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Organisations within  5ŜǾƻƴΩǎ STP footprint  
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Ambulance Service Trust, Devon Partnership NHS Trust, NHS England, Circa 160 GP practices, Virgin Care, Devon County Council, 
Plymouth City Council, Torbay Council, Livewell Southwest CIC, Devon Doctors, Healthwatch (Devon, Plymouth and Torbay) and Care UK. 
 
The NHS in Devon understands its need to meet all relevant statutory obligations when undertaking a change programme and nothing in 
this report should be taken to commit the NHS to a particular decision without proper consideration of those obligations. 
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Phase 3 Promote prevention and early intervention:  Fully Implement the integrated care model 
ÅBuild equitable mental health and emotional well being capacity 
ÅMobilise new model of fully integrated health and social care, primary car and local community 

support in all localities and reduce bed stock 
ÅRealign use of resources to achieve population and service equity 
ÅWorkforce redesign and capacity building to support care model delivery and to promote economic 

growth and resilience 
ÅCommence specialist and acute reconfigurations implementation  

Partners across the wider Devon health and care community are united in a single ambition and shared purpose to create a clinically, 
socially and financially sustainable health and care system that will improve the health, wellbeing and care of the populations we serve. 

2016/17 

2020/21 

2017/18 

2018/19 

2019/20 

Phase 1 of clinical and financial recovery plan to reduce overspending 2016/ 17. Engage, design and 
consult on a new model of integrated care to ensure an equal spread of services across Devon and 
reduce reliance on bed-based care. Deliver early win initiatives to progress 1st phase financial recovery. 

Phase 2 to start planning and implementing the longer term clinically and financially sustainable 
models of care 
Engage, design and consult on reconfigured new models of care for mental health, acute and specialist 
services to secure clinically sustainable services, reduce duplication and variation and improve user 
experience. 

Over five years we will 

achieve clinical and financial 

performance and outcomes 

ƛƳǇǊƻǾŜƳŜƴǘ ōȅΧΦΦ 

Capture the benefits of Reduced variations in care and provision, reduced health inequalities, 
enabling people to access services that achieve better outcomes. Also enable the care providers to 
better manage demand for their services ς right care, right place 

Clinical and financial sustainability secured  
Improvements in health/patient experience outcomes demonstrated 

Key priorities 
Prevention  

& early 
intervention 

Integrated 
models of care 

Primary care Mental health 
Children & 

young people 

Acute hospital 
& specialist 

services 
Productivity 

Our commitment 

Plan on a page   Introduction 
Triple aim 
challenge : 

Å Improve population health & wellbeing 
Å Experience of  care 
Å Cost effectiveness per head of population 
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Welcome to the Wider Devon Sustainability & Transformation Plan 
(STP)                                                                                         October 2016 

Introduction 

Aspiration 

The STP sets out our commitment to transforming care 
to deliver the best possible health outcomes for our local 
population; shifting our model of care so that more 
people are cared for in out of hospital settings - through 
prevention, more proactive care, and new models of care 
delivery ς and reducing reliance on secondary care. We 
will take a place-based approach which links health, 
education, housing and employment to economic and 
social wellbeing for our communities through joint 
working of statutory partners and the voluntary and 
charitable sectors. 
 
 

This Plan describes how people residing in wider Devon 
will experience safe, sustainable, integrated, local 
support by 2021. It  shows how we will deliver a major 
programme of transformational change and 
improvement across wider Devon starting from 2016/17. 
This change will be enabled by engaging our 
communities, investment in technology, changes in 
workforce and ensuring that where estate is required, it  
is fit  for purpose. 
 
 

The challenges we face are significant. Whilst we may all 
agree on the goal of achieving clinically and financially 
sustainable care services, there will be many views on 
how we get there.                                    
                                                                                                                                                
 
 
 
 

We will be encouraging the community to work with us 
to jointly understand the challenge and develop 
solutions together.  
 
 
The STP is a strategic plan that covers the whole of wider 
Devon, including its three local authorities and two 
clinical commissioning group areas. This plan necessarily 
focusses on a limited number of key transformational 
priorities which will deliver improvements to care 
services over the next 2-4 years in response to the 
significant financial and clinical sustainability challenges 
identified in the case for change.  
 

We have identified seven high priority areas: Prevention; 
integrated care model; primary care; mental health; 
acute hospital and specialist services, children & young 
people and productivity. This STP does not replace the 
many other service plans already in development or 
delivery within the health and care system, but overtime 
will ensure all Plans align. 
 
These ambitious plans will respond to the growing 
physical and mental health needs of people in their 
communities to ensure a future integrated network of 
support that is safe, sustainable and affordable and that 
enables people to live their lives well and independently.  
 
 

Challenges 

Scope 

Framework 

Growing needs 



4 Context 

Wider Devon has a resident population of around 1,160,000 within 
the 3 local authority areas of Devon County Council, Plymouth City 
Council and Torbay Council. Just over half of the populating live in 
urban communities, and the remainder in rural communities.   
 
