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Place - Based Plans

Our “place based" systems involve Basildon & .
multiple partnerships operating Brentwood Mid Essex A RTNERSH 1D,
around populations of ¢170,000 - 400,000 Predicted population growth (J Predicted population growth . '

. . POPULATION ... Aae B 2020 2041 Mid Essex CCG
residents. These Places provide a Age Band 2020 2041 ° ge Band Essex County Council
meaningful footprint within which to 0-14 1923%  20.82% 'I OO/ 0-14 25.72%  2545% Chelmsford City Counil
plan, design and deliver health and 1524 1648%  1930% (o) 1524 2294%  24.72% Braintree & Witharm District
care services for and with the local 30-64  4603%  4981% [40,400] 30-64  6767%  6741% Councils
community. 65-89  1730%  23.83% 65-89  2966%  4091% Maldon District Council

90+ 097%  212% 90+ 152%  401% Provide CIC
The following sections provide detailed Total 2694 3122 Total 3974 4378 Mid Essex Hospital

information on our four places.

¢ Farleigh Hospice

PARTNERSHIP: ‘ ‘ Community Voluntary Sector

Basildon & Th k Uni ity Hospital 1 Ensure every child can have . ) ) .
Bosidon & Thurrock University Hospitols e e i Angic Rusidn University
1 Implementation of the aligned team model | North East London NHSFT 2 Wider primary care network Es:g;_llf’ortnershlps University
2 s t oatient g to bett ] QV\b development, including a
UPPOTE POLIENES QNG carers 1o better Basildon & Brentwood CCG focus on prevention and Primary Care Networks - 9

manage the.lr own health and wellbe|.r19 Essex Partnership University NHSFT population health
3 Support residents to access alternative ) 3 .
services Essex County Council Attracting staff to want to
work and live in mid Essex

Brentwood Borough Council

Basildon Council

+
Community Voluntary Sector
Primary Care Networks - 6

PRIORITIES:

1 Strengthened GP services

N

Appropriate access to
secondary care

3 Improve outcomes for all-
age mental health

P%p#&mﬁ'\l @ ¢ 4 Support self-care and
1 Transform community and primary care services O prevention for all

2 Develop strong and resilient communities 1 9 /o po(;pR%@?SN

3 Transform how residents with long-term conditions

are managed in the community [33,100] 1 20/ a /’ PARTNERSHIP:
4 Reconfigure the out of hospital estate o Southend CCG
[45’300] Castle Point & Rochford CCG
PARTNERSHIP:

Basildon & Thurrock Th urroc k Southend Borough (?ouncd
University Hospitals Predicted population growth SOUth EOSt ESS@X Essex County Council

NHSFT Age Band 2020 2041 Predicted population growth Castle Point Borough Council
North East London NHSFT 0-14 14.29% 15.14% Age Band 2020 2041 Rochford District Council
Thurrock CCG 15-04 1.28% 14.03% 0-14 23.31% 2390% Eﬁg;_llf’ortnerships University
Eisls)efrzclac?rllleljssrll? 30-64 30.59%  34.26% POPULATIOPV 15-24 2112%  2342% Southend University Hospital
Thurrock Council 65-89 8.87%  13.40% O 30-64 6102%  62.40% NHSFT

Community Voluntary 90+ 0.37% 0.85% 1 6 /O 65-89 28.43%  3890% Community Voluntary Sector
Sector Total 176.2 2093 42, 800 90+ 1.52% 3.60% North East London NHSFT
Primary Care Networks -4 [ Total 364.8 410.1 Primary Care Networks - 9
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As well as explaining how we will work together we also set out in our

plan how we will deliver over the next five years the commitments set
out in the national NHS Long Term Plan for improving care for major
health conditions (www. longtermplan.nhs.uk)

We set out the actions we're taking to improve care for conditions such as cancer,
mental health conditions, cardio vascular disease, diabetes and for people at key
points in their lives, for example having a baby or at the end of their life.

These include:

Prevention

// Providing information and support for people to look after themselves
including on-line and digital options.

