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Summary

• Overview of NCA Community Services

• Examples of Integrated Care delivering improved performance 

• Future NCA Clinical Strategy



NCA Community Services

4 localities served, covering a 
population of 929,600 over 190 
square miles
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Workforce of 2636 staff 

Childrens Adult

Bury 
£35,987,665 

HMR 
£40,066,682 Oldham 

£41,604,860 

Salford
£50,534,679 

£168,194,000 income from 
ICB localities (25/6)

Our District Nurses provide c 967,000 
domiciliary visits per year, or 80,800 
per month. Around 25,000 of these 

per year are urgent call outs, 
preventing hospital admission or 

supporting discharge 



Rochdale Operating Model
Our shared challenge

Improve 
Population 

Health 
Outcomes

Improve Financial 
Sustainability

Improve 
Performance 

We understand our challenges and know that we are more likely to deliver improvement if 
we work together as a whole system

We need to deliver improvement in the context of increasing demand and 
acuity across all parts of the health and care system
Yet – the health and care system is complex and delivered through multiple, 
complex and siloed organisations with different accountabilities…leading to 
“failure demand” in A&E and care settings…leading to increased costs and 
poor experience. 
And – we know that health and care services are only a fraction of what 
contributes to individual’s health and wellbeing:

Building 
blocks to 
better health 
and wellbeing 



Delivering integration – 
Our Social Operating Model



Integration delivering improved 
performance Fairfield



Integration and financial 
sustainability

• Integrated Urgent Care 
delivery model

• System wide pathways
• Blended roles
• 47% cheaper than DGH 

model

Comparison of Emergency Care costs and activity at 
Rochdale Infirmary and Fairfield Hospital 2022-23



Clinical Strategy – 
Our Vision for Transforming Care

These principles will guide the future direction of our clinical services. Underpinning this is 
the recognition that healthcare delivery across the NCA footprint needs to radically change 
to meet our current challenges and the demands of the future. 



Future Delivery Pillars



Clinical Leadership Model (CLM) 
Update
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• Clinical leadership at the heart of decision-making

• NCA wide services

• Connectivity to Place / Population 

The Clinical Leadership Model update



How will CLM feel different?

Much more than a structural reset – the structure is just an enabler.

• Stronger clinical leadership at every level
• Clearer accountability in Clinical Service Units and Clinical Groups

• Faster, clinically owned decision-making, closer to patients
• Fewer layers from ward to board

• Trust wide networking in governance, audit and improvement

Clinical Leadership Model



Clinical Leadership Model 
CLM operating model v current operating model 
The example of Clinical Scientific Services is used to illustrate the leadership levels within 
the new CLM organisational structure

Current Operating Model: At present 
the NCA is structured vertically 
operating across four localities; Salford, 
Oldham, Bury and Rochdale. Some 
services, such as Diagnostics and 
Pharmacy, centralised corporate 
teams and parts of Estates and 
Facilities operate across the four 
localities. There are currently five 
leadership levels of the organisation 
from the Board to the frontline services 
we deliver to patients.
The CLM Operating Model: 
Introduces a simplified, four-level 
leadership structure which replaces 
the previous five levels of leadership. 
Roles and responsibilities at each level 
will be standardised wherever feasible.
The CLM operating model will remove 
a leadership level – delivering on the 
ambition of better connecting our 
senior leaders with our clinical teams. 



Clinical Leadership Model
Operating model: Clinical Groups 

The Clinical Groups have now been confirmed during the consultation period. They are based on the work from 
over  200 colleagues who supported design teams to develop the  six Clinical Groups.



1. There are existing Place Executive leads within the NCA who will support strategic Locality 
priorities and forums. 

2. 6 Clinical Groups will exist with Band 9 Ops, Nursing and Medical Directors,  all of whom will 
need to interact with Place in varying degrees.

3. Existing Place based arrangements will need supporting to ensure continued shared 
ownership of key performance , quality and financial ambitions e.g.
ü System risks of ED performance
ü Development of community services alternatives
ü Deployment of BCF funding

4. Site leadership : Roles for Salford, Oldham and Bury& Rochdale will support system EPRR 
processes

5. Place based roles hosted through the NCA, commissioned by localities for Place support and 
service delivery will remain. These roles are currently out of the scope of Consultation, as 
these roles will  form a key component of Place Based Partnership arrangements working in 
conjunction with  the ICB locality team and other local partners

Connectivity to Place 
Clinical Leadership Model



 

Clinical Groups Draft Arrangements: By  March 2026
Consultation will be completed, and the new leadership teams for clinical groups will be selected. The shape of clinical groups 
will be defined including how they will work with each other and with Place, as well as how they will align to the new Operating 
Model and Accountability Framework.

Delivery of 30-day plan to Clinical Group Go Live  in April 

Clinical Group Go Live: By April 1st 2026
All key milestones set out in the Critical Path will be met so CLM teams can operate in the new CLM environment safely and 
effectively, with minimal disruption to services, patients and colleagues, with the required capacity and capability. Clinical 
group leadership teams and clinical service unit leadership teams will be in place. Clinical Groups and fundamental activities 
required for ‘Go Live’ will be transferred from Care Organisations – for example there will be a new Finance Ledger, aligned to 
the ESR Hierarchy and Active Directory.

Post April 2026 – Post Transition Implementation Plan (PTIP)
Following the Clinical Groups ‘Go Live’ in April 2026, work will still be required for the full implementation of CLM and the 
Clinical Groups, for example longer-term service integration, benefits realisation and any tasks not completed by April 2026. It 
is likely the roles, responsibilities and governance for place for will continue to evolve, post April 2026, and the implementation 
will be need to iterative to align with changes to the national, regional and ICB strategic direction of travel.

Clinical Leadership Model
Next Steps: Mobilisation and Transition timeline  


