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Northamptonshire is a fast-growing county in 
the East Midlands  

• c 754k population 

• 65% live in four major 
towns, but the county is 
mainly rural 

• Younger than average 
population, but growing  
fast - particularly 75+ age-
band 

• Pockets of high deprivation 

• Below average outcomes for 
circulatory and respiratory 
disease 
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Northamptonshire’s care economy comprises 
several organisations 

• Corby CCG 
• Nene CCG 

 

• Northamptonshire County 
Council  
 

• Kettering General Hospital NHS 
Foundation Trust 

• Northampton General Hospital 
NHS Trust 
 

• Northamptonshire Healthcare 
NHS Foundation Trust 
 

• 3Sixty Care 
• PML ‘s DocMed Group 
• GP Alliance 
• Lakeside Healthcare 

2 CCGs 
 
1 LOCAL AUTHORITY 
 
2 ACUTE TRUSTS  
 
1 COMMUNITY & MENTAL 
HEALTH TRUST 
 
4 ‘AT SCALE’ PRIMARY 
CARE ORGANISATIONS 
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NHFT is the community and mental health 
Foundation Trust for Northamptonshire 

• A Foundation Trust since 2009 

• A diverse range of community and 
mental health services for adults 
and children 

• 3554.3 WTE staff 

• £192,238 income 2016/17 

• #weareNHFT 
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3Sixty is a federation of GPs that serves c270k 
people in north Northamptonshire 

• 27 practices came together as a 
federation to develop ‘at scale’ 
models 

• 4-7 networks of practices 
emerging (c50k populations) 

• Strong learning and development 
offer: 
– Community Education Provider 

Network (CEPN) 

– 7 clinical pharmacists 

– Student nurse primary care 
placements 

– Medical and PA placements 

• Holds contracts for health-checks, 
stop smoking and vasectomy. 

1 

2 
3 

4 
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We identified a number of challenges with our 
population in creating our STP 

Major population stats 

▪ Population expansion: overall, one of the fastest growing populations 
nationally 

▪ Higher rate of growth in activity1 for age group >65+ in 3Sixty 

Health & Wellbeing 
▪ Prevalence rate above peer group average2: depression, learning 

disability, CVD and cancer 

▪ High levels of deprivation amongst certain population groups (e.g. 
Somali, Eastern European, etc.), with resultant high levels of obesity, poor 
diet, smoking & substance misuse  

Care & Quality 

▪ Variable knowledge sharing and coordination between healthcare 
providers as a result of historical structures and culture 

▪ Duplication of tasks between organisations is reported to be 
commonplace 

▪ High ED attendances for Kettering patients due to proximity of KGH  

▪ RTT underperformance across Corby CCG in key specialties (e.g. Trauma 
& Orthopaedics, ENT, etc)3 

Finance & efficiency 

▪ Top 2% of the population by risk incur 30% of acute care costs – high 
ALOS for these patients (18.3 days) is an important driver of cost, and is 
usually linked to a high frequency of delayed discharge 1 Measures acute activities provided by NGH and KGH, mental health and 

community services activities provided by NHFT 
2 Peer group chosen based on similarity to Corby CCG population 
3 Based on data presented at NHS Corby CCG Governing Body meeting Jan 15 

Most to Least Deprived → 

Deprivation 2016 



10 

Our local context 

Our strategic response 

Our model of care 

 



11 

3Sixty and NHFT decided to form a Multi-
specialty Community Provider (MCP) 

• We needed a platform on which to build our place-based model of 
integrated care with primary care at the core 

• We formed a Joint Venture 

• GPs and the Foundation Trust hold an equal shareholding (50:50) 

• We have established a Board of Directors and are recruiting a Chief 
Operating Officer 

• We currently have a small amount of dedicated transformation, 
communication and administration resource 

• We are now part of the second wave of the National Association of 
Primary Care’s Primary Care Home programme 
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We have developed a shared ambition with our 
LMC and neighbouring federations/super practice 

1 

2 

3 

4 

5 

6 

A multi-disciplinary approach to managing 

same day demand 

Extensivist approach for patients with long-

term/complex conditions 

Scheduled care closer to home through 

greater clinical collaboration (where possible) 

Integrated health and wellbeing services 

Primary and community care workforce 

working as MDTs 

New roles and portfolio career options 

across organisations 

10 

11 

12 

A network of fit-for-purpose, strategic 

sites across the county 

Opportunities for secondary care 

consultants to be part of the model 

Tiered model of care with interventions 

delivered at the right level 

9 

7 

8 

Models exploiting telehealth, telecare and 

communication technology 

Lean, shared back office functions to 

reduce overhead costs 

Integrated, electronic patient records 
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We expect our MCP to deliver 3 principal benefits 

1. Greater ‘value’ for patients – improved outcomes at a 
reduced cost.  More care closer to home. 

 

2. Reduced demand – reduction in growth in non-elective 
acute admissions and length of stay for those with complex 
needs.  Reduction in hospital outpatient appointments. 
People are more able to ‘help themselves’. 

