide high quality care for patients. It has given a very generous uplift to the NHS, unlike
other public sector colleagues. However, the NHS is bound to make savings because of growing demands, such as increasing numbers of people
living longer, long term conditions, and better medical and drug technologies – all of which put the NHS under increased pressure. This means that
now, more than ever before, we have to achieve value for money and the best possible quality so that patients get the greatest benefit. We know that
people want to have their care closer to their homes, and much more can be managed in the community. For example, the Total Care Team helps
people with complex health and social care needs, identifying risks and how to prevent them, as well as giving advice and enabling self-care. That
means people avoid unnecessary trips to hospital or their GP surgery and it improves their lives.
GPs are at the heart of these plans, as they will be leading on the development and taking forward healthcare services for the Suffolk people.
Currently, there are GPs who are fully engaged with the QIPP programme, through the three GPCCs in Suffolk and their respective boards. The
wider GP community also needs to have a clear understanding of the changes and have opportunities to be involved in improving services for their
patients. This is developing rapidly as GPs prepare for the interim arrangements in April 2011, where QIPP responsibility is clearly shared between
the GPCC and NHS Suffolk.
To achieve quality patient care - and making sure services are within budget - GPs, Suffolk County Council, Suffolk Mental Health Partnership Trust,
NHS Suffolk, Suffolk Community Healthcare, Ipswich Hospital and West Suffolk Hospital have developed this system-wide plan, which it is committed
to communicating and engaging its partners, the public and beyond.
Aims
The Suffolk NHS system is already working to deliver QIPP, however there is a need to communicate, involve and engage – particularly with
clinicians (the wider GP community, nurses, secondary care clinicians, SCH) other staff and the public – to give people an understanding of what
QIPP can achieve.
Using a variety of methods we will communicate with all key partners, particularly MPs and Suffolk councillors, to give everyone an understanding of
the purpose, rationale and benefits of these changes in Suffolk. We already have a communications alliance focused on engaging and
communicating these messages, which feeds into the system-wide QIPP meetings.
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This builds on our existing strong relationships and continues to develop the reputation of the NHS.
The partnership will:
Promote QIPP as a key priority, making it integral to Suffolk NHS
Keep partners and staff fully up-to-date
Manage, through engagement and communication, expectations of partners and staff in relation to QIPP
Reduce the risk of misinformation
Create a clear set of messages so people understand what QIPP means for them - they know their role in QIPP and have a SMART set of
objectives which will enable them to make changes
As ambassadors for the project, NHS staff will influence those around them
Key messages
To ensure we are all giving the same information, the following core messages have been agreed across the system.
“QIPP supports our vision and our ambitions”
“We need to make smarter use of NHS money”
“We are focussed on improving quality”
“We need to act now to release cash for reinvestment in the community”
“Patients will benefit and it will create efficiencies for reinvestment in the community”
“Change the way we do things – such as more day cases”
“Reduce length of stay in hospital”
“Be more efficient”
“Maximise the use of new technology and IT systems”
Those we need to engage
The NHS will continue to engage with a variety of people, developing it as appropriate. Broadly, we have identified four different types of engagement
(see the table below). In other words, there are some people with whom we will work to communicate this project together; others to whom we will
listen and act quickly in response; a third group we will keep well informed and be open to their feedback, and the final group with whom we will work
wherever common ground exists. We recognise that continuing engagement may involve particular people becoming more involved at particular
points of the process. The partnership will engage early enough to enable effective delivery of improved local patient care under QIPP.
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Engage (listen and respond)
Local Medical Committee (LMC)
NHS Suffolk staff
Wider GP community
BMA
NHS East of England
NHS Suffolk‟s Community Reference Group
Suffolk Local Involvement Network (LINk) and its BME subgroup
Non NHS partners e.g. police
Consultants within Trusts

