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Declaration of Sustainability

Northamptonshire Healthcare NHS Foundation Trust (NHFT) confirms that delivering this strategy will ensure the on-
going sustainability of the Trust over the next 5 years.

Our goal

Our goal is to build a strong, sustainable organisation by growing our revenue to a level that assures it for the future
and delivers improved patient and staff recommendation scores of 80% or more.

Where we will compete

We will compete in the provision of integrated pathways of care in services where we have competitive advantage,
both in-county and in the counties on our immediate borders.

Our basis for growth

We will differentiate ourselves from our competitors by designing and leading innovative integrated pathways which
bring together partners from the NHS, Social Care, voluntary and community sectors.  We shall use research,
innovation and clinical evidence, including the practical application of NICE, Royal College and other “best practice”
guidance, supplemented by feedback from patients, carers and staff, to improve quality and outcomes.

Agenda for Action

In order to deliver our strategy, we have identified the critical schemes which must be delivered as shown below.
Each of the projects is sponsored by a member of the Executive team.  Each project has been through an evaluation
process in order to assign its priority within the portfolio of projects.  Based on the criteria of strategic fit, quality
impact, financial impact, complexity and level of effort each project has been given a weighted score.  This score has
been used to guide prioritisation discussions and to determine the level of support the project will receive from the
Performance Management Office (PMO).  Each project has a project manager either from the PMO or the operations
team.

Project progress is monitored via the PMO tracking processes and the Executive Programme Board. This strategy will
be updated as part of the Executive Strategy Review Process (Section 2.5).

Our plans are consistent with the wider health and social care planning assumptions and requirements.
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Mental health and
wellbeing transformation

to deliver preventative and
secondary services which

deliver better patient
outcomes

End of Life Strategy to
deliver better outcomes as

county lead

Children’s and Young
People transformation to
drive out efficiencies as

county lead

Bed utilisation review to
reduce lengths of stay and

manage beds flexibly

Learning Disability Services
transformation

Tender and Account
management to ensure

sustainability

Quality and service
improvement through
learning and innovation

Public health development
of a wellbeing model

Telehealth developments
to increase staff efficiency

and improve patient
experience

Real time patient feedback
we can learn from and

action

Patient recording systems
and tools to support
service improvement

Partnership strategy
helping to ensure

sustainable business

New business models to
deliver services cost

effectively and flexibly

New business
development team

properly resourced to
ensure growth in new

areas

Intelligence hub
development to build
business intelligence

IT enablers and paperless
working to support new

models of care

Development of people’s
capability to grow new

skills in the workforce

New culture behaviours
to be embedded

demonstrating true
commitment to quality

of services

Estates strategy
developed to support
new models of clinical

delivery

Healthier
Northamptonshire will

provide innovative
solutions across the county

Frail and Elderly service
development to prevent
admission to acute beds

and to assist in early
discharge

Health and Social Care
integration to deliver care

closer to home
Acute service collaboration

as part of Healthier
Northants

Transformation of general
practice to enable

partnership working
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Introduction
Trust Strategy Development process

Given the rapidly changing environment locally and nationally, the emergence of the Healthier Northamptonshire
programme and the appointment of a new Chief Executive, Angela Hillery, in September 2013, we have revised the
previously stated strategic direction and vision for the Trust.

This review took place between September 2013 and January 2014 and involved the newly-formed Executive Team
and the wider Trust Board of Directors with regular input and validation from the Council of Governors.  The process
followed the 4 stages below which aligns with the process recommended by the PWC Foundation Trust Strategic
Planning Assessment Report.

What’s driving our
‘markets’?

Where are we now?

What are the big
strategic choices and
what are we up for?

What are our critical
issues and key
opportunities?

What are our most
important goals?

What is our #1 goal?

Where and how do we
wish to reshape /
improve the services
we offer?

What do we wish to be
famous for and how will
we succeed?

What are the
capabilities we need to
succeed (people,
systems, processes)?

How effective is our
organisation currently?

What are our priorities
for action to deliver our
emerging strategy?

What are our initial
2014-15 plans and
initiatives?

What will we deliver by
when?

What are our objectives
and priorities by
function?

How will manage
implementation?
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1. Market Analysis and Context

1.1 Our county
� In 2011, there were 691,950 people resident in

Northamptonshire, an increase of 9.8% on the 2001
total.

� Northamptonshire is a rural county divided into 7
districts as shown.

� The county’s largest urban area is Northampton with
a population of 214,566, followed by Kettering
(94,841), Wellingborough (76,100) and Corby (63,073)
however the county is largely rural with more than a
quarter of its population living in a rural location.

1.2 Current Healthcare Provision

Commissioning
� Health services are commissioned by NHS Nene and

Corby Clinical Commissioning Groups (CCG), with the
exception of the registered population of Oundle and
Wansford Local and are responsible for approximately
60% of the health budget

� NHS Nene CCG is split between six local authorities:

o Kettering
o Wellingborough
o East Northants
o Northampton
o Daventry
o South Northants

and is comprised of eight localities: Kettering,
Wellingborough, East Northants, Northampton East
and South, Northampton Central, Northampton West,
Daventry and South Northants.

� NHS Corby CCG is a group of five GP practices that
joined together on 01 April 2011 to form a CCG.

� NHS England commissions primary care and specialist
services. NHFT provides children’s inpatient services,
health visiting, prison healthcare and dentistry under
contract to various Local Area Teams.

� As part of its joint commissioning responsibilities with
health,  NCC commissions short break services for
children from NHFT and children and young peoples’
nursing among other wellbeing services.

