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A Refresh of Our Locality Plan 

In 2016 we drafted a Locality Plan for Health & Social Care 

Transformation covering the period September 2016 to March 2021.  

The plan outlined the key transformational programmes to enable 

Oldham to deliver significant improvements in the health & wellbeing 

of its residents. It focused in particular on how Oldham aimed to 

transform prevention services, primary care and social care. The plan 

described four main transformation programmes:

to reaffirm the outcomes that we are seeking to influence. Our 

refreshed Plan supports the Greater Manchester (GM) Prospectus 

Plan, which provides a response to the NHS Long Term Plan

Commitments. This will be integrated with the GM Unified Model of 

Public Services.

The Content of the Plan

Our plan describes how we will continue to deliver significant 

improvements in the health and wellbeing outcomes of our residents 

as we move towards place-based, person centred provision of care 

and services. It focuses on the wider determinants of health and 

addressing health inequalities in our footprint.  It also emphasises how 

public services will work together to support everyone to take more 

responsibility for their own health. The plan is not a direct read across 

from the original as transformation activity has broadened to reflect 

local priorities and a growing national agenda. Previously £21.3m 

transformation funding was a catalyst for change we now want to raise 

our ambition and shift our focus onto the £1.96bn of public spend.

Critical to the next phase of the evolution of our Integrated Care 

System (ICS) will be our systems ability to be able to have challenging 

conversations, developing a literacy around disagreement that will 

help breakdown organisational boundaries, enabling us to blur the 

boundaries between commissioner and providers.

We want to design a health and care system that by 2024 helps 

people to start well, live well and age well, that improves the quality of 

care and services that our residents receive and ensures that the 

system is financially sustainable for the long-term so that we can 

continue to deliver the services that our residents need.

We recognise that Oldham has been engaging residents on the 

implementation of its locality plans for the last three years. As part of 

this refresh, we will capture and incorporate this activity, where 

relevant. 

• Establishing an Integrated Care 

Organisation

• Mental health is central to good health

• Starting Well: Early Years, children & young 

people

• Living Well: Action to build thriving 

communities and provide early help

We have made significant progress in enacting 

the activities described in this plan and made 

positive steps towards improving the health and 

wellbeing of our residents.

Since its publication, the strategic context has moved on, with 

considerable changes to the health and social care landscape over 

the last twelve months.  For example the North East Sector 

community services transaction and Phase 1 of the integration of 

health and social care. Oldham is now in a much better position than 

in 2016 to describe a whole public service approach to transformation 

at place level – both in respect to commissioning and provision with a 

focus on neighbourhood level delivery (30,000 to 50,000 populations).  

Combined with Oldham’s desire to continually review direction and 

progress we have the opportunity to refresh the plan to reflect our 

own unique journey to developing a local population health system 

and reformed public services at a place level. It is also an opportunity

1.2 Introducing Our Plan
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This plan focuses on providing an overview of our current and planned

transformation activity, set firmly against the backdrop of the national 

and local context and our priorities. The plan includes a sample of our 

success since the publication of the previous version.  These highlight 

the progress that we have made. Where we can, we have included 

example case studies that bring our successes to life.  This provides 

the reader with a flavour of how far we have come in the last three 

years - achievements that provide us with a strong foundation to build 

upon. 

The Structure of the Plan

The plan is structured into seven chapters plus appendices.  An 

overview of each chapter is provided below:

Introduction: Introduces the plan and provides an overview of the key 

drivers for change, set within the national and GM context.  Describes 

the structure of the plan and how it can be easily navigated.

Vision and Approach: Describes the vision for Oldham, its priorities 

over the next five years and the all age model of for health and care.  

Explains the approach that will be taken to deliver the model, building 

on place based integration, population health management and a 

focus on outcomes. 

Core Themes: Set within the national and local context this section 

explains the themes that permeate each arc of the model of care and 

are central to all service provision: Addressing the wider determinants 

of health and reducing health inequalities, Prevention, Safeguarding 

and Quality.

Improving Outcomes:  Describes each of the core components of the 

model of care.  Each section is broadly structured the same way, 

providing the reader with:

• The National and GM context;

• Progress/successes since the last plan;

• An overview of the key challenges facing Oldham;

• Our ambition and transformation priorities; and

• Detail on initiatives currently in train and planned. 

Given the size and complexity of community health and care services, 

this section has been broken down further.  This breakdown enables 

an easy read across with the commitments in the long-term plan.

Enabling Change: In line with the model, describes the key enablers 

to change and our associated priorities to maximise these enablers.

Financial Balance: Provides an overview of the financial challenge 

facing the health and care system over the next five years.  Describes 

what work is currently in train to mitigate the 2019/20 financial gap.

Monitoring Progress:  Explains the system governance that has 

been established to monitor progress of the plan, specifically where 

multiple partners are involved in delivery.

Appendices: Provides further detail on a number of key initiatives and 

provider delivery models.

Navigating the Plan

As some readers may only wish to read specific chapters of the 

plan, the chapters can be easily navigated using the dividers at the 

top of each page.  

The contents of the plan can be found in the ‘Introduction’. Within 

the contents, each section is hyperlinked to the respective page.  By 

clicking on the ‘Introduction’ divider, the reader can then return back 

to the contents page and access other sections that they wish to 

read.
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The health and care system continues to face one of its most difficult 

and challenging periods in time. The demands on health and care 

services are increasing as people live longer and have more complex 

long term conditions. Quality expectations continue to rise, driven not 

just by regulators and policy but through a better informed public, who 

have access to greater information. There is a universal drive to 

increase productivity and efficiency. 

To address these challenges, in December 2015 NHS England 

(NHSE) wrote to local commissioners and providers with details of the 

planning guidance for the five year period beginning 2016/17. This was 

supported by the latest spending review that the NHS was to receive 

an £8.4bn real-term increase. The guidance referred to three essential 

tasks:

1. To implement the Five Year Forward View (5YFV)

2. To restore and maintain financial balance

3. To deliver core access and quality standards for patients

Central to the implementation of the 5YFV local areas were 

encouraged to develop new approaches to the way that they delivered 

healthcare, integrating general practice, community health, mental 

health and hospital services, as well as more joined up working with 

home care and care homes. The aim was to improve the health of their 

local population by integrating services and tackling the causes of ill 

health. This marked a shift away from policies that have encouraged 

competition towards an approach that relies on collaboration. A number 

of new models of care were developed which acted as the blueprints 

for rapid replication across England - Vanguards, Integrated Care 

Pioneers and Primary Care Home Model. 

By 2016 NHS organisations and local councils had developed shared 

proposals to improve health and care, working in 44 areas covering all 

of England. These were known as Sustainability and Transformation 

Partnerships (STPs). They brought local health and care leaders

together to plan around the long-term needs of local communities. 

The Five Year Forward View Next Steps (2017) set out the ambition 

to accelerate the new ways of working across the country through the 

STPs, with some areas ready to go further and more fully integrate their 

services and funding (known as Accountable Care Systems). It set out 

the characteristics of accountable care systems:

• A more strategic, outcomes based approach to commissioning 

(linked to outcomes that matter to the local population).

• A focus on population need/insight.

• Coordination of provision (integration/collaboration).

• The use of metrics and learning to monitor outcomes.

• Performance incentives and risk-sharing.

• A delivery system that takes on some of the activity traditionally 

undertaken by commissioners.

Complementing their development, the NHS recognised the need to take 

further action nationally to ensure that it could deliver more benefit for 

patients from every pound of its budget. It presented a ‘10 Point 

Efficiency Plan’ that sought to exploit substantial opportunities to cut 

waste and increase efficiency in the NHS and ‘square the circle’ in 

balancing its budget. The majority of these efficiency gains focus on a 

local level, taking account of the specific opportunities in different areas 

and organisations. These are complemented with some larger efficiency 

opportunities that require collaboration across the NHS, with national 

implementation support. 

The NHS Long Term Plan (2019) made it clear that there will be 

integrated care systems (ICS) in all localities. An ICS is defined as a 

collaboration where ‘NHS organisations, in partnership with local 

councils and others, take collective responsibility for managing 

resources, delivering NHS standards, and improving the health of the 

population they serve’ (NHSE).

6
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NHS Long Term Plan (2019) states that every ICS will need to 

have:

• A partnership board, drawn from and representing 

commissioners, trusts, primary care networks, and – with the 

clear expectation that they will wish to participate - local 

authorities, the voluntary and community sector and other 

partners; 

• A non-executive chair (locally appointed, but subject to 

approval by NHS England and NHS Improvement) and 

arrangements for involving non-executive members of boards/ 

governing bodies; 

• Sufficient clinical and management capacity drawn from 

across their constituent organisations to enable them to 

implement agreed system-wide changes; 

• Full engagement with primary care, including through a 

named accountable Clinical Director of each primary care 

network; 

• A greater emphasis by the Care Quality Commission (CQC) 

on partnership working and system-wide quality in its 

regulatory activity, so that providers are held to account for 

what they are doing to improve quality across their local area; 

• All providers within an ICS will be required to contribute to ICS 

goals and performance, backed up by a) potential new licence 

conditions supporting NHS providers to take responsibility, 

with system partners, for wider objectives in relation to use of 

NHS resources and population health; and b) longer-term 

NHS contracts with all providers, that include clear 

requirements to collaborate in support of system objectives; 

• Clinical leadership aligned around ICSs to create clear 

accountability to the ICS;

• ICSs and Health and Wellbeing Boards will also work closely 

together.

These new systems must ensure Local Authorities play a key role at a 

‘place’ level in healthcare and that commissioners make shared 

decisions with providers on how to use NHS resources to design 

services and improve population health.  It set out a 10-year practical 

programme of phased improvements to NHS services and outcomes, 

including a number of specific commitments to invest the agreed NHS 

five-year revenue settlement. 

Building on this Long Term Plan (LTP), in June The LTP 

Implementation Framework was published nationally. This provided a 

detailed breakdown of the national requirements to 2023/4, summarising 

these commitments, alongside providing further information to help local 

system leaders refine their planning and prioritisation. It is an operational 

document to support health and care systems with their planning. It sets 

out the approach STPs and ICSs are asked to take to create their five-

year strategic plans by November 2019, covering the period 2019/20 to 

2023/24. The requirements are for these plans to be based on realistic 

workforce assumptions and deliver against all the commitments within 

the LTP.

Complementing national health policies, in advance of the forthcoming 

Green Paper, the Secretary of State for Health and Social Care has 

communicated the seven principles that will inform the paper.  These are 

the following: Quality; Whole-person integrated care; Control; Respect 

and nurture the workforce; Supporting families and carers; A sustainable 

funding model; and Security for all. 

Building on this statement the Directors of ADASS (Adult Social 

Services) have provided an early response to those principles.  This 

response highlights what they consider to be some of the key building 

blocks in relation to securing sustainable arrangements for all our futures. 

Within this response it reinforces the need for further transformation to 

develop person centered, place based health and care systems where 

care is integrated and the NHS and social care systems operate as one.
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Since 2016, devolution has given GM more control of its own destiny. The GM Health and Social Care Partnership (HSCP) took charge of health 

and care spending and decisions. It has achieved a great deal since then and is now seeking to accelerate progress. As a devolved city region, 

the strategy goes beyond a plan to improve NHS services in GM. The vision is for a far-reaching improvement in our population’s health and 

wellbeing. 

The Prospectus, published in March 2019, took stock of the first three years of our strategy Taking Charge Together; presented what we have 

learned and achieved; and set out where we want to go next as a Partnership. It did so in the context of the development of key GM policies, 

including: the GM Unified Model of Public Services; and the Local Industrial Strategy – underpinned by the GM Independent Prosperity Review.

GM’s Health and Social Care Delivery Plan

This Delivery Plan 2020-24 represents the GM system’s 

implementation strategy for the Prospectus and 

incorporates a response to the responsibilities set out in 

the NHS LTP. As with the Prospectus, this plan is set 

within the context of the development of key GM policies 

such as the GM Unified Model of Public Services (2019), 

the GM Transport Strategy 2040 and the Local Industrial 

Strategy (2019) – which is underpinned by findings from 

the GM Independent Prosperity Review (2019). 

The GM Unified Model of Public Services 

As a devolved city region, GM wants to push beyond the 

boundaries of an ICS to create a comprehensive 

Population Health system that spans all mechanisms of 

action from transport planning to housing policies, welfare 

design to educational curricula, and all actors – public, 

private and voluntary sectors, and crucially citizens 

themselves.

To create a population health system, health and social 

care will need to integrate with wider public services in GM. 

The GM Unified Model is based on the fundamental 

principle that change is done with, and not to people and 

that we build on what individuals, families and our 

communities can achieve rather than focusing on what 

they lack.

8

Approach to Public Services in GM 

1.4 Greater Manchester Devolution



1. Introduction 
2. Vision and 

Approach
3. Core Themes

4. Improving

Outcomes

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

9

The White Paper clearly states that the neighbourhood of 30,000 to 50,000 population is the geographical unit through which our reform 

endeavour across all public services, including our model of care and support, will focus.

A Model of Care and Support for the 21st Century 

The resetting of the health and care landscape in GM stems from the recognition in Taking Charge that our system was characterised by a stark 

imbalance: weighted towards reactive services that respond to crisis or exacerbation with insufficient focus on models to keep people well at 

home and in their communities.

Through Local Care Organisations (LCOs) in our 10 localities, we are already beginning to see the potential of what coordinated, anticipatory, 

integrated neighbourhood and community-based care can provide to local populations. The development of integrated models of care across 

GM is the focal point of our Delivery Plan. We describe our approach to the delivery of GM-wide programmes and our responsibilities under the 

LTP through this care model. 
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These new models of neighbourhood care are enabled by joined up 

commissioning between Clinical Commissioning Groups (CCGs) and 

local authorities that allow us to focus on the full public service spend 

in a place to improve health and well-being. 

Through our model of care and support, we will enable hospitals in 

GM to focus on what they do best: providing more specialist care to 

those who are most ill.  We will help hospitals to share expertise, 

experience and efficiencies across clinical services so everyone can 

benefit equally from the same standards of specialist care. 

The model of care, emerging through our integrated work with 

Localities and beyond, provides a platform for the delivery of GM and 

NHS LTP ambitions. The columns on the right-hand side of the model 

(presented on the previous page) show illustrative examples of how 

individual and cross-cutting programmes can be staged and delivered 

within a regional Population Health system approach. All of this will 

be supported by GM system architecture where it makes sense to do 

so. 

GM System Architecture

The GM system architecture comprises of the following key features:

• A LCO in each of GM’s 10 localities will provide locality-based 

services and will integrate provision based on neighbourhood 

models. These neighbourhoods are focused on improving the 

health and well-being of populations of 30-50,000 and have GP 

networks at their heart. The LCOs will form part of a broader 

model of local service delivery focused on building a new 

relationship with citizens – with the Voluntary, Community, 

Social, Faith and Enterprise (VCSFE) sector playing a vital role. 

The LCOs may take different forms depending on local 

arrangements, but the ambitions are the same. 

• New models of provision meaning GM hospitals work together at 

a much greater scale than ever before to provide consistent 

quality standards.

GM’s System Architecture 

• Pooled health and social care resources are managed through an 

integrated single commissioning function in all 10 localities offering 

a deep understanding of their interdependence and how 

investment in high-quality social care underpins the stability of both 

demand and finance in the NHS and vice versa;

• A GM-wide architecture operates across the city-region where this 

makes sense, such as a commissioning hub, digital and workforce 

collaborative, a ‘one public service estate’ strategy and Health 

Innovation Manchester as a single innovation portal.

The approach over the period of the prospectus and LTP will be firmly 

based on each of the 10 localities having its own commissioning 

function and an LCO that coordinates integrated care across 

neighbourhoods. On top of this, there will be more standardised 

hospital services and more person and community centred care 

closer to home.
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Our population’s health and wellbeing is heavily 

influenced by social inequality including poverty, 

worklessness, and disadvantage on the basis of race. 

Oldham has a higher proportion (22.5%) of non-white 

Black and Minority Ethnic (BME) residents than 

England (14.6%).

The wider determinants of health such as education, 

employment, housing and transport are also critical 

factors that play a significant role. For example, the 

employment rate in Oldham (68.4%) has fluctuated 

over time but still remains significantly lower than the 

GM (70.1%) and national averages (74.1%). This rate 

is negatively impacted by a high proportion of 

economically inactive residents. Oldham has high 

rates of residents with long term illness/disability and 

large numbers of inhabitants choosing not to work. 

The recent Indices of Deprivation (2019) analysis has 

shown that Oldham’s overall ranking has declined from 

34th to 19th worst of 317 Local Authorities. This 

appears to be associated with a widening in the 

geographical extent of deprivation in the borough. This 

correlates to a number of poorly performing health 

outcomes (cancer; under-75 preventable mortality; 

healthy life expectancy) as well as wider determinants 

of health. 

In general, the people of Oldham have worse health 

than the England average. Whilst we are seeing 

improvements in health (e.g. there has been 

encouraging ranking improvements in Health 

Deprivation), we continue to see large inequalities in 

health outcomes across the borough. Source: PHE Fingertips

Life Expectancy and Inequalities

Life expectancy (LE) in Oldham is currently  lower than the national average for both 

men and women, 77.2 for men (79.6 nationally) and 80.9 for women (83.1 nationally). 

Healthy life expectancy in Oldham is significantly lower than the national average, 

particularly for women, 60.3 for men (63.4 nationally) and 58.6 for women (63.8 

nationally). Inequalities in LE have been increasing slightly for men and significantly 

for women. The gap in LE between the most and the least deprived wards within 

Oldham is 8.4 years in males and 7.5 years in females. Rates of infant mortality 

(under 1 year old) are also higher than national levels (6.2 per 1,000 for Oldham, 3.9 

per 1,000 for England 

11
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The diagram below provides a summary of the key challenges facing Oldham’s Health and Care System
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• Co-operative services – Integrating services around local 

resident need.

To support delivery of this change we have formed Oldham Cares. 

Oldham Cares is an alliance of health and social care commissioners 

and providers who are working together to achieve the following 

vision:

Our vision for health and wellbeing is set within the context of the 

Oldham Delivery Model as defined in The Oldham Plan 2017-22.  This 

outlines the transformational shifts that we need to make as a 

Partnership (including the private sector) to achieve an Inclusive 

Economy, Co-operative Services and Thriving Communities. Our 

partners need to work together to improve outcomes for people and 

places in the borough. For example, ensuring employment 

opportunities or becoming a living wage employer (inclusive economy), 

integrating services to deliver better outcomes for people and places 

(co-operative services) or enabling people to make positive choices 

about their health and lives (thriving communities).  The diagram below 

illustrates the Oldham model. It creates opportunities for people to take 

control, manage their lives and make decisions that have a positive 

impact on their health and wellbeing. 

2.1 Our Vision

The model is built on three pillars;

• Thriving Communities – Enabling communities to make the the 

right health and wellbeing choices and investing in community 

capacity.

• Inclusive economy – Building wealth for our communities and 

the right type of business opportunity that provide jobs and 

career paths linked into Education for the people of Oldham.

1. Focus on Population Health and the adoption of Population 

Health Management

2. Build a strong community offer

3. Deliver good quality, sustainable specialist and hospital 

services

4. Deliver a new model of care built on place based in integration

This improvement will be achieved by:

• Enabling people to be more in control of their lives and their care;

• A health and social care system that is focused on wellbeing and 

the prevention of ill health;

• Support and care which is as close to, and connected with, home 

and community as possible; and

• Consistent, reliable, person and community centred treatment 

and care that is available when necessary.

We are planning for health and social care to operate as an ICS to 

support the delivery of population health. Commissioners and 

providers are already implementing components of an ICS and are 

beginning to work seamlessly together to tackle the wider 

determinants of health and develop a consistent place based 

approach to planning and strategy rather than within organisational 

boundaries.  Our priorities over next five years are to:

PROPOSED: Oldham is a vibrant and diverse place where 

people are thriving and communities are safe and sustainable –

it is a place where improved health and wellbeing is 

experienced by all, and where the health and wellbeing gap is 

reducing.
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2. Vision and Approach

To support the evolution of an ICS for Oldham a model of health and 

care has been developed. A model of care broadly describes how 

different health and care services and partner organisations should 

work together in the future for a person, population group or patient 

cohort as they progress through the stages of a condition, injury or 

event. It aims to ensure people get the right care, in the right place at 

the right time, by the right team. 

Significant work has been undertaken to design the model based on 

the feedback of health and care professionals, patients and the 

public, as well as the wider workforce. By considering all of the 

feedback, a model and set of supporting design principles outlined on 

the following pages have been developed.  

The model serves a high level visual that can be shared internally 

with staff to explain where services sit in the context of the wider 

health and care system. A blueprint from which more detailed models 

of care can be designed and delivered. 

The design logic behind the model is that it:

• is ‘All Age’;

• places the person and their community at the centre;

• builds on the requirements for all services to help address the 

wider determinants of health and address inequalities; 

• flows outwards recognising that people need to access different 

and more specialist care as their needs increase and become 

more complex;

• is not linear, recognising that people can access services and 

support at all levels at a time; 

• provides an indication of the number of people accessing 

services by width of the arcs; 

• ensures that the core themes of Addressing the Wider 

Determinants of Health and Care and Reducing Inequalities, 

Prevention, Safeguarding and Quality permeate all arcs.

Design Principles (for models of care)

• As a minimum services are of a ‘good’ quality and are safe

• Evidence based and driven by feedback, data and intelligence 

about the Oldham population 

• Co-designed with local communities and the people who use 

them

• Provided in the most appropriate setting, starting with 
neighbourhood and place

• Emphasise prevention and early intervention 

• Promote the strengthening of social value

• Make best use of collective resources to maximise the health 

and wellbeing outcomes (economies of outcome)

• Ensure value for money for the Oldham Pound

• Adopt an asset, strength based, life course approach to care, 

working with and not doing to people 

• Are personalised and holistic, giving an equal focus on 

physical, mental health and emotional wellbeing

• Easy and seamless to access, use and transition between 

services

• Maximise opportunities to improve the health literacy of people 

and communities

• Create the right environment for all staff to contribute to the 

best of their skills and abilities 

• Reduce inequalities, giving increased focus to those who face 

the greatest disadvantage or experience the worst outcomes

• Reduce unwarranted variation and standardise, where that is 

the right thing to do

2.2 A Model for Health and Care
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2. Vision and Approach

An All Age Model Built on Placed Based Integration With A Focus on Population Health
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2. Vision and Approach

2.3 Place Based Integration
Place based, multi-agency integration, encompassing all public 

services and the VCSFE sector, is key to the transformation and 

reform of public services and communities, both here in Oldham and 

across GM. It is an integral part of our plan and central to how we will 

deliver our model of care. Only by developing a single approach to 

building resilience that is informed by insight into what drives demand 

and shapes behaviour in communities will we shift the stubborn 

inequalities that exist within our borough.  

The learning, both locally within GM and nationally, has shown the 

necessity to take a different approach to building co-operative 

services, thriving communities and an inclusive economy. 

The model has been developed by those involved in running place-

based teams, delivering services and supporting communities. It is 

grounded in learning of what has worked and what still needs to 

change. It is not new to Oldham and in the past few years we have 

seen new forms of multi-agency integration taking shape. This has 

included: 

• Community Health and Adult Social Care multi-disciplinary teams 

on the CCG cluster footprint for adults - now being rolled out 

across the borough. 

• Focused place based teams in Holts and Lees, Westwood and 

North Chadderton and Limehurst and Hollinwood, who operate on 

a small geography and scale but across all ages.  These have 

evidenced that multi-agency place based integration really does 

improve lives and communities and is a good long term 

investment for public services. 

• A long-established District working model out and within 

communities with strong partnership elements.

• An early help service with place-based elements and outreach.

• A Focussed Care model, pioneered in Oldham, from front line 

experience of GPs in primary care working in areas of deprivation. 

Focused Care workers are based in GP surgeries. They focus on 

the people who need care the most to improve their lives and 

reduce pressure on the wider NHS as it supports with the 

management of risk in primary care. The service works with 

people in a primary care setting who present in ways that the 

health and social care system struggle to respond to. This is 

usually a combination of clinical diagnosis and need, social 

situations and then further augmented through issues surrounding 

engagement. Focused Care is already in operation in 9 (of 43) 

GP Practices across Oldham and is now located in over 50 

practices across GM. In Oldham Focused Care has been 

recognised for its contribution in support practices to receive 

outstanding status.

To achieve sustainable change, we know that we must 

fundamentally rethink:  

• the way the public sector operate, and the relationship with 

communities; 

• how we work with individuals and families with problems;

• how we connect with the community to both develop 

community connectedness, and build confidence; 

• how we have potentially challenging conversations that 

prompt a desire for change; 

• how we operate as a ‘system’ to unblock the barriers and 

system conditions that prevent people being able to make 

good choices and to live good lives and

• how we intervene earlier, prevent failure demand and 

escalating levels of need leading to long term system-wide 

savings.

This is our ambition for how mainstream services should be 

delivered across the whole system and in partnership with 

residents. 

The Objectives of Place Based Integration
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2. Vision and Approach

• An emerging children’s operating model based on the Oldham 

Family Connect model that incorporates a placed based approach, 

strengthening the coordination and integration of service delivery 

with schools, partnerships and community assets.

Our learning and experience of integration, aligned with the commitment 

locally and from GM, provides us with an opportunity to do this at scale 

and across the whole system. Place based integration allows us to better 

understand and respond to need and demand, as well as building on 

strengths and assets. It also provides an opportunity of economies of 

outcome. This relies on a twin track approach focussed on people and 

place, underpinned by a greater emphasis on prevention.

Place based working is about ensuring the mainstream integration of 

universal interventions and services with a much stronger focus on 

prevention.  These play a vital role in improving population health and 

wellbeing, reducing demand on services and reducing health 

inequalities. They support the whole population, including those who

This requires working in an integrated way across all public services 

to address their current need and prevent future needs arising.

A large proportion of demand placed on services is from individuals 

and families who are ‘not coping or at risk of escalation’.  In Oldham 

we estimate this to be upwards of 120,000 residents (40 - 60%). 

They need more help than that provided by universal services but do 

not necessarily meet the thresholds for accessing specialist services. 

The learning across GM has shown how this cohort ‘bounces around 

the system’, and are always on the edge of crisis but never quite 

getting the help that they need. 

To proactively prevent future need we will focus on early intervention 

and prevention. Identifying and working with this cohort and providing 

help early that de-escalates and prevents problems occurring. An 

asset based approach to prevention needs to be adopted that gets to 

the root causes of people’s problems and prevents them re-entering 

the system (failure demand). 

have good health and wellbeing, with the aim 

of providing a strong foundation of advice and 

support for all, and the ability to identify any 

risk factors for poor health and wellbeing at an 

early stage. 

Universal services and interventions can be 

specific to health and wellbeing, for example 

health visiting services and immunisations, or 

may focus on the wider determinants of health 

such as schools, libraries and leisure services. 

As a part of this approach we will place a focus 

on proactively identifying and working with 

those individuals and families who are not 

coping in their life but do not meet the 

necessary threshold for costly specialist 

services.
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2. Vision and Approach

People are also influenced positively and negatively by where they 

live. The learning from our place based sites has shown that to 

develop long term solutions and stop demand re-occurring we need 

to also focus on ‘place’ by working with local assets (public, private, 

community, voluntary and faith) to find solutions, by connecting 

people into the community they live and supporting places to thrive 

both socially and economically. 

The Oldham Leadership Board is our long established strategic 

partnership Board that is responsible for driving the Oldham Model, 

as set out in the Oldham Plan 2017-22 and sets the overall direction 

for the borough. The Board acts as the boroughs reform board and is 

driving forward whole system place based integration and reform as 

well as economic and other social reform, such as local wealth 

building. 

Our Focus Over the Next 12 - 18 Months

The scope of developing a place-based model is significant. We will 

need to start with the building blocks that we already have in health 

and social care and build in the wider system of services – as 

illustrated in the blocks below. This is an ambitious and long-term 

programme of change.  

Geographical Alignment

In Oldham, we on a journey to configure all public services on a 

common geographic footprint. This means that the workforce, 

capacity, leadership and resources of all our public services will fully 

align.  This ultimately improves the ability for public services to work 

in an integrated way to improve the lives of people and communities 

in the borough and prevent unnecessary demand being placed on 

public services in the long term. Without geographical alignment we 

are unlikely to exploit the benefits afforded by integration and reform 

of public services across the whole system. Our next step is to move 

to five geographical footprints building on the work that we have done 

over the last three years.

Wider SystemOldham CaresEnablers

Geographical alignment

Single leadership and 
accountability

One co-operative workforce

Pooled & aligned budgets, and 
resources including 

commissioning

Systems, tools and processes 

Hospital and Specialist 

Services (Part of the 

Northern Care Alliance)

Community Health and Social 

Care Providers (including VCSFE) 

Primary Care Networks

Oldham Family Connect 

(Children’s, Schools and 

Early Years)

Neighbourhood & Place

(Policing, Housing, 

Districts, Environment) 

Skills, Support, Advice &  

Advocacy 

(JCP, GOW, Welfare 

Rights, Revenue and 

Benefits)

Thriving Communities 

(VCFSE Infrastructure 

and Role)

The Scope of Place Based Integration

We will integrate services that are best delivered at a geography of 

30,000 - 55,000 populations across the whole system of public 

services. We envisage that this will include relevant services from 

health and social care, children’s, housing, policing, districts, 

environment etc. It will not include all services but those that are best 

deployed at this level. These services will interact frequently and ‘wrap 

around’ existing assets such as GPs, schools and voluntary and 

community groups. 

Target Demographics

The Building Blocks of Placed Based Integration
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2.4 Population Health and a Population Health System 

Defining Population Health and a Population Health System, ‘Population Health is an approach aimed at improving the health of an entire 

population. It is about improving the physical and mental health outcomes and wellbeing of people within and across a defined local, regional or 

national population, while reducing health inequalities. It includes action to reduce the occurrence of ill health, action to deliver appropriate health 

and care services and action on the wider determinants of health. It requires working with communities and partner agencies. How all these 

contributions connect and work together defines a population health system’ (P.17 A vision for population health Towards a healthier future, 

The Kings Fund, November 2018).  It reflects the way in which we want to work together as a system in Oldham, as reflected in the Oldham 

model and in this plan.

A Population Health System
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The NHS and social care have a critical part to play in addressing the challenges in Oldham. However, these cannot be met by the health and 

care system alone. A much broader place based approach that pays more attention to the wider determinants of health and the role of a 

partnership of equals between the NHS, the local authority, public services and most importantly people and communities is required.

The NHS LTP, reaffirms the need for the NHS to move from reactive care towards a much broader and proactive approach, a more proactive 

one that embodies population health management (PHM).  It expects NHS organisations to do this through the creation of new Integrated Care 

Systems, with every NHS organisation and their local partners to become part of an ICS by April 2021.

2.5 A Population Health Management Approach

A Potential Model for PHM

PHM is one of the many tools for using data to plan 

and deliver proactive care to achieve maximum 

impact on population’ (P.17 A vision for population 

health Towards a healthier future, The  Kings Fund, 

November 2018). It includes segmentation, 

stratification and impactability modelling to identify 

local ‘at risk’ cohorts, and, in turn, using this insight 

and evidence from best practice in the design of 

targeted interventions to prevent ill-health and to 

improve care and support for people with ongoing 

health conditions and reducing unwarranted 

variations in outcomes. This is the basis on which 

our place based approach is built.

Population health principles and interventions can 

be applied at each tier within the Oldham health and 

care system; at an individual, neighbourhood, place 

and system level.

PHM support can range from direct patient care (e.g. 

decision support to help health and social care 

professionals apply best practice) to whole system 

planning (e.g. predictive modelling techniques to 

support health systems to plan care for populations). 

It facilitates the use of analytical tools that provide 

credible and relevant data which answers questions 

and develops strategies at all levels within emerging 

governance structures. 
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A Focus on ‘Life Course Events’ and ‘Need’

Life Course

This recognises that a person’s physical and mental health and 

wellbeing is influenced throughout their life by the wider 

determinants of health, alongside behavioural, race and ethnicity 

and genetic risk factors which often cluster in the population, 

reflecting real lives.  

Successful promotion, restoration and improvement in health and 

wellbeing involves a continuum of interventions across the critical 

stages, transitions and settings where large differences can be 

made combined with efforts to address the broader social and 

economic determinants of health. Adoption of a life course 

approach emphasises education, prevention and early 

intervention at key life stages, from preconception to older age. 

Need 

In Oldham we consider need in it its broadest of sense of the term. 

For example, this includes help and support in:

Our population can be broadly grouped into generally well, those 

with episodic care, long term conditions and complex needs.  

The application of a population health management approach to our model of care will be based on two 

overlapping dimensions: Life Course and Need

Dealing with day to day activities like feeding, washing and 

dressing, mobility and using the toilet. 

The treatment, control or prevention of a disease, illness, 

injury or disability and the after care of a person with these 

need. This includes screening and research and development 

into new treatments.

Addressing less obvious needs such as health literacy and 

enabling/activating people and communities to take care of 

themselves and make best use of their community assets.

Maintaining independence, social interaction, protection from 

vulnerable situations and managing complex relationships.

Image Source: PHE Website
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2.6 A Focus on Outcomes
As a integral part of PHM, health and care commissioners and 

providers will be moving to a way of working that is focussed on 

population outcomes with an emphasis on prevention, wellbeing and 

encourages communities to flourish - the development of an 

outcomes focused system.

For commissioners, this presents a step change in the way that the 

health and care has historically been commissioned, primarily 

focused on outputs and measuring service ‘inputs’ and 

‘activities/processes’, to a focus on the benefits and results of these 

activities. 

The historic approach has often delivered services that are overly 

prescriptive, inflexible, fail to deliver personalised services and 

inadvertently sustain a fragmented approach to the way care is 

delivered. Measuring outcomes focusses on what happens to the 

individual not what providers do.  A focus on outcomes provides:

• Opportunities to challenge current assumptions and thinking 

about how individuals needs are identified and addressed;

• A mechanism to distribute resources and funding across the 

system to ensure sustainability, overcoming the barrier of current 

payment mechanisms that do not support integrated care or 

investment in prevention and earlier intervention, and offering the 

potential to support the realignment of risk and reward within the 

system;

• A way to encourage providers to work collaboratively to achieve 

a common set of goals and to innovate and deliver better 

services which are more flexible, responsive and personalised to 

needs of individuals, their carers and families;

• A framework for integrating services - a frame of reference for 

everything including planning, setting priorities, organising 

services, allocating resources, assessing the appropriateness of 

what was done, and thinking about future needs and the types of 

strategies that will be needed.

The diagram below, often referred to as a results chain or cause 

effect chain, shows the intended pathway to improved outcomes in 

the form of a time-sequenced chain. It  provides a simple picture of 

what our health and care system is trying to achieve by showing the 

links between its intended outcomes (short, medium and long-term) 

and the inputs, activities and outputs required to achieve them. The 

diagram also includes spheres of influence that distinguish between 

short-term outcomes that are visible and attributable to a service and 

that they can directly influence, and those outcomes that are beyond 

their influence.

This illustrates that although a shift towards outcomes is the right 

approach for our population, it is unreasonable to expect providers to 

be solely accountable for their achievement given the influence of 

external factors. Commissioning for a set outcomes will therefore still 

require a degree of measuring inputs, activities and outputs to assure 

commissioners that providers are providing a good quality service. 

Results Chain
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Measuring Outcomes

Outcomes are often perceived as difficult to measure. The ability to 

appropriately document what has actually happened as a result of an 

intervention is therefore critical to developing a focus on outcomes. 

Without good information on what has happened following an 

intervention, a focus on outcomes is impossible and instead 

commissioners will resort to outputs. Outcomes are measured in 

terms of benefits, which are the measurable improvements resulting 

from an outcome. These ccontribute to the achievement of one or 

more strategic objectives.

We know that it can be challenging to measure improvements in 

outcomes at an individual organisation level.  Research suggests that 

there are three dimensions of gathering information relating to 

outcomes. Each dimension has associated indicator types with 

relative strengths/limitations and ultimately the indicator mix depends 

on the level of accountability required:

• Structural measures describe infrastructure or provider-level 

attributes;

• Process indicators describe care processes; and

• Outcome indicators reflect the end result of health care, but can 

reflect the effects of other factors also. These can be short-term, 

intermediate or longer term.

We have taken these into account developing our outcomes 

framework.

An Example

Outputs: Personalised care and support plan (developed with input from their 

carer, family, Personal Support Navigator and, the broader team);

Outcomes: Experience of Care; Timely and Holistic Assessment of an 

Individual’s Needs;  Care Provision Coordinated and Planned;

Benefits: More people being supported and in control of their care;   

A reduction in the use of 111, 999 and OOH services.

Strategic Objectives: Change the Mindset of the Public;  Reduce Reliance on 

Reactive Emergency and Urgent Care.

Oldham’s Outcome Framework for the Health and Care System

There are national outcomes frameworks for NHS, public health and 

social care commissioners. In Oldham we have  developed a local 

outcomes frameworks that more closely reflects our joint strategic 

needs assessment (JSNA) and defines our local priorities for action. 

The framework has been developed in close collaboration and co-

design with a host of colleagues from across health and social care. 

The agreed outcomes framework for Oldham are led by the Health 

and Wellbeing Board and have been signed off by the Oldham Cares 

Alliance Board and associated structures.

Principles of the Framework

• A focus on the benefits for people, places, and populations, with 

the individual person at the heart of the approach.

• A focus on outcomes over ‘episodes of care’.

• Recognition that integrated commissioning needs to happen at 

multiple levels: with individuals and their families and carers; with 

communities; and across larger populations.

• Awareness and acknowledgment that commissioning is about 

more than procuring services, it is about a wide variety of 

activities which improve the outcomes and the lives for people, 

places and populations.

