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The Local Health Economy (LHE) view is that, if organisations respond to the financial challenges facing 
the public sector in isolation, there will still be a collective gross local financial gap of approximately £500m 
over the next five years.  As such, there is a commitment across the LHE to close the gap by doing things 
differently across pathways.  Although there are financial pressures across the whole of the public sector, 
those faced by health and social care (particularly Local Authorities) are challenging and will only be 
addressed by collaborative redesign across the whole system. 
 
The Chief Executives, Chief Operating Officers and other senior staff across the LHE have been meeting 
regularly to understand the pressures faced by current health and social care systems.  We are working 
closely with Clinical Commissioning Group (CCG) officers and Local Authorities on whole system planning 
as part of the North and South Derbyshire Units of Planning.  The vision for Derbyshire moving forward is 
based on a shared understanding of risk and opportunities for the organisations involved.  Changes in 
contractual approaches are currently being explored, nationally and locally, and we fully recognise the 
need to take account of the impact of such changes. 
 
A key element of this vision is integrated care; defined from the patient perspective as: 
“I can plan my care with people who work together to understand me and my carer(s), allow me control, 
and bring together services to achieve the outcomes important to me.” 
 
There is general agreement across the county that our goal is to achieve a seamless health and social 
care service and we will work together to overcome organisational boundaries to achieve this goal.   To 
provide the foundation for this work, as a Trust we have triangulated our strategic and operational plans 
with CCGs, NHS England Local Area Teams, Local Authorities, the Health and Wellbeing Boards and 
Units of Planning. 
 
CCGs have involved us in population-based, needs-modelling to determine a better understanding of 
health and social needs, through a risk stratification process.  We are also extensively engaged with 
Derby City Council looking at mental health, adult care and children’s provision.  This includes developing 
a strategy for shared clinical models and the implementation of Local Area Co-ordination (LAC), which is a 
model of community development introduced from the evidence in Western Australia.  We have engaged 
with the County Council to support their plans around intermediate care and to agree opportunities for 
shared efficiencies and improvements to patients’ experiences of our services. 
 
We want to be at the forefront of influencing and setting the pace of change around the LHE integration 
agenda.  We established a Transformation Project Board in July 2013 (which has membership from all key 
stakeholders in voluntary and statutory organisations, including service users and carers) to review and 
agree clinical pathways to be implemented over a five year timeframe.  The efficiencies and timeframes 
required are embedded in this transformation process. 
 
Our strategy is to provide care to people in or as close to home as possible.  The working assumption in 
Derbyshire is that approximately 25 - 30% of people presenting to Emergency Departments and being 
admitted to acute care could be avoided.  To support this, we have supported our health economy 
partners by developing a Liaison Service based on the RAID (Rapid Assessment, Interface and 
Discharge) model in both Derby and Chesterfield.  This reduces admissions or lengths of stay for patients 
presenting at the acute sector providers with both mental and physical health needs.  Our transformation 
plans include an initial increase to address demand, with a later reduction of mental health inpatient beds 
over the five year period as community care provision is increased.   
 

Derbyshire and Derby City demographic analysis, by geographical area. 
The following tables and narrative describe our assessment of the local demographic and healthcare 
trends for our population. 
 
 
 
 
 
 



 

3 
 

Age profile of population 

Age bands All ages 0 to 19 
years 

20 to 44 
years 

45 to 64 
years 

65 to 89 
years 

90+ years 

Derbyshire 769,686 174,116 233,026 219,653 136,540 6,351 

Amber Valley 122,309 27,298 36,961 35,271 21,709 1,070 

Bolsover 75,866 17,395 23,995 20,692 13,178 606 

Chesterfield 103,788 23,367 32,401 28,729 18,431 860 

Derbyshire Dales 71,116 14,961 17,754 22,574 15,078 749 

Erewash 112,081 25,678 35,997 30,410 19,075 921 

High Peak 90,892 21,094 27,293 26,836 14,963 706 

North East Derbyshire 99,023 21,034 27,846 29,225 20,060 858 

South Derbyshire 94,611 23,289 30,779 25,916 14,046 581 

Derby City 248,752 64,311 89,578 57,194 35,988 1,681 
Source: Office for National Statistics 2011 Census. 
 
Ethnicity profile of population: 

Age bands White Mixed Asian / 
Asian 
British 

Black / 
Black British 

Other ethnic 
group 

Derbyshire 750,094 7,119 8,795 2,770 908 

Amber Valley 120,023 980 929 253 124 

Bolsover 74,452 518 612 267 17 

Chesterfield 100,172 1,094 1,592 782 148 

Derbyshire Dales 70,117 466 398 87 48 

Erewash 108,765 1,269 1,383 536 128 

High Peak 88,954 944 711 184 99 

North East Derbyshire 97,084 786 795 236 122 

South Derbyshire 90,527 1,062 2,375 425 222 

Derby City 199,751 7,232 31,095 7,320 3,354 

Source: Office for National Statistics 2011 Census.  
 
