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Executive Summary
We have assessed readiness for the development of a pre consultation business case (PCBC) to take forward the  STP 
priorities in Cornwall and the plans for implementing change. Whilst progress is being made, much additional work 
will be needed over the coming months to deliver a robust and comprehensive case.  

Our Remit

We were commissioned by the STP leadership group on 17 February 
2017 to test the extent to which the different programmes and projects 
had completed the foundation work and captured the key information 
required for a PCBC, given the aspiration of the STP leadership team to 
produce a draft case by June 2017. 

We have focused our assessment on seven key areas: 

1. Assessing the status of the priority/interventions

2. Reviewing the Reporting & Governance model

3. Testing the TOM for Architectural Coherence

4. Assessing past and future Engagement plans

5. Reviewing current plans for PCBC production

6. Assessing maturity  of Modelling for PCBC input

7. Facilitating discussions on Strategic Integrated Commissioning

The work started week commencing February 27 and the findings were 
reported through STP governance on March 16 and 17. 

Our Approach

In order to ensure testing was comprehensive and robust , a mixed 
methodology was employed by the team. This involved:

• Workshops with work stream leads
• Interviews with key stakeholders from across all areas/organisations
• A review of available data
• A critical appraisal of supporting documentation and plans.
The leadership team were engaged throughout the review with 
emerging findings shared through regular update meetings.

In addition to our work, the STP Finance Director was leading a 
concurrent evaluation of proposed savings and investment 
requirements and robustness of the OBC benefits cases. 

Key findings

Overall , our assessment concluded that:

• Granularity of OBC content and supporting documentation is not at 
the level of maturity required to achieve a PCBC in the timescales 
proposed in the original Shaping our Future (SoF) planning.

• Little ownership of the financial benefits and associated modelling by 
Work stream Leads. 

• Significant levels of engagement and co-production are required 
with staff and citizens in the next phase to refine the target operating 
model (ToM) and define the locality based models.

• Improvements in governance and reporting models would improve 
operational grip in terms of delivering the plan.

• The modelling sub-group has drafted a pragmatic model 
specification for a activity / workforce / finance / impact solution to 
support development of the Pre-Consultation Business Case.

• Rapid investment and mobilisation of the necessary resources to 
deliver required  is critical.

These  findings have informed thinking regarding the revised 
programme plan for production of the PCBC.

Conclusions and specific recommendations by review area are 
presented on the following slides. 
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Review Area Conclusions Recommendations

Intervention 

assessment

• PCBC readiness is variable across the workstreams

• In-sufficient engagement / co-production completed to date

• In-sufficient definition of TOM and Interventions at locality levels

• Resourcing, planning, options identification and analysis require focus

• Little ownership of the financial benefits case at intervention level

• Resourcing – meet programme requirements 

internally and/or externally

• Planning – realign existing plans to revised PCBC 

timescales

• Engagement – develop and mobilise strategy to 

enable co-production

Reporting and 

governance

• Programme tools and templates could be improved

• Current Governance model not driving pace of delivery

• Escalation and decision making processes unclear

• Insufficient engagement of the Clinical Practitioner Cabinet

• Refine the tools and templates used in support of the 

programme

• Introduce a collaborative working area through 

SharePoint or similar

• EDG to become the ‘engine room’ for design and 

delivery

• Clarify escalation and decision making processes and 

responsibilities

• Review and revise governance terms of reference. as 

required

• Update the SoF Monitoring and Control documents

Engagement • Planning for development of the Phase 3 communications and engagement 

strategy currently in early stages

• Internal and external engagement on development of the OBC appears to 

have been limited to a relatively small number of stakeholders

• Insufficient capacity of current team to develop and drive the plan

• Resource and mobilise the Comms and Engagement 

Support Hub

• Stakeholder and Asset Mapping

• Stakeholder/staff alignment (Phase 2.5)

Architectural

coherence

• There are key areas of overlap at workstream level which impacts on the 

clarity and coherence of the TOM and how it will be delivered through the 

workstreams at micro, meso and macro levels

• There are a number of significant gaps (e.g. links with other programmes, 

and key service engagement and stakeholder representation) which would 

require to be addressed as a matter of priority during Phase 3

• Phase 3 planning to be updated to include 

opportunity for wider stakeholder input to definition 

of the overall TOM and locality based models

• Restructure the SoF governance model to ensure that 

coherence of plans is monitored and managed

Executive Summary
The table below and on the following page summarises our key conclusions by review area and the resulting priority 
recommendations.  
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Review Area Conclusions Recommendations

PCBC Production • In addition to delivery of a PCBC, there is also understood to be a local 

requirement for an Full Business Case (FBC) conforming to HMT Green Book to 

support Cornwall Council budget setting processes

• Timescales are not aligned for both outputs and the current work planning does 

not fully enable delivery of a five case FBC to the standard of the HMT Green Book

• Achievement of the timescales for FBC development outlined in the STP OBC is not 

considered feasible due to the scale of work required, need to address short-

comings of the Phase Two process and the complexity of assurance processes 

• Confirm with NHSE the scope of the PCBC 

deliverable i.e. full £270m or £90m? And should 

it include or exclude BAU / CIP

• Work with Cornwall Council to develop the 

necessary five case planning 

PCBC Modelling • Limited modelling undertaken to date. Activity, finance and workforce modelling 

based on high level assumptions only based on the STP templates and PwC 

interventions model.

• Only urgent care where there is granular analysis of activity assumptions.

• High level model can be produced by June 2017, but this will have risks and 

limitations.

• There needs to be agreement on the extent to 

which business as usual changes and CIPs are 

included in the PCBC modelling.

• Resources should be identified to support 

interim modelling (included on Programme 

Director’s Resourcing Paper). More 

comprehensive model should be developed in 

the medium term to evaluate the robustness of 

the short term model.

Strategic

Integrated 

Commissioning

• Consensus agreed on how to take the work forward.

• Longlist of options and evaluation criteria developed.

• Work to date to shared between Strategic Integrated Commissioning and 

Provider Workstreams to ensure alignment going forward.

• Second workshop scheduled for 6th April 2017 to identify preferred way forward.

• 6th April workshop will identify a preferred way 

forward for Strategic Integrated Commissioning 

and will review impact on programme brief 

timeline.

Executive Summary
Understanding the business case requirements to comply with the standards of different stakeholders is an 
important matter to address in the coming weeks
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Way Forward

We have worked with the SoF PMO to develop a revised programme 
plan for production of the PCBC. Whilst this plan extends the 
timeframe for delivery beyond the programmes original target dates, it 
is recognised by all parties that significant effort and due process is 
required in order to fully address the gaps highlighted in:

1. The outcome of our assessment during this phase

2. The outcome of the financial assessment led by the SoF Finance 
Directors

3. Findings recently published by the Health and Social Care Scrutiny 
Sub-Committee.

As such, there are a number of key areas of effort requiring to be 
prioritised by the SoF programme to deliver the PCBC plan and 
mitigate the delivery risks summarised in our presentations to SoF 
Programme and Transformation Boards including:

• SoF resource mobilisation to be completed

• Comms and Engagement Strategy to be developed and mobilised

• Modelling work to be initiated

• Realignment of existing workstream plans to the revised Phase 3 
PCBC timeline

• Confirm content of BC required to satisfy local authority processes.

Executive Summary
A detailed plan has been co-produced with the SoF PMO and is informed by our work, showing the extent of work 
needed to produce a rigorous PCBC and the inputs needed to achieve this during 2017

Fig 1 Excerpt from overall Phase 3 PCBC Production Plan. 

Note:

A copy of the MS Excel spreadsheet containing the detailed plan has been 

submitted to the SoF PMO separately
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Introduction
This report brings together the detailed findings from each of the elements of our review assessing how ready 
Cornwall and the Isles of Scilly are to prepare a comprehensive Pre Consultation Business Case (PCBC) to support the 
implementation of their Sustainability and Transformation Plan (STP).

Report Objectives

This report has been prepared to provide an overview of the key 
messages from our review and to describe the detailed findings, in 
order to inform and support ongoing investment in the priority work 
streams. 

Our Remit

We were commissioned by the STP leadership group on 17 February 
2017 to test the extent to which the different programmes and 
projects had completed the foundation work and captured the key 
information required for a PCBC, given the aspiration to produce a 
draft case by June 2017. 

We have focused our assessment on four key areas of testing: 

1. Programme status and coherence:

• Assessing the status of the priority/interventions: 
• Reporting & Governance:
• Architectural Coherence:
• Engagement:

2. PCBC preparation

3. Modelling preparation

• Financial modelling
• Activity modelling

4. Review of Strategic Integrated Commissioning

The work commenced at the end of February and the findings were 
reported to the STP leadership team on March 17. 

Our Approach

In order to ensure testing was comprehensive and robust, a mixed 
methodology was employed by the team. This involved:

• Workshops with work stream leads
• Interviews with key stakeholders from across all 

areas/organisations
• A review of available data
• A critical appraisal of supporting documentation and plans.

The leadership team were engaged throughout the review with 
emerging findings shared through regular update meetings. 

The details of the methodology used in each area of the review are 
described within the relevant section. 

Report Structure 

The report is organised around the four key components of the review. 
Each section describes the approach employed, a summary of the  key 
finding and the more detailed findings, where relevant. 

Conclusions and recommendations going forward are also presented 
within each area as well as being drawn together in the final section 
where a consolidated way forward  is set out. 
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w/c 20/2 w/c 27/2 w/c 6/3 w/c 13/3 w/c 20/3 w/c 27/3 Q1 2017/18

0. GE Mobilisation

4. Engagement –
planning maturity for Phase 3

1. Assess workstream 
– maturity for PCBC

Extended EDG

3. Architectural 

Coherence –
TOM Gaps / Overlaps 

5.2 PCBC Production 
Plan – Phase 3

6 PCBC Modelling –
activity, workforce, finance, impact / benefits

7. Strategic Integrated Commissioning –
options and planning next steps

2. Reporting and Governance –
form, tools and templates

5.1 PCBC Document & Storyboard –
template, section owners, assurance processes

Confirm GEHCF / TSK 
Part 2 support

COs 
(16/3)

TB 
(17/3)

Introduction
The work was phased and delivered over a four week period
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Intervention Assessment
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Intervention Assessment: Introduction
A series of workshops was carried out to evaluate the extent to which each workstream underpinning the STP had 
undertaken the work required as input for a Pre Consultation Business Case  (PCBC)

Methodology

In order to complete the exercise in a timely and consistent manner, a 
series of workshops including all key stakeholders was set up to test the 
availability and robustness of the fundamental components of a PCBC. 
Invitations were extended to the finance, workforce and business case 
leads and the SROs. 

During the sessions, questioning covered the:

• case for change
• decision-making process
• intervention programme
• options appraisal
• analytical modelling underpinning the programme; and
• compliance with the four key tests for change. 

A standard checklist was used and intervention teams were asked to 
rate the current position against the statements presented as strongly 
agree, agree, disagree or strongly disagree. GE facilitators challenged 
responses and ensured consistency in the use of the ratings through use 
of evidence provided by workstream teams. 

The checklist was developed from our experience of producing PCBCs for 
other health economies and also incorporated NHSE guidance. It focuses 
on key lines of enquiry to allow a rapid determination of the status of 
programmes. 

Prior to the workshop, leads prepared a summary briefing to summarise 
progress, the financial position and risks. 

Through the workshops and the position briefings, a comprehensive, 
moderated assessment could be completed. 

The full results are presented in Appendix One. 

Context

When reviewing the data from this element of the review, readers should be  aware that:
• The questions have not been weighted- some areas of emerging strengths/weakness will have a greater impact than others
• Workstreams have all been treated equally, within our approach, despite the scale of the challenges being different in each.
• We engaged with the nominated workstream representatives to jointly complete the assessment of each intervention with the information 

available which principally reflected briefs for each workstream with limited supported granular analysis or evidence.
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Intervention Assessment: Overview- Is the information available to write a PCBC?

21%

45%

26%

8%

Overall, whilst some good work has taken place and is ongoing, a significant amount of additional work is needed to 
deliver a strong PCBC.  

Strongly 
Disagree

Disagree

Agree

Strongly 
Agree

0

10

20

30

40

50

60

70

80

90

1 2 3 4 5 6

Strongly Disagree/ Disagree Strongly Agree/Agree

Fig 3: Overall agree/disagree results by area of questioning (percentage). 

This graph shows the aggregated agree or disagreement results for each area of assessment. 

Fig 2 Overall readiness for PCBC preparation. 

This graph shows the % of results rated by work stream leads 

strongly disagreed, disagreed, agreed or strongly disagreed
Collating the assessment criteria to which respondents answered disagree or strongly 
disagree (please see Fig 2) indicates that two thirds of the elements required for a PCBC 
have not yet commenced or need additional work.  Workstream  leads recognise that 
there are considerable gaps in the data and information needed for a PCBC.

Assessment by PCBC component
Figure 3 shows the state of readiness by each major part of the case. The greatest gaps 
between what is currently available and what is needed relates to the intervention 
programme- area 3. After this, the weakest areas are options appraisal, the analytical 
model, the decision making process, meeting the four tests of change and the case for 
change,  in this order (i.e. the case for change was reported to be the strongest element, 
at the time of our evaluation).  Figure 1 ranks the areas on this basis, with first reflecting 
where the most work is needed. 

Figure 1: Areas which require the most immediate 

level of PCBC preparation by component part 

Area of Questioning Rank

3. There is a clear intervention programme plan
1

4. Options for the intervention 2

5. There is an analytical model to support service 
change decisions 3

2. Overall decision-making process and 
governance for the intervention is defined 4

6. Meeting the four tests for service change
5

1. A case for change exists for the intervention A 
case for change exists for the intervention 6

Six areas of questioning 
framed the assessment:

1. Case for change
2. Decision-making process
3. Intervention programme
4. Options appraisal
5. Analytical modelling 

underpinning the 
programme; and

6. Compliance with the four 
key tests for change. 
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Intervention Assessment: Overview- To what extent are workstreams ready for a PCBC?  

