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BLMK ICS Stocktake – Executive summary (1/2)

Next stepsEmerging National                         
Policy ICS StocktakeContext and Approach

Context

• BLMK is refreshing and renewing its ICS development in light of new leadership and structural 
changes. This stocktake has been conducted to understand the current state of the ICS and its 
partner organisations and will form the basis of further project work

• This stocktake is the synthesis of stakeholder interviews, document review, and development 
sessions with the ICS Chair, ICS SRO, and CCG AO

Key findings from the stocktake

• There are examples of successful collaboration across the system at an operational level. This 
includes the Covid Phase 3 recovery plan and system-wide initiatives such as THINK 111.

• ICP development has been slow, particularly given the focus on COVID. ICPs say they need 
clarity on how they work with local authorities, the CCG, and the ICS to make progress. 

• Senior relationships are poor and there is a lack of trust in the system. Relationships 
consistently emerge as a barrier and are strained by unclear accountability and authority.

• Cultural differences between the NHS and Local Authorities have been a barrier to 
collaboration. The NHS is perceived as too focused on responding to national priorities, while 
Local Authorities are perceived as not understanding of NHS pressures and authority. 

• There is disagreement about the scope and value of system working. Stakeholders do not see a 
positive case for change, as individual organisational perform well on their own.

• There is a lack of clarity on roles and responsibilities within the system. There is a need for 
clarity on ‘what should happen at what level’ and the plan for the transition.

See slide 6: Overview of 
approach 

See slide 10: Themes summary
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BLMK ICS Stocktake – Executive summary (2/2) 

Next stepsEmerging National                         
Policy ICS stocktakeContext and Approach

Emerging national policy

• The national strategy team has published a consultation document on the expectations around 
‘system by default’ and options for legislative change

• The consultation document describes the purpose of elements of system architecture
– Places should be the building block for the future health and care system 

– CCGs need to focus on population-level health outcomes and reduce their transactional and 
contractual exchanges within a system 

– ICS partners will be responsible for coordinating system transformation, managing system 
performance collectively, and enabling places within the system

• The paper sets out two possible options for making the ICS a statutory body

Next steps

• Draft options for ICS leadership model and align on future model

• Describe BLMK CCG mission, vision, values, and functions in draft TOM

– As we progress our work with BLMK, we will address stakeholders’ concerns about 
duplication and lack of clarity between the roles of the CCG and the core functions of the ICS

– We will consider how to manage potential overlap between the CCG and ICS, as emerging 
national policy indicates some of the CCG’s statutory functions should be done in 
partnership 

• Draft a development plan for the ICS to make progress on other areas highlighted in this report

3

See slide 26: Overview of 
consultation document 

See slide 23 & 24: Stakeholders’ 
thoughts on CCG and ICS 
functions
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Develop the leadership 
arrangements of the ICS

In response to these contextual factors, you commissioned us to:

This stocktake is the synthesis of interviews, document reviews, and leadership and development sessions. It directly addresses the 
first objective whilst providing the foundations for the remainder of the project work. 

Provide a stocktake on the the 
development of the ICS

You asked us to review the progress of the ICS and work with system partners to 
develop the operating model for the strategic commissioner 

BLMK ICS Stocktake

Background

The BLMK ICS was formed in 2018. Consisting of four local authorities, three community 
providers, two acute providers, and three CCG’s, this structure is rapidly changing. In April of 
2020, two Trusts merged to create Bedfordshire Hospitals FT, whilst three historic CCGs are 
merging to form a single strategic commissioner by April 2021. 

In addition to these changes, the ICS has recently undergone a change in leadership in the 
appointment of Rima Makarem as ICS Chair and Felicity Cox as interim SRO. This, in addition 
to the new planning requirements of a post-Covid world, provides the opportunity to 
‘review, relaunch, and accelerate’ the ICS and Strategic Commissioner agendas. 

The merger of the three CCG’s provides a similar opportunity to consider the structure and 
operation of the new strategic commissioner. 

1 2 3

Bedford Borough

Milton Keynes

Central Bedfordshire

Luton

Design an appropriate Target 
Target Operating Model 
(TOM) for the newly 
established CCG
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We have taken the following approach to assess the progress of the ICS

BLMK ICS Stocktake 6

• We have reviewed a wide range of documents, including strategies and planning documents 
such as:
– The system Long Term Plan response
– Emerging post-Covid restoration and recovery plans
– ICS and ICP governance documents 
– CCG merger planning 
– Emerging national policy on system design

• We have held an ICS leadership development session with Rima Makarem as ICS independent 
chair, Felicity Cox as SRO and Patricia Davies as BLMK Commissioning Collaborative AO, in 
order to:
– Discuss themes from interviews and document review
– Review emerging national policy around ICS and commissioner development
– Agree next steps for the ICS

One to one 
interviews

Document 
review 

Leadership 
development 

session

• We have conducted interviews with 38 individuals from across the ICS, including the chief 
executives of all partner organisations, system clinical leads,  representatives from public 
health and regional leads.

• Interviews focused on three lines of inquiry:
– The current status of ICS development – purpose, priorities and alignment
– The future of the ICS – functions, responsibilities and roles of system partners
– The future of strategic commissioning in this context
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We interviewed a diverse range of stakeholders across the system, including but not limited to: 

BLMK ICS Stocktake

We conducted 38 interviews with stakeholders from local government, NHS 
providers, CCGs, and ICS

ICS
• Senior Responsible Officer
• Chair
• Programme Manager

Commissioning Collaborative
• Accountable Officer
• Chair
• Directors

NHS providers
• Chief Executives
• Chairs
• GP Clinical Leads

Local government
• Elected leaders
• Chief Executives
• Public Health

NHSE
• Director of Strategy and 

Transformation
• Locality Director

We asked held conversations with stakeholders to explore the following areas:

Progress of the ICS and system 
working 

Opportunities and challenges 
for system working 

Alignment of system partners

Future of the strategic 
commissioner

Local priorities and their role 
in system planning
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The current system architecture in BLMK is set up as follows

7 PCNs

Milton Keynes LA Bedford Borough LA Central 
Bedfordshire LA

Luton LA

Milton Keynes UT

4 PCNs 7 PCNs 5 PCNs

MK Health and Care Alliance:
Role – bring together health and care partners 
within Milton Keynes, planning MK non-Covid
service recovery
Governance – a loose collaboration of partners 

