Partnership Board for
Bedfordshire, Luton and Milton Keynes
5th May 2021
2pm to 5pm
Via Microsoft Teams
Item

Lead

Timings

Welcome
1. Apologies for absence
To receive any apologies for absence.

Chair
Chair

2.00pm

2. Declarations of Interest
To receive any declarations of interest.

Chair

2.05pm

Chair
Paper 3a

2.10pm

3. Partnership Board meeting notes
a. To approve the meeting notes of the Partnership
Board on 7th April 2021– attached
b. Action log - attached
4. Public Questions
To receive any questions by members of the public
5. Chair’s update
6. Executive Lead update
7. Financial Out-turn for 2020-21 and an Update on the
Financial Plan for 2021-22
8. BLMK 2021/22 Plan
9.

Diagnostic hubs – cancer strategy paper

10. Partnership Board Membership
11. Strategic Priorities Patient and Public Engagement
12. Consultation on a new NHS System Oversight
Framework 2021/22
13. BCA Update

14. AOB
Partnership Board work plan attached

Paper 3b
Chair

2.15pm

Chair
Verbal
Executive Lead
Verbal
DT
Paper 7
RA
Paper 8
KD/JR
Paper 9
NK
Paper 10

2.25pm

JM
Presentation
Executive Lead
Verbal
DC
Paper
to follow
Chair
Paper 14

3.50pm

2.30pm
2.40pm
2.55pm
3.20pm
3.35pm

4.10pm
4.25pm

4.50pm

BLMK ICS Partnership Board Minutes
Wednesday 7th April 2021
Time: 15:00hrs
Microsoft Teams
MEMBERS
Dr Rima Makarem (BLMK ICS Chair)
Felicity Cox (BLMK ICS Executive Lead, Accountable Officer, BLMK CCG)
Nicola Kay (BLMK ICS Programme Director)
Daphne Thomas (BLMK ICS Interim Director of Resources)
Dorothy Griffiths (Chair Central & North West London Trust - CNWL)
Dr Ian Reckless (MKUH)
Mary Elford (CCS Chair)
Alison Davis (MKUH Chair)
Paul Calaminus (ELFT CEO)
Ross Graves (CNWL Executive Director)
Simon Linnett (Bedfordshire Hospitals Chair)
Mark Lam (ELFT Chair)
Mayor Dave Hodgson (Bedford Borough Council)
Cllr Peter Marland (MK Council)
Clare Murdoch (CNWL CEO)
Matthew Winn (CCS CEO)
Cllr Tracey Stock (Central Bedfordshire Council)
Robin Porter (Luton Borough Council CEO)
Sarah Whiteman (BLMK CCG)
Lena Samuels (SCAS)
Dr Tom Davis (Acting CEO East of England Ambulance)
Terry Collins (Bedford Borough Council, Interim CEO)
Simon Wood (NHSEI EofE)
APOLOGIES
Cllr Hazel Simmons (Luton Borough Council)
David Carter (Bedfordshire Hospitals CEO)
Mrunal Sisodia (NED, East of England Ambulance)
Michael Bracey (MK Borough Council CEO)
Julie Ogley (Central Bedfordshire Council)
Mark Thomas (BLMK CCG CIO)
Jane Meggitt (BLMK CCG)
Joe Harrison (MKUH CEO)
Geraint Davis (BLMK CCG)
Marcel Coiffait (Central Bedfordshire Council CEO)
Wayne Bartlett-Syree (BLMK ICS Regional Lead Director)
ATTENDEES
Dr Tayo Kufeji (Milton Keynes CCG)
Sarah Frisby (BLMK CCG)
Nicky Poulain (BLMK CCG)
Nigel Edwards (Nuffield Trust))
Michelle Evans-Riches (BLMK ICS)
Lorna Venters (BLMK ICS)
Three Members of public
Item
No.