Community Services
Northamptonshire Healthcare NHS Foundation Trust
(NHFT) is commissioned by both CCGs to provide

o Community Services for children and adults
o Mental Health services (including Children and

Adolescent Mental Health Services (abbreviated to
CAMHS),Older People and Dementia services)

o Learning Disability services
o Sexual Health services.

Acute Centres
The county has two District General Hospitals

o Northampton General Hospital
o Kettering General Hospital.

Primary Care
Primary Care is delivered in various settings close to
patients’ homes. This includes five GP practices in Corby
and 70 in Nene as well as health centres across the
county.

Social Care
� Adult and Children’s social care services are

commissioned by Northamptonshire County Council.
� Olympus Care Services, a company wholly owned by

Northamptonshire County Council, is one of the
largest care providers in the county and delivers
home and residential care services.

� The Council also commissions these services from
other independent and third sector organisations.

� In April 2013 responsibility for public health
transferred from the NHS to local authorities as part
of the Health and Social Care Act. Northamptonshire
County Council commissions a number of public
health services such as sexual health, smoking
cessation and obesity programmes from NHS,
independent and voluntary organisations.
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1.3 Population changes

� Northamptonshire has a growing and ageing
population which is expected to reach 739,200 by
2016.

� The highest rate of increase will be in the number of
people aged 65 and over which will increase from
106,000 to 145,000 in the 10 years from 2011 to
2021 and the number of over 85s will have increased
from 14,000 (in 2011) to 20,000 making up 2.5% of
the population.

� For the over 65s, the number with a limiting long-
term illness would increase by 36% between 2010
and 2020.

� Northamptonshire also has a large and growing
young population and those aged under 16 make up
one fifth of the population of the county, and those
under 20 make up one quarter.

� By 2016, the number of under 16s is predicted to
increase by 7,729.

� As well as the population living longer, there is a
rising birth rate with 9,288 births in 2012, an increase
of almost 300 (3.3%) since 2007.

� Inward migration is also a key driver of this growth
and there has been an increase of 11% in the number
of babies born to mothers who were born in the new
European Union Member states since 2010.

� The ethnicity of the population is also changing with
an increase of 8% since 2001 to 14.3% in the
proportion of residents who were from an ethnic
minority group.

� The younger population has greater diversity and
17.2% of school children come from ethnic minorities,
the largest of which is White other which includes
people from the European Accession States.

1.4 Overall picture of the Health of the
Northamptonshire population

� The health of Northamptonshire’s population is
broadly in line with national averages in terms of life
expectancy however there are significant variations
in deprivation across the county.  For example, Corby
and Northampton have poorer health outcomes than
other districts and the life expectancy in these
districts is 6.4 and 3.5 year lower for men and women
respectively than in south Northamptonshire.

� Northamptonshire has a statistically significant higher
healthy life expectancy at birth for men (65.3) in
comparison to the East Midlands (63.0) and England
(63.2).  The corresponding figure for women is 64.2
which is statistically higher than the East Midlands
but not England as a whole.

� Life expectancy for women in Northamptonshire is
statistically significantly lower than the national
average (82.0 vs 82.9) whilst that for males is not
statistically different to England at 78.8 vs 78.9 and
the East Midlands (78.6).

� Life expectancy is 9.4 years lower for men and 5.8
years lower for women in the most deprived areas of
Northamptonshire than in the least deprived.

� Over the past 10 years, death rates from any cause
have fallen overall.

� The most common causes of death in
Northamptonshire are cancer, circulatory disease and
coronary heart disease, stroke and respiratory
disease.

� Early death rates (under 75) from cancer, heart
disease and stroke have reduced recently.

� One of the main reasons for early death in men is
heart disease and for women, cancer.

� The number of people with more than one long term
condition (LTC) will rise nationally from 1.9m in 2008
to 2.9m in 2018.

1.5 Deprivation and wider determinants of health

� Overall, levels of deprivation in the county are low,
with Northamptonshire ranked as 48th out of 149 lo-
cal authorities in England.

� However, there are pockets of high deprivation and 4
wards within Northampton which rank within the
10% most deprived wards in the country and 2 fur-
ther wards in each of Corby, Kettering and Welling-
borough.

� Incomes and disposable income have reduced in real
terms following the recession and child poverty lev-
els have increased in all districts and boroughs.

� Northampton has the highest level of children living
in poverty (20.9%) and South Northamptonshire has
the lowest (6.5%) and across the county there were
22,935 children under 16 living in poverty in 2011.6



� Employment levels have remained stable within
Northamptonshire and we continue to have a higher
employment rate than the country as a whole.

� The number of people receiving Jobseeker’s
Allowance (JSA) is 14,346 (3.2%) which is down since a
peak in March 2013.

� The JSA claim rate for Corby (4.5%), Kettering (4.2%),
Northampton and Wellingborough remains above the
average for England.

� The rate of young people not in education,
employment or training was 5.2% in 2012 which is
lower than the national average (5.8%) but higher
than the average for the East Midlands.  Recent
indications are that this figure is rising so the picture
for young people aged 16-18 is becoming more
challenging.
80% of young people taking GCSEs and achieving any
5 or more passes at A*- C was 80% in 2012 which is
below the national (83.2%) and East Midlands
averages (82.7%), but is higher than in previous years.

1.6 Specific health burdens for the County

The Joint Strategic Needs Analysis published in December
2013, identifies that the main burden of disease and
deaths in the county can be attributed to these nine
factors :
· Cardio vascular disease (2nd most common reason for

death in the county)

· Diabetes

· Respiratory disease (3rd most common reason for
death in the county)

· Cancer (most common reason for death in the
county)

· Alcohol

· Mental health and Wellbeing

· Sexual Health

· Obesity

· Smoking
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1.7 Emerging health themes

Summary

The prevalence of diseases in Northamptonshire as a
whole is broadly similar to the national average, however
there are significant variations in the prevalence of
certain conditions and life expectancy across the county –
as shown in the diagram below.  The diagram shows
clearly the link between deprivation (refer to the
previous diagram in 1.5) and episodes of activity.

