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Opening statement 
Commitment from STP system leaders: 

Putting together this STP has been a collaborative effort which has been challenging as well as inspiring.  The process of developing it has brought us 

together as leaders of health and social care across Nottinghamshire in a new way, driven by a collective determination to improve services for local people 

and find innovative ways to continue to deliver the best care.  We know that unless we do this, our system will not be sustainable and affordable over the 

next five years given that funding cannot keep up with rising demand.   

 

We need to make some quite fundamental changes to be able to deliver care in more joined-up ways, working across organisational boundaries and 

thinking less in terms of where care is delivered and more on how it is delivered.  As leaders, we take responsibility to lead by example and work together as 

‘system leaders’ to create the conditions for this to happen.  This may sound obvious, but it is not straightforward given our statutory responsibilities, the 

formal accountability we have to Boards and our members, and the way funding flows in the current system. 

 

We have some significant strengths to build on and are proud of what we have achieved so far, with a number of innovative new ways of providing care 

and support in Nottinghamshire including five NHS Vanguards, one primary home care pilot, two integrated care pioneer programmes, a fast track for 

Transforming Care and the recently awarded Nottingham Biomedical Research Centre that brings together Nottinghamshire Healthcare NHS Foundation 

Trust, the University of Nottingham and Nottingham University Hospitals NHS Trust  world class translational research.  Learning from each other across the 

county has been a helpful by-product of the STP process and is something we are committed to continuing. 

 

There are also some risks of which we are all too aware.  Perhaps the biggest risk is that we are taking on a programme of change which is on a scale and of 

a complexity which we have never undertaken before.  This will place new demands on us in terms of leadership, workforce and organisational 

development.  It will reveal gaps in our capacity and capabilities which we will need to close if we are to be successful in delivering on the aspiration and 

initiatives described in the STP.  First and foremost, we need to make the transition from planning to implementation, which will mean mobilising hundreds 

if not thousands of our staff to play their part in implementing specific changes which are part of the major initiatives we have agreed upon. 

 

The financial gap our system faces is  substantial, and though we have modelled the expected impact of our various initiatives there is more detailed work 

to do to refine our estimates of the impact of each initiative, as well as challenging ourselves to see whether we can bring forward some of the initiatives to 

deliver benefits earlier.  There is also the unresolved question of how we work through situations where the financial gap falls unevenly across the system 

during the transition process, so that one organisation might be in deficit while others are in a relatively strong position. 

 

There is a saying that ‘a journey of a thousand miles begins with a single step’, and that seems apt for our situation.  We are acutely aware that there is a 

very long way to go, and that making a strategic plan is much easier than delivering it.  At the same time, we have made some important early steps, and 

done so together, in a way that bodes well for what lies ahead.  
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We have  therefore  signed off this plan as a group of system leaders, as an articulation of our level of ambition and commitment to work together to do the 

best we can for our citizens.  We recognise that it is a ‘work in progress’ and gives us a good starting point for contract negotiations, though more detailed 

work will be needed to align the assumptions required to agree contracts and operational plans.  We have some important gaps to close, are aware of those 

gaps, have discussed them and are equally committed to continuing to work together to refine and strengthen the plan, whilst ensuring we continue to take 

responsibility at a local level to mobilise for implementation. 
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Executive summary 
 

We have found the collaborative process of developing our Sustainability and Transformation Plan (STP) both inspiring and challenging.  We have used the 

ongoing engagement and feedback with local citizens through the involvement mechanisms of clinical commissioning groups (CCGs), NHS trusts and local 

authorities to shape this plan reflecting what is important to people.  We have built on the significant improvements to people’s health, wellbeing, and care 

that have been delivered in the recent past, and by seeing the exciting innovations being led by our ‘vanguards’.  We have been inspired by how much 

potential there still is to improve our citizens’ health and wellbeing, through doing what we already do well more consistently, by  developing new ways of 

for delivering care better and more efficiently, or  using technology to support people to  manage their own care.  We have been inspired to set ourselves 

ambitious goals and to renew and strengthen our commitment to work together across health, local government, independent sector, and voluntary 

organisations to deliver these goals. 

 

It is clear that we are facing one of the most difficult periods in health and social care: as our citizens live longer - which should be a cause for celebration - 

the proportion of their life spent in ill health and their need for health and care support is growing. This is all taking place at a time when our collective 

resources to support them are increasingly limited and challenges our health and care systems to operate in a better, more sustainable way to support our 

population, and to do so quickly.  This will be achieved not by having each organisation do more in the usual way, but by developing a new model of shared 

responsibility for health and wellbeing between our citizens and communities and our services, and by developing new models of working together across 

health and care organisations.  We find ourselves challenged as system leaders, to lead together the delivery of a complex change programme at a scale and 

pace that our system has to date not experienced.  This has led us to explore in detail what it takes - in terms of capabilities, resources and mindsets - to 

deliver, what existing strengths we can build on, and where we will need to learn from others. 

 

Inspired by what we know is possible, we are determined to overcome these challenges and, engaging with the citizens of Nottinghamshire, working with 

our staff, and acting as one leadership team, build a 21st century health and care system that we can all be proud of.  In the rest of this executive summary, 

we explain the challenges, our approach to overcoming them, and how we will deliver. 

 

What challenges do we face? 

Working together and listening to our citizens we have identified the main challenges across all ages and across mental and physical care needs. We know 

that the foundations of lifelong health and wellbeing are usually established as children and adolescents and it is therefore important to support children 

and families to make healthier choices. 
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Health and wellbeing  

 

• The proportion of local people living in ill health is growing, and while people are living longer, an increasing proportion of their lives is spent in ill 

health.  Our healthy life expectancy is lower in Nottinghamshire than many other parts of England.  This is due to: 

- An increase in conditions such as diabetes, heart disease and respiratory disease that are often the result of lifestyle choices 

- A result of people living longer, with growing numbers of people with dementia or at risk of experiencing loneliness or social isolation 

• We have significant health inequalities, with more than one-quarter of our population living in the most deprived areas of England, and with 

Nottingham ranked as one of the most deprived city regions in the country.  These need to be reduced 

• There are big differences in deprivation levels across the city and county affecting older people and children and young people, and a concentration 

of higher levels of economic deprivation in Nottingham City, Mansfield and Ashfield 

Care and quality 

 

Access to care - Nottinghamshire is among the worst performers in the following areas: 

• We consistently fail to meet the target for 95% of people arriving at A&E being seen and treated within four hours 

• Our ambulance response times are lower than the national average 

• Waiting times for treatment for cancer are higher than the national average 

• Nottinghamshire has a higher rate than the national average for people with learning disabilities or autism being admitted to hospital 

• Young people with mental health needs are receiving care within 10-13 weeks of being referred, against an aspiration of four weeks 

• Access times to see a GP vary significantly across Nottinghamshire 

 

Quality of care - we have wide variation within Nottinghamshire in the following areas: 

• The numbers of people with long-term conditions aged under-75 who die from preventable conditions is higher than the national average in 

Nottingham City but not Nottinghamshire, and the number of excess deaths in general for people under-75 is also higher than the national average 

• Our providers have good/outstanding regulatory ratings, but Sherwood Forest has a ‘requires improvement’ rating and is continuing to work to 

inprove the quality of services it provides. 

• Our social care performance includes some of the best in the country, but we are facing sustainability challenges, particularly in the care at home 

market 

 

Finance and efficiency 

• While demand is growing, healthcare services are receiving small budget increases, while social care faces significant decreases 

• If we do nothing next year, we are forecasting an overall system gap of £314m for the local authority social care and public health budget. 
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• By 2021, this would grow to an an overall system gap of £628m for the local authority social care and public health budget 

• Closing this gap would require a reduction of 4.5% in spending growth every year against our historic performance of 2%. 

 

How will we address our challenges? 
 

We recognise that the way care is delivered has changed for citizens in the last decade.  Many of these changes might not have been expected, such as 

people safely returning home the same day after having a major operation or soon after giving birth, where previously they would stay in hospital for many 

days.  People with long-term conditions such as diabetes are now able to monitor and manage their health independently at home using technology.  In 

other areas we know that we have not managed to change the system as successfully, with people spending time in hospital when they do not need the 

specialist care of a specialist but do not have the timely support available to allow them to remain in their own home. Another example is people returning 

to outpatient clinics when their care could be provided locally. 

 

At a high level, we have to continue to drive change supported by six main aims in order to reach our goals and overcome our challenges: 

• Organise care around individuals and populations - not organisations - and deliver the right type of care based on people’s needs, for example:,  

o Help those who are largely well today (most of the population) stay well through prevention and health education and manage minor issues 

themselves in so far as it is possible  

o Help those with a complex or advanced long-term condition that needs professional expertise and support to be as enabled as possible to 

manage their own care, to have an identified system to escalate care quickly in the event of exacerbations, and to have regular monitoring 

to identify changes in their health and social care needs as early as possible 

• Help people remain independent through prevention programmes and offering proactive rather than reactive care, which will also reduce avoidable 

demand for health and care services 

• Support and provide care for people at home and in the community as much as possible – which implies shifting resources into those settings - and 

ensure that hospital, care home beds, and supported housing are available for people who need them 

• Work in multi-disciplinary teams across organisational boundaries to deliver integrated care as simply and effectively as possible 

• Minimise inappropriate variations in access, quality, and cost, and deliver care and support as efficiently as possible so that we can maximise the 

proportion of our budget that we spend on improving health and wellbeing 

• Maximise the social value that health and social care can add to our communities 

 

At a more detailed level, our approach will be to drive change in five high-impact areas, supported by continuous improvement in housing and 

environment, acute services, and system efficiency and effectiveness, and enabled by workforce and organisational development, estates utilisation, and 

proactive communication and engagement.  These are each described below: 
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Five high-impact areas: 

 

1. Promote wellbeing, prevention, independence and self-care 

Our main focus is to prevent illness, disease and frailty to enable our citizens to live healthy and independent lives. We will tackle inequalities in health by 

targeting our support to those individuals and communities where ill-health and the occurrence of unhealthy lifestyles is greatest.  We will measure our 

success by increases in healthy life expectancy, a reduction in inequalities across population groups, and supporting people to live healthy lifestyles. This will 

result in: 

• An increase in healthy life expectancy of three years by 2020/21 through a reduction in the occurrence and severity of disease.  This will be delivered by 

systematic efforts to support people to improve their health and wellbeing through lifestyle changes, such as reducing smoking and harmful drinking, 

and improving mental wellbeing, including: 

o Decrease the prevalence of smoking from 24.2% to 18.8% (city) and from 17.1% to 15.2% (county), with separate targets for pregnant women 

o Reduce levels of overweight and obese children aged 10-11 (from 37.9% to 35% in city and 31% to 28% county) and adults (from 62.3% to 59.3% 

city and from 67.3% to 65.5% county) 

o Reduce rate of alcohol-related admissions from 927.5 to 696.1 (city) and from 653.9 to 585.9 (county) per every 100,000 citizens 

o Reduce organisational staff sickness absence rates 

• A reduction in avoidable demand for health and care services by promoting independence and self-care, including through improved information and 

education and greater use of technology 

• Reduction in health inequalities across the STP by reducing the slope index of inequality (mortality from causes considered preventable) from 206.6 to 

167.8 

• Increase in population levels of physical activity and good diet and nutrition including breastfeeding, and mental wellbeing  

o Reduce levels of physical inactivity to 25.6% (city) and 26% (county) 

o Increase breastfeeding rates from 48.6% to 51.6% (city) and 39.8% to 44.4% (county) 

 

2. Strengthen primary, community, social care and carer services 

We aim to ensure that our communities are supported to stay healthier for longer, and that when they are at risk of becoming unwell they are able to swiftly 

access consistent levels of care that is organised around their needs. Increased levels of access to integrated primary, community, mental health and social 

care services will help people to live longer, healthier and more independent lives. It will also offer much needed support for carers, reduce the pressure on 

general practice and reduce the number of people requiring hospital services. This will result in: 
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• Swifter access to general practice, which will be available 8am-8pm, seven days a week 

• Better quality of life for older people and people with long-term conditions 

• Reduced numbers of avoidable hospital admissions 

• Increased early detection of illnesses, in particular in cancer and dementia 

• Reduced instances of waste and patient harm from poor medicines management 

• More people dying in accordance with their wishes as a result of better end-of-life planning 

• A more multi-skilled and empowered workforce not limited by traditional boundaries 

• A net savings of £50m by 2020/21 

 

Through the above, and other objectives, we will reduce the number of emergency admissions in our hospitals (for example, 30% in south Nottinghamshire 

and 19.5% in mid Nottinghamshire), we will reduce our prescribing costs by 2%, and increase to 40% the number of citizens with diabetes meeting treatment 

targets. We will be in the top 25% of areas for citizen satisfaction with GP opening hours, those recommending their practice, and those with a same or next 

day contact. We will be in the top 25% of areas for numbers of older people remaining at home 91 days after discharge from hospital. 

 

3. Simplify and improve urgent and emergency care 

 

We aim to support citizens to access the most appropriate advice or service for their urgent care needs, minimising disruption for citizens and their families. 

For those with more serious needs, we aim to provide a service that can respond rapidly to meet those needs, whether in the community or hospital, 

ensuring that patients receive the best possible care and return home as soon as they are well enough. This will result in: 

• More people able to self-treat as a result of improved quality of information and support available  

• Fewer people arriving at hospital as a result of improved access to urgent care in settings other than A&E, such as general practice or pharmacy 

• Timely and safe care for those needing hospital-based urgent and emergency care as a result of swifter access to a senior clinician on arrival at A&E 

• People who are admitted to hospital able to return home sooner as a result of more effective processes for discharging patients 

• A net savings of £16m by 2020/21 

 

First and foremost, at least 95% of our citizens attending A&E will be seen and treated within  four hours. Additionally, we will reduce the total number of 

emergency admissions by 5% via improved navigation of our citizens and workforce to appropriate services, reduce mental emergency attendances and re-

admissions over the next two years by 10%, and we will reduce 200 beds in our acute setting by providing better alternatives for our citizens who are 

medically fit to leave the hospital but currently do not have enough support in the community or at home. 

 



11 

 

4. Deliver technology enabled care 

 

We aim to use technology to help citizens stay healthy and manage their own care, and to help clinicians and other staff deliver care more efficiently. This 

will result in: 

• Improved access to information for citizens, including about the availability of services and to all records and relevant self-care information  

• Patients and service users no longer required to repeat the same information multiple times to different health and care professionals 

• Clinical and care staff able to access and share information to support individuals’ health and care needs. 

• Availability of new technologies to support independent living, care at home and better self-management of conditions 

• Savings of £3m per year by 2020/21 as a result of making better use of technology 

 

5. Ensure consistent, evidence based pathways in planned care  

 

Early diagnosis of illnesses and health conditions can improve outcomes and reduce costs of treatment. This is particularly true of cancer and other long-

term conditions. Through early diagnosis we will support citizens to manage their condition and prevent deterioration. Much of this support can be given 

close to home in a community setting. Where specialist treatment is needed in a hospital or specialist centre, consistent pathways will ensure that patients 

receive the most appropriate treatment and are supported to return to their place of residence quickly following treatment. This will result in: 

• Fewer people diagnosed with cancer or an underlying medical condition through the urgent and emergency care system 

• The 18-week referral-to-treatment time for routine planned care will be consistently achieved by ensuring that the right patients are referred for 

specialist care 

• All national standards on waiting times for cancer diagnosis and survival rates will be achieved 

• Improved outcomes for people who have hip and knee replacements 

• Reduced avoidable admissions for people with musculoskeletal disorders 

• Savings of £21m by 2020/21 

 

As a result, we will reduce gastro and cardiology outpatient appointments by 23% by 2018/19, reduce unnecessary ophthalmology referrals ensuring 

patients have access to the most appropriate service without delay, provide community ophthalmology closer to home allowing hospitals to treat the most 

serious conditions, and achieve a 9% reduction in musculoskeletal outpatient referrals. 
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Three areas for continuous improvement: 

Improve housing and environment – it is critical that our citizens, particularly those with complex needs, have suitable accommodation that keeps them 

safe and secure. We will work with our partners to establish clear housing standards and to offer suitable housing while improving engagement of the 

housing workforce on health issues. We will also use the collaboration made possible by our broader focus to support health and wellbeing by considering, 

for example, the built environment, leisure and open spaces, as well as co-ordinating the use of regulation to improve health outcomes, such as licensing 

and air quality.  