Inform (keep informed and welcome feedback)
Health Scrutiny Committee
Local population including NHS Trust members and the
Suffolk Health Forum
Media
Carers Forum
Disability Forum & Disability Partnership Board and Learning
Disability Partnership Board
Older People‟s Partnership Board
Voluntary organisations and conditions support groups, and
including ISCRE, LGB&T Advisory Group, Age UK, One
Voice for Travellers, Bangladeshi Support Centre and groups
through CVS and SAVO

Partner (work with)
NHS Suffolk board
GPCCs – East Federation; IPSCOM; Ixworth practice and the West
Federation
Suffolk Community Healthcare
Ipswich Hospital
West Suffolk Hospital
Suffolk Mental Health Partnership Trust
Suffolk County Council (social care)
Harmoni
East of England Ambulance
Clinical Executive Committee
Patients (through patient forums)
Involve (work where common ground exists)
Members of Parliament
Borough and district councils
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Future plans
Public engagement strategy
We must engage with the public at the same time as the rest of our colleagues in the east of England. This engagement will be clinician-led, with
leading GPs taking it forward. It will be focused on making smarter use of NHS money and improving quality for the people we serve. It will use the
key messages agreed by the system. We will use a variety of channels to make sure we are broadcasting the right messages at the right time. These
will include: pre-briefings, face-to-face meetings, using existing networks, websites, newsletters, media work (press releases, briefings), and social
media (twitter).
There has already been considerable buy-in from GPs, senior managers, providers, partners and NHS Suffolk staff in building this system-wide
venture. It is imperative we inform people, ensuring their understanding and ownership of these changes.
While the GPCCs have developed these plans, it is important to recognise that there are two other layers of engagement amongst family doctors. At
the time of writing (March 2011), there is growing engagement from newly elected GPCC board members. The wider GP community needs to be kept
fully informed, through GPCC consortia meetings, briefings and cascading through bulletins.
Once a date for publication of these plans is agreed, there will be three planned stages, which are set out on the following two tables:
Before the launch
To whom

Tools

Launch date
To whom

Tools

MPs

System-wide CEO signed letter
(offer face to face briefing with
clinicians / GPs / CEOs)
NHSS enewsletter

Media

Press release
Social media
Go-live with plan on website
Publicise online chat

Councillors / SALC / Health
Scrunity members

Written briefing sent out through
SCC

Boards / staff

Specific briefing use existing methods of instant
messaging

Involved public eg Community
Reference Group / LINk /
voluntary sector

Written briefing sent out through
NHSS

District councillors

LMC / BMA / LDC / LPC / LOC

Written briefing

Wider GP community

Specific press
Health Scrunity officers

Verbal briefing
Set up live online chat with a GP
and a hospital clinician
Set up radio interviews
Enewletters, staff briefings

Partners eg Voluntary
organisations, involved
public, councils

Letter to councillors (sent through communications
colleagues)
Offer GPs / clinicians to speak at meetings
Generic presentation needed
GP Bulletin article from peers
Cascade through GP networks
Briefing via email

Boards / staff
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Ongoing work
The following table shows the detailed engagement activities planned for May-October 2011 for QIPP. These are already in place and are effective.
We have put partners in three groups – which include all those we need to engage with.
Partners

May 2011

June 2011

July 2011

August 2011

Wider GP community

GP bulletin
Practice
manager
meetings
Standing item on
GPCC meetings
Cascade from
GPCC board
members
Engagement
events

GP bulletin
Practice
manager
meetings
Standing item on
GPCC meetings
Cascade from
GPCC board
members
Engagement
events

GP bulletin
Practice
manager
meetings
Standing item
on GPCC
meetings
Cascade from
GPCC board
members
Engagement
events

GP bulletin
Practice
manager
meetings
Standing item
on GPCC
meetings
Cascade from
GPCC board
members
Engagement
events

Senior NHS managers,
clinicians and NHS
Suffolk staff

Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Staff newsletter
Intranet/
extranet / public
website
Medical staff
briefings
SHA QIPP
Steering group
Transformation
Groups

Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Intranet
Medical staff
briefings
SHA QIPP
Steering group

Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Staff
newsletter
Intranet
SHA QIPP
Steering group

Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Intranet
Medical staff
briefings
SHA QIPP
Steering group

Transformation
Groups

Transformatio
n Groups

Transformatio
n Groups

External partners

September
2011
GP bulletin
Practice
manager
meetings
Standing
item on
GPCC
meetings
Cascade
from GPCC
board
members
Engagement
events
Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Staff
newsletter
Intranet
Medical staff
briefings
SHA QIPP
Steering
group
Transformati
on Groups

October 2011
GP bulletin
Practice
manager
meetings
Standing item
on GPCC
meetings
Cascade from
GPCC board
members
Engagement
events

Suffolk NHS
QIPP CEO
Forum
Staff briefing
EMT briefing
Intranet
SHA QIPP
Steering group

Transformatio
n Groups
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Partners

Engagement by provider
organisations

May 2011
Patients‟ case
studies in the
media
Website
Suffolk
Communicate
NHS/SCC
comms leads
Existing
engagement
channels
GP Bulletin
LMC
LDC/LPC/LOC
Practice
manager
meetings
Trust board
presentations
FT members
bulletins
Face-to-face
presentations
Case studies for
media
Trust
newsletters
Special interest
talks

June 2011

July 2011

Patients‟ case
studies in the
media
Website
NHS/SCC
comms leads
Existing
engagement
channels

Patients‟ case
studies in the
media
Website
Communicate
NHS/SCC
comms leads
Existing
engagement
channels

GP Bulletin
LMC
LDC/LPC/LOC
Practice
manager
meetings
Trust board
presentations
FT members
bulletins
Face-to-face
presentations
Case studies for
media
Trust
newsletters

GP Bulletin
LMC
LDC/LPC/LOC
Practice
manager
meetings
Trust board
presentations
Case studies
for media
Trust
newsletters
FT members
bulletins
Special
interest talks

August 2011
Patients‟ case
studies in the
media
Website
Suffolk
Communicate
NHS/SCC
comms leads
Existing
engagement
channels
GP Bulletin
LMC
LDC/LPC/LOC
Practice
manager
meetings
Trust board
presentations
Case studies
for media
Trust
newsletters
FT members
bulletins
Special
interest talks

September
2011
Patients‟
case studies
in the media
Website
NHS/SCC
comms
leads
Existing
engagement
channels
GP Bulletin
LMC
LDC/LPC/L
OC
Practice
manager
meetings
Trust board
presentation
s
Face-to-face
presentation
s
Case
studies for
media
Trust
newsletters
FT bulletins

October 2011
Patients‟ case
studies in the
media
Website
NHS/SCC
comms leads
Existing
engagement
channels

GP Bulletin
LMC
LDC/LPC/LOC
Practice
manager
meetings
Trust board
presentations
Case studies
for media
Trust
newsletters
FT members
bulletins
Special
interest talks
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Communication and engagement action plan
Partner

Sub groups

Leaders

GPCC Chairs

GPs

Secondary
care clinicians
and medical
staff

Clinical
leaders

Key message
QIPP supports our
vision and our
ambitions
We need to make
smarter use of NHS
money
We are focussed on
improving quality
We need to act now
to release cash for
reinvestment
Patients will benefit
and it will create
efficiencies for
reinvestment
Win/win on projects
which improve quality
and productivity while
reducing costs to the
health community
Better use of NHS
buildings
More opportunities to
generate new money
Change the way we
do things – such as
more day cases
Reduce length of stay
in hospital
Be more efficient

Medium

By when

Phrases to use

LMC
Practice manager
meetings
Targeted
engagement events
Briefing and meeting
GP Bulletin updates
Links with GPs and
secondary care
clinicians (regular
meetings with
confederation)
Medical staff
briefings
IHT/WSH newsletter
updates
Demonstrations and
displays

