Five year forward view 2016-2021
A guide to the local health and care plan
for north east Essex, west and east Suffolk.

Our commitment

Over the next five years, health and care organisations
in north east Essex, east and west Suffolk will work
together better, support you to look after yourself
confidently and inspire clinical and community
leadership.

The public, clinicians, the voluntary sector and other
partners have told us that they want us to join forces
to reduce duplication. They want us to do things well
without waste and make sure our services are simpler.
This is what we will aim to do.

We want the best for you. So we need to make changes
to improve: care for everyone; the quality of services
on offer; support for our workforce; and how we spend
public money within budgets.

By linking up services, you will see GP surgeries, mental
health and social care services, acute hospitals and
community health professionals all working together,
moving care closer to people’s homes and improving
their outcomes.
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Building better health and care

This plan is about how we will all work together so that you, your family and people in your community
can lead healthier, happier lives by taking greater control and responsibility for your health and wellbeing.
People tell us that they want to live healthy lives and have rightly-held expectations of simple, safe and high quality
care. However, there are currently big variations in health and social care services in north east Essex and west and
east Suffolk, and the way people use these services. Finally, if we carry on as we are, by 2021 we will be overspending
by £248 million on health care.
Major changes are needed to reduce illness and deteriorating health, to support communities and deliver care closer
to people’s homes. We want to do more with technology. We want to make sure hospitals and primary care can plan
together for the future. And it is in everyone’s interest that we do this using the money we receive from taxpayers via
central Government most effectively.
We will face some difficult decisions in the coming five years because we have rising demands and costs in the NHS
and care sectors. We will have to think about how services can be different, and at the same time accessible, timely,
joined-up and patient-centred. We need to get this right, and that’s why we will continue to appropriately engage,
involve and develop plans with you.
A total of 26 different organisations have pooled their plans to which people have already contributed. That means it
is already informed by more than 40 separate pieces of public and voluntary sector engagement carried out in recent
years to develop strategies for housing, primary care, end of life, maternity, cancer, hospital care and mental health,
including learning disabilities. Parts of the plan still need to benefit from patient and public engagement, and that will
happen over the coming years.
This plan, known as a Sustainability and Transformation Plan (STP)*, has one central theme at its heart; collaboration,
not competition. It focuses on keeping people fitter for longer, improving the quality of health and care and doing so
within budget. In it, we set out where we are now and - most importantly - where we need to be.
Thank you for your time and interest in reading this. This is a summary of the plans that are being developed to
respond to the Five Year Forward View.
*The Sustainability Transformation Plan referred to covers the areas of north east Essex, west Suffolk and east
Suffolk. There are three other partnerships in Essex and Suffolk - Norfolk and Waveney; Mid and South Essex; and
Hertfordshire and West Essex.
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Did you know?
• One in five children across north east Essex and
Suffolk are overweight or obese. That figure
jumps to one in three for young people aged
between 10 and 11 and two thirds of all adults.
• One in four people aged over 65 are now living
with two or more long-term conditions, like
diabetes, breathing problems or heart disease.
This means that doctors and nurses, hospitals,
voluntary and social care professionals have to
take more time and effort to support them.
• Smoking-related illness kills around five people
every day across north east Essex and Suffolk.
• In parts of north east Essex and Suffolk, there
are a significant number of people who claim
benefits. In many cases this is because of ill
health or a lack of skills to access the available
employment opportunities.

Where we want to get to in five years’ time

Made sure we are
able to offer complex
care in three hospitals,
offering simpler
care like follow-up
appointments in the
community or using
technology.

Succeeded in
our goals in our
strategies for
improving mental
health for adults
and young people.
HAVE A
SUPPORTED
WORKFORCE,
PARTICULARLY
FAMILY DOCTORS
AND NURSES.

Supported people
to stop them from
becoming unwell
in the first place
by improving
education,
housing and skills.

Made it simpler
for people and
communities to access
care and find ways
to help themselves,
including using new
technology.