The NEW Devon CCG area has been part of a Success Regime since 
2015 and, with South Devon & Torbay, both CCGs have come 
together to form a single strategic planning footprint with the local 
authorities in order to address together a common set of 
significant financial and service challenges around health and care. 
 
 
This Plan is a work in progress that has been prioritised to provide 
a framework for focus on activities that will make the biggest 
initial difference to our ǇƻǇǳƭŀǘƛƻƴΩǎ health outcomes and financial 
recovery. There is a strong set of system governance arrangements 
in place that are enabling the 10 statutory organisations in Devon 
to work collaboratively to ensure the changes we make will benefit 
our patients and the health and social care system as a whole, not 
just individual organisations. At the heart of our Plan is a new 
model of integrated care that will reduce reliance on bed-based 
care and enable people to live healthy independent lives for 
longer, closer to where they live. 
 
 

Context Wider Devon STP footprint 

Approach 

Whilst we will have one Plan for wider Devon, our approach will 
also ensure that local plans setting out how we deliver the 
common goals can be adapted to reflect local needs and existing 
services. We will be involving communities and our staff in doing 
this. 

Context and Approach 

We will undertake a process of wide stakeholder engagement 
on the content of the STP and involve citizens and patients in 
its ongoing development. For this to be meaningful, it will be 
done both at the level of this overarching plan, and 
separately for the key areas of strategic change that we are 
proposing. 
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Services in Devon must change in order to become clinically and financially sustainable, and the key reasons for this 
are highlighted in the case for change published in February 2016: 

Å People are living longer and will require more support from the health and care system. In excess of 280,000 local 
people (23% of the population), including 13,000 children, are living with one or more long term conditions 

Å We need to respond better to the high levels of need and complexity in some parts of the population 

Å Some services such as stroke, paediatrics and maternity are not clinically or financially sustainable in the long 
term without changes to the way they are delivered across Wider Devon 

Å There is a difference of 15 years in life expectancy across wider Devon and differences in health outcomes ς or 
ΨƘŜŀƭǘƘ ƛƴŜǉǳŀƭƛǘƛŜǎΩ ς between some areas, particularly Plymouth 

Å Spending per person on health and social care differs markedly between the locality areas and is 10% less in the 
most deprived areas 

Å Mental health services are not as accessible and as available as they need to be which drives people to access 
other forms of care which ŘƻŜǎƴΩǘ always meet their needs. People with a mental health condition have poorer 
health outcomes than other groups 

Å There is an over reliance on bed-based care - every day over 600 people in Wider Devon are medically fit  to leave 
hospital inpatient care but can not for a variety of reasons 

Å The care home sector is struggling to meet increasing demand and complexity of need 

Å Almost a quarter of local GPs plan to leave the NHS in 5 years and there are significant pressures on primary care 
services. Some other care services are particularly fragile due to high levels of consultant, nursing, social work or 
therapy vacancies 

Å Local health and social care services are under severe financial pressure, and health & social care services are 
likely to be £557million in deficit in 2020/21 if nothing changes 

Case for Change Context 
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We will operate as an aligned health and care system, to be a major force and trustworthy partners for the continual 
improvement of health and care for people living in Devon, Plymouth and Torbay. We will address the NHS Five Year 
Forward View three key aims to improve population health & wellbeing, experience of care and cost effectiveness 
per head of population. 

Mission  
We will focus everything we do 
on improving: 

Strategic Objectives 
We will deliver:  
 

Values 
We will act, behave and be held 
to account for: 
 

Å hǳǊ ǇƻǇǳƭŀǘƛƻƴΩǎ 
health & wellbeing 

Å The experience of Care 
Å The cost effectiveness 

per head of population 
 

These mission statements 
ǳƴŘŜǊǇƛƴ ǘƘŜ bI{Ω CƛǾŜ 
Year Forward View and 
are referred to as the 
ΨǘǊƛǇƭŜ ŀƛƳǎΩΦ 

Å Putting the patient/person first 
Å Operating without boundaries 
Å Working with speed and agility 
Å Strong teamwork 
Å Embracing innovation 
Å Relentless focus on population 

benefit and user experience  

Å Excellence in service delivery 
Å Improved health and well being 

for populations and 
communities 

Å Integrated care for people 
Å Improved care for people 
Å Empowered users who are 

experts in managing their care 
needs 

Deliver better and more equal outcomes for more people and do it sustainably in a more joined up way harnessing 
the value of partners coming together to tackle problems as a collective. We will do this as efficiently as we can, 
within the financial resources available to us. 