Strengthen acute services – Nottingham University Hospitals NHS Trust and Sherwood Forest NHS Foundation Trust will work together to manage the 

pressures and changes that are impacting on acute hospitals. This will assure the ongoing provision of clinically safe, high quality, acute and specialist care 

for the citizens of Nottingham and Nottinghamshire. Our hospitals will be reshaped in response to the changes brought about as we increasingly provide 

appropriate care in the community. 

Drive system efficiency and effectiveness – ensure the health and care system operates as efficiently and effectively as possible in order to reduce waste 

and reduce unnecessary variation in the way we deliver care, for example in how regularly older people at risk of falling are assessed, advised and 

supported, to ensure we spend as much of our money as possible on improving the health and wellbeing of our populations. 

Three main enablers: 

Future proof workforce and organisational development - we have more than 40,000 highly committed health and care colleagues.  Re-designing our 

workforce is essential for the successful delivery of our plan by working together as a system and with our citizens. Through this we will strengthen the 

current workforce by introducing new roles, supporting areas where there are shortages, improving integration across sectors and organisations, and 

embedding approaches to prevention and supporting independence. Our strong relationships between employers, citizens and providers of education will 

help us to promote local engagement, employment, education and training to support long term sustainability that gives greater flexibility to deliver 

workforce changes more responsively.  

Maximise estates utilisation – working across the system and breaking down organisational barriers to improve how we use our estate to release money 

tied up in buildings and maintenance. We will also work to ensure our buildings are fit for purpose and in the right locations to support the delivery of our 

high impact changes. Our estates strategy will deliver £20m saving to help support the financial delivery of our plans. 

Proactive communication and engagement - successful delivery of our plan will require us to ensure that local partner boards, councillors, the voluntary 

sector, staff and citizens understand its purpose and benefits and are fully engaged in making it a reality. It is essential that we harness our staff’s energy and 

commitment to support us in developing and delivering this plan. We want to involve our citizens in designing how we transform our system to enable them 

to be more independent and to shape the ways in which we deliver health and care services to deliver outcomes that matter to them. 
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Nottingham and 

Nottinghamshire 

STP Plan on a Page 
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How will we deliver? 
 

We acknowledge that delivering a programme of this scale at this pace is a major challenge, especially as it has not been done before in our system. We have 

reflected on and sought expert views on what it will take for us to succeed, and have committed to leading and working together in ways that maximise our 

chances of success. 

 

We recognise that delivering such an ambitious plan requires us to lead the system in a different way than we have done to date.  Our footprint is composed 

of many organisations with a history of both innovation and successful delivery, and we are proud of that.  But we need to shift from acting as organisational 

leaders trying to make the greatest contribution to health and wellbeing through our organisations, to acting as the leadership team for health and care in 

Nottingham and Nottinghamshire.  This means streamlining our governance arrangements to improve the speed and consistency of decision-making, 

developing a clear delivery infrastructure to support the changes taking place, and where needed, securing expert support to build the capabilities and 

capacity of our implementation teams.  We have started on this journey and are committed to seeing it through.   

 

At the same time, a core principle agreed by partners in our STP is that we are one health and social care system, with a shared responsibility to manage the 

whole system finances to meet the populations’ needs. In our plan we have set out the finances currently available across local authority and NHS 

organisations until 2021 and with our citizens we will determine the right mix of services for the population according to need and achieving the best 

outcomes. We will work together to make the best use of the public purse and ensure that we meet the ambition of our plan at a local level. 

 

We also need to do further detailed planning and engagement in the weeks ahead, in the following areas: 

 

1. We need to rapidly complete more detailed analysis and planning in some areas to confirm costs and the detail in these plans. This needs to take place 

in time for us to ensure that our operational plans for the next two years are deliverable and developed from a sound basis with the appropriate 

resources allocated to them 

 

2. We need to continue to complete the good work that has developed a vision and modelling for our future workforce requirements. At its core, this will 

involve a cultural shift towards much more collaborative working across organisational and professional boundaries, as well as ensuring that we address 

any projected recruitment and retention challenges 

 

3. As we set about delivering our plans, we need to confirm the measures which will close our financial gap in 2017/18 in order to support the longer 

term transformation. We therefore need to sequence our work in a way that allows us to make swift progress in year one 
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4. One of the key risks to our ability to deliver proposed changes is the financial gap that is still forecast for children’s and adult social care and public 

health. We need to find a way to bridge this gap or we risk failing to prevent the required numbers of hospital admissions when people could and should 

have been better looked after at home 

 

We intend to make swift progress addressing each of these areas between now and the end of 2016. 

 

There is much to do, but equal levels of determination to get there, because we know how much positive difference we can make to deliver a healthier 

future for citizens, from birth and early years through to adult care, older people’s care and end-of-life. 
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1- Health and Care in Nottingham and Nottinghamshire  
 

The Nottingham and Nottinghamshire Sustainability and Transformation Plan (STP) summarises work undertaken jointly by local health and care 

organisations to set out the changing nature of local people’s health and care needs, and how our local services need to evolve to meet those needs in the 

future. 

 

People 
Our STP is focused on our entire population from birth to the end-of-life. The total population of Nottingham and Nottinghamshire is 1,044,934 (resident 

population) with a similar age structure to England. The population is predicted to increase by 2.7% to 2020-21. These increases are more apparent in people 

aged 0-14 years (5.1%), and people aged 65 years and over (4.9%), with greater increases in the 85 years-plus population (16.3%).  

 

The rapid growth of the over-65s population in Nottinghamshire brings challenges to the sustainability of the health and care system, with the average 

spend being significantly higher than any other age group. This adds considerable cost pressure, particularly around care for long-term conditions (LTC) and 

dementia. Pressures from LTCs are not limited to the ageing population - with younger people in Nottinghamshire living a large proportion of their life in 

poor health. There are stark differences in the rates of occurrence of disease between different groups which lead to substantial inequalities in health in our 

population. Further details on our population, including the impact of the growing numbers of younger people, are available in our Joint Strategic Needs 

Assessments.1  

 

Place 
There are some exciting opportunities arising through developments in the local area to attract and retain our workforce. At the heart of the East Midlands, 

Nottinghamshire is synonymous with the development of health and life sciences. Nottingham is the birthplace of Jesse Boot, and the global Boots brand. It 

was in Nottingham that Ibuprofen was created and where a Nobel prize was awarded for Sir Peter Mansfield’s work on magnetic resonance imaging (MRI). 

We benefit from a highly regarded and well-established Medical School, a national leader in teaching, learning and development. We have a similarly highly 

regarded Pharmacy School, and excellent academic links to the pharmaceutical industry. With two thriving universities and a university hospital, we benefit 

from world-leading research, and with the East Midlands Academic Health Science Network and CLAHRC East Midlands both located in Nottingham we 

ensure that new developments from research and innovation can be adopted and spread quickly into service improvements for citizens. In MediCity and 

BioCity, we have burgeoning tech and bioscience sectors. We will therefore harness the skills and resources that our city and county uniquely provides to 

apply a particular focus to innovation in our STP; systemising and spreading the benefits of the many new technologies, services, products and ways of 

working that have been developed locally. 

                                                           
1 https://nottinghaminsight.org.uk/insight/nottinghamhome.aspx  
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Organisations 
Our STP footprint comprises six CCGs, and a unitary and two-tier local government structure with a city council, and a county council with seven district 

councils. There are two major acute trusts and two transformation partners. There is a large mental health trust (Nottinghamshire Healthcare NHS 

Foundation Trust) and the local authorities both commission and provide 

services. There are a myriad of smaller health and care providers across all 

sectors (including primary care, pharmacy, dental and care sector). There are 

also two well established Health and Wellbeing Boards – city and county. The 

two transformation programmes are: Greater Nottingham Health and Care 

Partners (consisting of partners across Nottingham city and south 

Nottinghamshire) and the Better Together alliance in mid-Nottinghamshire.  

 

The statutory sector benefits from working alongside a very engaged and 

vibrant third sector, independent sector and community interest company 

providers. Engagement of all these organisations has been key to developing a 

clear vision that as a system we can coalesce around. 

 

As our STP develops, our commissioner and provider landscape will need to 

evolve to better meet the needs of our citizens. The landscape will need to be 

centred on place-based working in natural communities, in collaboration with 

general practice. It is likely that as population health arrangements arise, the 

landscape will simplify and the relationship between provider and 

commissioner will be more coherent. A move towards strategic 

commissioning, with integration of services at provision level, facilitated by a 

population health management approach and capitated budgets, will enable 

transformation of services. 

 

Bassetlaw as an associate to the Nottingham and Nottinghamshire Plan 

Bassetlaw forms part of the South Yorkshire and Bassetlaw STP footprint. However, the district of Bassetlaw is part of the Nottinghamshire Health and 

Wellbeing Board footprint, is coterminous with the boundary of Nottinghamshire County Council, and is provided with mental health and community 

services by Nottinghamshire Healthcare FT. Bassetlaw is also within the Nottinghamshire Transforming Care Partnership. Acute care is provided to citizens 

primarily by Doncaster and Bassetlaw Hospitals NHS Foundation Trust.  

 

Figure 1: Nottinghamshire local authorities, CCGs and core providers 
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Health and care transformation – building upon our successes 

The spread of our learning and experience will be crucial to our success. Vanguards will continue to set the pace for the rest of the system. We will be 

leaders in the development of new care models, and share evidence-based learning across Nottingham and Nottinghamshire.  

 

Common aims and objectives across the system 
There are a number of high impact areas which taken together will provide large-scale transformation for our citizens. However, we also understand the 

importance of local ownership – both by our care professionals and our patients/citizens and carers. Considerable energy has gone into communicating and 

engaging widely with partner organisations and stakeholders to gain support for the STP. Our strategic approach is tailored to the specific needs and 

challenges of each place. Our aims are ambitious and widely understood:  

• People will be supported to develop the confidence and skills to be as independent as possible, both adults and children 

• People will remain at home whenever possible. Hospital, residential and nursing homes will only be for people who appropriately need care there 

• Resources will  be shifted to preventative, proactive care closer to home 

• Organisations will work seamlessly to ensure care is centred around individuals and carers 

• Addressing mental and physical health and care needs of population collectively and making best use of  the public purse 

 

These objectives apply equally to people of all ages and those with mental and physical care needs. It is known that the foundations of lifelong health for our 

population involve tackling risks to health such as obesity, smoking, substance misuse, and poor sexual and mental health. These are commonly established 

in childhood and adolescence.2 Therefore it is essential that preventive activities supporting children and families are prioritised. 

  

                                                           
2 Chief Medical Officer of the United Kingdom, Our Children Deserve Better: Prevention Pays – Annual Report of the Chief Medical Officer 2012, London, 2012. Retrieved from 

https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2012-our-children-deserve-better-prevention-pays 
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2- Our gaps, their underlying drivers… 
 

Gaps 
Health & Wellbeing 

• Low Healthy Life Expectancy (HLE; a measure of physical and mental health and well-being): county LA for men is 62.1; for city LA, 57.8 (versus 63.4 

nationally); county LA for women, 62.8; for city LA, 58.4 (versus 64 nationally) (ONS, 2012-14). 

• Women in Nottingham can expect 23.2 years (or 30% of their life) in poor health. In Nottinghamshire, the equivalent is 20.2 years of poor health 

(24% of life). Men in Nottingham can expect 19.3 years (a quarter of their life) in poor health; men in Nottinghamshire can expect 17.4 years in poor 

health, or 22% of their average lifespan. 

• Inequalities in HLE: 22.5 year difference in HLE for women and 22.9 for men between areas with lowest (Nottingham) and highest (Rushcliffe) HLE 

(ONS, 2012-14). 

 

Care & Quality 

Nottinghamshire is a national outlier (among the worst performers) in the following areas: 

• People with a learning disability or autism receiving inpatient care: 70 per million, in the worst quartile nationally (NHS England, January 2016) 

• A&Etarget: 4 hour target 74.7% (NUH) and 93.7% (Sherwood Forest) versus national average of 90.3% and target of 95% (Trust data, Q1 2016-17) 

• Ambulance Red 1 and 2 response times within 8 minutes: below national average of 68% for 5 of 6 CCGs and all 6 CCGs (Trust data, January 2016) 

• Cancer <31 day wait from diagnosis to first treatment: all 6 CCGs have worse than national average of 97.5% (NHS England, Q1 2016-17) 

• Mental health referral-to-treatment times for under-18s: 10-13 weeks across county against an aspiration of 4 weeks (Trust data, 2014-15) 

• Average length of stay for elective and non-elective procedures in elderly: worse than national average for Mansfield & Ashfield CCG in patients over 

80 years of age at 4.88 and 7.98 days, respectively (versus 4.61 and 7.42 national averages) 

We have wide variation (best-worst) between parts of Nottinghamshire in the following areas: 

• GP access: 43-48% of patients in 4 CCGs had same-day access to nurse or GP performing below national average (Public Health England, 2014-15) 

• A&E cancer diagnosis rate: Mansfield & Ashfield CCG performs below national average: breast 7% (versus 4%); lung 40% (37%) (Public Health 

England, 2006-13) 

• Cancer <62 day wait from referral to first treatment: Newark and Sherwood CCG, and Nottingham West CCG perform below national average of 

82.2% (NHS England, Q1 2016-17)  

• LTC under-75 preventable mortality rates: below national average in Nottingham City LA but not County LA, e.g. 73.5 CVD-related deaths and 30.4 

respiratory-related deaths per 100,000 in City versus national averages of 49.2 and 17.8 (Public Health England, 2012-14) 

• Excess under 75 mortality rate in adults with serious mental illness: 457 deaths per 100,000 in City LA and 370 in County LA versus 358 nationally 

(Public Health England, 2014-15) 
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• Care Quality Commission (CQC) ratings: across health providers, the majority have good or outstanding regulatory ratings but Sherwood Forest 

Hospital Trust has a rating of inadequate and a quality improvement plan is in place 

• Excess medical/surgical admissions: in Nottingham City CCG 38% are excess for those 65 and over whereas only 18% are excess for Rushcliffe CCG 

(Milliman, 2014-15) 

Finance & Efficiency 

• Financial gap increasing to £628M by 2021, of which £473M is NHS gap, with £314M gap by 2018 

• Avoiding this gap would require a reduction of 4.5% in spending growth every year versus our historic performance of 2% 

  
Underlying drivers 
Demographic factors increasing demand / activity: 

• Between 2016 and 2021, the population of citizens aged 0-17 is estimated to increase by 5.1% (ONS, 2014 and 2016) 

• Increase of 10.9% in the number of people in Nottinghamshire with a learning disability from 2013-14 to 2014-15 (NHS Digital, 2015) 

• Population aging and living longer with ill health:  

o over-85s projected to grow by 16.3% from 2015-16 to 2020 (ONS, 2015) 

o 3 CCGs in upper quartile nationally for prevalence of cancer and dementia 

• Unhealthy lifestyles impacting on people’s health and wellbeing: 

o High adult smoking prevalence and persistence inequalities (city 24.2%, county 17.1%, NHS England 2014) 

o 16.5% maternal smoking delivery (bottom quartile nationally) (NHS England, Q3 2015-16) 

o High levels of alcohol related admissions (related conditions) with the city the worst performing area in the country (city 927, county 653 per 

100,000 NHS England 2014-15) 

o 32.7% children aged 10-11 classified as obese or overweight (NHS England, 2014-15) 

• Rising citizen expectations around the quality and location of care 

Real and/or perceived problems with accessing primary care: 

• Avoidable A&E activity growing, with 3 CCGs above national average for ambulatory care-sensitive condition admission rates in 2014 and 2015, 

versus 2 in 2013 (NHS Digital, 2013-15) 

• Primary care workforce: 0.61 per 1,000 population and in the worst quartile with variation across the footprint (NHS England, 2015) 

Workforce and community resources unable to keep up with demand 

• Rising demand for mental health support 

• Social care spending: 

o In Nottinghamshire County LA, there are upcoming elections, which creates some uncertainty. For example, in 2016 the government allowed 

councils which provide social care to adults to increase council tax by up to 2% (the social care precept, which is ~£6M locally). This is agreed 
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under the current administration until 2018 but remains a local, politically driven decision, alongside challenges to funding with reductions in 

central government support   

o Core spending in Nottingham City LA is forecast to decrease by 5.1% between 2015-16 and 2017-18, and by 4% in Nottinghamshire County 

LA (Department for Communities and Local Government, 2015)  

Unwarranted clinical variation in treatment pathways 

• If current performance were standardised to top national quartile, there would be savings of ~£5M in outpatient appointments, ~£4M in emergency 

admissions, and ~£0.6M in surgical thresholds (NHS Better Care, Better Value, Q2 2015-16) 

Organisations that are individually successful and pioneering but with little experience working at the footprint level 

• Historically successful and innovative individual organisations 

• Comparatively little experience working across the footprint, further complicated by some difficult contracting experiences 
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2- …and our approach to closing them 
 

We recognise that the way care is delivered has changed for citizens in the last decade.  Many of these changes would not have been expected. For example, 

people safely returning home the same day after having a major operation or soon after giving birth,  previously they would stay in hospital for many days.  

