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Preface

This document - developed by the Ipswich and East Suffolk Alliance of Ipswich Hospital; Suffolk
County Council; Norfolk and Suffolk Foundation Trust and Suffolk GP Federation, working with Ipswich
and East Suffolk CCG, our wider district, borough, voluntary and community partners - sets out a
clear vision, mission, set of values, objectives and aligned activities for the transformation and
integration of health and social care over the next five years.
Our plans are built on discussions with the public and staff, together with partnership working
between our organisations over many years. We have drawn on local evidence of need, understanding
of national policy and the ambition of our wider Sustainability and Transformation Partnership.
We are committed to realising our ambitions through a shared set of plans. This document gives you
the headlines. Much more detail can be found in our delivery plans. Working together in this way will
require huge change by staff and organisations. It means change in our cultures, systems and processes
(how we work, what we do and when we do it) as well as our locations (where we work). Organisational
development, workforce, IT and estates plans underpin this.
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Our Plan on a Page

Our Vision: Ipswich and East Suffolk is a place of strong communities in which everyone is able to stay well, take control of their mental and
physical health and wellbeing and, when support is needed, receive integrated health and care services.
Our Mission: To work seamlessly together with you.
STP Outcomes

Alliance Objectives

Transforming
Services

Connecting Actions

STP Enabling
Actions

• Reducing
loneliness
• Care closer to
home
• Positive ageing
• Improved end of
life care
• Preventing and
treating obesity
• Zero suicides
• Reducing the
health gap

• To help people to prevent ill health and
manage their own care
• To deliver planned, responsive, joined up
health and care services
• To deliver innovative solutions supported by
technological and digital infrastructure
• To provide services as close to people’s
homes, as possible
• To create One Team to facilitate the best
holistic care and to retain and attract the
best talent
• To reduce duplication and waste
• To move resources from acute to community
and home settings
• To develop a vibrant, sustainable Alliance
between providers and with commissioners

• Joined up care
• Planned care
• Mental health
and Learning
Disabilities
• Cancer
• Children and
Young People
• Primary care
• Maternity
• End of Life

• Enabling you to
stay well
• Joining up in
communities
• Creating One
Team
• Changing how
we invest
• Reducing
inequalities
• Planning longterm

• Alliance
development
• Workforce
• Digital
• Estates
• Communication
and engagement

Our Values: Collaboration - Co-ordination - Creativity - Community-focus - Creating One Team - Cost-effectiveness
Our Members: Ipswich Hospital; Suffolk County Council; Norfolk and Suffolk Foundation Trust; Suffolk GP Federation,
working with Ipswich and East Suffolk CCG, our wider district and borough councils, voluntary and community partners
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Contents

This plan includes:
•
•
•
•
•
•

Our area; challenges, assets and opportunities
What we have heard from the public and staff
Our vision and mission
Our shared values
Our objectives
Our priorities for action:
(1) service transformation actions; (2) core connecting actions; (3) enabling actions
• Our milestones for delivery
• Our governance and management plans
• Risks and mitigations
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Our Area

Together we serve nearly 400,000 people living in:
•
•
•
•
•

Ipswich, the County and University Town of Suffolk
Felixstowe, Britain’s largest container port
Stowmarket, home of the Museum of East Anglian Daily Life
Wattisham and Woodbridge Garrison, major military bases
Aldeburgh, Snape and Woodbridge and many villages and coastal communities in between
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Our Health and Wellbeing Profile

By 2039, 1 in 3 Suffolk
residents will be aged 65
and that will mean the ratio
of people of working age
and over 65 will be 1:1

32% of people are in
semi-skilled or unskilled
occupations in our area
as compared with 25%
in England
24.3% of people have no
qualifications compared to
22.5% in England

55.7% of our population
has a Long Term Condition
(53.5% in England)

Ipswich has 12 small areas
in the top 10% most
deprived areas of England

The 3 biggest causes of death
for people less than 75 are:

21.6% of homes are social
rented in Ipswich as
compared with 17.5%
in the rest of England

Cancer (206.4 per 1000,
74.6 preventable)
Cardiovascular (102.2 per 1000,
40 preventable)
Respiratory (25.9 per 1000,
10.9 preventable)
18.5% of people have
a caring responsiblity
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22% of children in
Ipswich live in poverty

Our Alliance within Suffolk and NE Essex
Sustainability and Transformation Partnership
Our Alliance is one of three within our
wider Suffolk and North East Essex
Sustainability and Transformation
Partnership, which provides strong
leadership and support for the delivery
of local plans.