Aim and Statement of Purpose 

The Challenge for Wider Devon 

Our shared vision Context 



 7 

ÅI will take responsibility to stay well and independent as long as possible in my community 

Å I can plan my own care with people who work together to understand me and my family 

Å The team supporting me allow me control and bring services together for outcomes important to me 

Å I can get help at an early stage to avoid a crisis at a later time 

Å I tell my story once and I always know who is coordinating my care 

Å I have the information and help I need to use it, to make decisions about my care and support 

Å I know what resources are available for my care and support, and I can determine how they are used 

Å I receive high quality services that meet my needs, fit around my circumstances and keep me safe 

Å I experience joined up and seamless care ς across organisational and team boundaries 

Å I can expect my services to be based on the best available evidence to achieve the best outcomes for me 

From where we are To where we want to be 

From patientsΧ 

From care settingsΧ 

From organisationsΧ 

From ǿƘŀǘΩǎ ǘƘŜ ƳŀǘǘŜǊ ǿƛǘƘ youΧ 

From illness managementΧ 

Χto people 

Χto places and communities 

Χto networks of care and support 

Χto what matters to you 

Χto wellness support 

Public engagement in developing our shared vision 

 hǳǊ Ǉƭŀƴǎ ŀǊŜ ŘŜǎƛƎƴŜŘ ǘƻ ŘŜƭƛǾŜǊ ƻƴ ŀ ǎŜǊƛŜǎ ƻŦ άLέ ǎǘŀǘŜƳŜƴǘǎ ŘŜǾŜƭƻǇŜŘ ōȅ ƭƻŎŀƭ ǇŜƻǇƭŜ: 

Context 
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Å Improve overall health by  increasing focus on preventing or avoiding ill-health and proactively 
responding when required 

Å Improve outcomes for people with mental health problems 

Å Improve outcomes for people with two or more long term conditions 

ÅAddress challenges of deprivation and funding inequality across wider Devon  

Improve population 
health & wellbeing 

Experience of care 

Cost effectiveness per 
head of population 

ÅReduce reliance on bed-based care and the associated harm to patients of long lengths of stay in 
hospital through investment in community, primary care and  other supporting care services  

Å introduce an innovative, fully integrated model of care that enables people to stay well and 
independent within their communities 

ÅDeliver consistently safe and high quality acute care by introducing clinically sustainable service 
configurations 

ÅDevelop a well-trained, motivated and caring workforce that is empowered to deliver joined-up care 
and support to the communities they serve, including support to voluntary carers. 

ÅDevelop a culture of safety and continuous service improvement 

ÅReduce over-reliance on use of hospital beds to release around £90m 

Å Invest in community, primary and social care services to support implementation of the integrated 
care model and improvements in care 

Å Improve effectiveness of spend and productivity in all service areas to release around £300m 
(consisting of 2% annual provider efficiency and other additional efficiency gains) 

ÅEnsure progress towards equitable funding for the most deprived communities 

ÅEffective care market management and efficiency of spend 

 

 

Our aspirations against the Five Year Forward View three key aims Triple Aim 
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Triple Aim 

ÅAction to tackle the top five 
causes of death in under 75s 
ÅMake sure all plans and 

priorities have a focus on 
preventing ill health 
ÅTackle place-based socio 

economic health determinants 
ÅBuild community 

resourcefulness 
ÅDevelop workforce skills in 

prevention 

ÅEnsure clinical sustainability of 
services across wider Devon 
ÅReview high priority services: 

ÅStroke services review 
ÅUrgent and Emergency 

Care review 
ÅMaternity /Paediatrics/ 

Neonatal service review 
ÅReview small & vulnerable 

specialties 
 
 
 
 

ÅImprove the cost-effectiveness 
of the care delivered per head 
of population 
ÅLƳǇƭŜƳŜƴǘ /ŀǊǘŜǊΩǎ 
ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƛƴ ΨwŜŘǳŎƛƴƎ 
±ŀǊƛŀǘƛƻƴǎΩ ǊŜǇƻǊǘ 
ÅwŀǘƛƻƴŀƭƛǎŜ ǘƘŜ ΨōŀŎƪ-ƻŦŦƛŎŜΩ 

services 
ÅProcurement efficiencies in 

clinical supplies and drugs 
ÅReview spending on continuing 

health care (CHC) 
 

 
 

ÅPromoting health through 
integration 
ÅEmpower communities to take 

active roles in their health and 
wellbeing 
ÅLocality-based care model 

design and implementation 
ÅShift resources to community 

from hospital 
ÅHealth & Social care 

integration 

ÅEnsure our services meet local 
needs 
ÅMaximise the effectiveness of 

mental health spending to 
achieve better outcomes 
ÅImprove mental illness 

prevention in primary care 
ÅImprove provision for people 

with severe, long term mental 
illness  and those who also 
have physical health problems 

 
 
 
 

 

ÅDeveloping integrated 
GP/primary care 

ÅDelivering the GP forward 
view 

ÅSupporting general practice 
development to be fit for the 
future 

ÅWork towards delegated 
commissioning 
 
 
 