Chair: Joe Harrison

SCAS

CNWL

Bedfordshire Hospital Trust

EEAST

ELFT

CCS

Bedfordshire Care Alliance:
Role – provide integrated health and care 
services tailored to needs of local residents
Governance – a loose collaboration of partners 

Chair: David Carter

BLMK ICS:
Role – Provide forum for collective action, identify opportunities for common solutions, oversee system financial 
transformation resources, provide BLMK voice to regional and national bodies, and collectively deliver ICS MOU
Governance – non-statutory partnership with a specific remit that informs statutory decisions taken by members

ICS Chair: Rima Makarem
ICS Lead: Felicity Cox

Milton Keynes CCG Bedfordshire CCG Luton CCG

AO: Patricia Davies
BLMK Commissioning Collaborative:
Role – Statutory duties (commission services, patient engagement, reduce health inequalities, etc.) and performance 
management of individual providers and services
Governance – single executive team, Governing Bodies meet jointly, joint subcommittees

9
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The interviews with system partners have raised the following themes (1/2) 

Senior relationships are poor and 
there is a lack of trust in the 
system 

• “There’s very little trust. It’s no secret that 
we have two systems that do their own 
thing”

• “Mistrust between individuals at the top 
permeates through organisations”

• “It is frustrating that so much time has been 
spent discussing governance, bureaucracy 
and the theory of what happens where”

• Relationships are consistently cited as a 
blocker to system working 

• There is a lack of appreciation of the role 
that others play in the system

• There is frustration at the focus on 
governance over delivery and lack of 
progress, which has led to disengagement

There are examples of successful 
collaboration across the system at 
an operational level

10

• Covid Phase 3 recovery plan is credible and 
and there are several system-wide initiatives 
described in the recovery planning

• The progress that is made happens despite 
some fundamental challenges at a strategic 
level

• “Covid recovery planning is an example of 
better system working … it enabled people 
to work closer together”

• “I think we have learnt from COVID... but 
there is a fear we will go back to the old 
ways"

ICP development has been slow, 
particularly given the focus on 
COVID

• “We’re frustrated at lack of progress with 
CCG deciding what to devolve”

• “There’s no plan for how the ICP and lead 
provider model will interact with primary 
care”

• There has not been much traction with ICPs 
over the last six months as COVID planning 
and recovery has dominated organizational 
agendas

• Recently ICP working has restarted  
although pace of progress remains slow
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The interviews with system partners have raised the following themes (2/2) 

There is disagreement about the 
scope and value of system 
working  

• “People don’t believe in the ICS and don’t 
want to operate as an ICS”

• “We haven’t fully articulated the case for 
working as a full system and so some 
partners don’t see how it benefits them”

• “The ICS hasn’t found its feet yet in terms 
of strategic direction"

• There are clear partnerships and plans as at 
‘place’ level – but there is not a clear case 
for ICS working or ICP development 

• ICS priorities exist, but it is not clear the 
extent they are owned by the whole system

• Stakeholders view the ICS as national policy, 
but cannot articulate the case for change

11

There is a lack of clarity on roles 
and responsibilities within the 
system

• “The ICS and CCG should just be one 
organisation”

• “We need to fix the confusion between ICS 
and CCGs”

• “I’m still not clear on what happens at 
place”

• Many stakeholders cited confusion about 
the role of the ICS in comparison with the 
role of the CCG

• Stakeholders also wanted greater clarity 
about the functions and responsibilities of 
ICPs, local authorities, and PCNs

Cultural differences between the 
NHS and Local Authorities have 
been a barrier to collaboration 

• Differences in accountability and processes 
with respect to finances and prioritisation
cause significant tension in collaboration 
across LA and NHS 

• Concerns about how ‘system working’ will 
impact local services have not been 
adequately addressed 

• “There are two different branches of the 
public sector trying to work together with 
very little in common in terms of priorities 
and legislative context”

• “There doesn’t need to be a different 
service in every area, but local Councillors 
want assurance there will be sufficient 
and fair apportionment of local focus”
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Theme 1: There are some good examples of the system’s ability to engage and 
collaborate effectively   

Evidence from interviews
The PCNs are developing across the system although 
some areas are further ahead than others 
• “PCNs have been taking on more as part of the new 

DES contract although some of this is a stretch and 
so there is minimal time to engage in wider system 
working at ICP/S level”

• “The PCNs are developing successfully on the 
whole but there is remains some dysfunction and 
in particular PCNs need to feel more involved in the 
system as a whole [ICS level] and the opportunity 
that is there for them ”

Covid has encouraged improved cooperation and 
planning
• “Covid recovery planning is an example of better 

working between CCG and ICS… it enabled people 
to work closer together”

• “In Covid, people worked well together… more so 
at the operational level where people have got on 
and done what was required, than at the strategic 
level”

• "I think we may have learnt from COVID... but there 
is a fear they will go straight back to their old ways"

Evidence from document review 
The Covid Phase 3 recovery plan is 
clear and coherent and present 
several system wide collaborations 
• There are several system wide 

initiatives described in the 
recovery planning including joint 
waiting lists & THINK 111 first 

• 7/8 recovery targets for October 
are rated Green

• There are clear mitigating actions 
to address further challenges and 
risks

There is evidence of system working but system plans are not always 
evident
• The ICS has a number of workstreams that report into the System 

Delivery Group which meets on a monthly basis
• There is evidence of system wide planning through this 

workstreams although the programme plans and milestones seem 
piecemeal and the pace relatively slow (Covid impact 
notwithstanding)

• There is an emerging plan for Cancer in BLMK 
• The population health management programme which was 

delayed due to COVID has just been restarted 

12
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Theme 2: ICP development has been slow, particularly given the focus on COVID 
(1/2)

Evidence from document review
CF previously worked with the BCA to develop its operating 
model and roadmap for development
• The BCA aligned on Bedfordshire-wide alliance supported 

by 3 local care collaboratives and 16 PCNs
• The BCA has not yet developed and agreed a BCA health 

and care strategy or formal alliance arrangements

The BCA has made steps towards aligning on a vision, 
ambitions, and key principles but have not developed a 
formal governance structure with clear reporting
• There is not an obvious mechanism into which BCA 

operational workstreams can report updates and escalate 
issues

• The BCA is already behind delivery of its road map, as a 
BCA programme director has still not been appointed