Suffolk and
NE Essex
Sustainability
& Transformation
Partnership
Board

Integrated
Care System
Programme
Board

Suffolk Health &
Wellbeing Board

West Suffolk
Alliance

East Suffolk
Alliance
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North East Essex
Alliance

Challenges

Delivering this vision presents four major challenges:
The care and quality gap - Demand for health and care services is growing.
In the next 20 years, 1 in 3 people in our area will be aged over 65 and the ratio of non-working
to working aged people will be 1:1.
The health and well-being gap - There are inequalities.
There are 21 small areas in Suffolk that have a deprivation score in the top 10% in England;
12 are in Ipswich. There is inequity in access; experience; and outcomes.
The finance gap - Our finances are stretched.
The combined overspend of our providers currently is likely to rise if we do nothing.
The workforce gap - Our workforce is shrinking.
In the next five years many members of our current workforce will reach or be over the retirement age
and recruitment is unable to match demand.
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Assets and Opportunities

These challenges are not insurmountable. Ipswich and East Suffolk has many assets
and opportunities:
1. The quality of our health and care services is good, in many areas outstanding, and there is a clear
plan for services which need improvement
2. Our towns and villages have many vibrant community and voluntary sector organisations who
work actively with us and our local authority partners
3. We have excellent clinical and professional leaders in all of our organisations who are increasingly
working together
4. We have a strong track record in working, in partnership - across organisations and most
importantly with people to make services better whilst managing costs and cutting waste
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What people tell us our priorities should be

Over many years our organisations have listened to the public’s views and ideas about health,
care and community services. This includes a year-long exercise in developing the Suffolk
Health and Care Review.
There are five key themes:
1. Self-care - support to take personal responsibility for health and wellbeing
2. Access to services and information - through signposting and simple language
3. Prevention and Re-ablement - ways to stay healthy and stay in control
4. Integration - joined up care
5. Stop waste - Focus scarce resources on areas of care that make most difference to patients
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Vision and Mission

Our vision is that Ipswich and East Suffolk is a place of strong communities in which everyone is able
to stay well, take control of their mental and physical health and wellbeing and, when support
is needed, receive integrated health and care services.
Our mission, as an Alliance, is to work together seamlessly, with you.
Our vision contributes to, and is aligned to the STP Vision that ‘people across Suffolk and North East
Essex live healthier and happier lives by having greater choice, control and responsibility for their health
and wellbeing.’
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Our Shared Values

The way we work together and with you, matters to us hugely.
We have evolved six shared values - the six ‘Cs’:
1.
2.
3.
4.
5.
6.

Collaboration
Co-ordination
Creativity; innovation
Community-focus
Creating One Team - Combined Clinical and Care Leadership
Cost effectiveness

Living by our values will be a focus of our Alliance Development Plan.
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Our Objectives

1. To help people to prevent ill health and manage their own care
2. To deliver planned, responsive, joined up health and care services
3. To deliver innovative solutions supported by technological and digital infrastructure
4. To provide services as close to people’s homes, as possible
5. To create One Team to facilitate the best holistic care and to retain and attract the best talent
6. To reduce duplication and waste
7. To move resources from acute to community and home settings
8. To develop a vibrant, sustainable Alliance between providers and with commissioners
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Planned, responsive, joined up health and care services

Community
Health

Co m

Social
Care

Mental
Health
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Our Commitments to Action