Integrated care model 
Mental health & learning 

disabilities 

Acute hospital & specialist 
services 

Productivity 

Prevention & early 
intervention 

 primary care 

5ŜǾƻƴΩǎ objectives for the Five Year Forward View (5YFV) focus on achieving financial and clinical sustainability and addressing key health 
and financial inequalities by 2021.  The initial proposals below will be further developed and extended over time to make sure they achieve 
our key objectives 

ÅEnsure seamless support and 
access 
ÅEnsure high quality, effective 

and rapid response of services 
ÅEnhance effective 

collaboration between adult 
ŀƴŘ ŎƘƛƭŘǊŜƴǎΩ ǎŜǊǾƛŎŜǎ  
 

Children & young people 

ÅWorkforce Stability, Workforce 
Redesign, Workforce 
Development  

ÅEstates Strategy 
Å Information: Digital Road Map 
ÅCommunications & 

engagement  
ÅOrganisational Development: 

Towards accountable care 
systems  

Å IM&T ς improving clinical 
decision making 
 
 

Enablers 

1 2 3 4 

5 6 7 

STP priorities and headline solutions Triple Aim 
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ÅEnsure that plans reflect the 

needs of local communities 
 
ÅEngage fully with our 

stakeholders on future 
direction of travel and 
proposed changes to services 
particularly where this 
impacts on the number of 
beds available, community 
hospital closures, and 
changes to specific acute 
services. 
 

ÅFormulate our change 
proposals and agree the 
future configuration of 
commissioning and provision 
functions to best support 
delivery. 

 
ÅEnsure that implementation 

plans rapidly take shape to 
ensure we are ready for 
delivery in 2017/18 
 

 

During the next phase of 
planning we will:  

 
 
 

Financial recovery and meeting of future predicted increases in demand is 
predicated on implementing an integrated care model that is significantly less 
reliant on bed-based care. The changes we are proposing will result in a 
significant reduction in the number of acute and community beds needed 
across wider Devon by 2021 where up to 600 people are being cared for 
inappropriately at present. As we change the model of care these beds will no 
longer be required and this then releases resource to invest in improved care 
and achieve clinical and financial sustainability. 
 
To facilitate implementation of the care model and release funding to invest in 
more ambulatory care provision in community and home based settings the 
CCGs are currently publicly consulting: 
Å NEW Devon CCG is engaging on proposals for the overall strategic 

direction of travel and provision changes and on the components of new 
models of care. Public consultation on specific proposals to close a number 
of community hospital beds in the eastern locality commenced on 7 
October 2016. 

Å In South Devon & Torbay implementation of the care model as set out in 
the Integrated Care organisation (ICO) business case is pushing ahead with 
consultation on community services transformation including proposals for 
closure of four community hospitals. This started in September 2016. 

 
Proposals are in development for some changes to the acute care model 
across 5ŜǾƻƴΩǎ STP footprint to improve care and outcomes. There are a 
number of specialties that need to change to address future clinical 
sustainability issues, including: stroke, emergency services including A&E, 
paediatrics, maternity, neonatology and some smaller specialties. These may 
also require public consultation and preparations for undertaking the review 
will begin in October 2016. 
 
We anticipate that we can make further progress over the five year period 
with developing the new care model and this may lead to further changes to 
how and where care is delivered. We are committed to fully engaging (and 
consulting as required) staff and communities on these proposals. 

Critical decisions that deliver the plan Triple Aim 
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The Public Health and Joint strategic needs assessment (JSNA)* key considerations underpinning the plan 

An ageing and 
growing population 

Giving every child 
the best start in life 

and ensuring 
children are ready 

for school 

Balancing access to 
services in both 
urban and rural 

localities 

Complex patterns of 
deprivation linked to 

earlier onset of 
health problems in 

more deprived areas 
(10-15 life year life 
expectancy gap) 

Housing issues (low 
incomes / high 

costs/ poor quality 
in private rental 

sector) 

Shifting to a 
prevention and 

early intervention 
focus 

Poor mental health 
and wellbeing, 

contributed to by 
social isolation and 

loneliness 

Ensuring services 
are resourced to 

meet the needs of 
people particularly 
those with long-
term conditions, 
multi-morbidity, 

mental health and 
frailty  

Poor health 
outcomes caused by 

modifiable 
behaviours 

Unpaid care and the 
impact of caring on 
ŎŀǊŜǊǎΩ ƘŜŀƭǘƘ ŀƴŘ 

wellbeing 

*  The Joint strategic needs assessment (JSNA) is an annual analysis of population health needs and demography undertaken by each local authority. 

It informs our understanding of the health of the population, disease and condition prevalence and causes of death. This helps us to plan health and 
care services for the future. 