· The top causes of death are cancer, circulatory
disease & coronary heart disease, stroke &
respiratory disease.

· However, Northamptonshire does have a higher than
average prevalence for smoking and obesity.

· Both commissioner populations have above national
average rates of depression.

· There are significant cohorts of patients whose
conditions are currently undiagnosed and the
recommendations across a number of the 9 factors
require changes to primary care in order to reverse
this trend.

· All of these conditions are clearly linked by poor
lifestyle choices.

· The top five diseases by prevalence in the LHE are:
1. Hypertension
2. Obesity
3. Asthma
4. Depression
5. Diabetes

1.8 Recommendations from the JSNA as areas for
urgent action include:

� Creating a coordinated approach to tackling
unhealthy behaviours – through the creation of a
wellbeing service for Northamptonshire

� Systematically addressing the variation in exposure
to risk factors and behaviours – by developing an
inequalities strategy

� Consistently delivering preventative and anticipatory
care as part of the overall pathway and not
separately

� Northamptonshire urgently needs the development
and implementation of self-care, wellbeing and
health promotion strategies.

� Addressing variation in primary care – as part of the
transformation of primary care project

� Stopping services of little clinical value including
optimising ability to benefit from care provided –
through the service efficiency and optimising
outcomes projects

1.9 Impact of the wider Local Health Economy

Acute services

� A&E attendances at both general hospitals have risen
since 2009.  The increase at Northampton General
Hospital of 27.5% cannot be explained by
demographic factors and is therefore an outlier
when compared to other similar trusts.  The rate of
increase at A&E attendance at Kettering General is in
line with other trusts at 7%.

� The 2 district hospitals within the county have failed
to meet A & E transit targets which have put
Kettering General Hospital in breach of their Terms
of Authorisation as a foundation trust.

� Both acute hospitals have consistently operated
above 90% occupancy rate, in excess of the 85% level
beyond which the quality of care provided can be
affected.

� The NHS in Northamptonshire has difficulty in
recruiting and retaining clinicians resulting in
increased running costs to cover locums and bank
staff and nurse to bed ratios in both acute hospitals
being below the national average.
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Primary Care
� In the GP Patient Survey 2012-13, 51% of Nene

patients and 62% of Corby patients were unable to
get an appointment with a GP on the same day or
the next working day.

� 10% of patients in Nene and 15% of patients in Corby
were unable to get a GP appointment at all.

� These pressures on primary care are having an
impact across the whole health system.

� The NHS in Northamptonshire has difficulty in
recruiting and retaining GPs.

Community and Social Services
� Children, the elderly and those with one or more

long term conditions are all growing in number and
are disproportionately high users of services putting
pressure on the health and social providers.

� Already stretched Social Care Services are
increasingly impacting on patient flow through the
system.

� The 2010 Comprehensive Spending Review outlined
an average 28% cumulative reduction in local
government budgets by 2015 which is being felt
most acutely by Social Care because it accounts for
the greatest proportion of council spend.

Commissioning
� The largest Clinical Commissioning Group (CCG) in

the county (Nene) failed to deliver its targets and is
therefore operating under ‘recovery’ conditions.

� Demographic changes further impact on community
and mental health services where demand has
increased in end of life care, wellbeing and lifestyle,
long term conditions and mental health.

� Over the next 2 years, the financial deficit in the
Northamptonshire healthcare Economy will rise from
£36.3m in 2013/14 to £140m in 2015/16 and to
£275.9m by 2018/19 if the issues are not addressed.

1.10 Further future changes

� The combined Health and Social Care deficit is
predicted to increase to £275.9m by 2018/19 unless
the county approach changes.

� Achieving health and wellbeing outcomes is more
challenging today than it has ever been as NHS
funding is only increasing marginally and local
authority funding is reducing year on year.

� In the 5 years from 2011 to 2016 the population is
expected to have grown by 6.8 % which is much
higher than the national average.

� As the population is ageing, there will be more
people with LTCs who require medical support and
the number of over 65s with a limiting long-term
illness is predicted to increase by 36 % from 2010 to
2020.

� An increasing number of people with complex
disabilities and care needs are living for longer.

� The NHS is expected to continue to make significant
financial efficiencies to close the NHS Funding Gap.

1.11 County-wide acknowledgement from our LHE
partners of the need for change

� The scale of change required to address these
challenges is not achievable if individual
organisations continue to work as they do at present.

� To achieve the desired health and wellbeing
outcomes which place the individual at the heart of
the system, a multi-disciplinary approach is required.

� To achieve the borderless care which our patients,
carers and service users demand requires more
formal partnership working than the pockets of
collaboration which have been implemented to date.

1.12 Healthier Northamptonshire

The Healthier Northamptonshire programme formally
brings together the 7 main NHS and Social Care
organisations in the county with the vision to deliver

Better Health  •   Better Care   •   Better Value

to its population.  It is centred around an integrated
model of care through which health and social care will
pool funding and resources to work together to keep
people well, maintain their independence and reduce the
need for more intensive health and social care services.
Specifically Healthier Northamptonshire :

� Emphasises supporting people to manage their own
needs and moving care closer to home, reducing
reliance on hospital-based services.

� Puts the individual at the heart of the planning
process for care and support to make sure that their
personal needs and what matters to them shape the
way they are cared for.

� Focuses on prevention and early intervention
through a population health and wellbeing approach.