In looking at progress across workstreams, the exercise shows a high degree of variability and consider that the 
scale of the task required in Phase 3 across all workstreams is greater than appreciated. 

0

10

20

30

40

50

60

70

80

90

Integrated
care

Redesigning
pathways

Transforming
emergency

care

Prevention Productivity Levers for
Better Care

Strongly diagree/disagree Strongly agree/agree

Fig 4: Readiness for PCBC preparation by priority

This graph shows the percentage of  agree/disagree results for each area.In looking at the results of the assessment by workstream, it is only 
Levers for Better Care (currently, this only refers to progress with 
Provider Reform) where our assessment suggests that the items needed 
for a PCBC are in place, or almost in place, with 61% of criteria rated as 
agree or strongly agree. 

Figure 4 illustrates the extent of assessed divergence between the 
workstreams and figure 5 ranks workstreams according to the 
additional work needed (for the PCBC, the most work is needed too 
strengthen the productivity work stream). Although productivity ranks 
most highly (i.e., needing the most work), redesigning pathways and 
transforming emergency care are likely to require the greatest 
investment of resources due to the complexity and scale of work needed. 

However, understanding the granularity behind this is critical. Figure 4
summarises the degree of readiness, by individual programme.  All but 
three workstreams rated negatively in excess of 50% of the criteria 
posed as the work has not yet been completed to inform a PCBC.  

Fig 5: Ranking of workstreams by readiness for PCBC preparation

The area requiring the most work, based on the assessment is Productivity, 

whilst Levers for Better Care is most advanced

Ranked in order of greatest need

Productivity 1

Redesigning pathways 2

Transforming emergency care 2

Integrated care 4

Prevention 5

Levers for Better Care 6

Whilst the graphs reflect the assessed position, it is our view 
that all workstreams require a significant amount of further 
work in order for the completion a PCBC that is approval and 
will support implementation. A critical weakness is the lack of 
understanding of interdependencies between areas. Until this 
is clarified, even workstreams which have made some progress 
may need to be reassessed, as necessary reiteration is likely to 
result in ripples through any emerging case.  
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Intervention Assessment: Overview- Where is the most work required to ensure 
readiness for PCBC preparation?
The assessment showed that 10/15 workstreams lack more than 60% of the supporting evidence required. The 
weakest areas are outpatient reduction, workforce and productivity

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

OP reduction

Workforce

Productivity

Estates

ADMs- specialised services

Integrated care

IM&T

UCC

Primary Care

Prevention and self care

Health Improvement

Pathway redesign

Wider determinants

Provider Reform

Housing

Analysis of progress towards a PCBC by workstream area

Disagree Agree

Fig 6  Analysis of information available for PCBC production by workstream area

This graph show how far each workstream is in developing the content required for a PCBC. Housing has the least amount of work to do, for example, as  less than 40% 

of the information needed is outstanding. Outpatient reduction work is least advanced, with more than 90% of the case yet to be developed. 
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4. Programme Status and 
Coherence

Reporting and Governance 
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Reporting and Governance: Introduction
This element of our work tested the underpinning governance model for STP implementation

Methodology

To evaluate the SoF Reporting and Governance model, our approach 
included:

• meetings with the new Interim Programme Director and the SoF 
PMO team

• reviewing existing SoF reporting templates and governance 
frameworks against best practice. Particular attention was given 
to the following: 

• Phase 3 Programme Brief
• Monitoring and Control framework
• Consolidated Performance Report

• attendance at EDG, Chief Officers (Programme Board) and 
Transformation Board meetings

• informal feedback from programme team members through our 
work on other workstreams

This section

Our findings are structured around four main themes:

• Governance
• Reporting
• Templates
• Collaboration

We close with the overarching conclusions and recommendations for 
moving forward, which will ensure that the risks we raise can be 
mitigated.
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Governance

A review of the current governance arrangements indicates a number 
of areas of weakness that should be addressed for the programme to 
be successful:  

• Workstream meetings are currently infrequent with no regular 
confirmation of priorities or status updates being provided.

• There are a number of key stakeholder groups who are not 
currently represented on any of the governance groups e.g. third 
sector, voluntary groups, ambulance service.

• The Executive Design Group (EDG) is not currently operating as the 
‘engine room’ for system design or performance management of 
the programme.

• Papers are submitted to all groups in the current governance model 
with no clarity on desired outcome i.e. for information only, decision 
making or approval

• It is not clear what level of authority EDG has for decision making

• The Clinical Practitioner Cabinet has no active link in to the actual 
design and delivery work being undertaken. The authority of the 
group is also unclear.

• The role and authority of the Programme Board and 
Transformation Board is currently unclear, with existing 
governance documentation stating that the same reports will be 
presented to both boards

Reporting

Having reviewed programme brief documents and the consolidated 
performance report, the level of detailed planning available for each of 
the workstreams falls short of best practice and the core requirements 
for a programme of this scale. As such, the overall SoF programme is 
not compliant with the standards set by Managing Successful 
Programmes (MSP). 

• Programme plans are not shown in a schedule format and are 
mostly tabulated lists of activities with variable levels of data in 
respect to start date, end date, owner or progress.

• It is not possible to easily gain a view of progress against each 
individual workstream nor the overall SoF programme.

• There is a significant amount of manual manipulation of data 
inputs required to be undertaken by the PMO to produce overall 
programme reports.

• It does not appear that workstream or programme reports are 
being used to drive day to day activity on the programme at this 
stage

• There is currently no means of tracking benefit delivery against 
those laid out in the OBC.

• Current Risk and Issues Logs have little identification of corrective / 
mitigation action owners, target timescales and status

• There is a limited view of key dependencies both within and 
external to the SoF programme. It is unclear who is managing  
dependencies and what actions are / need to be taken.

Findings
Our review found structural weaknesses in the governance framework and scope for improvement in the reporting 
arrangements
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Templates

Regarding templates used to guide programme documentation, we 
found that that this has not yet been standardised. A suite of 
documentation templates for all aspects of the programme would 
improve the efficiency and the effectiveness of programme 
management. The library should include:

• PID / programme brief
• Programme schedule
• Risk and Issues log
• Dependencies register
• Status reports
• Updates for EDG, Programme Board and Transformation 

Board
• Meeting minutes
• Presentation templates
• Report templates
• Corporate Diary
• Email footers

Collaboration

Regarding arrangements for collaborating on work streams, through 
shared access to documentation and information, our review 
concluded that:

• There is a significant amount of historical information around 
the programme which is currently stored in a variety of non-
centralised locations

• There is no single centralised folder areas accessible to all which 
enables co-production, collaboration or status reporting

• We understand that work is underway to test a MS SharePoint 
site as a potential route to address concerns in this area.

Findings
The programme will benefit from the standardisation of project documentation through an agreed set of templates 
and  shared access, across partners, to core information
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Reporting and Governance: Recommendations
Addressing the five key issues below will significantly strengthen SoF programme governance framework.

Review Area Recommendation

1 Reporting A set of standardised reports should be created in support of the revised Governance model

2 Governance The governance model defined for the SoF programme should be revised

3 Governance
The Monitoring and Control Framework for the programme should be updated (note: we have provided content 
updates to the current document)

4 Templates A suite of standard programme templates should be produced and issued to all teams working on the programme

5 Collaboration
Development, testing and rollout of a collaborative workspace for all personnel working on the programme should 
be completed at pace (preferably using MS SharePoint
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5. Programme Status and 
Coherence

Architectural Coherence
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Approach

To assess architectural coherence, we have reviewed the findings from 
all six STP priority/intervention teams in relation to coherence of 
system change proposals. 

We have also mapped the dependencies both internally within the STP 
programme and externally with other wider work underway or 
planned amongst member organisations and wider stakeholders e.g. 
business as usual (BAU) improvement work and  devolution plans. 

This has enabled us to determine potential areas of double counting 
and interdependency. 

This Section

Within this chapter of the report, we:

• Present our  understanding of the key elements within the structure
• Summarise current gaps and overlaps between programmes
• Highlight where work is needed to ensure coherence 
• Make recommendations for moving forward

Architectural Coherence: Introduction and Overview
Due to the multiplicity of inter-related change programmes, it is critical that relationships are clearly understood and 
that consistent assumptions are used 
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Architectural Coherence: Introduction and Overview
Strengthening the SoF plan needs integrated design. Six priority areas cover 13 different transformation areas, all of 
which have a relationship to each other, to a greater or lesser degree

Success requires greater levels of working together to develop ideas 
and plans at Micro, Meso and Macro levels.

SoF design 
integration

Prevention

Primary 
Care

Integrated 
Care in the 
Community

Housing

Urgent and 
Emergency 

Care

Pathways

SpecialistProductivity

IM&T

Estates

Workforce

Provider 
reform

Commissi
oning 

reform
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Our assessment also identified a number of overlaps between system 
reform programmes. Again, inconsistencies in terminology and a lack of 
integrated planning across the workstreams has led to a number of 
areas which require to be addressed to answer the following questions:

1. Can a mixed model of MCPs (as proposed by Primary Care 
workstream) and ACS (as proposed by System Reform workstream) be 
aligned? 

2. How many MCPs are being planned by Primary Care?
3. How will MCPs interface with the wider ACS?
4. How will the Provider Reform changes affect / inform plans for 

Commissioning Reform?

Findings
In assessing coherence, our overview found areas of overlap between programmes 

Prevention

Primary Care 
Homes

Integrated Care 
Hubs

Urgent and 
Emergency Care 

Centres

Housing

MCP

ACS
Commissioning 

Reform

Our assessment identified a number of overlaps between service 
redesign programmes. Inconsistencies in terminology and a lack of 
integrated planning across the workstreams has led to a number of 
areas which require to be addressed to answer the following questions:

1. What impact will Prevention workstream have on other aspects of 
the care pathway?

2. Are Primary Care Homes and Integrated Care Hubs actually the same 
objective?

3. How does the new placed based acre model interface with Urgent 
and Emergency Care?

4. How do current Housing plans align to the Placed Based Care 
models?
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Through our assessment, a number of gaps emerged, where key service areas and requirements appear to have fallen between stalls. These areas 

must be fully considered as part of the next phase of work and include:

• Architecture board for the Target Operating Model (TOM)
• Mental Health
• Independent sector
• Voluntary sector
• Ambulance Service
• Non-bed based services
• Locality level model definition
• Links to Children’s One Vision
• 7-Day services strategy
• Enablement through the Local Digital Roadmap (LDR)
• Workforce innovation
• Service inputs to define the estates strategy (+link to One Public Estate)
• Whole system modelling
• IG and Data Sharing agreements
• Financial / contractual frameworks
• Tangible outcome assumptions linked to benefits realisation plan
• Linkage of SoF plans to BAU and other work (i.e. dependency management)

Findings
In assessing coherence, our overview found a number of gaps in currenting planning
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Conclusion and Way Forward
Moving forward, the leadership team and PMO need to address the following recommendations

Conclusion

As reflected on the previous slides, a summary of the key requirements 
moving forward for the programme include:

1. Planning together

• Undertake integrated design and planning sessions at a 
micro, meso and macro level

2. Wider engagement

• Ensure all areas of service provision and key stakeholders are 
active participants in the Phase 3 design and planning 
activities

3. Analysing impacts on system demand / flow

• Detailed analysis of options and impact on activity, workforce 
and costs required

4. Locality definition

• Ensuring that locality teams are actively engaged in assessing 
their options and defining their plans

5. Service colocation

• Maximise the opportunity to bring professionals together 
through use of integrated care models

6. Physical location of services

• Undertake details travel time analysis as part of options 

assessment of potential service changes

7. Digital enablement via the LDR

• Assess and further develop plans for how digital solutions can 
drive transformation of service delivery

8. Innovative Workforce models

• Review how alternative and innovative workforce models will 
better meet the needs of service users (including ensuring 
provision of 7 day services where required)

9. Efficient Support services

• As part of System Reform agenda, undertake a wider 
assessment of how support services could be restructured to 
better meet the requirements of future organisational forms 

10. Business Intelligence solutions

• Develop plans for how improved data analytics and business 
intelligence services will help overall management of the 
future operating model e.g. Command Centre.

The recommendations above must be developed into the detailed 
programme plans for Phase 3. The revised PCBC timescale reflects the 
requirement to address these areas of work at pace.
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6. Programme Status and 
Coherence

Engagement
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Our Engagement specialists (The Social Kinetic) have undertaken a 
short assessment of the existing engagement and comms plan for the 
programme and reviewed feedback to date to determine development 
areas and further support required.

Historic context
• Cornwall has a history of challenges against service 

reconfiguration proposals (both in health and in local government). 
This has engendered a deep sense of cynicism generally.

• Multiple controversial plans and decisions in the past have led to 
the creation of several powerful, well organised pressure groups, 
who are capable of activating thousands of people rapidly and 
effectively. When this happens it quickly drowns out any attempt to 
engage.

• Staff engagement has been, and continues to be, an issue in the 
county (e.g. recent NHS staff survey results have RCHT in the bottom 
10 for questions relating to ‘I would recommend care at my 
organisation to a member of my family’ and ‘I know who the senior 
team here are.’ This is particularly concerning in county where the 
NHS and the Council are by far the biggest employers – most 
families will have or know someone who works in health and social 
care.

• The OSC has a history of holding organisations to account for 
what they perceive to be a lack of proper 
engagement/consultation.

The SoF Programme has a real and significant opportunity to drive 
change in Cornwall by taking a holistic and committed whole system 
approach to engagement.  

• Open events can easily be hijacked by interest groups or civic 
leaders/MPs etc.

• Traditional consultation and engagement methods tend to attract a 
core of people who have particular reasons to be interested in 
health and care (often reasons relating to something negative 
happening to them) which can skew their responses. This impacts 
the ability to have a ‘representative perspective.

• Creative engagement events tend to be resisted by some 
communities/localities who are used to the standard town 
hall/expert panel approach – so there needs to be a mix.