• Awareness that language matters and that words and concepts 

can have multiple meanings.

• A belief that understanding and respecting our differences (of 

history, culture, legal responsibilities, and ways of working) 

enables us to work better together.
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The outcomes framework will inform the scope of our integrated commissioning activity and starts to set the parameters by which commissioners 

will measure success in the new way of working. Adopting this approach is the first step in enabling the commissioner to be more strategic and to 

transfer activity traditionally undertaken by the commissioner into the delivery system. We will use the outcomes framework to address health 

inequalities  and focus on:

• Improving the health of the most disadvantaged groups;

• Reducing the gap between the best and the worst off; and

• Reducing the social gradient.in outcomes.
Oldham’s Outcomes Framework 

A. Healthy Population B. Effective prevention, 

treatment and care

C. Service quality/health of 

the system

A1. Children have the best 

start in life.

B1. Fewer people dying 

early from preventable 

causes.

C1. Access to the right care at 

the right time.

A2. Thriving communities 

which promote, support 

and enable good physical 

and mental health and 

wellbeing.

B2. Find and treat people 

with undiagnosed 

conditions.

C2. Individuals and families 

have the best experience 

possible when using 

services.

A3. Individuals and families 

are empowered to take 

control of their health.

B3. Support people to self-

manage and self-care 

where appropriate.

C3. Individuals and families 

have access to high 

quality treatment and 

care.

A4. Everyone has the 

opportunity and support to 

improve their health and 

wellbeing, including the 

most disadvantaged. 

B4. Mental health is central 

to good health and as 

important as physical 

health.

C4. Health and care system is 

financially sustainable.

Our overarching ambition: To improve the healthy life expectancy for the people of 

Oldham - reducing the gap to the England average and the gap within Oldham 
This will be achieved through targeting cohorts 

of population and place. The outcomes are 

supported by a set of high level indicators. 

These are measures selected to demonstrate 

the achievement of the outcome, essentially 

instruments for performance monitoring and 

evaluation, and exist in many different forms. 

Indicators are direct or indirect/proxy 

measures that are qualitative or quantitative. 

The current set of Indicators, are a pragmatic 

selection, of available measures contributing 

to a particular outcome.  They do not 

constitute the totality of the outcome (i.e. 

achieving all the indicators does not mean the 

outcome is achieved), and they will be 

refreshed periodically.

As more services are commissioned on a 

locality basis, indicators will be prioritised 

based on the contribution they can make to 

improve the outcomes for that specific 

localities population, and to have the greatest 

impact on the overarching ambition.
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As the vehicle to commission for outcomes for the population, 

Oldham will develop an Integrated Commissioning Function (ICF).  

This will create the conditions and environment to deliver Oldham’s 

vision, whilst continuing to develop and maintain a diverse and 

vibrant health and care economy that meets the needs and 

aspirations of local people, maximising social value, as well as 

delivering excellent health and social care services.

In the short term, re-

allocating commissioning 

responsibilities for certain 

individual service areas 

between Locality and GM 

level may create 

synergies and 
efficiencies.

In the medium term and 

in parallel to maximising 

efficiencies from 

commissioning services 

at scale, commissioners 

need to start building 

and piloting outcomes-

based pathways for 
specific populations.

In the long term, an 

integrated, person-

centred approach to care 

will have services that 

‘wrap around’ the needs 

of users, with an 

emphasis on prevention. 

Outcomes-based 

commissioning will deliver 
social value across GM. 

CURRENT STATE

Service – specific 

commissioning

• Service-specific targets

• Service-specific budgets

• Performance/activity based 

contracts

• Many contracts with 

fragmented providers

FUTURE STATE

Outcomes – based 

commissioning

• Population-specific outcomes

• Capitated budgets

• Value-based contracting

• Integrated care partnership

• Formalised joint commissioning 

arrangements across 

organisations

The ICF will not be an organisation.  Instead it will be made up of a 

number of different parts:

• The operation of a Joint Commissioning Board (JCB) with an 

oversight of the combined budget for the place;

• The role of an ICF team supporting the work of the JCB;

• Clarification of the relationship between the JCB and the 

statutory function/s of the CCG and Council;

• The management arrangements for the ICF team and the 

accountability to a single accountable officer for both Oldham 

CCG and Council;

• A combined fund - held by the JCB, supported by the ICF Team.

The CCG will host the JCB and in suggesting the hosting 

arrangements due regard will be given to the legislation that currently 

restricts the CCG’s capacity to delegate e.g. Primary Care, Surgery 

etc. The ICF will seek to create the conditions for integrated provider 

arrangements in the place. The future model will focus on achieving 

four key objectives:

1. Integrating responsive Commissioning Support Services 

2. Aligning and supporting the integration of care around Primary 

Care Networks

3. Aggregating and consolidating to deliver efficiency and add value

4. Building and expanding in a uniform way, developing innovative 

capabilities that support new place-based models

The focus of the ICF at this stage will be to build an effective 

approach to commissioning to support the Oldham Cares vision. It is 

being developed with reference to a broader ambition of creating an 

integrated approach to the commissioning for the wider public service 

system. 

We want to go beyond excellent service commissioning to 

commissioning for outcomes with a focus on social value. Delivering 

such value to the community, there will be a staggered improvement 

achieved locally in the short, medium and long term.

2.7 Developing an Integrated Commissioning Function
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A Staged Approach to Integrated Commissioning 

Our ambition is for a single and integrated approach to 

commissioning across Oldham. The priority for the first stage of this 

integration is health and care and on ensuring that public health 

expertise plays a central role in health commissioning decision-

making and the policy influencing stages of the commissioning cycle. 

This is the most complex part of the agenda. Our goal remains to be 

able to effect a change in health outcome by tackling the wider 

determinants whilst also improving economic prosperity. Once this 

has been established and embedded there will be a second stage 

that will expand on what is commissioned to include wider public 

services, for example housing and education.

10  Core Principles When Operating as an ICF:

1. Focused on improved outcomes for the people of Oldham

2. A consistent commissioning approach to planning, designing and 

evaluating services

3. The right people involved at the right stage of commissioning

4. Open-minded about how best to achieve outcomes

5. High-quality, robust evidence informing our decisions

6. Hold all services to account for the delivery of Oldham’s strategic 

outcomes

7. Ensure value for the Oldham Pound

8. People at the heart of our commissioning approach

9. A commitment to building community capacity 

10. We will maximise social value 

11. Our supply chains will be sustainable and effective

A New Commissioning Cycle Process

We will adopt a commissioning cycle that advocates – Understanding 

and Insight; Plan; Do; Review. As the scale of our commissioning 

activity increases, it is important that our health and care system 

ownsl accountability for achieving outcomes, and that all stakeholders 

are clear about what should be happening at each stage of the

commissioning cycle -

understanding what good 

looks like, valuing lived 

experience, 

understanding social 

determinants and who is 

responsible for carrying 

out these activities. 

The diagram opposite 

shows the Oldham 

commissioning cycle. 

This cycle describes the 

key deliverables.  

An Increased Emphasis on Local Engagement

As we enter into a new phase of commissioning development we will 

create a framework within which a new conversation with our 

population about service change can take place in a way that is not 

tokenistic.  In order to do this we will ensure:

• that the nature of our discussion with the population will be 

genuinely deliberative and ask questions that are both 

strategically significant and genuinely ‘open’ in the sense that the 

answers from the process will affect what we do next. 

• that we show the process by which the outcomes from such a 

conversation can be incorporated into our planning and delivery –

or explain why certain aspirations are not possible.

Further detail on our approach to engagement is described in the 

chapter on Engagement and Communications, that can be found later 

in the plan.

The Oldham Commissioning Cycle
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A Staged Approach to Population Commissioning

As the ICF evolves it will move to a model that commissions 

pathways as a tactical step with the intent to commission for cohorts 

of the population in the longer term. As a starting point we are 

considering the following broad headings:

• Starting Well

• Living Well 

• Ageing Well

• End of Life

Commissioning portfolios will potentially be established around these 

broad themes, with lead roles identified for each major area of 

provision, to act in a relationship manager capacity.  Underneath 

these themes we will look to split the groups into different population 

needs e.g. long term conditions, cancer, learning difficulties, mental 

health and dementia etc.

Ti
m

e

Strategic and Tactical Commissioning

As the commissioning function evolves it will begin to shift its focus to 

strategic commissioning for population cohorts. As part of this 

evolution there will be the potential to transfer operational or tactical 

commissioning activity into a local delivery system. This in particular 

draws on the NHSE guidance for multi-speciality community provider 

(MCP) on commissioning functions.  More detailed plans for this 

process will be developed once the ICF is implemented and its 

processes embedded.

A  Summary of Strategic and Tactical Commissioning Activities

Identification of  

Needs

Models of Commissioning
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Governance

Infrastructure

Vision and 
Strategy

Change 
Management

Service Models
(Processes & 
Pathways)

People & 
Organisation

Programme 
Delivery

Stage 1

Mobilisation

2 weeks

Stage 2

Design 

Foundation

4 - 6 weeks

Stage 3

High Level 

Design

2 - 4 weeks

Stage 4

Detailed Design

4 weeks

Stage 5

Planning

2 weeks

Mobilisation of the 
programme including 
scoping, est. 
governance 
arrangements, 
detailed planning 
and engagement and 
communications

Crystallising 
functional 
requirements 
and design 
principles. 
Baselining 
current 
functions

Identifying and 
appraising high 
level options by 
function

Detailed 
design 
including 
functional 
descriptions, 
high level 
processes and 
structures

Implementation
planning 
including 
change impact 
assessment to 
mitigate risks

High Level Design Detailed Design
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The Approach and Timeline for Developing an ICF

Our overarching approach for designing the ICF is outlined below. It is made of up of six stages and includes a gateway prior to investing 

considerable time and effort in detailed design and implementation planning. An indicative timeline has been included.  It is estimated that the end 

to end process will take between 7 to 9 months.

Stage 6

Implement

14 – 16 weeks

Implementation
including formal 
consultation 
and transition 
to new 
functional 
arrangements
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New Models of Care – A Move to Pathways and Population

As we transition to a population health management approach, we will begin to focus more and more on designing, commissioning and 

implementing new place based models of care focused on pathways, and in the longer term cohorts of the population. This is how we make 

sense of the model of care at a whole system level. We will start with a focus on life course events (Starting Well, Living Well, Ageing Well and 

End of Life) and the needs of different population cohorts e.g. long term conditions, cancer, learning difficulties, mental health, dementia, 

unplanned care, planned care etc. In developing new models of care we will adopt a structured approach. This will involve the four main stages 

outlined below:

Processes & 

Pathways

Governance

Infrastructure

Strategic Design

Change 

Management

Service Models

People & 

Organisation

Programme 

Delivery

1. Define 2. Design 3. Implement 4. Operate & 

Review

Agree pathway or 

cohort based on our 

understanding of the 

current population and 

baseline of current 

services (and their 

associated funding). 

Create the “Case for 

Change” including 

predictive modelling.

Undertake

design of the 

model.  Design 

the proposed 

contracting and 

payment 

mechansim 

focussed on 

outcomes. 

Include 

exploring 

provider form.

Develop detailed 

plan for 

implementation. 

Enact the plan to 

procure and 

operationalise 

the new model 

and ways of 

working.

Operate the new 

model. Ensure 

benefits are 

realised. 

Implement 

continuous 

improvement.

At this point in time our initial focus will be the MSK pathway.  However, once we have undertaken an initial population segmentation exercise 

(estimated to be completed in the next six months) it is anticipated that further programmes of work to develop other models of care will be 

mobilised.
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Single organisationAllianceFederation

Prime

Joint venture 

Integrator 

Lead Provider 

Low High

In Oldham we have already made positive steps towards the 

development of an Integrated Care Partnership (ICP) providing 

locality-based services, which in time will integrate provision based 

on neighbourhood models.  As previously mentioned in the 

introduction to this plan, these will form part of a broader model of 

local service delivery focused on building a new relationship with 

citizens – with the VCSFE sector playing a vital role.

The first step in this journey has been the establishment of the 

Oldham Cares alliance.  As we progress further along our journey to 

an ICS, providers will want to assess the scale and scope of 

transformation that the plan and the underpinning model of care 

requires, and the ability of the delivery system to undertake this in its 

current form.  Providers will potentially want to move into a more 

formalised partnership arrangement.  The diagram below presents 

the main delivery models available to providers set along a spectrum 

of the degree of integration and formalised/tight contractual 

structure. Further detail is provided on each model in Appendix B.

To support this process providers will work together through a 

provider consortium to explore these potential forms.  This will be 

undertaken alongside the associated payment and contract reform, 

explored in a later chapter of this plan.

In order to shape the ICP, commissioners have set out eight 

principles to guide the design of a new system-level integrated 

delivery vehicle. They are as follows:

• General practice and neighbourhoods should be ‘focus of 

integration’

• Specialist opinion is an essential component of effective 

integrated services

• Integrated services will benefit from the extended role of nursing 

and allied health professionals

• Integrated health services will be enhanced by the involvement 

of social care

2.8 Developing an Integrated Care Partnership

31
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• The voluntary sector and carers need a strong voice in the design and delivery of services

• Future integrated services would bring together the full range of public services

• Unscheduled care should be simple to access and fully integrated

• Where benefits can be derived from co-operation between integrated care services and conventional acute hospital services we will secure 

them

An indicative timeline has been provided below that summarises the expected phases involved in provider development and the associated 

contract reform. It is expected that by the 1st April 2021 a fully established integrated care partnership will be in place that can be contracted with 

for  new models of care for pathways. The focus scope of these new models is still to be determined.  

The final phase will ensure integrated services are wrapped around each individual primary care network, in a way which truly meets the needs of 

each local population. This approach will require ongoing communication, co-operation and support from all existing service providers and new 

market entrants, who should be consulted with at the earliest opportunity to inform of these ambitions, timescales, how they will be affected and 

how they can be involved. 

High Level  Provider Development Timeline

Phase 1

2019/20

Individual Service 
Provider Contracts with 

CCG / Council

Phase 2

2020/21 Provider 
Alliance or alternative 

provider form contracts 
with ICF for pathways

Phase 3

2022 Onwards

Population 
Commissioning at 

Primary Care Network 
Level
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3.1 The Wider Determinants of Health and 

Health Inequalities
As described in Reducing Health Inequalities Through New Models of Care: A 

resource for New Care Models (Institute of Health Equity, 2018) we are 

beginning to develop a system based on prevention and health equity that 

incorporates the following key facets (summarised from the resource):

A focus on preventing ill health and supporting good health as well

as treating ill health: moving from reactive services to those that work to 

improve the conditions in which people live, which in turn will improve their 

health.

A focus on place: which supports a focus on small areas, and seeks to

influence the environment and social and economic conditions of the

place, especially for the most disadvantaged areas.

Cross-sector collaboration: facilitating close collaborations between 

multiple organisations and sectors reaching beyond health and care, many of 

which have a significant influence on health e.g. housing, training and 

education.

Focuses on population health: Understanding the local population health 

and health risks for groups and areas. This includes the broader social and 

economic drivers of health as well as a focus on and inclusion of particular 

communities that are at risk of poor health.

Addressing wider determinants of health and  reducing inequalities is 

the foundation of our model. Through the model’s implementation we will 

seek to maximise opportunities to address these determinants and reduce 

health inequalities.

This recognises that while many of the levers to impact and improve health 

and reduce health inequalities often sit outside the remit of health and care 

organisations in Oldham, there are significant opportunities for our 

organisations to do more to address these ambitions. 

As our model takes shape through the evolution of an ICS we will ensure that 

integration extends beyond health and care organisations and integrates with 

other sectors to form place-based population health systems that influence 

the wider community and the social and economic drivers of health.  Further 

information is provided on this in the earlier chapter on place based 

integration. 

1. Giving every child the best start in life

2. Enabling all children, young people and adults 

to maximise their capabilities and have

control over their lives

3. Creating fair employment and good work for 

all

4. Ensuring a healthy standard of living for all

5. Creating and developing healthy and 

sustainable places and communities

6. Strengthening the role and impact of ill health 

prevention

Taking action addressing the social determinants of health as well as 

medical treatment: Health professionals and healthcare organisations action 

to influence  social, economic and environmental factors that drive 

improvements to health outcomes and health inequalities.

Development of proportionate universal approaches: Designing

interventions and strategies that respond to improving health equity e.g. 

responding to those with the greatest levels of need and the highest risks of 

poor health.

The Marmot review “Fair society healthy lives: strategic review of health 

inequalities in England (2010)” has also strongly influenced the 

development of this Locality Plan. The review highlighted that reducing 

health inequalities is an issue of fairness and social justice. Many people die 

prematurely each year as a result of poverty and that the lower a person’s 

social and economic status, the worse his or her health is likely to be. 

It highlights that health inequalities are largely preventable and  proposes an 

evidence based strategy to address the social determinants of health, the 

conditions in which people are born, grow, live, work and age and which can 

lead to health inequalities. It advocates that actions must be universal, but 

with a scale and intensity that is proportionate to the level of disadvantage 

(proportionate universalism). 

Six policy objectives set the broad scope of the report and a call to action for 

central and local government and the NHS in partnership with

wider agencies and local communities:

34
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Living Wage Employer
Oldham is a Living Wage Employer. Following accreditation, the 

Council will then work with its suppliers and sub-contractors 

towards their adoption of the Living Wage. This will help lift 

people out of poverty having a big impact on their health.

Local Wealth Building
55% of all Council spend is retained within Oldham which is high but 

Oldham want to do more and have identified spend that it thinks can be 

redirected back into the Oldham economy creating more opportunities for its 

resident. Oldham is committed to maximising social value. It has also asked 

Oldham partners including the hospital and college to explore what they can 

do to retain Oldham spend and employment opportunities within the 

borough. 

Warm Homes Oldham
The link between poor health and fuel poverty is 

clear. The award-winning Warm Homes Oldham 

continues to pull people out of fuel poverty every 

year. So far, an estimated 6,000 people have 

been helped out of fuel poverty because of the 

scheme.

Working Well
An estimated 64% of people are out of work due to 

a health condition. The Working Well programmes 

began with the Working Well: Pilot Programme in 

2014, followed by the Working Well: Expansion 

Programme in 2016 and the Working Well: Work 

and Health Programme in 2018. This most recent 

phase will design an early help system to people 

who become ill and risk falling out of being 

unemployed due to health issue.

Get Oldham Working (GOW) and the Career 

Advancement Service 
GOW continues to provide employment opportunities to 

Oldham’s residents (over 6,500 opportunities to date) and 

the service continues to evolve with the Career 

Advancement Service and over 50s Ageing Well Hub in 

Werneth. This is not only helping people into work but 

creating ladders of employment and enabling people, 

including the over 50s to stay in work longer.

To complement the development of the model of care there will be a continued focus by partners on addressing the wider determinants of health.  

For example, a key priority is supporting people to stay in work and supporting employers to make work a positive attribute to good health. 

Health and wellbeing programmes produce economic benefits across all sectors and all sizes of business: good health is good business. Being 

in a job is better for health and having employment that is secure, offers the individual a level of control and a fair wage is better still. Absence 

from work through ill health can arise from conditions in work and/or be a reflection of the individual’s health behaviour outside work and of the 

features of the environment in which communities live. Unemployment is bad for health and in Oldham unemployment is 4.8%, compared to 

3.8% across GM and 2.8% nationally, in Oldham it is currently higher in young people (7.4% compared to 5.1% in GM and 3.1% national) and in 

BAME groups. Below are some of Oldham’s flagship schemes that help to tackle work, skills and health.
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National Context

The NHS LTP emphasised a focus on improving population health 

through improving upstream prevention of avoidable ill health and 

reducing health inequalities. Prevention underpins our approach to 

place based integration and is also central to building thriving 

communities.

The main areas of prevention outlined in the plan are:

• Smoking: Smoking accounts for more years of life lost than any 

other modifiable risk factor. Though the smoking rate has fallen 

significantly, around 6.1 million people in England still smoke. It is 

estimated nearly a quarter of women in the UK smoke during 

pregnancy. The national aim is to reduce smoking levels to 12% 

among the general population and 6% during pregnancy.

• Obesity: Obesity in the UK ranks among the worst in Europe. 

Nearly two-thirds of adults in England are overweight or obese. A 

third of children leaving primary school are overweight or obese 

and, on average, consume up to 500 extra calories per day. 

Obesity is linked to type 2 diabetes, high blood pressure, high 

cholesterol and increased risk of respiratory, musculoskeletal, liver 

diseases and cancers. In 2016/17, there were 617,000 admissions 

to NHS hospitals attributable to obesity. 

• Alcohol: Alcohol consumption is an important contributing factor to 

hospital admissions and deaths from a wide range of conditions. 

Nationally alcohol misuse is estimated to cost the NHS about £3.5 

billion per year and the wider society £21 billion annually. Prenatal 

alcohol use can lead to foetal alcohol spectrum disorders which 

are a leading cause of developmental disability and estimated to 

affect up to 10% of children.

• Air Pollution: Almost 30% of preventable deaths in England are 

due to non-communicable diseases specifically attributed to air 

pollution. More than 2,000 GP practices and 200 hospitals are in 

areas affected by toxic air. In 2017, 3.5% (9.5 billion miles) of all 

road travel in England was related to patients, visitors, staff and 

suppliers to the NHS

• Antimicrobial Resistance: Although the number of antibiotic 

prescriptions dispensed in primary care has reduced by 13.2% in 

five years (between 2013 and 2017), further progress is required.

3.2 Prevention and Health Improvement



3. Core Themes1. Introduction
2. Vision and 

Approach

4. Improving

Outcomes

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

37

Improving Health in Oldham

The 2019 English Indices of Deprivation has shown Oldham has a 

7.8% increase in the proportion of neighbourhoods ranked in the 

most deprived 10 percent nationally compared to the 2015 indices 

with deprivation affecting children showing a substantial relative 

worsening. The main driver for the relative decline is faster 

improvement seen in other areas, particularly in London, with crime 

and income domains seeing the slowest relative improvement in 

Oldham.

Overall, Oldham has poorer health outcomes compared to national 

averages with life expectancy and healthy life expectancy 

significantly lower than the national averages, and those in our 

deprived communities are faring worse.

Levels of premature deaths are higher than national averages and 

the gap between the most and least deprived areas of Oldham is 

significant and increasing for both men and women. In addition the 

gap between Oldham and England is increasing, particularly for heart 

disease and stroke (see charts opposite). 

The major risk factors contributing to premature mortality are 

preventable/modifiable with smoking and dietary risks contributing to 

a third of all such deaths in Oldham.

Our Vision

The major risk factors for premature mortality and morbidity in 

Oldham are preventable, including smoking, excess weight, high 

blood pressure, alcohol and physical inactivity. 

We aim to take a whole-system approach to embedding prevention in 

all services and practice within Oldham to support our residents to 

stay healthy and take a key role in improving their health and 

wellbeing. This includes action to prevent risk factors occurring, as 

well as activity to address risks and manage health problems at an 

early stage i.e. primary, secondary and tertiary prevention. 

Premature Mortality Inequalities in Oldham

1. Primary Prevention: Involves improving the overall health of 

the population by intervening before ill health occurs, through 

measures such as preventing/altering risky behaviours 

associated with health conditions, and addressing the wider 

determinants of health to reduce inequalities.

2. Secondary Prevention: Involves screening to identify 

diseases at the earliest stages before the onset of signs and 

symptoms.

3. Tertiary Prevention: Involves improving treatment and 

recovery outcomes by appropriately managing ill-health to slow 

or stop progression through measures such as chemotherapy, 

rehabilitation and screening for complications.

Levels of Prevention
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Childhood Immunisation

Childhood immunisation uptake in Oldham has 

been consistently above the national average year 

on year due to the excellent partnership working 

with all our provider services. Though MMR 

achieving national coverage target of 95% has 

been a challenge, we are working to implement the 

GM Measles Eradication Strategy to ensure that 

measles does not pose a threat to our Oldham 

residents.

Additionally, the Human Papilloma Virus (HPV) 

vaccination programme has been extended to 

cover boys from September 2019. Building on the 

substantial innovative work that has been 

undertaken by the Oldham school nursing service, 

we anticipate that the uptake of the HPV 

programme for boys will be as successful as the 

girls programme.

Oral Health

Building on the principles of universal prevention 

and integrating oral health improvement activity into 

earl years services we have achieved the following:

• Continued reduction in dental decay levels from 

50% of children having decayed, missing or 

filled teeth by age five in 2012/13, to 34.8% in 

2016/17.

• The highest percentage of Fluoride Varnish 

applications rate of 74.9% in GM.

• 72% of our early years setting (2-3-year olds) 

benefiting from daily supervised toothbrushing 

programme.

• A dedicated ‘Dental Champions’ scheme 

leading the way in improving dental care in early 

years settings.

Whole School Approach to Emotional Health 

and Wellbeing

The programme used national guidance to deliver 

an approach to embed emotional health and mental 

wellbeing framework within educational settings 

across England. Achievements include:

• Establishment of a Mental Wellbeing Team to 

support educational settings in the development 

of the new curriculum with 90% of our 

educational settings having a designated mental 

health lead.

• Delivered training to 47 school teachers and 

support staff to implement the Penn Resilience 

Programme across 9 secondary schools.

• Delivered training to 187 primary school 

teachers to deliver Zippy’s and Apple’s Friends 

Apple mental health resilience programmes 

across 58 settings.

Healthy Living Pharmacy Framework

The framework is a national scheme aimed at 

achieving consistent delivery of a broad range of 

high quality services through community 

pharmacies to improve the health and wellbeing of 

the local population and help reduce health 

inequalities.

• In Oldham 40 out of the 43 pharmacies have 

successfully achieved the Healthy Living 

Pharmacy accreditation and are promoting the 

GM mandatory Health campaigns. 

• They have recorded 478 health conversations 

around Cervical, bowel, oral health, breast, 

Stoptober and men’s health. Three pharmacies 

have been involved in a diabetes screening pilot 

linked to the National Diabetes Prevention 

Programme. The pilot evaluation showed it has 

been effective in identifying those with 

undiagnosed pre-diabetic conditions or 

diabetes.

Right Start

Right Start is Oldham’s integrated early years 

service including health visiting, children’s centre, 

support for additional educational needs, and family 

nurse partnership. At the time of its introduction in 

2016, Right Start was one of the first integrated 

model in the country and represented a bold step 

for Oldham in commissioning this innovative model. 

In the last year Oldham has seen a significant 

improvement in the number of children reaching a 

good level of development at Reception age. This 

improvement, alongside improvements in oral 

health and consistent performance in breastfeeding 

rates, show the positive impact that this service is 

having.

Get Oldham Growing

Get Oldham Growing works with community groups 

and local organisations to improve peoples’ health, 

skills and environment through growing, cooking 

and eating local food. Achievements by the 

programme over the past 3 years include:

• Development of 3 additional growing hubs and 

plans to develop another hub in Royton bringing 

the total to 6 hubs across the borough.

• 5-year celebration events including an exhibition 

at Gallery Oldham and a Harvest Festival 

attracting around 400 people.

• The scheme has provided the foundations for 

the development of the Northern Roots Project.

Improving Health and Wellbeing Successes, 2016-2019
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Our Priorities for 2019 - 2024

• We will review our approaches to reducing infant mortality to 

ensure that they meet the needs of our communities. 

• We will  review the Genetic Outreach and Consanguinity 

Project to complement other interventions to reduce infant 

mortality.

• We will deliver Saving Babies’ Lives Care Bundle.

Healthy Weight and Physical Activity

In 2018/19, 23.3% of Reception year children are overweight or 

obese, 37.4 % in Year 6 are overweight or obese and 67.1% of adults 

(aged 18+) are overweight or obese. These levels are higher than 

national averages. Physical activity levels are similarly lower than 

national averages. Only 12.4% of 15-year-olds in Oldham are 

physically active while 58.9% of adults are physically active.

We will develop a new Healthy Weight and Physical Activity 

Strategy which will support interventions to address physical 

activity and promote healthy weight in Oldham.  We will also 

commission services to support our residents achieve and 

maintain a healthy weight.

Infant Mortality

Infant survival has a significant impact on life expectancy at birth. 
Around 6 babies out of every 1,000 dies in Oldham by their first 
birthday and this is significantly above the national average.

We will do the following:

• Work with primary care to support smokers on practice 

registers quit;

• Deliver the CURE programme in secondary care;

• Recommission the Stop Smoking Service;

• Deliver BabyClear programme to reduce smoking among 

pregnancy in line with national ambition.

Smoking

Around 31,770 (18.0%) of our adults smoke while 13.6% of our 

pregnant women smoke during pregnancy. These are significantly 

higher than national averages and have shown slight increases in 

recent times.

Oral Health

Oral health is seen as a marker of wider health and care issues 

including poor nutrition and obesity. More than a third (34.8%) of 5-

year-olds in Oldham experience tooth decay. Children with high levels 

of disease in their primary teeth have an increased risk of disease in 

their permanent teeth. 

There are no local estimates but in England around 10 million older 
people aged 65+ have urgent dental conditions. Oral health problems 
in the elderly are associated with malnutrition and risk aspiration 
pneumonia.

We will deliver the Oldham Oral Health Plan for children and 

develop a strategy to address the needs of the older population.
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Alcohol and Substance Misuse

On average there are 1,625 admission episodes for alcohol-specific 

conditions each year in Oldham which is equivalent to 767/100,000 

population aged 18 or older.  This is significantly higher than national 

average and alcohol-specific mortality of 14.8/100,000 is also above 

national average. Nationally it is estimated that around 43% of 

women consume alcohol during pregnancy and in GM estimates 

show 1,195 babies born with Foetal Alcohol Spectrum Disorder in 

2016.

The estimated prevalence of opiate and/or crack cocaine use in 

Oldham is 1,401/1000 - similar to national average. Though adults in 

treatment at specialist drug misuse services rate (5.5 per 1000) is 

higher than national average, it is declining and drug related deaths 

are increasing (7/100,000) and are significantly above national 

average.

We will deliver the GM Drug and Alcohol Strategy to reduce 

levels of harmful drinking and the associated adverse health and 

social outcomes.

• We will offer NHS Health Checks to the eligible population with 

a focus on reaching communities with the highest rates of long-

term conditions and offer them support to manage and reduce 

the risks.

• We will work with PHE, the NHS and Primary Care to raise 

awareness and improve uptake of screening programmes and 

reduce inequalities in uptake. 

• We will also work with Primary Care to increase early 

diagnoses of long-term conditions and optimise their 

management.

.

Secondary Prevention of Long-term Conditions

Early detection of long-term conditions and their risk factors provides 
an important opportunity for prevention.

Oldham has higher than national averages prevalence for 
hypertension, diabetes and chronic obstructive pulmonary diseases. 
Diagnosing and actively managing these conditions early would 
improve outcomes.

Uptake of screening programmes among our communities is 
significantly below national averages. Breast cancer screening uptake 
is below national average but has seen an increase in the recent past 
but the cervical screening uptake is declining and uptake of NHS 
Health Checks is also below national average.

Immunisations

Oldham has a higher than national average coverage for Human 
papillomavirus (HPV), Measles, Mumps and Rubella (MMR) and Flu 
vaccination coverage (among those aged 65+) but these are below 
their respective national targets and coverages are declining – see 
Fig 3 (Population vaccination coverage) in Appendices.

We will continue to work with Public Health England, the NHS 

and Primary Care to improve population vaccination coverage 

with targeted activities in communities with the lowest rates.
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Safeguarding Children, Young People and Adults is the 

Duty of Everyone in Oldham

3.3 Safeguarding

We are committed to ensuring excellent safeguarding practice is the 

norm across all practitioners in Oldham. We will ensure that: partner 

agencies hold one another to account effectively through the Adult 

safeguarding Board and Children Safeguarding Partnership; there is 

early identification of new safeguarding issues and that learning is 

promoted and embedded; information is shared effectively to 

safeguard the population; and the public feel confident that children 

young people and adults are protected. As the system transforms in 

line with the new model of care, the safeguarding of those who use 

the services is paramount. 

Safeguarding is a term used to denote measures to protect the 

health, well-being and human rights of individuals, which allow people 

– children, young people and adults — to live free from abuse, harm 

and neglect. As part of delivering the plan, securing effective 

safeguarding arrangements will be embedded at all tiers of the model 

of care to prevent and protect individuals from harm or abuse, 

regardless of their circumstances. The foundations of safeguarding 

legislation are held within the United Nations Convention on the 

Rights of the Child for children, and for adults, the European 

Convention on Human Rights and to that effect, must underpin core 

business. 

The plan recognises that there is a distinction between providers’ 

responsibilities to provide safe and high-quality care, and 

commissioners’ responsibilities to assure themselves of the safety 

and effectiveness of the services they have commissioned. However, 

it remains the responsibility of every organisation who contributes to 

the delivery of the plan, and each individual professional working in 

the system, to ensure that the principles and duties of safeguarding 

children and adults are holistically, consistently and

conscientiously applied; the well-being of those children and adults is 

at the heart of what we do.

Every organisation needs to ensure that sufficient capacity is in place 

for them to fulfil their statutory duties.  They should regularly review 

their arrangements to assure themselves that they are working 

effectively. Organisations need to co-operate and work together to 

seek common solutions to the changing context of safeguarding and 

developing structural landscape needed to deliver the plan. We will 

ensure that the principles of the Care Act 2014 and Children Act 1989 

underpin all our safeguarding activities.

A visual representation of the requirements for effective 

safeguarding system (GM Designated Nurses 2018)

Principles of the Care Act: Empowerment; Prevention: 

Proportionality; Protection; Partnership; and Accountability.

Three General Principles of the Children Act: The welfare of the 

child is paramount; Delay is likely to prejudice the welfare of the 

child; and The court shall not make an order unless to do so would 

be better for the child than making no order (the ‘no order’ 

principle).
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Oldham’s Safeguarding Priorities Over the Next 12 - 24 Months

Key National Drivers and 

Legislation for Safeguarding:

• United Nations Convention on the 

Rights of the Child 1989

• Human Rights Act 1998

• Children Act 1989 & 2004

• Children & Social Work Act 2017

• Care Act 2014

• Working Together to Safeguard 

Children 2018

• Promoting the Health of Looked After 

Children 2015

• The Crime and Disorder Act 1998

• Female Genital Mutilation Act 2003

• Mental Capacity Act 2005

• Deprivation of Liberty Safeguards 

2015

• Convention on the Rights of Persons 

with Disabilities 2006

• Mental Health Act 2007

• Children and Families Act 2014

• Modern Slavery Act 2015

• Serious Crime Act 2015

• Channel Duty Guidance. Protecting 

vulnerable people from being drawn 

into terrorism (2015) 

• Safeguarding Children, Young 

People and Adults at Risk in the 

NHS: Safeguarding Accountability 

and Assurance Framework 2019

Our Overarching Safeguarding Priorities

Assurance that all 

providers are 

discharging their 

safeguarding 

responsibilities in line 

with the Safeguarding 

Accountability and 

Assurance Framework

Ensure those who use 

our services are 

safeguarded through 

transformation

Recognising and 

intervening early to 

reduce risk of harm and 

improve outcomes 

Ensuring the health 

system works 

together to safeguard 

children young 

people and adults

• Development of the safeguarding arrangements - To have a new model of children and adults 

supported by relevant agencies that ensure effective communication across the system.

• Enhance the partnership’s role in challenge and scrutiny - To ensure learning from local and 

national safeguarding reviews is embedded to improve practice.

• Complex and contextual safeguarding - To have a clear understanding of the scale of complex 

and contextual safeguarding, with a clear multi- agency response to raising awareness with 

children, young people and adults, assessing their needs and providing appropriate support.

• Domestic abuse - To have a competent and confident workforce who are able to recognise and 

appropriately respond to the needs of those affected by domestic abuse.

• Transitions - To have a clear safeguarding transitions process from children to adult services that 

ensures agencies work together to develop a plan that begins at an early stage, involves the young 

person and their family/carers and ensures that appropriate safeguarding information is shared.

• Understanding the impact of trauma on children and young people - To have professionals 

appropriately trained to utilise a continuum of tools in order to fully assess the impact of trauma 

and to commission appropriate support to meet the needs identified. 

• Child’s lived Experience - To be confident that all professionals recognise and fully reflect the 

individuals lived experience.

• Make safeguarding personal to person centred, intervention based practice which uses 

preventative, wellbeing and safety approaches to meet the desired outcomes of adults at risk. 

• Transition from the Deprivation of Liberty Safeguards to Liberty Protection Safeguards
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Quality is everyone’s business and at the heart of everything 

that we do 

The Oldham health and care system is committed to ensuring the 

best possible outcomes and experience for our people and 

communities. It is essential that as we deliver transformation on the 

scale identified within this plan, we maintain a strong focus on 

ensuring delivery of safe, good quality services. As shown in the 

visual, quality permeates every arc of our model of care.

We have established a shared understanding of quality across our 

partner organisations and relentlessly demonstrate our focus and 

commitment. Our widely accepted definition of quality is made up of 

three components, all of which must be present in order to provide 

good quality care: safety, effectiveness and experience.

We know that to provide high-quality care, we need high performing 

providers and commissioners who work together and in partnership 

with, and for, local people and communities, that: 

• Are well-led: they are open and collaborate internally and 

externally and are committed to learning and improvement. 

• Use resources sustainably: they use their resources responsibly 

and efficiently, providing fair access to all, according to need, and 

promote an open and fair culture. 

• Are equitable for all: they ensure 

inequalities in health outcomes are 

a focus for quality improvement, 

making sure care quality does not 

vary due to characteristics such as 

gender, race, disability, age, sexual 

orientation, religion, belief, gender 

reassignment, pregnancy and 

maternity or marital or civil 

partnership status.