People with long term conditions such as diabetes are able to monitor and manage their health independently at home using technology.  In other areas we 

know that we have not managed to change the system as successfully, with people spending time in hospital when do not need the care of a specialist but 

who could not get the right support or support quickly enough to allow then to remain in their own home or people returning to outpatient clinics when 

their care could be provided locally. 

 

At a high level, we have to continue to drive change along six main aims in order to reach our goals and overcome our challenges: 

• Organise care around individuals and populations –not organisations—and deliver the right type of care based on people’s needs.  E.g.,  

o Help those who are largely well today (most of the population) stay well through prevention and health education to stay well and manage 

minor issues themselves in so far as it is possible;  

o Help those with  complex or advanced long-term conditions that need professional expertise and support to be as enabled as possible to 

manage their own care, to have an identified system to escalate care quickly in the event of exacerbations, and to have regular monitoring 

to identify changes in their health and social care needs as early as possible 

• Help people remain independent through prevention programmes and offering proactive rather than reactive care, which will also reduce avoidable 

demand for health and care services 

• Support and provide care for people at home and in the community as much as possible –which implies shifting resources into those settings—and 

ensure that hospital, care home beds, and supported housing are available for people who need them 

• Work in multi-disciplinary teams across organisational boundaries to deliver integrated care as simply and effectively as possible 

• Minimise inappropriate variations in access, quality, and cost, and deliver care and support as efficiently as possible so that we can maximise the 

proportion of our budget that we spend on improving health and wellbeing 

• Maximise the social value that health and social care can add to our communities 

 

At a more detailed level, our approach will be to drive change in 5 high-impact areas, supported by continuous improvement in housing and environment, 

acute services, and system efficiency and effectiveness, and enabled by workforce and organisational development, estates utilisation, and proactive 

communication and engagement.   
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3- Our priorities and ‘plan on a page’ 
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4- High impact areas 

High impact area 1: Promote wellbeing prevention, independence and self-care  
Why is this important? 

Both the length of life (life expectancy) and the time spent in good health (healthy life expectancy) have increased over time for our population.  

However, life expectancy is increasing at a faster rate than healthy life expectancy meaning that our population is spending a greater proportion of its 

total life in poor health.  This has implications for both individuals – due to an increased proportion of life spent with illness and disability – and our 

system - due to associated health and social care costs.  There are also major inequalities in the time spent in good health. For example, across the STP, 

women and men live 22.5 and 22.9 years more in good health in Rushcliffe compared to those living in Nottingham City. 

 

What is our aim? 

Our aim is to close the health and wellbeing gap in healthy life expectancy and to move the local system towards sustainability by reducing the 

requirement for health and social care services. Our main focus is to prevent illness and disease to enable our citizens to live healthy and independent 

lives. Where ill-health does occur or citizens become frail, our proactive approach to prevention will minimise its severity and we will support 

individuals to self-care and live independent lives, reducing demand on statutory services across the system.  We will tackle inequalities in health by 

targeting our support to those individuals and communities where ill-health and the occurrence of unhealthy lifestyles are greatest.  We will measure 

our success by increases in healthy life expectancy, a reduction in inequalities across population groups and supporting people to live healthy lifestyles. 

 

What will be different in 2020/21? 

• An increase in healthy life expectancy of 3 years by 2020/21 through a reduction in the occurrence and severity of disease.  This will be delivered by 

a systematic up-scaling of efforts to tackle unhealthy lifestyles such as smoking and harmful drinking, and improving mental wellbeing, including 

supporting our children and young people to make healthy choices  

• A reduction in demand for health and care services by promoting independence and self-care as a result of optimising peoples strengths and 

abilities at an early point as well as providing targeted support and education within communities and resilient services available to assist. This will 

be achieved by cultural change of staff, citizens and carers, improved community resilience and improving the quality and timeliness of advice and 

information 

• Reduction in health inequalities across the STP  by reducing the slope index of inequality (mortality from causes considered preventable) from 

206.6 to 167.8 

• Reductions in the prevalence of risk factors including smoking, obese/overweight, alcohol consumption at a level which causes harm: 

o Decrease the prevalence of smoking from 24.2% to 18.8% (City) and from 17.1% to 15.2% (County) –in the general population, with 

separate targets for pregnancy, routine and manual workers 

o Reduce levels of overweight and obesity in children, aged 10-11 (from 37.9 to 35.0 in City and from 31.0 to 28.9 County) and adults 

(from 62.3% to 59.3% City and 67.3% to 65.5% County) 
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o Reduce rate of alcohol related admissions to hospital from 927.5 to 696.1 (City) and from 653.9 to 585.9 (County) rate per 100,000 

citizens 

o Reduce organisational staff sickness absence rates 

• Increase in population levels of physical activity and good diet and nutrition including breastfeeding, and mental wellbeing  

o Reduce levels of physical inactivity from 29.1% to 25.6% (city) and from 26.9% to 26.0% (county) 

o Increase breastfeeding rates from 48.6% to 53.1% (city) and from 39.8% to 46.3% (county) 

o Increased uptake of NHS health checks from 50.0% to 55.8% (city) and from 54.8% to 56.6% (county) 

o Reduce the proportion of low birth weight term babies from 3.07% to 2.08% (city) and from 2.89% to  2.12% (county) 

 

What will we achieve in the first two years? 

• Deliver tobacco control and alcohol harm reduction activities up-scaled across organisations as two initial areas of focus 

• Greater system commitment to the prevention agenda including protection of the current c. £80m City / County investment in Public Health and 

prevention.  Of this investment £13m (16%) is invested directly in activities supporting healthy lifestyles – smoking, alcohol, physical activity, diet 

and nutrition and obesity - identified as priorities in the STP over the 5 years 

• Strengthen system leadership and drive cultural change through all partner organisations to achieve effective prevention and promotion of 

independence and self-care 

• Secure additional recurrent investment in core prevention and healthy lifestyles to delivery systematic and up-scaled activities across the STP (total 

of £14.5m across the STP lifespan with £350k year 1, £1.35m year 2, £4.25m recurrently yr 3 – 5) 

• Improved access to information to promote self-care and independence by establishing a health and social care directories and ensure these are 

utilised by people across Nottinghamshire 

 

How will we achieve our 5 year vision? 

 

Strengthen system leadership and drive cultural change through all partner organisations to achieve effective prevention and promotion of 

independence and self-care 

• Develop the commitment of our system leadership and organisations to support the prevention of ill health and disease 

• Develop STP partners to be exemplar employers that facilitate health and wellbeing at work (the health and wellbeing of staff employed by health 

and care providers is improved through meeting the three indicators outlined in the 2016/17 CQUIN and delivery of the Wellbeing at Work 

programme) 

• Deliver a set of key messages and responsibilities that are being communicated across organisations and through staff to promote independence, 

support people at home and enable self-care, and provide the tools at work that support staff working with people in practise 

• Continue the work of STP partners on agreeing a common risk framework to support  front-line staff to make decisions on how to support people to 

continue living at home and make their own decisions about taking positive risks and having control and management of the consequences 
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Strengthen and deliver the core activities for the prevention of ill health and disease, and increase healthy life expectancy by 3 years 

• Develop system wide communications and a health promotion plan to ensure consistent prevention and healthy lifestyle messages across 

Nottingham and Nottinghamshire, targeted to at-risk groups 

• Ensure sufficient capacity within the system to deliver consistent and sustainable healthy lifestyle services and pathways to the STP population 

including stop smoking, alcohol and weight management services 

• Embed prevention and the promotion of healthy lifestyles and mental wellbeing as a core responsibility of all staff employed by STP partners  

 

Enhance health and well-being through new and wider approaches to promote independence, build resilience and expand levels of self-care 

• Build strong and resilient communities and people, using a co-produced approach to enable the expansion of the voluntary and community sector to 

deliver agreed strategic priorities 

• Adopt risk stratification processes to ensure that proactive preventative interventions are targeted at  people most at risk of losing independence 

and wellbeing, including vulnerable adults, people with learning disabilities, people with physical disabilities and people with mental health needs 

(link with Primary, Community, Social care and carers workstream). This includes finding individuals who could potentially be ‘at risk’ in the future 

from early indicators and providing targeted support and engagement to prevent crises 

• Ensure effective investment in early intervention and prevention services by coordinating across organisational boundaries  

• Provide comprehensive advice and information, promote technology based solutions for targeted information on self-care and develop ways for 

people to access and manage their own information 

• Integrate mechanisms for supporting self-care including establishing 15 community based service self-care hubs to provide face to face information, 

advice and guidance that supports people with long term conditions and social care needs to self-care and remain independent in the longer term. 

 

Overall, in addition to protecting our in current core prevention, healthy lifestyles and Public Health spend, we expect to invest a further £14.5m in core 

prevention over the next five years and all partner organisations have committed to ring-fencing this investment funding. For this new investment, we 

expect a return of £23m over the lifespan of the STP (£6.6m per year by year 5) by reducing ill health and therefore the demand for health and social care.    

This is in addition to the £95m of savings that will be achieved across the lifespan of the STP (£32m per year by year 5) through core prevention which will be 

realised by continuing the current investment through the Public Health Grants.     
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High impact area 2: Strengthen primary, community, social care and carer services 

Why is this important?  

Like other parts of the country, Nottinghamshire is continuing to see a growth in the number of people with long term conditions. Sometimes this is the 

result of unhealthy lifestyles; for example, the growing number of people expected to develop diabetes and heart disease; in other cases it is the result of 

an ageing population; for example, the growing numbers of people at risk of developing dementia or experiencing loneliness or social isolation. These 

factors, including poor mental health, are key drivers of inequalities in healthy life expectancy and life expectancy and there is more that we can do to 

address this through the provision of more consistent access to high quality primary and community care. In our discussion of these services, we use the 

term “General Practice” to refer to all primary care excluding prescribing and use the term “community care” to refer to the whole range of services 

across health and social care which are based in the community. 

 

What is our aim?  

Our aim is to build on learning from the three Vanguards in Nottinghamshire and the Integrated Care Pioneers to ensure that our communities are 

supported to stay healthier for longer, and that when they are at risk of becoming unwell, they are able to swiftly access consistent levels of care  that is 

organised around their needs. By doing this, we will help people to live longer, healthier, more independent lives; support carers; reduce the pressure 

across primary and community care (e.g. General Practice) and reduce the number of people requiring hospital services and the number of people 

receiving long-term care services and institutional care. 

 

What will be different in 2020/21? 

• Citizens and carers will be supported to maintain independence and manage their own conditions 

• Quality of life for people with long term conditions and for older people will be improved through integrated care arrangements across health 

and social care, and through promotion of independence and self-care 

• The workforce will be empowered to work outside traditional boundaries through a holistic approach to assessment, and capacity in the 

community will be built to address the need 

• Improved access to resilient primary and community based care (e.g. access to General Practice 8am-8pm, 7 days a week) 

• Significant reductions in unwarranted variation in the quality of care and health outcomes 

• 30% reduction in non-elective admissions in Greater Nottingham/South Nottinghamshire and 20% reduction in Mid Nottinghamshire, leading to 

£27m net savings in year 5, after reprovision costs in the community 

• Top 25% for older people remaining at home 91 days after discharge 

• 573 per 100,000 care home admissions for over-65s 

• 40% of citizens with diabetes meeting treatment targets 
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What will we achieve in the first two years? 

• Improve access to and resilience of primary and community care 

• Increase support for healthy lifestyle and secondary prevention for all people, and increase early identification of conditions, including cancer 

and dementia 

• Provide coordinated primary, community, mental health and social care support for people with high and emerging risk through multi-

disciplinary team (MDTs) 

• Improve self-care and management through information, education and use of technology 

• Enhance care to people in care homes through extended primary and community support 

 

How will we achieve our 5-year vision? 

Improve access to primary and community care, including mental health services and social care 

• Ensure all citizens have access to General Practice 8am-8pm, 7 days a week, designed around the needs of local populations 

• Use technology to enable citizens to book General Practice appointments and access advice online or through telephone consultations 

• Increase capacity and capability in community services so that people will have swift access to community services, particularly mental health, social 

care services and homecare to enable reduction of beds in acute care settings (described in High impact area 3: Simplify Urgent and Emergency 

Care).  

Improve primary and community care resilience 

• Support General Practice to develop into federations to achieve benefits from operating at scale 

• Support the development of the workforce, including through the expansion of their roles (e.g. therapists, community nurses, healthcare assistants 

and clinical pharmacists) 

• Accelerate implementation of the 10 High Impact Actions to relieve pressure on GPs and increase the proportion of their time that they are able to 

spend with patients  

• Upgrade and make more efficient our use of primary care and other NHS and local authority owned estate – including considering where co-locating 

services would make it easier to deliver swifter access to diagnostics and more integrated care 

Reduce unwarranted variation in quality of care 

• Increase early identification of chronic and episodic conditions, in particular in cancer and dementia, through empowering the workforce to identify 

and respond to early signs of disease and isolation 
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• Identify and reduce unwarranted variation in the quality of primary, community and social care, including by reducing variation in the management 

of people with chronic conditions 

• Standardise and monitor clinical thresholds for referrals from General Practice into secondary care to make sure that people consistently receive the 

right care for their needs (links to High impact area 5: Ensure consistent and evidenced based pathways in planned care) 

• Enhance medicines management to improve patient safety and avoid waste  through achieving prescribing standards and ensuring medicines are 

prescribed and managed in safe and cost effective manner, targeted medicine reviews to check that people are taking the right drugs and engaging 

the public in waste management 

• Increase the quality of end of life care planning so that more people die in the place of their choosing and fewer die in hospital 

• Ensure we meet new access and waiting time standards for mental health services, including access to psychological therapies and treatment for 

psychosis 

Increase the care and quality of life for people with long term conditions and for older people 

• Increase support for healthy lifestyles and draw on a broad range of data from health and social care to better identify people at risk of developing 

long-term conditions  

• Provide coordinated primary, community, social care and mental health support for people with high and rising risk through multi-disciplinary teams, 

operating across local integrated care team footprints 

• Improve self-care and management through information, greater use of assistive technology, support to carers, social prescribing and staff working 

to empower citizens 

• Build on the lessons from care home Vanguards to deliver enhanced primary and community care to people in care homes, including through use of 

technology and ensuring each care home is supported by a single general practice 

• Implement and expand access to Integrated Personal Commissioning (IPC) budget. We intend to become an early adopter in the NHS England IPC 

programme. 

 

Overall, this high impact area will produce net savings of £50m by year 5, mainly by avoiding unnecessary admissions and reducing the average length of 

stay. 
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High impact area 3: Simplify urgent and emergency care 

Why is this important?  

We know that today too many citizens in Nottinghamshire with both mental and physical urgent care needs end up visiting accident and emergency 

departments (A&E) as a result of not being aware of or not being able to access appropriate advice or services closer to home. In addition, waiting times 

to be seen in A&E are sometimes unacceptably long, and once admitted people spend longer in hospital than they need to before returning home due to 

the complexity of the transfer of care process. 

 

What is our aim?  

Our aim is to support citizens to access the most appropriate advice or service for their urgent care needs, minimising disruption for citizens and their 

families. For those with more serious needs, we aim to provide a service that can respond rapidly to meet those needs, whether in a community or acute 

hospital setting, ensuring that people receive the best possible care and return home as soon as they are well enough. 