HAVE A SYSTEM
OF INFORMATION
AND SUPPORT SO
THAT PATIENTS
AND CLINICIANS
CAN WORK IN
PARTNERSHIP.

See family doctors
and nurses from
neighbouring GP
surgeries working
together and sharing
support staff so that
the most experienced
staff are seeing those
with more complex
care needs.

IMPROVE OUR
USE OF
TECHNOLOGY
AND INFORMATION,
WITH PATIENT
CONSENT.

Reviewed 15
hospital specialties using
best clinical practices and
patient feedback,
to ensure we are making
the most of our clinicians’
expertise and that
patients are supported
Built on good ideas
to take greater care
to keep people in their
of themselves.
homes for longer, such
as the Early Intervention
Team and the Crisis Action
Team, which have seen
Developed single
the voluntary sector,
teams to focus on
nurses,
social workers
operations and
and
doctors
come
treatments to
together
to
drive up outcomes
improve
care.
of care.

INVEST
APPROPRIATELY
IN BUILDING
PROJECTS.

SHARE BESTPRACTICE AMONG
ALL PARTNERS.
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Well-developed
teams of health and
social care professionals
people with different
skills working together,
providing patientfocused care, such as
Connect Suffolk and
RightCare in Essex.

Reduced
isolation.
COMMUNICATE
AND ENGAGE
APPROPRIATELY.
PLAN, FUND
AND OVERSEE
SERVICES IN A
DIFFERENT WAY.

Our challenges

Demand for health and social care services is rising

Workloads are high - and getting higher

Many people within north east Essex, west Suffolk and
east Suffolk are living with ill health or with a disability
for a significant number of years. A quarter of the
population suffer from long-term conditions caused by
stress, unhealthy eating, physical inactivity, drinking too
much alcohol, smoking, air quality, poverty, isolation
and poor housing. The number of people going into
hospitals is higher than the national average, and we
are seeing increasing pressure put on emergency care,
like 999 and emergency departments (A&E).

More people are going to see their family doctors and
nurses than ever before. About 90% of care is given by
our family doctors and nurses in the NHS - but many
are reaching retirement age and too few are coming to
Suffolk and Essex. The same is true for other health and
care professionals. We need to attract and retain staff.

The current way of organising health and care means
that some people get better care than others. There
are significant variations in provision of healthcare
across north east Essex, west Suffolk and east Suffolk.
Referral and prescribing vary in general practice, and
there are opportunities to improve patient outcomes in
a range of specialties. We can also see ways to reduce
life-threatening or life-limiting serious incidents, such as
deaths which were avoidable or mean people are left
with prolonged pain or psychological harm.
In addition, there are specific concerns about some care
providers, such as Colchester Hospital University NHS
Foundation Trust (CHUFT), mental health providers,
and a few GP practices.

Do Nothing Health Deficit Scenario

Increasing local costs

300,000

In 2016, north east Essex, west Suffolk and east Suffolk
will spend £2.4 billion on health and care. Healthcare is
constantly changing as new treatments and technologies
are discovered and put into place. The costs of drugs,
treatments and overheads have all gone up, and will
do so again. Care homes have rising costs too which,
coupled with the fact that people are ill for more years
than before, means their care is costing more.

250,000

People with long-term conditions, such as diabetes,
chronic obstructive pulmonary disease, arthritis and
hypertension, account for around 50% of all GP
appointments. Those with long-term conditions also
fill 64% of hospital outpatient appointments and 70%
of inpatient bed days. About £7 of every £10 spent on
health and social care is spent on long-term conditions
(Source: Department of Health, 2012. Long-term
conditions compendium of Information: 3rd edition).
The numbers of people with three or more long-term
conditions is rising, and we expect there will be 45,000
in north east Essex, west and east Suffolk by 2018.
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200,000
150,000
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Quality of services vary

If we make no changes, health services in north east
Essex and Suffolk will overspend by £248m in 2021,
as shown in the table below. This is because of increases
in demand and a growing ageing population.
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A new approach