We have three major Commitments to Action to deliver our objectives.
We will progress design, development and implementation in partnership.
1. Service Transformation Actions: joined up care close to home; planned care; mental health and
learning disabilities; cancer; maternity; children’s and young people’s services; primary care; and end
of life care
2. Connecting Actions which involve every Alliance partner and are needed to deliver every
transformation programme:
i. Enabling you to stay well - prevention; self-care; re-enablement
ii. Joining up in our communities - physical, mental health and well-being
iii Creating ‘One Team’ - joining up clinicians and professionals across our Alliance
iv Changing how we invest our resources - eradicating waste; balancing our system books;
		 shifting investment to prevention
v Reducing inequalities - in outcomes and experience
vi Planning for the long term - the next 20 years
3. Enabling actions: Organisational development; workforce; digital; estates; communication
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Service Transformation Action

There are eight main transformation programmes which we are focused on to deliver
our target outcomes.
They are:
1.
2.
3.
4.
5.
6.
7.
8.

Joined up care
Planned care
Mental health and learning disabilities
Cancer
Children’s and young people
Primary care
Maternity
End of life care

Each of these transformation programmes engages at least two Alliance partners and associates.
Some of the programmes are Suffolk-wide such as mental health. Some are STP wide e.g. cancer.
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Joined-up care, close to home

Our Ambition
Everyone receives the right level of joined-up care for their needs, avoiding the inappropriate use of
urgent and emergency care
Our Plan
• Proactive care to enable you to stay well in your community and keep your independence, health
and well-being; to avoid crisis or unexpected ill-health, for example, by falls prevention, long term
condition management and end of life care.
• Reactive care to ensure that when you do experience a crisis, trauma or medical emergency you
receive timely care, where possible in your community, or that you are able to return home as soon
as possible. We will do this with a new Integrated Urgent Care service and set of admission prevention
and re-ablement services
Progress Measures
• 95% of people are seen within four hours in A&E
• Less than 2.5% of people stay in hospital after they are medically fit to leave
• Hold emergency admissions to no more than 2% growth year-on-year
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Planned Care

Our Ambition
A seamless journey of ‘right first time’ planned care from a diagnostic to opinion and advice and to
treatment or procedure, where needed including the very best support in self care and management.
Our Plan
Our focus is on six key specialities: (1) Cancer; (2) Cardiology, (3) Epilepsy (4) MSK including Pain and
Rheumatology (5) Ophthalmology (6) Gastroenterology all underpinned by an efficient and effective
management plan (7) Stroke; (8) Diabetes
Progress Measures
• 92% referral to treatment			
• 5% reduction in outpatients			
• 15% less outpatient follow-ups
• Zero 52 week waits
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Children and Young People

Our Ambition is shared with Family 2020 for Suffolk
All children and families in Suffolk have the right to: be safe; have the best education; physical and
emotional health; successful preparation for adulthood and employment.
Our Plan
• Understanding and anticipating families’ needs - including a single assessment
• Reaching out and responding - early help focused on individuals
• Joining up - a single point of access
With a focus on: (1) Emotional health and well-being; (2) Physical health and well-being;
(3) Special Educational Needs and Learning Difficulties; (4) Speech, Language and Communication
(4) Neurodevelopmental pathways (5) Community services (6) Urgent need
Progress Measures
• 32% of children and young people receive treatment for mental health
• Reduction in the number of children obese in reception and Year 6
• Increase in the percentage of mothers breast feeding at 6 weeks
• Reduction in the number of unnecessary admissions for children
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Mental Health and Learning Disabilities

Our Ambition
The mental health and wellbeing of the people of Suffolk is everyone’s business! Through co-production
we are developing a new model for mental health in Suffolk that will transform the traditional way
services have been delivered. There will be much greater integration between physical and mental health
services for people of all ages in our communities. As Alliance partners we are fully committed to this
programme and will work in partnership with people with lived experience, their families, and the wider
voluntary and community sectors in the development of our new model over the next six months.
Our Plan
Our current priorities will focus on delivery of: (1) wellbeing services; (2) improvements to access and
assessment; (3) integrated delivery teams (4) psychiatric liaison in our hospitals; (5) suicide prevention.
Progress Measures
• 67% dementia diagnosis rate
• 10% reduction in suicides towards a zero ambition
• 19% of people with common mental health problems have access to IAPT with a recovery rate of 50%
• 53% of people receive treatment for psychosis within two weeks
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Primary Care