 
Population density 
 

Summary Usual tesidents Area hectares Persons per hectare 

Derbyshire 769,686 254,670 3.0 

Amber Valley 122,309 26,538 4.6 

Bolsover 75,866 16,033 4.7 

Chesterfield 103,788 6,604 15.7 

Derbyshire Dales 71,116 79,245 0.9 

Erewash 112,081 10,963 10.2 

High Peak 90,892 53,915 1.7 

North East Derbyshire 99,023 27,560 3.6 

South Derbyshire 94,611 33,812 2.8 

Derby City 248,752 7,803 31.9 

Source: Office for National Statistics 2011 Census. 
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Expected change in population size 

Area 2010 2015 2025 2035 
Change  
2010-35  
(number) 

Change  
2010-35  
(%) 

Amber Valley 121,788 125,863 134,994 142,667 20,879 17.1% 

Bolsover 74,992 77,166 81,846 85,583 10,591 14.1% 

Chesterfield 101,154 103,222 108,006 111,791 10,637 10.5% 

Derbyshire Dales 70,123 71,608 75,804 79,297 9,174 13.1% 

Erewash 111,485 114,514 121,821 128,515 17,030 15.3% 

High Peak 92,691 96,065 103,092 109,195 16,504 17.8% 

NE Derbyshire 98,406 100,333 105,047 108,465 10,059 10.2% 

S Derbyshire 94,055 100,725 113,482 122,871 28,816 30.6% 

Derbyshire 764,694 789,496 844,093 888,382 123,688 16.2% 

Derby City 246,924 261,793 288,424 311,618 64,694 26.2% 

East Midlands 4,489,487 4,717,847 5,165,560 5,546,382 1,056,895 23.5% 

England 52,234,045 54,468,191 58,607,135 62,078,412 9,844,367 18.8% 
Source: Office for National Statistics 2010-based projections, ONS (Nomis) © Crown copyright 

 
As the table shows, our population is projected to increase in Derbyshire and Derby City by 40,000 by 
2015 and by nearly 200,000 by 2035.  
 

Derby City public health profile summary: Source narrative from Public 
Health England published September 2013.  
 
Derby at a glance: 

 The health of people in Derby is generally worse than the England average. Deprivation is higher 
than average and about 12,200 children live in poverty. Life expectancy for men is lower than the 
England average.  

 Life expectancy is 12.6 years lower for men and 8.9 years lower for women in the most deprived 
areas of Derby in comparison with the least deprived areas in the city.  

 Over the last 10 years, all-cause mortality rates have fallen. The early death rate from heart 
disease and stroke has fallen, but is worse than the England average.  

 In Year 6, 19.2% of children are classified as obese. Levels of teenage pregnancy, GCSE 
attainment, breast feeding and smoking in pregnancy are worse than the England average. 

 An estimated 19.5% of adults smoke and 23.4% are obese. Rates of sexually transmitted 
infections and hospital stays for alcohol related harm are worse than the England average. The 
rate of statutory homelessness is better than average.  

 Priorities in Derby include giving children the best start in life, reducing inequalities, and alcohol 
and behaviour change. 

 
Mental health locality profiles - Derby City overview (East Midlands Public Health 
Observatory) 
 
Mental health indicators  

 Conduct disorders (characterised by repeated episodes of severe aggressive and anti-social 
behaviour) are the most common CAMHS diagnosis both overall and among young offenders  

 The estimated prevalence of common mental health disorders in Derby City is the highest in 
Derbyshire at 158.8 per 1000 population, with the most common diagnosis being mixed anxiety 
and depression  

 Hospital admissions with a primary diagnosis of mental illness among those aged 18-64 are 
significantly higher than the Derbyshire average 
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 The most common primary diagnosis on mental health admissions in Derby is mental and 
behavioural disorders due to psychoactive substance use  

 The rate of hospital admissions with drug related primary diagnosis and another 'F' code (ICD 
Chapter for mental health conditions) as secondary diagnosis is significantly higher than the 
Derbyshire average 

 The percentage of mental health hospital admissions where patients are formally detained is 
higher in Derby City (5.7%) than Derbyshire County (3.8%)  

 Hospital admissions for intentional self harm (aged 18+) in Derby City are significantly higher than 
the Derbyshire cluster average 

 The mortality rate from suicide and injury of undetermined intent is higher in Derby City than 
Derbyshire County (although this is not statistically significant) and is similar to the England 
average 

 Hospital admissions to acute and specialist care for both eating disorders overall and anorexia 
specifically are significantly higher than the East Midlands average 

 The rate of section 136 police detentions (whereby individuals are judged to be in need of 
"immediate care or control" in a public place) by Derbyshire Constabulary (covers Derbyshire 
County and Derby City) is higher than the England average. 