The BCA has described a high-level payment model but will 
need to develop formal risk-sharing agreements
• The Principles describes a "need” for “partners to assume 

responsibility for a whole population sum”
• The BCA roadmap expects for work with CCG on 

transferred responsibilities and payment models to be 
completed by end of Jan 2021

Evidence from Interviews
Relationships have improved within Bedfordshire
• “The relationships in Bedfordshire are good, and we’re 

getting stuff done operationally”
• “It’s easy to align at Bedfordshire level”

ICP partners are frustrated by the lack of progress and action
• “I don’t have the confidence given my experience over the 

years that I can get anything done through this and I don’t 
have time to sit around to have debate after debate”

Slow progress may be a result of confusion about how the 
ICP works with local structures and the ICS
• “It doesn’t feel clearly articulated what happens at what 

scale. We talk a lot about place, but I’m not sure if it’s LA 
or ICP level…I feel least clear about where ICPs fit in”

• “It’s not clear where the ICP begins and end and where 
the ICS begins and ends”

Partners are not aligned around a vision and shared 
commitment to formal financial arrangements
• “We have a lot of work to do with aligning our boards 

with the vision. It will be a lot of work getting people to 
buy into both the vision and the shared accountability”

13
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Theme 2: ICP development has been slow, particularly given the focus on COVID 
(2/2)

Evidence from document review
CF previously worked with the MK ICP to develop its 
operating model and roadmap for development
• The MK ICP aligned on working towards a model with 

a joint commissioning board and two lead providers
• Formal lead provider working teams to progress 

organizational design, strategy development, and 
finance have still not been established 

The Terms of Reference describe an overall governance 
structure for the MK HCA, but it does not detail 
reporting structures and the roles of different groups
• The Health and Care Delivery Board and HCA have 

similar purposes in their Terms of Reference
• Core responsibilities of both are overlapping and 

focused on responding to the Covid pandemic

Evidence from Interviews
Milton Keynes has been working together well to address the 
challenges from the pandemic
• “Operationally, the council’s interface with the health 

organisations is working, whether or not we call that an ICP”

But progress towards a formal ICP model has been slow
• “There’s been lots of cancelled meetings and conversations”
• “MK model was agreed but now the model has not moved very 

much. People don’t really feel that the ICP is a thing right now”

There has been a reluctance to prioritise the ICP
• “The fundamental thing in the end is willingness to collapse 

organisational arrangements and move cash and people around 
and I can’t see that happen”

Partners still view commissioning as a purpose of the ICP, but are 
unsure how to realise that future
• “Would like devolved budget, some ICP that works with some 

transparency. Genuine devolved power and place-based stuff.” 
• ”We need to commission together to have better outcomes… 

We need a local joint commissioning board. We’ve gone 
backwards”

•

14
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Theme 3: Senior relationships are poor and there is a lack of trust in the system 

Evidence from document review
Leadership at a senior level is not always visible in 
system forums
• The expectation that Partnership Board Members 

will attend meetings is outlined in the Terms of 
reference - “members will prioritise…meetings 
and make themselves available”
- Despite this, attendance is poor with 

average meeting attendance from Dec - Aug 
2020 only 63%, with 54% of attendees 
offering apologies on 3 July.  

- Partner chief executives have an average in-
person attendance rate of only 44%. 

Relationships may be strained due to an unbalanced 
reporting structure within the ICS and unclear 
accountability between system partners
• Within the ICS, the System Delivery Group 

oversees 6 workstreams, despite the Clinical 
Leadership Group’s focus on population health 
and models of care

• Partnership Board oversight of the system is 
dependent on partners 

Evidence from Interviews
Relationships consistently emerge as a barrier to progress
• "The acutes don’t feel there is a case for collaboration"
• "People are cross with the CCG"
• "There is a fragmentation of relationships... we will never get on"

Poor relationships are seen an executive issue, with operational staff 
collaborating more effectively 
• "Mistrust at the top permeates through organisations”
• “Progress has come through individuals… not top-down leadership”
• "Below Director level, we sustain positive relationships”

There is a lack of appreciation for other system partners and their role
• “One of the challenges would be overcoming the lack of 

understanding and respect of the commissioning role”
• “Partners need to have authentic conversations… confusion emerges 

when we don’t understand each others' perspectives”

Unclear authority and decision making power has caused tension
• "Authority isn't clearly defined... it has felt like "don't park your tanks 

on our lawn"
• "The biggest issue is lack of communication. The CCG does a lot 

behind the scenes and they tell people once it has been decided” 

15
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Theme 4: Cultural differences between the NHS and Local Authorities have been a 
barrier to collaboration 

Evidence from document review 
Poor collaboration between Local Authorities and the 
NHS is evident in Health and Wellbeing Strategies
• Central Bedfordshire and Milton Keynes do not 

include governance structures or mention working 
with the NHS in their strategies

• Bedford Borough includes the CCG but does not 
describe how NHS providers or the ICS helps to 
deliver its strategy

• Luton describes how its Transformation Board links 
to the ICS but does not describe how the NHS helps 
to deliver its strategy

Evidence from interviews
Culture varies between and within the NHS and Local Authorities
• “There are two different branches of the public sector trying to 

work together with very little in common in terms of priorities and 
legislative context”

• “Culture is quite different across the two LAs we work with”
• “We have separate places with separate cultures”

NHS is seen as too focused on responding to national priorities instead 
of local
• “The partnership isn’t there – when there is an edict come down 

from on high – that is what they do”
• “If Simon Stevens says jump, then NHS partners say how high?”
• “Local Councillors want assurance there will be sufficient and fair 

apportionment of local focus”
• “There are trust issues and worries about local sovereignty”

Local authorities are seen as controlling and not understanding of NHS 
pressures
• "There is a legacy of disproportionate LA influence and control"
• “Place based delivery must involve LA. But LAs are not accountable 

for the delivery of healthcare and the electorate don’t think so”
• "Relationships with LA's are not great. There is a lack of mutual 

respect and understanding"

16
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Theme 5: There is disagreement about the scope and value of system working 
(1/3)  

Evidence from interviews
Stakeholders have said that the positive case for change 
hasn’t been fully articulated
• “People aren’t bought into the ICS – we haven’t fully 

articulated the case for working as a full system and so 
some partners don’t see how it benefits them and so they 
don’t want to operate as an ICS”

• "The Acutes don't feel that there is the case for mutual 
working and collaboration”

• “Individual organisational performance is strong and so 
people think ‘Why do we need to collaborate? What is in 
it for me?’”