Our Ambition
Safe, local, high quality care delivered by local practices and other organisations working together
seamlessly to care for patients effectively and at a sufficient scale to facilitate the provision of an enhanced
range of services.
Our Plan
1. New models of care including working at scale through collaborations to enable resilience and
transformation and in new partnerships with other providers
2. New consultation types with GP-led multi-disciplinary teams
3. Prevention and self management programmes
4. A set of workflow efficiency measures to release time to care - 10 High Impact Actions
5. Recruitment, retention and returner programmes for GPs and Nurses
Progress Measures
• Year-on-year improvements in appropriate access
• Year-on-year improvements in patient satisfaction with their experience of primary care
• Development and increased capacity of primary care collaborations and networks
• GP and nursing recruitment and retention levels
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Maternity (STP-wide)

Our Ambition
To offer services to women and their babies that are as safe as the best in England, striving to adopt best
practice and learn from when things go wrong
Contributing to the STP plan to:
• Implement Saving Babies Lives Care Bundle
• Offer all women Personalised Care Plans
• Offer three choices of Antenatal, Intrapartum and Postnatal Care and three birthing choices
• Increased access to specialist perinatal mental health
We will supplement and support this, as appropriate with our prevention and self care programmes.
Progress Measures
• Half the rate of still birth and neonatal death, maternal death and brain injuries during birth
by 50% by 2025
• All women have a personalised care plan
• Increased personal choice in ante and post natal care and improved continuity of care
• Improved perinatal mental health
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Cancer (STP-wide)

Our Ambition shared with the STP is that:
No patient is diagnosed with cancer through an unplanned hospital admission.100% of patients take up
the offer of breast, bowel and cervical screening.
Our Plan
Our plan to achieve this is based on early and rapid assessment and diagnostics including a new
radiotherapy service; delivery of the Ten High Impact Actions for the 62-day standard and support of
Macmillan Navigators. We will supplement and support this, as appropriate, with our prevention and
self care programmes.
Progress Measures
• Meet two week referral to a specialist targets
• Meet 31 day decision to treatment targets
• Meet 62-day urgent referral to treatment targets
• Improvement in early diagnosis rates
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End of Life Care

Our Ambition
To support every individual, their family and carers in planning for, and realising their wishes in the final
stage of their life.
Our Plan
• Identifying people in the final stages of life and improving, with consent, information sharing to
ensure people’s wishes are fulfilled
• Developing places of excellent end of life care - accrediting care homes skilled in end of life care
management; recruiting new specialist care co-ordinators; and recruiting Hospice nurses for in-reach
and assessment
• Investing in people who care - training all health and care staff in the highest standards of end of
life care
• Improving in-hospital care including post death care within the mortuary and through extending
specialist palliative care nursing
• Opening debate - creating a wider discussion about end of life care with the public
Progress Measures
• 50% reduction over five years in the number of deaths in hospital and commensurate increase in
people’s preferred alternative place for end of life care
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Connecting Actions

We have developed six priority Connecting Actions, which involve every Alliance partner:
1. Enabling you to stay well (prevention; self-care; re-enablement)
2. Joining up in our communities - physical, emotional health and well-being
3. Creating ‘One Team’ - joining up clinicians and professionals across our organisations
4. Changing how we invest our resources - eradicating waste; balancing our system books;
shifting investment to prevention
5. Reducing inequalities - in outcomes and experience
6. Planning for the long-term - the next 20 years
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Connecting Action 1 - Enabling you to stay well

Our Ambition
People living in Ipswich and East Suffolk live well for longer:
A revolution in prevention, self care and reablement
Our Plan
Over the next 12-months we will develop concrete plans in partnership to:
• Enable people who have a long term condition to understand and plan how to stay well for longer
• Enable everyone to keep physically and mentally active
• Plan services to detect and treat conditions which can change the way you live; Frailty; Hypertension,
Atrial Fibrillation, Chronic Obstructive Pulmonary Disease and Diabetes
• Enable everyone who becomes unwell to return to independent living, with or without support
Our commitment to you
We will listen, support, inform and understand what you want to achieve and help you reach your goals
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Connecting Action 2 - Joining up in our communities