 

Derbyshire County public health profile summary: Source narrative from 
Public Health England published September 2013.  
 
Derbyshire at a glance: 

 The health of people in Derbyshire is varied compared with the England average. Deprivation is 
lower than average, however about 23,400 children live in poverty. Life expectancy for both men 
and women is similar to the England average.  

 Life expectancy is 7.7 years lower for men and 5.6 years lower for women in the most deprived 
areas of Derbyshire than in the least deprived areas.  

 Over the last 10 years, all-cause mortality rates have fallen. Early death rates from cancer and 
from heart disease and stroke have fallen. 

 In Year 6, 18.0% of children are classified as obese, better than the average for England. Levels of 
GCSE attainment, alcohol-specific hospital stays among those under 18, breast feeding and 
smoking in pregnancy are worse than the England average. The level of teenage pregnancy is 
better than the England average. 

 The estimated level of adult obesity is worse than the England average. The rate of road injuries 
and deaths is worse than the England average. The rate of sexually transmitted infections is better 
than the England average.  

 Priorities include reducing smoking - particularly in pregnancy; reducing obesity in children and 
adults; and stemming the growth in alcohol related admissions. 

 
Mental health locality profiles - Derbyshire County overview (East Midlands Public Health 
Observatory) 
  
Derbyshire County headlines  

 The most prevalent of all common mental health disorders in Derbyshire County is mixed anxiety 
and depression 

 The most common diagnosis on mental health admissions in Derbyshire County is mental and 
behavioural disorders due to psychoactive substance use 

 The most common mechanism of self-harm leading to hospital admission in Derbyshire County 
and Derby City combined is poisoning at 92.2% 

 The rate of section 136 police detentions (whereby individuals are judged to be in need of 
"immediate care or control" in a public place) by Derbyshire Constabulary (covers Derbyshire 
County and Derby City) is higher than the England average 

 The rate of hospital admissions for any eating disorder, including anorexia, was significantly lower 
in Derbyshire County than Derby City. 
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Derbyshire mental health needs assessment December 2011 
 
Estimated common mental disorder (CMD) prevalence and number of cases: Derbyshire County 
and Derby City. 
 

CMD Derbyshire County Derby City 

 Prevalence 

(rate/1,000 
pop) 

Estimated 
number of 

cases 

Prevalence 

(rate/1,000 
pop) 

Estimated 
number of 

cases 

Total: Any CMD 125.6 84,140 158.8 35,160 

Phobia 12.4 8,290 15.6 3,460 

Depressive episode 19.6 13,140 25.7 5,690 

Generalised anxiety disorder 34.9 23,340 42.7 9,460 

Mixed anxiety and depression 66.9 44,800 83.6 18,500 

Obsessive compulsive disorder 6.9 4,620 8.8 1,950 

Panic disorder 3.7 2,510 5.3 1,170 
Source: East Midlands Public Health Observatory, Derbyshire Mental Health Needs Assessment December 2011 

 
Prevalence of psychotic disorder in the past year, by age and sex  
 

All adults        2007 

Psychotic 
disorder 

Age group (%) 

 16-24 25-34 35-44 45-54 55-64 65-74 75+ All 

Men - 0.6 0.7 0.1 - - - 0.3 

Women 0.4 0.2 1.1 0.8 0.6 - - 0.5 

All adults 0.2 0.4 0.9 0.5 0.3 - - 0.4 
Source: Psychiatric Morbidity Survey, 2007 

 
Estimated number of children with disorders in Derbyshire aged 5-16 
 

 CAMHS Partnership  

 Derby City CAMHS 
Partnership East Mids 

Derbyshire Total 

Conduct disorders (5.8%) 1,959 6,129 8,088 

Emotional disorders (3.7%) 1,250 3,910 5,160 

Being hyperactive (1.5%) 507 1,585 2,092 

Less common disorders (1.3%) 439 1,374 1,813 
Source: East Midlands Public Health Observatory, Derbyshire Mental Health Needs Assessment December 2011 

 
Estimated number of children/ young people who may experience mental health problems 
appropriate to a response from CAMHS by Tier 
 

Tier Derbyshire City 
CAMHS Partnership 

Derbyshire Total 

Tier 1(15%) 7,679 23,579 31,258 

Tier 2 (7%) 3,722 11,003 14,725 

Tier 3 (1.85%) 984 2,908 3,892 

Tier 4 (0.075%) 40 118 158 
Source: East Midlands Public Health Observatory, Derbyshire Mental Health Needs Assessment December 2011 
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Future commissioning intentions  
 
Commissioner plans on a page 
Detailed below are the key highlights from both Units of Planning (UoP) strategy development as well as 
commissioner plans on a page.  These evidence transparency and synergy between the future 
commissioning intentions of each commissioning stream and our strategic plans. 
 