We know that although there are areas of good practice despite the 

pressures in our system, a number of services fall short of good 

quality standards.  We recognise that there are areas where there is 

too much variation in the quality of services and standards not always 

being achieved for a variety of reasons.

We are committed to actively listen to what local people, health and 

care professionals and groups have to say about the quality and 

safety of the services that they have received and understand what 

underpins their confidence in those services. As a system we promise 

to respond to what we are being told by those using the services and 

use this engagement of people’s lived experience to help us redesign 

them. 

We encourage all services to engage with their patients/service users 

to ensure that they are fully informed about the care and treatment 

they are being offered and receive opportunities to exercise their 

personal choice in the care they receive.

We are also committed to learning, not just when things do not 

happen as they should, but also from best practice from across all 

health and care systems. We are actively engaged in established 

networks and collaboratives to make sure that we secure maximum 

benefit for the people of Oldham.  

As we move towards a PHM approach we know that our often narrow 

focus on quality assurance can be a hindrance to the delivery of good 

quality care.  This needs to broaden and evolve to embrace Quality 

Improvement (QI).  QI is a progressive step that builds upon the 

concepts and methods of quality assurance to progress continuous 

improvement in the system. It involves both a prospective and 

retrospective review of performance. It is aimed at moving away from 

a culture of blame focussing on individual cases with undesirable 

outcomes, towards the examination of structures, processes, and 

outcomes of care for creating and embedding systems that prevent 

errors from occurring in the first place. A whole system approach to 

QI will help us blur the boundaries between commissioners and 

providers and will ensure a continuous improvement in the quality of 

care is being achieved by our services. (Taken from the National Quality Board’s Shared Commitment to Quality)

3.4 Quality



3. Core Themes1. Introduction
2. Vision and 

Approach

4. Improving

Outcomes

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

44

Oldham’s Quality & Safety Priorities Over the Next 12 - 24 months

Key National Drivers for Quality:

• The NHS Constitution (2014)

• The Care Act (2014)

• NHS Oversight Framework for 

2019/20

• NICE Quality Standards

• National Quality Board: Seven 

Steps to Improve Quality

• Equality, diversity and Human 

Rights

• General Practice (GP) Quality and 

Outcomes Framework

• Care Quality Commission 

Standards

• Statutory Duty of Candour

• Commissioning for Quality and 

Innovation Framework (CQUIN)

• Facing the facts, Shaping the 

Future (2017)

• The NHS Long Term Plan (2019)

• NHS England Assurance 

Framework

• Public and Patient Involvement 

(PPI)

• NHS Operational

Planning, Contracting Guidance 

• Equality Act (2010)

• Healthwatch England

• Quality, Innovation, Productivity 

and Prevention (QIPP): 

• ADASS Roles & Responsibilities 

(DASS role and Market Shaping)

• GM Quality Strategy

Our Overarching Strategic Quality Priorities

Commissioning and 

provision of care that 

integrates primary, 

community and 

secondary health care 

and social care services

Delivery of local service 

quality and safety 

through a period of 

change

Providing children and 

young people with the 

best start in life and the 

opportunity to thrive

Ensuring the right 

care is delivered in 

the right place at the 

right time

• Co-produce a set of quality metrics, principles and standards to inform a consistent and outcomes 

focussed approach to quality improvement and assurance in an integrated health and care 

system. 

• Strengthen the quality impact assessment processes that underpin all commissioning decisions, 

service redesign and financial savings schemes. 

• Strengthen the existing mechanisms for assuring quality within our acute, community and mental 

health providers to ensure that we are holding ourselves to account as a system and providing 

assurance of open, transparent working practices and tangible quality improvements across 

commissioned services.

• Further develop existing quality assurance mechanisms to ensure quality assurance across the 

whole health and care economy. Priority areas include: smaller value contracts; residential care 

homes, care homes with nursing, domiciliary care, supported living; Adult Social Care services and 

Children’s services.

• Quality Assurance and improvement work within Nursing and Care Homes.

• To embed the Quality Assurance Framework within Primary Care and improve the reporting of 

concerns and soft intelligence from member practices, as well as improving the culture of shared 

learning across the locality. 

• Strengthening mechanisms for understanding and providing a rounded view of the experience of 

people using our services.
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4. Improving Outcomes
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Oldham’ health and wellbeing challenges can manifest themselves in 

people having a poorer quality of life, health problems, and appearing 

in crisis later in life as the past decisions taken around their health 

and wellbeing have a negative impact.

In order to ensure people remain healthy in Oldham, residents will 

need more than just medicalised care. They will need a grounded 

support base around them made up of family, friends and community 

strengths in the Voluntary, Community Faith and Social Enterprise 

(VCFSE) sector.  The support base of community enables people in 

Oldham to make more rounded decisions on their health and 

wellbeing e.g. undertaking more physical activity, supporting mental 

health issues, stopping smoking or supporting each other to reduce 

social isolation.

By taking a community strength approach we are able to support our 

residents sooner when health or life issues may be developing.  This 

results in people living longer and with a better quality of life. This will 

be achieved through the following objectives:

• Delivering direct improvement to the health and wellbeing of all 

people living in Oldham, and in doing so help address health 

inequality.

• Adopting a strength based approach to commissioning that 

draws upon the strengths of individuals, families and 

communities and supports a thriving VCSFE across the borough.

4.1 Community Strengths • Working with the VCSFE to develop a sustainable approach to 

funding of the sector.

• Bolstering and growing community capacity across the borough.

• Engaging people and communities in the design and delivery of 

services.

• Developing an approach to social prescribing (by that we mean 

‘more than medical’ care with community groups and activities) 

that supports the whole of the Oldham Cares system and bridge 

dependencies with other elements of reform such as place based 

integration.

• Ensuring that the resources of the wider health and social care 

system are directed towards places and the people that need it 

most and enable positive demand management.

This approach will see us taking different decisions about how we 

allocate resources and prioritise support.  A key factor in making this 

happen is supporting community organisations, and where impact and 

need is appropriate, building upon those organisations to do even 

more.  There are an estimated 1,231 organisations working in the 

VCSFE sector in Oldham and the vast majority of these are micro or 

small (89% with an income of less than £100,000).

Our work around community strengths targets a wide variety of 

outcomes supporting the overall aims of improving health and care of 

residents in in Oldham. There is a strong link here with supporting the 

outcomes of the mental health aspect of the locality plan and some of 

the wider system enablers such as addressing disadvantage or 

equality (be that social, financial or other).

“Our overarching vision is for communities to have the 
power to be healthy, happy, able to make positive choices 
and access insightful and responsive community support 
when needed” 
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National Context

Community strengths are at the heart of both the national agenda 

driven by NHSE and Public Health England. NHSE is now seeing 

community strengths and social prescribing as a key component of 

health and care. This is not limited to the 30% of the population which 

need long term health conditions or who require intensive support but 

also as a wider offer to the whole population in order to maintain good 

health (see the diagram below).  

This is demonstrated by the recent change to primary care networks 

focusing on population health and delivering health outcomes on the 

30-55k population level and the direct NHSE funding for the next five 

years for a social prescriber in each primary care network.

The Fit with the GM Agenda

Community strengths is at the centre of both the Person Centred 

Community Approaches agenda of the GMHSCP as well as the 

Greater Manchester Combined Authority (GMCA) approach to place 

based working.

The diagram shows the GMHSCP model for more person centred 

care from the 2017/18 business plan with the community elements 

being a core component.

In addition the GMCA white paper “Further Faster – Reforming Public 

Services” also sets out that working alongside the community is core 

to delivering the ambition of more integrated services which are 

informed by citizen demand.

Community Strengths and Population health 

GMHSCP Model for Person Centred Care
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What Our Insight is Telling Us

The Thriving Communities Index is a tool which pulls in 39 indicators and segments Oldham into 115 areas, circa at a 2000 population level, into 

categories of place, resident and service demand. This provides us with some thematic and geographical areas to investigate further and to 

focus more energy on.  The diagram below shows the index and areas shaded darker indicate priority areas.  Some of the themes that we are 

addressing from the insight from the index include:
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Map of the Thriving Communities Index• Locality Focus: Commissioning has historically 

been on a borough basis, but the Index 

demonstrates how varied issues can be by small 

areas. We can achieve more with less by having a 

local focus/understanding and community 

conversations, below ward level in some cases.

• Town Centre: Many of indicators for the town 

centre signalled it as a priority areas.  The 

residential population has grown due to the 

repurposing of property in light of the relaxing of 

national planning laws.  

• Manchester Road Corridor: Areas that flank the 

Manchester Road corridor have been highlighted 

as a priority.  Some of this is driven by private 

rented housing and the transient nature of the 

residents.

• Youth Friendly: The index highlighted that there is 

a perception of a shortage of activities, services 

and facilities for youth.  This is set against a 

backdrop of national cuts which have 

disproportionately hit youth services. 
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Strengths Based Workforce Reform:  There will be a change in 

how all workers in Oldham interact with people. This entails workers 

thinking differently about what support people have around them 

which can positively support their life and also the way in which we 

diagnose people life challenges; starting with the good and building 

out from there rather than having a deficit based approach.  All 

workers in Oldham health and care will be trained in the strength 

based approach.  The diagram below shows how strength based 

approaches work.

Investment in Volunteers: The volunteer base in Oldham maintains 

the backbone of community groups.  Work will be undertaken to 

better support this base and grow the numbers who are interested in 

volunteering both to give back and also to develop careers and 

personal growth.  In addition this will be linked into the social 

prescribing network.

The Thriving Communities Programme 

Thriving Communities is a key pillar of our Oldham Model and is a 

programme within Oldham Cares. The programme is our main vehicle 

for delivering our aspirations around community strengths. Within the 

programme there are a number of change and transformation 

initiatives already underway and planned for the future.  These are 

summarised below.  Further detail about the initiatives can be found 

in Appendix A.

Insight: Oldham will build upon its use of insight to help inform where 

it focuses its energy in communities at a local level.  The Thriving 

Communities on the previous page is one such product which along 

with Joint Strategic Needs Assessment will enable us to have the 

local conversations which get the right type of support to communities 

in need.  The Index demonstrates a view of where we need to start 

having community conversations to understand more.

Social Prescribing: Linking people into ‘more than medical’ care.  

The social prescribing network has supported 300+ people to improve 

their physical and mental wellbeing through linking in with community 

groups – everything ranging from walking groups through 

bereavement support and welfare advice.  The graphic below 

provides further detail.

A Strength Based Approach in Practice

The Oldham Social Prescribing Network
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A Spotlight on Social Prescribing
Our workaround social prescribing is providing a different picture around what is driving people to seek support outside of the medical system for 

issues that are affecting their health and wellbeing.  It is also a proxy indication of some of the unmet ‘more than medical’ demand contained 

within Oldham.  Key observations and trends include:

• Social isolation makes up 33% of all referrals and has become a key priority within Oldham which we will need to support.

• Lower level mental health issues, such as a low mood has become the second priority to support.

• Physical health (11%) includes people wishing to do more physical health activities and is a growing segment of demand.

An Example Case Study

Rani is 27 years old, has a 1year old, and is pregnant.  She moved to Oldham from India when she married her husband 3 years ago. Her 

husband has recently passed away. Rani has been to the GP about low mood and physical aches and pains – the GP referred her via a 

postcard to a Social Prescriber. Rani is now accessing mental health / bereavement support, attending knitting and sewing women's groups, 

reducing her social isolation, and she is accessing parent and toddler activities. Rani’s next steps are enrolling on a lifelong learning course 

and exploring employment opportunities with Get Oldham Working.

Carers Support
6% Employability

5%

Family Health 
and wellbeing

3%

Housing
7%

Loneliness/soci
al isolation

33%

Low level 
mental 

health/wellbeing
22%

Other
5%

Physical 
wellbeing

11%

Welfare and money 
management 8%

Social Social Prescribing Support Based on Referrals 2018/19
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Homelessness: Homelessness is becoming a growing pressure on 

our health and care system.  Work is already underway to tackle the 

barriers to homeless people and the street community getting the help 

that they need.  Accommodation is being offered via ‘A Bed Every 

Night’ and the ‘Community Night Shelters’.  Also Street Angels has 

been commissioned to support the homeless and town centre night 

time community. There is a new offer from Community Mental health 

practitioners and liaison practitioners into the Street homeless project 

to support the assessment of mental health needs.

Place based working: Oldham is now moving to delivering services 

on a 30-55k population.  Place based working will look at local 

demand and help each of the five geographies shape services to 

meet their needs. 

Local Pilot: Focusing on low levels in physical activity in key areas of 

Oldham (Failsworth and Glodwick initially). Coproducing with these 

communities the changes to the local area, and activities that will 

enable greater levels of physical activity.

Addressing Social Isolation is a growing issue in Oldham.  10% 

of all people at all ages in Oldham self-identify as being lonely and 

>30% of all households in Oldham are classed as single occupancy.  

The fund will use £850k over 3 years to commission 5 medium sized 

projects to tackle loneliness head on for Oldham, as well as physical 

and mental health issues.  The successful projects are:

• The Oldham BAME Consortium is a new partnership bringing 

together five community groups to develop three neighbourhood 

hubs which will focus on reaching out to the isolated Pakistani and 

Bangladeshi communities. A programme of activities will be 

developed in consultation with residents based on community 

need such as information and advice, physical activity and 

wellbeing, befriending and peer support, food and nutrition, skills 

and education.

• Wellbeing Leisure will partner with community groups to provide 

physical activity and health and wellbeing opportunities. It will also

offer opportunity for volunteers to learn skills and gain 

qualifications in health and fitness. 

• Oldham Play Action Group and Wifi North West - All-age 

cookery courses will bring children, parents, carers and older 

socially isolated people together to prepare and cook meals. The 

groups will also encourage people to engage in active physical 

play as well as to organise community play street events to join 

neighbourhoods together. 

• Street Angels will grow the already excellent work taking place in 

Oldham town centre on Saturday evenings and expand into Friday 

nights. Teams of volunteers and medical staff are there to support 

those enjoying Oldham’s nightlife, providing a listening ear, first aid 

and basic medical treatment as well as making sure people get 

home safely. As part of the programme, an evening drop-in and 

hot meals will be provided for people on the streets as well as 

future options for daytime support from the Street Angels centre.

• Groundwork will lead a new partnership of organisations to bring 

a variety of new activities to venues across local communities.  

They will use growing and food to increase healthy outcomes and 

connectedness across the borough. As well as enjoying all that is 

on offer, participants will be supported to develop, plan and sustain 

their own social groups around their hobbies and interests. 

Investment and Strategic Support

Our ambition is to empower communities to do more for themselves 

and to develop an asset based approach to early intervention.  This is 

dependent on a sustainable and thriving VCSFE sector. We aim to 

develop a strategic approach to investment in the sector, bringing 

internal and external funding together to invest around shared 

priorities and outcomes for Oldham. This will be at the heart of a 

wider approach to supporting the sector from our social value 

procurement policy, how we use our physical assets, to how we 

develop a new approach to commissioning.
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The plan below provides an overview of the key activities in the next 12 months.
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4.2 Early Intervention A Stop Smoking and Community Health Check provision has also 

been included within the Early Help delivery model. 

Moving Forward 

Oldham is committed to developing early intervention services over 

the coming years by enhancing integration, collaboration and 

seamless operating models across all providers and organisations.

To enable this to happen, Oldham needs to agree a consistent 

understanding and create a consistent approach to early intervention 

across all ages. This will need to be achieved through a collaborative 

approach between system partners through strategic commissioning, 

joint leadership and investment. 

There will be a synergy between all services, ensuring the pathways 

and referral routes are clear, streamlined and rationalised of any 

unnecessary duplication across the whole system.

Furthermore, progression of a strategy and longer-term plan enabling 

Oldham to progress any further opportunities will be developed over 

the next few years.

In its simplest form, early intervention provides support within the 

community that provides people with the tools and resources to tackle 

a range of societal, health and care issues that they are facing. As 

well as equipping them to find their own sustainable solutions, it 

mitigates the need for more intensive and/or statutory support.

Background 

Whole System Early Intervention 

Oldham has a wealth of early intervention provisions.  These are 

delivered by multiple organisations such as the Local Authority 

through their Early Help approach, Primary Care through 

organisations such as Focused Care and through many VCFS 

organisations such as Action Together, Age UK and Mind.

There are also new initiatives being mobilised throughout the health 

and care platform such as Get Oldham Working, Social Prescribing 

teams and trial initiatives such as the pilot PBI (Place Based Initiative) 

hubs.  All of these are contributing to the over all aims and objectives 

of this approach.

Early Help 

A large aspect of early intervention is commissioned and delivered by 

the Local Authority through an approach known locally as ‘Early 

Help’. This approach grew out of Oldham’s involvement in the 

national Troubled Families Programme. This programme supported 

Oldham’s ambition to develop sustainable approaches to help 

families and individuals in dealing with complex issues.

The current Early Help offer within Oldham provides an all age early 

intervention service and is based upon a tiered approach with teams 

aligned to deliver interventions across the continuum of need.  The 

services are delivered through a combination of in-house council run 

services and through local organisations such as Positive Steps. 
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Opportunities

Performance 

Opportunity to develop a system which 

is strategically commissioned, delivered 

and monitored by all contributing 

organisations.

Vision and research has 

highlighted that this offer would 

be ideally delivered in place 

based setting.  

• Households which display behaviours that lead to a higher chance of poor physical and mental health, wellbeing and social outcomes; 

• Emerging drug and alcohol problems; and people recovering from drug and alcohol problems;

• Housing issues, particularly people at risk of homelessness;

• Behaviours that may be causing or may lead to physical ill-health, such as smoking, obesity, poor diet, low levels of physical activity;

• People experiencing emerging domestic violence/relationship issues;

• Parenting challenges;

• General family support needs, including children with poor school or nursery attendance or with behavioural issues in school or nursery;

• Out of work residents with complex barriers to employment;

• People involved in crime or anti-social behaviour;

• People exhibiting risky behaviours that increase their own and peer vulnerability (e.g. at risk of sexual exploitation, social media bullying, association with 

inappropriate social groupings).

Characteristics of People Requiring Early Help

Oldham’s Early Help Offer (2015 – 2019)

Changes within the 

wider Oldham and 

regional health and 
care system

Successes

Preliminary work to pilot data matching as part of the Oldham Troubled Families 

programme has shown evidence of demand reduction. This compared family 

engagement with services before and after early help intervention. For example, 

where families had previously been the subject of contacts to children’s social 

care, they were less likely to have done so in the period following early help 

intervention. In this preliminary analysis, the percentage of families showing a 

reduction in demand were:

• 95% of children with a fixed term exclusion

• 72% of children with attendance below 90%

• 82% of families with a previous CSC contact

• 59% of families with a previous domestic abuse call to the police

• 44% of families who had previously had a police call out to their addressFor many areas of concern, success rates are around 65-70%
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The following section provides a sample of the challenges facing the wider health and care system where early intervention has the 

potential to have a significant impact on health and wellbeing outcomes:

Educational Outcomes at Age 5 

Whilst educational outcomes at age 5 (good level of development) 

are improving (increase by 12.5% from 2014 - 18 ), outcomes for 

particular cohorts of children e.g. those with disadvantage, remain 

a challenge as their outcomes remain below national averages. 

The Local Government Association Early Years Social Mobility 

Peer Challenge recommended that a clear strategy which sets out 

a multi agency, whole system approach is needed to drive forward 

improvements in Early Years. 

Smoking

Oldham’s current smoking prevalence based on the 2018 Annual 

Population Survey is 18% which is an increase from 2017’s 

estimate of 16.6%. This increase has occurred at a time when 

smoking prevalence has decreased for GM as a whole. We 

continue to see a stark picture in terms of inequalities: smoking 

prevalence among routine and manual workers in Oldham has 

risen from 30.1% in 2017 to 32% in 2018. Smoking in pregnancy 

has increased to 14% after remaining static for the previous 3 

years at 13%.

Healthy Weight and Physical Activity 

Being overweight and obesity have serious health implications for 

increasing risk of developing severe chronic health conditions and 

doubling the risk of dying prematurely. Obese adults are seven 

times more likely to become a type 2 diabetic, and have an 

increased risk of coronary heart disease, stroke, some types of 

cancer, such as breast cancer and bowel cancer. They are also 

more likely to be living with conditions like depression and there are 

often links with childhood trauma and the development of 

adult obesity. 

In Oldham, approximately 66% of adults, 21.4% of children aged 4-

5 years, and 35% of children aged 10-11 years carry excess weight 

(overweight or obese), all of which are higher than the England 

average.

Carers

It is estimated that there are approximately 24,000 carers living in 

Oldham. While carers will be able to access a range of services 

and support, we know that in the last five years only 3,297 carers 

who care for an adult had come forward to receive a first carers 

assessment. 

Many carers have little contact with services for carers and are not 

receiving formal support in their caring role. It is therefore vital that 

we work with partners to both raise awareness of caring and to 

identify carers who require support at an early a stage as possible. 
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Social Isolation

Social isolation and loneliness affects people of all ages but older 

people are particularly at risk of experiencing both. Issues 

commonly associated with ageing (such as poor health, decreased 

mobility and income, and loss of family and friends) mean that older 

people may become more socially isolated, and this can lead to 

increased feelings of loneliness.

In 2017/18, only 46% of adult social care users in Oldham reported 

that they had as much social contact as they would like.

Domestic Violence & Assault (DV&A)

DV&A is linked to a host of health problems and is a risk factor for a 

wide range of both immediate and long term conditions. The health 

impacts may show as physical symptoms, injuries, chronic pain, 

neurological symptoms, gastrointestinal disorders, high blood 

pressure and increased cardiovascular disease. It often has 

reproductive consequences too including gynaecological disorders, 

sexually transmitted infections and pregnancy difficulties.

Women experiencing abuse have an increased use of both primary 

and secondary care services and experience more operative 

surgery visits by and to doctors, hospital stays, visits to pharmacies 

and mental health consultations. They are admitted to hospital 

more often and issued with more prescriptions. One in five high risk 

victims attended A&E as a result of their injuries in the year before 

getting help.

The identification of DV&A is also high in GP services and 90% of 

all female patients consult their GP over a 5 year period. Evidence 

shows that 80% of women in a violent relationship seek help from 

health services and these are often a woman’s first or only point of 

contact. The cost to health is £1.7 billion per year which does not 

include mental health costs.
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Developing the Early Help Offer: 2019 - 2024 

This offer will focus on four key areas and will be broadly aligned to the five Primary Care Networks:

The service is moving to a new delivery model – Oldham 

Family Connect. Oldham Family Connect will develop more 

integrated working between education, health and care in 

order to deliver better outcomes for children and families. 

This includes a refocusing of the council’s intensive early 

help resources on families with children aged under 18 

years and children who have special education needs or a 

disability up to age 25 years. Five teams of Oldham Family 

Connect workers will be established, each with an area 

lead. 

The teams will work with schools and other partners to 

deliver the team around the school model in partnership 

with all schools in their neighbourhood. Schools will have 

identified Family Connect lead and social workers who will 

work with them in assessing the support needs of children 

and families.  There will be linkage of Oldham Family 

Connect staff into the wider rollout of the Signs of Safety / 

Signs of Wellbeing systemic model, supporting the culture 

change to deliver restorative practice.

Health Improvement and Weight 

Management (All Age)

Adult Targeted Model
Children & Families

Oldham Family Connect

Community Health and Adult Social Care Service is also 

implementing a new approach to the way it organises 

and manages its resources and activities across health 

and social care. 

To reflect the changed focus for the intensive 

intervention service, Adult Community Services will 

support those individuals who are not eligible for 

statutory services but whose complexity falls outside of 

low and medium level Early Intervention. 

They will be co-located in the community with health 

colleagues and be based around Primary Care 

Networks.

The targeted Adult Early Intervention offer will be a 

pivotal part of the newly formed operating model.

There are plans to change in 2019 –

2020 to a more universal, family 

focused provision, broadened to a 

holistic health improvement offer that 

addresses priority areas such as weight 

management advice. An integrated 

weight management service 

commissioned by both Oldham Council 

and NHS Oldham CCG will bring the 

whole weight management pathway 

together allowing residents to increase 

or decrease support based on need 

rather than arbitrary measurements. 

It will be built around a strength-based 

approach, whereby residents are linked 

to existing assets in the community 

through existing provision such as 

social prescribing. The new Health 

Improvement service will take a 

universal approach, with additional 

focus on those with the greatest health 

needs being offered the greatest 

support.

The new service will include post NHS 

Health Check support in line with the 

Oldham model that is refocusing on 

quality outcomes ensuring that Primary 

Care are supported with interventions 

appropriate to the identified vascular 

risk score with the aim on reducing 

premature mortality.

A system built upon integrated ways of working, from information sharing (as required and with controls as necessary), 

liaison and joint activities where relevant, with the other intervention or preventative services within the system. The 

primary objectives for the early intervention service will be to:

• engage residents in resolving their own issues;

• support them to understand the root cause of their issues;

• support them to resolve those issues

• support them to learn strategies which will help prevent the reoccurrence of issues

Prevention to reduce the risk and need of early intervention will strategically be considered across the wider system.

All age low level Early Intervention

58



4. Improving

Outcomes
3. Core Themes1. Introduction

2. Vision and 

Approach

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

Early Help Plan: 2020 - 2024

2.  Oldham Family Connect

3.  Adult Targeted Model

4.  All age low level Early Intervention

5. Health Improvement and Weight           

Management

Oct 19

Prototype roll out 1

Market 

Engagement

Market 

Engagement

Funding 

Approval

Funding 

Approval

Funding 

Approval

Nov 19 Dec 19 Jan 20 Feb 20 March 20 April 20 May 20 June 20 July 20 Aug 20 Sept 20 Oct 20 Nov 20 Dec 20 Jan 21

Approval to 

proceed to 

service re-

design 

/procurement

Service Specification

Service Specification

Service Re-design

Tender 

documentation 

is present in 

the 

marketplace

ITT / Market Response 

ITT / Market Response 

Decision 

on the 

preferred 

provider

Contract 

Award 

Implementation & 

Mobilisation

Implementation & 

Mobilisation

Go Live

Indicative go 

live 

Indicative Mobilisation Milestone

Indicative Mobilisation Milestone

Strategy Creation and Ongoing Opportunity Identification1.  Oldham’s Long Term Early Intervention 

Strategy 

Expand prototype 

area

Restructure & team development

Start of new 

intensive 

services
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Universal and Targeted Early Interventions: Successes Since the Last Plan

Right Start

The innovative integrated model for Right Start has been in

place since 2016. This service has demonstrated a number

of successes in relation to more seamless provision of care, 

improved family experience and improved information sharing. The 

recently produced Oldham borough Early Years Foundation Stage 

Profile results for the 2018/19 academic year has shown a 

significant improvement in children’s levels of development at age 

5. 

Positive Steps (Targeted Youth Services)

Positive Steps are delivering a range of targeted  

services to young people in an integrated way.  

This has had a huge impact on young people’s ability to           

access services and gain the appropriate support they require in a 

non-stigmatising and familiar place.

Oldham is the only youth offending service in England and Wales to 

be contracted out to a charitable trust and their most recent 

inspection in April 2019 found that this arrangement worked well.

Within the review they scored outstanding in four categories with an 

overall service rating of ‘Good’.

Tameside Oldham and Glossop Mind

Tameside Oldham and Glossop Mind have contributed                    

to residents increasing access to mental health 

treatment for children and young people (CYP).  They have helped 

over 600 access support.  This has been evidenced through 

successful submissions to the Mental Health Service Dataset.

They have also secured additional investment into Oldham through 

the Department for Health and Social Care VCSFE Grant. The grant 

will support embedding the Thrive principles through an open-

access CYP emotional wellbeing and mental health hub. The hub 

aims to increase access for children, young people and families with 

additional vulnerabilities or those affected by health inequalities, 

including those for diverse ethnic backgrounds, those not accessing 

mainstream education and those with parental mental health issues.

They are also developing a place-based community service to 

support the central hub in partnership with Madhlo Youth Zone.  

This will offer access to mental health support within each of the 

localities of Oldham, ensuring that people can have access to 

support where they live.

Community Eating Disorder Service

The service offers help and support to children and young people 

aged 17 or under who have a suspected or confirmed eating 

disorder diagnosis the service has been operational since 2017. It 

promotes early access to effective, evidence-based and outcome-

focused treatment, working in partnership with children, young 

people and families within the community. The development of a 

service has enabled capacity to be released from the Specialist 

Child and Adolescent Mental Health Service which will has helped 

to alleviate waiting time pressures.

Specialist Mental Health School Advisor and Psychological 

Wellbeing Practitioner

Additional investment has enabled Oldham to build capacity and 

capability across the system.  This has included funds being 

directed towards early intervention (identified as a gap); the 

introduction of a school health practitioner to act as an intermediary 

between schools and services; and enabled the specialist mental 

health services to redesign its services, increasing its workforce 

including the additional psychological wellbeing practitioner posts. 

This has resulted in a reduction of waiting times from 20 weeks 

(October 2015) to 6 weeks.
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Our Priorities Moving Forward Targeted Services

Due to the success of targeted services work is underway to 

recommission the offer and build on the model of delivery to have 

further impact over the next 2 years.

Whole School Approach to Mental Health 

The Mental Wellbeing Team are delivering a project to embed a 

whole school approach to emotional health and mental wellbeing 

(EHMW). It supports the universal offer to schools including workforce 

development around areas of need identified in education settings 

self assessments and action plans over the next 2-5 years. This 

includes a wellbeing conversation, looking beyond behaviour, 

measuring tools to aid correct referrals, early identification and a 

graduated response to EHMW. Activity includes offering to support 

action planning meetings, and training and bespoke support to embed 

the Whole School Approach Framework. 

Brokerage Service

The School Brokerage Service was commissioned in mid-2019. The 

aim of the additional investment is to create bespoke solutions for 

each individual setting based on their Whole School Approach to 

Emotional Health and Mental Wellbeing Self-Assessment. The 

service will work with education settings to increase knowledge 

across the sector about what interventions/services are available to

be brought into schools. They will facilitate introductions to provider 

agencies and support delivery of taster sessions to develop 

confidence in future purchasing/commissioning of targeted 

interventions.

Early Intervention to Address DV&A

We will create more safe places in the community to report DV&A 

This includes implementation of the IRIS (Identification and Referral 

to Improve Safety) project approach in all GP practices and 

enhancing the role of Independent Domestic Violence Advisor in 

universal midwifery screening.

Universal and targeted intervention activity will focus on the following 

priority areas:

Special Educational Needs and Disability (SEND)

Having had an Ofsted/CQC SEND re inspection in September 2019 

the SEND Partnership is now working towards a 3 year SEND 

development plan (2019-22). The development plan sets out what 

we will do as a partnership to further improve the SEND offer in 

Oldham. We have worked with practitioners, parents and carers and 

children and young people to produce it. There are 4 priority areas 

that we will focus on:

• Every child and young person is a confident communicator

• Every learning setting is inclusive

• Every young person is ready for adulthood

• Every child and young person is a part of their community

We will continue to implement the new SEND home to school 

transport policy and work with the newly commissioned providers to 

create a safe and leaner transport offer. The new transport policy has 

three levels of need and Oldham receives CCG funding for the most 

complex cases. We will also be making a business case to bring 

travel training in house when the current commission ends on 31st 

March 2020.

Opportunity Area Early Years Programme

This will focus on legacy and sustainability planning beyond the 

Opportunity area funding delivering the GM Pathways to Talking 

project and the Department for Education Early Years Professional 

Development Programme.  All of these focus on improving outcomes 

in communication, speech and language. 
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Healthy Weight 

There are significant environmental and societal factors which make it 

more difficult for everyone in the population to achieve and maintain a 

healthy weight. We are developing a healthy weight and physical 

activity strategy.  This will include action to address the environmental 

and societal factors which we can influence at local level as well as 

ensuring that we have a range support available to children and 

adults. 

Specifically for adults with obesity, a trauma informed model of 

practice will be developed for those working adults with unresolved 

childhood trauma.  This will begin to address their psychological 

reasons for over eating. This draws on the strong evidence and 

original resources on Adverse Childhood Experiences (ACE) derived 

from work in obesity clinics in the USA.

Right Start Model

We are now working to review the model and update it to ensure that 

it works for the current needs of families in Oldham with a focus on 

giving every child the best start in life. The review will consider how 

the model connects to perinatal infant mental health, early help 

provision (family connect development), social care, and community 

health services. This builds on the success of the current model and 

will continue the focus on universal provision, with targeted and 

specialist support for those that need it.

Adult Safeguarding

In Oldham it is recognised that preventative safeguarding has the 

capacity to enhance resilience to abuse and neglect and empower 

individuals and communities to safeguard themselves.

It is a priority in Oldham, therefore, to focus on prevention through 

community engagement which supports early identification of new 

safeguarding issues, engagement with the development of the 

prevention offer for adults across Oldham, and leading on the delivery 

of key messages to front line staff.

Community Health & Adult Social Care Target Operating Model

The new model further enhances a place based approach, implemented 

as part of integrating adult community services.  This leads to team and 

structures being redesigned along the care pathway. This will be 

complemented with a cultural shift in the workforce to a strengths-based 

and community-network approach being used in all interactions.  

Together, this will seek to increase resident independence and 

resilience, whilst reducing the demand for long-term care.

Services that enable us to deliver to this operating model are currently 

commissioned for delivery by providers in the Voluntary and Community 

Sector.  The aim is to achieve the prevent and resident engagement 

objectives such as independence and preventing escalation into 

statutory services such as unnecessary attendance to A&E.

Children’s Safeguarding

Oldham’s ambition is for a place where children and young people 

thrive. A key priority in the delivery of that ambition is to ensure that 

children and young people are safe and feel safe, in their families, their 

homes, their schools and places of learning and in their communities. 

In order to do this we recognise the importance of the Early Help offer or 

intervention to a family when a problem first emerges. It can be provided 

at any stage in a child or young person's life. Early help services can be 

delivered to parents, children or whole families, but their main focus is 

to improve outcomes for children at the earliest opportunity. 

For example, services may help parents who are living in challenging 

circumstances provide a safe and loving environment for their child. By 

developing models such as Oldham Family Connect we are bringing 

together health, care and education alongside wider voluntary sector 

offers. Through this close partnership working we will continue to 

identify and respond to new and emerging risk to our children and 

young people in the communities and spaces in which they live. 
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Focused Care
Based in GP surgeries, the model focuses on people who need care the most to improve their lives and reduce pressure on the wider NHS as it 

supports with the management of risk in primary care. It is a model that brings to life the GM model for Unified Public Services, placing a focus 

on prevention, early intervention and joined up working across health and care, wider public services and the VCSFE sector.

The service works with people in a primary care setting who present in ways that the health and social care system struggle to respond to. This is 

usually a combination of clinical diagnosis and need, social situations and then further augmented through issues surrounding engagement. The 

model places and emphasis on operational integration and is different because it has the ability to work with individuals and families with more 

complex needs. The workforce model forms part of the wider primary care and social care workforce strategy.

Over the period of this plan the model will be rolled out further with an increase in operational focused care workers.

Focused Care aims include:

• Supporting on the ground integration with the right care at the right time 

• Shifting activity from acute admissions and Accident and Emergency Department usage to outpatient appointments and other 

planned care initiatives 

• Improving chronic disease management through medicines optimisation

• Seeing the invisible patient and make them visible

• Supporting a reduction in exception reporting and also increase in prevalence in undiagnosed conditions

• Improving safeguarding in practices through encouragement of information sharing and clinical thinking

• Improving wellbeing outcomes

• Shifting the Primary Care approach: FC has been shown to support a change in practice for clinicians as described above including 

narrative consulting, holding risk, personalised care, and managing complex patients. Focused Care has been reported to help 

resilience in GPs and increase compassion, which in turn increases resilience 

• Mobilising the whole primary care team through clinical meeting (with access to clinical notes in support of patient care)

• Tracking patients building on Gold Standard Framework used in palliative care

• Taking failure to thrive approach developed in Paediatrics to hold risk, allow narrative and unpick complex interplay of factors

• Working on a household by household basis
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4.3 Primary Care
There are 43 GP practices operating in five primary care networks, aligned geographically across Oldham. Primary Care in Oldham 

has a substantive and diverse workforce of approximately 780 members of staff (WTE 598). It faces a myriad of challenges and these 

are summarised in the illustrations below:
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Our Priorities
In parallel with the development of Primary Care Networks (PCNs) our key priorities are: Quality, Access, Workforce and Digital. 

These are summarised below, with further detail provided on the following pages and in Appendix A.

Quality
We need to improve quality and 
reduce unwarranted variation so 
that our patients, the public and our 
professional colleagues across the 
health and care system are assured 
that primary care in Oldham is of good 
quality.

Access
We know that good access is not just 

about getting an appointment when 

patients need it, it is also about 

access to the right person, providing 

the right care, in the right place at 

the right time.

Digital
In Oldham we want to use digital 
technology to improve how people 
access the services they need, 
particularly to their GP, whilst making 
the best use of resources. Digital and 
other technologies have the potential 
to help with the better management 
of demand, create capacity in 
general practice, reduce 
bureaucracy and support localities to 
operate at scale.

Workforce
Our aim is to attract, retain and 

educate a skilled multi-professional 

workforce built around the needs of 

our population, who deliver good 

quality care in an environment where 

they are encouraged to continually 

improve.

Primary Care
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At the heart of the Oldham plan is the development of PNCs. These will be the building blocks around which our ICS will be designed and 

built. PCNs are groups of GP practices who will be working more closely together with other primary and community health and care services 

to provide integrated services to their local populations. Oldham will have five PCNs and they will be based around groups of neighbouring GP 

practices, serving populations of between 30,000 to 55,000 people, in general alignment with our current network arrangements.