Health and wellbeing challenges we must address 

There is a real opportunity to make significant improvements in the physical and mental health, wellbeing and care for the 
population and communities. This Plan is a work in progress and provides a planning framework that will evolve as we 
collate the evidence base and develop proposals for future improvements to the way we deliver care. We plan to share 
our learning to benefit communities beyond wider Devon.  
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Health and wellbeing opportunities are based on our understanding 
of targeted population segments across the wider Devon  

This segmentation is based on forecast spend and population in a do nothing scenario. Opportunities have been identified based on the care segments to address the health and 
wellbeing gaps and public health and JSNA priorities 

Triple Aim 

Health and Care Segmentation Devon 20/21 

JR ς integrated NEW & South 

Sources: ONS subnational projections CCG level, Data returns from NEW Devon CCG, SDT CCG, RD&E, PHT, T&SD, NDH, Devon CC, Plymouth council, Torbay council, QOF 13/14, 
Carnall Farrar analysis 

Population, 
Thousands 

Total spend, 
£m 

Spend per 
head 
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The case for change summary shows that care in Devon is generally high quality but is inconsistent and with variable outcomes. The 
principles and design features in this Plan will drive improvement in an integrated manner, delivering benefits of standardisation to 
reduce variation whilst ensuring our models are tailored to the clinical needs of individuals and communities. This will drive improved 
achievement of national performance standards, patient and staff experience, safety, service line resilience and clinical effectiveness and 
outcomes. 

Creating a whole system culture of continuous quality improvement and evaluation across the footprint, sharing best practice, 
learning and spreading the use of recognised improvement methodologies 

Ensuring parity of esteem and equality of access for people with learning disability, poor mental health and looked after children 

Meeting national standards for primary, acute and specialist care with particular focus on child and adult mental health 

Achieving a minimum of good in Care Quality Commission (CQC) assessments in all services and making sure that services assessed 
by the CQC as inadequate or requires improvement are supported to improve rapidly and sustainably. 

Reduce harm associated with delayed discharge from bed based care 

To support a culture of high quality safe care and continuous improvement by: 

ÅSafeguarding adults, young people and children through joined up safeguarding teams and processes 

ÅSystematically learning from mistakes and sharing best practice 

ÅRaising awareness and early identification of sepsis at all clinical interfaces 

ÅCreating a positive culture of antibiotic guardianship in primary and secondary care, helping to reduce antimicrobial 
resistance and improve 

ÅSupporting the whole system to reduce avoidable deaths, morbidity and harm  

ÅEnsuring that people who are cared for in hospitals and residential settings are safeguarded, have personalised 
care plans and live in places where standards are high, and regularly monitored. 

The care and quality challenges we must address Triple Aim 
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NB:Virgincare Childrens Services CQC assessment not available 

Care and quality gaps in the wider Devon heath and social care system will be addressed over 
the period of this plan. Current performance is variable across the system ranging from 
inadequate to outstanding. Our aim is to reduce variation. 

Inadequate 

Requires 
improvement 

Good 

Outstanding 

Not assessed 

CQC full inspection 
assessment 

Safe 

Effective 

Caring 

Responsive 

Well led 

Overall 

SHMI data 

STP footprint 

Devon 
Partnership 
NHS Trust 

Northern 
Devon 

Healthcare 
NHS Trust 

Plymouth 
Hospitals NHS 

Trust 

Royal Devon  
& Exeter  
NHS FT 

Torbay &  
South Devon 

NHS FT 

Key areas for care and quality improvement: comparison of CQC 
assessments of NHS providers 

Latest CQC inspection report 18.01.2016 11.09.2014 21.07.2015 09.02.2016 07.06.2016 

SHMI Data 03/15-04/16 03/15-04/16 03/15-04/16 03/15-04/16 03/15-04/16 

Triple Aim 

Livewell 
Southwest 

CIC 

19.10.2016 

- 

South West 
Ambulance 

FT 

06.10.2016 

- 
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Key areas for care and quality improvement: comparative 
performance of assessments and improvement opportunities 

Staff and patient experience across NHS 
providers 

RD&E NDHT TSDHT PHT DPT England 

Friends and Family Test (inpatient)   99.65% 99.95% 96.55% 99.18% - 95% 

Friends and Family Test (A&E) 95.65% 81.13% 97.1% 99.42% - 87% 

Friends and Family Test (Mental Health) - - - - 98.29% 88% 

Harm free care  94% 95% 90% 96% 100% 94% 

Staff survey score out of 4 
Overall engagement increased in all areas 

3.85  3.93 3.87 3.68 3.75 
3.79 (acute) 
3.75 (MH) 

hC{¢95 ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ 
 

CCG assurance framework 

NEW Devon  
CCG 

Devon 
County 
Council 

Plymouth 
City Council 

Torbay 
Council 

 

CCG & Local Authority 
Assessments 

South 
Devon & 

Torbay CCG 

Source: NEW Patient Safety and Quality Scorecard in Development ς Data from August 2016, England Data from August 2016 
Ofsted /ƘƛƭŘǊŜƴΩǎ {ŜǊǾƛŎŜǎ ς Devon: Publication 03/15. Plymouth: Publication 01/2015; Torbay: Publication 01/2016  
CCG Assurance Framework: 2015/2016 Data  
Staff Survey: Data from 2015 
Harm Free Care: August 2016 (RD&E), September 2016 (NDHT, TSDHT,DPT, England) 

Triple Aim 

Inadequate 

Requires 
improvement 

Not assessed 
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We will be responding to our analysis of what people need by re-allocating resources to better meet the greatest needs of the 
population e.g. through shifting our resources out of hospital, reducing the amount spent on unnecessary bed-based care, 
improving efficiency and reinvesting in more innovative, integrated care models including investing in community assets that 
do more to prevent ill health, keep people out of hospital, treat them effectively when needed and enable them to recover 
rapidly and to stay in their own homes for as long as possible. 