West Suffolk CCG
Population: 243k
GP Practices: 24
Health Income: £394m*

Addenbrookes
Hospital

Ipswich and
East Suffolk CCG
Population: 385k
GP Practices: 40
Health Income: £603m*

West Suffolk
Hospital

The fundamental change this plan proposes is that all services,
across physical and mental health and social care, will be working
together as they have never done before to create a seamless
service for the patient. All organisations who are involved are
responsible for making this work. The senior responsible officer
is Nick Hulme, who is also chief executive of Colchester Hospital
University Foundation Trust and Ipswich Hospital NHS Trust.
The following organisations are part of this approach:

iles**

34 m

28

mil

Ipswich
Hospital

es*

*

41

**
21
mi
les

*

es*

mil

les
**

Colchester
Hospital

26

mi

North East Essex CCG
Population: 325k
GP Practices: 40
Health Income: £569m*

Mid Essex
Hospital
* Based on 2015/16 health budgets
** Distances from Google Maps
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• Suffolk and Essex county councils
• Mid Suffolk, Forest Heath, Tendring, St Edmundsbury, Suffolk
Coastal, Colchester, Ipswich and Babergh district and borough
councils
• North East Essex, Ipswich and East Suffolk and West Suffolk
clinical commissioning groups
• Suffolk GP Federation and GP Primary Choice
• Suffolk Community Healthcare and Anglian Community
Enterprise
• Norfolk and Suffolk NHS Foundation Trust and North Essex
Partnership Trust
• Healthwatch Suffolk and Healthwatch Essex
• East of England Ambulance Trust
• Suffolk and Essex local medical committees
Voluntary and charity organisations make a significant contribution
to health and wellbeing. We also work closely with the area’s
hospices, GP practices, community hospitals and community health
centres. There are 177 dental practices, 184 pharmacies and 193
optometrists.

Our vision is that people across Suffolk and north east Essex
live healthier, happier lives by having greater control
and responsibility for their health and wellbeing.
Hospital Reconfiguration
and Transformation

Self Care & Independence,
and Community Based Care
Safer,
Stronger,
Resilient
Communities

Integrated
Out of
Hospital
Care

Mentally
Healthy
Communities

Primary Care
Transformation

• We will promote ways for people to live healthier lives, keep their
independence and improve their quality of life.
• We will help people to stay at home for as long as possible.
• We will provide for the mental and physical health needs of adults and of
children and young people.
• By truly listening and supporting people we will see both improved safety
and resilience, and the health, social care and community partners working
together better. We have labelled these programmes Good Lives in Essex
and Supporting Lives, Connecting Communities in Suffolk.
• GP practices will work together to improve patient access, share resources
and best practice and support each other.

New Models
of Care

Improving
Care
Pathways

Ipswich and
Colchester
Hospital
Partnerships

• By 2021, more care will be provided as close to
people’s homes as possible.
• New ways of working between hospitals, GP practices,
mental health and the ambulance service will be
developed.
• Ipswich and Colchester hospitals will build on their
partnership work, with the patients and clinicians help.
• Working with the public and patients, we will find
more ways to offer simpler care needs in communities
or by using technology. We want people with more
complex care needs to get good care and outcomes.

Collaborative Working
Across Commissioners

Managed
Care

• We will work together more
closely and share best practice and
support staff, such as IT, estates,
finance and corporate governance.
• We will also find better and
consistent ways to organise the
way people access care and
referrals. We will also use data
better.

The next pages explain the ideas on how this might be achieved.
Some are more developed, thanks to several years’ worth of work. We will need to engage on others.
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Collaborative
Working
Across
Commissioners

Self Care & Independence, and Community Based Care

Safer,
Stronger,
Resilient
Communities

This programme will tackle inequalities in
care provision and support some of the most
vulnerable people, families and communities which have marked differences in outcomes and
mortality rates. It will also make proactive efforts
to prevent people from developing ill health
through close liaison between health, council and
other organisations with detailed knowledge of
local communities.
How:
• Improved access to grants to help disabled people to
live at home for longer.
• Formal launch of the “Good Lives” programme
in north east Essex in October 2016. Good Lives
is based on truly listening and supporting people.
We will see improved safety and resilience and the
health, social care and community partners working
together better.
• Establish safety hubs in Clacton and Colchester in
October 2016 to reduce domestic violence. These will
be based on the successful Margate Safety Hub in
Jaywick and Tendring.