1.
2.
3

Discussion

Welcome
The Chair welcomed everyone to the meeting
Apologies for absence
Apologies for absence were received as detailed above
Declarations of Interest
Clare Murdoch declared a conflict of interest against item 10.
Minutes & Actions
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RM
FC
NK
DT
DG
IR
ME
AD
PC
RG
SL
ML
DH
PM
CM
MW
TS
RP
SW
LS
TD
TC
SW

TK
SF
NP
NE
MER
LV

Action

a. Minutes
The minutes of the Partnership Board which took place on 3rd
February 2021 were confirmed as a true record.
b. Actions
• Action 9 - details of Wave 5 Capital funding and the health and
care hub strategy, will form part of the Estates Strategy that is
being refreshed. Agreed – action closed.
• Action 19 - the benefits of merging the CCG will be tracked and
regularly reported to the Partnership Board. This will be included
in the forward plan. Agreed – action closed
• Action 46 - ICP level data on the uptake of the vaccine by ethnic
minorities was discussed at today’s meeting. Agreed – action
closed
• Action 47 - Modernising mental health services in Bedfordshire
is work in progress and the proposed project structure will be
circulated. Agreed – action closed
4
5

Public Questions
None
Executive Lead Update

Strategic priorities
Over the last two months work has been done on strategic priorities with
all partners and is on-going.
CCGs Merger
A draft ICS Development Plan is being presented to Chief Executives on
8th April. The draft plan which includes proposals for a draft interim
structure will be brought to the Partnership board in May, ahead of final
submission to the region in June. The aim is to have minimal changes to
current structures below director level, until the formal appointment of
the ICS Chair and Chief Executive of the ICS is made in the autumn.
The Draft Constitution will be developed and signed off when the Chair is
in place.

Work is underway to identify commissioning functions that will transfer to
the ICS. For example, specialised services, primary care contractor
functions, health and justice services, armed forces, and public health
functions.
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Noted
Continuing Covid incident
BLMK continues to run a successful COVID vaccination programme due
to its volunteers and mutual aid initiatives. 360,000 people have been
vaccinated in cohorts 1 to 9 as per the Green Book guidance. Second
dose vaccination has begun.
In BLMK for those over 70, the achievement against the national target
is 90%; 85% for 50 to 60 year olds; 85% of the 80,000 of the identified at
risk group and 87% of the 24,000 clinically vulnerable population.
The focus over the last two weeks has been on the underserved
communities. The aim is to improve the uptake of the vaccine in this
population. A multifaceted targeted approach is in place to address this.
The groups that have had lower uptake of vaccination are Asian
Bangladeshi, Pakistani and Black African and Caribbean communities,
2

as well as travellers and the homeless. Heat maps are being used to
target vaccination provision these communities.
Expected challenges over the next month relate to the supply of the
Oxford Astra Zeneca vaccine and making sure that people come forward
for second vaccine. Pregnant women and those under the age of 30 who
are susceptible to blood clots are being advised not to have the first
AstraZeneca vaccine. This may have an impact on vaccine hesitancy.
Learning disability population
• For those with known learning disabilities the national target is that
90% should be vaccinated by 14th April 2021. BLMK GP practices
and community providers are working collaboratively to offer the
vaccine to this group. All those in residential or care homes with
learning disabilities have been vaccinated, except for 27.
Additionally, the few who have declined will continue to be offered
the vaccine. There is confidence that BLMK will meet the national
target, because of the collaborative working with the teams who
know the service users, who in turn encourage each other to get
vaccinated. Data on uptake of vaccination for people with learning
difficulties will be shared
• It is hoped that a permissive and inclusive approach will enable more
people on social care records to be included on the primary care
register.
Care homes
• Take up of the vaccine by staff in elderly care homes is low
compared to residents in care homes, 60% and 95% respectively. It
seems to be informed dissent in the workforce. Public health
colleagues are working with councils to make sure that those staff
know they can access vaccines at PCN centres or mass vaccination
sites.
• The national booking service for carers closed on 6th April. Locally,
PCNs have ensured that carers have been immunised and informal
carers have had access to the vaccine.
• In Milton Keynes there has been notable concern by families of
people in care homes because it has been nationally reported that
the level of take up by care home staff is low. This has been
discussed by BLMK Directors of Adult Social Care and public health
colleagues. If a manager of a care home is supportive of the vaccine,
public health colleagues have been able to influence and negotiate
uptake of the vaccine. The NHS is not able to mandate this
contractually at national, local or ICS level.
Luton Vaccination Pilot
• Luton was part of a national three-day pilot the weekend of 26th
March when 3,400 vaccines were administered, in addition to
primary care networks continuing to vaccinate those over the age of
50 and vulnerable residents within cohorts 4 to 6.
• A walk-in bus service was set up in areas where there was low
uptake of the vaccine. The pilot helped test the concept of a more
family orientated approach. This is welcomed as certain communities
feel more comfortable coming forward as a family unit. It is
recognised that GPs and community providers attending residences
were unable to vaccinate multi-generational households due to the
guidelines.
• The pilot demonstrated that certain communities were not always
resistant to having the vaccine as previously thought. The issue was
3

