




RCGP Response - Strategy

Monitoring

Influencing

Delivering

Engaging

Closely monitoring the implementation of the GP Forward 
View to ensure it achieves the impact promised, publishing 
an independent annual review each year to 2020

Influencing the delivery of the GP Forward View at a 
national and local level to ensure it has maximum impact 
for practices and patients 

Identifying and exploiting opportunities to deliver elements 
of the GPFV where we feel RCGP is well positioned to 
add value

Engaging members and wider general practice. 
Communicating successes and bringing people on board 
but also listening to and voicing concerns and problems  



STPs

• 44 Sustainability and 
Transformation Plan 
Footprints

• Potentially very 
powerful local decision 
makers

• Could make or break 
local delivery of GP 
Forward View 



RCGP Regional Ambassadors



RCGP Regional Ambassadors
• 34 Regional Ambassadors covering all 44 STPs

• The eyes and ears on the ground. Focused on 
influencing local STP planning and intelligence 
gathering

• Attending meetings, getting access to STP documents, 
feeding back views to the centre

• Working closely with NHS England to link up with local 
decision makers



Demography

Frimley
• 750000 population
• £1.4billion health and social 

care budget
• 5 CCGs
• 1 Acute Trust
• 4 Mental Health and 

community Trusts
• 8 Local Authorities

BOB
• 1.8 million population 
• £2.5 billion health budget 
• 7 CCGs 
• 3 Acute Trust 
• 2 Mental Health and 

Community Trusts
• 14 local authorities 



Geography

Frimley BOB



BOB at 5 years
• £m 
• Do Nothing Position 

-479 
• Do Something solutions 

384 
• Deficit 

-95 
• ? SFT Funding 
106 
• ? Year 5 Position - surplus 
11 



Financial View to 2020/21
System “Sustainability & Transformation Plan” 

• Health + Social Care for “Frimley System”
• Our baseline funding is increasing 

c£140m (12%) between 2016/17 and 
2020/21

• But not enough to keep pace with 
demand…

• Do nothing = c£240m “gap” between 
funding & pressures by 2020/21

• Traditional ways of making 
improvements generate c£155m

• So £85m to find
• Maybe £45m from further additional 

funding and £40m from transformational 
changes across the system



BOB
• The Challenge to Integrate
3 Local Healthcare Economies 
with established delivery 
models
• Buckinghamshire 
• Berkshire
• Oxfordshire
And 
8 STP Wide Workstreams
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Overall good health status masks 
variation and inequalities. Child 
and adult obesity is increasing. 
The older population is growing 
faster than the national average.

The cost of delivering increasing 
health and care services is not 

sustainable unless we significantly 
improve the quality and efficiency 

of how we deliver services. 

The high local cost of living and an 
aging workforce are leading to 

increasing difficulty in sustaining 
services. This contributing to 

variable performance and rising 
hospital admissions. 

Unwarranted variation in access to 
care leads to quality and outcomes 

which don’t meet patient 
expectations.

• Reduced staff sickness 
saving agency costs 

• Reduced obesity

• Reduced diabetes leading to 
reduction in prescribing and 
the complications 

• Reduced health inequalities

• Reduced demand for 
services

• Better 
information for 
clinical decision 
making and so 
fewer  errors 

• Reduced 
duplication for 
patients 

• Releasing time 
for clinicians
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• Sustainability of services in North Oxfordshire 
• Improve quality services
• Reduced harm to patients 
• Improved patient experience.
• Reduction in errors due to gaps between different services.
• Patients get quicker treatment because they get to the right 

place, first time.
• Reduced A&E attendances and emergency hospital admissions.
• Increased elderly people living independently at home
• Earl ier intervention in the course of mental illness
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s Shift the focus of 
care from 

treatment to 
prevention

1

Access to the 
highest quality 

Primary, 
Community and 

Urgent care

2 3 4
Establish a 
flexible and 

collaborative 
approach to 
workforce

5
• Digital 

interoperabi
lity to 

improve 
information 

flow and 
efficiency

6
Mental Health 

development to 
improve the 

overall value of 
care provided

7

Significant variation in per capita 
spend on specialised services 

across the STP

Maximise value 
and patient 

outcomes from 
specialised 

commissioning

• Release funding 
to invest in local 
services and so 
improve 
outcomes. 

• Reduced out of 
area treatments

Primary Care at 
Scale

8

• Support more 
people in their 
own homes.

• Improved health 
and wellbeing of 
staff. 

• Reduced spend 
on agency staff

Increase exercise to 
improve health

Clinical contacts to 
include brief advice, 
supported by face to 
face, phone and 
web based 
behaviour change 
support.  Build on 
existing asset based 
approaches.