• Establish joint communities teams in November 2016,
which will see officers responsible for supporting
those families in most need.
• Finalise a resilience programme which will see all
organisations and agencies work together to support
the community in an emergency.
• Pool resources between organisations.
• Tackle social isolation.
• Support early intervention and signposting to further
resources which can help.
• Support communities to help their most vulnerable.
Care Closer to Home
One of the country’s largest community-based
healthcare contracts, valued at £237 million, was
launched across north east Essex during 2016 to
improve patient outcomes and experiences. It means
people with long-term conditions and their family/
carers are supported to be independent in their
own homes, and are enabled and empowered to
take control of their health and social care needs.
Connect Suffolk started with two pilot programmes
and aims to bring public services and voluntary sector
under one umbrella. The result is simpler, increased
value, better use of resources, and it is more helpful
to both social services’ clients and NHS patients. The
work has resulted in reduced demand for high-cost,
long term services. From 2017 onwards more areas
will have Connect projects.
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Good Lives
Good Lives provides a new approach to health and
care to support people who may be in crisis or who
are vulnerable. Good Lives is aimed at promoting
health and well being and independence using
communications skills of clinicians, professionals and
families with support from the voluntary sector and
community services. It is about holding meaningful
conversations with people in order to find out
from them if there are any barriers to their health
and wellbeing. The Good Lives approach is being
implemented early at a GP practice in Colchester.
Prevention - healthy living
We will concentrate on the top six risk factors for early
death and reduced quality of life; smoking, high blood
pressure, being overweight or obese, lack of physical
activity, poor diet and excessive alcohol consumption.
How:
• Increase NHS health checks for high blood pressure.
• Increase screening to identify people at risk of
developing diabetes.
• Introduce alcohol screening.
• Develop strategies for good health and wellbeing
for all communities.
• Promote healthy lifestyle choices and behaviour change.

Self Care & Independence, and Community Based Care

Integrated
Out of
Hospital
Care

Our vision for integrated out of hospital care is
centred around patients based in communities or
areas. We will identify and support people at risk
of falling into crisis before they do so. The aim is
to get quality care as close to people’s homes as
possible and so provide the best financial value for
the taxpayer. It will see simpler services for carers,
families and patients to navigate, while better
working relationships will be forged between the
voluntary and community sector, local councils and
health and care partners.

• Investigate the potential development of urgent care
centres alongside the emergency departments at
Ipswich and Colchester Hospitals to care for people
with less serious illnesses and injuries. This will help
reduce pressure on A&E by directing people coming to
emergency departments to the right care to meet their
needs, which may be a GP, therapist or pharmacist.
• Work with local people to look at how community
hospitals are used.
• Increase the community’s ability to talk about, plan
for and manage death and grief.
• Support frail people and those with long-term
conditions to plan for their advanced care needs.
• Provide psychological therapies as a core part of our
care for people with long-term conditions.
• Bring health, social care, housing and police closer
together in 13 areas in Suffolk. This is called Connect
Suffolk.
• Review capacity within residential and nursing homes
and domiciliary care.

How:
• Commission a new 111 and GP out of hours service
across Suffolk and north east Essex for urgent
healthcare needs.
• Support more personal care, or help with daily living
activities and other practical tasks. This will keep
people at home and reduce hospital stays.
• The Early Intervention Team, Crisis Action Team and
Frailty Assessment Base in Suffolk will be extended
into more rural areas.