• Many of the county’s MPs are using the STP process as a political 
tool (e.g. Labour MPs centrally have been mobilised by the Party HQ 
to oppose and present as stealth cuts).

• We have not had sight of the Exeter analysis, although the verbal 
briefing received indicated there are some important lessons to 
draw from.

• There are very few media outlets so health-related protests tend to 
get amplified negative coverage. Therefore engaging people 
directly and empowering others to do the same is critical .  In 
addition to ensuring that there is buy in across the system and the 
leadership are aligned and that the SROs and others are reflecting 
the same in their work/engagement.

Engagement: Lessons from previous engagement exercises   
This section sets our understanding of the historic context and observations related to the current environment
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Engagement: Assessment Findings  
To date, SoF Engagement has been a predominantly listening exercise with a largely health focus

Phase 2 engagement set-up

• The engagement to date (though impressive in terms of numbers 
reached through events/surveys etc.) has predominantly been a 
‘listening exercise’ – in terms of meaningful engagement we are 
starting pretty much from scratch.

• For completely understandable reasons of resource and time, the 
engagement has been self-selecting (those who chose to attend 
an open event or filled in an online survey) rather than targeted at 
specific groups of patients/service users/citizens and staff. 

• There have been exceptions such as staff briefings – but these 
have not been system wide and have been limited.

• The process has delivered some headline messages in terms of 
where people feel there are gaps and concerns but didn’t address 
real discussion around engagement issues such as ‘choices’ and 
‘trade-offs’. Note: We understand that the report from Exeter will 
give more detail which we don’t have sight of a this stage.

• There are significant gaps in who has been engaged/listened to so 
far, including staff and some key stakeholders (e.g. Third Sector, 
SW Ambulance, education and housing).

There does not appear to be a structure or phasing to the 
engagement. E.g. System wide partners/citizens worked together to 
determine the priorities for the citizens and ‘places’ of Cornwall to 
which they are all aligned – which forms the basis of all future 
engagement and planning.

Messaging and narrative

• Much of the weighting of the messaging to date has been 
around burning platforms (finance, service pressures etc..) and 
health - rather than a shared ambition (e.g. once in a lifetime 
opportunity to move towards an accountable care system for 
the people of Cornwall etc.). Not playing to the strong sense of 
self-determinism in the county seems to be a missed 
opportunity.

• Much of the OBC collateral feels ‘health heavy’ with too little focus 
on the opportunities provided by integrating across the 
health/social care divide and focusing on the sense of ‘place’ (e.g. 
can we reposition the ‘wider determinants of health’ as the ‘A 
healthier Cornwall’?)

• The issues/questions in the engagement process have been 
shaped largely around services rather than holistic issues such as 
life choices, employment, education etc.. They don’t appear to be 
‘system wide’ or interconnected.

• Real understanding of the ‘big picture’ appears to be limited – e.g. 
even some senior clinicians who know how the thinking fits with 
their specialty/pathways don’t appear to understand the interplay 

between the work streams.
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Engagement: Assessment Findings
Work is already underway to establish some of the ‘essentials’ required

Work stream engagement
• Clinical engagement in the OBC appears to be limited to a relatively 

small number of senior clinicians (e.g. those actively involved in 
work stream development, those on clinical advisory groups and 
those with a commercial interest such as GP practice owners).

• The work streams are going at different speeds and have varying 
levels of engagement to date. If the work to date was assessed by 
NHS England it is unlikely to be able to provide the audit trail 
required to demonstrate adequate levels of engagement and co-
creation.

• Many of the work streams are also working in isolation – they are 
failing to address the requirement for engaging across work 
streams. Lines of enquiry haven’t yet been drawn up.

Planning underway for Phase 3
In the short time since engaging additional NHSE Engagement resource, 
the programme team has already started to put in place the following:
• Terms of reference for the CAG – this should be reviewed to ensure 

it is system wide and the terms of reference are supportive of the 
process. Agenda times have been lengthened from 2-3 hours to 
allow time for work streams to feedback to the CAG which seems 
sensible.

• The team are looking to answer the questions raised in the 
engagement to date (there appears to be an absence of answers to 
65 questions). These will be shortlisted to 10 overarching questions. 
This seems important for everyone to understand, review and agree 
on.

• The core narrative is being reviewed – this should be reviewed to 
ensure it is representative of the whole system.  Our 
recommendation would be to involve STP leadership in this to 
ensure there is support and buy in.

• Training for the CAG – there are a broad range of tools available 
nationally which should be reviewed and the best ones selected for 
use.  Southern CSU have produced the most recent in partnership 
with multiple stakeholders.

• Stakeholder mapping – ideally this should involve members of the 
leadership team/SROs to ensure it is as comprehensive as possible

• Engagement and resource map – the LA has been invited to come 
to a meeting to identify channels and resources. Reviewing this 
among all partners and getting under the skin of the informal 
channels will be important to ensure the right reach.

• It is planned to contact equality and diversity leads and third 
sector partners to understand what options there are for 
partnership and channel utilisation

• The team recognise the need to tailor engagement around the 
needs of the issues and the audience
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Engagement: Assessment Findings
Risks and issues if engagement is not robust

• Leaders break ranks from the agreed core messages and revert to 
a narrative centered around their own organisational priorities. 
Trust in the STP vision and purpose is lost.

• Rumour loves a vacuum – any gaps in communication and 
engagement will be filled by largely inaccurate stories, facts and 
suspicion.

• Man bites dog – the media won’t be interested in successful 
engagement but will be all over any perceived lack of agreement, 
accountability & transparency.

• Saying nothing is saying something – good engagement practice 
dictates that ‘even if you have nothing new to say, say it.’

• Staff won’t be on side. They’re your biggest engagement tool and 
asset, also your biggest failure risk. Failure to engage them fully & 
properly in understanding, connecting them with cross system 
colleagues and co-production will reduce in blockages, mixed 
messages, failure to find the best solutions and deliver.

• The public will only hear about services being pulled out of 
county (via other STP plans) and not about those being consolidated 
in county.

• Work streams and/or the PCBC will be unable to demonstrate that 
they meet the 4 ‘Nicholson tests’.

• If you have not engaged a representative group relevant to the 
issues considered (in this case whole system) – you can end up in 
judicial review.

• Not being able to demonstrate that you have fully considered all the 
key facts and options can also result in judicial review.

• Lack of trust among stakeholders encourages them to utilise the 
system and legalities to block progress.

• Interest/protest groups build up a head of steam that’s almost 
impossible to release.

• The OSC will not support proposals and will call for amendments, 
further engagement and/or refer to SofS.

• The PCBC will not pass NHS England’s public engagement 
assessment tests.

• The OSC and/or protest groups will instigate Judicial review
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Immediate priorities

• Leadership agree the shared vision, purpose, narrative and 

messaging

• Identify experienced leadership for engagement

• Update stakeholders on where you are now and what next

• Design the engagement strategy, governance and principles of 

engagement for staff and wider stakeholders

• Map stakeholders and staff groups (cross STP)

• Communications asset & resource map

• Agree and set up communications & engagement governance model 

and framework

• Design the ‘understand’ programme to engage leadership, staff and 

stakeholders

• ‘Hot spot/issues and key communities

Fundamentals – that need to be established

• Q&A from Phase 2

• Agree engagement/co-creation principles

• Review role and membership CAG 

• Stakeholder/staff alignment (Phase 2.5 – the understanding phase)

• Develop quite of collateral (Q&A, standard presentations, website, 

films etc.)

• Identify  lines of enquiry that should run through all engagement 

(issues that cross-cut work streams)

Engagement: Recommended SoF priority action areas

See here a link to a helpful toolkit from NHSI:

https://improvement.nhs.uk/uploads/documents/10473-NHSI-Toolkit-INTERACTIVE-04.pdf

https://improvement.nhs.uk/uploads/documents/10473-NHSI-Toolkit-INTERACTIVE-04.pdf
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Conclusions and Recommendations: 

• Although the appointment of the additional resource will provide 
welcome additional operational support and experience, there are 
strategic gaps in the engagement function. There is no previous 
experience of carrying out system wide engagement and co-
production.

• A team of two WTE equivalent, however experienced, is not 
enough to deliver what’s required in the time assumed. 
Leveraging other engagement resources (e.g. other 
communications leads from STP partner organisations, PALS etc.) 
will add resource but only if their host organisation gives them the 
headroom to do it.

• It will be essential to have strategic leadership which will bring 
together the comms and engagement leads from partners to 
ensure there is consistent , collaborative and whole system 
engagement and communications approach at all times.

• There is a need to establish both an engagement strategy and 
the governance of engagement and communications.

• The engagement functions must facilitate the process and 
provide a platform for the right people to become the faces of the 
engagement. The engagement team are critical and should be 
trusted advisers and guardians of the process.  

• The engagement lead, needs to sit at the top table to ensure 
enough senior focus on the importance of getting engagement right 
and also to ensure activities are supportive of the strategy and that 
the ‘Engagement Hub’ is able provide the right level of support and 
responsiveness to emerging challenges.

• There is a need to step back and consider the Citizen and how 
the work streams and engagement are designed to respond to 
their needs and priorities. There has understandably been little 
time to invest in developing ‘rich pictures’ of the issues, the people, 
the places and the data which are critical and to ensure there is 
broad and deep understanding among STP partners and those 
involved in shaping decisions. This is essential.

• Engagement is a strategic function that should underpin the 
shaping of ideas and decisions for the STP.  

• The engagement strategy needs to be designed around the 
purpose of the STP, the citizens, the staff and the communities of 
Cornwall.

• There is the potential to build an ambitious vision around the theme 
of ‘One Cornwall’. 

The approach and timeline proposed within the revised PCBC plan takes 
the above recommendations into account.

We outline a best practice engagement model for the STP to consider 
as part of its Phase 3 activity on the next pages.

Engagement: Conclusions and Recommendations
There is a need for a strategic approach that puts engagement at the heart of STP design and decision making
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Engagement: Best Practice STP engagement model
Understand, Create, Change – a 3-step approach to co-producing system change

This schematic illustrates 
our recommended best 
practice framework for 
engagement and 
consultation supporting the 
STP programme moving 
forward.

The recommendation is that 
SoF engagement follows this 
phasing and approach.

Note that the ‘understand’
phase if particularly 
important, to support staff 
and stakeholders in being 
able to understand and 
consider the options and 
therefore consider the 
potential and co-create 
meaningfully to find the best 
ideas and answers to your 
challenges.
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Engagement: Best Practice STP Engagement model
Developing a consistent narrative across all levels of the system

This model illustrates both 
the potential structure 
and role of engagement in 
supporting the STP 
leadership with:

1. A shared vision 
purpose, vision and 
narrative among the 
leadership. 
Governance provided 
by a ‘representative’ 
Engagement Board.

2. Engagement results 
feeding in to the 
team and supporting 
objectives. 

3. An ‘Engagement hub’ 
managing and 
supporting  both the 

central and work 
stream engagement 
activities.
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Engagement: Best Practice STP Engagement model
Workstreams supported by an Engagement and Communications Hub

The ‘Engagement and 
Communications Hub’
would bring together the 
skills and resources to 
provided a focused 
approach to the 
management and support of 
engagement.

Allowing skills to be 
dedicated specifically to 1. 
engagement and 2. 
communications/media. 

A skilled and dedicated team 
would also provide the tools, 

resources and 
reporting/analysis of 
engagement activities.
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7. PCBC Production
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The purpose of this stream of work was to:

• Work with your existing PMO team to commence development of 
the draft structure for the PCBC document and an associated 
storyboard; and 

• to agree activities, timelines and resource implications for 
production of the PCBC.

What we’ve done

We have worked with the nominated author for the SoF PCBC to 
develop options for the structure of the PCBC based on a review of 
other STP examples. They continue to develop these outputs further as 
work on Phase 3 mobilisation commences.

We have consolidated all findings from our assessment of SoF 
programme status and have worked with the SoF PMO to co-produce a 
revised timeline for production of the PCBC i.e. Phase 3 of the 
Programme. This timeline has been presented to Programme Board on 
16th March with a subsequent summary of findings and 
recommendations presented to Transformation Board on 17th March.

Key findings and recommendations:

The key findings in relation to PCBC production include:

• The timescale set out in the OBC for production of a PCBC is not 
achievable

• The granularity and detail of the work undertaken as input to the 
previous OBC does not reflect that status and as such a significant 
level of engagement and co-production is required during Phase 3 
(note: this is also supported by the recent report from the Health 
and Social Care Scrutiny Sub-Committee)

• Resourcing of the overall SoF programme needs to be addressed at 
pace, using the recently published PMO Resourcing Paper, as delays 
in resource mobilisation is one of the significant risks to 
achievement of the revised plan outlined through this work.

• Work associated with developing a ‘pragmatic’ PCBC modelling 
solution should initiated as a priority to enable the workstreams to 
assess the impact of proposed changes on activity, workforce and 
finance, as well as service quality and travel time analysis. 

• Workstream plans should now be realigned to the revised PCBC 
timeline where applicable.

• Immediate development and mobilisation of the Comms and 
Engagement Strategy should be prioritised to ensure co-production 
activities are successful

• Further detailed mapping of the assurance processes required as 
part of PCBC review and approval is required to ensure the process 
is fully understood and opportunities to streamline it are taken

The revised timeline produced for the PCBC is included in the 
embedded file below (please double click to open the file):

PCBC Production: Introduction and Overview
Summary of work undertaken on establishing the way forward for the PCBC
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8. PCBC Modelling



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

40

The purpose of this document was to:

• set out the results of our review of modelling undertaken to date for
the STP and how this could be applied to the Pre-Consultation
Business Case; and

• to agree activities, timelines and resource implications for
completing the modelling required for the PCBC.

What we’ve done

A modelling workshop was held with workstream SROs on 3rd March 
2017 to understand the starting position and to consider options for 
progressing the modelling. It soon became apparent that the 
modelling previously undertaken was based on the STP templates with 
high level assumptions, supported by discrete modelling undertaken 
by PwC on interventions. This was the requirement at the time based 
on the NHS England template, but it is now not appropriate for the 
purposes of the PCBC. There was no model which explicitly linked 
activity, workforce and finance in a dynamic way. 