CCGs/Units of Planning 
The work commissioned by the Local Health Economy has brought together plans from the Units of 
Planning and cross-system providers to ensure that there is the expected level of cohesion and shared 
vision across all the plans.  The strategic plans for the North and South Derbyshire Units of Planning have 
also been aligned with the ‘six characteristics of a high quality health system’ as defined by NHS England 
and the UoP five year strategy.  Key aspects from both Units of Planning five year strategies are: 
 
North Derbyshire Unit of Planning 

 North Derbyshire commissioners have confirmed that they are planning on growth in activity in 
mental health and community care across their five year strategies 

 Both northern CCGs have confirmed they are planning an increase in mental health expenditure.  
 
South Derbyshire Unit of Planning 

 Although there are some differences in growth in activity assumptions between the CCGs for 
South Derbyshire UoP, they have confirmed that they are all forecasting growth for mental health 
and community care for years three, four and five of their plans 

 Over the five year period, plans differ between the two southern CCGs for percent change in 
commissioner spend, however overall there is confirmed increasing commissioner expenditure on 
mental health. 

 
Derbyshire and Nottingham Area Team: Public health commissioning intentions 

 Increase health visitor workforce  and maximise capacity of family nurse partnership places 
available 

 Continue the development of safe/robust co-produced transition plans for 0-five year old services, 
working collaboratively with Local Authority 

 Implement the national flu programme for children to required timescales 

 Review models of the delivery of all teenage vaccines in line with national guidance and in parallel 
with childhood flu 

 Undertake health inequalities work in relation to the Newborn Hearing Screening Programme 
Rollout findings of Hardwick CCG learning disability equity audit in one additional CCG 

 Present the findings of the Area Team prison health equity audit to key prison stakeholders. 
 

Primary care 

 Longer, more comprehensive appointments for complex care 

 Improved use of technology 

 Named lead clinician, GP, pharmacist, optometrist, dentist 

 Better access for hard to reach groups, ensuring parity of esteem 

 Joint education and training across all professional groups. 
 

Health and justice 

 Improved continuity of care across secure settings, secondary care and the community 

 Health plans for all patients with complex needs 

 Parity of access and improved health outcomes 

 Well-developed and sustainable models of recovery for substance misuse problems 

 Support and deliver national roll out of the mental health liaison and diversion programme and 
implementation plan priorities 
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 Collaborative approach to work with stakeholders (National Offender Management Service, police, 
local authority, CCGs) to improve quality and implement new models 

 Implementation of and improved use of technology. 
 

Armed forces health commissioning 

 Increase use of telemedicine as an alternative to face to date care where appropriate 

 Link Defence Medical Services system to child health information systems 

 Improve care co-ordination on service discharge for mental health services 

 Improve signposting to appropriate mental health services including crisis services 

 Improve choice of recognised good practice services for mental health such as online counselling. 
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1.2 Sustainability and strategic options 

Sustainability analysis 
Sustainability and strategic option analysis for service lines has been considered in the context of our 
general approach to commerce and operations which can be summarised as: 
 

 We aim to grow income and profitability by winning new business in services where we can 
demonstrate current expertise, which complement our existing portfolio of services and strategic 
direction, where we can provide quality services and a positive financial return.  

 We are open to opportunities from outside Derbyshire, preferably in accessible locations close to 
County boundaries.  Technological advances and changes in working practices will allow services 
to be less bound by geographical proximity. 

 We will work in partnership with stakeholders to capitalise on opportunities for pathway integration 
leading to improved quality and economies of scale as they arise through new commissioning 
arrangements 

 We will defend core services and seek to ensure that all service lines positively contribute to our 
overall financial position. 

 We will continue to review our existing collaborative arrangements with other organisations through 
a service analysis of current delivery structures and explore alternative business models for 
delivering services, where appropriate. 

 We will seek to explore opportunities to work with independent and third sector partners where 
such opportunities would increase the quality or efficiency of our services. 

 We will continue to review the viability of all our service lines on an ongoing basis as part of our 
transformational planning and as part of usual performance management. 

 
Our strategic options for each service are summarised as:  

 No service lines are expected to merge in the strict definition of merger as we do not believe this is 
currently an available strategic option. 