There is a sense that the sub-systems that constitute the ICS 
are not natural partners 
• “There is no history of working as this footprint and so 

partners question the validity of the ICS footprint as 
currently constituted”

• “Milton Keynes looks one way for tertiary services and 
Bedfordshire the other so that complicates collaboration 
between the acute providers”

• “People are ambitious, but 2 health systems run 
alongside each other with the ICS overarching. People are 
more “energised” and motivated about doing the local” 

Evidence from document review
The LTP response defines the vision for the ICS but does not 
articulate the case for system working in achieving this 
vision
• The vision for the ICS is articulated as the quadruple aim 

but there is little articulation in the LTP response of how 
working in partnership across the whole ICS patch will 
contribute to meeting the quadruple aim

The principles in the Partnership Board ToR describe of the 
value of collaboration but also reinforces the authority of 
local places
• “A forum for collective action on issues that affect all 

partners, such as the implications of growth”
• “Identify opportunities for common solutions through a 

consideration of our four Health and Wellbeing 
strategies” 

• “Provide a collective voice in discussions with regional 
and national bodies”

• The language also indicates some of the sensitivities in 
the system “We are trying to align decision-making to add 
value, not usurp the decision-making authority of the 
constituent organisations”

17
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Source: Trust and CCG annual reports 18/19 and 19/20, CF interviews

BLMK ICS Stocktake 18

Individual organisations have good financial and clinical performance, and some 
stakeholders feel this weakens the case for greater system working

BHNFT and MKUFT both received a “Good” rating in their recent CQC inspections

Both perform well on RTT waiting times but do not meet the NHS 92% 18 week RTT operational standard
• Luton & Dunstable Hospital achieved an RTT of 89.9% and Bedford Hospital achieved 87.3% for 19/20
• Milton Keynes achieved 83.9% for 19/20

Both also perform well on A&E wait times against the 4 hour standard
• Luton & Dunstable Hospital was one of the only Trusts to hit the 95% target in 18/19 and Bedford Hospital 

achieved 84.9% in 19/20
• Milton Keynes achieved 88.7% in 19/20, which positions MKUFT within the top quartile of Type 1 A&Es

All 3 CCGs achieved a surplus in 2018/19
• Bedfordshire CCG improved on 18/19 performance to deliver £11.1m surplus in 19/20
• Luton CCG achieved £3m surplus in 19/20, reducing historic deficit to £8.7m
• Milton Keynes CCG achieved surplus of £6k in 18/19

Both acute trusts also delivered a surplus in 2019/20
• MKUFT achieved a surplus of £50k in 19/20, which was a improvement of £7.1m compared to 18/19 
• Both hospitals in BHNFT delivered surpluses in 19/20. Luton & Dunstable delivered a surplus of £10.7 in 

19/20, making it the 21st consecutive year of delivering a surplus. Bedford delivered a £14k surplus

Financial 
performance

Clinical 
performance

“One of the challenges is convincing 
successful operators that there is a 
better way of working”

“There is much more that BLMK 
could achieve as they have good 
financial and performance position” 

“Individual organisational performance is 
strong and so people think ‘Why do we need to 
collaborate, what’s in it for me?’”
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Theme 5: There is disagreement about the scope and value of system working 
(2/3)

Evidence from document review 
The Long Term Plan response describes 
coherent place based plans 
• The LTP emphasises the primacy of place 

as the ‘footprints for effective joint 
working between health and local 
authorities’

• PCNs are described as ‘the most significant 
change’ as a result of partnership working 

• Planning documentation shows progress 
with out of hospital work such as HIU, the  
primary care home model and the 
developing PCNs

Evidence from interviews
Some stakeholders express concern that local 
place-based planning will be eroded by the 
progress of the ICS
• “From its inception the ICS has been 

misconstrued as an attempt to do all of health 
and care at scale, rather than an enabler for 
place-based working ”

• “There’s no clear articulation of what happens 
at scale… I will be very vigilant against losing the 
local focus to the ICS”

The perception of centralised decision making 
without strong communication produces animosity
• "The biggest issue is lack of communication. 

They do a lot behind the scenes and they tell 
people once it has been decided. People are 
cross with them."

• "The system is contradictory... partners want 
clear messages about intentions of 
commissioners but equally accuse the 
commissioners of 'dictating'"

However the extent to which strategy and planning are the owned 
across the whole ICS or the ICPs is not clear 
• The partnership member organisations are only described in the 

context of the place based partnerships – there is no ‘here are the ICS 
partners’

• There is little evidence of planning or delivery at a scale greater than 
‘place’
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Theme 5: There is disagreement about the scope and value of system working 
(3/3)

Evidence from Interviews
The strategic direction and system priorities are 
not clear to stakeholders
• “I can’t name the purpose of the ICS and I can’t 

list the priorities”
• “Strategic ICS priorities are unclear… I know we 

have workforce and the other one”
• “Digital and workforce are significant areas of 

work but I’m not sure what the process of 
arriving at the vision and priorities is”

Existing workstreams are focused on enablers
• “It was agreed that the ICS would focus on the 

enablers – workforce, estates and digital”
• "Digital needs to happen across the ICS"

There is consensus that agreeing system-wide 
ways of working should be a priority
• "Having cross system agreed pathways and 

ways of working so that everyone ... supports 
the rest of the system"

• "We have to work harder at system working to 
let go of barriers"

• "We try to get the system to work as a system"

Evidence from document review 

There are four priorities and six workstreams described in the ICS 
governance but it is not clear how these are progressing
• There is no reporting on the workstream progress at recent 

Partnership Board meetings 
• It is not clear how the workstreams align to the priorities set out in 

the Long Term Plan 
• Without clear reporting, it is not clear who is delivering on what