Action 48
NP/ GD

•

•

•

that the system had not found the best way of helping them access
communication about the options available to get vaccinated. The
assessment of the pilot will help shape national policy for Covid and
flu vaccination.
An agile service that goes to communities is key, especially for those
who are not able to use traditional methods to access the vaccine.
The ability to reprovision the testing bus is part of Luton’s testing
strategy.
Some of those who attended the bus service explained the difficulty
in keeping appointments during the week due to caring
responsibilities and the need to isolate. People were unsuccessful
when they tried to use the national booking scheme because English
was not their first language, the system was too technical or the
telephone instructions were complicated, leaving users unable to
complete their booking.
More effort needs to be put into reaching particular parts of the
community, more so because the headline performance figures mask
local and some community variations. We need to think about how to
reach those for whom we are hard to reach. Comparable data, on
hard-to-reach groups in BLMK will be shared.

Action 49
NP / GD

The region is considering targeting the Black Heritage population.
Discussions are being held with Black Heritage GPs, and a former
governing body member, a pastor in the community, and use local
knowledge to reach that community. Consideration is also being given to
running a second pilot before the end of April 2021.
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Noted.
BLMK Partnership strategic priorities – outcomes from workshops
Two workshops were held in March, the first of which considered ICS
strategic priorities and desired outcomes for the BLMK population. The
second workshop focused on priorities 1 and 4. Although health
inequalities is a theme that threads through the first 4 priorities, it has
also been made a separate priority to ensure that it is fully considered in
the ICS’s work.
Further work on the detail of priorities 2 and 3 continues. In addition,
consideration was being given to the requirements of the statutory and
formalised boards detailed in the White Paper. More information on the
proposal for a mandated Children and Young People Board would be
shared.
There have been helpful agreements about how to work in other forums.
For example, rather than having a separate health voice on the Arc, local
authority colleagues would be provided with the right health information
to make those contributions.
Proposed next steps
• Support places to develop activities across all of the 5 priorities
• Work with places and Care Alliances to deliver place-based plans
• Develop plans for cross-cutting enablers
• Agree formal ownership and governance
Comments
There has been some tension in other ICSs when developing carebased plans, in terms of areas of work that local authorities might feel is
their responsibility. Consistency is key on the approach to issues,
4