The Networks will be small enough to provide personal care that is valued by both patients and GPs but large enough to enable deeper 

collaboration between practices and other providers in the local health & social care system.

They will provide a platform for providers of care being sustainable into the longer term. PCNs will help to integrate primary care with 

secondary and community services, and bridge the gap between general practice and the emerging ICS, bringing together health and care 

teams to deliver more integrated, person-centred services for individuals within local communities. 

PCNs have the potential to bring new benefits to patients and the 

communities that they live in.  In time this will mean that patients and the 

public will be able to access:

• Care at more convenient times, from 08:00 to 20:00, 7 days per week.

• An improved and broader and more integrated range of services than 

might have been feasible to have been provided in individual practices.  

These will be more proactive and targeted focusing on the wider health 

and care needs of populations, anticipating rising demand and high risk 

patients, offering coordinated care with an emphasis on primary 

prevention and self care.  They are likely to include services that 

previously may have been provided in a hospital setting.

• More ‘one-stop shop’ services where all of their needs can be met at the 

same time under one roof, including a larger range of primary care 

services to patients, involving a wider set of staff roles. For example 

access to Clinical Pharmacists and Social Prescribers.

• Appropriate referrals into other services including dental, pharmacy, 

eye health and community or voluntary services and Access to a more 

comprehensive and integrated set of services

GP practices will also benefit from being a part of a PCN.  

These benefits will include:

• a reduction in workload so that more time can be 

spent with patients;

• enhanced clinical capabilities of the workforce in 

primary care to become more attentive to patients and 

work together to provide additional services to their 

community;

• creating sustainability and stability within the Primary 

Care Network improving opportunities around 

workforce, workload and estates; and

• access to additional funding to accommodate an 

increasing workforce to deliver holistic treatment 

packages for patients.

A New Model of General Practice - A Move to PCNs
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How PCNs Fit Within the Oldham Health and Care System

Integrated Care System

1+M

Place 250k – 500k

Collection of Networks

Neighbourhood 30k – 50k

Primary Care Network

General Practice Based 
Team

Individual

Each person can access joined up, proactive and personalised care.

Practices continue to deliver core services, AND to collaborate with each 
other, health and social care teams and voluntary partners to provide 
coordinated care services.

General Practice as the foundation of a wider ICS, working in partnership 
with other health and care providers to collaboratively manage and provide 
integrated services to a defined population within a shared budget. 

PCNs bring together groups of practices and other community providers 
around a natural geography. They support multi disciplinary working to 
deliver joined up, local and holistic care for patients’ needs who require 
collaboration between service providers and long-term care coordination. 

At a borough level the collection of networks will be a critical  component of 
our vision for place based integration.  It will be the platform to provide the 
scale to develop and train a broad workforce, create shared operational 
systems and quality improvement approaches including use of locally owned 
data, support the delivery of collective back office functions to reduce waste 
and enhance efficiency, develop integrated unscheduled and elective care 
services for the whole population, and provide professional leadership and 
the ‘voice’ for general practice in the local health and care system.
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• Identify the number of PCNs 

required to cover Oldham based on 

current GP practices

• Appoint clinical directors to provide 

strategic direction and clinical 

leadership for PCNs.

• Establish management and 

governance structures

• Put in place data sharing 

agreements between all practices to 

provide holistic care for patients

• Initiate recruitment of PCN 

workforce - clinical pharmacists and 

social prescribers

• Establish extended hours Direct 

Enhanced Service (DES)

• Ensure appointments have parity 

with digital access to other general 

practice services, this includes 

offering online consultations and 

online bookable appointments. 

• Prepare for changes to Network 

contract DES in 20/21 and the 

implementation of the national 

service specifications

• Continue recruitment of PCN 

workforce - Recruitment of physician 

associates and first contact 

physiotherapists

• Understand the needs of local 

neighbourhoods to begin to inform 

current and future service planning 

to inform the PCN Development 

Plans

• Support PCNs to undertake priority 

setting

• Develop approach and model for 

risk stratification

• Implementation of the first 5 national 

service specifications as outlined in 

the 5yr framework for GP services:

‒ Structured Medications Review 

and Optimisation 

‒ Enhanced Health in Care Homes

‒ Anticipatory Care requirements 

for high need patients 

‒ Supporting early cancer 

diagnosis

‒ Delivery of the Comprehensive 

Model of Personalised Care

• Ongoing recruitment of the PCN 

workforce including community 

paramedics (2021/22)

• Supporting national initiatives through 

PCN development plans

• Care tailored to the needs of the local 

population and what matters to them

• Risk stratification tool is in place and 

proactively used to target 

interventions

• Implementation of the final 2 of the 

service specifications as outlined in 

the five-year framework for GP 

services:

‒ CVD prevention and diagnosis, 

better prevention, diagnosis and 

management of patients with CVD

‒ Tackling neighbourhood 

inequalities, a specification 

designed to support 

implementation of good practice in 

relation to specific inequalities 

2019/20 2020/21 2021 - 24

High Level Timeline for Establishing & Embedding PCNs
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Quality

We believe that good quality care should be safe, effective, person-centred, accessible, inclusive and deliver the best 

possible outcome for the individual. We need to improve quality and reduce unwarranted variation so that our patients, 

the public and our professional colleagues across the health and care system are assured that primary care in Oldham is of 

a good quality. 

The nine GM Primary Care Medical Standards 

Through their achievement these aim to transform the delivery of 

primary care to reduce unwarranted variation, adopt a more pro-

active approach to health improvement and early detection in order 

to improve health outcomes for our patient population. These are: 

1. Improving access to general practice 

2. Improving health outcomes for patients with mental illness 

3. Improving cancer survival rates and earlier diagnosis 

4. Ensuring a proactive approach to health improvement and early 

detection 

5. Improving the health and wellbeing of carers 

6. Improving outcomes for people with long-term conditions 

7. Embedding a culture of medication safety 

8. Improving outcomes in childhood asthma 

9. Proactive disease management to improve outcomes

Our aim is for all our practices to be rated as good or outstanding 

by CQC and to deliver consistent and equitable access to good 

quality  care. Over the next five years we will focus on:

• Working with local GP practices and Primary Care Networks  

as part of an agreed Quality Assurance Framework to :

• Ensure primary care medical services in Oldham are 

safe, and effective

• Strengthen relationships  with  our primary care 

colleagues  to better understand their challenges

• Share success and good practice 

• Provide support  where areas for improvement are 

identified

• Hold them to account for any poor performance

• Striving to improve outcomes for patients and to reduce 

variation in care as we continue to work towards delivery of 

the GM Primary Care Medical Standards .

• Monitoring, supporting and managing the performance of its 

member practices against their contractual requirements as 

part of a continuous practice visiting programme.  This will 

include national and locally agreed contracts that set baseline 

standards of the quality of service provided.

• We will adopt a proactive approach to the improvement in key 

areas through a local enhanced service ‘Primary Care Plus’. 

The expected outcomes of the scheme will be improved 

access, increasing prevalence and reducing exception 

reporting across a number of long term conditions, as well as 

improvements in appropriate prescribing of antibiotics and 

drugs of limited clinical value.
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Primary Care Access

We know that good access is not just about getting an appointment when patients need it, it is also about access to the 

right person, providing the right care, in the right place at the right time. 

Public satisfaction remains high, but in recent years patients 

have increasingly reported, through the GP Patient Survey, more 

difficulty in accessing services including a decline in good overall 

experience of making an appointment. This is in spite of a steady 

increase in the number of clinical appointments available 

between April 2018 and March 2019, with practices now offering 

more than 400 appointments per 1,000 patients.

The core provision for general practice is to be open Monday to 

Friday, 8am – 6:30pm. The CCG supports practices to close for 

half a day per month for training and development. A number of 

practices have delivered appointments outside of these hours, 

first under the extended hours DES and now via the PCN DES. 

This provision has been supplemented since 2016 by an 

extended access service, offering GP appointments to patients 

on an evening and at weekends.

All practices in Oldham are also offering same day access for 

children under the age of 5, where clinically appropriate, under 

the directive of a primary care enhanced scheme. Children are 

seen in a timely manner, providing an alternative to urgent care.

The focus for our workforce over the next five years includes:

• Improving access by continuing to offer nearly 8,000 minutes 

of pre-bookable extended access appointments via the 

Oldham 7-Day Access service  and ensuring that practices 

deliver 30 minutes of extended hours appointments with a 

primary care clinician per 1,000 population.

• Widening access to primary care by implementing digital 

solutions to make it easier for patients to see a primary 

care clinician. We are developing  a plan that will see online 

and video consultations rolled out to practices in 2019/20. 

• Developing new roles within networks, in accordance 

with the PCN DES, to improve access for patients by 

integrating physios, social prescribers and physicians 

associates into practice teams.

• Signposting training for staff and a connected, integrated 

system for health and care.  This will facilitate the flow of 

people to the right services, freeing up more appointments for 

those that require time with a practice clinician. 

• Improving communication and service promotion to 

ensure that patients are aware how they can access 

appointments and the appropriate service.

• Addressing inequalities in patients’ experience of access 

by improving patient engagement that will identify local 

evidence and inform resolute action.
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Oldham aims to attract, retain and educate a skilled multi-professional workforce built around the needs of our 

population, who deliver exceptional care in an environment where they are encouraged to continually improve.

Oldham CCG faces significant primary care workforce 

challenges that have the potential to adversely impact on 

the quality and sustainability of care delivery if not 

addressed. An analysis undertaken in 2017 identified that 

10% of Oldham GPs and more than 20% of practice nurses 

are over the age of 55. Vacancies for GP roles can take 

months to fill, and this leads to increased locum use in 

Oldham. The analysis concluded that Oldham needs to 

attract a minimum of 23 GPs per year to the locality to 

maintain the status quo and may need more than twice that 

figure to deliver transformation objectives. The figures for 

nurses are similar and there is also a shortage of trained 

Healthcare Assistants. Work is required to ensure that 

practices are able to create time and space to attract and 

develop new roles in primary care, taking advantage of the 

opportunities that have arisen from initiatives such as 

primary care networks and from new sources of funding.

In response to the challenges Oldham has mobilised a 

comprehensive programme of work (summary opposite).  

The objectives of the programmes are to:

• Analyse and evaluate current workforce and future needs

• Attract and retain the best primary care staff

• Develop new roles

• Train and develop existing staff to drive quality 

improvement

• Implement new ways of working to reduce bureaucracy

• Improve the quality of primary care delivery

• Develop a primary care career pathway

• Create a sustainable and efficient workforce

Expected Outcomes

• Increase number of salaried and partner GPs 

• Decrease number of locums working in Oldham 

• Increase number of practice nurses 

• Increase number of GP trainers

• Improve over-55s GP retention rate

• Increase number of Healthcare Assistants 

• Increase number of medical students choosing to work in Oldham

Primary Care Workforce
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National  Digital Transformation Requirements

• All GP practices enabled to provide functionality 

offered through the NHS App to 100% of the population 

and at least 25% appointments available for online 

booking by 31 July 2019.

• 100% 111 direct booking into extended access 

services. Increasing percentage of appropriate patients 

triaged by NHS111 receiving a face-to-face 

appointment to greater than 40% by 31 March 2020

Patients have online access to a clinical consultation 

with their GP practice.

• By March 2020, 75% of practices to offer online 

consultations to their patients and by April 2021 

offering video consultations.

• All practices have up-to-date and informative online 

presence by April 2020.

• NHS to offer a ‘Digital First’ option, with all patients 

having the right to digital-first primary care, including 

web and video consultations, by April 2021.

Digitally Enabled Primary Care

Our Digital Successes So Far

• Implementation of EMIS Enterprise capability within the 

PCN’s

• The Royal Oldham Hospital went live with EMIS Web 

to support clinical streaming at the front door of A&E 

and a new Urgent Treatment Centre model of care.

We know that the use of digital and other technologies will be a key enabler for our future model of care. Our key priorities in the digital space 

over the period of this plan focus on data sharing and interoperability and digitally enabling general practice.

Data Sharing and Interoperability 

Sharing of records between providers will facilitate better, more co-ordinated care 

across organisations to tackle multiple and often complex needs.  If we can get 

the fundamentals of interoperability right, we will have the foundations in place to 

deliver against our ambitions to transform primary care. We will:

• Work with PCNs to ensure that GP Practices utilise Graphnet Care to have 

access to the full health and care record for their patients. 

• In time, build on this and initiate campaign with GP practices to enable patients 

to have online access to their records via the NHSApp or EMIS Patient 

Access.

• Support the PCN’s by using EMIS Enterprise to enable GP Extended Access.

• Provide the PCN’s with population based insight and intelligence to enable the 

PCN’s to support outcome based service redesign

Digitally Enabled General Practice

The use of technology is being used more to conduct consultations as an 

alternative to face to face appointments. We want to make the most of 

opportunities to improve people’s access to advice and treatment through 

technology, such as online, real-time video consultation with a GP. Remote 

consultations pilots have taken place in Oldham, enabling patients to talk to a GP 

at times and locations convenient to them. We will: 

• build on this work and  initiate a phased roll-out of video consultations and on-

line consultations.

• continuously support practices to increase the number of patients using online 

services to reduce the burden on them in relation to appointment booking, 

issuing prescriptions for repeat medication, and using electronic repeat 

dispensing.

In Oldham we want to use digital technology to improve how people access the services they need, particularly to their GP, 

whilst making the best use of resources. Digital and other technologies have the potential to help with the better management of 

demand, create capacity in general practice, reduce bureaucracy and support localities to operate at scale.
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4.4 Community Health & Social Care

National Context 
The national position on health and social care is a commitment to the 

provision of person-centred integrated care that brings together health 

and social care to provide more joined up care. It aims to ensure that 

people get high-quality care and support, that is delivered at home and 

within their chosen communities where possible. For people who need 

both good quality health and social care support integration means they 

only have to tell their story once in order to receive the support they need. 

Key national priorities that services are required to respond to include:

• The NHS LTP, specifically those elements relating to children and 

young people, mental health, learning disability and community 

health services;

• The statutory requirements of the local authority, including the 

delivery vehicle of the Care Act 2014, the Children Act 1989, Mental 

Capacity Act 2005, Health and Social Care Act 2012  and the Mental 

Health Act 1983;

• Continued implementation of revised government guidance, including 

Liberty Protection Safeguards, caselaw and evolving policy, for 

example, the revised social care policy as set out in the Queens 

speech (October 2019).

GM Context 
The GMHSCP and the Associations of Directors of Adult and Children’s 

Social Services work together in Manchester and have developed a 

transformation programme for social care and health related services. 

The Community Health and Social Care Service is responsible of the 

implementation of the plans in Oldham.

Oldham is the lead locality for GM on the development and 

implementation of  the GM learning disability strategy and is also 

responsible for working as a key stakeholder in the delivery of a range of 

other GM and national policy requirements including Urgent Care, Living 

Well at Home and Neurotherapy.

Oldham Context
The Community Health and Social Care Service brings together four key 

organisations, as an alliance, working as one service delivery vehicle and 

as part of the overall integrated model in Oldham built around primary 

care networks. The key aim is to bring together all community health and 

social care services under one leadership umbrella, so as to create the 

operating environment to stimulate creative and efficient service delivery 

to care for local communities. This joined up way of working means that 

there will be a better experience for people and, in the longer term, real 

improvements to their health and wellbeing. 

Oldham Cares aims to create a place where improved health and 

wellbeing is experienced by all, and where the health and wellbeing gap is 

reducing. The plan to achieve this includes all of our workforce helping us 

to support people to be more in control of their lives; design and deliver a 

health and social care system that is geared towards wellbeing and the 

prevention of ill health; enable people to access health services at home 

and in the community and design and provide social care that works with 

health and voluntary services to support people to look after themselves 

and each other. 

GM model of Living Well at Home
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1. Community Health & Adult Social Care (CHASC)
The service has two distinct elements of operation:

(i) The commissioning responsibilities for ensuring all statutory requirements of the local authority including market shaping are implemented. 

Commissioning forms part of the developing strategic commissioning function with the local authority and local NHS CCG; and

(ii) The leadership and operation of all the adult community health and statutory social care services operating in Oldham, bringing together the 

delivery functions of Oldham Council’s Adult Social Care; Oldham Care Organisation community adult health services and MioCare working 

along with a number of other independent providers including Pennine Care NHS Foundation Trust to deliver Mental Health and Learning 

Disability services.

The aligned operating model ensures that the service is a significant contributor to realising the vision for the wider health and care system in 

Oldham. It is evolving a target operating model able to dovetail with other stakeholders working across the system. It is therefore essential that 

the health and social care models employed by the service are focussed on wellbeing and prevention, enabling people to regain independence 

whilst targeting long-term support at those people with the most complex needs. 

Community Health and Social Care 2018 - 2019 (Snapshot)

243,128 Integrated Health Teams and Out of Hours District 

Nursing Contacts

9,048 Contacts for support by Carers

5,973 First Contacts Adult Social Care

3,196 Adults receiving a commissioned service Adult Social 

Care 

1,824 Residential and nursing care contracts

2,147 Helpline and Response Ambulance Avoidance

330 Adult Safeguarding Enquiries completed

206 Crisis Intervention Service (72 hours of care)

Performance in Oldham
Challenges in Oldham
There are a number of specific 

challenges that will impact on the 

provision of health and social care 

going forward and forms part of our 

service planning. The ongoing growth 

in population and specific growth in 

the ageing Black, Asian and minority 

ethnic (BAME) population is expected 

to significantly impact on the 

provision of services. The current 

financial situation including high 

levels of deprivation and reliance on 

temporary funding are also significant 

challenges.

Growing 
Population

10,000 increase 
2017-2025

Ageing 
Population

Increase 11.8% in 
over 65s by 2017-

25

Ageing BAME 
Population

Increase of 72% 
in over 65s by 

2017-25

Increasing 
numbers and 
complexity 

Transitions
Transforming 

Care

Impact of 
deprivation and 
health baseline

Time needed to 
see change

Temporary 
funding

Since the publication of the last locality plan there has been a greater focus on bringing together adult health and care services. To reflect this, the 

chapter is split into two sections:

Section 1: Summarises progress towards integration for adult community health and social care and the proposed next phases. 

Section 2: Provides an overview of  progress made since the mobilisation of the Children and Young People’s Programme, with a specific focus on 

community health and social care.  Broader progress against this programme is reflected in the other chapters in this plan. For example, the Right Start 

model is covered within the Early Intervention chapter.
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Colocation 
of social 

work, 
nursing and 

therapy

Geographic 
alignment 

with 
primary 

care

Integrated 
leadership

Joint health & 
social care 

commissioning

Operational 
reform

Joint 
urgent 

response 
and 

helpline

Integrated 
residential 

enablement 
referral

Connectivity

Based around an integrated leadership model, 

CHASC has significantly developed its provision of 

integrated and co-located services across Oldham 

over recent years.

Focusing on ensuring that people receive the right 

support, at the right time as close to home as possible. 

We are already seeing the benefits of improved 

communications, swifter response times, reduced 

duplication and  a greater understanding of the 

systems and processes used across the different 

organisations to support staff and Oldham residents.

The CHASC Journey so far

Integration

The integration model is one based on an alliance where resources are deployed to the model regardless of employing organisation. There 

are two phases of bringing together the stakeholders with the evolving CHASC model. The first phase of the integration for the Community 

Service was put in place to align and develop community health and adult social care services in Oldham. This aimed to bring together a 

number of services provided by MioCare Group, Adult Social Care (Oldham Council), the Oldham Care Organisation community adult health 

services and Pennine Care Foundation Trust. This includes over 70 services, delivered by over 1,300 staff, with a budget of over £100m.

The ongoing approach will seek to enhance the first phase of integration, which sought to co-locate frontline practitioners from health and 

social care into geographical cluster-based models of working, alongside a centralised Integrated Therapy Hub. 

Safeguarding

Safeguarding is the core focus in the design and delivery of all community health and adult social care services. The Community Service is the 

delivery vehicle for the operation of strategic and operational safeguarding in Oldham ensuring that the proactive and response to protecting 

adults at risk is central to everything we do. In Oldham, a full review of the service was concluded in 2019 and 22 recommendations for 

continued improvement form the part of a revised work plan currently being implemented. The Care Act 2014 sets out a clear legal framework 

for how local authorities and other parts of the system should protect adults at risk of abuse or neglect.
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Integration Success Stories

Community Enablement

S was admitted to hospital with meningitis. She was in a 

coma for 7 weeks and then spent a number of months 

on a high dependency ward during which she lost both 

the ability to walk and to eat.

When she was ready to leave hospital a referral was 

made to the Community Reablement Team. In early 

2019 the Community Reablement Team co-located with 

the Rapid Care Assessment Team. 

After receiving the referral, the Community Reablement 

Worker asked a Physiotherapist colleague from the 

Rapid Care Assessment Team to visit S to do a joint 

assessment. Before co-location the Community 

Reablement Worker would have had to make a request 

for Physiotherapy support to the Community Team 

which could take weeks to arrange.

The two workers visited S who had returned home to 

live with her husband and started work to provide 

support and get her mobilised. Initially a transfer aid was 

put in to help S while the workers continued to support 

her. 

Within two days S was able to get around with the help 

of a frame and ongoing support from the team. Within 

five days she was able to move around her home using 

elbow crutches. Her exercise and care plans were then 

handed over to the Reablement Team. Within five 

weeks of her first contact S was fully reabled and 

discharged from the team with no other support required 

going forward.

Learning Disability & Autism Integration

T is 40 and he has severe autism and a severe learning 

disability in addition to other physical and mental health 

conditions. 

He was living away from Oldham for 14 months in a 

specialist unit. T regularly shows signs of challenging 

behaviours including physical aggression towards 

himself and others.

Following an intensive 10 month multi-agency planning 

process, T has now been able to return home with 

support.  Adaptations have been made to the property 

to accommodate his independent living space in the 

family home.

His family live upstairs in the house and are now able to 

see him every day. He receives specialist support from 

a local care provider throughout the day and from his 

family at night. 

The ability to support T to return home has been wholly 

reliant on the commitment of the multi-agency team, 

including social work, social care, specialist allied health 

workers to collaborate in developing a shared model of 

care with the specialist support provider and his family. 

This care model is unique in providing 24-hour support 

to such a complex individual within the family home. 

Crisis Support

F was found on the floor after a fall by her daughter. 

Due to her dementia she hadn’t remembered to press 

her Helpline alarm. 111 were contacted. The Helpline 

Team arrived to lift F from the floor, followed by the on-

call GP. The nurse at 111 also agreed with F’s daughter 

to contact the social work team.

A follow up visit from the Crisis Team on Sunday 

evening resulted in 72-hours of crisis care being put in 

place. 

A visit from the Care Assessor put in place future care 

arrangements, involving the pharmacist regarding 

medication issues.

F’s daughter says the integration of teams has made a 

huge difference, reducing stress levels and improving 

their relationship which was at crisis point. 

She said: ‘I have to commend those involved in the 

service myself and my mum received. The individuals 

showed compassion, understanding and provided 

solutions to a difficult situation.’

The boxes below provide a sample of our integration success stories.
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CHASC Moving Forward

Vision
CHASC combines a range of skills and knowledge as part of an integrated place-based 

model to enable people to maximise their independence and receive timely, safe, person-

centred care as close to home as possible

A New Operating Model
The target operating model has five core 

components to enable transformation of health 

and social care services:

• Accessing Community Services

• Prevention and resident engagement

• Short-term recovery and enablement

• Strength-based support and commissioned 

care (short-term)

• Strength-based support and commissioned 

care (medium to longer-term)

The model is underpinned by a clear vision and 

strategic objectives for Community Services.  

With an emphasis on clinical and professional 

practice quality oversight, commissioning, 

business infrastructure and enabling support 

services; which form the key supporting 

components of the pathway. 

The new Community Service Operating Model 

further enhances the geographical model 

implemented as part of integrating community 

services and leads to teams and management 

structures being redesigned along the care 

pathway. This, combined with the cultural shift of 

the workforce to a strengths-based and 

community-network approach being used in all 

interactions, will seek to increase resident 

independence and resilience, whilst reducing the 

demand for long-term care and support.  An 

emphasis will be placed on transition cases and 

the implications for residents who are already in 

receipt of support; to manage expectations.
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High Level Stages for Phase 1 of the CHASC Model

Agreement of the new 

operating model pathway 

and core components 

including mapping 

service components, 

teams and 

responsibilities.

Identification of the 

project streams for the 

implementation phase 

and formal sign off.

Implementation of the 

new service structure to 

achieve the target 

operating model.

This will include 

consideration of the 

refinement of processes, 

systems and new ways of 

working.  

Implementation of 

diagnostic assessments 

and reporting 

arrangements to inform 

the evaluation stage.

Embedding the new 
transitional plans to 
achieve the target 
operating model.

This includes formal staff 
consultation and the 
development of 
supporting infrastructure 
aligned to prevention and 
strength-based 
approaches and 
principles.

Review implementation 

of the target operating 

model against the 

previously defined 

programme benefits from 

the design stage.

Evaluate performance 

and the diagnostic 

position.

Design Implementation Delivery Evaluation
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2. Community Health & Children’s Social Care 

The previous plan focussed on Oldham having a Starting Well: Early Years, children & 

young people programme that would transform the way we support parents and families 

to give our children the best start in life. Early years was identified by Sir Michael Marmot 

as the highest priority area of action to reduce health and social inequalities. 

Considerable effort has been employed in developing this area of work however we 

continue to have a number of health and wellbeing challenges facing our children and 

young people, in particular poor oral health and high rates of obesity. 

Core transformation programmes: Rightstart (Early Years), Early Help (prevention and 

early intervention) and Integrated youth provision (targeted and universal offer to young 

people in one place) have provided strong foundations to address the ambition for children 

to thrive.

There has been concerted effort in embedding the early years integrated offer through the 

Rightstart model. As a result it has seen the greatest improvements in ‘Good Level of 

Development’ indicators in GM. However, there still remains considerable variation in 

early education outcomes between groups of children and across the borough. The 

success of Early Help is under review to further strengthen the early intervention offer to 

children and families as is the integrated offer to young people.

The Children and Young People Health and Wellbeing Framework for GM 2018 sets out 

the next phase of transformation to give every child the opportunity to exceed their 

potential with improved health being the key to achieving this ambition. 

There are 10 agreed objectives split into 3 waves. Over the next 4 years the first 3 

objectives will be worked on: improving the health of under 5’s, improving access to 

mental health services and reducing unnecessary hospital attendances and admissions 

particularly for those with long-term conditions.

In addition, Oldham is also focussing on strengthening clinical pathways, reducing 

avoidable admissions and connecting care across the whole system, community, primary 

care and acute services.

GM Children’s Health and Wellbeing Objectives
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Implementation of the Multi-Agency Safeguarding Hub (MASH). This is Oldham’s first point of contact for: safeguarding referrals to protect 

children, young people or adults from harm, abuse or neglect; care and support services which help individuals or families to meet their long-term 

needs; access to the Early Help Service and mental health support. The hub aims to prevent or delay needs becoming more serious, help people 

to lead independent lives and reduce dependence on public services. MASH is made up of a range of public sector organisations. Where there is 

a concern, these organisations share information to decide the most appropriate intervention to prevent harm to the person. This gives a full 

understanding of the situation so that we are able to respond quickly and effectively.

MASH

The trauma checklist measures the severity of post-traumatic stress and related symptoms such as anxiety, depression, anger or dissociation in 

children who have experienced traumatic events. This has supported young people to voice their experience and the impact of past trauma, how 

they are currently feeling and provides clinical intervention where young people are at risk of serious harm to promote their wellbeing and 

supported young people to access mental health provision.  It has hugely improved professional understanding of individual behaviours including 

violent offending and has supported community based sentencing recommendations. It has positively influenced planning for Multi Agency Public 

Protection Arrangements that has resulted in protecting actual and potential victims.  This is now an established part of the youth justice 

assessment. 

Trauma Informed Response

Implementation of Oldham’s Early Years Better Communication Strategy since 2016 has resulted in improvement in practitioner knowledge and 

skills to support speech, language and communication needs, improved practice and improved outcomes in communication and language.  This 

has contributed to an overall improvement in the, “good level of development” national indicator for Early Years. 

Speech Language and Communication

Substantial progress has been made to reduce the number of our children who are looked after over the past 12 months. Through improved 

auditing as part of the Quality Assurance and Performance work, The Short-Term Investment Programme and increased management oversight, 

Oldham is now below statutory neighbours in regard to the numbers of Children Looked After. The September 2019 figures demonstrate 

consistency in numbers. These are being reviewed to ensure that the right numbers of children are in receipt of social care services.

Through short term investment, workforce optimisation, and improved management practice, social workers have seen their caseloads decrease 

across the service. Throughout the year caseloads have reduced substantially by over 40% for the number of social workers with over 21 cases 

and those holding more than 30 cases from nearly half of all social workers to 5. With the full roll out of the new operating model this position will 

continue to improve with 0% caseloads over 30.

Looked After Children & Children on Child Protection Plans

Children and Young People’s Successes Since the Last Plan
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The Challenges Facing Children’s Community Health and Social Care

Speech and Language Therapy

The percentage of children achieving age related expectations in 

Communication and Language is improving, however this is not 

increasing in line with the national average. Further work is needed 

to review and embed the Early Years Better Communication 

Strategy  including associated pathways and services. 

Waiting times are in excess of 18 weeks with the exception of 

SEND education, health and care plan requests. The Care Quality 

Commission recommends that waits should be no longer than 12 

weeks to ensure maximum impact of the intervention and improved 

outcomes for the child. There are proven lifelong benefits to 

improving children’s early language and communication skills. 

Short term funding is in place to reduce the waiting times.

Audiology Services

Historically waiting times for children aged 0-5 years have been 10-

12 months. Pennine Care funded a waiting list initiative to resolve 

this problem to achieve a waiting time of 6-8 weeks. Since the 

transfer from Pennine Care to Salford Royal the initiative has 

ceased and waits are back up to 12 weeks. 

The service has seen a 43% increase in requests for Education 

Health and Care Plans (EHCP). This is because all children going 

through the process now require an audiology screen whereas 

previously this was not a requirement.  Routine screening of 

children at reception age is delayed by 1 year.  This is due to lack 

of capacity in the service. A wider review is ongoing working with 

the provider to mitigate risks. 

Number of Children with Autistic Spectrum Condition

There is an increasing number of Children and young people with 

Autistic Spectrum Condition (ASC). Pupils with ASC recorded on 

their Education Health and Care plan has increased from by 74% 

from 2015 to 2019. The number of pupils receiving Special 

Education Needs support with ASC identified has risen from 239 

pupils in 2015 to 323 in 2019, an increase of 35%. The above 

figures indicate a collective increase across pupils with ASD of 

110%.  This will cause a significant pressure on social care, 

paediatric and therapy services. 

As evidenced in the refreshed Special Educational Needs and 

Disabilities ((SEND) Joint Strategic Needs Assessment, the most 

complex ASD children and young people are often neuro-diverse 

i.e. often they have diversity such as ADHD, dyspraxia and 

dyslexia.  We need to develop neuro-diverse pathways for 

assessment, intervention and support across the life course.

Paediatric Dietetic Services

Demand for the service has increased, with an emphasis on 

children with complex needs and neonates. There are significant 

pressures on the service due to the lack of capacity and level of 

complexity resulting in challenges in meeting the urgent and routine 

referral targets and the provision of home visits. There is an 

increasing clinical risk.

The following section provides a sample of the main challenges facing children's community health and care social care.  

81



4. Improving

Outcomes
3. Core Themes1. Introduction

2. Vision and 

Approach

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

Due to the increasing demand for education health and care plans, 

it has become apparent that there are gaps in paediatric medical 

and therapy service provision.  This directly impacting on children 

receiving timely assessments, interventions and equipment. 

EHCPs last a great number of years so further assessment may be 

needed as a part of the annual review process.

Abuse and Neglect

82

Neglected children often have some of the poorest life chances. 

Early assessment and intervention is imperative to reduce and 

prevent harm. Neglect has been highlighted as an issue in a 

number of Serious Case Reviews in Oldham. Public Health is 

leading on the development of an Oldham Neglect Strategy and we 

are in the process of mapping the scale of the issue, evaluating the 

effectiveness of the neglect toolkit and guidance. The 

Safeguarding Partnership will also be leading the creation of a 

multi-agency Neglect Strategy for Oldham. 

Neglect is one of the main reasons which lead to children being 

placed on a Child in Need Plan, Child Protection Plan or becoming 

a Looked After Child. Currently there are 1846 children and young 

people known to Children’s Social Care and Early Help in 

Oldham. This figure includes 291 children on a Child Protection 

Plan and 517 Children Looked After. 23% of cases referred into 

Children’s Social Care and Early Help have been for neglect.

Children’s Community Paediatric Services



4. Improving

Outcomes
3. Core Themes1. Introduction

2. Vision and 

Approach

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

83

Transformation Priorities Parent-Mediated Social Communication Therapy for Young 

Children with Autism (PACT)

This is a programme of treatment which focuses on the parents. Its aim is 

to enhance the parent-child communication in autism and the social and 

language development of the child. The approach aims to help parents 

adapt their communication style to their child's impairments and respond 

to their child with enhanced sensitivity and responsiveness. In Oldham the 

pilot will begin with two specialists completing the training, and delivering 

interventions in both educational and community paediatrics settings.

Trauma Informed Response

Following a successful pilot of the Trauma Checklist in the Youth Justice 

Service it is planned to be piloted with Oldham’s Children who are looked 

after from January 2020. In completing the Trauma Checklist, this will 

help professionals provide trauma informed care to individual children and 

should result in better long-term outcomes to the looked after population 

within Oldham. 

ICON

The Safeguarding Partnership are implementing a programme called 

ICON that focuses on prevention of abusive head trauma to babies. The 

programme adopts an educational approach with parents to teach them 

about coping with infant crying and when to seek help to reduce the risk of 

harm to babies as a result of shaking. The training for professionals will 

be delivered over the next 12months to enable them to deliver the 

intervention to all parents and carers during key contacts in the antenatal, 

postnatal period up until 6 months of age. 

The following provides an overview of current and planned 

programmes that focus on transforming children’s services over the 

next 12 -18 months.

Children’s Community Paediatric Services

Medical, nursing, allied health professionals and equipment is under 

review as current risks, impact and mitigations are being identified and 

discussions with providers is ongoing to improve the position.

Signs of Safety

This is an evidence based programme that is being implemented across 

the Children’s workforce. It is a child protection strengths based model 

that is grounded in partnership and collaboration. Signs of Safety is used 

to help children and young people talk about things that go well in their 

family as well as things that worry them. We try to use different methods 

to help children tell us how we can keep them safe. To date, it has been 

embedded in all Child Protection Conferences. In order to promote further 

workforce confidence in using the framework, mock conference training 

has been delivered. 

Diabetes

Due to the increase in confirmed diagnoses of type 1 diabetes, the 

paediatric diabetes team based at Royal Oldham Hospital are focusing 

their attention on early intervention. The team aim to completely 

modernise the offer of educational training and support to health, social 

care and educational providers caring for children and young people with 

diabetes. The aim of this is to empower professionals to confidently 

manage children and young peoples’ needs whilst in their care and 

provide opportunities for collaboration and networking with regards to 

health and wellbeing.

Housing Support for Care Leavers

Our priority is to secure sufficient suitable and semi-independent 

accommodation with support and emergency accommodation that can be 

accessed ‘on the day’ if necessary, to support the increasing numbers of 

young people moving from the care system into independence.

In parallel with delivering these discrete programmes of 

work, there will be a concerted effort over the next five 

years to design an integrated model of care for Children’s 

Services.  The first step in this process will be to develop a 

structured approach with a supporting detailed plan.  This 

will take place over the next six months.
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With advancement in identification, diagnostics and treatment of mental 

health conditions, as well as equality legislation and public awareness 

and understanding; there is a significant increase in demand for mental 

health and learning disability services. Mental health problems represent 

the largest single cause of disability in the UK, and suicide is now the 

leading cause of death for men aged 15-49. One in four adults and one in 

ten children experience mental illness, and many more of us know and 

care for people who do. (Statistics Source: NHSE) 

Physical and mental health are closely connected: there is “no health 

without mental health”. Good mental health is also vital to achieving 

sustainable economic growth, improving educational attainment, 

productivity and employment rates, reducing dependency on welfare 

benefits, and reducing crime and antisocial behaviour. 

We know that mental health is a continuum. Our friends, family, 

occupation, community networks, housing and education can act as 

protective factors against deterioration of mental health. Conversely, 

family history, family breakdown, unemployment and poverty, insecure 

housing, poor educational attainment, difficult experiences in childhood 

such as abuse or neglect, and weak social networks are all strongly 

associated with an increased risk of mental health difficulties.

We are committed to tackling mental health for people of all ages with the 

same energy and priority as we have tackled physical illness, delivering 

parity of esteem in line with the Five Year Forward View for Mental 

Health, tackling the persisting stigma around mental illness and learning 

disabilities.

We also recognise the importance of appropriate housing for people with 

mental health problems. Our priority is to provide high quality, varied 

and flexible supported housing solutions that enable people to step 

up and step down; adjusting to their changing health needs and with 

a focus on rehabilitation and improvement. This includes solutions for 

people living in mainstream housing with family or friends, providing 

As a health and care system we are committed to developing and 

delivering a long term Mental Health strategy that encompasses the 

priorities identified in the NHS LTP and Mental Health (MH) 

Implementation Plan, as well as supporting fully integrated working 

through the ICP. 

Delivery of a long term MH Strategy in Oldham will be supported by an

investment programme in line with the MH Investment Standard.  This will 

be achieved by reinvestment opportunities from efficiencies made in 

areas such as reduction in out of area placements, and by exploring 

innovative approaches to mental health delivery that build on existing 

transformation schemes implemented over the last 12 - 18 months. The 

MH strategy for Oldham is built on joint commissioning principles from the 

outset. 