Reablement service
A new reablement service which helps people
in north east Essex regain skills and confidence
following an illness, accident or disability went live
during 2015. The contract was awarded by Essex
County Council to Anglian Community Enterprise
(ACE), with patients able to stay at the unit at
Corner House in Clacton for up to six weeks.
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Independence at home
A Crisis Action Team in east Suffolk and an
Early Intervention Team in west Suffolk are both
offering 24/7 support to help people remain in
their own home, avoiding a hospital admission.
An example of how these services work might
be an elderly person living on their own who has
had a fall. Previously they would have ended up in
hospital, even though there was no medical need
for them to be there. Now the team can support
that person with the care they need at home.
For less seriously ill people
The ambulance service will be treating more
people over the phone and in the community.
That means that:
• Less seriously ill patients can have a clinical
assessment over the phone with a nurse or
paramedic to establish the best care for them.
This could lead to a referral to a better source
of help for their needs, such as their GP, a walkin centre or another healthcare professional.
This is often called ‘hear and treat’, and is
something the ambulance service does already.
• The ambulance service will have more options
to treat less seriously ill people in their own
home, rather than having to take them into
hospital. This is commonly called ‘see and treat’.

Self Care & Independence, and Community Based Care

Mentally
Healthy
Communities

• Develop a skilled workforce which is focussed on
building resilience and promoting recovery.
• Reduce reliance on inpatient provision by increasing
home treatment options.
Street triage - Essex

People with mental health problems and learning
difficulties experience social exclusion and
worse health outcomes and face stigma and
discrimination. They have a lower life expectancy
than the general population. The mentally
healthy communities programme aims to address
those issues.
How:
• Promote health, independence, resilience and
wellbeing with a stronger focus on improved
awareness and identification of people with mental
health problems.
• Work together to deliver early identification and early
intervention.
• Progress a joined-up, family-focussed response to
support children and young people.
• Deliver care and treatment in the least restrictive
environments, with emphasis on community
approaches and recovery.
• Deliver holistic and integrated mental and physical
health care and support so that people’s needs are
considered and treated together.

Street triage is where mental health professionals
provide on the spot advice to police officers who
are dealing with people with possible mental health
problems. This advice can include an opinion on
a person’s condition, or appropriate information
sharing about a person’s health history.

Children and Young People’s
Emotional Wellbeing - Suffolk
Between October 2015 and October 2016, we
have focused on planning to promote, protect and
improve our children and young people’s mental
health and wellbeing.
The local plan was developed with charities, schools,
young people, parents and carers, NHS Ipswich
& East Suffolk CCG, West Suffolk CCG, Suffolk
County Council and health and care organisations.
The plan has already seen:

In May 2016, North East Essex CCG extended the
Street triage pilot service until the end of the year.
Since the pilot was switched to a seven day model,
it has reduced the number of Section 136 (place
of safety) detentions - which has resulted in an
improved patient experience.
The aim is, where possible, to help police officers
make appropriate decisions, based on a clear
understanding of the background to these
situations.

• A new eating disorder service for east and
west Suffolk
• Funding found for training for staff and
families to have greater confidence and skills
in responding to issues relating to emotional
wellbeing and mental health.
• Created the Source, a website for children and
young people to get support and information.
• Administered a grant programme of £225,000
available for local projects (up to £20k).
To find out more and to see our public facing
plan, visit: http://www.healthysuffolk.org.uk/
healthychildren/EWB2020/
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Self Care & Independence, and Community Based Care

How:
Suffolk Primary Care Partnership
Primary Care
Transformation

Primary care plays a pivotal role in caring for
people. Nationally, primary care is coming under
increasing pressure and we need to support
practices and primary care providers to meet the
challenges and make the decisions necessary
to ensure general practice is fit for purpose,
sustainable and can meet people’s needs.