 

There are two systems based around two A&Es, in Mansfield and Nottingham. In designing this future service, we are combining the best of the two 

urgent care systems, sharing lessons and examples of good practice in both directions. Significant gains have already been made in Mid Nottinghamshire 

in bringing together multi-disciplinary and multi-organisation teams to develop services, which has led to significant reduction in bed numbers (more 

than 100) through the mindset of discharge to assess. Greater Nottingham/South Nottinghamshire has benefitted from expert diagnostic work from the 

Emergency Care Improvement Programme (ECIP) and it is a priority for the whole STP to address remaining challenges.  

 

What will be different in 2020/21? 

• Improved quality of information available to people with urgent care needs 

• Improved access to urgent care beyond A&E through a shared front door 

• Timely and safe care for those who require hospital based urgent and emergency care 

• 6% reduction in A&E attendances 

 

What will we achieve in the first two years? 

• System redesign to enable reduction of 200 beds in acute hospitals over two years in NUH and 20 beds in SFH that are currently occupied by 

patients who are medically fit-for-discharge 

• Develop system leadership to enable a shared understanding of problems and coherence of actions 

• Improve capability to discharge from A&E and hospital settings 

• Operate single front door at A&E with streaming to primary care and ambulatory care pathways, including redirecting ambulance to primary / 

urgent care centre 
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• Establish clinical hub for patient navigation, linking to 111, OOH, signposting and booking into local services, increase ‘hear and treat’ and ‘see 

and treat’ 

• Through the implementation of the Urgent and Emergency Care (UEC) Vanguard in Greater Nottingham/South Nottinghamshire, we will capture 

net savings of £2.6m in year 1 and £3.5m in year 2 

 

 

How will we achieve our 5-year vision? 

Improve quality of information available to people with urgent care needs 

• Increase citizens’ awareness of how and when to best deal with their urgent care needs, by providing them with education and tools to support self-

assessment and self-care, and by encouraging them to use an enhanced 111 service able to provide them with the right advice about how to 

respond to their urgent care needs (e.g. self-care, pharmacy, GP or urgent care centre) 

• Improve the current 111 service by establishing a clinical hub that will operate across the whole of Nottinghamshire, offering a booking service for 

local urgent care services, and able to provide greater clinical input to decision making, including for people requiring mental health services 

• Building on the existing ‘Call for Care’ and mental health triage services, further develop a community based professional navigation service to staff 

across the system who need clinical input into their decision making, or who require advice about the availability of physical, mental health or social 

care services. 

Improve access to urgent care beyond A&E  

• Operate a ‘single front door’ at A&E, able to direct citizens to co-located primary care, ambulatory care or urgent care services, including those who 

arrive by ambulance 

• Integrate crisis response support with community services in order to provide a 24/7 rapid response service that is able to support people with 

urgent mental or physical needs at home or in community settings and prevent avoidable hospital admissions. 

Make sure there is timely and safe care for those who require hospital based urgent and emergency care 

• Ensure that staff providing urgent and emergency care (particularly in A&E) have access to patient’s records and care plans in order to ensure 

patients receive the most appropriate care for their needs 

• Ensure access to a senior opinion before patients are admitted to hospital via A&E in order to ensure that a hospital admission is required 

• Make sure there is access to relevant specialist opinion or assessment and diagnosis e.g. for patients admitted with mental health needs or frailty 

syndromes 
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• Improve patient flow in A&E and through the hospital by implementing the SAFER patient flow bundle and establishing protocols for specialty  

wards to receive patients directly following referrals from GPs or emergency departments 

Put in place more effective processes for discharging people from hospital  

• Establish a facilitated engagement and design process, based on patient cohorts (e.g. frailty) by forming a cross organisational team of clinicians to 

work together for the best care for each cohort of patients. The goal is to assess and standardise procedures to optimise flow from admission to 

discharge 

• Building on recent successes in Mid Nottinghamshire and advice from ECIP, commence discharge planning by multi-disciplinary teams as soon as 

patients are in a stable condition after being admitted to hospital and ensure that people are discharged back home or for a period of short-term 

assessment and diagnosis or further recovery in community beds as soon as they are medically fit 

• Enhance and scale up schemes to provide specialist intermediate care in citizens’ homes to reduce re-admission by providing home based support or 

rapid access to community based assessments 

 

Overall, this high impact area will produce net savings of £16m by year 5, combining the ongoing benefits from UEC Vanguard and the system redesign to 

provide greater support in the community releasing 200 beds in acute hospitals in the first 2 years 
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High impact area 4: Deliver technology enabled care 
Why is this important?  

We recognise the importance of utilising technology to best effect in order to maximise the potential of technology-enabled practice and care and 

assistive technology. Working together will ensure consistency across the system and improve the effectiveness of key pathways as identified in our High 

impact areas. We will maximise the use of telecare, telehealth and assistive technology to promote independence, self-care and to support positive risk 

management allowing  people to live independently. We will ensure that information and advice to enable prevention, self-care and wellbeing is 

available. We are leaders in the deployment of technology to support self-care and have had particular success in deployment of FLO telehealth 

technology to reduce the impact of long-term conditions and using technology to sustain independence for people living with dementia. 

 

What is our aim?  

Our aims are to be bold and maximise the value potential of information technology (IT) and Digital in care delivery, and use technology to help citizens 

to stay healthy and manage their own care, and to help providers deliver care more productively. 

 

What will be different in 2020/21? 

• Ensure all records are in digital form and are shared across all settings of the Care Community Portal  

• Enable online appointment booking and self-referrals to be electronic  

• Enable citizen access to all care records and relevant self-care information 

• Achieve savings of £3m per year by 2020/21. These savings are additional to those captured in the other high impact areas. 

• Increased usage of assistive technology by 20% each year 

 

What will we achieve in the first 2 years? 

• Share information for direct and indirect care (secondary) purposes to support the ambitions of the STP in other workstreams 

• Develop new, more efficient ways of working across health care through improved infrastructure 

• Support self-care and healthy living using technology, including the provision of information to support healthy lifestyles and citizens living with 

health conditions using web and mobile application technologies, in particular, to provide access to vital information 

• Measure successful adoption and change management aspects to ensure that Nottinghamshire providers of care are making the most of the 

opportunities that digital enablement can bring to improve diagnosis, monitoring and management 

• Implement priorities outlined in the Local Digital Roadmap 
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How will we achieve our 5 year vision? 

 

Share information in a way that makes citizen data available at the right place at the right time  

• Convert all records to digital versions with sharing across the system with digital as the default method of tracking citizen information, for example, 

all secondary care reporting will be digital (paperless) by 2020 

• Input all citizen records from all settings of care into a shared Care Community Portal (Portal)that can be viewed by clinicians involved in direct care , 

including data provided by local systems , and provide the option for direct input by users (i.e. clinicians) 

• Share data across all settings of care and update live with data from the Medical Interoperability Gateway (MIG) (below) which  allows secondary 

care providers to view primary care citizen information  and will be integrated with the Portal 

• Increase the number of users able to access MIG to cover all secondary and mental health providers  

• Collect data from across the system into one repository to give system-wide outcomes and performance tracking with citizen-identifiable data 

available only to GPs, but anonymised data available more widely for performance tracking, and combined with a desktop analytic tool 

(EhealthScope2) that allows users (e.g. case managers) to stratify citizens by risk and hence identify those that require early intervention  

• Implement Phase 2 of the GP repository for clinical care (GPRCC) to increase the amount of data from across the system collected in one place to 

give system-wide outcomes, performance tracking and risk stratification  

 

Improve infrastructure and communication tools  

• Provide necessary tools for remote access and mobile enablement of the workforce, including improved Wi-Fi access across the system for all sites 

and one Community of Interest Network 

• Improve inter-organisational communications by moving the whole system to a new mail system, allowing secure email and live chat between all care 

and support staff from each setting of care and later supplement with video. Transfers of care will be supported by secure, automated message 

exchange between all provider organisations using national standards 

 

Improve access to information for citizens 

• Enable all citizens to access own data from every setting in one place through the Community Portal tool with the option to share their data with third 

sector and carers. Data availability will be supplemented with targeted education/marketing programmes to drive citizen usage, coaching them on 

how to access, interpret and act on the information available to them 



35 

 

• Enable citizen access to self-care information and navigation via the expansion of self-care information sites with a focus on priority interventions 

(links with High Impact Areas on Primary, community, social care and carer services, and Urgent and emergency care) including a review of sites already 

available in Nottinghamshire and nationally 

 

Improve overall digital maturity  

• Perform Digital maturity assessment testing annually and publish the results 

• Set up workforce to identify variation in usage and weak areas including the roll-out of change management toolkits and frameworks to train staff 

and maximise impact of new technology 

• Develop system-wide toolkit including: process mapping, communication tools, training courses and early support tools 

Continually search for new technologies and implement to support independent living, care at home and better self-management of conditions 

• Increase the use of telehealth, including telecare and telemedicine. One prominent example in the footprint is Flo (text messaging) and MyGP24/7  

• Continue developing COVIRT: a “COPD virtual ward”.  

• Implement the use of new technologies; for example, wearable technology to allow for better self-care and empower patients to live independently. 

This is one of the key aspects of this High Impact Area and one that we are highly committed to further develop as part of the implementation phase 

 

Overall, this high impact area will require an investment of £19.25m (year 1), £34.25m (Year 2) and £27.25m (year 3) and will produce recurring savings of 

£1m (year 2) and £3m (year 3). These savings are additional to those enabled in the other High Impact Areas 
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High impact area 5: Ensure consistent and evidenced based pathways in planned care 

Why is this important? 

Early diagnosis of illnesses and health conditions can improve outcomes and reduce costs of treatment. This is particularly true of cancer and other long 

term conditions. Through early diagnosis we can support patients to manage their condition and prevent deterioration by making lifestyle changes or 

providing early interventions. Much of this support can be given close to home in a community setting. Where specialist treatment is needed at an acute 

hospital or specialist centre, consistent evidence pathways can also ensure that outcomes are good and patients are supported to return to their place of 

residence quickly following treatment. Demand on planned and cancer services is high, placing pressure on specialties and causing delays to diagnosis 

and treatment (e.g. Newark and Sherwood CCG and Nottingham West CCG perform below national average against the cancer waiting time target of a 

maximum 62 day wait from referral to first treatment.) 

 

What is our aim? 

We aim to provide planned care with minimum avoidable variations in timeliness, quality and cost, ensuring early diagnosis, information and support to 

patients and developing new models of elective care, with increased activity in the community rather than secondary care setting. We aim to improve 

the utilisation of our specialist services by focusing on complex care, with a reduction in duplicated activity and follow-ups that do not add clinical value. 

 

What will be different in 2020/21? 

• Citizens will be given more advice and support to manage their condition  

• More specialist advice and diagnostics services will be available to GPs and in the community to reduce unnecessary referral to hospitals and 

specialist centres 

• Fewer citizens will be diagnosed with cancer or an underlying medical condition through the Urgent and Emergency care system (e.g. in A&E) 

• The target times for referral to treatment times for routine planned care will be consistently achieved by ensuring that the right patients access 

the specialist at the right time with evidence based pathways 

• All national standards on Cancer waiting times diagnosis and survival rates will be achieved 

• Improved support for people recovering from Cancer  

• Improved patient outcomes for knee and hip replacement (e.g. PROMS EQ-5D) 

• Reduced excess admissions for citizens with musculoskeletal (MSK) problems 

• Reduced unwarranted variation to improve patient outcomes, create transparency and reduce costs 

• Reduced number of inappropriate secondary care referrals - reduction of 10,901 (9.8%) referrals by 2019 

• Reduce numbers of citizens in inpatient beds to no more than 36 by March 2019 

• Achieve access standards for early intervention psychosis service and IAPT 

• Referrals to treatment for mental health conditions in under-18s within four weeks 
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• Net savings of £21m realised by 2020/21 

 

What will we achieve in the first 2 years? 

• Increase in cancers diagnosed a stage 1 or 2 ensuring better outcomes investing £2.25m to improve access and recovery with a net saving of 

£1.7m by 2018/19 

• Implement NICE guidance and improve access to diagnostics for GPs to improve early diagnosis of cancer. Additionally, deliver the additional 

actions referenced in the “STP aide-mémoire for Cancer” 

• Standardise elective care pathways for gastro, cardiology, ophthalmology, reducing unnecessary referrals, ensuring earlier diagnosis leading to a 

net saving of £654k by 2018/19. 

• Develop a new integrated multidisciplinary model for MSK, improving experience, aligning pathways and reducing duplication and waste costs 

leading to a net saving of £5.65m saving by 2018/19 

• Reduce unnecessary attendances and provide alternative ways of providing follow up care in local GP surgeries or the community where clinically 

appropriate saving £7.3m by  2018/19 

• All in all, we expect net savings of £18.5m by 2018/19 

 

How will we achieve our 5 year vision? 

 

Standardise elective care pathways to achieve better value by reducing unwarranted clinical variation (in line with Monitor report “Helping NHS providers 

improve productivity in elective care”) 

 

• Improve primary and community care referral process 

- Streamline and standardise diagnostics in the primary care setting before referral to planned care to include explicit referral thresholds 

- Create individual clinician dashboards to detect and manage emerging variation in referrals practice 

• Improve elective specialist care services  

- Stratify patients by risk and assign lower-risk patients to less complex, possibly more customised pathways 

- Extend the responsibility of nurses and other staff to undertake routine tasks usually performed by doctors 

- Standardise procedures for planned care surgeries including pre-assessment on day of deciding to operate, secondary prevention,  planned 

discharge  (complex care) and admission on day of surgery  

- Optimise scheduling including e-rostering of surgical theatres to increase throughput 

- Proactively manage infections and scenarios for readmission 

- Implement standardised ward care and enhanced recovery procedures to reduce length of stay 
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Develop new models of follow-up care to improve patient experience and reduce unnecessary attendances at hospital 
 

• Embed an approach of risk stratification for follow up care in all specialties through greater integration between primary and secondary care to 

deliver optimum outcomes for patients 

• Support the delivery, review and follow-up  of care using new technology and information sharing building on local initiatives and national and 

international best practice such as the Medical Interoperability Gateway (MIG) to deliver a modern system of care 

• Develop and enhance the opportunity provided by the Advice and Guidance service to provide rapid access to specialist advice to support the 

management of care close to home 

• Introduce nurse/allied health professional-led, virtual follow-up  or no follow-up for routine patients and alignment of follow up intensity to patient 

risk profile wherever appropriate 

Implement the requirements of the Five Year Forward Vies for Cancer assuring the delivery of the constituent cancer waiting times  

• Work with other workstreams to increase prevention messaging and support across the systems (in line with High impact area 1: Promote wellbeing 

prevention, independence and self-care) 

• Diagnose more cancers earlier, through improved screening models, GP access to diagnostics (more diagnostic capacity – especially imaging and 

endoscopy) and theroll out of the Qcancer risk tool embedded in GP systems 

• Improve cancer treatments and care by introducing high-quality modern therapeutic services (e.g. personalised treatment informed by molecular 

diagnostics), tumour site pathways redesign, access to diagnostics in acute hospitals and commissioning the recovery package 

 

Develop innovative new models to transform the management and delivery of planned care  

• Design and develop a new integrated model of MSK care designed by clinicians and citizens 

• Develop patient care navigation system and patient decision aids for direct access to physiotherapy or cognitive behavioural therapy. e.g. to support 

patients with self-assessment and self-care 

• Deliver new models of planned care in the community that provide services closer to home which have clear pathways should referral to secondary 

care become necessary 

 

All in all, through the implementation of the above, we expect net savings of £21.5m by 2020/21 
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5 – Supporting workstreams 
 

Supporting workstream 1: Improve housing and environment 
Why is this important?  

For the full benefit of health and quality of life, it is critical that our citizens, particularly those who have a high level of need , have suitable 

accommodation that keeps them safe and secure. We will therefore work collaboratively to establish clear housing standards and offer suitable housing 

while improving engagement of the housing workforce on health issues. We will also use strategic planning policy more effectively to support health and 

wellbeing by considering for example, the built environment, leisure and open space provision, as well as co-ordinating the use of regulation to improve 

health outcomes, such as licensing and air quality. This theme is a key enabler to support our STP high impact areas.  