A sub-group of Individuals at the modelling workshop were nominated 
to take forward work to specify PCBC modelling requirements. It was 
also agreed that, given the timelines for the PCBC, it would not be 
possible to produce a comprehensive model which linked all elements 
and which could to determine the interdependencies across 
interventions. Rather, given the time available, the intention was to 
describe an intermediate model which started from the STP position, 
but added activity and links to workforce and finance, with an 
integrated element to show the impact of interventions. The model 
would also be based on GP practice, cluster and locality levels, 
Inevitably there would be compromises and risks in taking forward the 
modelling on this basis.

a model schematic (shared with EDG on 10th March 2017) setting out 
how the PCBC model should be structured in terms of inputs, analysis 
and outputs.

The sub-group reviewed the PwC interventions model and the NHS 
England Channel Shift model. The sub-group also engaged with 
workstream SROs to review modelling implications and data 
requirements.

The following meetings were arranged with each workstreams SRO 
and business leads to review modelling implications and data needs

* The Prevention Workstream input was received after these meeting dates

as the scheduled meeting had to be cancelled due to illness.

PCBC Modelling: Introduction and Overview
Summary of work undertaken on establishing the way forward for the PCBC modelling

Date Workstream With
13th March 
2017

Integrated Care 
in the Community

15th March 
2017

Prevention *

15th March 
2017

Urgent Care

15th March 
2017

Primary Care

15th March 
2017

Review meetings 
with workstreams

15th March 
2017

Pathways
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• There needs to be agreement on the extent to which business as 
usual changes and CIPs are included in the PCBC modelling.

• Only urgent care where there is granular analysis of activity 
assumptions.

• High level model can be produced by June 2017, but there are 
limitations and risks associated with such a model which will not 
capture all of the interdependencies between interventions (see 
detail on following slides).

• Resources should be identified to support interim modelling 
(included on Programme Director’s Resourcing Paper). More 
comprehensive model should be developed in the medium term to 
evaluate the robustness of the short term model.

PCBC Modelling: Introduction and Overview
Key recommendations 
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OUTPUTS

For each output, they will need to have 

a year on year movement be broken 
down by activity, workforce and 

financial.

For each option and scenario:

ASSUMPTIONS

For all the assumptions we need to 

determine what level (global, 
intervention and/or locality level)

INPUTS

Each of the inputs will need to be 

broken down by care settings and 
locality.

The following will need to have a 

definitions which are consistent 
(including data definition) across all 

input areas: Patient/service users 
cohort & locality 

Activity, Demand and Capacity

Workforce

Financial

Interventions

Capacity Assumptions

Growth Assumptions

Performance & Technology 
Assumptions

Model of Care Assumptions

Interdependency Assumptions

Workforce Assumptions

Financial Assumptions

Activity Capture Assumptions

Summary at an Aggregated level

Sensitivity and Scenario Analysis

Summary across Care/Providers 
Settings

Summary by Intervention Level

Estates Impact

STP Submission
Impact of key changes and 
assumptions (Audit Trail)

PCBC Modelling: Modelling Process
The schematics shown on this and the following page summarise the model inputs, assumptions and outputs.
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OUTPUTSASSUMPTIONSINPUTS

Activity/Demand/Capacity data aligned across 

different care/provider settings with 

consistently defined patient/service user 

cohorts and localities

Activity, Demand and Capacity

Workforce data broken down by care/provider 

settings, workforce categories & commonly 

defined localities

Workforce

Financial data broken down by care/provider 

settings and commonly defined localities and 

patient/service user cohort

Financial

Interventions data broken down by 

care/provider settings & commonly defined 

localities

Interventions

Assumptions on demographic, non demographic 

& impact of other STP/out of area changes

Growth Assumptions

Assumptions around productivity & technology

Performance & Technology Assumptions

Understanding the dependencies between 

activity, workforce and financial

Interdependencies Assumptions

Assumptions around non-locality specific 

workforce

Workforce Assumptions

This will include assumptions that are included 

within the NHE STP Templates Guideline and 

others (e.g. Tariff inflator and deflator)

Financial Assumptions

Assumptions around any new care/provider 

settings

Model of Care Assumptions

Assumptions where activity might be captured 

more than once

Activity Capture Assumptions

Summary at an Aggregated level

Sensitivity and Scenario Analysis

Summary across Care/Providers 
Settings

Summary by Intervention Level

Estates Impact

Assumptions around service availability

Capacity Assumptions

Inputs linked to the STP Submission will need to 

be included within the model

STP Submission
Impact of key changes and 
assumptions (Audit Trail)

PCBC Modelling: Modelling Process
The schematic shown below summarise the model inputs, assumptions and outputs.
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The flowchart below shows how the PCBC modelling requirements are met by this model. It sets out the relationship with stakeholder engagement 
across the STP footprint and with NHS England. The model outputs will need to be supplemented with other modelling outside the scope of the PCBC 

model which together feed into the option appraisal process and ultimately the PCBC document.

Model Outputs

Elements requiring 
discrete and separate 

modelling for PCBC 
(e.g. Travel Analysis)

PCBC

Need to engage care 
professionals to gain buy in for 

model outputs

Need to engage NHSE to 
understand output requirements of 

the model for the PCBC

Options Appraisal & 
Benefits Realisation

PCBC Modelling: Modelling Process
Relationship with engagement, other modelling, the option appraisal process and PCBC
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PCBC Modelling: Model considerations
From discussions between the workstream SROs and the sub group, a number of issues were identified as key 
considerations to be addressed during the modelling work and they are summarised in the table below:

Model considerations

1. Activity will be based on registered GP Practice . This can then be used to analyse data at a  practice, cluster and locality level.

2. Need to identify the impact of inflow / outflow of activity based on out of area  (Devon) and ensure alignment with the Devon STP schemes.
Seasonality impact also needs to be factored in to reflect periodic inflows.

3. Impact of travel times from reconfiguration of services needs to be included, together with the impact on workforce productivity.

4. Additional costs (e.g. training of staff) should be identified; the STP figures to provide an initial view.

5. Productivity metrics, such as utilisation, and the impact on capacity should be included in the model.

6. Need to be able to provide a comprehensive audit trail from the original STP position (as submitted in October 2016) to the current position.

7. Must ensure that there is no of double counting of assumptions (particularly activity) across interventions.

8. The model will focus on transformational changes in relation to community hospitals/ MIUs. A decision is required on whether business as
usual change and CIPs are included in the model. Exclusion means there will not be a complete view of the PCBC I&E position, but their
inclusion increases complexity and places additional pressure on the timeline.

9. An intervention / workstream table should be produced to identify initiatives that impact multiple workstreams to ensure each initiative’s
impact is fully and appropriately captured.

10. Local population projections based on planned housing growth should be used for more local demographic growth assumptions. In addition
local health needs should not be assumed to be the same across the population.

11. A logic model (explaining rationale for action leading to expected outcomes) to be developed for each workstream.

12. Need to ensure that the model shows capacity across care setting to assess whether capacity exists to accommodate changes.

13. The model should show the gross and net financial position by care setting, in terms of expenditure, savings and investment requirement.
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PCBC Modelling: Workstream Evaluation (1/5)
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Integrated Care

Activity Patient cohort to be defined as follows:

• Frailty Score 7 (based on caseload)
• Health Equalities Framework (HEF) score of 3 and 4
• Mental Health – Care Programme Approach Cluster 20 or 21
• Adult Community Services (based on caseload)

- Modern matrons
- Respiratory teams
- Parkinson Team
- Falls Team

• Have the ability to map any inpatient activity but will exclude any mental health inpatient (out of scope)
• Social care data:

- Baseline demand – contacts/referrals, including assessment conversion rate
- Other care settings – day services (internal and external), respite, short breaks, shared lives
- Current numbers of service user in each setting
- Length of stay/ pathway
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PCBC Modelling: Workstream Evaluation (1/5) continued
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Integrated Care

Workforce • To be based on percentage of caseload / activity, together with skill mix and role changes.

• Assessment and care management staff/capacity by locality.

Finance • To be based on a clear baseline of Community and Adult Social Care and expected savings made through four 
main changes: 
i. population
ii. profile and demographics (change in age/profile of elderly as % change/increase);
iii. shift of additional activity from transformation and linkage to other interventions i.e. UCC/Acute reductions
iv. productivity from workforce modelling and strategy – skill-mix & change of roles

NB - Cost of care by locality for social care likely to be based on average cost (due to lack of scale of  cost 
associated with need)



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

48

PCBC Modelling: Workstream Evaluation (2/5)
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Primary Care

Activity • Activity will need to be collected by practice, cluster and locality

Workforce • Workforce to be analysed by cluster/locality
- Needs to be sense checked with locality leads

Finance • Need to understand the baseline including the £3.8m included within the STP based on national and local 
investment

• To review Cumbria STP to understand their assumptions in relation to primary care
• To quantify the change in estates for service reconfiguration

- Through practice aggregation
- Through improving facility that are currently not fit for purpose
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PCBC Modelling: Workstream Evaluation (3/5)
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Prevention 

Activity • Demand moderation based on published evidence on the interventions.
• Target cohorts for each intervention (age, disease, risk behaviour)
• To add disease prevalence at GP, locality or whole population level
• Includes significant overlap with other workstreams (e.g. falls prevention, self-management programme)

Workforce • Workforce will be driven by training costs, new roles and activity to deliver programmes

Finance • To be based on programme costs of the interventions (£20m), and expected 5 year savings made through
demand moderation.

• Include prevention savings estimated at £41m (whether STP or externally funded).
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PCBC Modelling: Workstream Evaluation (4/5)
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Pathway

Activity • Pathways to be evaluated are: Stroke, Circulatory and Musculoskeletal

• Cohorts can be defined on an acute basis, but need to be able to map the full pathway

Workforce • Workforce will be driven by activity based on productivity

Finance • Finance should be based on activity and on Tariff / Re-provision Cost
• £12m outpatient savings within the STP was based on efficiency improvement identified within the Carter 

review; the potential savings will be modelled
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PCBC Modelling: Workstream Evaluation (5/5)
During meetings with each workstreams SRO and business lead, the data requirements set out below were identified 
under each of the 3 core modelling areas

Workstream: Urgent Care

Activity • Need to determine which option to evaluate:
o Option 1 – Urgent care based on minor injuries and minor illness
o Option 2 – Urgent care (as above), plus Out Of Hours, Emergency Department and NHS 111

Workforce • Workforce will be driven by activity based on productivity, together with skill mix and role changes.

Finance • Finance should based on activity and PbR / Tariff / block contract / estates
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PCBC Modelling: Timeline and Resource Implications
Key timelines and resource implications for the modelling

The table below outlines the proposed timelines for the modelling. 
The resource implications are addressed below the table.

• Arrangements for information governance and data sharing are agreed from the outset between the four organisations and with
GP practices..

• A Modelling Programme Lead is required throughout the modelling to provide guidance and direction.

• 8 staff are needed, including 4 analysts.

• Initial up front partner/organisation commitment to provide various baseline activity/information extracts using their capacity and

upfront commitment; then information lead/assurance/analysts enable and support the programmes and reach into each
organisations as required.

• The core modelling work is undertaken during the six week period from 17th April to 26th May 2017.

• Engagement with clinical professionals has been included to ensure the modelling and implications of the output are understood
and the assumptions are owned.

• The finance directors of the four organisations sign off the modelling, prior to sharing with EDG and the Programme Board.
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9. Strategic Integrated
Commissioning
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A workshop was held on Thursday 16th March 2017, which was facilitated by GE 
Healthcare Finnamore. The workshop generated the following outputs:

• Identified a long list of options and evaluation criteria.
• Set out the process for determining the shortlist of options.

Attendees at the workshop included those identified in the following table. The 
attendees were reminded of the vision for commissioner reform set out in the 
Cornwall and Isles of Scilly STP:

“Health and Social Care Commissioning will be joined up, through a commissioning 
partnership with staff, processes and governance focused around the needs of the 
population we serve. 

Our commissioning strategy will set the high level outcomes for the place (Cornwall 

and the Isles of Scilly) which in turn defines our approach to working with providers 
and local communities. 

Our success will be measured by the achievement of shared outcomes and the delivery 
of the triple aim – improved health, improved experience and reduced cost per capita.

We will have shifted more resources away from managing the consequences of ill 
health to supporting people to remain healthy.”

The purpose and objectives of the session were agreed as:

• Common understanding of what strategic commissioning is intended to achieve
• We will know what form this will take
• We will be clear about how we are going to take this forward, including timelines

for implementation

It was recognised that this was an ambitious set of requirements, but the attendees 
agreed to make as much progress as possible.

This section of the report sets out key findings and recommendations

Strategic Integrated Commissioning: Introduction and Overview
Summary of purpose, objectives and outputs of the initial workshop

Name Organisation Role

NHS Kernow Chief Nursing 
Officer

NHS Kernow Director of 
Integrated 
Commissioning

NHS Kernow Deputy Chief 
Finance Officer

NHS Kernow Director of 
Primary care

NHS Kernow Interim Chief 
Operating Officer

NHS England Director of 
Assurance

Cornwall 
Council

Strategic Finance 
Manager

NHS Kernow Chair

Cornwall 
Council

Service Director

Cornwall 
Council

Interim Director 
of Public Health

GE Healthcare 
Finnamore

Partner

GE Healthcare 
Finnamore

Director
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• Following an initial workshop on 16th March 2017, an initial 
longlist of options and evaluation criteria were developed. The 
work undertaken to date was shared between Strategic 
Commissioning and Provider Workstreams on 23rd March to 
ensure alignment going forward (see following slides for 
details).

• A second workshop is scheduled for 6th April 2017 to evaluate 
options, agree the preferred option and to understand the 
implications for the programme timeline.