We are already in the process of delivering a number of LTP objectives, 

with others planned to be delivered over the period of 2019-24. We aim to 

address key themes beyond individual objectives/programmes by 

prioritising the agenda of prevention, early help, crisis, community and 

specialist provision. This will include:

• Ensuring seamless transition from children to adult services, provision 

for 18 – 25 year olds with an emphasis on delivery through schools 

and colleges and enhancing the offer for 16 – 18 year olds.

• Ensuring that Children Looked After and those in aftercare services 

routinely access lower level/early help mental health services and are 

referred to Healthy Young Minds for specialist support where 

appropriate. This will include work to educate practitioners in using and 

being confident in implementing a graduated response for Children 

Looked After with mental health issues.

4.5 Mental Health
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National/GM Policy, Legislation, 

Regulations and Standards 

Five Year Forward View for MH/

Operational Planning Guidance/

GM MH and Wellbeing Strategy:

- IAPT standards for access, recovery 

and waiting times

- Physical health checks and Severe 

Mental Illness

- Access and NICE compliance for EIP

- Access for CYP and ED

- NICE concordat perinatal MH services

- Core fidelity Crisis Resolution and 

Home Treatment Team

- and 24/7 crisis response

- Core 24 Liaison MH

- Elimination of OAPs for adult acute 

MH

- Increased access to IPS services

- Dementia diagnosis rate and post-

diagnosis standards

- Suicide prevention plans and reduction

- Workforce and employment support

Principles: Prevention, Access, 

Integration Sustainability

Right Care

NICE Quality Standards

Mental Health Act

Adult Social Care Outcomes 

Framework

Dementia United

GM Common Standards for Population 

Health

Local Transformation Landscape

MH Transformation Locality Schemes

- Psychological Medicine in Primary Care

- Community Liaison MH for Older Adults

- Expansion of Crisis Safe Haven

- Core 24 Liaison Mental Health

- Crisis Care transformation funding

- New offer into the Street homeless project to 

support assessment of mental health needs 

Children's and Adolescent MH Local 

Transformation Plan

- Community Based eating Disorders

- Implement I-Thrive stepped care model

- In-reach/Out-reach review

- Improving IAPT training initiative

- Psychological Wellbeing Practitioner

- Perinatal offer - targeted support & intervention 

for those parents identified in need during the 

antenatal period, including infants up to age 2yrs 

(GM Standard for Parent Infant MH services)

Niche Clinically Optimised Model

- Remodelled services for adult community MH 

teams, crisis and acute pathways

Delivery of MH Services around PCNs

- Integration and alignment with clusters e.g. 

IAPT, CMHT/secondary care

- Link to Thriving Communities

Joint Commissioning Approach including 

- Strategy with clear links to housing, employment, 

social care

- Joint contracts/pooled budget

MH Outcomes in Oldham

MH Outcomes Framework

To be determined through outcome 

framework development, will likely 

include focus on:

- Clinical effectiveness (wellbeing, 

recovery, quality of life)

- Clinical effectiveness (physical 

health)

- Patient experience

- Access

- Efficiency

- Safety

Implementation of IAPT 

Outcomes Framework

Identification of Cross-Cutting 

Outcomes

- e.g. LTCs, Urgent Care, Social 

Care

Dementia Strategy Outcomes

To be determined through strategy 

development focus on life cycle:

- Preventing well

- Diagnosing well

- Supporting well

- Living well

- Dying well

Early Help Offer Outcomes e.g. 

Improve mental health and well-

being of individuals within 

households

Putting Oldham’s Mental Health in Context

85



4. Improving

Outcomes
3. Core Themes1. Introduction

2. Vision and 

Approach

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

• Implemented a Psychological Medicine in Primary Care.  

The service is mobilised in two clusters, delivering integrated 

physical and mental health care to improve the quality of care 

for highly distressed, resource-intensive patients with complex 

mental and physical health problems who fall through gaps in 

existing services.

• Mobilised Community Liaison MH Support for Older Adults.  

This provides additional specialist clinical input and support 

alongside social care teams to reduce unnecessary A&E 

attendances, non-elective hospital admissions and transfers to 

long-term residential care.

• A single point of access for young people for emotional 
wellbeing difficulties has been up and running since July 

2016  (in the Multi-agency Safeguarding Hub). This has led to 

their needs being met by the right service and in a timely 

fashion. It has also improved joined up working with the 

partnership. 

• Implemented a Crisis Safe Haven service at the Royal 

Oldham Hospital site (6pm to 9am, 5 nights a week).  This 

supports people who may experience a mental health crisis, 

either known to secondary care services or referred by liaison 

MH team following presentation at A&E.

• Delivering ‘Core 24’ Liaison MH in ROH: Expanded the liaison 

MH provision in A&E and on adult wards 24/7.

• Invested in Increasing Access to Psychological Therapies 

(IAPT) and Early Intervention in Psychosis (EIP) to support 

delivery of the 2019/20 5YFV for MH National Standards.  This 

included the commencement of a ‘digital therapy’ option for 

people accessing IAPT.

• Reduced the number of out of area placements for adult 

the acute mental health hospital.

• Mentally healthy schools – Embedding the Whole School 

Approach to Emotional Health and Mental Wellbeing. The 

mental wellbeing team are supporting schools to tackle mental 

wellbeing in a more holistic approach helping them to embed 

universal support for ALL pupils.  Over a 100 settings have 

actively engaged in delivering the framework with a significant 

number of school staff actively engaging through the survey. A 

more targeted approach will be  taken with the remaining 

schools that are yet to participate. 

• Established a MH Programme Board strategy for Oldham

and monitor performance and delivery of transformation 

schemes.

Progress and Successes Since the Last Plan

Since the publication of the last plan, good progress has made in improving mental health outcomes of all ages and in tackling the wider 

determinants of mental health. Significant effort has been exerted in adopting a place-based whole system approach to integrated 

commissioning and provision.  This has enabled extensive service redesign and reinvestment of resources from areas of low volume and high 

cost to areas of high volume and low cost, as well as identifying and addressing inefficient/low value services and care pathways. Below we 

have provided a sample of our key successes. These successes are accompanied by two patient stories to bring what has been achieved to 

life.
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Significant progress has been made on integrating 

commissioning for mental health and Learning Disabilities. 

• Following co-location of the health and social care 

commissioning functions in April 2018, joint work has been 

ongoing in relation to the areas of activity identified in the 

section 75 arrangements: Learning Disability; Mental health; 

Care home and care at home commissioning;  Dementia; 

Continuing Health care; and Safeguarding strategy and policy 

work.

• A number of specific strategies are also in place or in 

development that identify current and future demand, and inform 

future commissioning plans. For example: autism strategy; 

learning disability strategy; dementia strategy; assistive 

technology strategy; mental health strategy; and a supported 

housing strategy. Each of these areas has its own work 

plan/steering groups and priorities. 

• In addition to commissioning activity and strategy development, 

teams have been realigned to ensure more joined up 

working and leadership: e.g.  Redesign of the Complex Care 

Team structure and implementation of an improvement plan, 

which includes closer working with integrated community health 

and social care teams and Integration of the Adult Social Care 

and CCG Quality Teams under single line management 

arrangements.

Development of a Patient Flow Hub within Royal Oldham 

Hospital, providing an improved bed management process 

supporting reduction in Delayed Transfers of Care.

• Presented to the Emergency Department having been for a 
walk with his dog - whilst out he had a strong impulse to hang 
himself or drop a weight bar from his home gym on his neck. 

• Mr C was fully assessed by GM Liaison MH Team. Admission was 

considered however the Crisis Resolution and Home Treatment 

Team (CRHT) were contacted, the risk assessment discussed and 

it was agreed that he could be safely managed by the CRHT at 

home. Mr C was able to be given assurances that he could 

maintain his safety. Mr C was seen at home later that day by the 

CRHT team and given an appointment with a senior practitioner the 

following morning.

• Mr C was very distressed, very tearful and overwhelmed that what 

he was feeling. He didn’t understand how this could happen to him. 

He was unsure as to why a man who had everything that he ever 

wanted, a good job, a good home, a loving family could have 

thoughts of wanting to end his life.  He was unsure if he would be 

able to keep himself safe, but willing to fully engage. 

• Mr C was treated intensively at home for a short period of time.  He 

was reviewed by the medical team and treatment was commenced 

for depression and anxiety. With education, support, advice, 

treatment, continual risk management and a structured plan of care 

in the community he is on the way to a full recovery. 

• He and his family have been truly thankful for the care that they all 

received from the Crisis Resolution and Home Treatment Team 

(CRHTT). When fully recovered, Mr C would like to support others 

in his local community, based on his own experience, who are also 

experiencing mental health difficulties and distress.

Mr C: A 45 year old man born and raised in Oldham.  

Employed, family man with large social network, well liked 

and highly regarded in the area he lives by family and friends.  

Crisis Response Team Patient Story
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Care Plan - Interventions in place providing the opportunity to talk 
about emotions, develop positive coping strategies and educate 
her about diagnosis and symptoms. We monitored her mental 
state, symptoms, response to treatment and any on-going risks. A 
Risk Management Plan was developed. A referral was made to 
the eating disorder service. We ensured Emma had knowledge of 
the crisis pathway and out of hours services. (HTT, MH Liaison, 
Emergency Duty Team). Advice and support was  provided to her 
husband.  We liaised with and supported attendance with 
Consultant Psychiatrist outpatients. A reduction in mood reduced 
her ability to engage in protective activities such as walking and 
work. Her support worker assisted re-engagement.

She developed an understanding of moods and coping strategies. 
Improved medication treatment. Volunteering and Placement 
officer engaged her in volunteering work and referred to Health 
and Well Being College, initially as a student, then volunteering, 
then paid position. She was discharged from CMHT in 2017.

Recent Relapse - Admission to psychiatric ward in 2018 (increase 
in  low mood, suicidal ideas, and overdose).  A re-referral to 
CMHT Was made. A Care Coordinator assessed her health and 
social care needs, undertook a risk assessment and co-
development management plans. 

Current Plans – Discharge from CMHT she is now volunteering 
with Occupational Therapy on wards, working at HWC. Emma has 
also been accepted onto nurse apprenticeship course. 

History of self harm behaviour from early teenage years, 
adolescent services.  Has had six admissions including under the 
Mental Health Act 2012-16. Diagnosed with Bipolar Disorder. 
Difficulties with moods, self harm, paranoia, psychotic symptoms.

Community Mental Health Team (CMHT)

Emma: A 26 year old, married, mother, working, likes music, 

walking, playing with her son. 

MH Delivery Plan
The following pages provide a high delivery plan against the long-

term plan mental health commitments.  An indicative timescale for 

each commitment to be met has been provided. Each 

commitment has been colour coded to reflect a series of caveats 

against their delivery.  These are explained below:

Green: The health and care system is able to commit to delivery 

of the commitment as the requirement is not contingent on 

additional investment or central funding has already been 

allocated.

Amber: Delivery against the commitment is subject to additional 

investment.  The full amount is still to be crystallised through the 

development of the Oldham Cares MH Strategy and supporting 

investment plan. It is expected that a decision on investment will 

be made by end of December. Should the full investment amount 

not be agreed the plan will be updated to reflect affordability whilst 

alternative funding is explored to ensure the LTP commitments 

are met.
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Programme Deliverable 2020/21 2021/22 2022/23 2023/24

Perinatal 

Annual Activity trajectory: At least 66,000 women in total accessing specialist community perinatal 

mental health services by 2023/24

Extended period of care from 12-24 months in community settings, and increased availability of 

evidence based psychological therapies by 2023/24

Evidence based assessments for partners offered and signposted where required by 2023/24

Maternity Outreach Clinics in all STPs/ICS by 2023/24

Children and 

Young People

Annual Activity trajectory: 345,000 additional CYP aged 0-25 accessing NHS funded services by 

2023/24 (in addition to the FYFVMH commitment to have 70,000 additional CYP accessing NHS 

Services by 2020/21)

Achievement of 95% CYP Eating Disorder standard in 2020/21 and maintaining its delivery 

thereafter

Comprehensive 0-25 support offer across all STPs/ICS’ by 2023/24

Mental Health Support Teams (MHSTs) to cover between a quarter and fifth of the country by 

2023/24

100% coverage of 24/7 crisis provision for CYP which combines crisis assessment, brief response 

and intensive home treatment functions by 2023/24 

Joint agency Local Transformation Plans aligned to STP plans are in place and refreshed annually 

to 2020/21

CYP mental health plans align with those for children and young people with learning disability, 

autism, special educational needs and disability (SEND), children and young people's services and 

health and justice, from 2022/23

IAPT

Annual Activity trajectory: A total of 1.9m adults and older adults accessing treatment by 2023/24

Maintain the IAPT RTT rates (75% RTT within 6 weeks; and 95% RTT within 18 weeks)

Maintain the IAPT recovery rate (50%)

IAPT Long Term Conditions Service in place (Maintaining current commitment) year-on-year - this is 

a requirement in every CCG

Annual Activity trajectory: A total of 1.9m adults and older adults accessing treatment by 2023/24

ADULT SMI

370,000 people receiving care in new models of integrated primary and community care for people 

with SMI, including dedicated provision for groups with specific needs (including care for people with 

eating disorders, mental health rehabilitation needs and a ‘personality disorder’ diagnosis)

Annual Activity trajectory: 390,000 people with SMI receiving physical health checks by 2023/24

Annual Activity trajectory: 55,000 people with SMI accessing Individual Placement and Support 

Programme by 2023/24

Delivery of the Early Intervention in Psychosis standard: 

- Achieve 60% EIP Activity Standard by 2020/21  and maintaining its delivery thereafter

Delivery of the Early Intervention in Psychosis standard: 

- Achieve 95% Level 3 EIP NICE- Concordance by 2023/24
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Programme Deliverable 2020/21 2021/22 2022/23 2023/24

WORKFORCE Workforce plans are sufficient to deliver the ambition of the plan Workforce plan in development at STP level

CRISIS 

100% coverage of 24/7 adult Crisis Resolution and Home Treatment Teams (CRHTTs) 

operating in line with best practice by 2020/21 and maintaining coverage to 2023/24

All acute hospitals will have Liaison Mental Health services that can meet the specific 

needs of people of all ages by 2020/21 

100% roll-out of mental health professionals working in ambulance control rooms, 

Integrated Urgent Care services, and providing on the scene response in line with the 

clinical quality indicators [national/ regional development work will take place in 2019/20 

with more detailed information on implementation becoming available in 2020]

Complementary crisis care alternatives in place in each STP/ICS by 2023/24 [drawing 

from a menu of approaches to be made available in 2019]

100% coverage of 24/7 age appropriate crisis care via NHS 111, connecting 111 

services to local crisis pathways 

THERAPEUTIC 

ACUTE

Improved therapeutic offer to improve patient outcomes and experience of inpatient 

care, and reduce average length of stay in all adult acute inpatient mental health 

settings to the current average of 32 days (or fewer) by 2023/24

Maintain ambition to eliminate all inappropriate adult acute out of area placements

DEMENTIA
Maintain the dementia diagnosis rate of two thirds (66.7%) of prevalence and improve 

post diagnostic care

ROUGH SLEEPING
All areas, whether or not they receive funding for new specialist mental health 

provision, should have a mechanism in place to ensure their mental health services can 

support rough sleepers

Delivered at GM Level

PROVIDER 

COLLABORATIVES

All areas, whether or not they receive funding for new specialist mental health 

provision, should have a mechanism in place to ensure their mental health services can 

support rough sleepers

Delivered at GM Level

DIGITAL MENTAL 

HEALTH
100% of mental health providers meet required levels of digitisation Delivered at GM Level

DATA QUALITY

100% of providers to be compliant with MHSDS v4.0 ISN from 2019/20 On-track

100% of providers to be SNOMED CT compliant from 2020/21 onwards On-track

100% of mental health providers to achieve and maintain a score of 95%, or above, in 

the MHSDS Data Quality Maturity Index from 2020/21
On-track

100% of NHS mental health providers to submit patient-level costing information by 

2020/21
On-track

ADVANCING HEALTH 

INEQUALITIES
All STPs must set out how they will reduce health inequalities by 2023/24 and 2028/29

Delivered at GM Level

MHIS

100% of systems achieve the Mental Health Investment Standard from 2019/20

STP/ICS leaders, including a nominated lead mental health provider, have reviewed the 

MHIS to ensure it covers all the priority areas for the programme and the related 

workforce requirements. 

Delivered at STP level
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National/GM Policy, Legislation, 

Regulations and Standards 

National Operational Planning Guidance

- Reduction in IP care for people with a 

LD and/or autism

- Increase in annual health checks

- Implementation of Learning Disability 

Mortality Review (LeDeR)

recommendations

Winterbourne View/Transforming Care

- Adults: reliance on hospital setting; out 

of area; strategic commissioning; 

community infrastructure

- CYP: autism services; diagnosis waiting 

time; pre/post diagnosis support; key 

workers

- Quality: LeDeR; health checks; 

CTRs/CETRs, STOMP/STAMP; 

reasonable adjustments; restrictive 

practice; improvement standards

- Integrated workforce

LeDeR

Right Care

NICE Quality Standards

Adult Social Care Outcomes Framework

Building the Right Support

Local Strategic Context

Oldham LD Strategy

- Strategic leadership

- Advocacy

- Belonging

- Employment

- Good health

- CYP

- Housing

- Justice

- Bespoke commissioning

- Workforce

Oldham Autism Strategy

Integrated Community LD Team/ Joint 

Audit Review

- Strategic leadership

- Governance and decision making

- Commissioning

- Policies and procedures

- Quality assurance

- Transition into adulthood

- Safeguarding

Housing Strategy

Supported Employment Service

Personal Health Budgets

Learning Disability Outcomes in 

Oldham

Quality Assurance Framework for CLDT

To inform outcomes for LD

- Ensuring required standards achieved

- Investigating performance

- Planning and driving continuous 

improvement

- Identifying sharing and ensuring best 

practice

Identification of Cross-Cutting 

Outcomes

- Supported living

- Care at home

- Mental health

+ others

4.6 Learning Disability
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Setting Learning Disability (LD) in context
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The GM LD strategy was launched at the GM Health and Care Board 

in the summer of 2018. The strategy has been written by people with 

a learning disability for people with a learning disability, and there are 

10 priorities identified within the strategy (described below).  Many of 

these are already being worked on through the GM Adult Social Care 

Transformation Programme or the Transforming Care programme.  It 

is recognised that in each area there are improvements that can and 

should be made.

Oldham has signed up to the GM LD Strategy and made a 

commitment to make improvements in the 10 priority areas. To 

accelerate implementation of the strategy, a collective ‘100 Day 

Challenge’ was initiated.  This looked at where localities could make 

positive changes aligned to the priorities above, over an initial period. 

Localities and the GM Partnership committed and worked towards a 

broad range of services dependent on their local position. In Oldham 

it was agreed by the LD Partnership Board that the priority areas for 

the 100 Day Challenge would be Good Health and Employment.

Taking the learning from the Challenge, localities in GM are 

developing longer term plans.  These are being co-produced with 

local self-advocates, for the delivery of all of the strategy priorities 

from 2019 onwards. The longer term implementation plans will ensure 

the effective delivery of the strategy and hold localities to account 

when it comes to ensuring that the outcomes of these plans are 

making a difference to people’s lives.

Now that the context and strategic priorities have been set by GM, 

Oldham is in the process of developing a local LD strategy for the 

borough. This plan provides a summary of the Oldham strategy work 

that has taken place to date and the areas to be delivered on over the 

coming 12 months, across all 10 priority areas.

These ambitions will require system-wide improvements across 

health and social care to ensure that Oldham is doing everything 

possible to improve the quality of life for people with LD and/or 

autism. Oldham’s strategies are underpinned by the principles set out 

in national plans, including Building the Right Support and by the GM 

Transforming Care Partnership.
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Area Description

1. Strategic leadership Coproduction and leadership to reduce inequalities experienced by people with a learning disability

2. Advocacy Supporting people and their families to speak up for themselves 

3. Bespoke commissioning Embedding person-centred planning approaches and new commissioning arrangements for people who need the most support 

4. Good health Reducing health inequalities by improving access to health services, screening and reasonable adjustments; implementing learning from

5. Belonging Supporting people to make friends and have relationships 

6. Homes for people Ensuring people have a choice about where they live and which kind of housing they live in and are supported to live as independently as possible. 

This includes expanding shared lives provision to 15% of the LD population by 2022 

7. Employment Enabling more people to obtain paid employment and supporting young people to consider their employment options during transition. A GM target 

of 7% of people with LD in employment by 2020 has been approved as part of the Strategy 

8. Workforce A skilled workforce and quality providers that know how to support people and demonstrate humanity and values 

9. Early support for children and 

young people

Ensuring children, young people and their families get early help and support which meets their needs

10. Justice Ensuring offenders are being represented, treated fairly and supported not to reoffender; ensuing victims have a voice 
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Strategic Leadership

• Workstream leads presented to programme board members and 

planned focus areas at future meetings

Belonging

• Launched five groups via our website

• Launched information on the learning disability and autism friends 

schemeGood Health

• Initial meeting to bring together information from Paris, EMIS and 

Mosaic into one register

• Named LD nurse for each practice in each cluster

• Added measures for LD teams on number of service users who 

have had an Annual Health Check added and up to date hospital 

passports

• Improved carer’s register and developed a checklist to proactively 

identify and support carers

Workforce

• Service Audit now complete

• Funding secured for specific training on Mental Capacity 

Assessments and Code of Practice, Deprivation of Liberty 

Safeguards processes

Criminal Justice

• Met with GMP and agreed practitioners most appropriate to attend; 

Clinical Psychologist and Clinical Nurse Specialist

• Practitioners attended risk formulation training

Advocacy

• Agreed a skills delivery programme

• Pennine Care focus groups have been undertaken

• Met with Stockport advocacy

• Four organisations have signed up to work with partners to identify 

ways in which self-advocates can contribute to decision making 

processes

Significant transformation of Learning Disabilities has taken place in Oldham since the publication of the previous plan. A 

summary of progress against the priority areas has been provided below.

Homes For People

• Analysis of need of adults with LD and children in transition 

• Holly Bank handover 

• LD service and Miocare collaborating to support first group of 

people to move in 

• Second group of potential residents being prepared for next phase 

• Reflection on the process and levels of collaboration to commence 

Nov 2019 - to include feedback from first group of residents 

Bespoke Commissioning 

• Using advice taken from our complex case forum, undertook a 

review of our pen portrait template, to help us get better information 

about our clients

• Drafted a survey for our providers of day services

• Began our supported living retendering process

Employment

• Mapping of adults with learning disabilities in Oldham who are 

working has started 

• Get Oldham Working focus on targeted employment, 10 

traineeships offered, 5 of which are to people with LD

• Royal Oldham Hospital agreement to recruit 10 people with a LD

• 32 people identified within the caseload of adults known to the 

specialist learning disability team who could be supported to access 

employment

Children and Young People 

• All-age Complex Case Forum and ‘At Risk/Inpatient Registers with 

the relevant representatives from children’s services attending

• Transitions sub group of the Safeguarding Board established
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Priority Areas of Focus for LD over the next 12 – 18 months:

Area

STRATEGIC 

LEADERSHIP

o Implement the GM LD strategy locally and embed the principles in what we do

ADVOCACY

o Skill development for self advocates through accessible training opportunity delivered at a time, place and pace identified by them

o identify opportunities for people to have a meaningful voice in matters  which affect them e.g. LDPB sub groups, consultations 

Identify good practice in other localities and see if this model could be replicated/adapted for Oldham self advocates

o identify good practice for the development and sustainability of citizen advocate partnerships and see how this model might work 

in Oldham

o Work with partners to identify ways in which existing groups of self advocates can contribute to decision making processes – e.g. 

Mio care and keyring groups 

o Review accessible information about the different types of advocacy available in Oldham and agree how to make sure people 

know about it. Liaise with other localities to see what they are using

BELONGING

o Promote the Learning Disability Friend project 'Bridge that Gap' to recruit members in existing community groups who will 

welcome people with learning disabilities increasing the opportunities for people to take part in activities within their community. 

We will use our extensive range of partners to help us promote this piece of work and to gain access to groups in Oldham        

o Recruit co presenters (self advocates)  to deliver awareness sessions for learning disability friends 

o Publicise information about groups with 'learning disability friend' on our website in a format which is easy to access and 

understand

o Promote and publicise opportunities for people to make friends in Oldham (including Meet and Match )

BESPOKE 

COMMISSIONING

o Fully embed the Greater Manchester Flexible Purchasing System (FPS) in LD commissioning

o Develop an Oldham FPS to enable a more dynamic commissioning process for commissioning services within the Borough

o Continue to review complex cases jointly between health and social care at Complex Case Forum to ensure joint working to 

achieve the best outcomes for people with learning disabilities 

o Work with care and housing providers collectively to ensure that the best care and accommodation offer is available for people 

with LD (links with housing theme)

o Implement better embedding of personalisation based on strength based conversations with individuals to commission differently

GOOD HEALTH

o Work with self advocates, families and providers to ensure people are on GP register   

o Increase the number of people with LD getting an Annual Health Check        

o Review how health and social care services coordinate to ensure good health for people with a learning disability

o Work with our care providers to assess their practice for people with a learning disability using the NHSI LD Assessment Toolkit 

o Assess policies in GP practices in relation to people with a learning disability to ensure reasonable measures are made where 

necessary

o Promote the triangle of care model in services to ensure carers views are heard
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Priority

GOOD HEALTH

o Ensure carers needs are taken into account 

o Ensure health care staff are trained and understand the Mental Capacity Act and use it appropriately, including best interest 

assessments 

o Identify and address any health inequalities in health services in Oldham 

o Ensure hospital passports are up to date and are used appropriately by health care staff 

o Implement changes to service provision from the findings of the Learning Disability Mortality Review

o Patients’ views are central to care provision 

o Review communication between health and social care services

o Staff, families and carers are aware of Safeguarding, their role and how to report

o Focus on prevention 

o Develop strategies to encourage people with a learning disability from BAME groups engage with health services

o Promote STOMP (stop over medicating people with a learning disability or autism)

o Promote awareness of the complications that can be caused by constipation 

o Promote the Red Flag Project

o Review cancer screening promotion for people with a learning disability

o Promote self directed care to people with a learning disability so that they are aware of Personal Health Budgets and Direct 

Payments

HOMES FOR 

PEOPLE

o Develop local accommodation strategy for people with LD: Analysis of needs of adults with LD; Analysis of needs of children in 

transition; Analysis of  current supply accommodation by type, tenure, landlord; Identify gaps in supply

o Develop new housing options framework for bespoke accommodation 

o Develop support service framework and protocol  around assessment, respite and outreach

o Local protocol for new accommodation in Oldham to ensure best provision at reasonable cost 

o Develop a GM protocol for moves between boroughs

o Develop processes around accessing new provision and  advice and support for individual to understand their housing options

o Improve working with Children's services around transition

o Completion of 20 apartments for people with learning disabilities
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Priority

EMPLOYMENT

o Map the resources currently working to support people with a Learning Disability into employment 

o Meet with all partners across Oldham carers to launch the working health programme to support people with a Learning Disability 

into employment 

o Increase awareness of the access to work programme across all partners , operational teams, service users and carers 

o Review existing contracts to ensure there is an employer led approach in terms of social value, which is audited and monitored 

o Review the employment engagement strategy for Oldham, with an emphasis on targeting small to medium employers to engage 

in supporting people with a Learning Disability into employment

o Devise a business disability tool kit, to engage local businesses in working in accordance with employment engagement strategy. 

o Oldham to work with GM in the development of the service with the aim of providing a specialist employment service by the end 

of 2019 

o Engagement with schools to ensure schools are aware of the local strategy

o One story across all partners, ensuring performance is measured accordingly and consistently 

o Communication of success stories with the implementation of one local comms strategy 

WORKFORCE

o Undertake a workforce audit in order to assist us in expediting integration    

o Make use of the information received through the audit to identify any practice issues/development requirements and 

expectations which will form part of a plan for delivery 

EARLY SUPPORT 

FOR CHILDREN & 

YOUNG PEOPLE

o Support the implementation of the local learning set plan as part of the SEND review

o Engaging with the published written statement of action in relation to SEND for children and young people following the recent 

Ofsted/CQC inspection, and subsequent and implementation plans

o Support the implementation of the Oldham Joint Autism Strategy 2016 – 2019

o Development of a joint commissioning strategy children and adults through CAMHS

o Increase take up of health checks - now offered age 14+ joint approach with adults

o Transforming care - complex case forum convened

CRIMINAL 

JUSTICE

o We will strengthen links with Mentally Vulnerable Offenders Panel to ensure that people with LD who are offending are identified

redirected to therapeutic services, where appropriate

o Identify and organise appropriate training within the Team around understanding CJS, risk, formulation and promoting positive 

risk taking

o Ensuring that people with LD who are at risk of offending receive early intervention for health & social care and we focus on 

preventative work

o Develop better links with other stakeholders, Probation CJMHT, GMP etc.
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4.7 Long-term Conditions

National Context

There are more than 15 million people have a long-term condition 

(LTC). This figure is set to increase over the next 10 years, 

particularly for those people with 3 or more conditions at once. Of the 

people who report that they live with LTCs, 24% have two and 20% 

live with three or more - multimorbidity is becoming the norm.

This rise in the number of patients with co-morbidities will impose an 

additional £5bn of costs on the health and social care system across 

England.  These people have the greatest healthcare needs of the 

population. They account for: 50% of all GP appointments; 64% of all 

hospital outpatients appointments; 70% of all hospital bed days; and 

70% of health and care spend.

People living with a LTC are less likely to be working than the general 

population; 72% of the general population are in work whereas 59% 

of people with LTCs are in work. 

Cardiovascular and respiratory diseases, along with cancer, are the 

top three biggest causes of death in England. In addition, more than 

500 people with diabetes die prematurely every week.

It is clear that current models of dealing with long term conditions are 

not sustainable. The 5YFV sets out an ambition for out of hospital 

care to integrate Health and Social Care to deliver better outcomes 

for patients, reducing net costs and to enable care closer to home, 

bringing more appropriate care models into local community setting.  

Building on this, the NHS LTP 2019 has outlined its dedication to 

improving outcomes for people with LTCs, with more detailed plans 

relating to CVD, Diabetes and Respiratory conditions. It 

acknowledges the health inequalities faced by those who live in areas 

of socio-economic deprivation and also the increased risk of those 

from a BAME background.

(Statistics Source: NHSE)

The Key Challenges for Oldham

An increasing number of people with LTCs: The number of people 

of all ages in Oldham suffering with a LTC is increasing and so is the 

complexity of presentation.  This is placing increasing pressure on 

services. Causes include an ageing and growing population, the 

BAME make-up of residents and high levels of deprivation.  This is 

especially problematic in relation to complex co-morbidities and the 

ability to offer peer to peer support and education.

Increasing pressure on diagnostic capacity: This is as a result of 

the higher than England average prevalence rates and more 

comprehensive implementation of NICE referral guidelines. The 

majority of diagnostics for Oldham patients are carried out via the 

acute provider but some elements, particularly cardiology, are 

community based. The Respiratory and Diabetes specialties rely 

heavily on specialist diagnostic elements.

Variable Performance: Although specialist community services for 

Respiratory, Diabetes and Cardiology perform well against key 

performance indicators and receive positive patient feedback, we still 

underperform in terms of reported estimated prevalence, prescribing 

spend and disease specific outcomes. There is also variation in 

patient experience across pathways.

Increasing Expectations: Patients and the public have high 

expectations for the standards of care they receive. There are 

increasing demands for access to latest therapies, greater 

information requirements and more involvement in decisions about 

their care.
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LTC provision in Oldham currently includes Respiratory, Vascular and 

Endocrine. This entails the services and pathways that support these 

disease areas but also supporting third sector and voluntary service 

grants that interact with the pathways. These pathways span from 

prevention, primary care and community to acute secondary care and 

end of life. 

LTC Hub Model

We want to design and implement a standardised and easily 

accessible ‘single integrated offer’ for people with LTCs – a LTC 

borough-wide hub that incorporates bringing together the specialist 

services of diabetes, respiratory and vascular interventions with 

diagnostic support and strong links to social prescribing, wellness 

services and primary care. 

The offer will be underpinned by the understanding that living well 

with a LTC is more than just about medical interventions. It needs to 

recognise that people often live with the effects of more than one 

health condition, many of which can be helped through a holistic 

approach to wellness. 

Successes to Date

• Established a Respiratory Collaborative with a primary care cluster 

including general practice, medicines optimisation, social 

prescribing and specialist respiratory community service. 

• Piloted a GM respiratory education model, evaluated the feedback 

and started to model our local offer based on the lessons learned

• First LTC 3rd sector Network Event held to bring together the broad 

array of 3rd sector and VCSFE providers who have health contracts 

to explore how we can better utilise these services and how we can 

support the voice of these services to be more prevalent our effort to 

get things right for patients. 

We will work as a partnership to ensure that  a system wide approach 

to design and delivery of the model in order to achieve the best 

outcomes for our local population. We will do this by using existing 

resources differently to align and integrate services to meet local 

need, built around PCNs.  We will also develop new services to 

address gaps in service provision within the resources available. This 

will include building on current relationships with broader community 

organisations such as community pharmacies and third sector 

providers. Central to the design of the model will be the voice of the 

patient. We will ensure that the model:

• Promotes health, wellbeing and prevention 

• Recognises patients and carers as active participants in their care; 

who are informed and fully involved in decision making about their 

care 

• Provides patient centred personalised care 

• Fosters a culture of self-care and behaviour change

• Recognises and encourages use of the assets that already exist in 

our local communities in order to enhance care we provide and 

improve outcomes for individuals 

• Adopts a holistic approach to care in order to manage patients’ 

conditions as a whole person rather than looking at individual 

diseases
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Headline Statistics

• Oldham has a higher proportion of non-white BAME residents at 

22.5% than the North West (9.8%) and England (14.6%). 

• In 2016, Oldham was ranked as the most deprived borough in 

England based on relativity factors and indices published in 2019 

show further deterioration. 

• Oldham ranks higher than the national average for prevalence in 

Diabetes, COPD and Obesity, with similar to the national average 

prevalence in heart failure and CHD. 

We want the people of Oldham to have the knowledge and 

support to live healthy lives, to manage LTCs and to have 

access to community, primary and social care which is 

personalised and organised around the individual. 
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Potential Components of the LTC Hub Model 

Core components of the LTC Hub Model may 

include:

• Clear published pathways across the system

• Single point of access and shared triage, 

patients only require one referral

• A single and cohesive staff group with agreed 

and common contractual arrangements

• Effective use of operational resources, shared 

estates and increased utilisation of skill mix 

• Oversight of all appointments and activity 

• Budget holding responsibility and a significant 

degree of budgetary autonomy.

• Business planning capability for the shared 

services 

• Waiting list activity oversight and ability to react 

to system pressures

• Performance targets agreed with each provider

• Responsibility for delivering (or working with 

established) community services to deliver all 

specialist LTC care in Oldham

• Enablers such as harmonised HR, procurement 

and IT connectivity to maximise the benefits of 

this approach

Potential Benefits of the Model:

• A harmonisation of clinical pathways that allow the same patient experience 

regardless of postcode

• Business planning decisions can be taken at a network level (such as diagnostic 

equipment provision)

• Strategic capital decisions / investment or disinvestment can be undertaken from 

a system perspective 

• Enabling efficiency gains to be shared across the network rather than individual 

pockets of best practice

• Ensures additional costs are not displaced from one area onto a different 

organisations budget

• Reduces competition between units to constantly increase activity (and therefore 

system wide cost) and brings the focus onto doing things more efficiently

Work stream

Timescale for

Delivery

Short Med Long

Review and sign off vision, engage with wider stakeholders P

Agree programme governance structure and overall timescale for delivery P

Prepare detailed roadmap and project plan for mobilisation P

Establish programme sub groups and agree timescale for key work streams 

(clinical pathways, operational management, estates and procurement, workforce, 

contracting, finance and activity)

P

Agree joint pathways and processes and future operational model P

Develop joint procurement and capital equipment programme P

Start transition to single waiting lists / seeing patients in turn P

Agree the workforce model and clinical / operational leadership structure P

Options appraisal for financial and commercial model, agree principles for financial

and commercial joint working

P

Start transition to new workforce model P

High Level Plan for the Design and Delivery of the Model
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Area of Focus Priorities

Improving 

Standardisation, 

Performance and 

Reducing Variation in 

Patient Experience 

Across Pathways

• Developing and agreeing standard pathways and clinical protocols across the geography e.g. strengthening 

asthma, diabetes, epilepsy pathways for children and young people.

• Publishing pathways for all services, detailing interplay between services where appropriate

• Developing a shared triage hub for community LTC services, with plans for a Singe Point of Access to allow for 

patients with co-morbidities to receive shared care

• Improving flow of patients across pathways by sharing information at a central point

• Reviewing pathways to focus provision on evidence based interventions by condition

• Reviewing of LTC specific pathways spanning acute and community to include an options appraisal of 

alternative models of provision

• Partnership working to develop an appropriate needs based referral system that allows direct access with an 

agreed follow up process with advice, guidance and treatment as is clinically required.