The LTP 
response sets 
out these 
priorities but 
they are not 
reflected 
clearly in the 
ICS 
workstreams 
or the 
Partnership 
Board agendas
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Theme 6: There is a lack of clarity on roles and responsibilities within the system

Evidence from Interviews
There is confusion surrounding the role of the commissioner
• “The notion of having a strategic commissioner and ICS working in 

parallel is non-sensical. I don’t see how it works. It should be one thing, 
not least from an efficiency point of view”

• “What would be helpful is a clear summary of the role of Strategic 
Commissioner that people can digest and understand and then a 
roadmap to getting there”

A critical question still to answered is ‘what should happen at what level’, 
which is preventing further system development
• “We need to understand what still happens at place – what gets done in 

three places, and what gets done once?
• "It is frustrating that we still don’t know what elements of commissioning 

are to be devolved”
• “We’re not all in the same bus. Not a lot is happening at the ICS level 

because we can’t agree on what should happen at that level”

Stakeholders require greater clarity about how the current system 
architecture will transition into new roles
• “We need to understand the plan for transition. We are doing it in a big 

bang way... I wonder whether there is a more effective way”
• “There’s no plan for how the ICP and lead provider model will interact 

with primary care, which doesn’t want to be governed by secondary care”

Evidence from document review 
The Long Term Plan response provides a high-
level description what each element of the ICS 
is, but not their responsibilities
• There is not an explanation of what the role 

of PCNs, Places, ICPs, and the ICS are or what 
they will do

• The CCG or strategic commissioner is not 
included as a partner

The Long Term Plan does not describe how 
BLMK will achieve their priorities 
• The ambitions are clear, but the mechanism 

for delivery is ambigious
• The “improved health and care” priorities 

rarely mention specific partners or specific 
geographies in their plans
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Source: CCG Master TOM, CF analysis, CF interviews

BLMK ICS Stocktake

The Covid-19 pandemic has led to a loss of momentum on further development of 
roles, responsibilities, and governance within the system

“I felt clear a year ago about what was 
going on with intro of ICPs, but I 
haven’t seen a huge amount of the ICS 
in past 7-9 months and don’t know 
what’s been going on recently”

“Really can't remember work done 
defining function before, Covid has 
driven that work to the backburner”

“Last year was step forward in landing 
alliances, but we didn’t land on what 
was happening at ICS vs ICP. Then 
Covid happened.”

In previous workshops facilitated by CF, stakeholders discussed and aligned on roles 
of different organisations within the system, the relationship between the SC and 
ICPs, and accountability. 

But the time gap and emergency 
focus on Covid has led to a loss 
of momentum 
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Source: CF interviews

BLMK ICS Stocktake

Through the interviews stakeholders have suggested that an ICS should...

…lead “longer 
term strategic 

planning”

...focus on "scale"

...focus on "population
outcomes"

...facilitate, 
"not control"

...focus on "enablers"

…"integrate health 
and social care"

The ICS should be responsible for the longer term vision and strategic direction for the system, understanding 
what is coming and proactively coordinating the systems plan e.g. system response to population growth

A benefit of the ICS is the ability to focus on issues that are better planned at scale – examples given 
include Stroke, Cancer and Public Health

Comprehensive population health management; understanding population health – risk, stratify 
and segment the population and identify local priorities

The ICS should be a forum to engage and facilitate discussion and agreement on strategic 
direction and collaboration among the component parts of the system rather than simply directing

The ICS should improve access to success factors, such as workforce, estates and digital; including 
analytical capabilities and data management to support the whole system.

A core priority for the ICS has been suggested the integration of health and social care, patient-
centred for receipt of treatment rather than provider-focussed

…be developed
"incrementally" rather

than "big bang"

Some stakeholders felt that the development of the ICS and the ICPs would require incremental 
delegation of accountability and functions which requires a clear plan to deliver
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Source: CF Interviews

BLMK ICS Stocktake

Contrastingly, stakeholders suggested that a strategic commissioner should...

...commission 
"less directly"

…"delegate tactical
commissioning" 

into ICPs
...include 

"more specialised
commissioning"

...facilitate ”place-
based delivery”

...consider 
alternative contracts, 

e.g. "risk sharing"

The strategic commissioner should behave less just like a simply regulatory / financial body and be more 
focussed on tackling health issues and improving outcomes through partnering with stakeholders

In alignment with suggestions for the ICS, it was suggested that the strategic commissioner should be 
focussed on outcome-based commissioning rather than by being prescriptive

Delegating much of the technical aspects of commissioning to ICPs would enable the commissioner to 
focus on more strategic concerns

The strategic commissioner may receive delegated commissioning powers from the national team 
for example specialised commissioning and partners recognise the value of “at scale” commissioning 
across BLMK
The commissioner operating model needs to be responsive to different places having different 
populations, outcomes etc. Primary care commissioning while being a function of the CCG should be rooted 
in place 

Innovation around the creation of contracts and the use of financial incentives was suggested, in order to 
create more meaningful contracts

...be "co-designed" 
/ co-produced

It was commonly agreed that the strategic commissioner should be developed with input from 
stakeholders from across the system rather than in isolation, with partners engaged at least as much in 
how the CCG operates not just what it does
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Emerging national policy indicates some of the statutory functions of CCGs should 
be done in partnership through the ICS

• Responsible for overarching strategy for the system, including 
setting priorities for the system and provider collaboratives

• Collective management of system performance

• Determine at ICS footprint, respecting place and provider 
collaborative functions:

• financial allocations across places and sectors; 

• improvement and transformation resource; 

• assurance and intervention; 

• workforce commissioning and development; 
• emergency planning and response; 

• strategic projects to run at scale across places/systems

• Coordination of system transformation

• Coordinating shared analytical resources, informing strategic 
decisions, driving provision at scale

• Enable and support ‘places’ within system

• Ensure appropriate resource, autonomy, decision-making and 
capacity and ’place’

Future ICS core functions according to national policy

25

The core functions of the ICS have a clear overlap with 
some of the statutory roles and other functions of the 
CCG, for example:

• Strategy development, with a focus on improving 
health outcomes and reducing health inequalities

• Management of performance against contracts

• Management of financial allocation for Bedfordshire, 
Luton, and Milton Keynes

• Accountability to NHSE/I Region for BLMK delivery
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Over the summer NHSE/I initiated the System Design and Implementation (SD&I) programme to develop ideas 
and detail for national policy for system working and supporting legislation. The main themes are: 

BLMK ICS Stocktake

The national strategy team has published a consultation document on the 
expectations around ‘system by default’ and options for legislative change

1 5

2

3 7

6

Provider collaboratives

Role of ‘place’

Clinical and professional leadership

Regulation and oversight

How commissioning will change

Governance and accountability

The outputs have been developed into a consultation document on ICS policy and options supporting legislation 
which was published last week. 