� Moves the model of care to more appropriate
settings and away from traditional acute hospital
beds
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To achieve this transformation, a number of workstreams
have been identified as the current focus areas of the
programme.

� Prevention
� Primary Care
� Out of Hospital

o Risk Stratification
o Community hubs
o Community beds
o Frail and Elderly Crisis Hub
o End of Life

� Urgent Care
o Primary care streaming
o Acute mental health liaison
o Quality discharge
o Urgent Care centres

� Single Service Commissioning
� Other

o Seven day services
o Creation of Joint Commissioning Unit
○ Collaborative resource management, e.g.

back office functions

1.13 Strategic Support for Northamptonshire

Northamptonshire health economy is one of 11 local
health economies nationally identified as particularly
challenged and needing intensive planning support. The
objective of the intensive planning support work is for all
Northamptonshire health economy partners to submit
aligned 5 year strategic plans to various national bodies
for assurance.

Northamptonshire has been described as a challenged
health economy because:

1. There is lack of access to and effectiveness of
primary care, particularly with regard to preventing
admissions for acute care
2. Acute Trusts are struggling to meet targets
3. There is limited pathway working for high risk
complex patients
4. Current models are unaffordable
5. There have been limited results from previous
initiatives
The root causes of these issues and the impact they are
having on the county mirror those listed as part of the
market context above.

� Primary Care is underserved by GPs and referral
patterns are variable

� Limited pathway working and specific issues in the
urgent care pathway for high risk patients

� Difficulties recruiting GPs and junior doctors leading
to high locum costs

� Stretched social care services contributing to delays
in complex discharges

� Growing and ageing population placing further
pressure on primary care and A&E

� Stretched acute services under pressure from
emerging clinical standards
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A Health and Social Care vision for
Northamptonshire

Introduction

For the last 2 months, leaders of Health and Social Care
in Northamptonshire, have been working on a plan to
achieve clinical and financial sustainability for the
population and users of healthcare services through the
Challenged Health Economies (CHE) project. Below we
confirm the key elements of the plan that the health and
social care economy have signed up to and agree
priorities for further investigation and work-up in the
next month and beyond into implementation.  Work has
built on Healthier Northamptonshire and other earlier
initiatives wherever it was sensible to do so.

Why we need to change

The key driver of our work is to ensure we deliver high
quality care, sustainably. Doing so requires care to be
provided in the right settings, with the right workforce
and affordably. Unless we transform in a significant way,
the situation will get harder because of quality standards
that are becoming more stringent, a population that is
growing faster than in other parts of the country and a
high-risk frail elderly group whose care needs are
complex and require multi-disciplinary working across
care pathways.

There are 6 key building blocks of the vision for the LHE
healthcare strategy that has been agreed:

� Achieving core clinical standards in our services
within and outside hospital

� Delivering a step-change in the way services are
delivered out of hospital (OOH)

� Improving the quality, consistency and economics of
key services by commissioning single, county-wide
services providers will collaborate to deliver in the
most effective way

� Achieving demanding, but realistic efficiency
improvements in all providers, CCGs and social care

� Collaborating to manage resources jointly across
organisations in the LHE

� More use of technology and innovative workforce
models

Each of these is briefly described below:

Achieving core clinical standards – commissioners and
providers are committed to meeting accepted standards
of care in all settings to improve quality and safety, and
developing new models of care in order to deliver it.
These will include seven day working, extended hours in
primary care, risk stratification, improved access to
consultants, MDT review, and mental health assessments

and appropriate population size to deliver specialist
services.

Delivering out-of-hospital transformation – we know
that a significant proportion of acute hospitals’ work
relates to the exacerbation of a long-term condition or
deterioration through age related illness and that in
future care pathways will need to be developed to
ensure realistic alternatives to hospital admission.
Initially developed in the Healthier Northamptonshire
programme, the key elements of the strategy are to
provide improved access to primary and community care
through community hubs and networked general
practice and through the development of integrated
pathways initially for the frail elderly. GP led urgent care
centres at the front door of the two hospital trusts will
prevent inappropriate demand on A&E and support
improved care in the community, and Crisis Response
and Discharge teams will support effective step up and
step down services in the community bed base, enabling
earlier discharge from the acute trusts. Joint working
with social care is critical to the achievement of this
vision. Progress underway has mainly focused on
implementing population risk stratification and care
planning for the highest risk 2% to be implemented by
October 2014. Elements of the OOH transformation will
also be at the heart of the transformation of Children &
Young People’s Community Health Services for which
NHFT is lead provider and for which the deployment
model will be up and running in September 2014.

Improving services through single service
commissioning county-wide and provider collaboration
in delivery - for many acute services in particular there is
potential to consolidate service delivery and thereby
improve quality through greater clinical specialisation
and achievement of critical mass, prevent duplication,
make better use of assets and repatriate activity
currently delivered in the private sector.

Achieving demanding but realistic efficiency
improvements in all providers, CCGs and social care –
we all have to achieve efficiency savings year-on-year
and have set ourselves demanding but realistic targets.
These have been checked against benchmark data and by
each organisation. Plans exist - at some level – for
savings for the next 2 years. Beyond that, more work will
need to be done to turn targets into concrete action.
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Collaborative resource management – we will maximise
the potential for joint organisation working across
providers and social care to streamline processes and
deliver greater savings in property, procurement, back
office and use of resources such as equipment and
create shared services’ hubs where appropriate.

More use of technology and innovative workforce
models – new technologies, processes and workforce
models are important enablers to achieve these
objectives. Telehealth and telecare solutions are being
used or evaluated currently. For example NHFT has been
operating video conferencing to support clinician to
clinician and clinician to patient contact for the past 18
months utilising the “Saypage” software solution. The
Care Closer to Home HN workstream identified a risk
stratified population of 1327 patients who will be
supported by the initial deployment of Care Co-
ordinators. As part of this proposal, use of equipment to
the patient home (phone or tablet, urine test kits, blood
oxygen monitors, etc.) are being explored.