 No service line will shrink, other than inpatient services within the urgent care service lines, and 
this shrinkage is part of the planned changes in care provision from inpatient provision to 
community (planned care) provision.  

 Most service lines will, in effect, transform because they are all part of our transformational 
planning, but some more than others will see the most significant changes in care delivery. 

 Those services that are deemed to collaborate are those in which there is the most scope to work 
with other providers in different parts of the care pathway to best transform the quality and 
efficiency of patient care delivery.  

 Service lines expected to grow, do so from demand and pathway changes elsewhere (in particular 
planned care services) and from  market changes or collaborations 

 We expect certain service lines to achieve a relatively steady or stable state by the end of the plan. 
This means that we expect them to have concluded major transformational changes and size 
changes, but we still expect them to be subject to normal incremental local changes and 
improvements. 
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1.3 Strategic plans and initiatives 

Our overarching strategic ambition for people who receive our services  
Our strategy has been developed by listening to the people who use our services, to their families and 
carers, and to our workforce, governors and commissioners.  This is reflected in the transformation 
programme which is described later in this section.  Working in partnerships we aim to achieve our vision 
which is: 
“To improve the health and wellbeing of all the communities we serve” 
 
We have thought about what this will mean to the people who receive our services and have developed 
four strategic outcomes that are all about the nature of care that people who use our services should 
experience.  These strategic outcomes represent the direction of travel and things we must do to achieve 
our ambition.  They will help us to become better across all service areas and differentiate us from other 
providers.  As a result, the strategic outcomes are all about the people who receive our services, and this 
has been a fundamental part of the development of the future plans for services. 
 
Figure 1: Derbyshire Healthcare NHS Foundation Trust’s plan on a page 
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Operational and transformation strategy 
Introduction  
As described in our Operational Plan document, a new programme of transformational change was 
launched across the organisation in 2014/15.  The Trust's functions were divided into ten Pathway and 
Partnership Teams, (PPTs) and each pathway was given indicative and stretching financial targets.   
 
Our approach to transformation and integration is one that is wrapped around the patient and the patient 
pathway to support early detection, easy access and effective treatment.  Our aim is to ensure that all our 
pathways are easy to navigate; avoid duplication, as well as unnecessary delays, and provide the best 
patient outcomes.  
 
The second stage of this approach has been to work proactively with our commissioners and other key 
stakeholders to identify pathways to see how best patients can be managed seamlessly between care 
settings and providers.  This has required us to have an increased focus on partnerships, including the 
private and voluntary sector, ensuring that the most appropriate evidence based care is followed.  
 
The third strand to this strategic aim is information integration.  The use of information and technology in 
providing excellent care to our patients is fundamental.  Information will be the glue that binds the 
pathways both internally and externally and allows our patients to move effectively between services.   
 
The development of our transformational model allows for these strands to be deliberated using true co-
production and it ensures that anyone who has a vested interest in how a pathway should be designed 
and developed has the opportunity to contribute to that process.  It also ensures that all cross cutting 
enabling themes, such as Electronic Patient Record (EPR) and compassion, are considered within the 
visioning and planning stages of the model.  The programme facilitates commissioners, stakeholders and 
clinicians to work together to develop a shared vision for each patient pathway to describe how services 
will look by 2019.  
 
Figure 2: The Transformation Model 
 

 
Overall the level of engagement within the development aspect of the programme was high. As the model 
moves forward into implementation and then further planning this level of engagement is considered of 
utmost importance to maintain. 
 
The strength of engagement witnessed with the PPT processes (from both internal and external 
stakeholders) will mitigate some of the risk to deliver the transformational change at the required pace.   
 

Performance management of transformational delivery 
Throughout the life-span of the projects, all adherences, scrutiny, monitoring and reporting is managed 
through a single Programme Assurance Office and process.  This is supported by sophisticated project 
management software which facilitates continuous audit and risk analysis.   
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The governance within the transformational model also allows for more detailed reporting around finance 
and other commercially sensitive details for each pathway to the Executive Leadership Team. 
 
This approach is demonstrated below: 
 
Figure 3: PPT governance 

 

 
 
As part of the wider organisational governance arrangements, a monthly assessment of all projects’ 
quality status is routinely made in the context of the wider operating environment to ensure synergy 
between CIPs (cost improvement plans) and daily/future operating requirements. 
 
 
 

2016-19 plans and visions from the PPTs 
We believe that by reorganising the way in which we provide community and inpatient care for individuals 
with a learning disability or mental health problem we can create an integrated care model that wraps 
services around a patient’s needs, as illustrated in Figure 4. 
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Figure 4:  Pathway representation focusing on the things that are important to people 

Pathway 
representation
- Focussing on the 
things that are 
important to 
people

 
 
These proposed changes are being driven by a number of factors, including the need for us to identify 
more cost effective ways of working and respond to reductions in the resources available to the NHS and 
social care in Derbyshire.  
 