 

What is our aim?  

We aim to maximise the potential improvements in health and wellbeing by addressing the wider determinants of health such as housing standards and 

environmental factors. 

 

What will be different in 2020/21? 

• Improved standards and quality in private sector housing to meet the needs of citizens both now and in the future 

• People supported to live independently in adapted and appropriate housing to reduce demand for health and care services  

• Options for healthy takeaway food to allow citizens to have more control over their health 

• A planning system that takes full account of future health needs through the provision of green and open spaces to encourage participation in physical 

activity, quality adaptable housing and employment opportunities  

• Improved air quality in key hotspot areas in a way that has an impact on citizen health with an impact on reductions in mortality attributable to 

particulate air pollution from 6 (City) and 5.8 (County) to 4.7 

• Reduction in excess winter deaths index (3 years, all ages) to 14.5 (city) and 12.9 (county) 

• Reduce fuel poverty to 12.2 (city) and 8 (county) 

• Reduce fraction of mortality attributable to particulate air pollution to 4.7 

• Achieve savings of £2.4m per year by 2020/21 

 

What will we achieve in the first 2 years? 

• Develop and implement a common hospital discharge scheme across the STP footprint that supports citizens with housing needs to access safe and 

supported housing in a timely manner 

• Build on the Nottinghamshire ‘Warm Homes on Prescription’ scheme by identifying and targeting high-risk individuals, providing home energy 

assessments as well as advice, information and support 
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How will we achieve our 5 year vision? 

 

Support people to live independently at home 

• Provide timely, safe and supported home environments for people who are medically fit to leave hospital through a common discharge scheme  

• Deliver a common approach to home adaptations that create suitable and safe environments for people to live 

• Work with key partners to identify and implement a common referral pathway that supports people who would benefit from Assistive Technology in 

their home 

 

Improve private sector housing standards 

• Develop a Nottinghamshire 'Health and Housing Profile' that will allow better targeting of interventions towards those with long-term health 

conditions and who live in the poorest housing conditions 

• Implement a programme to remove the most serious hazards from the home environment through a combination of advice, support for repairs and 

enforcement 

• Expand the Nottinghamshire ‘Warm Homes on Prescription’ scheme, which will improve the thermal efficiency of homes inhabited by people with 

health conditions that are made worse by the cold 

• Support health professionals by establishing a single point of access for housing-related referrals, which will facilitate the delivery of timely and 

appropriate housing advice and assistance  

 

Provide healthy takeaway options 

• Ensure fast-food takeaways implement healthier methods of cooking and offer healthier food options on their menu by increasing the number of 

premises participating in the Healthier Option Takeaway (HOT) Campaign 

 

Integrate health into planning and development  

• Implement the ‘Spatial Planning for the Health and Wellbeing of Nottinghamshire and Nottingham’ Framework including embedding the Health 

Impact Assessment model within Local Planning Development and working on the development of supplementary planning guidance to ensure that 

large developments are subject to a Health Impact Assessment at the planning stage    
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Reduce health impact of air pollution (anthropogenic particles and nitrogen dioxide). 

• Develop and implement an Air Quality Strategy for Nottinghamshire that will drive positive action to reduce the impact and cost of air pollution on 

the population’s health 

• Develop and deliver a communications and engagement strategy to encourage positive behavioural change in a range of  diverse groups with varying 

priorities and differing health/economic consequences from air pollution 

• Prepare for proposed Nottingham Clean Air Zone (planned implementation in 2019), which will identify a range of actions to reduce emissions of 

nitrogen dioxide and particulates from road transport and other sources 

 

Overall, these initiatives will require an investment of £1.3m (year 1), £1.4m (Year 2) and £1.4m (year 3) and will produce recurrent savings of £3.8m (year 1 

onwards). These are additional to the ones accounted in other high impact areas. 
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Supporting workstream 2: Strengthen acute services 

 
Why is this important?  

In the Nottinghamshire health and social care system, hospital services are operating under severe pressure, particularly as a result of the demand for 

urgent and emergency care at hospitals. The system has an explicit intention to reduce this demand by investing in prevention, primary and community 

services.  Hospital services will be re-shaped to meet future demand.   

Nottinghamshire is a centre for the provision of tertiary (specialised) hospital services and the location of a Biomedical Research Centre (from 2017).   

The combination of substantial service re-design, supported by research and innovation will help us to close the care and quality gaps described earlier.    

What is our aim? 

To increase the effectiveness of prevention, primary and community services and thereby allow hospital services to be reshaped in response to the new 

level and character of demand.  Increased consistency of clinical practice in hospitals, and other efficiency improvements, will enable further reduction in 

the size and cost of our acute hospital services.  

What will be different in 2020/21? 

• Our acute hospital resource will be smaller, and fewer patients will be attending hospitals for acute general care.  The hospital estate still in use 

will be that of the highest quality.  

• Patients will be admitted to and remain in secondary or tertiary hospital care only for as long as they need it. 

• A greater proportion of care delivered by current secondary and tertiary clinicians will be delivered outside hospital facilities.     

• Pathways of care will avoid unnecessary duplication of assessment and inputs.  

• A higher proportion of patients will be offered the opportunity to participate in research.  

• Greater involvement by secondary and tertiary providers in encouraging self-care, prevention and well-being, including in mental health and 

resilience in patients, citizens and staff.         

• New models of care, and new paradigms for care across organisational boundaries supported by new financial and risk-sharing models.     

What will be different in the short term (2 years)? 

1. Necessary hospital  services that are not clinically or financially sustainable in their current location or delivery model  will have been developed 

and/or moved  to achieve  safe sustainability; 

2. Reduced numbers of patients attending and being admitted to acute hospitals;   

3. Made progress on reducing unwarranted variation in the way in which hospital services of all types are accessed and delivered; 

4. A number of collaborations on clinical and non-clinical support services in conjunction with other STP partners to deliver cost reductions. 

 

What will we do first? 

•  (NUH and SFH) Boards and CCGs will confirm their proposals about the scope of acute services.  

• Support commissioned specialised services  
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• Improve information sharing between partners  

• Develop business plans to maximise impact of technology on closing the health outcomes gap and for improving safety and experience, including 

in hospital (electronic prescribing), and technology-assisted living at home or in care homes.       

• Expand research (both publically funded and commercial), and encourage and embed innovation.   

 

 

How will we achieve our five year vision? 

 

Acute Services 

 

• Consolidation of acute services:  

SFH and NUH both acknowledge that they must make an important and joined-up contribution to the new models for urgent and non-urgent care outlined 

in this STP, driven by improved care quality and the need for clinical and financial sustainability. This will require integration of some services (already largely 

identified), close co-operation and joint working in some, and more independent services in others.  We will define a strategic partnership in line  with and 

supported by this STP to enable us to deliver this pattern of safe and sustainable services across Nottingham and Nottinghamshire.                

 

Specialised services and research 

 

• Specialised Services 

Nottinghamshire has a strong history of providing Specialised Services in both acute and mental health services (e.g. stroke, renal, neurosciences, cancer 

services & trauma services in the acute settings and Tier 4 CAMHS, gender dysphoria and high, medium and low secure services within the mental health 

setting). We will bring equity and excellence to the provision of specialised care and treatment, aligned with the priorities of NHS England. In selected 

specialties where NUH or NHCT has a particularly strong national or regional presence, the Trusts intend to expand market share and generate a limited 

additional revenue stream that will aim to make a net contribution to the STP economy. 

Acute specialised services, though based largely at NUH (hub) will be provided locally (spoke) to as great an extent as is consistent with safety, outcomes and 

affordability.  For some specialised services, partnerships will be required with organisations outside the STP footprint and with non-NHS organisations (eg   

St Andrews for the forensic pathway in mental health service provision). 
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 Research 

 

Nottinghamshire has a strong history of providing leading edge research and innovation (R&I), and they remain central to our ambition to deliver patient and 

economic benefit. Innovative, research-intensive organisations deliver better clinical outcomes for patients. Our ambition is to become a national leader in 

clinical research and innovation which is rapidly translated into patient care. Our ambition is also to become an outstanding clinical partner to academia, 

industry and local government and make Nottinghamshire a centre of excellence in research and innovation in which NUH and NHCT (and indeed all partner 

organisations) develop and support cutting edge research and innovation. Increasingly both publicly funded and commercial research activities will have a 

positive financial impact on the STP footprint. 

Our focus on R&I means that we are at the forefront of innovation improving efficiency and effectiveness of medical care and attracting clinicians who wish 

to work in such an environment. The success of the footprint’s research endeavour will help improve recruitment and retention issues (and thereby reduce 

premium pay costs) across its organisations.  NUH, in collaboration with a range of partners, was awarded £23.6million over 5 years in September 2016 to 

establish a Biomedical Research Centre (in 2017). This will drive innovation and internationally competitive research in therapeutic areas which are highly 

relevant to the health of our patients and public: gastrointestinal and liver disease, hearing loss and tinnitus, respiratory and musculoskeletal disease and 

mental health and technology.  
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Supporting workstream 3: Drive System Efficiency and Effectiveness  

Why is this important? 

We want to ensure that the system resources are used to improve health and wellbeing in the most efficient and effective way. 

 

What is our aim? 

Ensure the health and care system operates efficiently and effectively in order to reduce waste and unnecessary variation in the way we deliver care to 

ensure we spend as much as our money as possible on improving the health and wellbeing of our citizens. 

 

What will be different in 2020/21? 

In order to meet this objective, we will:  

• Reduce the running costs of our organisations by working more efficiently 

• Capture additional efficiency opportunities by collaborating across organisations 

• Make sure that we invest in programmes and procedures that have the best possible impact on improving citizens’ health and wellbeing 

• Eliminate differences in how we deliver care where those differences are not good for patients or service users  

• Accelerate digital transformation (see High impact area 4: Deliver technology enabled care) 

 

What will we achieve in the first 2 years? 

• Deliver individual organisational efficiencies 

• Progress Back Office Programme releasing £9.6m recurring savings 

• Develop and agree EMPATH Pathology Full Business Case 

• Deliver a focused joint local authority (County and City) programme to identify additional savings opportunities 

 

 



46 

 

How will we achieve our vision? 

Reduce the running costs of our organisations by working more efficiently 

• All NHS provider organisations will deliver at least 2% efficiency savings each year by running their organisations more efficiently 

• All NHS commissioning organisations will reduce their running costs by between 0.5-1% each year (separate from demand management initiatives) 

• Local authorities will deliver 5.8-9.5% efficiency savings 

• We will deliver a estates rationalisation programme (see Estates submission), leading to £27.2m savings by 2020/21 

 

Capture additional efficiency opportunities by collaborating across organisations 

• Consolidation of back office functions 

All NHS providers in Nottinghamshire are collaborating with each other to establish a partnership or shared service arrangement to provide financial 

transaction, payroll and procurement services to each other, which deliver leading practice at competitive market cost. 

• Capturing additional efficiency opportunities by collaborating across organisations 

All NHS STP organisations have participated in submitting 2015/16 activity and financial returns for the corporate areas.  These returns and supporting 

information are being shared between counterparties to allow performance benchmarking and to understand drivers behind differences in unit costs and 

output measures, with a view to informing where synergies can be achieved by integrating functions.  This information will be used to establish a planned 

trajectory for service development and cost reduction as part of the formation of the Nottinghamshire back office shared service. 

With regard to local authorities Nottinghamshire County Council is currently undertaking a review of corporate services, the outcomes of this review will be 

incorporated into the future model of corporate services consolidation.  Nottingham City Council utilise a mixed model of service delivery for corporate 

services including outsourcing of elements of finance, HR and payroll and collaboration on Procurement and Estates and Facilities. 

There have also been expressions of interest shown in the work that has been progressed from University of Leicester, Nottingham Citycare Partnership, 

NHCT, EMAS. These are now being explored. 
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• Pathology 

Pathology services are currently operated under a single management structure (EMPATH) supported by a Memorandum of Understanding between NUH 

and University Hospitals Leicester (UHL). Both Trust Boards approved the Strategic Outline Case for Building World Class Pathology Services in December 

2015.  

Work undertaken since then has concluded that there is significant opportunity for consolidation into a central laboratory of all GP activity and routine and 

specialist blood sciences, microbiology and molecular diagnostic activity with a turnaround time greater than 4 hours. 

Providing access to the latest equipment and IT in purpose built accommodation will allow pathology services to significantly improve the range and quality 

of their services to GPs, hospital consultants and other customers. It is also noted, an off-site hub would release 4000 square metres of space on Trust 

premises to support reconfiguration of each Trust’s estate. 

 

The net annualised financial benefits are will be assessed as part of the business case process. The draft Outline Business Case quantified potential savings in 

the region of £10 million per annum (split equally between savings from consolidation and the savings from improved procurement & supply chain). These 

savings are represented within the NUH and UHL Organisational efficiency forecasts. Further savings may be achieved if further health care systems joined 

this Joint Venture. 

 

It is envisaged that the central laboratory, logistics, managed equipment service and Pathology IT will all be financed through revenue solutions. The only 

CAPEX costs would relate to reconfiguration of local estate following contraction of the laboratory footprint after consolidation of services to an off-site 

laboratory. A consolidated operating model would take a minimum of 3 years to be fully implemented. 

Make sure that we invest in programmes and procedures that have the best possible impact on improving people’s health and wellbeing 

• Right Care opportunities - these have been looked at in detail and drove to planned care savings 

• Launch “Essential project” – an initiative to engage the system in identifying practices that add limited or no value.  

o Identify and reduce specific practices which add low value (e.g. practices that lead to over-diagnoses, over-treatment, etc).  

o Inspired by the “do not do” (UK), “Choosing wisely” (Canada) and “Essencial” (Catalonia, Spain). Focus is on selecting one recommendation 

every two months. Recommendations are suggested by multi-disciplinary teams and the STP Executive Board decides every month which 

ones to implement and expand into the system  
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Eliminate differences in how we deliver care where those differences are not good for patients or service users  

• We have commenced work to identify top 10 areas of unwarranted variation by value and work intensively on eliminating variation in those areas 

• Expected value to be captured is £45m by 2020/21  

• At the same time, we will develop and update on an ongoing basis a system-wide patient outcomes platform that spans all providers of care for all 

patients within select cohorts 

• This will be used to inform the development of the “Nottinghamshire Observatory of Health and Care Outcomes”, formed by three teams: 

o Data Analytics and Reporting Team: Time series reports of outcomes by patient cohort / pathway / cycle of care and provider. Data shared 

specifically for service improvement rather than performance management 

o Best Practice Identification Team: Benchmark locally, nationally and internationally to relentlessly identify best-practices and assess the root-

causes behind. Best-practices also include service innovations and how enablers are used (e.g. IT to change the interaction between 

providers). This becomes a Library of Best-practice (“Observatory of Best practices”) 

o Coaching and Implementation Team: Working with teams across commissioners and providers to implement interventions that reduce 

unwarranted variation 

• In addition, across the system, we will:  

o Undertake a detailed review of current spending by non-clinical area of cost and every month, propose at least 3 measures to the STP 

Executive Board where a significant cost reduction can be made (at least £100k). We are working on assessing the recurrent impact of this 

initiative and therefore, we have left it outside our financial calculations as conservative measure. 
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6- Enablers for our priorities 

Enabler 1: Future proof workforce and organisational development 

Why is this important? 

Redesigning our workforce is essential for the successful delivery of our STP priorities. We will strengthen our collective workforce data and use it to inform 

our shared decision making in creating the right workforce to meet local population needs in the most effective and efficient way. By working together as 

a system and with our citizens we will strengthen the current workforce by  the introduction of new roles, support for areas where there are shortages, 

improve integration across sectors and organisations, embed approaches to prevention and supporting independence and enable change through system 

wide organisational development and sharing resources. We have learned a lot already from innovations within the system including our many Vanguards; 

we will share the best practice across the system and build on this for the future. Our strong relationships between employers, citizens and providers of 

education will help us to promote local engagement, employment, education and training to support long term sustainability that gives greater flexibility 

to deliver workforce changes more responsively.  

What is our aim? 

Our aim is to deliver an integrated strategy for the whole workforce to support the sustainable delivery of the Nottinghamshire STP, working through the 

new Local Workforce Action Board building networks with the capacity and capability to lead workforce change. 