Workplace 
wellbeing initiatives 
designed to 
transform the 
health of the 
workforce

Procure enhanced 
111 with clinical hub 
and standardise 
access routes to 
urgent care to 
release GP capacity 
to deliver primary 
care sustainability.

Create robust out of 
hospital services 
operating from 
community hubs 
and coordinated by 
GPs to maintain 
independence of 
elderly and frail 
patients in their 
own homes. 

Integrated health 
and  social care

Review 
sustainability of  
services at the 
Horton Hospital, 
cancer and 
maternity services 
involving the 
Academic Health 
Science Network 
(AHSN) and the 
Thames Valley 
Clinical Senate.

Consolidation of 
backroom services  
to optimise cost 
effectiveness 

Improved 7 day 
services to reduce 
variation in patient 
outcomes. 

Implement fully 
integrated read 
and write records 

Creating a single 
set of information 
sharing 
agreements across 
BOB

Implement patient 
porta ls and self 
management tools

Ensuring 
integrated records 
are available 
where patient 
flows cross borders

Improving workforce 
productivity and 
reducing agency costs

Skill-mix shift and 
upskilling of existing 
workforce to address 
workforce hot spots 
and increase flexibility

Improving health and 
wellbeing of the BOB 
workforce

Enhancing leadership 
capability 

A shared workforce 
plan to support 
rotation of staff across 
organisations  to 
increasing quality of 
care and staff 
retention. 

Taking local 
ownership of 
commissioning 
specialised 
services to 
maximise benefit 
to BOB 
population. 
Identify 
opportunities for 
modifying 
pathways , 
s tandardising 
thresholds and 
increasing 
prevention to 
reduce spend and 
increase va lue to 
patients.

Implementation of 
the mental health 
forward view. 

More effective use 
of mental health 
specialist 
commissioning 
secure services 
budgets to 
improve local 
services

Outcomes based 
contract across 
BOB

• Services 
provided 
closer to home 

• Sustainability 
of high quality 
primary care

• Quicker 
treatment for 
patients

Integration of 
community and 
primary care.

Identification  of 
new models of 
care to deliver 
higher quality care 
to patients across 
BOB by moving 
services out of 
hospital and into 
the community. 

Acute trusts 
collaboration to 
deliver equality 
and efficiency 



Frimley HCS
• System has already integrated hospitals

• Has local examples of improvements e.g. Vanguard, New Vision of Care, 
Surrey Heath integrated care hubs, Slough PMCF initiatives 

• Aim to prioritise those good practice examples making biggest difference 
to the gaps and deliver them at scale

• Investment into a new Emergency Department at Wexham Park (despite 
what the media is suggesting)

• New build at Heatherwood

• We are working closely with our social care partners in a cohesive way



Priority 1: Making a substantial step change to improve wellbeing, 
increase prevention, self-care and early detection.

Priority 2: Action to improve long term condition outcomes including 
greater self management & proactive management across all 
providers for people with single long term conditions

Priority 3: Frailty Management: Proactive management of frail 
patients with multiple complex physical & mental health long term 
conditions, reducing crises and prolonged hospital stays.

Priority 4: Redesigning urgent and emergency care, including 
integrated working and primary care models providing timely care 
in the most appropriate place

Priority 5: Reducing variation and health inequalities across 
pathways to improve outcomes and maximise value for citizens 
across the population, supported by evidence.
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An underpinning programme of transformational enablers includes:
A. Becoming a system with a collective focus on the whole population.  B. Developing communities and social networks so that 
people have the skills and confidence to take responsibility for their own health and care in their communities.  C. Developing the 
workforce across our system so that it is able to delivery our new models of care.  D. Using technology to enable patients and our 

workforce to improve wellbeing, care, outcomes and efficiency.

The Frimley STP priorities for the next 5 years

P1

P2

P3

P4

P5



The Frimley STP Initiatives for next 18 months 1
5
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8
1. Ensure that people have the skills, confidence and support  to take 

responsibility for their own health and wellbeing.

2. Develop integrated care decision making hubs to provide single points of
access to services such as rapid response and reablement with phased
implementation across our area by 2018

3.   Lay the foundations for a new model of general practice, provided at   
scale. This includes work to further the development of GP federations to 
improve resilience and capacity

4.    Design a support workforce that is fit for purpose across the system

5     Transform the ‘social care support’ market including a comprehensive 
capacity and demand analysis and market management

6. Reduce clinical variation to improve outcomes and maximise value for
individuals across the population

7. Implement a shared care record that is accessible to professionals across
the STP footprint