 

Derbyshire CCGs model of care  
The CCG proposed model of neighbourhood focused care supports the CCGs to provide “Excellence in 
Community Care” by integrating all providers (health, social and voluntary /charities).   

 There will be a single point of access, gaps in provision plugged, defined named accountability at 
all levels on the unified process, inefficiencies tackled with an emphasis on placing the patient 
need first 

 There has to be an increased link with urgent care, ensuring an improved community response 
and better linkage with other key providers 

 There will be a uniform agreed model of a community support team, see Figure 5. 
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Figure 5: CCG Community Support Team Model 
 

  
 
 
There are clear synergies between the CCG model of care and our PPT vision of service delivery which 
will ensure that our visions for services are in line with commissioners’ views.  This will help overcome 
some of the complexities of new commissioning structures moving forward. 
 

Relationship with Local Authority providers 
Both Derbyshire County Council and Derby City Council are developing high level mental health strategies 
for their areas of responsibility, which link to our transformational programme. 
 
In Derby City the Council have developed a new programme called ‘Think Local Act Personal’ – Growing 
Local Area Co-ordination Across Derby (Derby City model). The implementation of this system is designed 
to support the growth of community capacity.  They note that there is evidence to indicate that social 
relationships can reduce the risk of depression and that there is a definite link between decreased 
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mortality rates for individuals who are part of a social network. 
 
The City Council goes on to recognise research undertaken by the New Economics Foundation that found 
that investing £1 in community development delivers £3 of social value. 
  
 

The local health economy ambition for changes in models of care provision (the “wedge”) 
Figure 6 provides examples of how a patient’s journey might look within the proposed model of care 
delivery. The implementation of this model will eradicate internal and external hand-offs of care and 
support greater internal and external integration. Essential to this is the relationship between primary and 
secondary care, the need to share caseloads and to have a mutually understood and agreed plan of care 
that allows for easy transition between tiers without the need for multiple assessments or referrals. This 
model is often called “the wedge” in LHE planning discussions. The Health and Wellbeing Boards in 
Derbyshire have adopted the “Care and Support Wedge”. Community resilience and ability to self-help is 
built up on the left hand side of the wedge. Through transformation, the money and workforce shift from 
the right to the left side of the care wedge. These principles guide the transformational change programme 
across all years and are in line with commissioner expectations. 
 
Figure 6: Our response to the health community ‘wedge’ model of care 
 

 
  

 
Children’s services 
The Children and Young People’s PPT covers both universal children’s services, such as health visitors 
and school nurses, and Child and Adolescent Mental Health Services (CAMHS).  There is currently some 
uncertainty about the future commissioning arrangements for these services which is likely to be clarified 
by commissioners very shortly. 
 
Overall, there have been three Children and Young People’s PPT days to understand how the service can 
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operate differently in the future, which 51 people attended in total (including service users, carers and 
partners).  The views of young people who use the service were taken into account and were a key part of 
the design for future services. 
 
By 2019 the Children and Young People’s PPT would like to deliver a service that truly implements the 
Think! Family approach.  This will be a service that focuses on the needs of young people, whilst also 
maintaining support for families and/or carers to empower them to make informed decisions and be fully 
involved in the care process.  This would mean that services will need to be fully accessible and available 
when required, are fluid and work collaboratively across the health and social care sector.  Seamless 
relationships with partner organisations will be important in ensuring this new process is a success, along 
with a workforce that is trained and empowered to provide appropriate care.  These developments will be 
supported by a single and fully integrated electronic patient record (EPR) system. 
 
To realise this vision nine workstreams have been proposed, which include: 

 Under fives (developing earlier intervention methods, and implementing evidence based 
therapeutic parenting programmes) 

 Eating disorders (enhancing services for young people with eating problems) 

 Single point of access and polyclinics (getting patients to see the right professional as quickly as 
possible, or in a clinic where multiple assessments can be done together, more quickly) 

 Learning disability services for children and young people (integrating the different elements of 
service to provide a simpler and more efficient service) 

 Youth mental health services (extending the early intervention model to all mental health issues in 
people up to the age of 25, smoothing the transition to adult services) 

 Attention Deficit Hyperactivity Disorder (ADHD) and Autistic Spectrum Disorder (ASD) pathways 
(developing simpler and more efficient systems for assessing and delivering services to young 
people with neurodevelopmental challenges) 

 School nurses and primary mental health workers roles (developing holistic physical health and 
emotional wellbeing services) 

 Integration with paediatric clinical psychology services (bringing the whole range of specialist child 
and adolescent mental health together) 

 IT management and administration (making better use of support services to deliver efficient 
services to children, young people and their families). 