 

3. Sustainability and resilience in primary and community 
services. 

 



14 

Our local context 

Our strategic response 

Our model of care 

 



15 

Our model is built on 3 principles 

We will work 

together to 

provide care 
Care will be 

organised around 

people’s needs 

Care will be 

delivered in the 

most appropriate 

setting 

Providing care Receiving care 

Providing care 

▪ Multidisciplinary teams look after patients at home or in the community, 

preventing unnecessary hospital attendances & admissions 

▪ At-risk patients that are treated in hospital leave sooner, and have proactive 

primary care input during their admission 

▪ There is more specialist support for management of people in the community 

▪ Health and social care staff 

work as one team, with 

effective and streamlined 

communication between 

organisations 

▪ Patients and their 

conditions are viewed 

holistically by a wide MDT 

group 

▪ Care is provided by the 

right people and at the 

right time 

▪ Care will be organised 

around groups of patients 

with similar needs  

▪ Care, including prevention, is 

delivered proactively to 

those patients at risk, rather 

than only in reaction to illness 

▪ Services are designed around 

the needs of our patients 

▪ Patients are involved with 

their own care plan, with 

their own goals 

▪ Care plans include self care, 

community services and the 

voluntary sector  

1 

2 

3 

SOURCE: McKinsey (2016) 
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We have designed specific services for segments 
of our population with similar needs 

SOURCE: McKinsey team analysis (2016) 



17 

We have identified 6 ‘projects’ for 2017-19, 
which are aligned with our STP clinical pathways 

Complex care 

▪ Collaborative Care Teams 

– Proactive, coordinated 

care from a MDT serving ‘at 

risk’ patients across 

networks of practices 
 

▪ Diabetes MDT – reduce 

unwarranted variation in 

practice for single disease 

pathways 

Urgent Care 

▪ Same day care hubs – 4 

multi-disciplinary hubs led 

by GPs serving networks 

of practices. 

Scheduled care 

▪ Consultant connect – 

reduce first outpatient 

appointments by virtually 

connecting GPs with 

hospital specialists for 

advice and support.. 

Prevention 

▪ Social prescribing – easy 

access to a broad range of 

sources of support 
 

▪ Clinical preventive services 

– patients feel empowered to 

manage their own LTCs 

1 2 

3 

4 

5 

6 
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Our ‘same day’ care model will allow us to reinvest 
GP time into caring for patients with complex needs 

Urgent Routine

Administration Other

50% 

1 
≤30% of patients presenting ‘on the 
day’ do not need to be seen by a GP 
(but need to be seen by someone) 

2 

An alternative way of managing 
same day care, could release up to 

15% of a GP’s time 
3 

c 50% of GP time is spent 
on same day care 

We could reinvest GP time saved 
into the care of patients with 

complex needs 
4 
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We are introducing a same day care hub into 
each of our networks to manage ‘same day’ care 

Practice 

Network 
(30-50k) 

MCP 
(≤270k) 

GP 

ANP 

Pharm. 

CPN 

Social  
Prescribe 

Hub 

Self- 
manage 

Triage 

Physio 
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We formed a Community Interest Company through 
which to improve patient/staff wellbeing 

• Partnership between LA, 
NHS and University 

• Launched on 1 April 2016 

• Aims to work together with 
public, private and 
voluntary sectors to 
improve and streamline 
existing services, and to 
create new and innovative 
ways to help people live the 
best life they possibly can. 

Supporting you to take charge 

of your life 
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First for Wellbeing is a Single Point of Access to 
wellbeing services across the county 

First for wellbeing (FfW) has developed a holistic wellbeing 
assessment 

 

FfW offers face-to-face assessments in community  
venues and libraries 

 

FfW has developed an online platform ‘Octigo’ 
through which people can undertake a self-
assessment 

 

Following assessment, FfW works with the person to 
identify some personalised wellbeing goals to own and 
take forward 
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First for Wellbeing currently offers 8 Wellbeing 
Services on ‘Social Prescription’ 

1 

2 

3 

4 

5 

6 

7 
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Stop Smoking 

Social Inclusion 

Housing Support 

Financial Support 

Weight Management 

Emotional Wellbeing 

Employment and 
Adult Learning 

Alcohol 