• Design new ways of working between practices.
• Review models, which might see more integration
between community and social care in communities.
Examples are the Bury Public Services Village
or the planned Mildenhall Hub in Suffolk and
neighbourhood working in Colchester and Tendring.
• Deliver primary care strategies which will make best
use of the most skilled clinicians.
• GP Federations, who have been mandated by
practices, will come up with solutions to deliver
primary care at scale, through “super partnerships”
and other ways of working together, such as sharing
clinical and non clinicial resources.
• Continue sharing staff, resources, mandatory training
registers and centralised policy development between
practices.
• Improved use of technology in general practice and
within the neighbourhood / locality hubs.
• Work with Community Education Provider Networks
to recruit and develop the workforce to make sure
they have the required skills to meet the needs of
patients.
• Share locally developed models to save money on
medicines without losing clinical quality, through
products switches, improved prescribing and reduced
item costs.
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A group of 14 GP practices in east and west
Suffolk is forming a partnership which will see
GPs sharing resources and working together
more from April 2017.
The partnership is the biggest of its kind in the
country and will aim to ensure continued good
quality primary care services for the practices’
112,000 registered patients.
Primary care is facing continued pressures that
need to be addressed, including increasing
demand from those living with long term health
conditions and difficulties in recruiting GPs and
nurses.
This partnership will result in a reduction in
paperwork and admin so that GP time is freed up
to spend with patients. There will be no practice
closures or staff redundancies. The partnership is
about ensuring sustainability of GP services.

Hospital Reconfiguration and Transformation

How:
New Models
of Care
in Suffolk

The management teams at West Suffolk and
Ipswich Hospitals are working with NHS and
social care partners to develop new models of care
to provide health and care to our local population.
Hospital teams and GP Federations are proposing
to establish two joint ventures, or alliances, to
integrate community and urgent care services
across Suffolk.

The principle of joint ventures
• Form one alliance in east Suffolk and one in west
Suffolk to join up primary, community, mental health,
acute and social care services. All partners will work
with each other and the voluntary sector to take
accountability for all health and care outcomes of
local people.
• Complete phase one of this work, which focuses on
bringing together community services and primarybased care, by December 2016.
• Prepare detailed operating models for any new
services introduced after December 2016, which
include workforce, IT and estates plans.
• Develop and agree initial governance structures for
the alliances.
• Further develop future phases of service change,
including social care and mental health.

Over time we will influence these models to
include mental health and social care, plus wider
public and voluntary sector agencies.
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Joint ventures are more formal ways of teaming
up to improve patient care. The National
Innovation Centre defines a joint venture as “a
partnership between two or more groups where
they agree to share knowledge, resources and
expertise to achieve a defined objective”. It will
take time to work out how we can do this.

Hospital Reconfiguration and Transformation

New Models
of Care
in Essex

• Better support and management of people who
could become or are frail, have long-term conditions
and are high users of services.
Ensuring general practice is fit for the future

This programme is based around a new style of
contract to provide care closer to people’s homes
and involving many health professionals working
together.
Called a multispeciality community provider (MCP),
it coordinates care with teams of professionals,
including people in social care and the voluntary
sector to make sure people are getting care in their
communities.
How:
• In Essex there are already ways of providing, such as
pain management and ophthalmology. Those services
are organised in areas and there are teams organised
around practices, including mental health, social
care, district nursing, voluntary sector and My Social
Prescription.
• We want to develop this into an accountable care
organisation, which brings together a number of
providers to take responsibility for the cost and
quality of care for local people within an agreed
budget.

General practice now needs to consider and plan
for how it will care for and support a population
that lives longer and has multiple long-term
conditions, many of which are extremely complex
that need ongoing management. For general
practice to be sustainable in the future, it is critical
we change the way we design and deliver high
quality care locally to meet this demand.
North East Essex Clinical Commissioning Group has
been considering how it could support practices
to work together to meet this demand. We have
produced a general practice strategy that describes
some of the ways we could achieve our vision of
providing quality care that meet people’s needs.
The strategy recognises that meaningful and
long term change cannot happen without the
necessary workforce, estate and technology
infrastructure in place.
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Health and wellbeing hub
With Anglian Community Enterprise (ACE) and
Colchester Community Voluntary Services, North
East Essex CCG piloted a health and wellbeing
hub at Clacton minor injuries unit.
The hub is there to inform, reassure and listen
to people. It is manned by trained My Social
Prescription Champions, who are there to help
people find non-clinical support in the community:
• Support services in the community; which
includes carers groups, transport services, selfhelp organisations, volunteering roles, clubs and
befriending agencies.
• Support services for long-term conditions.
• Information on the early signs of diseases.