4 8

Data and digital

New financial framework
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The consultation document describes the direction for ICSs in terms of the key 
roles of the provider collaboratives and place leadership

‘Places’ should be the building block for the future health and 
care system – delivering an integrated health and care offer 
locally including preventive and proactive services. The key 
success factors for this are:
• Local councils should have an important role – through joint 

appointments or shared budgets

• Clinical primary care leaders should have a lead role 

• A clear strategic relationship with H&W Boards

Every place will have a single “place leader” who will work with 
the local authorities and voluntary sector to:

• support and develop primary care networks (PCNs) to join up 
primary and community services across neighbourhoods

• simplify, modernise and join up health and care 

• identify people and families at risk of being left behind and to 
organise proactive support for them; and 

• coordinate the local contribution to health, social and 
economic development to prevent future risks to ill-health

Systems should ensure that each place has appropriate 
resources, autonomy and decision-making capabilities to 
discharge these roles effectively, within a clear but flexible 
accountability framework that enables collaboration around 
funding, commissioning and risk management. This could 
include places taking on delegated budgets. 

All NHS provider trusts will be expected to be part of a 
provider collaborative. These will vary in scale and scope, but 
all providers must be able to take on responsibility for acting 
in the interests of the population served by their respective 
system(s) by entering into one or more formal collaboratives 
to work with their partners on specific functions.

Provider collaboratives will operate:

• within places through place-based partnerships as 
described (‘vertical integration’); and 

• between places at scale where similar types of provider 
organisation share common goals such as reducing 
unwarranted variation (‘horizontal integration’)

Local flexibility will be important but providers in every 
system, through partnership or any new collaborative 
arrangements, must be able to: 

• deliver relevant programmes on behalf of all partners 

• agree proposals from clinical and operational networks 
and implement resulting changes 

• challenge and hold each other to account through agreed 
systems, processes and ways of working

• enact mutual aid arrangements to enhance resilience, for 
example by collectively managing waiting lists across the 
system
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The consultation document describes the direction for ICSs and the role of 
commissioners 

CCGs need to become more strategic, with a clearer focus on 
population-level health outcomes and a marked reduction in 
transactional and contractual exchanges within a system. The 
activities, capacity and resources for commissioning will 
change in three significant ways:: 

1. Ensuring a single, system-wide approach to undertake 
strategic commissioning including:

• assessing population health needs; 

• planning how to address those needs
• ensuring that these priorities are funded to 

provide good value and health outcomes

2. Service transformation and pathway redesign will be led 
by providers through place and provider collaboratives

3. Greater focus on population health and outcomes in 
contracts

Under the legislative options in the consultation document, 
CCG functions could be absorbed into core ICS business. 

However, with the spread of place-based partnerships along 
with further devolution of specialised commissioning activity, 
there will be flexibility for local areas to make full use of the 
local relationships and expertise currently residing in CCGs. 

ICS partners will be responsible for coordinating system 
transformation, managing system performance collectively, 
and enabling places within the system. At the ICS footprint, 
there will be a need to determine:
• distribution of financial resources to places and sectors, 

targeted at areas of greatest need and inequalities;

• improvement and transformation resource that can be 
used flexibly to address system priorities; 

• operational delivery arrangements that are based on 
collective accountability between partners; 

• workforce planning, commissioning and development
so our people are supported to lead fulfilling lives; 

• emergency planning and response to join up action at 
times of greatest need; and 

• the use of digital and data to drive system working and 
improved outcomes. 

We want ICSs to be key bodies for financial accountability 
and financial governance arrangements. That means that we 
will create a ‘single pot,’ which brings together current CCG 
commissioning budgets, primary care budgets, the majority 
of specialised commissioning spend, etc. 
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The paper sets out two possible options for enshrining ICSs in legislation, “without 
triggering a distracting top-down re-organisation”: 

Option 1:

• A mandatory, rather than voluntary, statutory ICS Board through the mechanism of a 
joint committee, enabling NHS commissioners, providers and local authorities to take 
decisions collectively

• The Accountable Officer would be recognised in legislation and would have duties in 
relation to delivery of the Board’s functions

• One CCG only per ICS footprint and new powers to allow CCGs to delegate many of its 
population health functions to providers 

• This option retains individual organisational duties and autonomy and relies upon 
collective responsibility. 

Option 2: 

• ICSs would be established as NHS bodies partly by “re- purposing” CCGs and would –
among other duties – take on the commissioning functions of CCGs.

• The CCG governing body and GP membership model would be replaced by a board of 
representatives from the system partners.

• The power of individual organisational veto would be removed. 

• The ICS’s primary duty would be to secure the effective provision of health services to 
meet the needs of the system population, working in collaboration with partner 
organisations. It would have the flexibility to make arrangements with providers 
through contracts or by delegating responsibility for arranging specified services to one 
or more providers. 

BLMK ICS Stocktake

The consultation document also describes options for legislative change to remove 
current barriers to integration and foster collaboration

In effect, many of the questions 
raised through our engagement in 
2019 about accountability and clarity 
of leadership would remain.
Furthermore, many may not 
consider this model to be the “end 
state” for ICSs and opportunities for 
primary legislative change are 
relatively rare.