As required

“Smarter use of
NHS money”
“Act now, plan
for the future”
“Benefits to
patients”
“Reinvest for the
future”
“Better designed
services can
deliver both
better quality and
value for money”
“Delivers
sustainable
continuous
improvement”

Professional
meetings
CEC meetings
Targeted
engagement events
Written briefings
SCH staff briefings /
bulletin

Monthly or
as required

Monthly

Monthly or
as required

Lead
communicators
GPCC board
members/ Exec
lead/ primary
care

Outcome/
measure
Clinicians
visibly leading
debate
As above

Exec lead
Hospital boards
Medical
directors
Clinicians
leading or
involved in
programmes
CEC chair
Medical
directors

As above

More money
to invest in
NHS services
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Partner

Staff

Opinion

Sub groups

Key message

Managers,
heads of
departments

Maximising use of
new technology and
IT systems
All above plus
We have to meet our
running costs savings

Senior
leaders

Local MPs

QIPP supports our
vision and our
ambitions
We need to make
smarter use of NHS
money
We are focussed on
improving quality
We need to act now
to release cash for
reinvestment
Patients will benefit
and it will create
efficiencies for
revinvestment
Win/win on projects
which improve quality
and productivity while
reducing costs to the
health community
QIPP supports our

Medium

Staff briefings
Internal comms
routes

Senior leaders
briefings
Internal comms
routes

Presentations,

By when

Phrases to use

Lead
Outcome/
communicators measure

Monthly

“Smarter use of
NHS money”
“Act now, plan
for the future”
“Benefits to
patients”
“Reinvest for the
future”
“Clear priorities
to make
improvements
for patients”
“Improving
quality”
“Prevention”
“Smarter use of
taxpayers
money”

Execs,
Understanding
Chairman,
the message
Medical directors

“Clear priorities

GP, Exec

Monthly or
as required
SMHP
Trust
Matters –
next edition
March
(deadline
for copy
February
17)

Monthly or

Exec

Understanding
of message
Deciding to
act
Behaviour
change
Recognition of
link to patient
benefit

Understanding
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Partner

Sub groups

formers

BMA
Suffolk
County
Council
Health
Scrutiny
Committee
County,
district and
borough
councillors

SHA

Key message
vision and our
ambitions
We are committed to
improve health and
healthcare for people
in Suffolk
Patients will benefit
and it will create
efficiencies to put
money back into the
NHS
Explain where quality
has improved using
case studies

Strategic
partners, eg
police and
CEOs
LINks

Partners

Suffolk
Community
Healthcare
Suffolk
County
Council Social care
Neighbouring
PCTs, NHS
Partner Trusts
eg EEAST,

QIPP supports our
vision and our
ambitions
We are committed to
improve health and
healthcare for people
in Suffolk
Explain where quality
has improved using
case studies

Medium

By when

Phrases to use

Verbal and written
briefings
Written briefings for
Communicate Suffolk
network
Targetted
engagement events

as required
As required

to make
improvements
for patients”
“Committed to
improving
quality”
“Prevention”
“Smarter use of
taxpayers
money”
“Cutting waste”

As required

As required
Conferences to
showcase progress
Speakers at thirdparty conferences

Lead
Outcome/
communicators measure
and
remembering
message

QIPP programme
meetings
Meetings, briefings

Monthly or
as required
As required

QIPP lead

Briefings
Letters
Presentation
Briefings
Letters
Share case studies

As required

Exec, PPI lead

Monthly

As required

As required

Feedback on
progress

Exec

“Better services
save money”
“Cutting waste”
“Improving local
services”

GP, Exec / SCH
/ QIPP forum
leads

Understanding
the message
Media
coverage is
clear
Messages
among
partners are
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Partner

Sub groups
non NHS
Partners eg
Harmoni
Suffolk NHS
colleagues inc
SMHP, WSH,
IHT, SCH,
SCC