Our Ambition
People living in Suffolk will be aware of and able to access services available in their community
Our Plan
Over the next 12 months we will:
• Implement fully, the 8 Integrated Neighbourhood Community, Mental Health and Social Care Teams
working with General Practice
• Provide local co-ordination with Community Connectors so that professionals and the community
can access voluntary, faith, business, community and public services better within the Suffolk
Resilience Model
• Develop a locality based social prescribing strategy, drawing on local and national models of good
practice and local service commissioning from the voluntary and community sectors
• Underpin our local offer by developing and updating Web based Self Help sites, Directories of Services,
Suffolk Information lists and links
Our commitment to you
To continue our plans to transform services to ensure you can access information, receive advice and
introductions within your locality. We will consult with you so that you can help us to design our services
that will work with and for you.
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Case Study - Joining up in action

A lady who lived on her own had complex health needs; high blood pressure, diabetes, breathlessness
and pressure ulcers. Her family live nearby but were unable to cope. The house was very cluttered and she
was unable to move safely around her home and had double up care. The Community Matron and Social
Worker were working together to help stabilise her needs.
When her health needs deteriorated, the lady was admitted to hospital. Concerned that the hospital
would discharge her without knowing the extent of the situation at home and the impact on her health,
the Community Matron, Social Worker and Occupational Therapist organised a ‘bedside case conference’
with the hospital team, so that an effective discharge plan could be agreed. This enabled the lady to agree
to have her house cleared by a voluntary organisation.
Photos were taken of her home and she was able to say how she wanted her home de-cluttered and to
remain in control of her choices from the hospital. Once discharged a further review of her needs took place.
The outcome was that after discharge the lady felt happier in her home and engaged well with the
Occupational Therapist about her health needs. One Life Suffolk were also engaged to support with her
with weight loss.
The outcome of taking this proactive ‘whole person’ approach is: the lady has not been re-admitted to
hospital, she is engaging well and taking control of her life.
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Connecting Action 3 - Creating ‘One Team’

Our Ambition
Seamless care delivered by seamless teams
Our Plan
1. A single trusted assessment and plan for your care and equipment
2. A care record, shared with all those who will be interacting with you, when consent has been given.
Your GP, Nurse, Therapist and Consultant will know your story and your treatment.
3. Multidisciplinary care; reducing the number of times you need to attend different clinics
4. Investment in people including One Clinical Community and community based Integrated
Neighbourhood Teams with joint management and Generic Workers
Our commitment is to invest in the people who work with you; to retain, develop and attract the best
talent
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Connecting Action 4 - Changing how we invest our resources

Our Ambition
To build on our financial transparency; reduce waste; invest in our people; and increase our investment in
prevention, self-care, re-ablement and out of hospital care
Our Plans
Partnership organisational design reducing administration and duplication
1. Workforce strategy developing generic worker profiles, improving career opportunities and
sustainability and shared training opportunities
2. Financial transparency and understanding evolving readiness for a single capitated budget
3. Development of a structured plan to increase investment in preventative, self care, reablement
and out of hospital care
Our commitment is to invest our resources transparently and in line with our strategy and values
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Connecting Action 5 - Reducing inequalities

Our Ambition
People will be treated fairly. Outcomes will be equal.
Our Plans
• Equality and Diversity Impact Assessments will ensure new models of care are fully inclusive
• Develop a full understanding of where inequalities exist; how and where to make a difference
• Work with our communities to develop plans to address inequalities and ensure sustainability
• Identify the data measures to monitor outcomes to prevent and continue improving reducing
inequalities
• Develop targeted interventions to reduce inequalities
Our commitment is to reach out; continue our plans to understand how we can ensure all our people
receive the same care and outcomes, to know what makes the difference and to transform services to
make that difference real. We will measure and hold each other to account until all inequalities have
been resolved and sustained.
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Connecting Action 6 - Planning for the long term