 

Drivers of the financial deficit 

Whilst improving health, we also have to close a significant potential funding gap in health and social care funding over the 
next five years. If we do nothing this means the Devon STP footprint will have be £557m in debt by 2020/21 across the health 
and social care system. This includes the local authority adult and ŎƘƛƭŘǊŜƴΩǎ social care gap across the whole footprint  

Independent sector 
care including CHC 

Elective care and 
intervention rates 

Community services Length of Stay Productivity 

Devon spends 
significantly more 
on Continuing 
Healthcare (CHC) 
than other areas of 
similar 
size/population. 
Unit cost of 
independent care 
sector 
 

We treat more 
people than other 
areas with similar 
populations 

High levels of NHS & 
social care 
community services 
spending compared 
to peers 

Excess length of stay in 
acute hospitals and 
non-elective 
admissions where 
patients would benefit 
if we had access to 
ambulatory or 
alternative community 
based models of care 

Trust level 
productivity analysis 
confirms 
opportunities across 
staffing, 
procurement and 
agency spend. 
 

Deficit Drivers 

Triple Aim 
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NOTE: When the RAB effect is included, the total challenge amounts to £705m. 

£3,500

£3,750

£4,000

£4,250

£4,500

£4,750

£5,000

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21

Combined Resource Combined Challenge

By 2021, without 
transformational change 
there will be a system deficit 
of £557m 
 

The financial challenges we have to address 

A system-wide challenge of £557m is forecast by the year 2020/ 21  
in £m 
 

Triple Aim 
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A vital element of our return to clinical and financial sustainability is that our available 
resources are distributed optimally to meet population need by the end of our programme. 
 
Our approach to the transformation of care, which is underpinned  by population need, will 
both determine and drive resource distribution going forward. 
 
Analysis of CCG spend indicates sizable inequities in resource distribution across the wider 
Devon system. It highlights lower levels of spend in our more deprived areas, particularly in 
parts of Plymouth, and on mental health care. 
  
A further more comprehensive analysis will be undertaken which will include sources of 
funding ς primary care, specialised commissioning and provider deficit support - not 
included in the initial analysis to confirm the scale of the inequities to be addressed. 
  
The output will be incorporated into the financial strategy to ensure our pathway to 
financial sustainability includes achievement of equitable population and care group 
resourcing. 
 

Addressing funding inequalities  Triple Aim 
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Delivery of the2016/17 savings opportunities and 
άōǳǎƛƴŜǎǎ as ǳǎǳŀƭέ efficiencies in providers and 
commissioners is achieving savings in the region of 
£85m in 2016/17. These schemes form the building 
blocks for future years.  

1 

An assessment of investment in new and enhanced 
services and the expected impact on activity has been 
carried out. This will deliver the excellent care 
initiatives by reducing activity and shifting the setting 
of care closer to home. 

2 

Additional productivity opportunities including 
rationalisation of estate and back-office will contribute 
to provider productivity. 

3 

Examining the options that will ensure the clinical 
sustainability of acute services will help avoid 
forecasted cost pressures. Work on health promotion  
will help avoid the growth in demand for care services. 

4 

Delivering benefits of integrated local care, to ensure 
that reliance on expensive bed based care is 
minimised, and people retain their independence. 

5 

A detailed analysis of the distribution of resources, and 
a plan to address the current geographical and service 
inequities, particularly for mental health 

6 

Closing this financial gap will rely on six things to reduce demand and 
cost of delivering care, improve productivity and address inequalities 

Triple Aim 
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Priorities 

Programme Plan 

Project Mandate 

Delivery 

Performance 
Management 

Case for Change 

Strategic financial 
framework 

Projects lifecycle 
Resources 
Governance  

Our STP programme management approach will ensure that there is 
clear line of sight from case for change through to delivery 

Structure & 
governance 
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Through the Success Regime, NEW 5ŜǾƻƴΩǎ partners have developed a strong ethos of system-wide working with  
commissioners, providers and local authorities coming together to agree a single system plan and financial control 
total for our 2016/17 plan. With the STP footprint  including South Devon and Torbay, our system-wide co-design 
work to develop and implement our transformational change proposals from 2017/18 onwards will include partners 
across wider Devon. 