Key message
Cutting waste
Working together can
mean we will reduce
inefficiencies

Medium

By when

QIPP forum
Partnership working
Workshops
Newsletter articles

Monthly or
as required
SMHP
Trust
Matters
newslette rpublication
March,
deadline
for copy
Feb 17
Monthly or
as required
Monthly or
as required

FT (shadow)
Board of
Governors
Involved
public

Community
leaders
Patient
groups, eg
LTC

QIPP supports our
vision and our
ambitions
Improving health and
healthcare for patients
Making good use of
public money and
cutting waste
Explain what‟s
happening through
case studies

Briefings
Face-to face
presentations
Case studies
Newsletters
Focus groups
Workshops
Special interest talks

SMHP
User/Carer
Matters
newsletter.
Next
edition
April,
deadline
March 17

Phrases to use

Lead
Outcome/
communicators measure
clear
People are
clear about
the tasks
assigned to
them

“Making good
use of local
money”
“Cutting waste”
“Improving local
services”

GP, Exec, PPI
lead

Understanding
the message
Media
coverage is
clear
Messages
among
partners are
clear

SMHP
various
service
user
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Partner

Sub groups

Key message

Medium

Media

Phrases to use

Lead
Outcome/
communicators measure

“Making good
use of local
money”
“Cutting waste”
“Improving local
services”

GP, Exec,
Comms lead

groups –
see Sujata
Gathani for
timetable
As required

Voluntary
sector

Community
Reference
Group, Suffolk
Health Forum
FT public
members
Local media,
particularly
Star /EADT/
Bury Free
Press /Radio
Suffolk
Residents

By when

Through
VASP
As required

QIPP supports our
vision and our
ambitions
Improving health and
healthcare for patients
Making good use of
public money and
cutting waste
Explain what‟s
happening through
case studies

Press releases
Features
Trust Board
presentations and
papers
Briefings
Case studies
Website
Twitter

Monthly or
as required

As required

Balance of
coverage

Opinion
survey
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11. Risks
Key Risk
Local levers and actions
available are insufficient to
impact acute activity by
targeted levels.
Capacity and capability of
workforce is insufficient to
deliver the QIPP
programmes during a
significant period of change
and with 30% management
cost reduction target.
Availability of timely
performance information to
ensure QIPP delivery
progress.
Public / political opposition
to change programmes.

Inability to gain support for
changes from providers or
clinical groups.
Potential poor winter, flu
pandemic or other
unplanned event
Serious patient safety
concerns with the mental
health provider

Potential
consequences

Action to manage risk

Owner

Risk rating
Impact

Likelihood

Risk

Failure to deliver required
QIPP levels. Inability to
invest in development areas
to improve health outcomes,
financial overspend.
As above.

Identification of additional QIPP areas in
excess of base case.
Top priority focus of whole organisation.
Use of national and regional best
practice.
Realignment of organisation resources
to focus on QIPP plans.
Use of common project methodology.
Regular performance monitoring and
corrective action where required.

Tracy
Dowling

4

3

12

Dr Paul
Watson

5

3

15

Delay in identification of
delivery slippage leading to
missed efficiency levels.

Redesign of performance monitoring
material.

Julian
Herbert

4

2

8

Delay or prevention of
delivery.

Dr Paul
Watson

5

3

15

Dr Paul
Watson

4

3

12

Resources redirected to
manage unplanned event.

Whole system approach
Ensure strong stakeholder engagement
in all workstreams.
Close liaison with SHA where required.
Ensure strong stakeholder engagement.
Joint planning across local health
economy.
Robust winter planning
Clear workstream action plans

Peter
Bradley

5

3

15

Required focus on this could
delay implementation of the
QIPP programme for Mental
Health

Monitoring of the implementation of
external review recommendations
Change in executive personnel in line
with impending merger with NWMHFT

Lynne
Wigens

4

4

16

Inability to deliver projects as
planned.

These risks are recorded in the NHSS risk register.
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