 
We have been fully engaged in the Integrated Behaviour Pathway work (as illustrated in Figure 7) 
undertaken by Derby City and Derbyshire County Local Authorities, and will continue to develop our 
services for children in line with their vision: 
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Figure 7: Derbyshire County and Derby City Integrated Behaviour Pathway Model 

 
 
Substance misuse 
The Substance Misuse PPT met during December 2013 to discuss upcoming tenders and how the Trust 
can continue to deliver a high quality service.  At present we provide County and City Drug Services and 
Breakout (Young Peoples Drug Service, in Derby City).   
 
The vision for 2019 outlined by the Substance Misuse PPT is that drug and alcohol services are integrated 
and we work closely with partners.  A key feature is the development of innovative partnerships with social 
enterprises to promote local ownership and a recovery approach.  Due to the fast moving pace of this 
particular service it will need to remain flexible and easily adapt to changing patterns of society.  There will 
be an increased number of peer support workers and use of IT including social media and a new 
prescription model where healthcare professionals will be able to prescribe as well as doctors. 
 
Alcohol and drug services are periodically retendered, and we had to withdraw from the tender process for 
alcohol services in the City as we could not provide high quality care within the financial limits of the 
tender.  This means that from 1 April 2014 we no longer provide alcohol services in the city of Derby and 
we are working with commissioners to bolster existing services during the interim period until the service is 
retendered.  Derby City drug services come up for re-tendering next year and the prime focus of the 
service until then is maximise efficiency to ensure we are in the best position to re-tender for those 
services.  Our contract for Derbyshire county drug services has been extended into 2015/16 with the 
potential for an extension to the contract for an additional year. 
 
 

Quality strategy 
Our quality strategy is to continue to focus on improving outcomes for our service users.  We have in 
place a structure and process which facilitates measuring and reporting on quality and learning from our 
own experiences.  The plan for the future three to five years will be built on a whole spectrum of quality 
feedback based upon our service users, commissioners and monitoring bodies such as HealthWatch for 
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the city and the county. 
 
As described elsewhere, the local health community agreement is to deliver integrated public sector 
services, provide support in the community when needed and to reduce the need for hospitalisation or 
admission to long term care.  As an organisation, we will respond to this with new models for service 
delivery as described above.  Our staff will receive children’s and mental health core training, working to 
our clinical standards and supervision.  To enable integrated models of care, we will be further embracing 
agile working and advanced technology.  We will be increasing the amount of e-learning, podcasts and 
online discussion forums to promote our clinical governance standards, driving our organisational 
approach towards compassionate care in every contact and our values.  We will be increasingly promoting 
clinical manualised interventions in our community practice.  This will enable a wider skill mix of staff to 
undertake specific talking therapies, using clinical rating tools more independently from a registered 
clinician than they would in today’s model.  This work would be undertaken following training and 
assessment of competency, using arm’s length supervision and ways of working such as fidelity to 
protocol-based service models, like the Family Nurse Partnership.  Clinical variation in practice is a risk in 
our new ways of working and so we will ensure that the interventions we are promoting as core in our 
community practice are effective and have clear fidelity to the models of practice both in health visiting and 
in mental health care in our vocational, physical health and mental well-being care packages. 
 
Our two years of data from the friends and family test will be integral to our plans to achieve this ambition 
as a health community.  This very simple question was first introduced in 2013 and it is an opportunity for 
every individual who has received care and treatment to say if they would recommend that service to a 
family member or friend if they needed similar care or treatment.  The information is based on real life 
experience of our service users in real time and by using the picture built up over time we will be able to 
respond to the themes by making changes in the way we operate.  We will be measuring the experiences 
of service users in the community to inform a culture of continuous service improvement in the way 
services are provided over the next three to five years. 
 
This indicator is mandatory for all trusts to collect and publish from April 2014, and we will have two years 
of data which we will be able to use to compare the results to those of other trusts providing similar 
services.  This information will be shared with the health community to measure and evidence the success 
of the overarching strategy for Derbyshire. 
 
In line with this, we will expand our collection of patient reported outcome measures (PROMS), as we will 
have two years of data which measures the effectiveness of our care.  We will use this data to inform 
service improvement.  We will be using our Electronic Patient Record (EPR) data to increasingly analyse 
our service offers, clinical effectiveness through PROMS and be refining and streamlining our online 
record keeping pathways to reflect the clinical interventions we are using and the flow of our work.  We will 
be auditing our clinical effectiveness through our patient record and utilising this data to work to reduce 
clinical variability and ensure our families and service users are receiving the correct evidence-based 
intervention and NICE guideline recommended treatments for their condition. 
 