South Devon & Torbay have a strong track record of working collaboratively across the commissioner, providers and 
local authority boundaries. Torbay & South Devon Healthcare Foundation Trust is the first fully integrated care 
organisation in England and their local governance arrangements around this are well established. 

There is already significant health and local authority integration in both commissioning and provision across 
Devon. Adult social care is fully integrated with health provision in Torbay; Health and social care commissioning is 
fully integrated in Plymouth, along with a single integrated health & social care provider. In Devon County there are 
numerous examples of integrated provision and ambitious plans are in development to achieve extended scope and 
coverage of this as part of this Plan. There is increasing collaboration across the wider local authority agenda 
including housing, economic development and public health. NHS organisations are supporting and contributing to 
local authority proposals for a new combined authority ς ά¢ƘŜ heart of the south ǿŜǎǘέ. 

These foundations provide a sound platform upon which to bring together both CCGs and three local authority 
areas to create strong and cohesive leadership of the STP agenda. 

The new STP-wide governance infrastructure (shown in appendix 1) will allow us to work together to extend our 
collaborative working and decision making across the whole STP footprint, under the leadership of a lead chief 
executive (Angela Pedder) and an Independent chair (Dame Ruth Carnall) 

Governance arrangements and system collaboration achievements 
Structure & 
governance 
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Our priorities 

 

1. Prevention & early intervention 

2. Integrated care model 

3. Primary care 

4. Mental health 

5. Acute Hospital and specialised services 

6. Productivity 

7. Children, young people and families 

Developing plans to deliver our priorities 



 23 Priority 1: Prevention & early intervention 

Top five causes of death in under 75s 

1. Coronary heart disease (CHD) 
2. Trachea, bronchus and lung cancers 
3. Accidents 
4. Bronchitis, emphysema and other chronic obstructive pulmonary 

disease (COPD) 
5. Cerebrovascular disease (stroke) 

 

Priorities 

Smoking cessation 

Alcohol misuse 

Healthy eating 

Moving more 

Social connectedness and combatting loneliness 

Mental health gap in access and outcomes 

Addressing wider determinants of health - social, economic, environmental and cultural factors 

See appendix for further information 

Prevention delivered through the new care model, will bring a renewed focus on prevention. To improve health and 
wellbeing and address health inequalities a long-term approach will be needed but we have identified some early 
priorities: 

 Accident prevention - falls and fractures  
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Our approach to prevention of ill health and encouraging independence and wellbeing is based on our identification 
of areas of significant local need and the potential to make both a health and financial impact across a large area. 
These priorities are better delivered together rather than in individual organisations as we will realise more cost and 
outcome benefits. 

1 

2 

Based on  key health and wellbeing challenge themes identified in our JSNAs as follows:  
Å Settings ς place based health, care homes, workplace, housing 
Å Life-course ς starting well, living well, ageing well 
Å Behaviours ς smoking, eating, alcohol and physical activity and inactivity, DSVA 
Å Diseases and medical conditions ς diabetes, hypertension, falls and fractures, sexual health 
Å Approach ς making every contact count, complex individuals, universal proportionalism 
Potential overlaps with wider work ς place-based health, mental health, children and young people, planned care 
optimisation 

 
The early priorities have been developed and further modelling and potential investment and cost savings are being 
scoped using the population segmentation undertaken. Early suggested priorities include: 
1. Making every contact count and brief intervention training at scale 
2. Test the new approach with an initial focus on the alcohol pathway from brief advice to acute alcohol liaison 
3. Scale up lifestyle interventions through the new Devon Lifestyle service, Thrive Plymouth and ICO mode in T&SD 
4. Focus on long-term conditions prevention and early intervention with a focus on co-morbidities in particular 

mental health and diabetes and hypertension 
5. Develop further prevention and early intervention for pre-frail and frail to include isolation and falls prevention 

and the care home setting 
6. Connect with the mental health and children and young people priorities to ensure a focus on emotional health 

& Wellbeing of children and young people 
 

3 

Priority 1: Developing the prevention priorities Priorities 
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In order to empower people, their carers and communities to take a more active role in their health and 
wellbeing we plan to: 

Develop Integrated Personal Commissioning (IPC) to enable greater involvement in planning and choosing their care 
as a mainstream model of community based care for around 5% of the Devon population, including people with  
multiple long-term conditions, people with severe and enduring mental health problems and children and adults 
with complex learning disabilities and autism.  

1 

Expand personal health budgets and integrated personal budgets in line with the ambitions of the Five Year Forward 
View - including exploring the concept for maternity and end-of life. Our ambition in Devon is to use the Integrated 
Personal Commissioning programme to go further and faster than the national target and we aim to achieve 2,000 
individual budgets by 2018. We are already well ahead of other systems in implementing IPC. 

2 

Achieve a step change in patient activation and self-care. The South Devon and Torbay urgent care vanguard has a 
framework in place which includes consideration of social segmentation, a strengths-based approach to behaviour 
change and the development and integration of directory of services. We also need to build on the Plymouth 
approach to integration, the Integrated Care in Exeter (ICE) project and One Ilfracombe. 