• Commissioning pathways across the integrated system that supports patients to be treated in an alternative 

setting to admission where clinically appropriate working from the primary care network footprint onwards

• Further developing the Discharge To Assess (D2A) and trusted assessor model

Education and Primary 

Care Development

• Testing and developing education offer to be more reflective of Oldham needs

• Developing primary care engagement protocol to offer themed, resourced offer

• Focusing on increasing performance against primary care plus indicators 

• Piloting LTC lifestyle approach to education

• Increasing resources with awareness of Health Literacy agenda

• Enhancing our offer around lifestyle intervention education and exploring how third sector and VCE providers 

can support this ambition in co-operation with social prescribing

Contracting and Staffing 

Model

• Exploring new contractual arrangements that enables outcomes based commissioning and improves system 

efficiencies 

• Reviewing the current in patient community capacity against need

• Seeking efficiencies through skill mix and consolidation

• Undertaking an estates usage review

Tactical Priorities

The model sets the direction of travel and will require considerable work to be done on defining the operational / delivery model, the workforce

model and the financial and commercial model. However in the next 12 to 18 months there is tactical work that can be undertaken to both 

improve the outcomes for people with LTCs and lay the foundations for the model.  These include:
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Area of Focus Priorities

Housing for People with 

LTC 

(Wider Determinants)

For disabled people, our priority is to help the 728 applicants on the Disabled Persons Housing Register to 

match with accommodation that works for them, adapting it where necessary. We are also focused on getting the 

right type of housing built to meet existing and emerging needs.

For people with dementia, our priority is to support people to stay in their own homes for as long as possible and 

to prevent hospital stays and moves to residential care. We also need to explore housing options for people with 

advanced dementia.

For older people we are taking a range of actions to expand the housing choices available for Oldham’s growing 

older population so that they can find suitable homes with good facilities and a range of support options on hand. 

We want people to feel supported to make a positive decision to move to a new home in later life that better suits

their needs. We also want older people to be well supported if they decide to stay in their existing home.
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4.8 Cancer

National and Regional Context

The number of people being diagnosed with cancer in England 

continues to rise. Nationally, cancer outcomes have improved; our 

survival rates have never been higher. However, health inequalities 

across England mean there are avoidable variation in survival 

outcomes and our survival rates for cancer still lag behind Europe. 

Significant work is needed to make sure that everyone with cancer 

receives world-class care, support and treatment.

NHS Long Term Plan Commitments

The NHS LTP aims to save thousands more lives each year by 

dramatically improving how we diagnose and treat cancer. The 

key objectives are to:

• Improve one-year survival rate

• Improve bowel, breast and cervical screening uptake

• Roll-out FIT for symptomatic and non symptomatic 

populations in line with national policy, and HPV as a 

primary screen in the cervical screening programme

• Improve GP referral practice

• Implement faster diagnosis pathways

• Improve access to high-quality treatment services; including 

roll out of Radiotherapy Networks, strengthening of Children 

and Young People’s Cancer Networks and reform of multi-

disciplinary team meetings

• Roll out of personalised care interventions, including 

stratified follow-up pathways, to improve quality of life

• Address unwarranted variation, improve patient experience, 

and be supported by appropriate workforce

Diagnosis

• By 2020, almost one in two people will get cancer at some 

point in their lives

• Over 360,000 people in the UK are diagnosed with cancer 

every year

Survival rates

• The number of people who have survived five or more 

years since diagnosis has increased by over 260,000 (or 

21%) in the five years to 2015.

• The number of cancer survivors in the UK is projected to 

increase by approximately one million per decade from 

2010 to 2040; resulting in four million people living with 

cancer in 2034 

Mortality rates

• Over 164,000 people in the UK die from cancer every year 

• In all 4 nations, cancer was the leading cause of avoidable 

deaths

• Half of people diagnosed with cancer in England and 

Wales survive their disease for ten years or more (2010-

11)

A comprehensive integrated cancer system is in place in GM and is 

led by committed patients affected by cancer, clinicians, managers, 

VCSFE organisations and others. This approach has been 

instrumental in driving real change and providing leadership not just 

in GM but nationally and internationally. GM strives to meet the 

national aim of 55,000 more people surviving cancer for five years or 

more each year by 2028. This equates to approximately 2,750 people 

each year surviving cancer for longer in GM.

Statistics Source: Cancer Research
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Cancer Incidence: Around 16,000 people in GM are diagnosed with cancer every year. In Manchester we have approximately 2,000 new 

cancer diagnoses each year.

Earlier and Better diagnosis: 53% of patients are diagnosed with early stage disease, rising from 48% in the last 4 years.

Survival Rates: It is estimated that there are approximately 10,000 people living with and beyond their cancer diagnosis in Manchester. This 

figure is expected to double to 20,000 by 2030.

Performance on Cancer Standards: GM continues to comply with the national waiting time standard of 62 days between referral and 

beginning of treatment but continuing to deliver against these targets remains challenging as a result of a huge year-on-year increase in 

cancer referrals. Several hospitals in GM do not meet the 62 day performance target of 85%.

Examples of Recent Successes 

• Sign-up of 6000 local cancer volunteers 

• Rollout of the cervical cancer screening for 

primary HPV testing  and the 

Prehab4Cancer & Recovery Programme.

• Development of the Intelligence Service

• Reviewed National Cancer Patient 

Experience Survey data to improve patient 

experience.

• The University of Manchester’s medical 

research excel is developing and testing 

novel drugs and other therapeutic 

approaches. 

• Implementation of GatewayC that delivers 

online cancer courses which focus on 

recognition of symptoms in primary care, 

effective referrals and promoting open and 

honest communication with patients and 

families to ensure a good patient 

experience.

GM Headline Statistics

Taking Charge in GM

GM are improving world-class cancer outcomes. The following diagram highlights the 

focus of GM’s programme over the next 5 years. The blue section outlines what will be 

managed on a local footprint by the CCG and its partners.
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Cancer in Oldham

Challenges

• New cancer cases (660 per 100,000 pop) were higher than 

national average (614), and cancer mortality (321 per 100,000) 

was similarly higher (285) than national average

• Cancer screening rates are marginally lower than the national 

average, but there are wide variations and inequalities in 

screening uptake across different parts of the borough.

• Cancer mortality is slowly decreasing, but is higher than national 

and regional averages, which appear to be decreasing at a faster 

rate since 2011 - 2013. Oldham’s rate is the 2nd highest across 

GM, behind Manchester.

• The borough continues to experience performance challenges for 

cancer, specifically in meeting the Cancer Standard for 62 day 

urgent GP referral to treatment and 62 day wait for national 

screening. The table below provides a snapshot of current 

performance.

• There are currently gaps in the provision of End of Life for 

children. Whilst the Community Children's nursing team provide 

advanced care packages at home, hospice provision is not 

commissioned.

What our Cancer Patients Have to Say

Healthwatch England undertook a qualitative study across GM in 

relation to the LTP the NHS introduced in January 2019. The study 

highlighted:

• Waiting times from first presentation to diagnosis and receiving 

support was largely a positive experience

• Patients received extensive support 

• Use of digital services is well received in the community for 

general health and wellbeing apps

• Older patients found the amount of tests and appointments 

demanding considering their age

‘Peer support is very helpful -

talking to others who know 

what I am going through’.

‘I use Maggie's often 

for counselling and 

therapy services… 

they are always so 

welcoming, it is an 

excellent resource 

and a big help to 

many people. 

“Advice and warnings of 

side effects and when to 

report them to the chemo 

nurses to prevent excess 

or permanent damage to 

nerves.”

“I need a proper pain 

management regime.”

“I need more 

emotional support.”

Successes

• Oldham CCG's initiative to explore Rapid Diagnostic Centres 

(RDCs) has led to a successful ACE2 pilot, with the service 

model designed in Oldham (and GM) serving as a template for 

the 2019 NHSE guidance for nationwide RDC rollout at pace.

• Smoking prevalence rate has reduced - 18.8% (2016) to 16.6% 

(2017). 

• One of the first boroughs in GM to rollout FIT, a rule out test for 

significant bowel disease for symptomatic patients.

• Audits continue on the quality of 2ww GP cancer referrals 

which includes systematic feedback to GPs.
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Complementary to the programme, the North East Sector (NES) 
Cancer Improvement Committee has developed a further local 
improvement plan. The plan seeks to address performance through 
the implementation of the following workstreams:

• GP referral quality programme

• Reduction in DNA Rates

• Referral Demand

• GP education

• Direct Access (DA) diagnostics

• Pathway specific projects

Oldham’s Cancer Improvement Plan

Our vision for cancer is “to support prevention, commit to better and earlier detection and diagnosis of cancer to ensure rapid 

access to the best available treatment and aftercare, aiming to improve cancer outcomes and survival, and ensuring those 

living with and beyond cancer receive high quality care and support.” 

Cancer is a national clinical priority and a priority programme for both 
GM and Oldham through delivery of the locality plan. Oldham have 
developed a robust Local Improvement Plan which dovetails with 
GM’s plan. A summary of the improvement programme has been 
provided below with an overview of the supporting plan on the next 
page.

A Spotlight on FIT (Faecal Immunochemical Test)

The incidence of colorectal cancer across the north east sector 

(NES) is very high. It tends to present late, often as an emergency 

when the outcome is poor. There is also high demand for lower GI 

pathway and endoscopy services, with capacity and performance 

being an issue. Early diagnosis is paramount.

FIT is a new investigation made available to GPs from 1st July 

2019. It is a test recommended by NICE that acts as a primary 

care triage tool for symptomatic patients at low risk of colorectal 

cancer who may require further investigation via colonoscopy or 

CT colonography. The benefits include: diagnosing and treating 

cancers earlier, sampling is easy and more patient friendly (it is 

less invasive then endoscopy, so potential for greater engagement 

and compliance); it can detect human haemoglobin at lower 

concentrations and with much less interference than the previous 

test. It can also detect more cancers and has fewer false 

positives. This means removal of many more polyps at 

colonoscopy that might otherwise grow into cancers.

Programme Aims

Prevention / Earlier 

and Better Diagnosis
Strengthen existing tobacco controls and 

smoking cessation services in line with reducing 

smoking prevalence to below 13% nationally

Screening Improve access to, and uptake of, three national 

cancer screening programmes

• Achieve bowel cancer screening uptake (FIT 

and scope) of 75%

• Increase cervical screening coverage to 80% 

• Increase breast screening coverage by 10% to 

75%. 

Improved and 

Standardised Care
Development of Faecal Calprotectin pathways 

within primary care

Commissioning, 

Provision and 

Accountability

Commission sufficient capacity to ensure cancer 

wait time (CWT) standards are met

Living With and 

Beyond Cancer

Contribute to the development of a standard GM 

approach for the recovery package, including 

stratified follow-up pathways of care for cancer 

patients.
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A Spotlight on Accelerate, Co-ordinate, Evaluate (ACE) 2 - Vague 

Symptoms Multi-Disciplinary Centre (MDC) pathway

Oldham was successful in securing funding to be a national pilot site 

for the ACE2 project. The pilot commenced in April 2017 and tests 

two concepts: 

• the feasibility of a suspected cancer referral pathway for patients 

presenting with non-specific but concerning symptoms that could 

be indicative of several cancers (vague symptoms such as 

unexplained weight loss, reduced appetite or abdominal pain can 

be referred several times for different tests for different cancers, all 

wasting valuable opportunities to start treatment); 

• secondly, a concept of one-stop Multi-Disciplinary Diagnostic 

Centre (MDC) assessment bundling multiple tests, clinical 

assessment and consultant review to discuss further management 

in a single day. Patients also receive an offer of lifestyle 

counselling to reduce their future risk of getting cancer and an 

innovative text messaging service is used to support patients 

throughout the assessment process.

The one-stop model has been found to be convenient for patients and 

families and provides a conclusive answer whether or not cancer is the 

cause of the patient’s symptoms. The broad objectives of the MDC 

model are to:

• increase the number of cancers diagnosed at an early stage

• reduce the number of cancers diagnosed at a late stage

• improve patient, carer and GP experience along the pathway for 

patients with non-specific concerning symptoms who sometime 

struggle to access quickly the help they need.

Whilst ACE2 commenced as a pilot, following successful evaluation, 

the service continues which assists in providing the much needed 

peace of mind to patients and reducing the number of times they have 

to attend hospital. Due to the success of the model, it now serves as a 

template for 2019 NHSE guidance for nationwide rollout at pace.
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End of Life Care

We want to ensure that the residents of Oldham receive good end of 

life care whatever the setting, maximising their comfort and wellbeing 

during the final period of their lives. A number of End of Life (EOL) 

services, commissioned by the CCG, are currently provided across 

the borough. Our priority over the period of the plan is to transform 

the current system in order to develop and implement a single 

integrated EOL service that is easily accessible and provides person 

centered and coordinated care.

The single service will provide a more streamlined experience for 

patients during EOL, with an aim to reduce the number of emergency 

admissions during the last months of life, and increase the number of 

Oldham residents dying in their preferred place of death.

In order to drive this agenda there has been recently been the 

establishment of the EOL Transformation Board, which will be 

supported by a new senior management post. 

The main project that will be driven over the next 12-24 months is the 

development and implementation of the Single Point of Access for 

EOL services, with an aspiration that this will span health and care 

provision. 
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2019/20 2020/21
2021-2024

Deliverables/Milestones Q3 Q4 Q1 Q2 Q3 Q4
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D
ia
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Increase engagement of  the smoking population to the Stop Smoking Service (LA)

To roll out the E-Cigarette Campaign (LA)

To develop a comprehensive GM Tobacco Plan (GM)

Practice Cancer Champions (PCCs) Training Programme. Programme aims to recruit and educate 

clinical and non-clinical staff from GP practices on cancer to support cancer prevention, promote 

screening uptake and encourage early diagnosis of cancer

Promote the NHS Health Check Programme and increase participation to raise awareness of the 

signs and symptoms of cancer (LA)

Improve HPV vaccination within school-aged girls (11-18 yr. olds) (LA)

S
c

re
e

n
in

g

Offer targeted screening to those at risk (LA)

To roll out a lung health-check programme across GM.

To improve access to, and uptake of, bowel, breast and cervical cancer screening (Primary Care Plus)

Increase and improve Local Partnership working to engage the Oldham Population to have their 

screening undertaken. (LA/CCG) 

Im
p
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d
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n
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d

C
a
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Improve Cancer Service delivery by ensuring effective high quality services and sustaining delivery of 

national cancer waiting time standards (ongoing focus)

Contribute towards a GM reduction in the proportion of cancers that are diagnosed as an emergency 

to below 18%

Develop Enhanced Support Care model. Model supports early diagnosis of oncological emergencies, 

comprehensive pain and symptom control and support.
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Commission sufficient capacity to ensure cancer wait time (CWT) are met

Work towards achieving the 28-day faster diagnosis standard

Oldham’s Improvement Plan
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2019/20 2020/21 2021-2024

Deliverables/Milestones Q3 Q4 Q1 Q2 Q3 Q4

L
iv

in
g
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h
 &

 B
e
y
o

n
d

 C
a
n

c
e
r Continue to provide Macmillan 1:1 Support Service. Provided by Northern Care 

Alliance (Community Services)

Contribute to the development of a standard Greater Manchester (GM) approach 

for the recovery package

Work collaboratively to develop and commission comprehensive lymphoedema 

services

Ensure patients have access to GM Cancer agreed stratified follow-up pathways of 

care for prostate, colorectal and breast cancer

Ensure access to seven-day specialist palliative care advice and assessment

Ensure all patients have access to clinical nurse specialist or other key worker

E
n

d
 o

f 
L

if
e Establishment of end of life (EOL) transformation

Implement a single point of access for al EOL services

Reduce number of EOL admissions in last three months of life

Oldham’s Improvement Plan (continued)
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National Context and Drivers for Change

There are multiple challenges facing urgent and 

emergency care services across the UK.  These 

include:

• Fluctuating and increasing demand: 

increasingly complex patients and fluctuating 

demands based on seasonal trends places extra 

strain on the current health and care system.

• Rising Emergency admissions: this has grown 

by 42% over the last 12 years. Patients admitted 

as emergencies usually need more complex care 

from a wider range of professionals, and an 

available bed in an appropriate ward must be 

found for these patients before they can be 

admitted.

• Meeting the 4 hour standard:  in recent years 

performance has been falling due to the 

increasing demand and the fragmentation of out 

of hospital services unable to offer an alternative.

• Capacity: demand outstrips capacity resulting in 

long waits. This requires processes to identify 

the sickest patients and those at risk of 

deterioration.

• Recruitment and retention: UEC services work 

in extremely high-pressure situations and tend to 

be during unsociable hours.  There are ongoing 

challenges around medical recruitment and a 

national shortage of A&E doctors with a heavy 

reliance on locum and agency workers.

• Resources and commissioning: increased  

shift of workload onto primary care from 

emergency departments to spread pressures on 

the system. However, underestimation of the 

delivery of contracts has resulted in failure of 

services and requests of additional funding.

Long Term Plan Commitments: 

The NHS LTP specifically mentions the services in both UEC to be developed:

• Clinical Assessment Service (CAS): support the decision making about how to support 

patients closer to home and potentially avoid unnecessary trips to A&E. This will simplify the 

process for primary care teams to make referrals via a single point of access for urgent care 

from community health services.

• Ambulance Dispatch: ensuring that there is a timely response, and ambulance services are 

able to offer the most clinically and operationally effective response. 

• Urgent Treatment Centre (UTCs): providing a locally 24/7 accessible and convenient 

alternative to A&E for patients who do not ned to attend hospital, with the option of 

appointments booked through a call to 111.

• Same Day Emergency Care: a model to allow patients to be treated and discharged into the 

community on the same day, relieving pressures elsewhere in the hospital and increasing bed 

availability. 

• Timely care for serious illnesses: patients presenting to A&E following a stroke, heart attack, 

major trauma, severe asthma attack or with sepsis, will be seen in a timely manner for 

assessment and treatment that reduces the risk of death and disability. 

GM principle aims:

• Develop and deliver GM standards 

of care, for the whole UEC pathway; 

• Provide an equitable and fully 

integrated UEC service for patients 

with physical, mental health or 

social care needs, via localities;

• Harness technology, collaborative 

working and information sharing so 

that the population of GM will be 

able to access the right advice, care 

or support in the right place, first 

time; 

• Year on year, reduce attendances to 

Emergency Departments and the 

length of stay for those admitted to 

an acute hospital bed.

4.9 Urgent and Emergency Care

GM plan:

• Stay Well: Supporting people to stay well, building 

a community resilience to improve access to care 

and support in the community, and reduce the 

need for escalation to emergency care. 

• Home First: Ensuring that when patients need 

access to urgent or emergency care that the right 

care can be accessed at home or as close to home 

as possible via integration with the local healthcare 

system, avoiding admission.

• Patient Flow: Facilitating patient flow through 

hospital by reducing lengths of stays, delayed 

transfer of care and through 

development/utilisation of best practice methods. 

• Discharge and Recovery: Safely transferring 

patient care back into a community setting and 

improving outcomes for patients. 
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We want to improve the urgent and emergency care system 

so that the people of Oldham can get the right care in the 

right place, at the right time from the right person, first time.

We want to help people who need urgent and emergency care to get the 

right advice in the right place from the right person, first time, ensuring 

that patients only access urgent and emergency care (UEC) services 

when needed. UEC cuts across all components of our model of care. We 

want to enable patients to easily navigate the UEC system by directing 

them to the least acute service that meets their needs, with an emphasis 

on behaviour change of our health and care practitioners. 

UEC continues to be a high priority nationally, for GM and locally for 

Oldham. Working in partnership with GM and the North East Sector 

(NES), we will continue to expand and reform urgent and emergency care 

services across Oldham in order to support people to stay well and to 

provide good quality urgent and emergency care that is; safe, coordinated 

and patient-centred.  

Our services will be easy to access and intuitive and support patients to 

make the right decision around where to access health care. Patients will 

tell their story once, be treated with compassion and receive care as close 

to home as possible. 

Our focus remains on the four‐hour Accident & Emergency (A&E) 

standard and working together to get more people home without 

unnecessary delay when they are ready to leave hospital.  In addition, 

there is also now an emphasis on length of stay, “stranded patients” and 

the broader Integrated urgent care agenda. 

Given the complexity of patient choice and the need for a multi 

disciplinary approach to the effective management of our patients needing 

urgent and emergency care it is essential that the development of our 

locality UEC system is aligned and integrated to include acute, 

ambulance, mental health, primary care and community provision. This 

will allow for clarity of redirection of patients away from the Emergency 

Department (ED) to locally accessible and convenient alternatives for 

people who do not need to attend hospital.

Our Vision and Local Context We will adopt a unified and pro-active approach with all partners to 

identify people who use ED on a frequent basis and ensure that those 

individuals have an appropriate support plan in place that is visible across 

the health and care system. For those who are treated in our hospitals, 

we will work to ensure that they receive the best possible care in the 

shortest possible timeframe.

The UEC System in Oldham

In Oldham, as is similar elsewhere in the country, we currently have a 

complex and often confusing landscape of urgent and emergency care 

provision. The public are confronted with multiple different service names 

and ways to access urgent care. Some services with different names 

deliver the same care and some services with the same name can deliver 

completely different levels of care. 

If this is our perception of services as health and care professionals, then 

for the public the UEC system must be even more confusing and 

frustrating. As our plan evolves over time, we will make sure that we 

involve our community to test and sense-check our plans and 

assumptions.  The current UEC system in Oldham comprises of the 

following first response services:

• 43 GP practices. 7 day GP access – evening and weekend 

appointments at Failsworth, Royton and Integrated Care Centre (ICC)

• Same day emergency care

• One GP out of hours service, based at ROH 

• 51 pharmacies with 9 open 100 hours/week, 

• One NHS 111 urgent medical advice service 

• One Walk in Service (WIS) based in the ICC 

• One Ambulance Service 

• One Accident and Emergency Department 

• Safe haven

• Core 24

• Community OP Liaison mental health

• Integrated Discharge Teams

• See and Treat

• Community Enablement
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What our Patients and Communities Have to Say 

The themes from recent surveys conducted in 2019 with patients of 

all ages attending A&E highlighted:

• Challenges in accessing services in a timely manner.  This is 

especially acute for Primary Care.

• A lack of health literacy for the population and professional 

(knowing where to go for what condition and what services 

are open and when);

• Flexibility of 111 to tailor their response (use of 

algorithms/key trigger words);

• Risk aversion/confidence of General Practice in treating 

young children.

“I couldn’t get in 

to see my doctor 

in a reasonable 

timescale so I 

have come here”

“111 told us to 

come”

“My doctor sent 

me”

“I couldn’t access 

any services”

“The walk-in 

centre sent me”

“I have been 

before and I like 

it”

“I did not think 

about going 

anywhere else I 

came here”

“’I came for some 

peace of mind’
“I need a scan 

and they don’t do 

that at the Walk 

in Centre”

Successes Since Our Last Plan
The following section provides a sample of the key successes since 

the publication of our last plan:

Improving Quality

• The Royal Oldham Hospital (ROH) is the first ED to achieve 

SCAPE status (Safe, Clean And Personal Every time) in the 

Northern Care Alliance scheme).

• ROH has consistently low Delayed Transfers of Care in GM.

• There has been agreement across partners to make majority of 

System Resilience Group schemes recurrent to improve staff 

recruitment and retention for the services provided.

• We are acting on findings from commissioned reviews.  For 

example, a review undertaken by the North of England 

Commissioning Support Unit highlighted that pharmacies were 

incorrectly profiled on the Directory of Services and were not 

used as effectively as other localities. This has now been 

addressed.

Improving Access to the Right Services

• Primary Care Streaming service established in ED 12 hours 

a day, 7 days a week, since November 2016.

• A single point of referral developed for intermediate care, 

rapid response, reablement and helpline services to simplify and 

ensure appropriate access to services.

• The mobilisation of rapid access clinics to try to avoid 

unnecessary paediatric admissions (go live from November 

2019).  There will be three of these a week taking referrals from 

A&E and GPs.

• A nursing team is in place to stream to the Urgent Treatment 

Service (UTS), ambulatory care, gynaecology assessment, 

surgical triage, paediatric observation and assessment, and to 

specialties.
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Improving Access to the Right Services (cont.)

• Specialist nurses deployed in ED to avoid unnecessary 

admissions for children aged 0-12, with a specific focus on 

those with respiratory, allergy and gastroenterology conditions. 

Early findings - those seen has resulted in a reduction of 60% in 

the number of children referred into the Paediatric Observation 

and Assessment Unit .

• Medical consultant in-reach to the A&E department to deflect 

patients from admission.

• Rollout of a Mental Health Rapid Response team focussed on 

children and young people who present at A&E in a crisis - the 

aim is to divert presentations so that they can be seen in the 

environment when they are experiencing the crisis. Expansion of 

the current offer (Monday- Sunday 8-8, referrals from Healthy 

Young Minds and other sources) is planned over the next 12 

months (24/7 and referrals accepted from all sources).

• Mobilisation of a See and Treat service.  This is an urgent 

response approach in partnership with Northwest Ambulance 

Service (NWAS). Specific types of NWAS category 3 calls are 

routed to See & Treat. A paramedic is then met at the scene by 

an Oldham Rapid Community Assessment Team worker, who 

can support with immediate treatment to deflect hospital 

attendance where safe and appropriate. Ongoing support of up 

to 5 days is also provided to enable urgent care needs to be 

treated at home or as close to home as possible. 210 accepted 

referrals between December 2018 and September 2019, over 

80% of referrals are deflected from A&E and 64% of all patients 

are seen and treatment completed within 5 days

• Mobilisation of Safe Haven, a project provided by the Children’s 

Society to offer brief intervention and a place of safety to those 

young people presenting in mental health crisis. It will provide 

24 hour offer in the hope of reducing A&E attendances. 

Workforce

• A business case has been approved to increase number of 

middle grade doctors and nursing establishment.

• Recruited additional Emergency Consultants including a 

Paediatric Specialist Consultant.

• A scheme is in place to Increase the numbers of paediatric 

Advanced Nurse Practitioners in ED.

• The Fracture Clinic has been relocated to provide space for a 

co-located UTS in ED.
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Key statistics include:

• Accident and emergency attendances continue to grow year on year 

with ED now seeing approximately 1000 patients more per month 

than they were 5 years ago. 

• Our 4 hour performance shows a year on year deterioration over the 

last 5 years and it is now 18% worse on average than 5 years ago. 

Winters are particularly challenging.

• The number of patients leaving the department in less than 4 hours 

has changed relatively little over last 5 years and not at all in last 3 

years. 

• The conversion rate from ED to admission at ROH is lower than the 

regional average (31%, Q1 NHSE data) at 27%.

• Length of stay at ROH is substantially lower than national average. 

Analysis suggests changes are driven by supply, not pathway 

improvements leading to increased readmission risk. 

• The locality is a known outlier for readmissions performance. The 

position has been worsening year on year except for a very marginal 

improvement in 2019. 

• In 18/19, 50% of Oldham’s ED attendances came from 6% of the 

population. In the same period  50% of Oldham’s emergency 

admissions came from just 2% of the population. 

• Approximately a third of all attendances at ED are for 0 -16 year olds. 

0-12 year olds account for 19% (20,486 attendances) and of these 

21.5% are admitted. 

• Primary Care appointments have increased by 10,000 since last year 

and are being utilised.

The Key Challenges and Opportunities facing our UEC System

We have designed complexity into the system. For 

example there are a number of different services 

which offer urgent primary care (Walk in Centre, GP 

Out of Hours, UTS). This risks potential duplication 

and confusion for patients and their families.

There is potential for further integration between 

mental and physical health urgent care services, 

ensuring parity of esteem.

There are consistent challenges around hospital 

capacity, evidenced by a very high hospital 

admissions to the available bed base ratio e.g. the 

acute paediatric bed base.

There are historic and increasing difficulties with 

recruitment and retention across the UEC workforce.

A shift in culture and behaviour is required across the 

system to improve how we manage demand.  This 

includes ensuring professionals can signpost/divert 

appropriately and that people are educated better to 

be able to navigate the system and where 

appropriate self-care.

The UEC system is under significant pressure with 

ED attendances and admissions rising, and an 

increasing demand for same day/urgent primary care 

services.
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1

3

4

5

Continued effort on ensuring UEC services are safe, sustainable and provide responsive, 

good quality care.

Shifting urgent care access away from the Emergency Department and closer to people’s 

home where appropriate.

Delivering a sustained improvement in the 4 hour A&E target, with a system agreed demand 

and capacity plan to ensure continued delivery during periods of high demand.

Our Priorities

2

6

Ensuring that patients have access to and receive medical and non-medical assessments 

and treatment when accessing the UEC system.

Developing a shared electronic patient medical record between primary care, other health 

and care professionals and hospital clinicians.

Ensuring parity of esteem for people with urgent mental health care needs.
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Current Transformation Initiatives
The programmes being delivered at an Oldham locality level mirror those of GM. They have been consolidated into three themes, incorporating 

‘Stay Well’ into one of the other three themes or through other programmes in the health and care system e.g. social prescribing through our 

Thriving Communities programme. Our key initiatives that are currently in train to tackle the challenges and exploit the opportunities facing the 

UEC include:

Avoidable Admissions (Age 0 -12)

The project aims to reduce unnecessary 

hospital admissions for children and young 

people (age 0-12), particularly those with long 

term conditions. This will be done through 

connecting care for children enabled by co-

operative partnerships between acute and 

community care. The project will focus on 

respiratory, allergy and gastroenterology 

conditions. (Please see Appendix A for detailed 

project information)

Home First (Front door)

Share for You

A project that allows healthcare professionals 

from different services involved in the care of 

a patient to access personal medical records. 

The data is held in compliance with GDPR 

data protection. Benefits for the patient 

include a joined-up and coordinated plans for 

better quality care delivered to patients. All 

patients will be opted-in for the service with 

the option to opt-out should they wish. 

Frailty

Increased attention is being paid to those 

patients living with frailty to enable a 

healthcare system where people can live as 

well as possible for as long as possible in an 

environment that suits their needs. 

Approximately 29% of <65s discharged from 

hospital re-attend and almost 70% are 

readmitted. We are focusing our efforts in the 

identification and diagnosis of clinical frailty to 

provide early intervention, which is crucial to 

support this patient population. 

Quality improvement plans are in 

development to understand the opportunities 

and test initiatives to improve this position. In 

line with the NHS LTP, this will include 

developing a guaranteed offer of enhanced 

health in care homes and urgent community 

response in Oldham.

We will also introduce a comprehensive 

effective digital offer for Healthcare 

Professionals, carers and others working in 

the community with frail patients to access 

advice and guidance from experts in order to 

keep frail patients at their place of residence.

Urgent Treatment Service (UTS)

The design, implementation and embedment 

of a UTS. This will offer a primary care led 

service for those patients that are not acutely 

unwell to form a holistic offering. This will 

form the basis for integrated 24/7 urgent care 

access, clinical advice and treatment service 

which incorporates NHS 111 call handling, 

GP out of hours services, and Walk in Centre 

capabilities with an emphasis on localities 

which are able to provide enhanced services 

to prevent/reduce ambulance call outs, 

hospitals attendances and admissions. It will 

increase the number of medical patients seen 

and treated the same day in a hospital 

setting, avoiding admission.

Rapid Access Clinics

From December 2019, Paediatric services at 

The ROH will provide a Rapid Access Clinic 

(RAC) for children and young people (CYP) 

aged 0-16 years. The purpose of the RAC is to 

provide specialist review for CYP with non-

urgent symptoms/conditions preventing an 

unnecessary admission to hospital. The RAC, 

facilitated by senior paediatricians, will be 

criteria led and operate on a referral basis 

providing an alternative service that is more 

convenient for children and their families.
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Patient Flow

Length of Stay (LoS)

A programme of reviews are taking place focusing on reducing 

lengths of stay.  e.g. work with the  the medicine division on 21+ day 

LoS patients, involving a consultant, MD for medicine, Integrated 

Discharge Team lead, Therapy lead and the Assistant Director of 

Nursing. The programme aims to help reduce the number of super 

stranded patients and overall bed occupancy.

Efficient A&E 

This initiative uses breach analysis to understand how the team are 

managing their queues, looking at the times of day that Wait to Be 

Seen time increases and how responsive specialities (paediatrics, 

surgery, etc.) are at different times of the day. The overall aim is to 

reduce the Wait to Be Seen time for patients in order to increase 4 

hour non-admitted performance.

Rapid Response

Paediatrics are implementing a rapid access clinic in order to 

alleviate the pressure on the ED team to stream less acute 

paediatric patients through to the clinic rather than remaining in ED. 

Additionally the paediatric team are reviewing the Standard 

Operating Procedures for escalation to ensure that it is fit for the 

current pressures.

The Adopt a Ward

This is an ongoing initiative that focuses on the patient cohort (traditionally evaluated during the length of stay review) and ensures that 

stranded patient numbers remain stable. It utilises themes identified from the LoS review process to improve more timely discharge.

Trusted Assessor Model

This model is based on having a dedicated person, trusted by care 

homes and all agencies, who is wholly focused on carrying out 

hospital-based assessments, covering a number of acute services 

locations. This model has been tested in Oldham and will continue to 

be developed and utilised. A number of patients are being moved 

back into the community in a more timely manner. 
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High Intensity Users

This project aims to reduce hospital re-attendances in the top 25 

Emergency Department users in each of the five Oldham Primary 

Care Networks by 50%, by 31st March 2020.  The cohort includes 

individuals with complex issues, including mental health conditions 

and alcohol/drug use. There are three distinct elements including:

• Identification: ED generated data via Symphony/data sharing 

with cluster Integrated Multi-disciplinary Team (IMDT)/data 

validation,

• Understanding: Case reviews/identification of themes, trends, 

risks/association with other services.

• Prevention: Individualised care planning/crisis management 

plans/ rescue medication/IMDT review.

Discharge and Recovery

Take Home Medication

This plan will focus on the pharmacy dispensing process and 

supplying discharge medication across 7 days for patients 

transferring from the hospital into the community enablement beds. 

The service will be delivered through community based pharmacies.  

The aim of the plan is to ensure that appropriate medication is 

ordered at the point of discharge and delivered in a timely way to 

avoid medication related delayed discharges.

Out of Area Discharges

This ‘test of change’ involves the development of discharge 

pathways/processes with Salford Royal Foundation Trust and 

Fairfield General Hospital and relates to the transfer of people back 

to their own community when they are admitted to an acute trust out 

of the locality that they live in. The initiative is based on a trusted 

assessment across the localities to case manage the individual 

patient discharge and access to appropriate services.

Integrated Multi-Disciplinary Team (IMDT)

This ongoing initiative involves the development of an integrated 

approach to care at PCN level and involves wider stakeholders – for 

example VCFS, mental health, housing, police etc. The IMDT aims 

to provide a solution focused forum to discuss patients and service 

users whose needs require further investigation/intervention by multi 

agencies and professionals to make decisions and recommend 

treatment.

Physical Health/Mental Health Interface

This project aims to develop agreed management, review and 

transfer protocols between physical/mental health wards/services to 

support seamless transfer and reduce delays across services.  
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In addition to the above programmes of work, we will be placing an emphasis on delivering against key LTP asks for people with a

mental health condition in an urgent/emergency situation.  These include:

Alcohol and Substance 

Misuse

• Access to and joint working with alcohol and 

substance use services as part of crisis response

• Development of a pathway to prevent exclusion 

of people who present in MH crisis and are 

intoxicated

Blue Light Services

• Information sharing and joint working 

between mental health services and blue 

light professionals

• Oldham's dedicated 136 suite 

• New blue light response vehicle pilot  to be 

mobilised 

24/7 Urgent and Emergency 

Mental Health Response

• Implementation of core 24 all age liaison across 

acute and urgent pathway

• All services adhere to Mental Health Act code of 

practice

• Further development of safe Haven offer as an 

alternative to admission and reduction of 

presentations at ED

• Development of an access service in line with the 

LTP

Children and Young 

People’s services

• Clear and specific 24/7 mental health crisis 

pathway

• Staff skilled in working with children and 

young people in crisis available 24/7

Alternative to attending ED

• Safe Haven Oldham in collaboration with  

Third sector service

• Further development of HTT 24/7 offer 

• Development of the access model across 

Oldham 

• Development of an integrated model across 

the ICP from Mental Health 

• Ongoing training for non–specialist mental health 

professionals supporting an urgent and 

emergency response (police, ED, paramedics, 

fire fighters)

• Close linked (or embedded in team) to social 

workers, housing, employment, local Citizens 

Advice specialists, drug and alcohol services, or 

Advanced Mental Health Practitioners

• Specialist and supervisions to ensure staff 

wellbeing for the UE mental health workforce

Primary Care

Workforce & Training
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4.10 Specialist and Hospital Care
If we are to have a good quality, sustainable specialist and hospital 

services for the future we need to continue to improve services for 

patients across Oldham, GM and for any patients who access the 

services from outside our region. To achieve this  ambition we also 

need to continue to develop new models, for the way elective care, 

specialist advice, diagnosis and treatment is provided in Oldham. 

We need to create a system that, irrespective of where patients live or 

access a service, they are consistently assessed and receive good 

quality and safe treatment under the right clinical team, in the most 

clinically appropriate setting, first time, every time, as part of an 

integrated care pathway.  By providing care on an integrated basis 

will reduce duplication within the system and ensure resources are 

used effectively to provide the best health and care for our residents.

Hospital Care

In order to deliver improvements within elective care, and ensure the 

best use of the resources available as a system we will implement the 

following principles, aligned with the GM Partnership’s vision:

• Reduce demand and pressure on the system for elective care -

through rethinking referrals into the system, transforming 

outpatients, and supporting patients to make the right decision 

about their care by providing tools to those seeking advice about 

their health and ensuring that people only need contact health 

care providers when necessary.

• Reduce variation in unnecessary spend on elective care, 

managing patient’s closer to home and stopping interventions with 

limited clinical benefit and improvements to patient outcomes.

• Follow up and discharge with high quality patient management 

plans to support self and community management.  

In partnership we will continue to develop community based elective 

care models that will ensure the delivery of the majority of planned 

care outside of a hospital setting. Patients will continue to have rapid 

access to specialist services, diagnostics and expertise in hospital 

where their GP agree that is needed. We will also continue to look to 

reduce outpatient activity and provide alternatives to the current face 

to face offer.