Action 50
Executive
Lead

underlying goals and values, and how the ICS can add value to place
based solutions.
The challenge is to maintain the momentum, create a system for
learning and evaluation, revise governance and management
arrangements, as well as joining up the service delivery and population
health improvement strategies.
In terms of place base, and subsidiarity, a bottom-up approach is
preferred to top down. The overall architecture of the system, particularly
the different layers of ICS, Care Alliance and place need to be agreed
quickly.
There was more to coproduction on change and transformation with
service users and carers in the communities, and staff involvement than
is reflected in the report.
The approach outlined in the paper is welcomed by colleagues involved
in the inequalities work. It has helped inform discussion about ways of
working across the ICS, using place plans to identify local priorities, and
linking common requirements across organisations and the Care
Alliance. The link between local service plans, a population approach
and coproduction were well received. Standardisation at place level will
be challenging, as benefits must be delivered locally in a place-based
scenario with local conditions. Delivery must be as localised as possible,
rather than in centres away from communities, the effect of which is
demonstrated by the Covid vaccination programme.
It is right and proper that each place identifies its most important
activities and decides what should be prioritised within the overarching
strategic priorities.
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Noted.
Partnership Board Membership
In preparation for April 2022, the proposal seeks to expand, in the shortterm, Partnership Board representation to include other voices as
detailed below. It is proposed that core membership is capped at 35,
with the flexibility to include others not currently represented, for specific
agenda items. For example, with mental health the Board may wish to
consider inviting people from MIND and different leads from within the
CCG, ICS, the region, or patient group representatives.
Additional membership proposed for wider representation include:
• 4 Primary Care Network representatives, 1 nominated from each
place, who would not need to be a GP.
• 1 Healthwatch representative, on a 6-monthly rotating basis from the
different places
1 permanent VCSE lead
The governance and reporting lines for the representatives require
clarification.
Comments
• Be mindful that there is no duplication of matters dealt with by Health
and Wellbeing Boards, which core Partnership Board members
attend in different roles
• In preparation for next year, the membership for a larger forum
appears right and the inclusion of the voluntary sector is welcomed.
5

•
•
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The Board however would need to be a smaller group, where every
organisation may not be represented.
The larger Partnership Board could meet less often - quarterly rather
than monthly. Several ICSs have adopted this approach.
This discussion will feed into the emerging discussion on the ICS
legislation over the next 12 months, but it is equally important to have
the right people at the table and ensure that they can feed into the
ICS otherwise it will be a top-down process

Agreed: That further consideration be given to the Partnership
Board membership and a report be made at a future meeting.
Milton Keynes Care Alliance update
The initiatives identified to progress in 2021 were integrating pharmacy
provision across Milton Keynes, improving multi-professional support for
care homes, inpatient rehabilitation and increasing the acuity of some
patients in inpatient rehabilitation and developing integrated outpatient
clinics with GPs and hospital doctors. The most progress made has
been on supporting care homes during COVID.
COVID has affected progress of the other three initiatives in terms of
primary care, rehabilitation, mental health, and paediatric services.
In setting its priorities the Alliance has considered the Health and
Wellbeing Strategy and mapped the requirements against the long-term
plan and the extent to which integration supports progress of the
priorities. This will form part of discussion at the Care Alliance workshop
on 21st April 2021. It is expected that by the end of April 2021 there will
be clarity on what the Alliance wants to achieve for 2022.
The Alliance’s aim is to identity key strategic aims that can deliver locally
and add value to the whole ICS, which might require support from the
ICS.
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Noted.
Finance Update

As at 30th March a deficit of £5.3m was recorded for the year
2020/2021.There is potential for this to improve subject to awaited
funding decisions. It is expected that the system will reach breakeven
overall, part of which is also due to elective recovery planned costs not
being realised.
Financial planning for 2021/22 has been set so that the terms from the
2021 financial year are the same for the first half of 2021/22. This will
mean a continuation of current contracts for most of the NHS, with the
exception being mental health and community services where there is a
requirement for a full year of plan to be submitted. The £500m allocated
nationally for mental health is for 2021/22 only because the long-term
plan foresees investment rising for the next three years to 2023, due to a
surge in mental health conditions. The Treasury has therefore pulled
forward the 2022 funding.
Regarding capital, the NHS is aspiring towards having a longer-term
settlement which would help with long term planning. The Strategic
Estates Group is taking this into account as part of the Estates Refresh
Strategy.