Financial assumptions for the health economy

The financial assumptions behind this agreed direction
are set out in the table below. It represents the position
of the health economy in 2018/19 or, in other words,
looking forward 5 years.

Plan for 2018-19 Northamptonshire Health Economy
Challenge
 More work still needs to be done to:
� Detail the build-up of the costs to deliver key clinical

standards
� Check some baseline estimates for projected activity

growth (e.g. emergency in NGH)

� Confirm estimates for emergency activity reduction
attributable to the implementation of the out-of-
hospital plan

� Refine further the initial shortlist of services for
consideration for single-service commissioning and
confirm deliverability of target benefits

� Establish the social care fact base (gap, plans, cost
pressures, application of BCF fund)

� Confirm assumptions around management of CCG
cost pressures and out of county commissioning, in
particular:
o Looking at potential efficiencies and investment

of contingency
o Re-assessing current levels of estimated savings

with out of county providers, primary care –
including prescribing, CHC, other areas

o Developing risk share with social care for
transfer of better care funds to avoid
development of £11m cost pressure

� Establish whether a £25m target in year 5 is a
reasonable target for efficiencies through
collaborative resource management

� Phase these assumptions over 5 years
� Consider transition and capital costs
� Develop implications for individual organisations

Key next steps

We are determined to ensure that this agreement of a
future direction for the health economy actually moves
forward into reality for the benefit of the people of
Northamptonshire.

Therefore we are committed to taking the following
priority steps:

1. We will agree governance arrangements that are fit
for purpose for implementation and a supporting
plan for communication and wider stakeholder
management

2. We will develop a high-level implementation plan for
this vision

3. Within the implementation plan, we will detail, as
specifically as possible, activities milestones and
timelines for the key parts of the plan. In particular:
a. How we will work and on what set of initial
services to develop the single service commissioning
workplan. This process will be designed with clinical
leaders and managed to ensure widespread clinical
buy-in
b. We will review the out-of-hospital plans
developed so far, ensure that they are coherent,
robust and supported by a business case and revised
milestones
c. We will define the approach we will take to
delivering the target benefits from collaborative

Challenge £m £m

Overall system challenge 269
Cost of clinical standards in
current configuration of services

279 10

Challenge post out of hospital 265 14.3
Single service commissioning 253 12.5
Efficiency improvement by
providers and social care

88 165

CCG management of cost
pressures and out of county
commissioning

25 63

Collaborative resource
management by providers

0 25

Remaining challenge 0.0
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resource management and set out a workplan and
agree milestones

4. Each individual organisation will press on with
efficiency savings in the normal way

5. We will clarify resource requirements – including
transition costs

6. We will develop a first cut of the financial phasing of
the plan in line with the implementation plan

7. We will agree a method of adjusting financial flows
between organisations to achieve the objectives of
this plan

8. We will align HN initiatives with this plan

The intention is to review the trust’s strategy at the mid
year point and this will be the opportunity for these
recommendations to be incorporated in more detail and
for any modifications to the strategy, that reflect any
further changes in the county programme, to be included.

However, it should be noted that NHFT is not relying
solely on the Northamptonshire Health and Social Care
strategy to ensure its sustainabilityThe second part of
the trust’s strategy is to win new business in the
bordering counties.

1.14 Capacity analysis based on sufficiency of
estates, beds and staff

NHFT is undertaking an estates rationalisation process
considering the buildings in which we conduct our
business based on new service models.  In 2014 NHFT
opened a brand new older persons inpatient facility in
line with commissioners intentions to commission the
same number of beds for this population.  We are
reviewing the bed based services provided to ensure
maximum occupancy and that all our buildings remain fit
for purpose.

In 2013 NHFT undertook a change in the shift pattern of
nursing staff working in the mental health in-patient
services. This review ensured that there are sufficient
staff on duty to meet the needs of our service users; we
are in line with working time directives; we have
sufficient beds and  we maximise service user contact.
This will be complemented by and strengthened by
further work on the Safer Staffing initiative.

1.15 Funding analysis / Revenue in a “do nothing”
scenario and resulting gap across the LHE

On the basis of historical trends and current
commissioning intentions no significant changes in
income are forecast over the period of our strategic plan.
There are plans to move some of the less complex
activity from secondary care in to primary care,
particularly in mental health services. This is already built
into QIPP schemes and reflected in the plan in 2014/15
and 2015/16 and therefore is expected to have limited
further impact on income over the remainder of the
strategic planning period. There is also an expectation of
a continuing pressure from NCC to reduce the cost of its
healthcare contracts and this is reflected both in the
base plan and the downside sensitivity analysis over the
strategic planning period.
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2. Risk to Sustainability and Strategic Options

2.1 Summary of External Drivers impacting the trust

2.2 Risks to Sustainability
The main risks to the trust’s sustainability can be summarised as below :

Reduction in revenue
� Decline in demand for specific services due to changes in best practice guidelines and/or as a result of

demographic changes or improving health outcomes.
� New entrants to the market and increased commissioner focus on community and voluntary sector.
� Procurement processes now mean that all contracts are potentially at risk.
� Supply outstrips demand and therefore there is less business to go around.
� Commissioner QIPP agenda.
� Change to commissioning for outcomes rather than activity and specific services.
� Moves to prevention/early intervention strategies
� Developing strategies of acute trusts

Cost reductions
� Requirement to continue to find at least 4% savings on an annual basis without impacting on the quality of

services and the experience of patients

Change management
Our capability and capacity to adapt to the changing local and national health economy.
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New government reverses move to CCGs