In order to support the reduction of inappropriate activity within the 

system, which will ensure resources are utilised effectively, we will 

reduce variation and demand by implementing: Advice and Guidance; 

EUR Prior Approval (BlueTeq); A Consultant to Consultant Review; 

An Improved Referral Gateway Model; Virtual Clinics; Contractual 

new: follow up ratios; New technology (e.g. Dermatosocopes) and the 

development of Primary Care management guides.

Our main provider of hospital based care is the Northern Care 

Alliance (NCA).  It continues to pursue an extensive programme of 

transformation with programmes of work both focussed specifically on 

the services provided at the ROH site and more broadly across

Headline Statistics 

• The Referral to Treatment (RTT) performance for our main provider 

(Pennine Acute) in August 2019 is at 85.9% showing a decline from 

92.8% in April 2017. For the same period our overall RTT 

performance showed a decline from 93.9% down to 88.0% over the 

same period. The national target is 95% and our local target is 92%.

• There has been a 48% increase (6,181 to9,146 ) in the waiting list 

from April 2017 through to August 2019 for our main provider 

(Pennine Acute) and a 29% increase (13,379 to 17,251) in our 

overall waiting list over the same period.

• There has been a small decrease (0.9%) in outpatient first 

attendances over the most recent 12 months compared to the 

preceding 12 months There has been a 0.3% increase in outpatient 

follow up attendances over the most recent 12 months compared to 

the preceding 12 months. At these outpatient attendance levels, the 

RTT performance and waiting list numbers will only continue to 

deteriorate.
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Key Facts about ROH

• Serves a local population of around 231,000 people with a budget 

of c. £137m, excluding corporate and clinical support services.

• Is the designated Healthier Together hub site for the NES and 

NMGH.

Provides maternity and level 3 Neonatal intensive care services, 

supporting integrated paediatric pathways across NES.

• Has over 106,000 A&E attendances; around 160,000 outpatients; 

17,000 day cases; and 53,000 inpatient spells (of which 49,000 

were non-elective).

NCA sites, where a considerable amount of elective care is provided 

to the people of Oldham. 

The NCA has a clear vision: ‘Saving Lives, Improving Lives’ by 

delivering highly reliable care and services, at scale, which are 

trusted, connected and pioneering. It has adopted a series of five-

year Service Development Strategies to shape and support the 

delivery of its vision.

The overall approach will see the services located at sites to enable 

new models of care and wider developments, particularly GM- and 

NCA-wide programmes consolidating services to improve reliability, 

outcomes and efficiency. Any significant service changes will be 

subject to commissioner-led public consultations, for which strong 

evidence of patient benefits and assurances around access will be 

critical.

Within the strategy, the ROH will not only be a local general hospital 

but will be moving towards becoming a high acuity specialist centre 

and a designated hub for complex surgery, this will be informed by 

the GM Improving Specialist Care programme. Creating the capacity 

for such work will require some less complex work to be undertaken 

at other NCA sites.

NCA Strategic Services Overview

Integrated Health and Care Services: The NCA will work with localities to deliver 

benefits of a consistent model of care, including: Population Health Management; 

enhancing self-care & prevention; Local Neighbourhood Teams; enhanced care and LTCs 

and vulnerable  groups; and integrating Urgent Care. 

Single Shared Services: The NCA is developing new Models of Care, based on the 

scale required for service excellence, and reflecting natural catchment areas. Planning is 

prioritised for some services (from Breast Services to benign Urology) with common 

themes including: Creating Standard Operating Models (SOMs); ensuring access for 

populations; consolidating capacity & workforce. 

Specialist Centres: We will continue to support the wider portfolio of services within the 

NCA, through access to clinical advice and expertise. GM-wide reconfigurations are being 

implemented and we will ensure service developments are sustainable, exploring 

opportunities for efficiencies through scale. Outcomes will continue to improve by 

implementing best practice and addressing any variation. Our Specialist Centres will be at 

the forefront of innovation with strong R&D and education, making full use of technologies.

Women’s and Children’s: We aim to improve outcomes and provide consistency through 

development of a highly regarded shared service focused on health and well-being. 

Neonates: optimal provision of specialist NICU services . Maternity: standardised offer 

across NES with mothers offered choice. Paediatrics: working with GM to ensure 

paediatric surgery at ROH remains reliable and safe. We are aligning with LCOs to reduce 

unnecessary admissions. Gynaecology: develop a consistent, single shared service offer, 

retaining clinical links to support workforce.  Community services: enhancing care via 

closer collaboration with partners.

Diagnostics & Clinical Support Services (including Pathology, Pharmacy and 

Radiology): Our vision is to create and deliver robust, resilient single services across the 

NCA, which are high-quality, cost-effective and provide equitable access for patients. 

Using innovative approaches and technologies, we will work with partners to improve 

services and to support development and implementation of wider NCA clinical service 

strategies and deliver benefits of scale across GM.
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Cross Cutting Transformation Across the NCA

General Surgery: This project focusses on creating sector level 

single service models for the delivery of general surgery with the 

objectives of reducing unwarranted variation in the provision across 

GM, making better use of limited resources and delivering better 

patient outcomes and reduce mortality rates.  Key deliverables 

include sector level MDTs,  sector wide care pathways, the transfer of 

in scope activity to ROH and the compliance with National Emergency 

Laparotomy Audit and Acute General Surgery Clinical standards.

Critical Care: Development and implementation of a safe, reliable, 

high quality, clinically and financially sustainable adult critical care 

service. Key objectives include improving Intensive Care National 

Audit & Research Centre standardised mortality ratio and increasing 

service satisfaction and achieving a CQC ‘good’ rating. The design of 

the service will include development of Standard Operating 

Procedure, a consistent staffing model, alignment with policy and 

guidelines for the Provision of Intensive Care Service compliance.

Rapid Diagnostics Centre (RDC): The aim is transform patient 

experience and outcomes across the NCA through pioneering the 

development of a new RDC service model. This model will ensure 

equitable, consistent and reliable access for patients and GPs to 

innovative pathways of care which enable the rapid diagnosis or 

exclusion of cancer. Design and implementation of this centre will 

involve the development of a business case followed by an operating 

model including workforce requirements.

Urology Shared Service: Development of an NCA Urology Single 

Shared Service will ensure equity of access and provision, measured 

through a performance dashboard with markers for quality of care and 

service. It will also remove unwarranted variation across service 

delivery and care provision. The service will have an agreed vision 

with a single governance structure, standard policies and practice and 

a single set of performance metrics & dashboard.

A Spotlight on Oldham Care Organisation 

Within the Oldham Care Organisation there are a number of 

transformation projects in train that will be delivered over the next 12-

18 months. These are summarised below. Further detail on each has 

been provided in Appendix A, including the Care Organisation’s 

priorities for 2018/19.

Theatres: Aims to reduce the number of operations cancelled on the 

day by 50% by March 2020. This will be done by improving pre-

operative systems and processes, building a patient-centred and 

safety-focused culture in theatres and ensure efficient ward 

processes.

Capacity Remodelling: Modelling of bed capacity to inform decision-

making and planning to support the delivery of right care, in the right 

place, at the right time. The programme work will ensure that services 

have the required accommodation and workforce to deliver a high 

quality service. A key objective is to position the Oldham Care 

Organisation in the top 10% for comparisons of bed occupancy, 

length of stay and operational performance against peers.

A focus of this remodelling will be on the Children’s Unit. The Unit 

currently flexes the bed base daily to meet the needs of the service 

supported by the use temporary staff. The long term plan is to 

increase our workforce to facilitate an increased bed base to 30 

inpatient beds plus six high dependency stabilisation beds.

Temporary Staffing: The project aims to reduce the expenditure of 

temporary staffing whilst maintaining safe care. Key outputs will 

include a blended workforce model; a recruitment process and 

business case for the recruitment of substantive HCA and activity co-

ordinators
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Four Principle Aims as Our Priorities for QI Over the Next 5 Years

A Relentless Focus on Quality Improvement

To complement our transformation priorities, immediate cross 

specialty improvements are being delivered in clinical services. These 

build on our established operational and quality improvement 

expertise and are categorised as:

• Adopting best practice pathways and processes through 

Standard Operating Models (SOMs)

• Addressing access, variation and efficiency challenges in 

elective access and outpatients service

• Improve workforce resilience and consolidate dispersed 

resources

• Using digital technology to automate functions in low productivity 

areas

• Using technology and telehealth to support clinical decision 

making

• Stabilising and strengthening Diagnostic and Pharmacy services

• Maximising theatres productivity

In addition to hospital based care, Oldham locality is committed to 

providing care, where appropriate, closer to the patient’s home within 

community settings. 

The locality already has a number of community elective care 

services, including Dermatology, Ophthalmology, Gastroenterology, 

ENT, Urology, Gynaecology  and an integrated MSK service. Linked 

to the acute sector transformation programmes, Oldham will also 

seek to review current community elective providers to ensure 

pathways are efficient, providing safe and quality care, whilst also 

seeking to look for further opportunities to drive alternatives to 

outpatients.

Specialist Care
We believe that we can get the best and most consistent outcomes 

for patients if we pooled our resources together. This will mean 

working in a different way to how we currently run specialist hospital 

services now, by sharing staff and expertise across different 

hospitals. This will mean that patients needing more specialist care 

receive the same standard of care wherever they live in GM.

As part of the drive to improve health in GM, the HSCP is leading a 

programme of work with all NHS bodies, councils and partners to 

improve some of the highly specialist hospital services across the 

region - GM Improving Specialist Care (ISC) Programme.

Within the proposals to improve specialist acute services, core 

services such as A&E and maternity are not affected by these plans. 

All hospitals will retain a broad range of services. The specialist 

services currently in scope for the programme are: Breast services; 

Respiratory services; Vascular services; Benign Urology; Paediatric 

Surgery. 

122



4. Improving

Outcomes
3. Core Themes1. Introduction

2. Vision and 

Approach

5. Enabling 

Change

6. Financial 

Balance

7. Monitoring 

Progress
8. Appendices

These reviews are being conducted through the application of 

structured methodology and the process is being overseen by Greater 

Manchester’s Joint Commissioning Board (JCB), which comprises of 

senior leaders representing every CCG and every local authority from 

each of our 10 boroughs. It is co-chaired by a CCG clinical chair /GP 

and a council leader. 

We are continuing to work with doctors, nurses and a wide range of 

health care professionals to advise us, from a clinical perspective, on 

how specialist services might look in the future. Patients, carers, the 

community and voluntary sector are also sharing their views and 

informing us on what they feel is good about using specialist services 

and highlighting where we can improve.

Complimentary to this programme of work we will build on our 

success in musculoskeletal (MSK) and continue to explore different 

approaches to moving specialist services away from hospital setting 

into the community where it is appropriate to do so, with an 

expectation that this will increase accessibility of services and so the 

responsiveness of the system, and, potentially reduce cost.

Success to Date

Hospital Services

• Joint Advisory Group (JAG) accreditation was maintained 

following the annual review in May 2019. This is a mark of a quality 

service and highlights the ongoing work across the four endoscopy 

units to ensure an excellent patient experience”

• In response to Better Births, the five year forward view, Oldham 

are actively rolling out our continuity teams in order to facilitate this 

agenda. We currently have set up a vulnerable women’s team and 

a team for women who have experienced a previous caesarean 

section birth, alongside teams for those women who have a lower 

risk pregnancy. Better Births is supported in its aims to ensure the 

best clinical outcomes by the implementation of the Saving babies 

Lives (SBL) Care bundles. The maternity services within Oldham 

have a designated SBL champion who continues to work locally, 

within the multidisciplinary teams, and within the GM network to lead 

and embed the care bundles into practice. 

Specialist

• People who have suffered a major trauma are now taken directly 

to the hospitals specialising in handling this, and people who 

have a stroke now go to one of three specialist centres. The 

changes to these two services save around 220 lives every year in 

GM.

• In March 2019 it was agreed that Salford Royal would be the 

single provider of inpatient GM Neuro-Rehabilitation services. 

This model will assist with improving staffing levels and create a 

more sustainable workforce. It is anticipated that the new Model of 

Care will go live in April 2020.

• Implementation of a new integrated pain pathway (MSK) focusing 

on a Bio-psycho-social model. The model has significantly reduced 

day case procedures, delivered savings and improved outcomes 

(e.g Significant improvement in PSEQ - 56.44% (Benchmark -

49%)). The pathway receives excellent patient feedback (92% 

positive feedback on the Friends and Family Test).

The Impacts of the Proposals on ROH

Area Current Proposal Impact on ROH

Respiratory All existing sites No impact on configuration but will affect 

model of care. 

Vascular Hub and Spoke 

configuration

Specialist vascular surgery would be 

consolidated at MRI as the GM Vascular 

surgery hub, turning Oldham into a vascular 

'super spoke'.

Benign 

Urology

Hub and Spoke 

configuration

Proposed as a benign Urology hub site. 

Activity to be transferred out of North 

Manchester General to ROH.

Paediatric 

Surgery

Tiered 

configuration 

Proposed as a hub site, with increased 

activity moving from RMCH to ROH (and 

other hub sites).

Breast 

Services

Three equitable 

Hub sites 

Still to be confirmed. 
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High Level Timeline for Key GM and NCA Programmes
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Patient and service user views, involvement and engagement will be 

embedded into the commissioning cycle of “analyse, plan, do and 

review” as detailed above, aligning to the principles of “define, design, 

deliver”.

As well as continual examination of patient and service users 

experience data throughout the cycle, including complaints, quality 

visits and the Friends and Family Test, representatives will be asked 

to help design proposed service specifications.  They will also be a 

part of any assessment of prospective service providers and decision-

making processes before implementation.

A specific set of methods to enable regular engagement and 

conversations with sectors of the population will be established.  

These are outlined in more detail in the remainder of this section.

5.1 Engagement and Communications
Meaningful Collaboration with Local People

With work to develop our ICS moving at a pace, now is the perfect 

opportunity to also make whole scale change in relation to how we 

engage, involve, and more importantly, collaborate with our local 

residents and communities.

Whilst many individuals working in local health, care and local 

authority organisations have come together successfully as partners, 

there is clearly much more we can do to ensure that local people are 

genuinely at the heart of service redesign and improvement. 

With that in mind, this section outlines our strategy for working with 

local residents, as citizens and as the most important stakeholders in 

Oldham. Although engagement and communications are key 

enablers for change, this activity is also a key driver to lead change 

with people and communities at the centre of local health and care 

services.

Engagement, Communications and the Commissioning Cycle

Principles

The strategy for engagement and communications for health and 

care commissioning and provision in Oldham will be as follows:

• “No decision about me, without me”

• Services are designed democratically

• Engagement and involvement is systematic, robust and 

embedded

• On-going service improvements are led by patient experiences 

and views

• All insights, whatever route they come from, are collated and 

triangulated

• Patients are truly empowered at all levels, from health and care 

strategy development through to their day-to-day care

• Engagement is in the driving seat, and communications in 
support
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Key Engagement Forums

young people’s groups in Oldham, including the Youth Council and 

Children in Care Council, and also with special interest groups, such 

as Barrier Breakers (children with disabilities) and The Proud Trust 

(young LGBTQ+ people). The aim will be for the group to be made up 

of children and young people that represent their peers and 

communities, covering as wide a range as possible of the main and 

sub-level protected characteristics (Equality Act 2010). The members 

of this group will be key in relation to service change, by utilising these 

representatives as ‘expert patients’ and by involving them closely 

across the commissioning cycle as already outlined. 

Live and Age Well Patient Advisory Group

The purpose and aims of this group will be the same as with the Start 

Well group, as already outlined, but with membership of people over 

the age of 25 to support the Live Well and Age Well programmes and 

pathway development. There will be targeted creation of membership 

to cover all protected characteristics, community representations and 

special interest areas. 

Maternity Voices Partnership

An existing statutory Partnership will be utilised to ensure that views 

are regularly gathered in relation to services that impact on those with 

the ‘maternity and pregnancy’ characteristic (Equality Act 2010).

Funding is available for the running of these Partnerships, with the aim 

being that a fee and expenses can be paid to the patient chair. 

Commissioners and providers will work closely with this patient-led 

group to ensure that patients are at the heart of service change and 

that improvements are linked to pre and post-natal maternity care and 

treatment, as well as other services that link closely to the needs of 

parents and young children.

Patient Participation Group Network

A network of chairs and other group leads from local general practice 

patient participation groups (PPG). All GP surgeries have to have a 

PPG as part of their core contracts.  While these groups will exist in 

varying forms and sizes, bringing them together into a structured 

network will enable local registered patients and their representatives 
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Democratic Design 

Linked to the commissioning cycle, and a step further than co-

production or co-design, is our key commitment to ‘democratic 

design’. This isn’t a new concept in public services, but is often not 

implemented and embraced as fully as it could be. NHS Citizen 

believes that “services shaped by people, (especially those with lived 

experience), are more likely to be needs-led and patient-centred, 

resulting in better outcomes”. The overall aim is to ensure that 

services can gain real understanding of experiences, and for people 

and communities to have an increasing say in health policy 

development and also how health and care services are 

commissioned, designed, and delivered. Appropriate democratic 

participation methodologies will be put in place to enable this to 

happen, aligned to a range of channels and frameworks (as will be 

described further on in this section), to ensure that this important 

commitment is enacted.

Start Well Patient Advisory Group

This group will be established to support the Start Well programmes 

and pathway development, covering everything from strategic 

commissioning to tactical commissioning and provision. The group 

will be made up of children and young people (aged 25 and under) for 
them to lead the design of health and care, and will link with existing 
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to be at the heart of developing a new primary care strategy, including 

the establishment and embedding of Oldham’s five Primary Care 

Networks. This will be an addition to the work the PPGs would do to 

help improve services within their own practices.

Involvement Network

Local people will be asked to join a database if they wish to participate 

regularly in local health and care service change. We will gather their 

special interests so we can use the database in a targeted way, and 

allow those in this virtual Network to control what levels of information 

and participation they are looking for.

Targeted Engagement with Seldom Heard Groups

This bespoke engagement will be utilised whenever we need to check 

on key potential impacts of proposed change with groups with 

particular characteristics. For example, with young people who identify 

as part of the LGBTQ+ community, with people who have type 1 

diabetes, or with people seeking asylum. This will be delivered using a 

variety of methods as best suits the individual group, from face-to-face 

focus groups with community leader or specialist nurse facilitation, 

through to live social media engagement and/or online surveys.

Wider Engagement and Partnerships

As already outlined, whilst a key focus of engagement activities will be 

to listen and understand lived experiences from patients, carers and 

families utilising services currently, and also to hear from those people 

who we don’t currently listen to enough, there will also be a wider aim 

for engagement with key local organisations and stakeholders to 

evolve into true partnerships.

This will include local VCFSE sector networks and groups (e.g. Action 

Together) and also Healthwatch Oldham. Healthwatch Oldham, for 

example, will be given the opportunity to decide where it needs to 

participate in local health and care service decision-making forums so 

that it can add the most value, and so it can work with the

local health and care system to share insight and themes to influence 

and shape real change, whilst still retaining its statutory independent 

duties.
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Engagement and Involvement ‘Levels’ and Standard

Throughout any service change, be it commissioning or provider-led, 

there will always be an element of engagement and communications 

activity that needs to take place.

The NHS also has a legal ‘duty to involve’ as defined in the National 

Health Service Act 2006, which should always be viewed and 

implemented alongside the Equality Act 2010 and its accompanying 

Public Sector Equality Duty (2011).

A local standard for the expected minimum level of engagement and 

involvement will be set, to help interpret the legislation and agree 

what Oldham considers ‘substantial service change’. This standard 

will be based on the following questions:

• Is the change individual or collective?

• Is there a need to undertake formal consultation?

• Are any specific groups of people with certain protected 

characteristics likely to be effected by the proposed change?

• What is an appropriate timeframe to ensure people can influence 

outcomes in a meaningful way?

Accessible Information

Communications activity and information will be accessible to all, with 

bespoke methods of communications offered on request. This will be 

carried out in line with the Accessible Information Standard and in 

relation to online content, against the European standard – “Web 

Content Accessibility Guidelines”.

Integrated Communications Campaigns

Proactive communications campaigns to support health improvement 

initiatives, behaviour change and patient education will be undertaken 

across multiple organisations in the borough.  This will ensure that 

multiple communications channels and methods can be utilised, and 

that these campaigns are integrated, efficient and effective. Priorities 

for campaign work will be established based on the strategic and 

tactical priorities for health and care in the borough.
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Key Initiatives
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Citizen Mentors

The Art of 

Hosting

The Poverty 

Truth 

Commission

What if local health and care leaders each had a local citizen as a mentor?

• Local people, patients and residents would be offered the opportunity to become a mentor for a local health and care 

leader

• The aim would be to provide regular and unique insight to key decision makers, enabling local people to better 

influence change

• It would also increase patient and citizen involvement in service improvement initiatives and planning across health 

and care organisations

• Citizen mentors would be given appropriate training via the NHS Leadership Academy / local voluntary sector

• Would include giving development opportunities to existing citizen leaders (for example, provider governors, 

Healthwatch volunteers, members of patient or carer groups

What if people who have directly faced poverty were involved in decisions about poverty? 

• Establishment of a Commission in Oldham encompassing all key local public sector partners

• Aim of ensuring that people who have experienced poverty first-hand are at the heart of how the borough thinks and 

acts in tackling poverty and inequality – people would be given the chance to relate their personal experiences of 

struggling against poverty

• Conducted in a safe space with all participants, resident and public sector worker alike, on an equal footing

• Will improve understanding amongst partners,  improve perceptions and challenge stereotyping, and lead to better 

decision making

• The Commission has a track record of making a real difference in other areas in relation to health and care

What if we had conversations with local people that ensured there was always a ‘level playing field’?

• The Art of Hosting is an approach to leadership that changes the way conversations are carried out with citizens

• It blends a suite of powerful conversational processes to invite people to step in and take charge of the challenges 

facing them

• Its aim is to enable better decision-making, more efficient and effective capacity building, and greater ability to quickly 

respond to opportunity, challenge and change

• Organisational structures and job titles are removed, with the conversations fully designed around the outcomes we 

are collectively looking for

• Art of Hosting leaders will be trained in order to enable this approach to utilised for change in Oldham 
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Our aim is to wrap public services around local physical assets that our 

residents access and value such as schools, GPs, voluntary and 

community groups. This is the building block of a place based system. 

It will enable us to create integrated services based in the communities 

and that are closer to people's homes - ultimately improving health and 

wellbeing outcomes. 

This may also enable us to rationalise our assets around what local 

people value and use. A place-based, strategic approach to the 

management and use of public sector land and building assets is key to 

supporting our transformation agenda, delivering positive service 

changes and driving efficiencies in the system – aiming both to save 

money and, ultimately, support improving the health, wellbeing, and 

resilience of the people of Oldham.  

The current local public sector landscape is hugely diverse with the 

Council being the single biggest owner and occupier of landed property 

across Oldham – a portfolio comprising of 1,677 legal interests. Beyond 

the Council there are 512  public sector properties, covering 18 

different  user categories. These range from health, wellbeing and care 

assets  (e.g. GP practice premises, LIFTCo, the ROH, Pennine Care 

NHS Foundation Trust estate, intermediate care premises, third party 

and voluntary sector accommodation along with other provider  

premises such as pharmacies, dental and opticians) along with 

community based  assets ranging from car parks, to schools, children’s 

centres, and community centres.

As well as integrating our estates we also have transformational plans 

to improve the utilisation of our assets. This includes an ambitious town 

centre masterplan that will incorporate health, leisure and culture; a 

civic hub that enables the co-location and integration of public services, 

a housing and health care plan that will improve poor quality housing 

for vulnerable groups.

In Oldham we have also been maximising our natural assets to 

improve health and wellbeing for some-time. This has included

The GM Estates Vision is to:

• Seek to drive maximum value from the public estate in 

order to enable the delivery of local strategic and national 

policy objectives;

• Drive development of a more ‘fit for purpose’, flexible and 

cost-efficient  sustainable estate – leading to social and 

economic benefits including additional housing delivery,

economic and employment growth over the long term;

• Move beyond the initial focus on Health and Social Care 

towards a broader, place-based approach, strengthening 

links to the GMCA and the One Public Estate (OPE) 

programme. 

National and Regional Direction5.2 Physical Assets
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Oldham’s 

Locality Asset 

review is 

progressing

Disposal of 

314 – 316 

Rochdale 

Road (Pennine 

Care)
Utilisation 

sensors have 

been 

purchased to 

complete a 

rolling 

programme of 

studies

Hospital 

Master 

planning at 

Royal Oldham 

has 

commenced
In 2018 

integrated 

cluster team 

locations were 

identified, and 

staff relocated

Oldham 

Council 

Estates 

strategies are 

pressing and 

will be shared 

via the SEG

Progress since 

2016

A Summary of Progress Since the Strategic Estates 
Plan (2016)

programmes on community growing, horticulture skills and training, 

renewable energy and the local food economy. Linked initiatives 

including Get Oldham Working, Get Oldham Growing, Feeding 

Ambition, The Northern Roots project, Oldham Community Power and 

more recently the work on Thriving Communities.

Through our developing Oldham Green New Deal Strategy, we are 

exploring innovative new business models which will enable the 

financing and deployment of Green Infrastructure – measures such as 

green roofs and green walls, which can improve our working and 

living environment with benefits for mental and physical health and 

productivity.
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The LAR takes a whole public sector approach to the asset 

base, with the overarching aims to: 

• Engender or further reinforce a place based, integrated 

approach to the delivery of health, community and social care. 

This is reflective of a general move towards more community 

based interventions and a “whole system” approach centred 

around the person and local needs.

• Help create and sustain a more efficient, better utilised and 

managed public estate.

• Through rationalisation of the estate the opportunity to unlock 

the supply of public sector land for alternative uses, prioritising 

housing development being a local and national directive.

• Use the estate to generate “One Public Estate” (OPE) 

outcomes i.e. service benefits, revenue savings, release of 

capital, and wider economic benefits with a particular focus on 

employment creation and housing growth.

• Become the strategic platform from which future business 

cases are developed and funding bids are made.

The Northern Roots Project

The project aims to build on our experience in order to develop the 

UK’s largest urban farm and eco park in the heart of Oldham, on the 

160 acre Snipe Clough site, directly adjacent to Alexandra Park and 

the new Eco-Centre.  Currently as an under utilised site, it offers 

opportunities for early phase projects as a precursor to the 

development of more ambitious proposals on the site.  These will 

include agriculture, horticulture, forestry, food production, sports, 

eco-tourism and educational activities.  The ambition is for Northern 

Roots to be self-financing in the longer-term through a mix of 

sustainable revenue streams generated through a number of 

different routes (e.g. commissioning, enterprise and visitor 

attractions).  
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The SEP continues to be developed with priorities identified as 

follows:

• Delivery of the strategic recommendations reflected in the LAR   

to embrace One Public Estate agenda 

• Adoption of a “People and Place” based approach to enhance 

service delivery through an integrated portfolio of physical assets 

and accommodation

• Collaborative use of estates (including community space) to 

embed customer first approach and improve collaboration and 

utilisation

• Progression of the Town Centre Vision and the ROH masterplan

• Completion of the Outline Business Case in relation to the priority 

Hub schemes 

• Completion of the Royton Medical Practice new build premises

• Co-location of Oldham CCG, the Council and a number of other 

public sector staff and services

• Review of service delivery models to enable collaboration and 

transformation of service delivery in order to determine future 

asset and accommodation requirements

• Creation of an environment which supports agile and flexible 

working to improve staff work life balance, reduce the estate 

footprint and reduce costs

• Consideration of different workforce models which embrace hot 

desking, flexible working, and a clear desk culture 

• Embracing digital by design for service delivery/new models of 

care and document retention to reduce the level of physical 

storage; printing; stationary resulting in a reduction in costs

• Review basic principles of energy consumption, travel demands 

and IT requirements to ensure sustainable use of assets

• Adoption of a collective and collaborative approach to the use of 

the estate resulting in a reduction in the cost of the estate 

including disposal of surplus assets
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We are currently in the process of updating the Strategic Estates Plan 

(SEP). The initial SEP was written in 2016 and progress since then is 

visualised to the right.  Completion is dependent upon a number of 

plans, strategies and reports being developed and finalised or have 

recently been approved including, but not limited to:

• The Local Asset Review (LAR) and the opportunities highlighted 

from this review. 

• NHSPS and LIFTCo Building Utilisation Studies

• The refreshed Locality Plan

• Service providers and partners estates strategies including North 

West Ambulance Service, GM Fire Rescue Service, GM Police, 

Norther Care Alliance, and Pennine Care Mental Health Trust

It is recognised that there is the need to maximise the use of the 

assets that form part of the estate whereby long-term occupational 

agreements are in place. Those assets held that are surplus to 

requirements and can be disposed of or transferred from the public 

estate will be used for the development of housing or community 

activity.

The Role of Housing in Improving Health and Wellbeing

As part of our approach to making best use of our physical assets we 

recognise that the health of our population is at a greater risk from 

poor housing conditions. The quality of homes is a driver of health 

inequalities, with those living in poverty more likely to live in poorer 

housing, unstable housing circumstances or lack accommodation 

altogether. 

We have developed a comprehensive housing strategy, Better 

Housing, to support people’s lives: Health Homes Plan (2019).  To 

support delivery of this strategy we intend to change our governance 

arrangements so that the Strategic Housing Partnership Board and 

Oldham Cares work together to develop and implement a 

comprehensive, coordinated and person-centred approach across 

health, plus Adult and Children's social care to improve people’s 

health and wellbeing through the home.
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This will include campaigning with our Greater Manchester partners 

for more ‘Healthy Homes’ resources that will enable us to take action. 

In the short term we will continue to do more to reduce the number of 

residents living in fuel poverty by increasing the resources for our very 

successful Warm Homes Scheme. We will also increase our ability to 

identify the most vulnerable people living in the poorest quality homes 

and concentrate efforts on them.   

Oldham Town Centre Master Plan and Civic Hub

The new plan presents an opportunity to redesign the town centre to 

promote good mental health, reduce social isolation and make 

walking and cycling in the town centre easier and safer. 

Our Vision is ‘Our Town Centre: a place that thrives’ by: 

• building quality homes;

• providing opportunities to learn, develop new skills and gain 

employment;

• having a diverse culture, leisure and night time economy;

• attracting, retaining and growing businesses;

• ensuring a safer, healthier, and friendly environment; and

• ensuring it is green, clean and sustainable.

These are all geared towards increasing footfall, giving a wider choice 

of residential options, improving access to work experience and jobs, 

ensuring a town centre that is easy to navigate and building on our 

culture and heritage.

As a part of the Masterplan we also plan to build a new Civic Hub. 

Building on the One Public Estate, this will be a new integrated public 

services hub that will bring together the Council, NHS CCG, DWP, 

and GMP in one place. Shared facilities and assets, one location for 

our communities plus it will help drive footfall in the town centre and 

release land and assets for further regeneration and development 

(i.e. residential).
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To summarise, the aim of the SEP it is to enable commissioned 

services to be housed in fit for purpose, modern, safe and accessible 

premises resulting in the efficient and effective delivery of those 

services in the right place within Oldham.
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24,700

Around 6000 people are employed by Oldham Cares 

Alliance Partners. Most are local people, living as well as 

working in the community they serve.

28,600
The number of volunteer’s 

in Oldham in 2016/17

90,300
Hours of time provided by 

volunteers every week 

Our workforce will support the delivery of improved 

health and wellbeing for all, and help reduce the 

health and wellbeing gap

We know that people are the most important resource in the health 

and care system. Our goal is to engage and empower our workforce 

to provide care across traditional boundaries, working at the top of its 

skill level whilst promoting independence and responsibilities for the 

people of Oldham.

Recruitment and retention of the workforce has been earmarked as 

one of the three “major NHS challenges”. Building workforce capacity 

with the right behaviours, values and skills to deliver high-quality and 

safe care is key for the future, whilst addressing staffing shortages, 

pay levels and reducing agency spend. 

Workforce pressures are particularly evident in acute and mental 

health nursing, general practice, psychiatry, ambulance services and 

social care.

Place partners know that we need to invest in our workforce, not just 

in terms of changing roles to meet the integration agenda, but also in 

organisational development to change behaviours and cultures at all 

levels. A skilled and experienced workforce, working within the right 

environment and culture is key to delivering against our ambitions. 

Our workforce remains a key priority, whether it is staff development, 

recruitment to address the large gaps in the health and care 

workforce, to ensuring that we have staff at all levels representative of 

our communities in Oldham.

We know that in developing a high-quality workforce, rooted in the 

places we serve we will contribute significantly to the employment 

and skills agenda as well as the health, wellbeing and economic 

prosperity of Oldham. A workforce that adopts a strength based 

approach to how they interact with residents, emphasising people's 

self-determination and strengths.

About the Oldham Health & Social Care Workforce

Estimated number of 

unpaid carers in Oldham 

according to the last 

census

5.3 Workforce and Culture
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Our Successes Since the Last Plan (Partnership 

Working)
• All Alliance members signed an Memorandum of Understanding 

which sets out the agreed way of working.

• A 3% increase in 2017/18 of students joining local nursing 

programmes compared with 2016/17 – while nationally figures 

dropped by 6%.

• In June 2018 we launched our first joint recruitment campaign, ‘be a 

Greater Manchester nurse’, supported by NHS providers, GP 

practices and the independent care sector.

• During the summer of 2018 we held our first annual awards event to 

recognise the contribution of every part of our health and care 

workforce, including volunteers.

• Working with carers across GM we have created a toolkit that 

encourages all employers to adopt supportive practices for unwaged 

carers among their staff.

• In moves to ensure an inclusive working environment, in June 2018 

all public sector employers in GM made a commitment to work 

together to tackle race inequality in the workplace.  Out workforce 

race equality steering group has identified priority areas that is 

wishes to address.

• Extensive engagement with stakeholders has taken place in order to 

develop and agree the workforce programme plan. This includes 

locality plan and work stream developments (2017); Alliance Board 

workshop (2018); Workforce Locality Group (Made up of HR and OD 

professionals from the Alliance); Provider Forum; Workforce 

Engagement Forum; Staff forum; Alliance Leadership Team and 

Board Members.

• Developed an evaluation framework to measure the impact of this 

agreed way of working.

• A strong workforce community has been developed which comes 

together regularly to focus on key areas of work around leadership 

and talent, employment offer and workforce reform.  Key successes 

to date have been the development of the following:

• A strong partnership which has enabled successful workforce 

change including the co-location of commissioners across the 

Council and CCG, the co-location of staff at the front line i.e. 

social workers and district nurses into GP Practices across the 

clusters, the transfer of staff from Pennine Care to the host 

organisation, NCA and the emergence of Primary Care 

Networks.

• The establishment of an effective workforce engagement 

forum whose purpose is to  effectively engage trade union 

colleagues across the system.

• Working in partnership with the Kings Fund to deliver system 

leadership development for operational leaders across the 

system.  This development will assist in the embedding of a 

strength based approach to working across the system in 

order to shift culture and improve outcomes for people.

• Established a number of practical programmes of work that 

the system is resourced to deliver, including making the best 

use of the apprenticeship levy across the system together with 

the development of a framework of employee benefits 

including health and wellbeing initiatives. 
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Recent Local Project Successes (Last 18 months)

Leadership and Talent 

• Established Oldham Cares as a leadership way.

• Made best use of our resources to establish an Oldham wide 

culture of strength based approaches to working with the 

people of Oldham.

• Developed a whole system OD programme which has already 

strengthened our outward mindset to working in partnership.

• We are establishing our evaluation framework to gain an 

understanding of the success of the vision and leadership 

approach.

• Working towards a commitment that by 2022 400 employees 

across Oldham Cares will have been supported to work in this 

new way.

Workforce Reform

• We are establishing an understanding of the collective spend 

on the apprenticeship levy in the locality. The Alliance has 

agreed to work in partnership on how and where to make 

better use of its underspent levy.

• By 2022, we want to be able to demonstrate an increase in the 

number of people accessing Apprenticeship posts Oldham. 

This will include working with communities in our deprived 

areas through our Anchor organisation approach.

• Mobilisation of the kindness collaborative.

Workforce Reform

• Community staff from Pennine Cares have now moved to 

working in the NCA as their host organisation, in support 

establishing our integrated community offer.

• Re-located our social care teams in clusters to further enhance 

our closer ways of working.

• Established an integrated team of adult health and care 

commissioners.

• Established new models of care and workforce approaches.

• By March 2021, we will have established the Integrated 

Commissioning Function further,  as well as our approach to 

ICP operations inclusive of PCNs.

• We are beginning to see improvements in our outcomes.

Employment Offer

• Established an Oldham Cares induction module.

• We are encouraging new cultures amongst our newly recruited 

talent in the Oldham Cares way of working.

• By mid 2020 all new starters in our Alliance will be receiving 

an Oldham Cares induction.
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Addressing how we pool our resources and 

development opportunities effectively in order 

to achieve more sustainable workloads, improving 

retention.

An ageing workforce across health and social 

care. For example 11% of our GPs are over the 

age of 55 and 30% of our practice nurses are over 

the age of 55.

We will take advantage of advances in 

technology and digital working to support 

delivery of care services and to improve 

coordination between health and care 

professionals.

Population growth has resulted in an increase in 

demand for limited services with constrained 

capacity. There are significant recruitment and 

retention challenges and opportunities in 

Oldham, specifically in nursing, urgent care, 

primary care, social care, inclusive of care homes 

and the private, independent and voluntary sector.

Our People and Culture Challenges and Opportunities Oldham

An overview of our challenges and opportunities are provided below:

How we attract young people, increasing 

placement capacity, supporting people returning 

to work and raising aspirations for people to be 

employed in high quality jobs is key to community 

wealth building. We also need to ensure that we 

recognise the diversity of our communities and 

support people into employment.