Strategic Integrated Commissioning: Introduction and Overview
Key recommendations 
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Summary of system architecture elements: key options

Scope of
care:

population

Paeds

Adult

Elderly

Urban

Rural

Form:
shaping 

entity

A key acute 
provider

A set of GPs

A set of MH 
providers

Single 
organisation 

/ integrated

Other

No contract

JV -
contractual

JV –
corporate

Alliance 
contract

Prime 
contractor –

existing

Single orga./ 
integrated/ 

Devo

Prime 
contractor –

third party

Structure:

shared
back office/

service

Fully 
separate

Fully 
integrated

Partly 
integrated

Scope of
care:

services

Acute

Community

Primary care

LD

MH

Structure:

payer and
provider 

legal
affiliation

Approaches 
must be pre-

determined 
by entities 
looking to 
integrate 

offerings. 
These must 
be designed 

around value 
based care 
(VBC) and 

include both 
the approach 
to achieving 
this and the 

means of 
measuring 
this, 

including 
integration of 
data 
systems.

Form:
data

sharing 
and VBC 
tracking

Fee for 
service

Bundled 
payments for 

episodes

Block 
contract

Capitation

Shared 
savings

This can also be called the care model, whether formally 
integrated (an ACO, PAC, MCP, CCO) or less consolidated

Form: 
payment 

method

Key elements 
of 

governance 
are critical to 
agree 
upfront, 

including 
responsibility 
for: 

oversight, 
strategic 
direction, 

sustainability 
planning, 
organisation 
entry and 

exit abilities, 
setting of the 
value based 

care (VBC) 
strategy, and 
other key 
decision 

making.

Form:
governance

Includes the 
relevant 

commissione
rs

Source:  GE Healthcare Finnamore

Strategic Integrated Commissioning: Background
The different architectural elements can be combined in numerous ways to build the system. Below, we have 
summarised the menu of blocks available to create the right system to meet the needs of the local population

A series of examples 
internationally and 
from the UK, 
including other STPs, 

were described to 
help inform the 
discussion – these are 
shown on the 
following pages.
Options underpinning 
each element of 
system architecture 
based on a global 
review of models and 
case studies were 
also presented.
Selected UK examples 
from STPs and 
common principles 
being adopted by  
Devo Manchester 
were considered 
alongside the
NHS England 
Devolution 
Framework.
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Strategic Integrated Commissioning: Background
Global case studies show no “single answer” for system architecture. Below is an overview of global models and 
case studies
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Strategic Integrated Commissioning: Background
A number of STPS in the UK are considering ACO options: there are common themes, but local differences

Focus on:
• Urgent and emergency care
• Community and primary care

Considering options:
• Either separate entities or 

combined within a single 
strategic commissioning 
function

• 3 ACS partnership options

Derbyshire’s approach is to retain 
existing organisational 
arrangements underpinned by:
• New leadership body involving 

Chief Officers, Clinical Leaders 
and Directors of Adult Social 
Care

• 21 place based management 
groups

• Primary care represented at 
the SPB/Executive

• 10 localities aligned to create 
a single commissioning plan, 
pooled budgets, integrated 
governance and decision 
making

• Pooling £2.7 billion (out of £6 
billion)

“The fastest ships in the convey will lead the way and the others can catch up”, Simon 
Stevens, February 2017
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Devo Manchester Common Principles:

• Incentivise cost reductions from efficiency 
improvements and effective demand management

• Incentivise integration within and across the health 
social and care system

• Facilitate a transparent and accountable pathway 
for patient outcomes

• Incentivise prevention to counter rising acute 
hospital care activity

Strategic Integrated Commissioning: Background
Common principles across the whole of Greater Manchester, including primary care and specialised services as well 
as a CCG and local authority commissioned services

Models on Spectrum Definition of Model

Seat at the table for 

commissioning 

decisions

• No legal change, or material organisational impact 

across the parties involved.

• Decisions about a function are taken by the function 

holder but with input from another body. 

• Accountability and responsibility for function remains 

with original function holder (including budgetary 

responsibility and funding for overspends)

Co-commissioning or 

joint-decision making

• Two or more bodies with separate functions that come 

together to make decisions together on each other’s 

functions

• Accountability and responsibility for function remains 

with original function holder (including budgetary 

responsibility and funding for overspends)

Delegated 

commissioning 

arrangements

• Exercise of the function is delegated to another body (or 

bodies) 

• Decision-making and budget rest with the delegate(s)

• Ultimate accountability and responsibility for function 

remains with original function holder (including 

budgetary responsibility and funding for overspends)  

Fully devolved 

commissioning (i.e. 

transfer of functions) 

• Function is taken away and given to another legal body 

on a permanent basis (meaning responsibility, liability, 

decision-making, budgets and everything else to do 

with that function) i.e. under a s.105A transfer order 

• Accountability and responsibility for those functions 

transfers to the new ‘owner’ (including budgetary 

responsibility and funding for overspends) who will be 

accountable to the relevant national body for the 

function in question.

NHS England Devolution Framework
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Define what is the future role and function of the strategic commissioning body and what will transfer to the delivery system under an 
accountable care model. 

Define what is in scope for commissioning i.e. the extent to which it encompasses the existing CCG responsibilities, social care (adults & 
children), the health and well-being agenda, including functions such as public health, housing, and education. Confirm the inclusion of 
specialised commissioning and primary care which are currently commissioned by NHSE.

Determine how to segment commissioning into bundles or funding envelopes and on what geographical footprint they will be 
commissioned. This will eventually determine how many contracts the commissioner will let and their scope in terms of content and 

geography.  Examples of segments are set out below:

• Place based out of hospital services (primary, community, home care, nursing & residential, voluntary sector; mental health)

• Frail elderly

• Complex needs (2 or more LTCs)

• Urgent care

• whole population (no segment) other than geography such as 4 localities

• Learning disabilities 

• Specialised mental health services

• CAMHS

• Children with disabilities

• Planned care

• Children and young people

• Specialised acute care

• Public health

Strategic Integrated Commissioning: Background
Understanding responsibilities for strategic and tactical commissioning
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The following is a summary of comments made by the attendees

• Should Isles of Scilly be included and, if so, on what basis?

• We need to use consistent language.

• Is the Institute of Public Care (IPC) model relevant to what we are trying to achieve?

• Need to understand what are the key dependencies.

• How do you bring together health and social care.

• Should be a focus on patient and user outcomes.

• What are the needs of the population and how are these to be addressed in the new arrangements?

• We should reduce the transactional costs associated with commissioning.

• We need to describe and design pathways and outcomes for population groups.

• We should include housing and infrastructure.

• We need a long term arrangement which also includes the flexibility for change.

• We may start with a simple arrangement which moves to a more sophisticated, capitation based arrangement over time. But how 
quickly?

Strategic Integrated Commissioning:  Workshop Summary
For Cornwall and the Isles of Scilly, attendees at the workshop raised the followed challenges, as matters that 
need to be addressed
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Option
number

Description Sub-Option

Option1 Fully devolved and integrated entity including NHS 
England commissioning

a) Cornwall Only

b) Cornwall & Isles of Scilly

c) Beyond the Cornwall & Isles of Scilly footprint

d) Reduced Cornwall & Isles of Scilly footprint, recognising the impact of 
the Plymouth ACO

Option 2 Partially devolved and integrated entity a) Does not include NHS England

Option 3 As Option 1 but also including assurance function, 
rather than sitting inside ACS

Option 4 Fully devolved but not integrated a) Separate entities (NHS Kernow and Cornwall & Isles of Scilly Councils)

b) Umbrella organisation under which sit NHS Kernow, Cornwall & Isles 
of Scilly Councils)

Option 5 Cornwall Council a) A number of locality commissioning entities sit under the Council

b) Separate entities (NHS Kernow and Cornwall & Isles of Scilly Councils) 
with locality commissioning entities

Strategic Integrated Commissioning:  Workshop Summary
A long list of potential options was developed

Option 6 Strategic Commissioner for Cornwall and Devon

Option  7 Strategic Health and Care Commissioner including 
Police and Crime Commissioning

Cornwall

Cornwall & Isles of Scilly

Cornwall & Isles of Scilly and Devon
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Evaluation Criteria

The following criteria were identified based on experience 
elsewhere, but amended and the list expanded. More time will be 
needed to review this list and to check that the definitions are 
appropriate for Cornwall & IOS given the limited time for 

discussion

a) Quality and safety of care

b) Clinical sustainability

c) Clear and effective Leadership and decision-making

d) Joint accountability

e) Incentives aligned to deliver system aims (need to define 
incentives)

f) Enables responses to different needs

g) Workforce resilience

h) Deliverability

i) Financial risk

j) Arrangements between the CCG and the Councils

Actions

• Luke de Lord to write up the workshop outputs and share 
with Helen Childs and Peter Tempest prior to circulation to 
all attendees.

• Helen and Peter to meet the Provider Reform Workstream 

SRO to share progress on Strategic Commissioning and to 
understand the ACO/ACS proposals in more detail. This will 
inform the next Strategic Commissioning workshop in two 
weeks’ time.

• Attendees to visit Somerset STP on 28th March to hear about 
their plans and to understand more about NHS England 
plans on commissioning assurance. Devon STP will also be 

represented.

• Strategic Commission Options Evaluation Workshop to be 
held in two weeks time (scheduled for 6th April 2017) to 
identify the preferred way forward and to understand the 
implications for the timeline.

Strategic Integrated Commissioning:  Workshop Summary
Potential evaluation criteria were discussed and actions agreed
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Appendix 1

Intervention Readiness 
Assessment Results
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PCBC Readiness: By PCBC Component
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Intervention Assessment: 1- Does a case for change exists for the intervention? 

The development of a tight case for change was the area receiving the most positive assurance through the 
workshops (52% of criteria were rated as agree or strongly agree)

0
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12

14

1 2 3 4 5 6 7 8 9 10 11

A case for change exists for the intervention and: 

1. is defined down to service and locality level

2. aligns to the overall SoF TOM

3. has no conflict / misalignment with other workstreams

4. has SMART objectives- the impact is clear and outcomes are well defined

5. is challenging enough and adopts recognised best practice

6. can be traced from the SOC to OBC through to current plans

7. is owned and supported by all key stakeholders

8. it is  clear which aspects of the programme are subject to public 

consultation.

9. addresses equality, where relevant.  The proposed service changes will 

promote equality and tackle health inequalities 

10. clearly links to the JSNA and JHWSs and NHSE commissioning plans

11. the logic of the clinical benefits has been assessed and is widely 

understood and agreed

Strongly 
Disagree

Disagree

Agree

Strongly 
Agree

Fig 6: A thorough case for change has been developed

This chart shows the collated assessment results of all workstream leads to the 11 

criteria that challenged the case for change

Areas where attention has been focused came through workshop 
discussions. These including;
• Ownership and support from stakeholders (question 7)
• Clarity regarding which aspects of the programme are subject to 

public consultation (question 8)
• The extent to which the intervention is challenging and adopts 

best practice (question 5)
• Links to the JSNA and JHWS (question 10)

Areas where the case for change needs to be bolstered, overall, 
includes:
• Alignment to the target operating model (question 2)
• Addressing alignment with other workstreams (question 3)
• Ensuring a traceable history and clear narrative (question 6)
• Addressing equality, where relevant (question 9) 
• Defining the case for change at a service/locality level (question 1)

A mixed picture was presented in respect of understanding the logic 
of the clinical benefits. 

To meet the needs of the PCBC, a clear case for change must 

be clearly documented, agreed and signed off by clinical 
leads. In our view, work is required across all areas to ensure 
a robust basis and foundation for further transformation 
work. Without a strong and convincing narrative behind the 
case for change, it will not be possible to engage all key 
stakeholders and develop a sustainable way forward.  
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Intervention Assessment: 2- Has the overall decision-making process and governance 
for the intervention been defined?
Over two thirds of  the assessment results indicate that there are gaps in the decision-making process and that work 
is required amongst partners to agree the governance framework
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Strongly Disagrre Disagree Agree Strongly Agree

1. All partners have agreed what is and what is not a key 
decision and needs to be consulted upon

2. We know who will make the key decisions and when
3. A timeline has been agreed setting out when key 

decisions will need to be made
4. Where key decisions require discussion with 

Boards/Scrutiny/Other Committees/external 
regulators,  this is programmed within Forward Plans, 
where relevant, and timescales are aligned to the high 
level delivery plan 

5. Individuals/bodies making decisions have sufficient 
authority from the system

6. Clinical and service expertise/advice has been sought 
and incorporated within the decision making process

Fig 7: A clear decision-making process and robust governance 

has been agreed 

This graphs shows the assessment results of all workstream to the 6 

criteria that challenged the decision-making process

Positively, our high level review showed that: 
• Clinical/service expertise and advice has been sought to inform the 

decision-making process, for some workstreams. Prevention and Self 
Care and the Primary Care Transformation Programmes considered 
that this is a strength.

• Within the Housing intervention, there is agreement as to which 
elements of the proposed changes will need consultation. 

However, the workshops showed that: 
• More than half of the workstreams do not yet have partnership 

agreement as to which are the key decisions that need to be made and 
the areas requiring consultation

• 86% (12/14) areas have no timeline setting out when key decisions 
need  to be made and 87% have not fully agreed who will make the key 
decisions

• Only 40% have agreed (but not strongly agreed) how decision making 
discussions should be programmed within Forward Plans.

Clarifying  what is and what is not a key decision, who can make the 
decision and when the decision needs to be taken will  be critical for 
the development of PCBC. The need for input and agreement from 
many partners and regulators will mean that any weaknesses in this 
aspect of development will limit the pace of implementation
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Intervention Assessment: 3- Is there a clear intervention programme plan?