Hospital Reconfiguration and Transformation

How:
Improving
Care
Pathways

This system-wide programme will identify the
right place and the right professionals to manage
patients across a number of clinical specialties.
It will look at how commissioners can collaborate
more effectively and identify where clinicians in
the three hospitals can work together to improve
outcomes and the sustainability of services.
Over the next four years we will focus on specialty
areas in a phased approach. Some of these are
well-developed areas of work already. All of this
work will be informed by the feedback we receive
about the experience which patients have when
accessing care.

Reshaping diabetes services
• Continue work on the following areas:
- General medicine
- Older people’s medicine (Geriatrics)
- Musculoskeletal (trauma and 			
orthopaedics, pain, rheumatology)
- Cardiology
- Stroke
- Gastroenterology, including endoscopy
Work has begun on all of these areas, which are at
different stages. Some are already well developed
with public and patients, while others will require
programmes of engagement.
Phase two will include general surgery, vascular, breast,
ear nose and throat, dermatology and emergency care.
Where there are clear choices to be made by patient
and clinician, information and support materials will be
sourced or created to help make sure patients can make
decisions about their care.
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Diabetes services in Suffolk and north east Essex
have been transformed over the past few years,
with extra specialist nurses now advising GPs and
practice nurses on the most complex cases.
Specifically in Ipswich this work, which has taken
place with support from the Diabetes User Group
at Ipswich Hospital, has seen patients able to plan
their care with their family doctor and reduce the
need for travel to hospital. As a result, diabetesrelated admissions reduced by 42% between
2012 and 2014.

Hospital Reconfiguration and Transformation

To develop this we will:
Ipswich and
Colchester
Hospital
Partnerships

In May 2016, the boards of Ipswich Hospital
and Colchester Hospital committed to a longterm partnership with each other. This will
include a range of significant clinical
reconfiguration projects, centralisation of
services and programmes to improve quality,
safety and patient experience.

• A strategic outline case will be prepared by January
2017 looking at the benefits and trade-offs of various
scenarios with clinical and partner involvement.
• Develop options with public, patients, staff, clinicians
and stakeholders, probably throughout the spring
and summer of 2017.
• We will submit a bid for capital funding.
• With this in mind, the earliest any changes might
happen would be in 2018.
• We expect there will be significant centralisation and
specialisation of clinical services, with systems and
processes standardised across both hospitals to allow
us to share what works well and improve the patient
experience.

After a comprehensive review it is likely that
there will be changes to where some services are
delivered, but only after making a rational case,
supported by evidence, that has been consulted
upon with the public and clinicians.

The new partnership - helping build more
sustainable care for residents of Suffolk
and North East Essex
Analysis of current pressures and future needs tells
us that neither Colchester Hospital University NHS
Foundation Trust or Ipswich Hospital NHS Trust
is sustainable on its own in the long term. For
example, we are both struggling with recruitment
for medical and nursing staffing in multiple
specialities, which is likely to worsen if there is no
change. We are both medium sized organisations
facing increasingly tough financial challenges and,
although only 20 miles apart, we have separate
sets of business and clinical support arrangements.
We both serve relatively small populations, but
added together, the scale (some 730,000 people),
provides potential new opportunities for organising
services differently and delivering them more
efficiently and with higher quality for our patients.
It may also help us make more of a case for
developing new services that people currently have
to travel further for. So the partnership between
our organisations will help both organisations
continue serving our communities in the long-term.
We will need to engage on these plans, particularly
with our workforce and clinicians.
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Collaborative Working Across Commissioners

This will include:
Managed
Care

Our plan aims to improve how we function
as a system. We will seek to reduce demand
management across all of our services and
plan when there is likely to be a rise in demand.
We would like to encourage more people to
look after themselves, to develop the role of
community pharmacies and to look at how
people access urgent and emergency care
(through integrated 111/OOHs).