Focused attention needs to be given to the health 

and wellbeing of staff as a way to reduce 

sickness, turnover and to increase motivation and 

engagement across the system.

As new models of care emerge there is a need to 

encourage greater collaboration across 

organisations and settings, working beyond 

organisational boundaries – a Place first, 

organisational second approach. System 

leadership will be critical in achieving Oldham's 

transformation ambitions.

A move to new models of care requires the 

creation of new and blended roles and career 

pathways as well as a movement of roles in 

traditional settings to the community – the right 

skills and services at the right place and the right 

time.  Working with local education providers to 

design education and career pathways.
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National

Our Plan Aligns with Key Local, Regional and National Drivers 

• NHS Leadership

• Social Care workforce  

integration

• NHS Non Medical Supply &  

Demand

• Delivering the 5 Year Forward  

View

• NHS HR Profession. Building  

capacity and capability

• Medical Education & training

• Reward strategy

• Staff engagement & experience

• Equality & Diversity

Aims:

• Ensure that we have enough people, 

with the right skills and experience, so 

that staff have the time they need to 

care for patients well.

• Ensure our people have rewarding 

jobs and work in a positive culture, 

with opportunities for staff to develop 

their skills and use state of the art 

equipment.

• Strengthen and support good, 

compassionate and diverse 

leadership at all levels.

Commitments:

• Improve leadership culture, establish 

cultural values and behaviours.

• Deliver a holistic approach to 

workforce transformation and 

workforce growth.

• Make the NHS the best place to work 

focusing on mental and physical 

health.

• Develop the workforce to  improve out 

of hospital care

• Create the safest, highest quality 

health and care services

• Deliver value for money

• Prevent ill health and supporting  

people to live healthier lives

• Support research, innovation  and 

growth

• Build the workforce for the  future

• Improve services through the use of 

digital technology, information and 

transparency

• Leadership and Talent

• Employment Offer

• Workforce Reform

NHS LTP

Health Education
England

Greater Manchester
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Our Principles (for Integration) are:

• Focus on better outcomes for people with 

care and support needs.

• Workforce integration involves the whole 

system.

• A confident, engaged, motivated, 

knowledgeable & properly skilled 

workforce supporting engaged 

communities is at the heart of workforce 

integration.

• People need to acknowledge and 

overcome resistance to change -

integration affects people’s roles and 

professional identities.

• Embed a strength based approach 

across the workforce, both front line and 

others having contact with the public.

• Integration will enable a one system 

approach to changing the way we assess 

for and provide services. In this way, we 

can target services and resources more 

effectively, and use community 

resources as a first option.

• Process matters - it gives messages, 

creates opportunities and demonstrates 

the way in which the workforce is valued.

• Successful integration builds new 

relationships and ways of working, 

creating the circumstances in which all can 

thrive.

The locality plan provides us with the opportunity to engage our workforce and improve 

coordination and remove duplication in our plans across the public, private and VCFS 

sectors.  This is in order to move further and faster and meet challenging national targets 

such as seven day working and easier access to GPs and other care support. Within 

Oldham we have mobilised a workforce locality group who has developed a strong 

partnership. Mirroring GM, the group will focus our efforts on the three pillars of 

Leadership and Talent, the Employment Offer and Workforce Reform. Our goal is to build 

a strength and asset-based approach into every interaction with the people of Oldham as 

we align and integrate our system over time.  This includes recognising the contribution of 

volunteers and unwaged carers who look after family members and friends, especially 

those who juggle employment with caring responsibilities.
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• Leadership and 

strategy principles

• Leadership 

programmes

• Public sector talent 

pipelines

• Apprenticeships

• Commissioner 

development

• Workforce race 

equality

• Workplace wellbeing: 

physical, mental & 

social

• Portability of staff 

across multiple 

organisations

• Benefits and incentives

• Champion awards

• Integrated working

• Working or the place

• Workforce planning 

• Development of new 

roles

• workforce academies 

and resource bank
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Program Aim Key Activities/Deliverables Timeline
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Further embed the agreed way of working as 

set out in the MOU.

• Identify any barriers to achieving this.

• Identify common issues that can be worked on 

collaboratively in order to shift the culture and further 

embed the desired way of working.

• Dec 2019 –

2024

• Sept 2019- 2021

Develop a system-wide integrated OD delivery 

plan which builds on strength based 

approaches.

• Progress King’s Fund operational leaders work.

• Commission external provider to deliver strength based 

approach development across the system.

• Jan  2020 – May 

2022

Develop a career pathway for system critical 

roles

• Identify system critical roles.

• Develop an appropriate way of capturing this information 

drawing on best practice.

• Identify where the gaps are and agree a plan of action.

• April 2020 -

2024
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To attract, recruit and retain a workforce which 

better reflects Oldham. Building a strong 

anchor institution offer.

• Identify any under-represented groups.

• Review organisational policies, procedures and practice in 

order to develop a set of recommendations. 

• April 2020 -

2024

Implement a cohesive system wide framework 

of employee benefits including health and 

wellbeing initiatives. 

• Identify opportunities for alignment across organisations.

• Continue to identify where new benefits would support 

employee health and wellbeing.

• Employee and stakeholder engagement.

• Explore opportunities to join up interventions which are 

working well in the biggest areas of concern such as 

mental health.

• December

2020– April 

2021

Consistent delivery of the Oldham Cares 

Message to system wide workforce and the 

general public.

• Creation of Oldham Cares Induction module for use as part 

of local induction for alliance partners.

• April 2020- Dec 

2021
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Create consistent and strong relationships with 

local education providers and students

• Identify key link person in the locality to work with each 

major local education provider.

• Sept 2020 –

Sept 2021

Create a development pathway from entry 

level which supports career progression for 

those roles that are identified as difficult to fill.

• Map roles from entry level.

• Identify developmental requirements at each level.

• Identify where there are gaps.

• Develop recommendations to address the gaps.

• Started – March 

2021
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Program Aim Key Activities/Deliverables Timeline
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Maximise the use of the apprenticeship levy 

across the system

• Identify any underspend across the system.

• Identify how we can maximize the use of any underspend 

including “gifting” to others across the system.

• A demonstrable increase in the number of people 

accessing apprenticeship opportunities by 2021.

• Connect to the GM Apprentice Hub.

• Dec 2019- Dec 

2020

Develop blended roles across the system to 

maximize resources and improve outcomes for 

people.

• Working with key stakeholders, Identify where blended 

roles would be appropriate.

• Design the roles and grade as appropriate.

• Develop an implementation plan.

• January 2020-

March 2021

Develop a workforce metrics dashboard for 

Oldham Cares  

• Identify data required.

• Understand the art of the possible given system issues.

• Create a dashboard for agreement across the alliance.

• April 2020-

March 2021

Upscale and roll out the MDT approach across 

the system

• Develop a delivery plan to achieve this. • March 2020

Establish an integrated commissioning 

function.

• Agree the model.

• Employee and stakeholder engagement.

• Undertake appropriate consultation.

• Develop and deliver implementation plan.

• March 2021

Roll out and embedding of strength based 

approach 

• Codesign the development with successful provider.

• Key stakeholder engagement.

• Identify the impact on working in a different way i.e. job 

design.

• Develop an environment in order for this way of working to 

flourish.

• Embed this way of working i.e. as part of induction, train 

the trainer model. 

• March 2021

Engagement: We have engaged extensively with stakeholders in order to develop the plan. This includes: Locality Plan and workstream 

developments (2017); Alliance Board workshop (2018); Workforce Locality Group (Made up of HR and OD professionals from the Alliance; 

the Provider Forum; Workforce Engagement Forum; Staff forum; Alliance Leadership Team and Board Members and others.
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5.4 Intelligence and Insight & Digital Technology

Through the exploitation of data, information and digital technology, as enablers of change, we can transform the 

health and care system of Oldham. In line with our adoption of a PHM approach we will be able to provide more 

proactive, predictive, participatory and person-centred integrated care to our population.

There is no ‘silver bullet’ to addressing the challenges facing the health and 

care system in Oldham. However, we do know that digital technology 

innovation, data and information is critical to a PHM approach and provides an 

opportunity to transform the delivery of health and care to achieve more 

integrated care. In Oldham our ambition is for a health and care system that 

exploits technology and information to:

• Enable people to make more informed and healthier choices and empower 

them to deal more effectively with illness and disability when they arise;

• Provide them with more convenient access to services and health 

information; 

• Analyse data across a patient’s multiple care settings to provide intelligence 

and insight for improving patient’s health and wellbeing through the design of 

patient centred, integrated care models;

• Improve evidence based clinical decision-making;

• streamline services and reduce operational costs and staff time spent on 

administrative activity;

• Enable innovative systems, medicine and treatment to be effectively rolled-

out.

All of these contributing to our population having healthier, happier and longer 

lives.

Set against the background of the GM strategy the following pages provide an 

overview of our data,  information and technology priorities, built upon our need 

for an integrated IM&T ecosystem for Oldham.
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GM Information, Management & Technology Strategy

‘Taking Charge’ highlights GM’s approach to using technology to improve health and care outcomes. It sets out a series of 
commitments and in response to these it has developed an Information, Management & Technology (IM&T) strategy, with a 

set of underpinning, principles highlighting their approach to using technology and information management to improve 
healthcare outcomes.  We are working with our partners in GM to deliver against these commitments.

The Five Principles of the GM IM&T Strategy: Empower, Connect, Integrate, Collaborate and Understand

Digital Commitments for GM

• Understand resident needs, and develop 

services more efficiently and effectively

• Ensure people to have greater access, 

ownership and responsibility over their own 

data

• Share data and information across 

organisations on a daily basis to support 

integrated multi-agency case management

• Use technology to support self-management

• Generate multiple ways for people to interact 

with the health and care system

• Use information more effectively across 

organisations

• Reduce duplication

• Ensure speedy access to the right service

• Work with the wider public sector on the 

implementation of our information sharing 

strategic programme GM-Connect

GM Programme of Work
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Since our last plan Oldham have already begun to exploit data to drive improved healthcare outcomes. Examples include:

• The implementation of a shared care record within PCNs (using EMIS Enterprise) in support of Extended GP Access, Social Prescribing 

and an Acute Visiting service. The Share for You scheme is now in its first phase and is now on the verge of implementing a shared care 

record across the Oldham locality. Phase 2 is now being planned with the focus on delivering benefits across urgent care, out of hours 

services, End of Life and MSK services.

• An integrated digital care record system in support of the Start Well objectives.  

• We are developing a fully integrated IT enterprise architecture to support PCN led multidisciplinary teams based upon a risk stratified 

population.    

Our Data and Information Priorities
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Oldham is making good progress on its digital journey. Examples include:

• ROH has constructed a £600k Simulation and Clinical Skills Centre. The centre includes two simulation bays with high-tech manikins, a 

consulting room and two debriefing rooms for medical skills training. The hospital anticipates that it will successfully upskill 1,400 

clinicians per year within its new facility.

• The Care Alliance has launched a new electronic risk assessment for all forms of blood clots as part of its Global Digital Exemplar 

(GDE) fast follower programme.

• GM has been successful in securing £23.8m of capital funding through the Local Full Fibre Network (LFFN) Challenge.  This will be used 

to connect over 1500 GM Local Authority buildings, GM Fire and Rescue buildings, and Health and Social Care Partnership 

(CCGs) premises/sites across the region.

Our Digital Priorities
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An Integrated IM&T Ecosystem for Oldham

Our Priorities for the Next 18 Months

• Implement the Oldham care’s wide Information 

Governance Framework.

• Implement a federated IM&T governance model 

across partner organisations.

• Implement EMIS Enterprise to support of PCN 

business priorities.

• Develop a more mature and integrated patient 

record in support of the Adult Community Service.

• Design and implement an integrated Business 

Intelligence function across the Council and the 

CCG, in support of PHM.

• Implement Graphnet CareCentric across the 

Oldham Care’s ecosystem.

• Implement Office 365 collaboration tools across 

the SCF and the PCNs.

• Use integrated IM&T capability to support the 

development of Integrated Care Models.

To support delivery of these shared priorities there is a need to 

develop an integrated IM&T ecosystem across partners. A system 

that complies with agreed interoperability standards and allows data 

sharing; supports cross-functional learning and collaboration; and 

supports better decision making. The development of such an 

ecosystem requires the implementation of a series of capabilities 

over the next five to ten years. These are:

IM&T Governance - An integrated approach to IM&T strategy, 

service management and information governance based upon a 

federated governance model.

Business Insight - Business Intelligence capabilities based upon a 

PHM approach to commissioning.

Integrated IM&T Ecosystem – Capabilities to ensure that patient 

care is integrated across organisations (i.e. security, care delivery and 

integration). 

Business Integration - Delivery of integrated IM&T capabilities in 

support of new organisational structures (i.e. PCNs and the ICF).   

To support the development of this capability Oldham Cares has 

mobilised an IM&T Programme that is based upon:

• Partner Organisation Capability - Driving transformation and 

optimisation inside partner organisations.

• New Organisational Capability - Supporting integration and 

standardisation of capability within Oldham Cares new 

organisational model.

• Oldham Cares Person Centric Capability - Sharing in support of 

multi-organisation care models that includes the means to 

exchange data, communicate and coordinate care across multiple 

entities to ensure patient focus and centricity.
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With this in mind, it is the ambition of the commissioners to continue 

to establish contracting arrangements that will reflect the anticipated 

ICS. The establishment of new models of care are likely to require the 

development of different organisational forms requiring new 

governance, financial flows and risk sharing arrangements between 

existing organisations. As mentioned in the section on the 

development of an ICP, to support this process providers will work 

together through a provider consortium to explore these potential 

forms.  

NHSE has developed a prototype contract specifically designed to 

enable integration through a single contract that can be used to 

commission both primary medical services and other health and care 

services. The contract sets out:

• A consistent objective to deliver integrated, population-based 

care.

• Consistency in terms and conditions, removing the risk of 

conflicting priorities or requirements getting in the way of health 

and care professionals doing the right thing for patients.

• A population based payment approach, allowing flexible 

redeployment of resources to best meet needs and encourages a

• stronger focus on overall health, rather than simply paying for 

tightly defined activities. 

• Aligned incentives across all teams and services.

Until the release of the contract, arrangement is being developed 

between Oldham CCG and the Council using the NHS Standard 

Contract as a basis to commission both health and social care 

services. This could be done through a prime vendor arrangement or 

alliance arrangement, using the NHS Standard Contract, as 

described above. The transfer of Community Services to the NCA in 

Oldham is providing a test bed for this approach.

5.5 Contracting and Payment Reform
Contracting

The innovative use of more flexible contracts will be a significant 

enabler to the implementation of the model of care and the evolution 

of our ICS. Big steps are already being made through contract reform 

to support delivery of the LTP with a five-year framework for GP 

Contract reform published by NHS England (NHSE) on 31 January 

2019. The reforms are based on agreement between NHSE and 

General Practitioners Committee (GPC) in England. This framework 

sets out to:

• tackle challenges including workforce and workload - through an

additional roles reimbursement scheme;

• bring a permanent solution to indemnity costs and coverage;

• improve care quality and outcomes - implementing findings of the

Quality and Outcomes Framework review;

• introduce automatic entitlement to a new PCN Contract;

• help join up urgent care services;

• deliver new services to achieve NHS LTP commitments;

• improve care quality and outcomes - implementing findings of the

Quality and Outcomes Framework review;

• give five-year funding clarity and certainty for practices; and

• test future contract changes prior to introduction - with a new

contract changes testbed programme.

In addition, partner providers who are within our ICS have signed up 

to an ‘alliance agreement’ (Oldham Alliance) during 2018/19 to test 

the arrangement to support the delivery of new models of integrated 

care, through the use of transformation funding, and build 

relationships and trust for subsequent years.

The number and complexity of existing contractual arrangements 

within the system is extensive. Over time it is anticipated that the 

number of contracts held by the proposed ICF will be significantly 

reduced.
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Payment Model

The payment model governs the way in which funds flow from 

commissioners to providers and is central to the final contracting 

model that is adopted.  It defines the relationship between the 

commissioners and providers in Oldham’s heath and care system and 

how the risks and rewards are apportioned between the parties. 

Mirroring the contractual landscape the supporting payment models 

employed across the system are complex and varied. We know that 

the current blend of payment mechanisms in the main do not 

encourage joint working across providers, the provision of more care 

out of hospitals, treating mental and physical health services with 

parity and most of all investment in initiatives that seek to prevent 

future ill health. All of which are national objectives. In extreme cases 

the payment models used, such as with waiting times and payment 

based on activity, creates perverse incentives, that although designed 

with the right thing in mind have ended up incentivising precisely the 

wrong behaviour and practice. 

Payment reform must take place across Oldham if we are to address 

the challenges facing the health and care system. It is a tool that 

when used effectively has the potential to incentivise providers to 

deliver more integrated and personalised care and maximise 

outcomes in a financially sustainable care system. 

As our proposed ICF evolves it will move to a model that 

commissions pathways as a tactical step with the intent to 

commission for cohorts of the population in the longer term. In doing 

so it will need to manage traditional payment models and transition to 

new ones where incentives are tied to quality measures and impacted 

by utilisation and costs for specific populations. The diagram below 

provides a spectrum of the health and care payment models available 

to commissioners along a spectrum of degree of provider risk and 

level of empowerment and accountability.  Personal Budget has been 

included for completeness.

Healthcare Payment Models and Degree of Provider Risk
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Considerations:

• Rewards providers for investing in preventative activities

• Incentivises quality, reduces the emphasis on volume and reduces unwarranted demand

• The disparity between payment for care that addresses physical, psychological and social needs, a holistic view and use value (quality 

per unit of cost) rather than just cost of delivery as a key metric in its design

• Provides sufficient resources to do the job well and ensures resources are allocated efficiently. It should include payment for all staff (e.g. 

pharmacists, social workers, social prescribers, health coaches and case managers), information technology, for valuable non-face-to-

face work, use of digital technology (telehealth and telemedicine) and care coordination

• Rewards the achievement of the agreed outcomes. This necessitates the need to carefully select outcomes so that readily measured

activities do not lead to ignoring other possible valuable activities and outcomes that are often more personalised and not as easy to 

measure

• Includes risk-adjusted reward payments so that providers care for the more complex, sicker and frail patients

• Prevents rewarding providers solely for containing cost. The model needs to be blended to balance incentives between over and

underutilisation

• Provides incentives that encourage coordination and collaboration across providers (health and other sectors)

• Incorporates learning and evidence of what works well from elsewhere in the UK and abroad to avoid reinventing the wheel
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Transition will be undertaken in a manageable and phased manner so as to ensure stability of the health and care system. It will include both 

providers and commissioners in the design, bringing together all payers in the payment reform effort so that a unified payment model can be 

developed. In designing the ideal payment model to support integrated care a number of considerations will need to be taken into account. These 

are detailed below.
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6.1 Achieving Financial Balance
We recognise that forecasting future financial pressures or the impact 

of proposed solutions on these pressures is an art and not a precise 

science.  The numbers presented here, represent those at the first 

round of the LTP planning process and will be refined and changed 

as our plans develop. 

Even with a degree of government investment in the NHS, and using 

the Adult Social Care precept, the pressures facing Oldham health 

and care partners far outstrips the funding that is received. The graph 

below presents a current snapshot of the projected financial gap by 

year over the life of our plan from next year, as well as the 

aggregated challenge for Oldham CCG, Oldham Metropolitan 

Borough Council (OMBC), Pennine Acute Hospital Trust (PAHT) and 

Pennine Care Foundation Trust (PCFT). If we do nothing, there will 

be a significant financial challenge, a gap of £114.4m by 2024. 

We will work in collaboration with the rest of GM over the next 

five years towards to meet the five tests outlined in the LTP:

• Test 1: Demonstrate how we will return to, or maintain, financial 

balance. 

• Test 2: Work collaboratively with providers so that, as a 

minimum, all providers deliver cash-releasing productivity 

growth of at least 1.1% a year and providers in deficit deliver an 

additional cash-releasing productivity benefit of at least 0.5% a 

year.

• Test 3: Put in place achievable plans that incorporate system 

actions to maximise efficiencies and support appropriate 

reductions in the growth in demand for care. 

• Test 4: Reduce variation in service provision and address 

health inequalities within their local population.

• Test 5: Make better use of capital investment and its existing 

assets to drive transformation.

We know that radical changes are needed to the way that we deliver 

services and provide support for local people to meet the increasing 

challenges of funding health and care services. The role of Oldham 

Cares is of paramount importance to this as no single organisation 

will be able to address these challenges in isolation. Providers and 

commissioners will need to work collaboratively and relentlessly to 

identify transformational changes to the delivery of health and care 

across Oldham.  We will have to work together to ensure the efficient 

and effective use of resources and deliver better value that will enable 

us to meet these combined challenges.

In doing so we will ensure that there are true cost savings for health 

and not just shunting activity and cost between partners. We will do 

this whilst also ensuring the continued availability of safe, good 

quality and sustainable services in the future.

151



1. Introduction
2. Vision and 

Approach

6. Financial 

Balance

7. Monitoring 

Progress
3. Core Themes

5. Enabling 

Change

4. Improving

Outcomes
8. Appendices

152

We will continue to work together in the overall interests of financial and clinical sustainability rather than in organisational silos, developing 

aligned planning processes, investment decisions and risk management. At a high level we will close the forecast financial gap through a 

focus on the following areas:

Focus on early 

intervention and 

prevention of ill 

health to mitigate 

growth in demand 

for services

• Development of a place 

based approach to 

promoting good health 

and wellbeing

• Ensuring that a whole 

system approach is 

adopted to prevention 

and that it is hardwired 

into all service delivery

• Implementation of new 

models of care that 

emphasise early 

intervention and 

prevention

• Implementation of the 

Early Help offer and other 

whole system early 

intervention initiatives

Drive 

improvement in 

the system wide 

financial and 

performance 

position

• A continuous focus on 

quality improvement

• Internal delivery of 

efficient and effective use 

of resources and better 

value 

• Striving for top quartile 

efficiency and productivity 

(including maximising the 

Carter Review and 

Rightcare analysis 

opportunities)

• Delivery of system wide 

cost reduction

• Development of a system 

estates strategy

• Use of GIRFT reviews 

recommendations, Model 

Hospital and Pennine 

Acute Drivers of Deficit 

work

Ensuring 

good quality, 

sustainable 

specialist and 

hospital services 

for the future

• Delivery of NCA-wide 

programmes 

consolidating services to 

improve reliability, 

outcomes and efficiency.

• Development of new 

models, for the way 

elective care, specialist 

advice, diagnosis and 

treatment are delivery

• Working in a different 

way to how we currently 

run specialist hospital 

services now

• A focus on capacity 

remodeling, theatres and 

temporary staffing by the 

Oldham Care 

Organisation

Transformation to 

create an 

Integrated Care 

System with a 

focus on 

population health 

management

• Adapting financial flows 

and  exploring reforming 

contracting and payment 

mechanisms to align 

outcomes, metrics and 

financial incentives to 

support improved health 

and wellbeing outcomes, 

decision making and 

financial sustainability

• Exploring provider 

models that have the 

potential to reduce 

management overheads 

and organisation

• Development of new 

models of care focused 

on pathways and 

population cohorts

• Integrating 

commissioning functions 

with a focus on strategic 

commissioning

Redesign of 

community 

services so that 

people have 

access at home 

and in their locality

• Proactive care 

management for people 

with long term conditions

• Expansion of the 

enablement model

• Enhanced primary care 

and the development of 

Primary care Networks

• Integrating community 

health and social care

• Increased investment in 

mental health 

• Reforming the Urgent 

and Emergency Care 

System to appropriately 

avoid costly admissions

• Reducing delayed 

transfers of care, length 

of stay and unplanned 

admissions

Supporting people 

to be more control 

of their own lives, 

supporting people 

to look after 

themselves and 

each other

• Adoption of a strength 

based approach to 

workforce reform

• Linking people into ‘more 

than medical’ care 

through social prescribing

• Investment in the support 

base around people  e.g. 

community strengths in 

the Voluntary, 

Community Faith and 

Social Enterprise sector
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6.2 Closing the Financial Gap: 

Work to Date
The diagram below places a spotlight on the 2019/20 financial gap for 

Oldham locality, broken down by partners. Each organisation has 

developed recurrent and non-recurrent mitigations to manage the 

pressure arising from the financial gap in 2019/20. The remainder of 

this section provides a sample of how each of the organisations will 

contribute to addressing this gap in year.  Further work is underway to 

address the remaining gap this year and the longer term financial 

challenges.  This will involve a blend of organisational specific 

initiatives and system actions to maximise efficiencies and support 

appropriate reductions in the growth in demand for care.

patient care and construct a future offer for corporate services in the 

long term.

In parallel, the Trust will drive continuous improvement on a daily

basis to ensure our patients receive the right care in the right place, 

first time. This involves a focus on improving practise and process, 

being more productive, eliminating waste, eliminating and achieving 

value for money. An Improvement Framework has also been 

developed that brings together existing programmes with a redesign 

of the traditional approach to Cost Improvement. 

The framework has been categorised into four themes that which 

require differing levels of central (or top down) governance and 

equally will deliver varying levels of expectation in terms of financial 

delivery. 

Transformation: There is existing governance in place to support the 

Transformation Programme which will be subtly change following 

completion of the community services transaction. 

Efficiency: A new programme of cross cutting themes focusing on 

how we can be more efficient and evidence this. Opportunities will be 

identified using benchmarking information. 

Innovation: Drawing together the existing Quality Improvement 

projects that focus on improvement within existing service e.g. falls, 

with a mechanism for innovation and technology to flourish. Supported 

with capital and revenue investment, teams/individuals can bid 

through a Dragons Den style session. 

Pennine Care Foundation Trust

The Trust has been working on a Transformation Programme across 

four areas; Mental Health and Learning Disabilities; Corporate 

Services; Community Services and Organisational design 

The programme will make the changes that needed to improve

Improvement framework Principles:

• Be inclusive across the whole Trust 

• Build on existing work programmes within the Trust 

• Golden thread of continuous improvement 

• Create a mechanism for innovation and new ideas to flourish 

• Efficiency opportunity capped at 1.6% 

• Benchmarking information used to provide the evidence base for 

opportunity change 

• Encourage programme leadership from across the Trust - in particular 

from the clinical body 
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Engagement: An online portal where everyone can share ideas and 

make their own contribution. Encouraging the whole Trust to get 

involved, be creative and start thinking about how they can improve 

the service they provide.

Oldham CCG

Coupled with borrowing, the CCG has a number of cost improvement 

initiatives in train to mitigate the financial gap. The main ones have 

been summarised below.

Ensure 

adherence 

to PLCV/EUR 

policies

The project will work to ensure adherence to the current 

GM and any local Procedures of Limited Clinical 

Effectiveness/Effective Use of Resources policies in 

place. Currently there is no assurance on adherence to 

the EUR policy (except where the BlueTeq case 

management system has been implemented). There is 

retrospective assurance through audit of case notes for 

operated patients.

Development 

of enhanced 

thresholds for 

procedures 

under the EUR 

policy

The scheme will explore alternative 

treatments/procedures that are cost effective to the 

NHS. It will explore revised thresholds in line with 

evidence and current practice across other 

commissioners. Carrying out treatments/procedures 

that are not of great health benefit uses up resources 

that could be spent on really making a difference 

elsewhere.

Reduction in 

Out of Area 

Placements for 

MH Acute and 

PICU

The aim of the scheme is to reduce the number of out of 

area acute and Physchiatric Intensive Care Unit (PICU) 

mental health placements. Local residents living with 

acute mental health conditions are increasingly being 

placed in  our of area placements. Out of area 

placements have a huge financial impact as patients are 

receiving clinical care in out of area placements and 

specialist care has a premium price on it.  Utilisation of 

acute and PICU beds outside of GM are due to 

increasing numbers of service users and the increasing 

demand on beds within block commissioned capacity. 
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Reduction of 

A&E 

attendances 

and NEL 

admissions

The scheme is about reducing non elective activity at 

the ROH site through a reduction in ED attendances 

and non-elective admissions. This will be delivered 

through a number of initiatives including Urgent 

Treatment Service (UTS) development, Frailty 

Service development and LTC Hub. Reducing 

avoidable emergency admissions improves the quality 

of life for people with long term and acute conditions 

and their families, as well as reducing pressures upon 

the resources of local hospitals. Patients go directly to 

the ED at ROH (there is a small element of GP 

streaming). Patients will be first managed by the 

UTS/Frailty Service/LTC (in or out of hospital) and 

then if necessary sent to the ED. The result of the 

Frailty Service and improved management of LTCs 

will be a reduction in the patients being seen in the ED 

and admitted to the hospital.

Oldham Care Organisation
Oldham Cares main vehicle for achieving financial efficiency is 

through the Better Care at Lower Cost Programme.  There is a strong 

focus in 2019/20 on delivering planned savings which relate to 

improving quality and productivity. Key workstreams of this 

programme include:

Capacity Remodelling: aims to improve care and services through 

partnerships, integration and collaboration by exploring the most 

effective, efficient and financial viable pathways across community, 

primary care and secondary care.  The programme aims to address 

the existing operational challenges of patient flow through the system:

• Reducing ED trolley waits and delays attributed to lack of 

available beds

• Reduce emergency re-admissions

• Optimising length of stay

• Reducing non clinical cancelled operations due to bed capacity

• Reducing the number of outliers
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Theatre Transformation: Reducing the Numbers of Operations 

Cancelled on the day at Oldham is a 6 month collaborative 

improvement programme.  It has been designed and is being led by a 

team from Oldham with 3 local teams all self-selected, each with a 

specific focus - pre-operation phase, the ward phase, and what 

happens when the patient arrives in theatre to them leaving, post 

operation.

Temporary Staffing/Agency: The aim is to reduce the variable 

spend across the Oldham Care Organisation to below NHSI targets 

and to within the Care Organisation agreed control total, whilst 

maintaining the delivery of safe, caring responsive and effective 

care. In scope is the following types of variable spend:

• Agency 

• Bank 

• Locum 

Representation from multi-disciplinary, cross divisional and OCO 

business support partners meet monthly at programme board to 

oversee the delivery of work focussing on the material areas for 

variable spend. 

These initiatives are complemented by other programmes of work 

including a procurement review, a focus on outpatients, 

implementation of virtual clinical and maternity incentivisation.

Oldham Metropolitan Borough Council

A comprehensive savings programme is in place covering all 

Directorates. An overview of the schemes is provided in the table 

below. In addition, the Council has used some one off measures to 

address its budget gap. These were the financing of transformational 

activities through the flexible use of capital receipts, use of Council 

Tax and Business Rates income that was in excess of budget and the 

use of reserves.
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Directorate : Health and Adult Social Care 

Community Services

Oldham Library and Lifelong Learning 

Service - ICT Services

Day Care Services Reduction in grants to cultural organisations

Community Transport Reduction in Business Support Staff for 

Oldham Music Service

Directorate : People and Place Directorate : Chief Executive

Reduction in budget supporting North West 

In Bloom works

Corporate Priorities

Charge for full length kerbs in designated

areas

Directorate : Corporate and Commercial

Services

Reduction in Administrative Support Constitutional & Civic and Political support 

services restructure

Reduction in maintenance costs following 

purchase over hire programme

Fees and Charges additional income

Fleet Savings Supplies and Services

Highways IT and mobile working savings Introduction of Vacancy Factor

Increase in Pest Control Income/Fees Development of the Unity Partnerships 

Operating Model Phase 2

Additional Bus Lane Enforcement Council Traded Services/Unity Commercial 

Services Reviews

Revised Performance Standards Corporate & Commercial Services

Property Savings and Accommodation

Review

Digital by Design

Directorate : Reform Insurance Review

Review of District Working Housing Benefit - Reduction in provision for 

loss of subsidy

Review of Executive Support Function and 

non pay budgets

Audit Fee Reduction

Review of Design and Assurance Treasury Management

Get Oldham Growing Financial Services Redesign

Reduction in library casual staff budget Transition AVC contributions to Salary 

Sacrifice
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7. Monitoring Progress
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7.1 System Governance
There is a significant amount of activity described in this plan.  This will require engagement and effort from a widespread group of stakeholders.  

These extend beyond the main health and social care commissioners and providers in the system, to our partners in the public sector, voluntary 

community and faith sectors and most importantly of all, our residents.  Monitoring the plan provides an opportunity to continually assess progress 

and ensure efficient use of resources so that we deliver against the vision and outcomes that we have set ourselves.  This will be the 

responsibility of the Oldham Health and Wellbeing Board.  

To support the Board in discharging its responsibility, we have established a health and care system governance arrangement that provides 

oversight of change activity where multiple partners are involved.  This compliments partner governance arrangements, where oversight 

of organisation specific elements of this plan will continue to take place.

The governance is built around forums that will work to deliver the outcomes of the plan through the definition, design and delivery of place 

based integrated services to meet the needs of the residents of the borough. Although not explicitly highlighted in the following structures, 

forums will informally network with other infrastructures to ensure that the knowledge and experience of other sectors is leveraged.  An example is 

provided below with the Oldham Public Service Reform Infrastructure.
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Pathway & Population 

Commissioning Groups 

(New Models of Care)

Clinical, 

Public Body 

& 

Professional 

Advisory 

Groups

Governing 

Body

Council

Cabinet

Health & Wellbeing 

Board

Statutory Bodies

Integrated 

Commissioning  

Function Design 

Group

Commissioning 

Partnership Board

Enabler Task and Finish Groups

Workforce & 

Culture

Digital

Technology

Contracting & 

Payment 

Reform

Engagement & 

Comms

Physical 

Assets

Intelligence & 

Insight

Time limited group 

established to see through 

the development of the 

Integrated Commissioning 

Function.  Reports progress 

to the Commissioning 

Partnership Board. 

Clinical, Public Bodies & 

Advisory Groups will 

constructively challenge 

design and advise on 

the best routes to 

engagement with 

communities, people 

and groups. 

Commissioning Group 

oversees the strategic 

commissioning process 

for new models of care 

focussed tactically on 

pathways and in the 

longer term on 

population.

The Commissioning Partnership Board is responsible for jointly commissioning partnership services and the future development of a borough-

wide health and care commissioning function. The schematic below presents the proposed governance architecture required to oversee the 

next stage of transition to an Integrated Commissioning Function that adopts a strategic commissioning approach focused on population 

health and wellbeing outcomes.   

Enabler groups to 

oversee the required 

supporting functional 

work to engineer a new 

system. These will each 

be led by a Senior 

Responsible Owner and 

the groups will be made 

up of the professionals 

working in those areas.
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Enabler Task and Finish Groups

Health and Care Design Board

Workforce & 

Culture
Technology

Contracting & 

Payment 

Reform

Comms & 

Engagement

Physical 

Assets

Intelligence & 

Insight

Specialist & 

Hospital

Community 

Strengths

(Wellbeing)

Patient / Service User 

Advisory Group

Pathway Based Models of Care (x TBC)

Integrated 

Community 

Health & Care

Primary Care 

Networks

Clinical, Public Body 

& Professional 

Advisory Groups

Early 

Intervention & 

Prevention

The Health and Care Design Board will oversee the design of the Integrated Care System built around the proposed model of care and its core 

components. This will link into the wider Oldham Public Service Reform Infrastructure to ensure that we leverage networked governance arrangements

The will be six core programmes of work 

which bring together professionals from the 

health and care system to redesign services 

and pathways:

Community Strengths: Focused on the 

delivery of the Thriving Communities 

Programme and broader wellbeing initiatives.

Early Intervention and Prevention: Designs 

and develops the early intervention offer.  

Ensuring prevention is central to all new 

models of care.

PCN Development: Oversees the progress of 

the PCNs in a developmental way. This group 

will not take on the statutory duties of the 

CCG but will add greater transparency, 

collaboration and scrutiny of progress.

Integrated Community Health and Care: 

Oversees and steers the design of next phase 

of integration between health and social care 

provision in community settings.

Specialist & Hospital: Oversees redesign of 

the key transition points between hospital and 

community settings, holding the reigns on the 

urgent and emergency care agenda.  As more 

care is delivered in the community instead of 

the acute this group will oversee its design.

Pathway Based Models of Care – As the 

engine room of the ICS design, it will drive the 

design of new service arrangements focused 

on care pathways, services or specialties. It 

will orchestrate and oversee a wide range of 

design groups and will seek to generate 

grassroots involvement from all those 

professionals connected to the pathway, 

service or speciality.
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Health and Care Delivery Board

Health and Care 

Resilience Group

Transition and 

Change Management 

Group

Provider Consortium

Development

Enabler Task and Finish Groups

Workforce & 

Culture
Technology

Finance & 

Contracting

Comms & 

Engagement

Physical 

Assets

Intelligence 

& Insight

Transition & Change Management Group: This 

group will review and assure the operationalisation of 

integrated models of care. A big focus of the group will 

be to ensure that new ways of working are embedded 

and that the system achieves the expected benefits 

and outcomes, inclusive of cultural change.

Health and Care Resilience Group: This group will 

develop a shared understanding of the drivers and 

pressures in the system in order to support the 

development of solutions through a collaborative 

approach. This group’s main focus will be the 

development and implementation of a system 

operational resilience and capacity plan and monitor 

performance against it.

Provider Consortium Development: This will only 

exist to design and undertake an options appraisal 

and make a recommendation on the optimum provider 

delivery model / configuration for new models of care, 

as they are commissioned.

The Health and Care Delivery Board will oversee the operationalisation of new models of care. This will include formulating provider system 

responses to commissioning intent, ensuring that new models of care are handed over and embedded into business as usual, and the day-to-

day operational management of system wide resilience and operational challenges.
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8. Appendices 

(See separate attachments)