Our Ambition
We will prepare and plan our services ready to serve our communities for the next 20 years
Our Plans
1. We will predict what our communities will need and want. Over the next 12 months we will identify
the data sets required for this, engaging external futurologist expertise, as required.
2. We will develop services that can meet the needs of our community sustainably
3. We will be innovative, embrace technology and be proactive in our approach
4. We will develop our organisation, principles, workforce and infrastructure in readiness for our future
plans
Our commitment is to be fit-for-the future; to have built a foundation to enable us to manage and
deliver care for our future communities working with you to think and plan long-term
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Enabling Actions - Organisational Development

Workforce

Digital

Communications
and Engagement

Estates

33. Working together with you

Enabling Action 1 - Alliance Development

Over the next 12 months we will take an engaging and systematic approach to identifying our Alliance’s
development needs. This will include: (1) a diagnostic; needs analysis to identify strengths and capability
gaps; (2) Root cause analysis of capability gaps; (3) Capacity and capability plan development - why?
What? Who? and When? And (4) outcomes - change we will deliver.
Without prejudice to the analysis, it is likely that our plan will include:
•
•
•
•

Governance and leadership development
Development of further clear and credible delivery plans
Systems and processes for ensuring quality and financial control
Workforce, Digital and Estates plans (each with their own dedicated strategy)

National, STP and CCG resources have been identified to support this plan.
We have identified local resources to develop our eight Integrated Neighbourhood Teams and One Team
programmes.
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Enabling Action 2 - Workforce

Our workforce is vital. We, like our neighbouring Alliances, face significant recruitment, retention and
development challenges if we are to deliver our new models of care. Our shared challenges include:
• Increasing vacancy rates: rates are currently 5-7% in social care and are anticipated to have reached
9% in the NHS by March 2019
• Increasing retention in social care from the current 25% and NHS staff planning to retire from 18%
• Increasing supply, especially adult, mental health and learning disabilities nurses, A&E doctors and GPs
We will be proactive in every element of the further development and delivery of the STP-wide 5
Workforce Ambitions (1) in joint planning; (2) considering shared resources; (3) recruitment, retention
and development; (4) developing new ways of working - including One Clinical Community and One
multi-disciplinary Team; (5) valuing and supporting improved health and well-being
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Enabling Action 3 - Digital

Our Alliance will support the further development and delivery of the STP digital strategy including:
1. Development of whole system leadership and co-ordination of investment in digital programmes
with shared priorities and objectives focused on person-centred care.
2. Breakdown of barriers between organisations and development of common secure technology
infrastructure that enables information to flow between pathways and helps staff to use time
effectively.
3. Create further capacity and capability through collaboration, managing supply more effectively;
innovating to help people to self care.
4. Expand our strategy to develop an at-scale population management approach.
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Enabling Action 4 - Communication and Engagement

Further development and delivery of our strategy and detailed plans depends on excellence in:
•
•
•
•

Working in partnership - co-producing
Involving
Engaging
Informing

. . . the public, people who use our services and people who work in our services.
We will draw on the experience and learning which Alliance partners hold and national best practice to
drive forward an ambitious and creative plan which stretches our traditional thinking and approaches.
We will ensure our:
Our feet are on the Street - we are reaching out to people
We seek out new technologies - push our normal boundaries . . . to get people involved and provide
information.
This will be a whole Board priority with dedicated resource in support.
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Enabling Action 5 - Estates

Our estate is critical to delivery of our goals. An STP-wide strategy is currently being developed in line with
the Naylor Review and local One Public Sector Estate principles. We are keen to play a highly active role in
its development; ensuring we address locally the critical challenges of leadership and strategic direction to
drive delivery.
We will be focusing on:
• Alignment with local clinical strategies, specifically including service integration in localities.
• Maximising value for money, specifically including our plans to eradicate waste and to change our
investment profile from urgent and acute care to primary and community care and prevention.
• Addressing backlog maintenance.
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Our Governance

As an Alliance, we have established a Board with clear terms of reference, focused on joined up
leadership, development, delivery, and progress monitoring of our strategy.
In reviewing progress we will focus on:
•
•
•
•
•

Processes;
Experience;
Outcomes; and
Resources; as well as
How we are upholding our values.