// work on reducing childhood obesity through the adoption of the “Daily Mile"
across our schools

// increasing physical activity in adults, linking with Sport England and Active
Essex

Cancer

// introducing a new test to help detect and diagnose bowel cancer earlier, so we
can treat people quicker and improve their health outcomes

// setting up a Rapid Diagnostic C entre for patients with non-specific symptoms
which could indicate cancer

// becoming a pilot area for the National Targeted Lung Health Check to
support earlier diagnosis of lung cancer

Mental Health

// creating safe places for people to walk-in such as community cofés, where
they can find emotional support when they feel their anxieties or other mental
health problems are escalating

// setting-up mental health support teams in schools to provide therapy and
support to children and younger people

// improving how we support people with a personality disorder at an early
stage, so that they can manage their condition and are less likely to need to
go to hospital

Cardiovascular disease

// focusing on atrial fibrillation (irregular and often abnormally fast heart beat)
to improve earlier detection and treatment to prevent stroke.

// reviewing existing patients to ensure their medication is appropriate

// improving access to specialist care at the Essex wide Cardiothoracic Centre
with more patients requiring an angiography being seen within 72 hours.

‘

Our 5 Year Plan for Improving Health and Care :::.,4:‘

Diabetes

// rolling-out the NHS Diabetes Prevention Programme to provide personalised
support to people to reduce their risk of developing diobetes

// reducing the impact of diabetes among harder to reach/less engaged groups

// piloting the MyDiabetes app with 500 newly diagnosed Type 2 diabetics to
support them to understand and better manage their condition and reduce
the risk of more serious complications developing

Maternity

// launching the Maternity Direct App to allow mums-to-be to speak online with
an NHS midwife about non-urgent concerns at anytime

// creating personalised care plans to support women to have choice and
opinions about the care they receive

// reviewing our current mental health services to support women both before
and after birth to make it easier for those in need to access support.
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How will we know if we've made

a difference?

Linked to our ambitions we have developed a set of outcomes we can measure to
keep us on track in the key areas we believe, by working differently we can maoke a
difference. Some examples of these are shown in the table above.

This plan for is for the next five years but we know that some of our ambitions and goals will take
longer, particularly how we tackle some of the wider causes of poor health and wellbeing such as
education, employment and income opportunities.

We all have a role to play in how we work together to do that - as public services, as individuals,

families and communities - all taking responsibility to think differently about our health and wellbeing.

We believe that together we really can make a difference.

Reducing Inequalities

Creating Opportunity

Health & Wellbeing

How will we know we've made a
difference?

Inequality will reduce and our
residents will enjoy longer,
healthier lives.

Our children achieve good
development and educational
attainment.

Employment will rise.

Homelessness will reduce and
we will have good housing stock.

Our residents live long, healthy
lives, and are supported to
make good decisions on their
own health and wellbeing.

What metrics will we use to

track progress?

// Slope Index of Inequality
// Healthy Life Expectancy
measures

// School Readiness

// Percentage of people in
employment

// Educational attainment

// Statutory homelessness

// Number of non-decent
dwellings

// Air quality

// % of adults classified as
overweight or obese.

// Reception and year 6
prevalence of overweight
children

// % of adults physically
active

// Smoking prevalence

// Admissions for alcohol
related conditions

// QOF prevalence for
diabetes, AF, CHD,
hypertension, cholesterol.

// % of people self-caring
ofter reablement

// Patient Activation Measures

Moving care closer to home

Transforming our services

Our 5 Year Plan for Improving Health and Care :1:,4

How will we know we've made a

difference?

Our residents report good
access to and experience
of primary and community
services.

Our residents have consistent,
timely access to safe, high
quality health and care
services.

The outcomes from our
services are improved.
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What metrics will we use to

track progress?
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Patients reporting good
overall experience with
practice appointment times
and good experience of
making an appointment.
Patients reporting a
positive experience of their
GP practice.

Delayed transfer of care
A&E attendances conveyed
by ambulance

Breast and bowel screening
uptake

Cancer waiting times
Elective waiting times

% of residents with high
self-reported happiness
Reduction in depression
cases

Reduction in self-harm
Reduction in suicide
Treatment and recovery
rates for IAPT services
Physical health checks
for patients with serious
mental illness

Mental health admissions
to hospital
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Health and Care Partnership
c/o Basildon Brentwood CCG,

Phoenix Court, Christopher Martin Road,
Basildon, Essex SS14 3HG

V\Jovking together for better lives