This avoids the risk of complicated 
workarounds to deliver our vision for 
ICSs. Although there would be a 
representative for primary care on 
the Board, there would no longer be 
a conflict of interests with the 
current GP-led CCG model (created 
by the 2012 Act) and it could be 
possible to allocate primary care, 
community health services and 
specialised services budgets to ICS. 
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Next steps

ICS Leadership model

Strategic commissioner TOM

ICS stocktake

• Discuss interview themes with system leaders through ICS forums
• Circulate final report with ICS Partnership Board and CCG Governing Body

• Articulate roles of system partners
• Draft options for ICS leadership model and align on future model with ICS Chair, ICS SRO, and CCG AO in October
• Test ICS leadership model with BLMK Elected Leaders and Chairs Group and CEO Group in November meetings

• Refine leadership model in November and align on leadership model in December
• Present recommendations to ICS Partnership Board on December 9 and CCG Governing Body on December 15

• Gather input from CCG staff and system partners’ leadership teams on future CCG mission, vision, and values 
• Synthesise strategic commissioner roles and functions 
• Facilitate workshops with CCG executive team 

• Test draft TOM with CCG staff, CCG executive team, and system partners
• Submit recommended TOM to CCG Governing Body on December 15
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Through the interviews with chairs and elected leaders we have identified the 
following themes 

Cultural differences between the NHS and 
Local Authorities have been a barrier to 
collaboration 

Concerns about how ‘system working’ will 
impact local services have not been 
adequately addressed 

There is willingness to collaborate but only 
on those things where there is a case for 
doing it at a system level

There is frustration at the lack of progress 
and the focus on governance over delivery 

• “There are two different branches of the public sector trying to work together 
with very little in common in terms of priorities and legislative context”

• “There are trust issues and worries about local sovereignty”
• “We see territorial behaviour – that comes from a culture of looking after your 

own organisation as opposed to a more public, person centred vision” 

• “There doesn’t need to be a different service in every area, but local Councillors 
want assurance there will be sufficient and fair apportionment of local focus”

• “Whatever scale services are commissioned at, they need to be tailored to meet 
local needs and operate effectively in local contexts. Services need to be 
accessible to local communities.“

• “We have to work with the fact that we’re BLMK, but I don’t think we should do 
anything more than is necessary at that level – we need to focus on making our 
area work”

• “I would question whether dealing with inequalities on a BLMK level would be 
more than a talking shop”

• “It is frustrating that so much time has been spent discussing governance, 
bureaucracy and the theory of what happens at scale and at place. What 
difference has this discussion made to people? What have we done differently as 
a result of this conversation?”

• “ICS has been perceived to have not delivered very much in last few years – no 
legitimacy in outcomes”
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Feedback from interviews in Milton Keynes indicates that collaboration at 
operational level is good but the ICP has been slow to develop formal arrangements

Milton Keynes has been working 
together well to address the 
challenges from the pandemic, 
but progress towards a formal 
ICP model has been slow

• “Operationally, the council’s interface with the health organisations is 
working, whether or not we call that an ICP”
• “MK model was agreed but now the model has not moved very much. 

People don’t really feel that the ICP is a thing right now”
• “We meet and talk once per month. We have leadership in other areas but 

most of the work is in the hospital”

• “100% signed up to having more or less a commissioning free future for the 
main block e.g. acute, community… For an ideal world PCNs and primary 
care would be in there”
• “Would like devolved budget, some ICP that works with some transparency. 

Genuine devolved power and place-based stuff.” 
• ”We need to commission together to have better outcomes. We need to 

focus on delivering the health and wellbeing strategy that we agreed in the 
Health and Wellbeing Board. We need a local joint commissioning board. 
We’ve gone backwards”

Partners still view 
commissioning as a purpose of 
the ICP, but are unsure how to 
realise that future

• “The fundamental thing in the end is willingness to collapse organisational 
arrangements and move cash and people around and I can’t see that 
happen”
• “ICP isn’t anything unless we have a shared vision, trust, and pooled 

budget/workforce”

Part of the reason for slow 
progress has been reluctance to 
prioritise ICP over individual 
organisations
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Feedback from interviews in Bedfordshire indicate that relationships are good but 
the BCA has been slow to develop formal arrangements

But some stakeholders are 
frustrated the conversations 
have not led to significant action

Good relationships have 
developed across Bedfordshire

“It’s not clear where the ICP begins and end and where the ICS begins and ends, and it’s not 
clear that people recognise the we do this under the auspices of the ICS”

“People don’t feel connected with Milton Keynes. We have to work with the fact that we’re 
BLMK, but we need to focus on making Bedfordshire work” 

“It doesn’t feel clearly articulated what happens at what scale. We talk a lot about place, but 
I’m not sure if it’s LA or ICP level…I feel least clear about where ICPs fit in”

“Place-based delivery must involve local authorities, but they are not accountable for the 
delivery of healthcare. We need to figure out how we best work together”

“I don’t have the confidence given my experience over the years that I can get anything 
done through this and I don’t have time to sit around to have debate after debate”

“There has been a long-term discussion about a health and wellness hub in the town centre. 
Let’s make some progress, so that we actually manage to improve access to services.”

The slow progress may be a 
result of confusion over how the 
ICP works with existing local 
structures

This confusion is compounded 
by a lack of clarity about how 
the ICP works with the ICS

In order to move forward, all 
partners need to align around a 
vision and commit to formal 
financial arrangements

“We have a lot of work to do with aligning our boards with the vision. It will be a lot of work 
getting people to buy into both the vision and the shared accountability”

“We need to collectively understand that we all care about balancing our books, and that 
aligning as an ICP won’t affect anyone’s bottom line and create a deficit.”

“The relationships in Bedfordshire are good, and we’re getting stuff done operationally”

“It’s easy to align at Bedfordshire level, despite having multiple local authorities. There’s a 
sense of place about Bedfordshire around which people will align”
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We have completed 38 interviews (1/2)
Name Role Organisation Status Date