Commissioners become clearer and more pragmatic

Shift from secondary/tertiary to primary care
7 day working
Higher patient expectations - speed, access, breadth
Demand for fewer NHS ‘issues’ in election run-up
New competitors bid successfully for our services
Other NHS Trusts bidding against us
Growth of telehealth and other technological solutions
Commissioning shift to outcomes (vs. Services)
Increasing role of third sector

Cost reduction targets
Ageing population and related needs
Declining local authority budgets and spend
Impact of Mid Staffs increases focus on care quality (public intolerance)
Shift to preventative health / early interventions
Local acutes with deficit funding lower spending
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3. Strategic Plans

3.1 Strategic issues facing the trust :

Having pulled all of the previous analysis together, the
strategic issues facing the trust can be summarised in
these 6 statements

� How to maintain and improve service quality in an
environment of 4-5% pa cost reduction targets;

� How to increase the speed and agility of the Trust,
and increase our capacity to deliver change;

� How to improve the quality of our information sys-
tems;

� How to increase the role of, and relationships with,
third sector and other relevant organisations;

� How to continue to improve the experience of our
patients; and

� How to retain our existing business and improve our
ability to bid competitively.

In addition to these priority issues, we also identified a
further, second-order list of issues and challenges faced
by the Trust:

� How to improve our ability to manage change initia-
tives;

� How to increase the role of clinicians in change
projects;

� How to increase the role of technology to lower
costs and improve care;

� How to best respond to the shift to PHBs;
� How, and whether, to participate in delivering pri-

vate health services;
� How to best integrate a wellbeing agenda across our

service delivery; and
� How to better improve the engagement of our peo-

ple by better acting on their feedback and involving
them more in key decisions.

3.2 Emerging Strategy Alternatives

Having reviewed the market analysis information and
examined the trust’s competitive position we identified
four high-level strategic alternatives to consider and
develop :

� A framework leader model, where the Trust oversees
and manages the care pathways but works in
partnership with other agencies who may take a
bigger role in the actual delivery of care;

� Local vertical integration, where the Trust takes full
end-to-end ownership of specific patient pathways
and services;

� Focused service development and geographical
expansion, where the Trust will focus its efforts on
becoming best-in-class for selected services and then
drive growth by expansion beyond current
geographical boundaries; and

� Merger-led sustainability, where the Trust seeks to
merge with another, complementary organisation so
that improved scale economies exist to create a
sustainable financial model.

3.3 Setting the Direction

Our goal is to build a strong, sustainable organisation by
growing our revenue to a level that assures it for the
future and delivers improved patient and staff
recommendation scores of 80 % or more.

Where we will compete
We will compete in the provision of integrated pathways
of care in services where we have competitive advantage,
both in-county and in the counties on our immediate
borders.

Our basis for growth
Using research and clinical evidence, supplemented by
feedback from patients and staff, to improve quality and
outcomes, we will differentiate ourselves from our
competitors by designing and leading innovative
integrated pathways which bring together partners from
the NHS, Social Care, voluntary and community sectors.
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3.4 Agenda for Action
In order to deliver the strategy, we have identified the
strategic agenda which must be delivered and this can be
summarised in the following diagram.

Develop : our pathways to defend and retain existing
contracts
This is about establishing a solid foundation for future
innovation and growth by
• consistently delivering on quality and cost, patient

care and internal service support across the
organisation

• delivering efficiency improvements and key clinical
and non-clinical transformations

• minimising variations between and within pathways
• ensuring that we promote our capabilities in

compelling tender submissions
• challenging traditional ways of working to ensure

quality of care is ‘just right’ (not over or under-
delivered).

Innovate : Create new and innovative models of
integrated care to expand in-county.
This means that
� we will become the partner of choice and the leading

care integrator in the county, extending our portfolio
of service provision and facilitation within
Northamptonshire and creating a platform for future
growth.

Grow : Target pathways and tenders to grow our reach
beyond Northamptonshire.
This means
� winning new contracts in bordering counties and

beyond (their boundaries) on selected services
where we have a proven track record and an
advantaged delivery model.

Build : a capable organisation
This means that we have
� the people, capabilities, structures, systems and

processes that enable us to adapt to a rapidly
changing healthcare environment and to deliver the
right care at the right time in the right place.

In-county impact of this strategy

� Addressing the need to deliver care closer to home
by developing and operating integrated, multi-
agency, community-based care pathways as the lead
provider

� Proactively managing high risk patients using risk
stratification techniques

� Leading in-county on specific pathways relating to
intermediate care

� Managing social care and use of acute care to
improve patient outcomes

� Acting as an umbrella organisation to support
emerging GP federations using innovative partnering
vehicles

� Providing mental health and community services
across county borders

� Partnering with emerging primary care federations
to implement new models of Out of Home care in
physical and/or virtual community hubs.

� Managing patients through multi-disciplinary teams
flexing the type and level of care around need.

� Managing low-complexity unscheduled care in the
community and direct to primary or acute care as
required

� Building our reputation by developing our research
and innovation facilities and capability
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3.5 Strategic Plan: Financial Commentary

Amendments to operational plan (2015/16)
Following feedback from Monitor on the Operational
Plan and review at the Trusts Finance and Performance
Committee, the Trust has revised a number of
assumptions for 2015/16, which have improved the
planned position in 2015/16 from a deficit of £1.2 million
to a deficit of £0.1 million. The main changes are:

CQUIN funding was assumed to be fully committed on
the delivery of CQUIN schemes in the original submission
for 2015/16 but is now assumed to create £0.9 million of
flexibility that can be used to fund other planned trust
expenditure (the redundancy provision), thus reducing
planned costs by £0.9 million;

Generic cost / demand pressures have been reduced
from 1% to 0.8% in 2015/16 (which is in line with the
assumption in the other years of the strategic plan), non
clinical non pay inflation has been reduced from 4% to
2.4% (which is more in line with Healthier
Northamptonshire inflation assumptions), and pay
inflation has been reduced from 2% in the original plan
to 1.5%. The combined effect of this is to reduce planned
costs by circa £1.3 million.