 

What will be different in 2020/21? 

• A sustainable, affordable workforce with the right skills, knowledge and capacity working in partnership to deliver new models of care designed 

around the needs of our citizens 

• A workforce with the confidence and capability to work in partnership with others and lead and deliver service improvement and change 

• A workforce with positive attitudes and behaviours to deliver and sustain transformed services 

 

What will we achieve in the first two years? 

• Improved supply of professional staff at all levels through collaborative HR leading to reduced reliance on agency staff 

• Greater resilience, capacity and capability in general practice teams including prescribing pharmacists, advanced practitioners and new support 

roles working in partnership with multi-disciplinary teams 

• Consistent population based, integrated, multi-disciplinary teams across the county  delivering our urgent & proactive care ambitions  

• Sustainable medical workforce in primary and secondary care working to the top of their licence, supported by the introduction of new roles and 

new ways of working in the wider team e.g physician associates, nurse associates, rotational posts, maximising the benefits of the long term 

partnership between NUH and SFH and collaborative working across the CCGs to implement the GP Forward View 

• A step change in prevention and wellbeing skills at system level across the whole workforce  including the formal and informal workforce 

• A move away from OD at organisational level to a system-wide approach to embedding leadership and OD at all levels to deliver change 
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• Improved supply of professional staff at all levels through collaborative HR leading to reduced reliance on agency staff 

 

How will we achieve our 5 year vision? 

Develop a Nottinghamshire HR Collaborative to enable the delivery of new models of care 

• Develop collaborative recruitment strategies to reduce the use of agency staff 

• Develop policies and procedures to enable flexible employment and deployment of the workforce 

Develop and deliver the Nottinghamshire organisational development plan to support system effectiveness 

• Deliver a ‘mind-set shift’ with greater emphasis on the development of system capacity, capability and behaviours, new models of partnership 

working and shared decision making at all levels from system leadership to the front line and the public 

• Build on existing good practice and engagement in scoping the opportunities for collaborative working and implementing high impact change 

Develop a population/place-based approach to workforce re-design through a system wise approach to systems dynamic modelling tools and techniques  

• Co-produce a range of costed future workforce options through a scenario-based approach integrating demographic, activity, transformation and 

financial assumptions   

• Develop and deliver a transition and implementation plan to build capacity and capability across the whole system: citizens, carers, community & 

voluntary sector and the employed workforce from home care, primary care and secondary care 

Embed a systematic approach to prevention and lifestyle behaviour change by rolling out prevention and early intervention skills across workforce 

• Ensure all interactions have a prevention and whole-health mind-set by embedding prevention skills and tools across the workforce.  

• Ensure that all staff have the skills and confidence to discuss lifestyle issues, provide brief interventions or signpost people to appropriate support  

Address capacity and capability in primary care to deliver the General Practice Forward View, Pharmacy Forward View and the ambitions of the STP 

• Develop recruitment & retention strategies for example,  portfolio working, incentives, rotational opportunities, collaborative campaigns, sharing 

specialist staff  

• Review impact of wellbeing initiatives targeting general practice and roll out in a sustainable model (supported appraisals, coaching and mentorship) 
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Initial Workforce Modelling Outputs  

• The modelling work to date in Urgent and Proactive Care has generated a potential optimum future skill mix based on agreed activity and 

financial assumptions including significant increase in self-care.  Further work is ongoing to refine and test both the assumptions and the outputs 

of the modelling work and to build capacity and capability across the system in understanding the approach and how to use it. 

• Initial outcomes have indicated: 

o An increase in senior decision makers earlier in the pathway in urgent care 

o A growth in the primary care workforce of 24% with reductions elsewhere 

o Overall increase in advanced skills levels with potential reduction in core professionally registered levels 

o An indication that the paybill can be reduced by 12m over five years due to the change in skillmix and activity implications – investment 

to achieve the change has not yet been quantified 
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Enabler 2: Maximise estate utilisation – To be read in conjunction with Appendix E: on Estates strategy 

Why is this important? 

Our workforce and citizens should work and attend premises that are “fit for purpose” to deliver and receive the right care and the system should make 

sure that the current and new infrastructure is used as efficiently as possible. For example, today our unoccupied estate in SFHT and NUH is two to three 

times higher than the Carter metric and the non-clinical space is also higher than it should be. We are committed to changing this to give better care to 

our citizens, better premises to our workforce and achieve more efficient use of our estate. 

 

What is our aim? 

We aim to have a sustainable estate infrastructure that will enable our High Impact Areas and Supporting Work Stream projects to be delivered as set out 

within this STP, with a focus on two key aspects: (1) Efficient use of estates; (2) Estates that are “fit for purpose” to support service change 

Our Estates Strategy will deliver a total of £43.5m of which £28.8m will be a recurrent saving by 2020/21 and is additional to the organisational 

efficiencies that we have identified. We have three main Provider Trust performance targets to achieve: (Acute – NUH/SFH, Community/Mental Health – 

NHCT).  

 

What will be different in 2020/21? 

• The utilisation of health and social care estate will be maximised and excess buildings will be disposed of 

• All Estate, Technology and Transformational Funding (ETTF) projects will be delivered  

• We will be on target to deliver the 10 year Estate Transformation Strategy of the acute provider, which includes the aim of reducing secondary care 

capacity  

• Implement the One Public Estate (OPE) initiative at whole Nottinghamshire level, which governed by an agreed system wide (Health and Public 

Sector Partners) governance structure  

 

What will we achieve in the first two years? 

• Complete detailed design of required estate in the community to enable High impact area 2: Strengthen primary, community, social care and carer 

services  

• Start to implement the 10 year Acute Transformational Plan, stage by stage, to deliver the reconfiguration model of the acute estate that will see an 

increase in primary, community, social care and carer services to support the reduction of estate/services of the acute providers in accordance with 

the FYFV   

• Increase utilisation of high-quality public finance initiative and ‘Lift’ estate in conjunction with the acute merger objectives that will start to see a 

reduction at City Hospital and increased use of the SFH and and the Queens’s Medical Centre sites. 

• Implement existing OPE/Health projects and apply for final OPE funding scheduled for April 2017   
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• Reduce non-core administrative estate lease agreements outside of the NHS/Public sector asset base where lease breaks are scheduled for 2017/18 – 

in collaboration with Supporting workstream 3: Drive System Efficiency and Effectiveness, leading to £0.8m of recurrent savings   

• Agree the governance structure for programme delivery of the estate that will report to the STP Executive Board   

• Agree a delivery programme for the STP estates workstream(including a proposed programme of Healthcare/One Public Estate projects) 

• Introduce high quality and meaningful system wide estate data onto the STP estate desktop software SHAPE (Strategic, Health, Asset, Planning and 

Evaluation) tool that will aid delivery 

• Continue looking for potential efficiencies. This is one of the main areas we will look at as to identify concrete initiative to fill the stretch target for 

2017/18 

 

 

How will we achieve our 5 year vision? 

Over the next 5 years, we will move to a future scenario aligned with the Carter Review (see table below) 

 Current Planned 

Estate Running Costs 

£m/2 

Acute: £163.2m 
(£326m/2) 
 
NHFT £24.5m 
(£166.15m/2) 

 

Acute: £138m 
(275m/2) 
 
NHFT £22.5m 
(£152.58m/2) 

Non-Clinical Space (%) 

(Carter Metric max 35%) 

Acute: 35%+ 
NHFT 31% 

 
System <31% 

Unoccupied Floor Space 

(%), (Carter Metric Max 

2.5%) 

Acute: 6.02% 
NHFT 4% 

 
System <2.0% 
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The savings of £43.5m over the next 10 years will be delivered by a combination of 8 main initiatives with further savings/capital monies being targeted 

(Note: + Cash Saving)  

Initiatives Strategic Objective  System Benefits  Delivery 

Years  

Additional to 

organisational 

efficiencies 

Acute Reconfiguration • NUH reconfiguration to maximise activity at QMC and significantly 

downsize city hospital will deliver over a 10 year period a circa 15-

20% reduction in the NUH estate with estates revenue savings circa 

£15m. The East Midlands Trauma Centre is the catalyst for change 

which will be housed at QMC – Hot site 

• The acute reconfiguration work will also reduce outpatients 

departments in the acute & bed space to align with the shift of 

activity into the community 

 

 

+£15m  

 

 

10 years 

(2027) 

 

Yes  

Shared Service 

Collaboration between 

NUH & SFH eg 

CSSD/ADU re-provision 

(pt. of the acute 

reconfiguration) 

 

• Realise further 30,000sq.m reduction in floor area circa £9m. 

Reduction in backlog from demolition and disposal of buildings 

£1.9m at City and £12.8m at Kings Mill. 

 

+£9m pa 

 

+14.7m backlog 

reduction 

2017 to 2021 Yes  

KMH, Newark – Estates 

Rationalisation, 

improved utilisation of 

high quality PFI and Lift 

estate (incl. CSSD, ADU 

re-provision  

 

• SFH - Maximise utilisation of the long term core estate, Lift and PFI 

Estate – Mansfield Community Hospital, Newark (57% underutilised) 

, Ashfield Wellbeing Centre (65% underutilised), Kingsmill Hospital 

(Acute PFI- New build), Byron House and Highbury Hospital – 

Reducing voids of 811.37sq.m which is currently a cost of £509,000 

pa & long term NHSPS lease estate  

 

 

+£0.8K to £1m & 

reduce voids and 

costs to CCG’s  

 

2017 to 2021 

Yes  

Align 

Primary/Community 

estate to service 

• Increased service delivery in primary, community estate (7 day 

access, diagnostics) – ascertain key estate hotspots for primary care 

and the development of proactive/clinical hubs with new care 

 

Practice mergers, 

increased co-

location and 

 

2017 to 2021 

Yes  
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strategies/population 

growth  

teams co-located into core estate. Link strategies with both ETTF 

NHSE capital injection and Section 106/CiL – GP Forward view 

 

• Integrated  primary, community, social care and mental health 

multidisciplinary teams (MDTs) working in formal network 

arrangements within a local clusters of practices to facilitate estate 

utilisation and 7 day working, maximisation of technological 

enablers and remote work will enable a  reduction in non-priority 

estate through co-location 

 

alliance benefits 

of co-locating key 

workforce will 

reduce 

Community Estate 

by a planned £2m 

by 2021 

Urgent Care - Build and 

maintain Primary Care 

capability 

• Urgent Care - Build and maintain Primary Care capability by co-

location of  GPs within A&E department at Kingsmill & QMC to 

continue with the successful ‘single front door access’ scheme 

established through the Better Together Programme  

 

 

Evidence to date 

has proven a 

reduction of beds  

 

2017 to 2019 

Yes  

Consequence of 

merged Trusts – 

Demolition and 

disposals  

Links above RE: backlog 

• Further opportunities to reduce the footprint of estate through 

system wide disposals approx. £6.3m+ Incl. redundant Primary 

Care/Community Estate 

 

+£6.3m 

 

2017 to 2021 

Yes  

Corporate Services – 

Administrative office 

estate reduction 

 

 

• Respond to the Carter review and corporate services consolidation 

to support a potential reduction in floor area of administrative 

estate by 2,500 sqm. – 3,500 sqm. or between 70% and 100% of 

total floor area. Potential to reduce running costs by £1.3m – £1.5m, 

with required capital expenditure.  Known schemes include the 

retraction from rented accommodation as Trust HQ within the Mid 

Notts footprint £0.8 to 1.0m 

 

+£0.8 to £1m 

 

2017/18 

Yes  

Planning, infrastructure 

levy  

• Working with the Health and Wellbeing Board, an engagement 

process is ongoing to help Local Authority Planners familiarise 

themselves with each Local Estates Forum to ensure that 

housing/business growth is captured through capital monies to 

support ongoing health infrastructure development – One example - 

 

+£1.7m confirmed 

to date 

 

2017/18 

Yes  
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Mid-Notts CCG for Newark South have agreed £1.7m over 5 phases 

with developers for existing infrastructure upgrades  
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Enabler 3: Proactive communication and engagement 

Why is this important?  

Successful delivery of our STP will require us to ensure that local partner boards, councillors, the voluntary sector, staff and citizens understand its 

purpose and benefits and are fully engaged in making it a reality. Over 43,000 staff are employed in our health and social care system and it is essential 

that we harness their energy and commitment to support us in developing and delivering this plan. Our citizens need to be involved in designing how we 

transform our system to enable them to be more independent and self-care, and to shape the ways in which we deliver health and care services to 

deliver outcomes that matter for them.. 

 

What is our aim? 

Our aim is to provide STP communications and engagement across the footprint including: 

• Publicity - raising initial awareness of the draft STP 

• Purpose - explaining and gaining understanding about what it is and what it is not 

• Participation - encouraging involvement in the process (from citizens, staff, partner organisations, politicians, media and others) 

• Progression – ensuring that the dialogue and feedback obtained helps shapes the plan and implementation. 

 

What will be different in 2020/21? 

Transformation of our health and care system will have been enabled by the active engagement and participation of citizens and staff, and effective 

communication and engagement with key stakeholders and leaders. 

 

What will we achieve in the first two years? 

• The case for transformation of our health and care system and our proposals to carry out this transformation will be communicated to the public 

and all key stakeholders through a proactive and effective communications and engagement programme 

• Citizens, staff and key stakeholders will be actively engaged in supporting or co-designing the transformation described in the STP following an 

agreed system-wide approach 

• Communication and engagement leads from partner organisations will be working together through a newly formed joint city and county STP 

communications and engagement group 

• Core communication materials will support communication about our plans, including a public-facing summary, a web area (hosted by 

Nottinghamshire County Council), core slides and further newsletters 

 

How will we engage clinicians, staff and the public? 
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• The STP Clinical Reference Group will support current channels of clinical engagement in partner organisations, in workstreams, and across the 

system through the establishment of a virtual clinical and social care leaders forum for wider communication and engagement. Engagement 

activity will include email, meetings, working groups and occasional larger clinical events  

• An STP communication and engagement leads group has been established to determine the approach and methods for communication and 

engagement with staff, the public and other key stakeholders, building on work to date. Channels are likely to include face-to-face (events and 

meetings), print (public-facing summary and other documents), digital (website and social media) and media relations 

• Key priorities for engagement are to communicate the citizen and clinical case for change to the public and all our stakeholders, and to agree 

how we will foster and develop further engagement with citizens, staff and the public 

 

 

Strategic communications and engagement – our offer to the public 

From the outset we have taken a strategic view to our communications and engagement activity. Our approach has been to engage as widely as possible 

during the initial scoping period while acknowledging our activities must conform to a planned national process and dialogue. A draft communications and 

engagement strategy is being put together for consideration by local communications and engagement leads. This is by necessity an iterative process as we 

can only communicate key messages and to target audiences when we know more of the detail of the content that is to be discussed. As the plan becomes 

more advanced, we will be able to broaden discussions with all audiences. Our offer will be based on not only setting out the challenges (the triple aim) 

facing local health and social care but the benefits of doing things differently. By moving services closer to home, by providing services in the right place, by 

placing GPs at the front door of A&E, by developing seven-day primary care, by improving planned care, by helping people to help themselves to improve 

self-care and become more independent, we can improve people’s quality of lives and their life expectancy. 

Engagement to date with local authorities, patients, staff and key stakeholders 

Engaging with a range of stakeholders across the health and care economy has been critical to the success of developing our STP in Nottinghamshire. This 

engagement will continue as we further develop and implement the plan. Plans have been developed in partnership across the STP footprint, with 

commissioners and providers working jointly. Our engagement process has so far included all partners from the health and care economy and additionally, 

district and borough councils, the independent sector, and voluntary organisations. 

Our STP is built upon the firm foundations of months and years of engagement with local citizens through the involvement mechanisms of CCGs, trusts and 

the local authorities. The two transformation programmes in Mid Nottinghamshire and Greater Nottingham / South Nottinghamshire have been developed 

in dialogue with their local populations, as have the vanguards with engagement being intrinsic to their planning and implementation. These transformation 

programmes and vanguards are feeding in to the STP with our new five-year plan having the challenge of spreading best practice from these initiatives. 
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In addition, since we began drafting the STP we have been listening to the views of interested groups and individuals. In the build-up to the initial June 

submission we held two major stakeholder events with staff from health and social care organisations, representatives from the voluntary sector, and 

representatives from independent Healthwatch. We have hosted several meetings for members of the city and county Health and Wellbeing Boards and 

non-executive directors of CCGs and Trusts, and held conversations and engaged in correspondence with local MPs.  

