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What is the STP? 
• Health and care ‘place based’ plan for Leicester, Leicestershire & Rutland (LLR) ‘footprint’ (one of 

44 nationally) 

• Addressing local issues and implementing the NHS 5 Year Forward View to March 2021.  

• For more information on the Five Year Forward View see: https://www.england.nhs.uk/wp-
content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf 

• STPs make the case for national/external capital investment and access to non-recurrent 
transformation funding to support national and local priorities 

• Locally this is a progression of LLR’s previous Better Care Together programme, but with clearer 
focus on implementing a few key system priorities linked to NHS England’s new models of care  

• More information about Better Care Together including the STP documents can be found here: 

• http://www.bettercareleicester.nhs.uk/ - home page 

• http://www.bettercareleicester.nhs.uk/EasysiteWeb/getresource.axd?AssetID=46236 – draft STP 

• http://www.bettercareleicester.nhs.uk/Easysiteweb/getresource.axd?AssetID=47665 – STP 
summary 

• The STP document is supported by finance, activity, bed capacity and workforce analysis. 
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Making us fit for future care 

Across Leicester, Leicestershire and 

Rutland our population is growing 

 

The older population is predicted to 

increase by 11% in next five years 

 

Long term illnesses are also 

increasing 

 

This leads to a greater demand for 

health and care services 
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Identifying the health and care financial gap 
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The money context 

• We currently spend c£1.6bn on NHS services across LLR 

• By the end of the STP 5 year plan this will increase to c£1.8bn 

• But, demand and demographic growth plus the cost of delivering 
services and new treatments will outstrip these increased resources by 
c£342m across the local NHS and a further c£57m across the local 
authorities 

• The STP is not about ‘cuts’ but it is about choices in how we spend 
public money 

• The approach we are taking to this is a ‘placed based budget’ one that 
looks across organisations at the ‘LLR pound’ 

• And which focuses on new ways of working and models of care that 
manage demand and are more efficient  
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The ‘triple aim’ gaps the LLR STP will address 
Health and wellbeing outcomes gap 

• Lifestyle and Prevention 

• Outcome and Inequalities ( e.g. people’s health outcomes not being determined by where they live, 

reducing variation in outcomes) 

• Mental Health Parity of Esteem (mental health services on an equal footing with other parts of health 

and care) 

Care and quality gap 

• Emergency Care Pathway (A&E and ambulance handover delays) 

• General Practice (variation and resilience) 

• Clinical workforce supply (ensuring we have the staff in place we need to deliver our plans) 

Finance and efficiency gap 

• Provider systems and processes (internal efficiency) 

• Estates configuration (how we collectively make best use our buildings) 

• Back office functions (shared services to improve the efficiency of the LLR pound)  
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Overall STP Philosophy – Home First 

We believe that being at home with support is the best place for many 

people to stay well and manage their conditions or illnesses.  

 

In practical terms this means everyone should ask: 

 

“Why is this patient not at home?” or  

“How best can we keep them at home?”  

    

We call this principle “Home First” 
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LLR STP Priority Areas 

1. New Models of Care focussed on prevention and moderation of 
demand growth – e.g. Home First, Integrated Locality Teams, Urgent 
Care, Planned Care, Resilient General Practice 

2. Service Configuration to ensure clinical and financial sustainability – 
how services are planned and delivered across acute, community and 
mental health hospital sites in the future 

3. Redesign of Care Pathways to delivered improved outcomes for 
patients and deliver core services and quality standards  

4. Operational Efficiencies – e.g Review of ‘Back office’ functions, 
medicines optimisation, estate utilisation  

5. Getting the Enablers Right  - IMT (digital roadmap), workforce,  
estates, joint commissioning. 
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The journey through care for patients  

Patient 

managing their 

own conditions 

and preventing 

illness through 

healthier living  

Prevention 
Work stream 

GP practice 

co-ordinates 

care  

General 
Practice 

Programme  

“Federations” of 

GPs working 

together to 

deliver 

enhanced care 

and diagnostics 

General 
Practice work 
Programme 

Community 

based care 

with support 

from local 

teams  

Integrated 
Teams and 
Home First  

Programmes 

Care when you 

need urgent 

medical 

attention 

Urgent Care 
Programme 
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The Changes Being Introduced in Community Settings 

Commissioners, GPs, GP Practice Federations, Social Care, Acute and 

Community Services are collaborating to introduce a new model of care 

focussing on 4 key areas: 

 

1) Increasing prevention and self management 

2) Developing accessible and responsive unscheduled primary 

and community care 

3) Developing extended primary and community teams 

4) Securing specialist support in non acute settings 
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LLR Integrated Teams: Programme Structure 
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Who will benefit from integrated locality teams? 

PHASE 1 = 3 cohorts of people: 

Adults with 5 or more chronic conditions  

All adults with a ‘frailty’ marker, regardless of age but related 

to impaired function 

Adults whose secondary care costs are predicted to cost three 

or more times the average cost over the next twelve months 

(inc. people transitioning to end of life care, intensive specialist 

community or residential care. 

 

In the future the whole population will benefit from integrated 

locality teams 
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What’s the ask? 

 Develop a deep understanding of the needs of the three groups of 

service users, across organisational boundaries and data sets. 

 Identify how care and support varies, why it varies, and how these 

differences can be addressed.  

 Define new ways of working and support staff to change their 

practice. 

 Undertake some initial tests of new ways of working. 

 Plan how the new ways of working can be rolled out across all 

eleven localities during 2017/18. 

 

28



29



Integrated Teams Implementation Approach 
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WHAT’S THE “ASK?” 

 Develop a deep understanding of the needs of the three groups of 

service users, across organisational boundaries and data sets. 

 Identify how care and support varies, why it varies, and how these 

differences can be addressed.  

 Define new ways of working and support staff to change their 

practice. 

 Undertake some initial tests of new ways of working. 

 Plan how the new ways of working can be rolled out across all 

eleven localities during 2017/18. 
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ADVISORY ROLE 

BY COORDINATING WITH EACH HWB IN LLR: - 

 

PROVIDE SPECIFIC ADVICE AND SUPPORT TO LOCALITY 

LEADERSHIP TEAMS ON: 

• HEALTH PROFILES AND JSNA FINDINGS 

• PREVENTION STRATEGY 

• THE PREVENTION OFFER TO WRAP AROUND AND 

SUPPORT INTEGRATED LOCALITY TEAMS AND THEIR 

POPULATIONS 
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How is implementation progressing in LLR? 

• We have taken learning from other parts of the country to inform how to deliver this 

in LLR 

• Integrated teams are in place across LLR, led jointly by adult social care, GPs, and 

LPT. 

• District Councils are being encouraged to join their local team(s) as key partners 

• Other services planned for community settings are being built around these teams 

• Integrated teams are starting to test new ways of working (test beds) during 2017 

• An approach to measuring the impact of integrated teams has been developed 

which includes measuring patient experience, improvements in care coordination, 

and monitoring that specific aspects of clinical care and support have been offered 

and put into place 

• Regular stakeholder bulletins are available – see example with your papers 
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STP Governance Arrangements 
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