• Development of data on our populations’ health at
practice level.
• Identifying ways to reduce demand across the
system.
• Clinical education.
• Introduce a standard prior approval programme
so that the right tests are done and/or people are
referred to the right place for their care, whether that
is hospital or in the community, before appointments
are made.
• Review low priority procedures to ensure they offer
best value for money.
• Use e-referrals to improve efficiency.
• Improve the way we share protocols and clinical
thresholds using tools such as the online “Map of
Medicine” tool for clinicians in Suffolk.

How:
• Introduce good practices in all services to reduce
variation in care.
• Use data and intelligence to predict and then
influence the use of services.
• Support referrals.
The next steps are to develop a standardised blueprint
to manage demand.

Improving outcomes
There are some areas in north east Essex and
Suffolk that need to make improvements for
their patients. For example at the moment there
are many different ways of finding out about
treatments available. Having one clear way for
health professionals to advise and support their
patients will help to reduce variation in the way
services are provided.
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Consultant Connect introduced
across north east Essex
A new service introduced by the CCG is saving
local patients needlessly going to hospital, by GPs
being able to speak directly to a consultant during
a patient’s appointment.
Consultant Connect is a telecoms solution that
offers GPs immediate and direct telephone
access to local hospital consultants via their
mobile phones.
During a patient consultation, if the GP
requires additional advice regarding a potential
referral, they can access a consultant via the
new telephone system. This allows the GP and
consultant to discuss the patient’s condition and
whether a referral is required, or treatment can
be given by the GP immediately.
The system has saved patients waiting for
appointments, and they are able to receive
treatment without delays.

Collaborative Working Across Commissioners

How:
Collaborative
Working
Across
Commissioners

CCGs have an obligation under the NHS Act 2006
to exercise their functions effectively, efficiently
and economically. We will ensure that the three
CCGs are meeting this obligation by reviewing
current working arrangements and identifying
opportunities to collaborate. This will include
business support, strategic commissioning and
assurance arrangements. We are also working with
local authorities to consider what opportunities
there may be for joint commissioning in the future.

New system to better plan finances
• Share the three CCGs resources across the system,
making the most of the skills of the workforce to
benefit the whole population.
• Attract the best people to come to work in Suffolk
and north east Essex.
• Clearly define the purpose, function and
accountabilities of CCGs during the next five years.
• Look at the options for potential future models for
commissioning.
• Consider what opportunities different vehicles of
delivery would bring, such as collaborative working
arrangements or through integrated care system /
integrated care organisation arrangements.
• Reduce management costs.
• Consider opportunities for collaborative working
across the whole health and care system, including
providers and local authorities over time.
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Since April 2016, commissioners and Suffolk’s
hospitals have replaced ‘payment by results’ with
a guaranteed income.
It is a way of contracting which provides a greater
level of financial predictability for CCGs and
hospitals.
Hospitals know exactly how much money they
have to spend and can better focus on improved
patient care. As a result, working relationships and
patient outcomes have both improved, while the
NHS can better plan its finances.

Next steps

While there is much to do in the next five years the priorities in the next few months are to:
•
•
•
•

Look at our current estate
Look at what capital investment will be needed to support this plan
Engage with the public, partners and clinicians to better develop ideas
Launch our plans to improve technology

We want to know what you think, so if you have any comments on the draft plan you can:
Email Healthwatch Essex using enquiries@healthwatchessex.org.uk
or call on 0300 500 1895
Email info@healthwatchsuffolk.co.uk
or call Healthwatch Suffolk on 0800 448 8234
or Email comms@suffolk.nhs.uk
A more detailed technical document was submitted in October 2016, and this is available on the CCGs’
websites. Please remember this is a draft plan and it will change as we will need more input from clinicians,
patients, staff and other partners.
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