We will be building upon two years of EPR to ensure that our clinical records are not just professionally led 
but are interactive and encompass our drive within mental health to ensure that no decision about you is 
without you.  From a clinical quality perspective, we would be developing projects which are inclusive, 
about driving self-care, informed decision making, promoting clinical choice and personal diaries, 
Wellness Recovery Action Plans (WRAP) and the individual’s personal contributions to their health and 
wellbeing. 
 
Carers will be better supported and more closely involved in decisions about mental health service 
provision, building on the strong relationships we have built up with our carers over the years. The national 
patient survey will continue to be undertaken with our service users and carers, leading the actions we put 
in place. Our core of volunteers will be experienced in many areas of care and be fully involved in 
supporting our service users and their carers. 
 
The Government’s Closing the Gap document (Department of Health, 2014), stated that “High quality 
mental health services with an emphasis on recovery should be commissioned in all areas”.  We will have 
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implemented our plans using Implementing Recovery through Organisational Change (ImROC) approach.  
The early findings and outcomes from our work to change the balance of our workforce to include more 
experts by experience will have been evaluated.  The learning from this work will inform service models for 
recovery-oriented services in other areas of our future work three years on.  As a result of our work to 
close the gap instances of a service user travelling miles for a bed will be seen as the equivalent of a 
never event in our organisation and long waits for services will be the exception not the norm.  
 
Closing the Gap stated that “we are not yet making an impact on the enormous gap in physical health 
outcomes for those with mental health problems.”  Through our work to achieve parity of esteem for our 
service users we will have put into practice community models of physical healthcare with additional 
health practitioners in place working in other settings within the community.  We will work with our partners 
in the heath community to reduce the high risk of physical morbidity and premature mortality experienced 
by people with mental ill health, in particular those service users with schizophrenia.  To achieve this we 
will maximise the use of joint working to promote healthy lifestyles and prevent mental ill health.  We will 
be able to evaluate fully at this point in time the full impact of smoke free, in line with the NICE guidelines. 
 
 
 

Trust-wide communications strategy 
We are currently in the process of developing a new communications strategy, to ensure it effectively 
supports the successful delivery of this Strategic Plan. 
 
This includes: 

 A proactive focus on raising our strategic profile, reflecting our expertise as a specialist provider of 
mental health, children's and allied services  

 Communications and marketing processes will specifically be used to develop our profile and 
reputation in areas which we wish to further grow and maintain our service provision  

 Stakeholder mapping to identify key areas for developing new and existing relationships which 
may impact upon our business  

 Working with our local communities to ensure we are a provider of choice  

 Maintaining an ongoing focus on our internal audiences, to ensure staff understand and are aware 
of any changes being undertaken and how activity is in line with our overarching vision and values  

 Identifying processes to ensure our governors and members are involved and informed of these 
activities. 

 
The communications strategy will be underpinned by a series of communication plans, which will develop 
appropriate messages and mechanisms for the delivery of specific projects, which will enable the delivery 
of this strategic plan.  
 
 
 

Financial overview 
Overall our strategic approach to financial planning is consistent with previous years; simply put, we 
expect our growth to be through organic development and retention of current service portfolios (which 
may be augmented as part of procurement processes or otherwise enhanced, for example through 
partnership working). We do not plan to undertake more aggressive commercial endeavours, although we 
are open to exploring all appropriate commercial opportunities.  
 
Overall through the life of the plan, the Trust delivers a gradually improving financial position, continuing 
the trend of recent years. 
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 Year ending         
31-Mar-15 

 Year 
ending         
31-Mar-16 

 Year 
ending         
31-Mar-17 

 Year 
ending         
31-Mar-18 

 Year 
ending         
31-Mar-19 

Total revenue  127.018 125.393 128.261 127.833 127.616 

Total expenses (126.656) (123.939) (127.339) (126.465) (126.210) 

Total operating revenue for EBITDA 126.994 125.369 128.237 127.809 127.592 

Total operating expenses for EBITDA (119.235) (117.382) (119.961) (118.764) (118.231) 

EBITDA 7.760 7.987 8.276 9.045 9.362 

EBITDA margin metric (YTD) 6.11% 6.37% 6.45% 7.08% 7.34% 

Operating surplus (deficit) 3.260 4.387 4.239 4.682 4.710 

Surplus (deficit) after tax 0.362 1.454 0.922 1.368 1.406 

Return after financing 1.562 1.754 1.422 1.868 1.906 

 
  
 

 