To widen understanding and participation we have produced three dedicated STP newsletters to date which have been shared with stakeholders. They will 

be published on a dedicated STP web area being designed and developed by Nottinghamshire County Council. We will publish a public-facing summary to 

help further the dialogue with citizens.  

We have been proactive on the media front and met as many media requests as possible. These have included providing interviews to BBC Radio 4 You & 

Yours programme, BBC News, Nottingham Post, Mansfield Chad and Pulse magazine. We have taken part in national debates such as the recent NHS Expo 

where David Pearson joined a panel of experts lined up by the Health Service Journal. 

In other engagement activities we have seen CCG boards consider the draft STP, and an initial meeting of CCG, trust and local authority communications and 

engagement leads take place in order to support them to brief their own organisations about plans and responsibilities. As we move into October and 

beyond we want to carry out more engagement activities with more audiences, sharing our initial thoughts and gaining vital insights from citizens about 

what is required and how any plans would best work in their local communities. 

Engagement to date with the clinical community including GPs 

Clinical engagement is central to the success of this STP and our proposals are grounded in the clinical community. Clinicians have provided their input into 

this draft STP through regular and ongoing participation in STP meetings, at the major stakeholder events held and through a dedicated STP clinical 

reference group which includes representation from GPs, consultants, community clinicians and social care. A video of clinicians discussing local plans and 

their aspirations for the STP is available on our STP Vimeo site.  
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7- How we will work together to deliver this plan 
The STP process has been helpful in bringing together the entire Nottinghamshire health and care system in a new way to jointly develop a strategic plan 

which will close our ‘triple gap’ over the next five years.  We recognise that we are now at the point of needing to make the transition from planning to 

implementation, which is a different type of work which will place new and different demands upon us.  We will need to self-organise to implement a 

programme of change which goes beyond anything we have taken on or achieved before.   

As we do that, we are clear that our purpose is to bring about transformational change in the way care is delivered so that we provide consistent, high 

quality care in the most cost effective way for the people of Nottinghamshire. This will best be done by continuing a process characterised by strong co-

production and engagement with citizens, clinicians and the wider workforce.   

The delivery of sustainable and transformed health and care services will depend on our ability to change practice, integrate relevant commissioning and 

service arrangements. It will require the collective commitment of over 40,000 people working in health and care in Nottinghamshire.  All organisations will 

need to promote, facilitate and deliver treatment and care at home first, through new care models. The changes will require support from political 

representatives and the support of citizens and patients in sharing responsibility for the health and wellbeing of 1.1 million citizens. 

We also recognise that most citizens and patients live in their communities where primary care delivers 90% of the activity of the health service that patients 

receive through their family doctor services and pharmacists, and the same is true for the social and voluntary care services.  An important theme within the 

STP is that GP practices and community services are increasingly working together and collaborating for their patients to ensure they can offer a more 

developed and integrated set of services closer to home.   

The two systems within the STP footprint – Greater Nottingham/South Nottinghamshire and Mid Nottinghamshire – are testing different business models 

through the Vanguard programme for managing and improving population health. It makes sense to continue with those for now, with a shared 

commitment to share knowledge and learning across the STP and potentially to align on one model over the longer-term   

Therefore, we intend that the majority of the initiatives described in the STP will be implemented at the local system level, with accountability for delivery, 

allocation of resources and tracking of impact being at that level.  At the level of the STP footprint, there is an important coordination role to play, ensuring 

consistency of standards across the county and that the overall impact of the STP can be tracked and aggregated against a consistent set of metrics, as well 

as implementing Nottinghamshire-wide initiatives. In practice, the leadership teams of the two local systems come together as the overall STP leadership 

team where they will take collective responsible for the delivery of the whole STP, holding each other to account.  

The changes we plan to bring about are profound and on a very large scale, and although we have some important strengths to build on, such as strong 

clinical engagement in service change, we acknowledge as a system that we have a sizeable ‘fourth gap’ which we need to close, which is one of mindsets 

and capabilities.  As a leadership group, we have made a start in addressing this through a series of workshops where we have sought to understand the root 
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causes which have made it difficult for us to collaborate effectively across organisational boundaries in the past, to overcome misaligned incentives and to 

strengthen relationships and build trust to overcome barriers to cross-system working.   

We recognise that there remains work to do in describing how we will work together to deliver the STP, and that it is about much more than governance 

structures and programme management; behaviours and ways of working need to change too, across our entire workforce.  For now we want to share our 

early thinking in this area, with the caveat that we see this as an iterative process – not least because it is not yet clear how the STP process will develop 

nationally. 

Governance and Leadership 

The evidence from previous attempts at developing integrated and accountable delivery systems both in the UK health and care systems and abroad is that 

they have generally failed to live up to their promise because insufficient attention was given to execution and implementation. Implementing the STP will 

similarly not realise its potential unless we put in place new skills and capabilities in leadership and governance (as well as managerial and financial systems) 

to support new care models. 

A governance structure has evolved to deliver the STP, and as we make the transition from planning to implementation there is an open question on how 

this should develop. As a system we have undertaken to continue to review and refine these arrangements with a view to signing off an MOU that sets out 

the agreed arrangements by late November.  

Delivery Architecture 

As well as governance, there are a number of other key functions which will be crucial for successful implementation and which we collectively think of as 

the ‘delivery architecture’ (i.e., the infrastructure and capabilities) we need to have in place to deliver the STP. 

As described above, our intention is to manage and oversee the implementation of the bulk of our STP within our two local systems; Greater 

Nottingham/South Nottinghamshire in the south of the county and Mid Nottinghamshire to the north.  Our working assumption at this stage is therefore 

that the STP-level delivery architecture should be as light as possible to fulfil the essential functions of oversight and assurance, and where value-adding, a 

coordination role where there is a need for consistency across the STP footprint, and avoiding duplication of activity or reporting.  In practice, this might 

translate into the following functions; 

• Agreeing the overall programme management approach so that there is a consistency of language, approach and metrics in tracking and 

reporting progress to facilitate learning within Nottinghamshire and reporting the aggregated position to central bodies.  This is also important 

given that some providers span both local systems.   
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• Analytics and performance tracking are important functions associated with good programme management, both for ongoing reporting and for 

ad hoc analyses which might be needed (e.g., to estimate the system benefits of proposed changes).  It might therefore make sense to provide 

some resource at STP level, at least initially, to ensure a ‘common currency’ and methodology to evaluate equivalent changes and understand 

and measure variation across the footprint.  

• Co-ordinate knowledge sharing and the development of consistent standards.  As we look to reduce unwarranted variation in how we deliver 

services, we have aligned on the aspiration to “standardise where possible, but localise where necessary”.  To facilitate this, we see a potentially 

important role in sharing knowledge and good practice and standards across Nottinghamshire which could be overseen at STP level.  For 

example, where we find that the existing incentives and funding flows do not align with changes we want to make in how services are delivered 

(e.g., shift of care to primary care or admission avoidance which benefit the system but may reduce provider income), it may make sense to 

invest time and effort to jointly solve these at the level of the whole STP footprint rather than develop local solutions in parallel. 

• Leadership, capability building and organisational development will be important as we look to build capacity within the system to deliver the 

STP.  This will  need to be developed and adapted within the delivery units , but there may well be an additional need  in developing and 

designating system leadership, looking collectively at the organisational complexity  in commissioning and also between providers, inventing 

new governance arrangements for the common resource, and new models of cross organisational care and  Where we need external support or 

want to work with local partners (e.g., Nottingham University, East Midlands Leadership Academy) there may be obvious benefits in speaking 

with one voice in specifying and procuring the support we need. 

• Implementation support for initiatives and enablers which need to be consistent across the whole STP footprint, such as some aspects of 

planned care, prevention, workforce and organisational development, estates and communications and engagement.  This may be because 

there is a clear need for common standards or a consistent approach, or there may be a natural synergy or economy of scale. 

 

At local system level, we would see the following delivery architecture and the vast majority of the resources being deployed; 

• Programme management of all locally implemented schemes, following a common methodology and reporting tools agreed at STP level and as 

described above to allow for aggregated progress reporting and to facilitate learning. 

• Allocation and deployment of resources and teams, with responsibility for recruiting and mobilising the resources and teams needed to deliver 

the changes described in the STP.  This is best done locally given that for the most part these staff currently work in organisations within that 

local system, will have been involved in developing these initiatives and therefore have a natural sense of ownership for them. 
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• Implementation support for most initiatives which are tailored to the local context.  For example, local Vanguards, improvements to the local 

urgent and emergency care pathway, strengthening primary care and reducing unwarranted variation. 

• Analytics and performance tracking will also be available at local level to track the delivery. We will ensure we efficiently use our resources by 

leveraging the same methodology for reporting for the whole STP footprint. Tactically, the Delivery Units will track delivery of those initiatives 

implemented within their respective Delivery Units and then aggregated up at a foot-print level, where aggregated performance will be tracked 

and system leaders will hold each other to account. 

The way these functions are distributed needs to be worked through, but this represents our starting point.  There is a strongly held view within the STP that 

given our starting point, implementation is best managed locally, with the primary mechanisms for accountability and performance management being at 

that level.  That said there is also recognition that regulatory assurance of delivery of the STP must be explicit, visible and credible at the level of the overall 

STP, which means that some functions and infrastructure are needed centrally. 

Proposed transformation partnership in Greater Nottingham/South Nottinghamshire 

In the case of Greater Nottingham/South Nottinghamshire, the system has confirmed its intention to create a new Integrated Accountable Care System 

(ACS) as the vehicle through which the organisational model will be transformed, as well as the delivery of the patient-facing clinical delivery system.  The 

first step in developing the ACS focused on the completion of a detailed actuarial analysis to understand where user activity and costs are in the system with 

the identification of the opportunities to move to person and population centred care (i.e. reshaping the care system, with a specific focus on tailoring 

services to the user groups with the biggest value opportunity) to fundamentally improve quality and reduce system costs.  

This analysis confirmed a very significant opportunity in terms of reducing the amount of potentially preventable care and associated cost undertaken within 

the acute sector. The opportunity identified is far greater than other benchmarks (e.g. NHS Right Care). For community care, social care and mental health 

provision, the analysis confirmed it was difficult to draw meaningful conclusions regarding their effectiveness based on the data quality and completeness. 

This in itself was a key conclusion and we understand that this is relatively consistent with the starting point of most fragmented systems that have 

successfully transformed into a high-performing system.   

The second stage of the process of development of the ACS is focused on a period of detailed design work. This design phase is being supported by 

international organisations that have successfully brought about well managed integrated health and care systems in the United States and Spain providing a 

unique opportunity to understand, in practical terms, the requirements of delivering an integrated ACS, including what it would take of each of our 

component parts, from organisations who have actually achieved this ambition.  

By November 2016, this design work will confirm the care system needed to achieve a high performing, integrated system, delivering the value opportunity 

confirmed in the actuarial analysis i.e. the services required, the obligations of each partner, together with the solutions the ACS would need to put in place 
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in respect to the resource and capacity gaps. The proposed solution will include the characteristics of an integrated ACS and the optimal contractual 

framework for this system. The solution will incorporate the innovative service changes and new models of collaboration being progressed through our 

Vanguards and Integration Pioneers as appropriate. 

The design phase is specifically focused on an assessment against an integrated accountable care framework – which confirms the indirect enablers and 

integration functions needed - and is being progressed through six design work-streams, namely Patient Pathways, Population Health, Social Care, IM&T, 

Provider Payment Models, and ACS Governance and Contract Design. 

At the end of the design phase, Greater Nottingham/South Nottinghamshire will present its STP delivery plan in the form of a Value Proposition which will 

outline proposed next steps. The emerging delivery plan is ambitious with the need for ongoing leadership and partner organization commitment. An 

Associate of the NHS Leadership Academy is supporting us on the culture, mindsets and behaviours needed for the next stage of the transformation journey. 

Better Together, in Mid Nottinghamshire 

We are committed to delivering outcome focused, population based services to the people of Mid Nottinghamshire through a capitated budgeting model, 

with joint commissioning of health and social care services wherever possible. 

Our integration journey is iterative. The Better Together Programme has introduced a number of changes to services through collaborative working across 

organisations and sectors. However, partners all agree that we need to become more joined up if we are to make services more integrated for our citizens. 

Initially, the CCGs tried to achieve this by asking providers to come together to work under the umbrella of one overall contract. The approach used is a 

recognised procurement route, known as the ‘most capable provider’ process. As part of that process, we tested the collective provider capability to deliver 

integrated services in May 2015 (known as the Capability Assessment).  

This assessment showed that, whilst there was a general willingness to work together to improve services, large scale sharing of risk and reward was felt to be 

too risky in a single step. Providers wanted a more defined means of working together; one that separated joint risks of pathway provision that they could 

influence and control from other potential risks (such as pre-existing provider deficits).  

As a result of this, providers, local government and commissioners entered into an Alliance in April 2016.  .  

The Alliance is a group of partners who collectively determine how services will be delivered and are collectively responsible for improving health outcomes. 

In 2016/17, the Alliance is covering the following areas: 

• Development of whole-system plans for sustainable services until 2020/21, aligned with the STP footprint 
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• Development and shadow testing of new payment mechanisms (capitation, based on outcomes) 

• Working together to achieve some defined service changes under an Alliance contract. Individual contracts with providers will also exist alongside this 

 

The key features of the Alliance in 2016/17 are shown below. 

The Alliance brings transformation partners together more formally, with shared objectives and governance. This puts us in a very favourable position to 

develop our system sustainability and transformation plan (STP). This is important as the system faces significant financial challenge. We have been working 

together to address this and we have a strong analytical base that underpins our new care model, both in activity and financial terms. We also have an 

outcomes framework that has been developed with local communities.  

The alliance arrangements, alongside a system-wide approach to service improvement and the introduction of capitated payments, are key enablers for the 

delivery of our new care models.  
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8- How our plan bridges our financial gap 
 

Why is this important? 

Nottinghamshire currently faces a health system gap of £146m (FY 16/17), this includes a £120m NHS gap and a £26m Local Authority gap. In a ‘do-nothing’ 

scenario this gap is expected to rise to £628m by FY 20/21, this includes a £473m NHS gap and a £155m Local Authority gap. 

Within the NHS this gap is caused by rising activity and cost of healthcare (£485m) outstripping the growth in allocation to NHS (£150m). Rapid cost growth 

in the acute sector (£229m) is responsible for half the increase of the financial gap.  

A £628m gap is financially unsustainable and requires us to make significant efficiency savings and transformation changes to our model of care within 

Nottinghamshire, as well as, continue empowering our citizens to self-care independently. 
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Figure showing size of 20/21 do nothing gap: 

What is our aim?  

To meet this financial challenge while continuing to improve the quality of care for the people of Nottinghamshire will require two key actions. Firstly, 

delivering annual organisation internal efficiency savings and secondly, transformational changes to the way we deliver care to reduce activity or shift it to a 

lower cost setting of care. 

What will be different in 2020/21? 

Providers will need to improve their operational efficiency enabling them to treat the same patient for a lower cost.  Improvements to provider efficiency 

will mainly come from each organisations own internal efficiency savings (£313m by 20/21; 2%+ per year). In addition, £187m of system wide initiatives, and 

£20m of required additional support in relation to the PFI at Sherwood Forest Hospital. 
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Operational efficiency will not be enough to close the gap alone and therefore transformational change to the model of care will be required. Seven sets of 

initiatives will focus on transforming the model enabling removal of ~£200m worth of cost by 2020/21. These initiatives will aim to both reduce the demand 

for healthcare and shift activity into lower cost settings of care within the community and closer to people’s homes. 

The sets of initiatives aimed at transforming the the way we delivery  care are estimated to save up to £187m. The financial impact of each initiative is 

summarised below and more detail on the actions themselves is provided in sections 4, 5 and 6, as well as, the PIDs in the appendix. For detailed 

assumptions, please refer to the Finance Presentation attached with this submission. 