We will publish our progress on at least an annual basis.
Our Board includes clinical leads and directors of Ipswich Hospital, Suffolk GP Federation, Suffolk County
Council, Norfolk and Suffolk Foundation Trust and Ipswich and East Suffolk CCG. We will soon welcome
representatives of our district and borough councils and the voluntary and community sector leaders.
We have elected Alison Smith, Director of Community Services, as our Alliance Lead.
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Developing our Outcomes

Our target outcomes have been developed over more than 12 months, engaging the Health, Care and
Safety Joint Commissioning Group and Alliance partners including Districts and Boroughs. Eight outcome
domains were developed, each with a set of ‘I’ and ‘We’ statements. These were then simplified by our
Public Health colleagues into a new ‘OPER’ Framework. OPER stands for Outcomes, Processes, Experience
and Resources.
This approach allows us to measure:
• What we are doing;
• How we are doing it;
• The impact of what we are doing on people’s lives.
There are three radar charts to show how we are progressing.
One for adults; one for children; and one for mental health.
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OPER Chart - Adults
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OPER Chart - Children and Young People
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CHILDREN & YOUNG PEOPLE
Smoking in pregnancy
10
% vacancy rate
Obesity rates - year 6

Resources

% sickness rate

% per member per month spend community/primary, <18

9
8
7
6
5

% per member per month spend acute, <18

4

Prevalence of mental health disorders
Outcomes
% 16 - 18 year olds who are NEET
Children in low income families

3
2

Sytem control total - C & YP services

1

15 yr olds with 3 or more risky
behaviours

0

NHS Never events

Hospital admissions for self-harm

Serious case reviews

Looked after children rate

Experience

Processes

CQC / OFSTED ratings (members)

Admissions for tooth decay

Survey of staff

Health visitor visits <14 days

Survey of care
Breastfeeding at 6-8 weeks
CiN due to child disability or illness

27/04/2018

Working
together
42.
Working
togetherwith
withyou
you

41

OPER Chart - Mental Health
MENTAL HEALTH
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Key Milestones - Year One

• Quantified outcome targets established (Sept)
• Alliance organisational development plan complete (Sept)
• New Integrated Urgent Care Service operational (Oct)
• Social prescribing strategy established (Oct)
• 8 Integrated Neighbourhood Teams and Connect fully operational with primary care (Oct)
• Transformation plan for mental health services complete (Nov)
• Structured forward finance plan in place (Dec)
• Primary Care collaborations further progressed (Jan)
• Alliance fully engaged in development and supporting delivery of workforce plans (Mar)
• One Clinical Community extended to Alliance-wide nursing and therapists (Mar)
• Clear co-produced plans for prevention, self-care and re-ablement complete (Mar)
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Key Milestones - By Year Three
(2020-21 - in line with year 5 of STP plan)
• Mental health transformation plans embedded
• Prevention, self care and re-ablement investment increased
• Three new build integrated care locality hubs in development
• Tactical commissioning fully embedded within Alliance
• Clinical leadership and collaboration fully embedded
• Locality based workforce recruitment, retention and re-training objectives met
• Locality based digital plans realised
• 20-year population growth and priority needs impact forecasts complete and plan in place
• ‘Next Phase’ Alliance development plan in progress
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Strategic Risks and Mitigations

Risk

Mitigations

1. Urgent in-year(s) demand jeopardise capacity to invest
in prevention and self-management with inability to
‘double run’ on investment

Maximise immediate investment opportunities; maximise
technology; ensure prevention and self management
is embedded into all transformation; secure all
system approach by clinicians to prevention and self
management; public engagement

2. Inability to attract, retain and adapt workforce plans
to scale of demand or pace required by strategy

Delivery of workforce strategy and plans

3. Organisational collaboration/integration (Alliance
working) does not succeed at sufficient pace or depth

Development and delivery of Organisational
Development Plan

4. Failure of any one provider cannot be mitigated by
other Alliance partners or other bodies

Forward planning; shared risk registers and mitigation
strategies

5. Failure to achieve system financial balance

Shared QIPP/CIP programmes inc. demand management;
maximise external (to system) income sources; delivery
of prevention strategies

6. National political/policy changes jeopardises local
approach

Full alignment with approach of other Alliances and
with STP for resilience; continuous OD/embedding of
integration approach
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