Offsetting these assumptions is a reduction in the
planned CIP in 2015/16, , reflecting a reduction in the
target from 5% in the original plan down to 4.5% and an
assumption that non recurrent CIP of £0.2 million in
2014/15 is not implemented recurrently, increasing
planned costs by circa £1.1 million in 2015/16.

The net impact is therefore an improvement of £1.1
million in the planned position for 2015/16.

Financial sustainability
The Trust has good relationships with its main
commissioners and has worked closely with the
Northamptonshire CCGs in agreeing and delivering
internal QIPP savings and supporting the delivery of QIPP
savings elsewhere in the local health economy. The Trust
is actively engaged in the Healthier Northamptonshire
project, working with the CCGs, the Local Authority and
local acute trusts with the support of Deloitte and
McKinsey’s to quantify and address the financial
challenge across the local health economy. This project
will be critical in ensuring the sustainable provision of
high quality care over the next five years and onwards
both within the trust and the wider health and social
care economy. A number of broad options have been
developed as part of Healthier Northamptonshire and
one area of notable success is the recently piloted frail
and elderly service within the Trust which is now planned
to be extended to support more out of hospital care
through the development of a community hub and

integrated community services. The financial plan
incorporates the estimated impact of the development
of a community hub by the Trust in the strategic planning
period. This in particular will strengthen the Trusts
position as a key provider within the local health and
social care economy.

Overview of the financial projections
The planned position of the Trust over the strategic
planning period is consistent and stable, with a marginal
deficit forecast in the early years of the plan, improving
to a marginal surplus in the later years of the plan and a
sound continuity of service risk rating of 3 in each year.
This reflects the planned achievement of a challenging
CIP target of 5% in 2014/15, 4.5% in 2015/16 and 4% in
each following year of the strategic plan; and relatively
consistent year on year pay and non-pay inflation
together with a continuing negative contract “uplift”
(deflator) over the period of the plan.

The detailed work on Healthier Northamptonshire
initiatives is in the very early stages, although there is
sufficient progress on initial planning assumptions and
provisional high level modelling of impact on
organisations for this to be reflected in the strategic plan.
It should be noted however that these plans are not in
detailed form yet and a number of the assumptions have
yet to be fully tested and agreed by all parties, so there is
scope for significant change in terms of the initiatives,
assumptions and impact on individual organisations and
the health and social care economy. The planned
downside therefore assumes that there may need to be
a significant QIPP requirement in addition to
implementation of Healthier Northamptonshire schemes.

Resourcing requirements, dependencies and risk
mitigations
The plan assumes that contracts will continue at existing
levels except for forecast contract deflation that is in line
with Monitor and NHS England assumed CIP
requirements and general inflation assumptions. It is also
assumed that there will be a continued pressure /
reduction in funding on the Northamptonshire County
Council contract. If CIPs are delivered at planned levels
then the Trust will maintain a sound financial position
and risk rating, although a major determinant of the
Trusts financial position will be the further development
and implementation of solutions to the local health and
social care economy financial gap through the Healthier
Northamptonshire project.
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Analysis from the Healthier Northamptonshire project
indicates that the CCGs have a circa £15 million funding
shortfall in 2015/16 rising to £90 million by the end of
2018/19, which needs to be addressed through QIPP
schemes (some of which have been agreed for 2014/15)
and / or initiatives developed through the Healthier
Northamptonshire project. A significant element of this is
currently assumed within Healthier Northamptonshire to
be managed through initiatives impacting on other areas
of CCG spend and therefore the savings requirement
from the local health provider contracts with the CCGs is
circa £26 million by 2018/19 (in addition to any
underlying recurrent financial gap in providers and CIP
requirements).

On a simple pro rata basis the “share” of the CCG gap of
£26 million that would fall against NHFT is £6 million,
although this assumes that a significant element of the
CCG gap is managed through initiatives impacting on
other areas of CCG spend. There is therefore a risk that
the NHFT “share” of the CCG gap could be significantly
higher (an earlier assessment in Healthier
Northamptonshire was £12 million).

The risk of an increased QIPP requirement over and
above the planned Healthier Northamptonshire savings
and mitigating actions has therefore been broadly
modelled in the downside part of the Annual Plan. The
elements of the downside and mitigating actions are
largely as described in the Operational Plan narrative,
although for the purposes of the Strategic plan a further
QIPP requirement has been assumed (consistent with
the proportionate share of the CCG gap of £12 million as
identified above) over years 3 to 5 of the plan and a
further reduction of circa 5% on NCC funded contracts
has also been assumed in the downside. The result of
this is that with the impact of implementation of broadly
quantifiable mitigating actions the Trust would have a
continuity of service risk rating of 2 by the end of the
strategic planning period. Further potential mitigating
actions have been identified as per the operational plan
narrative although these have not yet been quantified
and would only be deployed in the eventuality that there
is a potential significant liquidity issue for the trust.
Although further work would be required in order to
quantify and implement these actions as necessary, the
Trust does currently have a strong liquidity position and
therefore would be able to manage a period of downside
pressure whilst refining and implementing appropriate
mitigating actions.