Rima Makarem ICS Chair BLMK ICS Completed 22 Sept
Felicity Cox Interim ICS Leader BLMK ICS Completed
Nicola Smith Clinical Chair BLMK Commissioning Collaborative Completed 29 Sept
Patricia Davies Accountable Officer BLMK Commissioning Collaborative Completed 23 Sept
Chris Ford CFO BLMK Commissioning Collaborative Completed 23 Sept
Richard Alsop Dir Commissioning BLMK Commissioning Collaborative Completed 21 Sept
Nicky Poulain Dir Primary Care BLMK Commissioning Collaborative Completed 21 Sept
Sarah Whiteman Medical Director BLMK Commissioning Collaborative Completed 29 Sept
Geraint Davies Dir System Commissioning BLMK Commissioning Collaborative Completed 24 Sept
Jane Meggitt Dir Comms and Engagement BLMK Commissioning Collaborative Completed 5 Oct
Simon Lloyd Chair Milton Keynes University Hospital NHS FT Completed 27 Oct
Joe Harrison Chief Executive Milton Keynes University Hospital NHS FT Completed 25 Sept
Ian Reckless Medical Director Milton Keynes University Hospital NHS FT Completed 1 Oct
Simon Linnett Chair Bedfordshire Hospitals NHS FT Completed 11 Nov
David Carter Chief Executive Bedfordshire Hospitals NHS FT Completed 7 Oct
Dorothy Griffiths Chair Central and North West London NHS FT Completed 20 Oct
Claire Murdoch Chief Executive Central and North West London NHS FT Completed 25 Sept
Ross Graves Exec Dir of Partnerships Central and North West London NHS FT Completed 1 Oct
Jane Hannon Managing Dir, Diggory division Central and North West London NHS FT Completed 5 Oct
Mary Elford Chair Cambridge Community Services NHS Trust Completed 22 Oct
Matthew Winn Chief Executive Cambridge Community Services NHS Trust Completed 2 Oct
Mark Lam Chair East London NHS FT Completed 20 Oct
Paul Calaminus Chief Executive East London NHS FT Completed 6 Oct
Mrunal Sisodia Chair East of England Ambulance Trust Completed 21 Oct
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We have completed 38 interviews (1/2)
Name Role Organisation Status Date

Tayo Kufeji GP Clinical lead MK Completed 1 Oct
Nina Pearson GP Clinical lead BCA Completed 24 Sept
Dave Hodgson Mayor Bedford Borough Council Completed 2 Nov
Philip Simpkins Chief Executive Bedford Borough Council Completed 19 Oct
James Jamieson Councillor Central Bedfordshire Council Completed 2 Nov
Tracey Stock Councillor Central Bedfordshire Council Completed 3 Nov
Richard Carr Chief Executive Central Bedfordshire Council Completed 12 Oct
Hazel Simmons Councillor Luton Council Completed 2 Nov
Robin Porter Chief Executive Luton Council Completed 7 Oct
Peter Marland Councillor Milton Keynes Council Completed 20 Oct
Michael Bracey Chief Executive Milton Keynes Council Completed 30 Sept
Vicky Head PH Lead MK, Bedford, Bedfordshire Completed 5 Oct
Simon Wood Dir Strategy East of England NHSE/I Completed 28 Sept
Wayne Bartlett- Syree Locality Director East of England NHSE/I Completed Oct 14
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NHS England and NHS Improvement

Flu Highlight Report Date:  18/12/2020

Key deliverables for next period 

• BLMK system will focus priority work to improve uptake in 2-3 year olds, ‘at risk’ groups, 
pregnant mothers and carers including Care Homes staff

• Explore NHSE commissioned CSU provision to call up families of 2-3 year olds who 
haven’t attended their vaccines particularly with practices where we see a low 
percentage uptake. Culture specific and clinical advice available alongside these callers

• Scoping with local pharmacies to see where we have vaccines stock and whether some 
cohorts like care home staff can be directed to these pharmacies

Progress (since last report)

• Challenges remain around vaccinating school age groups due to a number of year group 
closures. Second visits and catch up clinics planned for weekends. Delivery to extend into 
Jan 2020

• Extension of flu programme to 50-64 year olds rolled out on 1st Dec
• Communications released asking 50-64 year olds to please wait to be called by their GP 

Practice for vaccinations due to prioritisation of other eligible group and subject to 
vaccine supply

• Updated ordering guidance published and additional vaccine supply has been made 
available to order from early-mid December deliveries

• Practices actively calling patients who are yet to take offer of getting their flu vaccines.  
• Specific locally place-based action plan developed to support practices in order to 

increase the uptake offer in cohorts where we are behind in achieving the national 
ambition

• Letter of eligibility have been developed with DPH and DAS for care home staff to 

access their vaccination from practices and pharmacies

Next Steps & Decisions Required

• Continue work on system mitigation plans to push vaccination uptake in 6mths to 

under 65 ‘at risk’ patients, improving uptake in pregnant mums and carers

• Continue to work with Trusts, Charities and Community Faith groups  to 

promulgate Flu messages effectively face to face where possible, via social 

media and informally

• Continue liaising with NHSE, Communications and Practices to solve any issues 

that arise around the required gap between administering Flu and Covid-19 

vaccines.

Risks & Issues

• Extension of flu programme to include healthy 50-64 year olds will put additional 

pressure on primary care workforce. Practices being advised to opportunistically 

vaccinate this cohort of the population

• Timely supply of vaccine continues to be a risk. National mitigation 09/10/20 

DHSC Guidance for General Practices accessing supplied flu vaccines states 

that the centrally ordered stock arrives during October, November and December

• News of imminent C19 vaccines and the required gap between administering Flu 

and C19 vaccines may deter uptake. As more info is released on C19 vaccine, 

the Primary care team are liaising with NHSE, Comms and Practices to problem 

solve issues as they arise

• We may face challenge in workforce to deliver the mass flu program by 

November
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• Opportunistic vaccination and robust signposting. Commitment from Hospitals in place 

• Integrated Community Diabetes Service, Integrated COPD service and Community Epilepsy service –
committed to review patients on their case load and signpost for Flu vaccination

• Mental Health inpatient services to vaccinate ‘at risk’ patients

• LD patients and SMI patients to have Flu jab as part of one-stop clinic and their health checks

• Practices were asked to look at adopting different methods to encourage patients to obtain a flu vaccine 
eg. Using self-isolating clinical staff to contact patients.

• At Risk cohorts have been conducted in Practice car park using Gazebos and medical tents which are close 
to practice with use of IT and achieved 75% uptake over 3 days which is better than last year 

Feedback on actions taken to improve under 65 at-risk group

Local feedback on current vaccine supply

• Collaborative effort working with Local Pharmaceutical Committee colleagues. 

• Regular updates via Flu bulletin and newsletter which is circulated to Pharmacies and practices 

• Social Care staff Leads are advised which Pharmacy has vaccine supply in order that Care Home staff can 
attend that Pharmacy for their vaccination

• Clinics were planned around vaccine delivery dates
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