When assessing the clarity of the intervention programme, 86% of assessment results were negative as plans have 
yet to be developed 
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There is a clear intervention programme plan with:
1. defined roles and responsibilities for all key players
2. PCBC production and implementation actions defined
3. start and end dates set for all tasks
4. review checkpoints (to ensure continued consistency with local and 

national plans and priorities)
5. resource available with the capability and capacity to deliver on time
6. a baseline plan from which progress can be tracked 
7. identified risks / issues and mitigation / containment actions, aligned 

to specific owners. This is reviewed and updated systematically and 
routinely

8. a clear understanding of information governance implications for the 
programme, and how issues can be addressed 

9. dependencies with / to other workstreams identified, agreed and 
being managed with identified owners

Fig 8: A clear intervention programme is in place 

This graph shows the collated assessment results of all workstreams to the 9 criteria 

that challenged the intervention programme
Appraisal of progress by intervention area showed that: 
• There is some appreciation of the information governance 

implications that need to be addressed within the Housing 
programme.

• Some work has been carried out to understand the 
interdependencies within the programmes looking at the Wider 
Determinants of Health and IM&T. 

• Within the Integrated Care programme, defined roles and 
responsibilities for key player have been agreed.

However: 
• Only one workstream has a defined PCBC production and 

implementation plan (Housing). 
• Evidence of work conducted on setting a baseline plan from 

which to track progress is very limited, as are risk management 
processes. 

• Review checkpoints have not yet been established, to ensure the 
validity and viability of the direction of travel

. 

To deliver a robust PCBC, a rigorous and tight plan must be 
established, agreed and robustly monitored,  particularly in view 
of the scale of work still required, the number of stakeholders 
involved and the condensed timeframe for assembly. 
It is our view that planning is currently weak and fragmented. 
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Intervention Assessment: 4- Have the options for change been developed and fully 
appraised? 
When assessing the options for the intervention, 86% of assessment results against the four lines of enquiry were 
strongly disagree or disagree  

Options for the intervention: 
1. have been developed with appropriate public and 

stakeholder engagement, including on the long / short 
listing of options

2. have emerged from a 'long list' of defined alternatives
3. have been assessed using a clear evaluation method and 

assessment criteria, agreed with key stakeholders
4. have followed a traceable process that explains the 

rationale of the short list options
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Fig 9: All options have been fully and consistently appraised

This graph shows the collated assessment results produced with all 

workstream leads to challenges regarding the options appraisal 

process

The moderated assessment indicated that progress on the options 
appraisal needed for the PCBC had been made within:
• The Provider Reform workstream and  within Levers for Better Care. A 

long list of defined alternatives has been made, a clear evaluation 
method agreed and a traceable process explains the rationale behind 
the short list. 

• The Housing workstream, where additional work was just needed on 
the assessment criteria (question 3).

However, most workstreams and intervention clusters need support to 
develop and evaluate options. 
• Most have  not yet fully engaged with the public and stakeholders to 

explore the options;  and
• Long lists have not been defined.

Consequently, there has been no agreement of the approach to 
evaluation and short lists have yet to be produced.  

Strongly 
Disagree

Disagree

Agree

Strongly Agree

This stage can only be completed after the case for change, decision-
making arrangements, intervention planning and the analytical 
modelling work have been completed. However, it is critical that the 
approach and the focus on potential alternatives is at the core of the 
transformation plans in view of the extensive variety of alternative 
organisation forms and processes that could be employed.  

In our view, this must be strengthened across all workstreams.
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Intervention Assessment: 5- Is there an analytical model to support service change 
decisions?
Only 22% of the criteria challenging progress with analytical modelling were assessed as agree or strongly agree, 
reflecting the weakness in modelling to date.   
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There is an analytical model to support service change decisions 
that addresses:
1. Activity shifts across the system- including the implications for 

local government provided services
2. the number of people who will benefit and the extent of the 

improvement they can expect?
3. the finance implications of the intervention i.e. cost (including 

potential funding source(s) vs. benefits realisation assessment
4. financial assurance- testing affordability, value for money and 

sensitivity to changes
5. implications of the changes on workforce
6. implications on travel time for patients/service users

Fig 10: Service 

change is 

supported by 

appropriate 

analytical 

modelling of 

activity, costs 

and other 

relevant factors.

This chart shows 

the assessment 

results produced 

with the 

workstream leads 

to challenges 

regarding 

analytical 

modelling

In six workstreams, there has been some 
evaluation of the number of people who will 
benefit from the service change. In addition, the 
Prevention and Self Care intervention 
workstreams have done some analysis of the 
wider benefits/impact of proposed changes.

However, 
• Work to consider the implications of changes 

on the workforce is very limited 
• Modelling of the financial implications and 

testing of affordability, value for money and 
sensitivity to changes has been restricted, to 
date

• The impact of activity shifts across the system 
have not been tested  

• The full implications of proposals on patients 
still needs to be understood.

Strongly 
Disagree

Disagree

Agree

Strongly Agree

The pockets of progress provide a starting point, but detailed analysis, 
through a comprehensive model with detailed and agreed 
assumptions must be undertaken as a matter of urgency. It is critical 
for the options appraisal, for understanding the key decisions and for 
engagement and consultation with stakeholders. Without 
comprehensive analytics informing and supporting each intervention, 
the PCBC will lack the credibility and substance needed for approval. 
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PCBC Readiness:  By Intervention 
Group
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Intervention Assessment: Readiness by Intervention Group

There is significant variation in the degree of readiness for PCBC preparation between work streams. 
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The extent of work needed by each intervention group to meet the information 
requirements of the PCBC is variable. Figure 13 shows the spread of 
assessment results to questions by priority area and Figure 14 by workstream. 
In Figure 14, results have been collated for convenience (disagree strongly and 
disagree have been aggregated, as have strongly agree and agree). 

Within this section, we:
• Present the results of each workshop held w/c Feb 27
• Highlight where progress has been made
• Draw attention to the key areas where resources need to be invested to 

deliver a PCBC in the coming months. 

Figure 12 ranks workstreams according to the gap between the information 
available and the information needed for the PCBC. The workstream ranked 
first requires the greatest amount of support to be PCBC ready.  
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Fig 13: Readiness for PCBC production by intervention group

This graph shows the number of criteria assessed as strongly 

disagree, disagree, agree and strongly agree with each workstream

Fig 14: Readiness by workstream

Ranked according to workstream needing the 
greatest amount of additional work

Productivity 1

Redesigning pathways 2

Transforming emergency care 2

Integrated care 4

Prevention 5

Levers for Better Care 6

Fig 12: Ranking of workstreams by readiness for PCBC preparation 
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Intervention Assessment: Integrated Care

Within this cluster of interventions, our assessment indicates that work to deliver housing initiatives is progressing 
well. However, further work is required, particularly to progress integrated care

Priority Overview

Figure 15 summarises the state of readiness for interventions within 
the integrated care priority. It shows, for each of the three 
workstreams, how many of the criteria assessed received a positive 
rating and how many were negative. 

Housing

From these comparisons, Housing appears most advanced in respect 
of readiness for PCBC production, having a positive position to 26/40 
(65%) of the key lines of review.

Details of the assessment for Housing are represented in figure 16. 
Particular strengths reported by workshop attendees include:
• The case for change
• The decision making process; and
• The options appraisal, as noted previously.

For Housing to meet the requirements of the PCBC, additional work 
needs to focus on:
• Creating and being able to draw on a comprehensive and strong 

analytical model; and 
• Ensuring a complete and robust intervention programme (5/9 

questions elicited a negative assessment). 
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Fig 15: Progress with PCBC- Integrated Care
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Fig 16: Readiness for PCBC Production: Housing
This graph shows the number of criteria assessed as strongly disagree, 
disagree, agree and strongly agree with the Housing Team
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Intervention Assessment: Integrated Care

Both primary care and integrated care need to address gaps in the case for change, governance arrangements, 
intervention programme, modelling and options appraisal

The Integrated Care leads reported some success with the 
developing intervention programme (Figure 17).  However, to be 
ready for PCBC production, work is needed to:
• Build the robustness of the case for change- defining the 

case at service/locality level, ensuring alignment with the 
target operating model, agreeing SMART objectives, 
addressing questions of equity and clarifying the logic of the 
clinical benefits. 

• Develop governance arrangements- including who will 
make key decisions,  when they need to be made and how 
clinical/service expertise will be sought and incorporated. 

• Tighten the intervention programme- agreeing delivery 
actions, completion dates for key tasks, checkpoint dates, 
the availability of resources, risk management and 
information governance arrangements

• Appraise all options fairly and transparently
• Specify analytical requirements and model the implications 

of options being considered. 

Within Primary Care, although more has been done on the case 
for change and decision-making processes, the same gaps 
exist with respect to the intervention programme, options 
appraisal exercise and modelling. Therefore, the above list of 
requirements in these areas needs to be met and the case for 
change and governance framework refreshed to:
• define the case at service/locality level
• engage stakeholders in the case for change
• confirm key decisions and 
• clarify who will make decisions, how and when  
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Fig 18: Readiness 

for PCBC 

Production: 

Primary Care

This graph shows 

the number of 

criteria rated as 

strongly disagree, 

disagree, agree 

and strongly 

agree with the 

Primary Care 

Team
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agreed with the 

Integrated Care 

Team
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Intervention Assessment: Redesigning Pathways 

The group addressing Pathway Redesign indicated being most prepared for PCBC production, within this priority area
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Fig 20: Readiness for PCBC Production: Pathway Redesign

This graph shows the criteria rated as strongly disagree, disagree, agree 

and strongly agree with the Pathway Redesign Team

Fig 19: PCBC Readiness: Redesigning Pathways 
Priority Overview

Figure 19 summarises the state of readiness for interventions within the 
Redesigning Pathways priority. It shows, for each of the three 
workstreams, how many of the criteria received a positive rating and 
how many a negative. 

Pathway Redesign 

Overall, 44% of the key lines of enquiry received a positive rating from 
the Pathway Redesign work stream. Most of the work expected for a 
comprehensive case for change has been delivered (see fig 19).

However, additional attention is needed to:

• Confirm the governance and decision making process
• Strengthen the intervention programme, with particular regard to 

establishing review check points, ensuring resources are available for 
delivery, setting a baseline plan, establishing risk management 
arrangements and managing information governance implications; 
and 

• Specify and create an analytical model to inform transformation. 
Currently, information is only available on the number of people who 
might benefit from proposed changes. 

0

10

20

30

40

50

Pathway redesign OP reduction ADMs- specialised
services

Redesigning Pathways

Disagree Agree



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

77

Intervention Assessment: Redesigning Pathways 

Progress with the Outpatient Reduction programme received the greatest number of negative values, due to its 
relevant infancy and the limited resources as yet invested in the transformation agenda 
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Fig 22: Readiness 

for PCBC 

Production: ADMs-

Specialised 

Services 

This graph shows 

the assessment 

criteria rated as 

strongly disagree, 

disagree, agree and 

strongly agree with 

ADM Team

0 2 4 6 8 10 12

4 tests

Analytical model

Options appraisal

Intervention programme

Decision-making

Case for change

Outpatient  Reduction

Strongly disagree Disagree Agree Strongly agree

Fig 21: Readiness for 

PCBC Production: 

Outpatient 

Reduction

This graph shows the 

assessment criteria 

rated as strongly 

disagree, disagree, 

agree and strongly 

agree with the 

Outpatient Team

Within the Outpatient Reduction workstream, all 
elements of the PCBC requirements need extensive 
work (fig 21). The only positive results related to the 
engagement and support of stakeholders to the 
principle, alignment to the JSNA and Health and 
Wellbeing plan and an understanding of the 
implication on travel times for patients. Apart from 
this, detailed work must be carried out in all areas for 
the production of a PCBC. 

Alternative Delivery Models for Specialised Services (fig 
22) also suggested the need for extensive additional 
work, although elements of the case for change are in 
place, independencies are understood and the role of 
key players has been clarified. 

Each of these workstreams reported a lack of capacity 
to deliver the programmes of work needed and this will 
need to be managed if a PCBC is to be delivered in  the 
short term. 
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Intervention Assessment: Transforming urgent and emergency care

Although there is some substance to the case for  change, the transformation of urgent and emergency care needs 
additional support to implement the extensive change required across the system 
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Fig 23: Transforming urgent and emergency care

This graph shows the assessment criteria rated as strongly disagree, disagree, 

agree and strongly agree with the Urgent Care Team

During the workshop, attendees reported on the support for change from 
stakeholders, the clarity of understanding regarding which aspects of the 
programme will be subject to consultation and the degree to which 
equality factors are recognised.  However, most aspects of the PCBC need 
attention in order to meet expectations and pass the tests of regulators. 

Additional work must:
• Ensure a full case for change, duly adhering to best practice 
• Confirm key decisions, when they will be taken and by whom
• Develop and agree a comprehensive intervention programme- all 

expected elements of this have yet to be put in place
• Appraise all options
• Develop a model to understand the impact of changes and test variable 

factors and their implications, where possible

Given the centrality of urgent and emergency care to system change, 
addressing these points should be a priority for the STP. 
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Intervention Assessment: Prevention and self care

Although much has been achieved within this programme, additional work on governance, the intervention 
programmes and analytical modelling requires specific attention 
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Figure 24 summarises the state of readiness for interventions within the 
Prevention and Self Care priority. For each of the three workstreams, it 
shows how many of the criteria tested had supporting evidence and how 
many did not.

Wider Determinants of Health

The moderated assessment suggested that this priority within the STP is 
relatively advanced in respect of PCBC readiness, with c45% of the 
questions posed receiving a positive assessment.
• The case for change has progressed
• Partners have agreed which are the key decisions requiring 

consultation
• Modelling and analysis is available to show the activity implications of 

changes, financial implications and impact on patients 
• Information governance implications are understood

Additional work, to ensure PCBC readiness, needs to focus on:
• Developing the intervention programme- defining roles and 

responsibilities, clarifying actions needed and key dates, identifying 
resources, establishing risk management arrangements and 
identifying dependencies on other work streams

• Developing the options for appraisal and clear criteria for 
evaluation. 
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Fig 25: Readiness for PCBC Production: Wider Determinants of Health. 