3.6 Communications Plan for Key Stakeholders

An engagement plan to share the strategy and to involve
staff in its delivery has been prepared, this includes:
1. Existing Trust wide communication - the strategy and

agenda for action have been shared with key
stakeholders around the Trust and a simplified
diagram and acronym for the agenda for action
elements, ‘DIGBY’ have been circulated across the
trust.

2. Public engagement – an overview of the strategy is
included in the Trust’s Annual Report 2013/14, which
will be available on our website. There will be further
opportunities for the public to feedback at events
such as the annual public and members meeting, or
via social media such as our website, facebook and
twitter accounts. We will continue to ensure we
share out plan with the public and to elicit their
views and comments. To further support accessibility
and public engagement, and as part of the regulatory
process, a summary version of this document will be
produced which shares all key information but
removes commercial sensitive or confidential
elements of the plan.  It is this that will be available
on our public website and our intranet.  Engagement
will be encouraged via a timed communication plan
using our key channels; internal email, home page
promotion (website and intranet), our staff magazine,
our Trust members magazine, Governors briefing’s
and relevant meetings.

3. Continued service and staff engagement - a detailed
plan is being prepared to ensure the continued
engagement and contribution of staff members in
the system-wide change.  This plan is still in its early
stages and, as mentioned previously (sec 1.13), will
need to reinforce the clinical case for change.   A
number of staff engagement options have been
identified as and final decisions are currently being
made on these options.

4. Annual strategic process – critical success factors
have been identified and allocated to senior
members of staff.
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3.7 Governor Development and Membership

3.7.1 Governor Development
� The Council of Governors has established a Training

& Development Task & Finish Group which is
supported by the Trust’s management team. The
group is well embedded, with regular progress
reports being presented to Council of Governors’
meetings which are also attended by members of the
Board of Directors.

� A range of training and development opportunities
have been identified for and accessed by Governors,
including external (Foundation Trust Network) and
internal courses, as well as Governor Briefings.
Topics covered by these courses include Finance,
Business Development, Measuring and Assuring
Quality, and Safeguarding. These courses will
continue to be accessed by Governors during
2014/15. Governor induction arrangements have
also been reviewed and endorsed by the Task &
Finish Group.

� The quality and range of training and development
opportunities have received positive endorsement
and feedback from Governors.

� The outcome of a Governor skills audit
commissioned by the Task and Finish Group has also
informed the ongoing development of the training
and development programme.

� The Training & Development Task & Finish Group
confirmed its support at its May 2014 meeting of the
Board certifying compliance with the Training of
Governors declaration required as part of the annual
planning process.

3.7.2 Membership

Strategy
Our current membership strategy builds on work
previously undertaken to recruit and develop an engaged
and representative membership. The Council of
Governors approved the latest strategy in March 2013.
The strategy recognises the importance of focusing on
the engagement of members, along with the need to
continue to grow actual numbers.

In early 2014, we commenced further reviews and
enhancements to our approach. Our aim is to make
membership engagement an integral part of how we
build an even better understanding of the needs of our
service users, carers, staff and communities. The aims of
our emerging updated Membership Strategy, which will
be concluded during 2014/15, will be to:
� Grow our membership in terms of both quality and

quantity
� Value our membership as a resource
� Focus on the needs and aspirations of members and

the public

Engagement
We engage our members in a number of ways including:
� Our commitment to regular communications with

members begins with a welcome letter and
information for new members. It continues with a
regular bulletin and report from the Chairman, as
well as governor and organisational updates, and a
membership survey

� Our website hosts a dedicated area for members to
find information and updates

� We hold member events to share and discuss the
Trust’s Operational and Strategic Plans and the
future of healthcare services both within our Trust
and the wider NHS, as well as service-specific events.
Recent events have included topics such as our
wellbeing strategy, ex-military and veterans’ mental
health and dementia services

Targets
To achieve a balance between increasing our
membership numbers and the investment in meaningful
involvement of existing members, our targets are
carefully reviewed prior to being agreed. The Council of
Governors Membership and Governance Sub-group
oversees our recruitment activities and recommends
annual membership targets to the Council of Governors
for endorsement.

Our Trust has successfully achieved its overall
membership target as well as targets by constituency for
2013/14.

The Council of Governors, at its March 2014 meeting,
agreed a net 2.5% growth target in 2014/15 for all
constituencies. This target is consistent with the
underlying rationale of the Membership Strategy which
is to ensure there is a concerted focus on the quality of
membership engagement, as well as the quantity of
membership growth.

3.7.3 Membership Numbers

Year End March 2014
actual

March 2014
target

March 2015
target

Public 6945 6902 7118

Patient and
Carer

2198 2145 2252

Staff 1769 1735 1813

Member total 10912 10782 11183
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3.8 Process for monitoring performance against the strategic plan

Annual Strategy Summit will review:
• 4 steps of strategy development process
• Strategic Position and Choices
• The Agenda for the next 3 years
• The Plan for the next year

Projects and Programmes
• The Agenda for Action document has been

distilled into the projects and programmes for
2014/15 which, if completed, will deliver the first
year of the agenda for action.

• Most programmes and projects have operational
and project resource allocated and all have an
Executive Sponsor in place.

• All projects and programmes are being
monitored and controlled by the Project
Management Office (PMO)

• The role of the PMO includes the identification
and oversight of projects’ resourcing
requirements, dependencies, risk and associated
mitigations. The resource requirements of the
PMO itself have been reviewed and strengthened
to ensure it has the necessary capability and
capacity to discharge its functions.

• Finance and Performance Committee report
prepared every 2nd month.

6 monthly strategy review
� Current environment
� Direction of travel
� New uncertainties, ideas and opportunities
� Priorities
� Update agenda for action

 Quarterly review by CEO and Executive Team