The values listed here are an average of high and low savings scenarios. However, they still represent a big challenge, pushing a level of integration and 

demand management not yet seen in the NHS (there are international examples listed in this document) and as a result there is a high level of risk involved 

in the delivery of these savings. 

Initiative Assumptions Impact by 2020/21 

Strengthen primary, community, social care and 

carer services 

� Transforming healthcare delivery in Greater 

Nottingham / South Nottinghamshire 

- 20-40% reduction in non-elective 

admissions  

- 1-3% reduction in prescribing costs  

� Better care programme in Mid Notts 

- 15.1% reduction in A&E Attendances 

- 19.5% reduction in NEL acute admissions 

(spells) 

- 30.5% reduction in NEL acute bed days - 

Excess Bed Days 

- 25% reduction in admissions to nursing 

and residential homes 

- 9.8% reduction in secondary care 

elective referrals (excluding 2ww) 

Gross: £72m 

Reinvestment: £22m 

Net: £50m 

Simplify urgent and emergency care - Acute bed 

reduction (200 over 2 years) 

� System redesign to enable reduction of 200 

beds in acute hospitals over the next 2 years 

and provision of care in alternative settings 

that are more appropriate for our citizens 

Gross: £15m 

Reinvestment: £7m 

Net: £8m 
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Initiative Assumptions Impact by 2020/21 

� Care will be reprovisioned to short term 

residential/community beds, short term 

assessment beds, standard residential beds 

and also supported at home living 

Simplify urgent and emergency care - A new 

model of urgent care 

� Based on UEC Vanguard Value Proposition Gross: £11m 

Reinvestment: £3m 

Net: £8m 

Ensure consistent, evidence based pathways in 

planned care 

� 5% saving on MSK Outpatient & Elective 

� First to follow up ratio to be at quartile 

� Increase referrals and diagnostics which 

reduces complex cancer care 

Gross: £35m 

Reinvestment: £14m 

Net: £21m 

Reduction in system variation � Based on estimated saving potential by the 

Actuarial Analysis (net of reprovision) 

undertaken in April 2016 in South 

Nottinghamshire 

� The value of the above initiatives have been 

subtracted to avoid double-counting 

Gross: n/a 

Reinvestment: n/a 

Net: £45m 

Maximise estates utilisation � Based on 75% of the value identified by 

carter review 

Gross: n/a 

Reinvestment: n/a 

Net: £20m 

Promote wellbeing, prevention, independence 

and self-care 

� Assumptions outlined on Prevention section 

in STP, as well as, STP PIDs for this 

workstream 

Gross: £34m 

Reinvestment: £3m 

Net: £31m 

Improve housing and environment  � Based on assumptions for Social Housing and 

Warm Housing PIDs 

� Adjusted down significantly to avoid double-

counting 

Gross: £3.8m 

Reinvestment: £1.4m 

Net: £2.4m 

Deliver technology enabled care 

 

� Only savings not accounted above have been 

considered. These relate mainly to the LDR 

(e.g. reducing repeated diagnostics) 

Gross: n/a 

Reinvestment: n/a 

Net: £3m 
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If savings can be achieved both in terms of provider efficiency requirements and the redesign of the model of care they will unlock additional sustainability 

and transformation fund allocation worth £70m. These additional funds plus the savings initiatives should reduce the financial gap to £38m. This is enough 

to return the NHS to a surplus of £65m by 20/21, but there remains a £103m local authority gap linked to the health system. This local authority gap will 

require additional actions to close for us as one integrated system. If the gap is not closed there is significant risk that investment needed to support the new 

model of care will instead be needed to support existing social care services and the demand management activities of the new model of care will not be 

adequately supported.  

Additionally, as stated above, a core principle agreed by partners in our STP is that we are one health and social care system, with a shared responsibility to 

manage the whole system finances to meet the populations needs. In our plan we have set out the finances currently available across local authority and 

NHS organisations until 2021 and with our citizens we will determine the right mix of services for the population according to need and achieving the best 

outcomes. We will work together to make the best use of the public purse and ensure that we meet the ambition of our plan at a local level 

 

Bridging the 20/21 financial gap 
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How will these initiatives be implemented over the five year period?  

Savings from provider efficiency are expected to approximate 2-3% per year through to 20/21. However, due to the scale of the transformation required 

savings from the new model of care are expected to only start ramping up from 17/18. This will mean a greater challenge on the providers within the short 

to medium term to make all efficiency savings possible. 

 

 

Due to the slower ramp up of demand savings and the deficit the system is already carrying, the financial gap of £314m will be particularly challenging to 

close in 17/18.  If we deliver our organisational efficiencies and transformational plans the 17/18 remaining gap is expected to total £40m. This is composed 

by an NHS gap of £11m (expected vanguard and mental health funding) and Local Authorities gap of £29m. Reaching this position will require an additional 

£19m of ‘stretch’ savings currently being identified to bring new savings such as estates, back office consolidation, refined value of initiatives after further 
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detailed modelling, revised opportunity after Phase 2 of work is completed in South Nottinghamshire, etc. To support this, the STP would need additional 

transition funding of £26m in 2017/18 and £19m in 2018/19 to be invested to outside of acute hospital to support the reprovision of finance for the new 

model of care (plus, the above stated £11m for Vanguard and mental health funding).  

 

Bridging the 17/18 financial gap 
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9 – Risks and mitigating actions 
Set against this positive picture of local and national engagement in developing and implementing new care models, there are some key risks to delivering 

transformational change. 

 Risk Mitigation actions 

Risk 

Rating 

1. Financial 1.1  Insufficient non-recurrent  or 

Transformation funding  available for the 

enabling/implementation costs during  first 

three years of implementation 

� Identify preliminary transitional funding requirements and refine over the 

next three to six months 

� Develop a robust plan to provide confidence to the regulators in our 

commitment and ability to deliver 

� Explore approach with a partner to support delivery of Accountable Care 

System 

MEDIUM 

1.2  Misalignment between regulators makes it 

difficult for organisations to share risk and 

operate in a way that supports system 

objectives 

� Early engagement of regulators, including to explore options for contractual 

approach to managing system risk 

� Explore with other systems how they have developed system flexibilities  

HIGH 

1.4 New services and models are      

implemented but planned savings are not 

delivered  

� Ensure detailed plans to take out costs as well as invest 

� Tighten leadership, governance and delivery infrastructure to give ourselves 

the best chance of successful delivery 

MEDIUM 

1.5  Failure to secure adequate capital Primary 

care Estates, Technology Enabled care to 

deliver the scale of change required 

� Continue to refine funding requirements over the coming weeks 

� Work hard to identify additional estates savings that can be delivered early 

MEDIUM 

1.6 Failure to close Local Authority gaps means 

services are reduced, resulting in 

significantly increased levels of demand for 

acute hospital services and risks of Local 

Authorities being unable to meet statutory 

requirements  

 

 

� Resources will follow activity so e.g. shift to community based care (incl 

social care) will be funded by acute hospital bed reductions 

� Potential impacts on the system of LA gaps will be discussed at Programme 

Executive to continue looking for solutions 

HIGH 
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 Risk Mitigation actions 

Risk 

Rating 

2.Operational 2.1 While the 5 year plan is achievable, the scale 

and pace of change to close gap in 17/18 

and 18/19 is unprecedented an 

� Put a strong programme governance and reporting in place that identifies 

key milestones and actions/ways of working required to deliver 

� Launch and sustain supporting delivery units 

� Launch and sustain a capability building programme among programme 

office and project leaders 

� Ensure the above is appropriately funded and resourced 

 

MEDIUM 

2.2 STP delivery footprints (Mid and South 

Notts) move away from agreed principles 

and standards during implementation and 

implementation of STP benefits are not 

consistently achieved for our citizens. 

� Clear agreements in relation to roles and responsibilities of Delivery 

footprints 

� STP programme governance monitors implementation and delivery and 

escalates issue to STP Programme Board  

 

MEDIUM 

2.2 Quality of care of providers across all sectors 

is adversely affected due to the changes 

proposed 

� Ensure that clinical leaders are fully engaged with work programmes and 

ensure that all proposals are subjected to rigorous quality impact 

assessment 

� Continue ongoing leadership engagement with transformation boards 

LOW 

2.3 We are unable to maintain quality and 

capacity in the social care market due to 

financial and workforce challenges 

� Ensure sufficient investment in the market MEDIUM 

2.4 Short-term pressures both at organisation 

and system-level conflict with the strategic 

direction set in this document 

� Maintain open and trust-based relationship with the regulator 

� Maintain strategic alignment and co-ordination across the system through 

enhanced system governance arrangements 

HIGH 

2.5  Current PIDs are insufficiently detailed to 

assure plan and partners to enable 

successful translation to two year 

operational plan and contract 

� Rapid development of plans in next 6-8 weeks 

� Agree approach to managing system risk during 17/18 and 18/19  

MEDIUM 

2.6  STP programme governance adds to the 

workload of the delivery and 

implementation teams and there is 

� Agree approach to governance with delivery footprints to minimise 

duplication and misalignment 

� Discuss with regulators 

LOW 
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 Risk Mitigation actions 

Risk 

Rating 

duplication with system regulators and 

other reporting lines 

 

 

2. Operational 2.7  Continued uncertainty about the merger of 

NUH and SFT leading to risks and changes to 

the process and sustainability 

� Continue with effective collaboration pending decision MEDIUM 

3. Workforce 3.1 Shortage of care professionals to deliver the 

added capability and capacity in the 

community 

� Continue intensive support from Local Workforce Action Board and on-

going leadership and support from Health Education East Midlands 

� New models ensure the right care is provided in community settings 

allowing specialists to focus on complex care 

MEDIUM 

4. Engagement 

with clinicians, 

citizens 

4.1 Insufficient clinical engagement and  

buy-in to detailed implementation plan due 

to scale of clinical involvement required  

� The establishment of Executive Clinical Reference in clinical engagement, 

continue developing plans bottom-up and create wider opportunities for 

participation of clinicians 

LOW 

4.2 Failure to ensure effective consultation and 

engagement to enable implementation at 

the required pace. 

� Ensure ongoing engagement and involvement in the development of plans, 

playing back how feedback has been taken into account 

� Work through existing channels of citizen engagement to ensure that 

benefits of proposed changes are clearly understood 

LOW 

5. Political 5.1 Insufficient political engagement and 

support 

� Engaging during design and implementation with local and central 

politicians 

� Leverage Health and Wellbeing Boards as start point 

MEDIUM 

5.2 Legal and policy constraints slow down the 

process (for example, competition 

authority, procurement laws) 

� Detailed planning undertaken 

� Open dialogue with regulators 

MEDIUM 
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10 - Questions we are still working to answer and requests to NHS England and our regulators 
 

Open issue Options that have 

been considered 

Approach to resolving issue Planned 

timeframe 

Requested support 

to NHSE 

1. A large proportion of our 

STP initiatives are fully 

costed (e.g. UEC Vanguard or 

Better Together Programme). 

However, some other 

initiatives require further 

work to allow successful 

delivery of the contracting 

and operational planning 

processes 

A. Continue detailed 

modelling and 

planning work after 

submission 

� Over the next 8 weeks, we will build on the PIDs to turn 

these into more granular, bottom-up, fully costed 

initiatives underpinned by robust implementation plans 

� For those HIA that we will implement at each delivery unit 

(e.g. Primary, Community, Social care and carers), these 

plans and bottom-up costing will be developed at a 

Delivery Unit level. Those implemented at footprint level 

(e.g. Prevention, Estates), will follow a similar process but 

undertaken centrally 

� We will use the same programme management 

methodology across the footprint 

� This will allow us to support the contracting and 

operational planning processes by the 23rd of December 

 

8 weeks - 

2. Evaluate option to secure a 

transformation partner for 

Greater Nottingham/South 

Nottinghamshire 

A. Option to secure 

transformation 

partner  

B. Do not secure 

transformation 

partner 

� In Greater Nottingham/ South Nottinghamshire (Delivery 

Unit), over the next 8 weeks, we will put together the 

findings of the Phase 2 of work undertaken by 

international organisations that have successfully brought 

about well managed integrated health and care systems 

in the United States and Spain, with the 3 local Vanguard 

value propositions and this submitted STP. We will also 

assess the different options for delivery  

� We will then update this document accordingly to reflect 

the preferred option, as well as, any other implications 

for this plan that are relevant (e.g. updated sizing of STP 

initiatives) 

8 weeks Agreement has 

been reached with 

NHSE that we will 

update this STP 

document after 

completing of 

Phase 2 of work 

3. Address LA gap particularly 

in years 1 and 2 to ensure the 

A. LA finds internal 

efficiencies to 

� A core principle agreed by partners in our STP is that we 

are one health and social care system, with a shared 

10 weeks 

(final 
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system benefits from STP 

transformational initiatives 

can be delivered and that 

social care system is 

sustainable 

deliver the required 

savings without 

impacting 

performance 

 

B. NHS funding/ 

surplus funds LA 

gaps 

 

C. LA gap is covered 

with additional 

national funding 

 

D. LA reduces its 

expense and it 

impacts negatively 

the performance of 

the health and 

social care system 

 

responsibility to manage the whole system finances to 

meet the populations needs. In our plan we have set out 

the finances currently available across local authority and 

NHS organisations until 2021 and with our citizens we will 

determine the right mix of services for the population 

according to need and achieving the best outcomes. We 

will work together to make the best use of the public 

purse and ensure that we meet the ambition of our plan 

at a local level 

� We will work out the exact details on finances over the 

next 10 weeks in parallel and as a result of issues 1 and 2 

outlined above 

decision 

after 

completing 

issue 1) 

4. Detailed transitional 

funding requested and 

specific requests to NHSE 

A. Request the 

required transitional 

funding to NHS E  

� As part of the process described to resolve issue 1, we will 

also calculate concrete transitional funding 

� The current transitional funding requested in this draft 

document is an estimate based on all the work done, but 

is likely to be refined 

 

8 weeks Provide feed-back 

on the high-level 

estimate requested 

5. 5. Workforce Strategy 

provides a vision and 

preliminary costing at a 

system level. Organisational 

plans will reflect system 

priorities and gaps in 

planning will be addressed. 

A. Continue detailed 

modelling and 

planning for 

workforce after this 

submission 

� Over the next 16 weeks, current organisational plans will 

be reflective of Notts STP workforce strategy. 

- First 8 weeks: we will iterate between the workforce 

strategy and operational plans and contract 

requirements 

� 6 months to fully develop system wide including primary 

care and community voluntary sector 

16 weeks - 
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� Continue to review organisational plans annually 

� Over this period of time, we will continue to engage with 

our staff 

6. Building on section 7 of 

this STP, we need to  consider 

evolving towards a more 

effective and quick decision 

making process 

A. Discuss internally 

as Exec Board how 

to continue to 

increase the pace of 

decision-making  

� Over the next 5 weeks, the Executive Board will continue 

to discussions (already started) to further reach more 

effective and quick decision making consistent with our 

delivery requirements 

� Any further conclusions, plus all the conclusions 

presented in section 7, will form part of the MOU that will 

be signed by late November 2016 

5 weeks - 

7. Finalise the exact delivery 

structure, and resourcing to 

deliver this STP and refine 

how much, and what type of 

external support will be 

needed to ensure successful 

delivery 

A. Discuss as an Exec 

a proposal of 

detailed resourcing 

at each delivery 

unit, building on the 

agreement stated in 

section 7 

� Over the next 5 weeks, the Executive Board will resolve 

the details of the delivery structure within each delivery 

Unit and overall footprint, as well as, resources required 

(internally and externally). This will determine whether 

existing capacity and capabilities need to be enhanced 

� This will build on all the work done and agreement 

reached in section 7 of this document 

5 weeks Support in 

commissioning 

required support if 

deemed necessary 

8. Alignment of regulators 

and ALBs on the STP goals 

and how they performance 

manage individual 

organisations 

A. Align with the 

regulator how to 

best manage 

individual 

organisations 

incentives with 

overall, long-term 

goals 

� We see this STP as a journey and not an end-point 

� We are aware that there will be situations, both in the 

short term and long term, in which we will need support 

from our regulators in finding the right balance between 

short and long term pressures and objectives 

Ongoing Our request is to 

have open and 

honest discussions 

with our regulators 

to ensure this 

balance is achieved 

 