This graph shows the assessment criteria rated as strongly disagree, 

disagree, agree and strongly agree with the Wider Determinants Team

Fig 24:  PCBC Production- Prevention and Self Care
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Intervention Assessment: Prevention and self care

For the Health Improvement Stream and Prevention and Self Care, the key gaps concern the decision-making 
process, the intervention programme and understanding the workforce implications of the changes, as with the 
wider determinants of health
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Although some additional work is still required, 
strengths with the Health Improvement and Prevention 
and Self Care programmes include:
• The development of the underpinning analytical 

model; and 
• Progress with the case for change

However, for both Health Improvement and Prevention 
and Self Care:
• The case for change needs to be developed to 

ensure that it is defined down to service and locality 
level, is aligned to the target operating model and 
other workstreams and clarifies how they support 
equitable care

• Governance arrangements need to be refined, to 
confirm the timeline of key decisions, who will make 
them and ensure that they are informed by 
clinical/service expertise

• The intervention programmes need to be fully 
worked through, agreed and properly resourced

• Options still need to be developed and fairly 
appraised. 



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

81

Intervention Assessment: Productivity and Efficiency

Programmes of work to strengthen productivity and efficiency are underdeveloped, in respect of meeting the 
expectations of a PCBC
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Priority Overview

Figure 28 summarises the state of readiness for interventions within the 
Productivity and Efficiency priority. For each of the four workstreams, it 
shows how many of the assessment criteria were rated positively and 
how many were negatively.

Of the questions presented to the leads for the four workstreams within 
this priority area, 85% received a negative rating indicating that a 
significant amount of work is required. 

The graphs on the following page (figs 29, 30, 31 and 32)  illustrate the 
commonality of the gaps and the consistency in areas where investment 
is needed. All six lines of enquiry will require a significant input of 
resources to deliver a comprehensive PCBC. 

As these are enabling programmes, it is recognised that 
interdependencies with other areas may be a limiting factor. However, 
work needs to be resourced and planned to address the weaknesses 
identified. 

Fig 28: Readiness for PCBC Production: Productivity
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Intervention Assessment: Productivity and efficiency

All four work streams need extensive support to reach the stage necessary for a PBCB
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Fig 32: Readiness for PCBC Production: Estates

Fig 30: Readiness for PCBC Production: Productivity
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Fig 29: Readiness for PCBC Production: IM&T

Fig 31: Readiness for PCBC Production: Workforce

Graphs shows the number of assessment criteria rated strongly disagree, disagree, agree and strongly agree with the respective teams.
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Intervention Assessment: Levers for better care

This workstream is comparatively advanced, with evidence available to support 61% of the challenges presented
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Fig 33: Readiness for PCBC Production: Provider Reform

This graph shows the number assessment criteria rated as strongly 

disagree, disagree, agree and strongly agree with the Provider Reform 

Team

In the case of the Provider Reform programme:
• The case for change is developed, with additional work needed only to 

align it to the target operating model and define the implications at a 
service and geographical level

• The governance arrangements for decision making are in place, but 
clarification is needed to confirm which are the key decision and when 
they should be taken 

• Options appraisal has been completed and there is an audit trail 
showing how the long list was reduced, through an agreed 
assessment process against clear criteria

Whilst this is positive, the intervention programme and analytical 
modelling require work which will need to be delivered in order for the 
PCBC to be completed. 
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Part 1 Plan – Progress update @ 16th March

w/c 20/2 w/c 27/2 w/c 6/3 w/c 13/3 w/c 20/3 w/c 27/3 Q1 2017/18

0. GE Mobilisation

4. Engagement

1. Assess interventions

Extended EDG

3. Architectural 
Coherence
(Gaps / Overlaps)

5.2 PCBC Production 
Plan

6 FBC Modelling

7. Strategic Integrated Commissioning

Confirm GEHCF / TSK 
Part 2 support

CO Session (16/3)
Status Notes:
1.Complete

2.Ongoing plan

3.Complete

4.Complete

5.
i. Ongoing plan

ii.Complete

6.Ongoing plan

7.Short term 
workshop plan 
only

2. Reporting and Governance

5.1 PCBC Document & Storyboard
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1. Intervention Assessment

What we said we’d do What has been achieved Days allocation

1. Provide template to undertake SoF readiness 
assessments.

2. Review the latest SoF Status reports and 
findings from the FD assessment.

3. Meet with each of the intervention teams to 
test and challenge their plans for completeness 
and deliverability.

4. Provide a short report for Chief Officers 
summarising our findings and 
recommendations for PCBC planning.

1. SoF assessment template developed.

2. Attended extended EDG, reviewed PMO 
summary docs and draft FD assessments.

3. Readiness Assessment sessions completed 
with each of the intervention teams.

4. Final report drafted and ready for submission 
(summary included below).

Total: 10
Used: 10
Planned: 0
Unallocated: 0

Key Findings

• PCBC readiness is variable across the workstreams (see next slide)
• In-sufficient engagement / co-production completed to date
• In-sufficient definition of TOM and interventions at locality levels
• Resourcing, planning, options identification and analysis require focus
• Little ownership of the financial benefits case at intervention level

Priority Recommendations
• Resourcing – meet programme requirements internally and/or externally
• Planning – realign existing plans to revised PCBC timescales
• Engagement – develop and mobilise strategy to enable co-production

High level impact on Phase 3 Plan
• Significant effort/time required to achieve locality based co-production
• Delivery risk if resourcing requirements are not met at pace
• Support to ‘Interventions’ need to be weighted based on our findings
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Radical upgrade in population health and prevention

An enhanced focus on local population health to improve 

outcomes and manage demand on the rest of the system.

Integrated care in the community

An integrated, place based approach to care in the community 

will be at the heart of our system.

Transforming urgent and emergency care

Enhanced, consistent services responding effectively to crises, 

preventing issues escalating and enabling quicker recovery.

Improving productivity and efficiency of system enablers

Aligned and streamlined functions across people, processes, 

technology and estates to support the whole system.

Redesigning pathways of care

Improved pathways across the system, helping to ensure that 

the future delivery of services is viable and sustainable.

Using system levers for better care

Agile, joined-up leadership and commissioning arrangements 

with a focus on the needs of the whole population.

Programmes of work assessed 
(as outlined in Phase 3 programme brief)

Prevention

Primary Care

Integrated Care in Community

Housing

Urgent & Emergency Care

Pathways

Specialist

Productivity

IM&T

Workforce

Estates

Provider reform

Commissioner reform

1. Intervention Assessment
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1. Intervention Assessment
All priority areas require a substantial volume of further work in order for the STP to complete a PCBC with the 
elements necessary for approval and to support implementation

This assessment has tested all 
workstreams within each of STP the 
priority areas in respect of readiness for 
PCBC preparation. 

The greatest gap concerns the 
intervention programme plan. After 
this, the options for change, analytical 
modelling, the decision making process 
and the ability to withstand the four 
tests of change need attention. The case 
for change, in many cases, is weak, but 
there is evidence that work has 
commenced and is ongoing. Figure 34 
shows the ranking of the current gaps.

Area of Questioning Rank

3. There is a clear intervention programme plan 1

4. Options for the intervention 2

5. There is an analytical model to support service change decisions 3

2. Overall decision-making process and governance for the intervention is defined 4

6. Meeting the four tests for service change 5

1. A case for change exists for the intervention A case for change exists for the 
intervention 

6

Ranked according to workstream needing the greatest amount of additional work

Productivity 1

Redesigning pathways 2

Transforming emergency care 3

Integrated care 4

Prevention 5

Levers for Better Care 6

In terms of readiness by workstream, the 
assessment suggests that the greatest amount of 
work is needed to meet the gaps within the 
Productivity improvement priority, followed by 
Redesigning Pathways, Emergency Care, Integrated 
Care, Prevention and Lever for Better Care. 

However, identifying and addressing the 
interdependencies between programmes should 
enable synergies to emerge which will have a 
greater beneficial impact on overall development. 

Figure 34: Readiness for PCBC preparation by component part 

Fig 35: Ranking of workstreams by readiness for PCBC preparation 
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2. Reporting and Governance

What we said we’d do What has been achieved Days allocation

1. Hold an initial meeting with the new Interim 
Programme Director

2. Provide example reporting templates and 
governance frameworks as input to discussions 
with your Interim PD.

3. Provide a summary report of findings and 
recommendations for the SoF programme 
moving forward. 

1. Meetings held with Interim PD and PMO team
2. Received and reviewed SoF Monitoring and 

Control document
3. Meeting diarised with TL on 16/3 to progress

Total: 5
Used: 1.5
Planned: 0.5
Unallocated: 3

Key Findings

• Inability to review and assess programme status and risks 
• Current Governance model not driving pace of delivery
• Escalation and decision making processes unclear
• Insufficient engagement of the Clinical Practitioner Cabinet

Priority Recommendations

• Refine the tools and templates used in support of the programme
• Introduce a collaborative working area through SharePoint or similar
• EDG to become the ‘engine room’ for design and delivery

• Clarify escalation and decision making processes and responsibilities
• Review and revise Governance ToRs as required
• Update the SoF Monitoring and Control documents

High level impact on Phase 3 Plan
• Addressing the shortfalls in this area will help improve operational grip 

around the programme and improve visibility of progress and key decisions 
required
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3. Architectural Coherence (i.e. Gaps and Overlaps)

What we said we’d do What has been achieved Days allocation

1. Provide example templates for dependency 
mapping both within and externally to the SoF 
programme

2. Facilitate a workshop to review findings from 

the priority / intervention assessment activity 
and support production of a report on key 
dependencies (between internal SoF priorities 
in the first instance), objective / planning 
conflicts, and risks and issues which require SoF 
senior team review and / or decision making.

1. Reviewed the outputs from the intervention 
assessments, programme briefs and various 
intervention documentation made available 
to us

2. Consolidated a summary of key gaps and 
overlaps associated with the SoF programme

3. Facilitated workshop with a core group of 
SROs, Intervention BC leads and PMO 
representatives to review, challenge and 
validate findings and identify actions 
required

Total: 5

Used: 5
Planned: 0
Unallocated: 0

Key Findings

• There are key areas of overlap at workstream level which impacts on the 
clarity and coherence of the TOM and how it will be delivered through the 
workstreams

• There are a number of significant gaps which would require to be 
addressed as a matter of priority during Phase 3

Priority Recommendations • (see next slides)

High level impact on Phase 3 Plan
• Workshops required to refine the overall coherence of plans
• Places a requirement for significant levels of engagement and co-

production during Phase 3



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

91

Overlaps Gaps

• Primary Care Homes & Integrated Care Hubs

• Urgent & Emergency Care & PCHs / ICHs

• MCP & ACO/S

• Commissioning / Provider reform

• TOM architecture board

• Mental Health

• Independent sector

• Voluntary sector

• Ambulance Service

• Non-bed based services definition (5th test)

• Locality level model definition

• Links to Children’s One Vision

• Links between Health and Housing

• 7 Day services strategy

• Enablement through the LDR

• Workforce innovation

• Service inputs to define the estates strategy 
(+link to One Public Estate)

• Whole system modelling

• IG and Data Sharing agreements

• Financial / contractual frameworks

• Tangible outcome assumptions linked to 
benefits realisation plan

• Linkage of SoF to BAU and other work

3. Architectural Coherence (i.e. Gaps and Overlaps)
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Strengthening the SoF plan needs integrated design

Working together to plan at Micro, Meso and Macro levels

SoF design 
integration

Prevention

Primary 
Care

Integrated 
Care in the 
Communit

y

Housing

Urgent 
and 

Emergenc
y Care

Pathways

Specialist
Productivit

y

IM&T

Estates

Workforce

Provider 
reform

Commissi
oning 

reform

3. Architectural Coherence (i.e. Gaps and Overlaps)
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Prevention

Housing

Primary 
Care

Integrated 
Community 

Hubs

Urgent and 
Emergency 

Care

Pathways

• Sustainability
• Primary Care Homes

Some immediate areas of attention required…

• Wider Determinants
• Health improvement
• Prevention and self-care

• Demand management
• Channel shifting e.g. 

alternatives to 
residential care

• Self-Care
• Care coordination
• SPoA
• Community Hubs

• Pathway redesign
• Outpatient reduction
• Specialised services

• Urgent Care Centres
• 111/OOH
• Improving flow 

through ED

Focus areas:
1. Planning together
2. Wider engagement
3. Impacts on system 

demand / flow
4. Locality definition
5. Service colocation
6. Physical location
7. Digital enablers LDR
8. Workforce models
9. Support services
10. Business 

Intelligence
11. IG & Data Sharing
12. BAU impacts

3. Architectural Coherence (i.e. Gaps and Overlaps)
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4. Engagement

What we said we’d do What has been achieved Days allocation

1. Through our partner organisation (Social 
Kinetic), we propose to outline for the SoF 
programme, the engagement process required 
in support of the development of the PCBC to 
satisfy national planning guidance.

2. We will use the findings from the Exeter 
University report, informed by interviews with a 
small selection of internal SoF stakeholders to 

produce a report outlining recommended areas 
of development for the STP Consultation plan.

1. Our engagement SMEs have had a number of 
meetings and discussions with LF and GD

2. The meetings have focused on understand 
better the strengths and weaknesses of the 
Phase 2 approach and current planning for 
Phase 3

3. We have had visibility of an early release of 
the Exeter University report as input to our 
assessment

4. We have identified the actions and priorities 
required to move forward in Phase 3 and 
represented those in the PCBC plan

Total: 7
Used: 7
Planned: 0
Unallocated: 0

Key Findings

• Planning for development of the Phase 3 comms and engagement strategy 
currently in early stages

• Clinical engagement in the OBC appears to have been limited to a relatively 
small number of senior clinicians 

• Insufficient capacity of current team to develop and drive the plan

Priority Recommendations
• Resource and mobilise the Comms and Engagement Support Hub
• Stakeholder and Asset Mapping
• Stakeholder/staff alignment (Phase 2.5)

High level impact on Phase 3 Plan
• The work associated with PCBC production is heavily weighted from the 

onset around developing and implementing the comms and engagement 
strategy at pace, so timely delivery of the recommended actions is critical
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4. Engagement
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• inadequate community and stakeholder engagement in the early stages of planning change 

• the clinical/social case has not been convincingly described or promoted or the evidence was poor

• clinical/whole system integration across sites and a broader vision of integration into the whole 

health community has been weak 

• proposals that emphasize what cannot be done and underplay the benefits of change and plans for 

additional services 

• important content missing from reconfiguration plans and limited methods of conveying information 

• agencies caught on the back foot about the three issues most likely to excite local opinion – money, 

transport and emergency care / closure of services and being unable to respond accurately and 

meaningfully

• inadequate attention given to the responses during and after the consultation 

Most commonly cited issues leading to referral:

4. Engagement
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5. PCBC Production
What we said we’d do What has been achieved Days allocation

1. Discussions with Chief Officers on the scope of 
the PCBC and outline any discussions / 
agreements required with NHSE.