3 

Continue to work with Peninsula Urgent and Emergency Care network to develop a Peninsula-wide plan, leveraging 
collaborative opportunities. In parallel, we will develop detailed service models that meet local population needs. 
Our local delivery timeline is aligned with the emerging plan being developed for the Peninsula Urgent & Emergency 
Care Network.  

4 

Continue to develop our Better Care Funds to support our focus on prevention. They are already operating in a way 
that brings providers and commissioners together to determine how a single pooled fund can best be deployed to 
support improved flow of patients and how to keep people well and supported at home, or to return their own 
home as quickly as possible following a period of ill health, including support to their carers.  

5 

Priority 2: Promoting health through integration Priorities 
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Priority 2: Integrated care model ς promoting independence through 
a focus on joined up care provided locally 

We will strengthen community health & care services so that they can both help people to avoid the need to access NHS and other provided 
care and respond swiftly when people become unwell. This means investing in more community-based services and associated technology so 
that they mirror the availability and reliability of hospital-based care. This includes enhancing our support to carers and delivering high 
quality end of life care, as well as building wider community support that can keeps people well. 

The best bed is my own bed 

We also want to make sure that people do not travel further than they need to for care /  treatment. Keeping people well and independent 
avoids the need to travel for care. The more community and primary care services we can provide in or close to ǇŜƻǇƭŜΩǎ homes the better.  

Services closer to home 

Where people need to be admitted to hospital, we will make sure that they receive the best quality and experience of care, that we have 
caring and skilled staff to look after them and that we meet national quality/safety standards. New discharge to assess services will ensure 
people return to their normal place of residence quickly and safely and that care is coordinated around the person and their family. 

High quality hospital care 

Moving discussion from ΨǿƘŀǘΨǎ the matter with a ǇŜǊǎƻƴΚΩ to ΨǿƘŀǘ matters most to a ǇŜǊǎƻƴΚΩ means that we will adopt a person-centred 
and asset-based approach to care, promoting networks of support, skills and attributes of individuals that increase ǇŜƻǇƭŜΩǎ self -confidence 
to manage their health and care for themselves. This approach will avoid unnecessary reliance on statutory services that can take away a 
ǇŜǊǎƻƴΩǎ independence and create more resilient communities. Patients will own their own digital, shared care plan. 

What matters to me  

Adopting a person-centred and community-centred approach to health and wellbeing helps to build community capacity and resilience which 
in turn helps provide support to reduce social isolation and loneliness and can contribute to reducing health inequalities for individuals and 
communities. Our voluntary and community partners are at the heart of our new care model. It is through the interaction of statutory 
services with local voluntary and community groups that we can improve ǇŜƻǇƭŜΩǎ health and wellbeing, reduce demand on health and care 
services and lead to wider social outcome improvements. 

Community-centred approach 

Wellbeing is at the centre of our care model because it reflects the importance and necessity of focussing on prevention and early 
intervention. ΨMaking every contact ŎƻǳƴǘΩ encourages conversations based on behaviour change methodologies, ranging from brief advice 
and intervention, to more advanced behaviour change techniques. The aim is to empower healthier lifestyle choices and exploring the wider 
social determinants that influence all of our health. Patient activation measures can help us to understand where people are in terms of their 
level of knowledge and confidence to manage their own health. Activation measures have been linked to improved clinical outcomes and 
reduced costs of care. 

Making every contact count 

Priorities 
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The development and implementation of new models of care is fundamental in delivering the vision based on the drivers for change we 
have outlined earlier (on page 5). This transformation work is high profile and will realise a broad range of STP deliverables; increased focus 
on prevention, financial sustainability and quality of care. 
 
Whilst the vision is consistent across the STP footprint, models of care will be tailored to meet the needs of localities. Models will maximise 
the use of non bed-based care and support people and carers as individuals, outcomes tailored to specific need. Development is at differing 
stages currently: In South Devon a full service model developed underpinned by a full engagement process and planned consultation. In the 
North there has been a focus on care closer to home and enhancing home-facing care services, the locality is engaging with a range of 
stakeholders to define the type and level of service required, location, and analysis on both financial and patient benefits. The diagram 
below supports us to analyse current configurations of service and work with stakeholders around which services and patient outcome 
should be achieved across the various phases: 
 
 
 
 
 
 
 
 
 

Phase 1 

Phase 2 

Phase 3 

Phase 4 

Priority 2: New models of care 

Staying healthy 

Self Care 

Locality based 
Community 
Services 

Safe and 
sustainable 

Services 

Priorities 
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Our modelling shows that the out of 
hospital model offers more care to 
people for the same cost. 
 
Our proposals currently out to public 
consultation will help us enhance and 
increase care capacity closer to where 
people live. 

Priority 2: The model allows investment to improve care capacity and 
delivery through reduced reliance on bed based care 

Priorities 