2. Provide insight and challenge from an 
experienced PCBC author around quality review, 
compliance with good practice, production 

method, style and application of tests in support 
of your team developing the SoF PCBC 
template.

3. Provide challenge, insight and examples 
through a critical friend approach to the Interim 
PD on the development of the integrated PCBC 
production plan.

1. Various discussion on scope of PCBC
2. Meetings held with SoF PCBC author
3. Shared best practice examples of PCBCs from 

other STP teams

4. Started to form proposed structure of PCBC 
and outline storyboard

5. Worked with SoF PMO to jointly develop a 
PCBC production plan (see separate MS Excel 
document)

Total: 5
Used: 2.5
Planned: 1
Unallocated: 1.5

Key Findings

• There is a requirement for a BC which meets NHSE guidance for a PCBC
• There is also a requirement for an FBC conforming to HMT Green Book 

Standards to support Cornwall Council budget setting processes
• Timescales are not aligned for both outputs and the current work planning 

does not fully enable delivery of a 5 case BC to HMT Green Book

Priority Recommendations
• Confirm with NHSE the scope of the PCBC deliverable i.e. full £270m or 

£90m? And should it include or exclude BAU / CIP
• Work with Cornwall Council to develop the necessary 5 case planning 

High level impact on Phase 3 Plan
• Scope of the BCs and alignment of timescales is critical to optimising the 

work required and maximising the opportunity to do the task once to meet 
the requirements of both BCs
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6. PCBC Modelling

What we said we’d do What has been achieved Days allocation

1. Work with your teams across primary care, social 
care, community and acute services to assess the 

maturity of existing models and associated data 
quality.

2. Facilitate meetings on Finance / Workforce / 
Activity / Capacity modelling to develop visibility 
of what exists today and assess what needs to be 
developed with associated SoF capability / 
capacity gaps.

3. We will submit a report to SoF senior team 
outlining recommendations for closing the 
modelling gaps in support of PCBC production.

• Modelling workshop with workstream SROs to 
understand baseline position and to consider 
options for progressing modelling. Nominated 

key individuals to take forward planning.
• Convened a sub-group to develop a model 

schematic (shared with EDG) for how the 
modelling for PCBC should be structured.

• Sub-group engaged with workstream leads to 
review modelling implications and data needs.

• Further workshop planned to agree activities, 
timelines and resource implications for 
completing the modelling. Report to be 
produced for EDG on proposed way forward for 
modelling.

Total: 10
Used: 7.5
Planned: 1
Unallocated: 1.5

Key Findings

• Limited modelling undertaken to date. Activity, finance and workforce 
modelling based on high level assumptions only based on the STP templates 
and PwC interventions model.

• Only urgent care where there is granular analysis of activity assumptions.
• Comprehensive and fully integrated model will take several months; high level 

model can be produced by June 2017, but will not model full range of 
interdependencies and data and therefore will include risks.

Priority Recommendations
• Resources should be identified to support interim modelling. More 

comprehensive model should be developed in the medium term to evaluate 
the robustness of the short term model.

High level impact on Phase 3 Plan
• The short term modelling will take a minimum of four weeks. Any delay in 

commencing modelling will impact on timing of options appraisal.
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The flowchart below shows how the PCBC modelling requirements are met by this model and separate analysis and the need 
for further engagement to confirm modelling requirements

Model Outputs

Elements requiring 
discrete and separate 

modelling for PCBC 
(e.g. Travel Analysis)

PCBC

Need to engage care 
professionals to gain buy in for 

model outputs

Need to engage NHSE to 
understand output requirements of 

the model for the PCBC

Options Appraisal & 
Benefits Realisation

6. PCBC Modelling



Cornwall Strategic Partner | 23  March 2017 Copyright © 1992-2016 
GE Healthcare Finnamore

100

OUTPUTSASSUMPTIONSINPUTS

Model Schematics – High Level

Activity/Demand/Capacity data aligned across 

different care/provider settings with 

consistently defined patient/service user 

cohorts and localities

Activity, Demand and Capacity

Workforce data broken down by care/provider 

settings, workforce categories & commonly 

defined localities

Workforce

Financial data broken down by care/provider 

settings and commonly defined localities and 

patient/service user cohort

Financial

Interventions data broken down by 

care/provider settings & commonly defined 

localities

Interventions

Assumptions on demographic, non demographic 

& impact of other STP/out of area changes

Growth Assumptions

Assumptions around productivity & technology

Performance & Technology Assumptions

Understanding the dependencies between 

activity, workforce and financial

Interdependencies Assumptions

Assumptions around non-locality specific 

workforce

Workforce Assumptions

This will include assumptions that are included 

within the NHE STP Templates Guideline and 

others (e.g. Tariff inflator and deflator)

Financial Assumptions

Assumptions around any new care/provider 

settings

Model of Care Assumptions

Assumptions where activity might be captured 

more than once

Activity Capture Assumptions

Summary at an Aggregated level

Sensitivity and Scenario Analysis

Summary across Care/Providers 
Settings

Summary by Intervention Level

Estates Impact

Assumptions around service availability

Capacity Assumptions

Inputs linked to the STP Submission will need to 

be included within the model

STP Submission
Impact of key changes and 
assumptions (Audit Trail)

6. PCBC Modelling
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7. Strategic Integrated Commissioning

What we said we’d do What has been achieved Days allocation

1. Review existing work done by SoF team to date.
2. Assess dependencies between planned work on 

ACO/S and the new Commissioning models.
3. Provide examples of potential models and lessons 

learned from work previously undertaken 
objectively challenging existing plans.

4. Hold SoF workshops to assess appetite, 
objectives, proposed options / direction of travel 
and potential issues.

5. Facilitation support at a planned neighbouring 
workshop (maximum 1). 

6. Provide report summarising key outputs and 
recommendations for next stages for Chief 
Officers.

1. Initial discussion with CCG and County Council 
Chief Officers to consider how to take forward 
this work.

2. Planning session with the CCG and Council for 
workshop to review national and international 
experience, identify and evaluate strategic 
commissioning options.

3. Workshop scheduled for 16/03/17 to evaluate 
options followed by write up of outputs.

Total: 12
Used: 2.5
Planned: 2
Unallocated: 7.5

Key Findings

• Consensus agreed on how to take work 
forward.
• Requires analysis of options and impact on 
implementation timeline

Priority Recommendations
• To review workshop output and impact of 
programme brief timeline.

High level impact on Phase 3 Plan • To be confirmed after workshop.
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Appendix Three

Slides for TB meeting on 17th

March
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Part 1 Plan – Progress update @ 17th March

w/c 20/2 w/c 27/2 w/c 6/3 w/c 13/3 w/c 20/3 w/c 27/3 Q1 2017/18

0. GE Mobilisation

4. Engagement –
planning maturity for Phase 3

1. Assess workstream 
– maturity for PCBC

Extended EDG

3. Architectural 
Coherence –
TOM Gaps / Overlaps 

5.2 PCBC Production 
Plan – Phase 3

6 PCBC Modelling –
activity, workforce, finance, impact / benefits

7. Strategic Integrated Commissioning –
options and planning next steps

Status Notes:
1.Complete

2.Ongoing plan

3.Complete

4.Complete

5.
i. Ongoing plan

ii.Complete

6.Ongoing plan

7.Short term 
workshop plan 
only

2. Reporting and Governance –
form, tools and templates

5.1 PCBC Document & Storyboard –
template, section owners, assurance processes

Confirm GEHCF / TSK 
Part 2 support

COs 
(16/3)

TB 
(17/3)
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Radical upgrade in population health and prevention

An enhanced focus on local population health to improve 

outcomes and manage demand on the rest of the system.

Integrated care in the community

An integrated, place based approach to care in the community 

will be at the heart of our system.

Transforming urgent and emergency care

Enhanced, consistent services responding effectively to crises, 

preventing issues escalating and enabling quicker recovery.

Improving productivity and efficiency of system enablers

Aligned and streamlined functions across people, processes, 

technology and estates to support the whole system.

Redesigning pathways of care

Improved pathways across the system, helping to ensure that 

the future delivery of services is viable and sustainable.

Using system levers for better care

Agile, joined-up leadership and commissioning arrangements 

with a focus on the needs of the whole population.

Prevention

Primary Care

Integrated Care in Community

Housing

Urgent & Emergency Care

Pathways

Specialist

Productivity

IM&T

Workforce

Estates

Provider reform

Commissioner reform

Programmes of work assessed (as outlined in SoF Phase 3 programme brief)
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Overview of our findings

1. Workstream Assessment

Key Findings

• PCBC readiness is variable across the workstreams
• In-sufficient engagement / co-production completed to date
• In-sufficient definition of TOM and Interventions at locality levels

• Resourcing, planning, options identification and analysis require focus
• Little ownership of the financial benefits case at intervention level

High level impact on Phase 3 Plan
• Significant effort/time required to achieve locality based co-production
• Delivery risk if resourcing requirements are not met at pace
• Support to ‘Interventions’ need to be weighted based on our findings

Area of Questioning Rank

3. There is a clear intervention programme plan 1

4. Options for the intervention 2

5. There is an analytical model to support service 
change decisions

3

2. Overall decision-making process and governance for 
the intervention is defined

4

6. Meeting the ‘four’ (note: now 5) tests for service 
change

5

1. A case for change exists for the intervention A case 
for change exists for the intervention 

6

Common areas of support required for PCBC preparation

Ranked according to workstream needing the greatest amount of additional work

Productivity 1

Redesigning pathways 2

Transforming emergency care 3

Integrated care 4

Prevention 5

Levers for Better Care 6

Ranking of workstreams needing greatest support on PCBC preparation 
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Overview of our findings

2. Reporting and Governance

Key Findings

• Programme tools and templates could be improved
• Current Governance model not driving pace of delivery
• Escalation and decision making processes unclear

• Insufficient engagement of the Clinical Practitioner Cabinet

High level impact on Phase 3 Plan
• Addressing the shortfalls in this area will help improve operational grip 

around the programme and improve visibility of progress and key decisions 
required

4. Engagement

Key Findings

• Planning for development of the Phase 3 comms and engagement strategy 
currently in early stages

• Internal and external engagement on development of the OBC appears to 
have been limited to a relatively small number of stakeholders

• Insufficient capacity of current team to develop and drive the plan

High level impact on Phase 3 Plan
• The work associated with PCBC production is heavily weighted from the 

onset around developing and implementing the comms and engagement 

strategy at pace, so timely delivery of the recommended actions is critical
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3. Architectural Coherence (i.e. Gaps and Overlaps)

Key Findings

• There are key areas of overlap at workstream level which impacts on the 
clarity and coherence of the TOM and how it will be delivered through the 
workstreams at micro, meso and macro levels

• There are a number of significant gaps (e.g. links with other programmes, 
and key service engagement and stakeholder representation) which would 

require to be addressed as a matter of priority during Phase 3

High level impact on Phase 3 Plan
• Early workshops planned to refine the overall coherence of plans
• Places a requirement for significant levels of engagement and co-

production during Phase 3 (particularly around locality based definition)

Overview of our findings
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5. PCBC Production

Key Findings

• In addition to delivery of a PCBC, there is also understood to be a local requirement for an 
FBC conforming to HMT Green Book to support Cornwall Council budget setting processes

• Timescales are not aligned for both outputs and the current work planning does not fully 
enable delivery of a 5 case BC to HMT Green Book

• Achievement of the timescales for FBC development outlined in the STP OBC is not 
considered feasible due to the scale of work required, need to address short-comings of the 
Phase 2 process and the complexity of assurance processes 

High level impact on Phase 3 Plan
• Revised timescales and detailed planning for Phase 3 including PCBC production

• Maximising the opportunity to do as much of the task once to meet the requirements of both 
BCs

6. PCBC Modelling

Key Findings

• Limited modelling undertaken to date. Activity, finance and workforce modelling based on 
high level assumptions only based on the STP templates and PwC interventions model.

• Only urgent care where there is granular analysis of activity assumptions.
• High level model can be produced by June 2017.

High level impact on Phase 3 Plan
• A short term modelling solution will take a minimum of six weeks to develop. Any delay in 

commencing modelling will impact on timing of options appraisal.

Overview of our findings
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7. Strategic Integrated Commissioning

Key Findings
• Consensus agreed on how to take work forward.
• Requires analysis of options and impact on implementation timeline

High level impact on Phase 3 Plan • To review workshop (16/3) output and impact of programme brief timeline.

Overview of our findings
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In Summary

• Granularity of OBC content and supporting documentation is not at maturity required to achieve a 

PCBC output in the timescales proposed in original SoF planning

• Significant levels of engagement and co-production required with staff and citizens in the next phase 

to refine the TOM and define the locality based models. This must be given an appropriate time 

proportion of time.

• Improvements in Governance and Reporting models would improve operational grip in terms of 

delivering the plan

• Modelling sub-group have drafted a pragmatic model specification for a activity / workforce / finance 

/ impact solution to support development of the Business Case  

• Rapid investment and mobilisation of the necessary resources to deliver required 

• Our findings are now been used to inform SoF thinking around revised programme planning 



Achieving change together