6

ACTION 51
RM/FC

The national planning guidance was issued on 25th March 2021. The first
iteration of that plan due within a month, will be brought to the ICS for
sign off at the beginning of May.
Noted.
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Inequalities and VCSE update
The VCSE Leadership Programme continues with oversight from the BLMK
VCSE Steering Group that represents all Places.

The Partnership Board was asked to consider VCSE representation
when deciding on the future governance arrangements for the Board for
a single VCSE seat as a core member of the Partnership Board and up
to two more VCSE attendees for specific agenda items. This would allow
flexibility to support specific areas of discussion in the future.
Comments
• There needs to be clarity about whether the VCSE representative
would be a core decision-maker and the nature of the decisions they
would affect, bearing in mind that they do not have budget
responsibilities
• If the representative is to be a decision-maker, perhaps this should
be at Health and Wellbeing Board level
• When the new governance structure is in place, the Board will be
better placed to make an informed decision on this proposal
• Membership of the VCSE Steering Group was requested

10

Agreed: This will be brought back to the Board for further
consideration.
AOB
None

The meeting closed at 17:04 hrs
12th April 2021
Lorna Venters
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Action 52
PC

BLMK Partnership Board Action Log
Ref

Date

Item

Action

Responsible

Deadline

Status

50

7-Apr-21

BLMK Partnership
strategic priorities –
outcomes from
workshops

To share paper making reference to a
Children's and Young Person's Board

Anne Murray

Apr-21

Open

9

4-Mar-20

Health & Wellbeing
Strategies

That a detailed report be made to the next Daphne Thomas
meeting on Wave 5 Capital funding and
the health and care hub strategy.

Apr-21

Closing

July 20 - Wave 5 Capital bids delayed due to Covid 19
The estates strategy will be refreshed post-CV19 and in line
with the reset of the LTP.
13.01.21 - Deferred to April 2021.
07.04.21 - Agreed to close action.

46

3-Feb-21

Continuing Covid
incident

To circulate ICP level data on the uptake
of the vaccine by ethnic minorities

Executive lead

Feb-21

Closing

07.04.21 - discussed at the meeting, agenda item 8

47

3-Feb-21

To share details of the proposed project
structure with the PB

Paul Calaminus

Feb-21

Closing

07.04.21 - WIP, ongoing. PC will share project structure.
Agreed to close action.

48

7-Apr-21

Modernising mental
health services in
Bedfordshire
Continuing Covid
incident

Apr-21

Closing

28.4.21 data shared

49

7-Apr-21

Apr-21

Closing

28.4.21 data shared

51

7-Apr-21

May-21

Closing

Report on Agenda 5 May 2021

52

7-Apr-21

Apr-21

Closing

Included in the item on membership of PB item on the agenda
for 5 May 2021

Continuing Covid
incident
Partnership Board
membership

Inequalities and VCSE
update

To share data on take-up on vaccine take Geraint Davies
up by those known to have learning
Nikki Poulain
disability
Geraint Davies
To share comparable data, on hard-toreach groups in BLMK will be shared.
Nikki Poulain
That further consideration be given to the Chair / Executive Lead
Partnership Board membership and a
report be made at a future meeting.
That the matter regarding VCSE
representation on the Patnership Board
be brought back to the board as a future
meeting

Paul Calaminus

Comments

Meeting title
Report title:
SRO:
Report Author:

BLMK Partnership Board
Date: 5 May 2021
BLMK System Financial Update Agenda item: 7
20-21 and Plan Update 2021-22
Name: Felicity Cox
Title: Accountable Officer
BLMK CCG’s and Executive
Lead BLMK ICS
Name: Daphne Thomas

Document
summary

Title: Interim Director of
Resources BLMK ICS

This paper sets out the final expected financial position against
plan for the financial year ended 31 March 2021 (slide 3) which
is a surplus of £1.7m against a deficit plan of £16m. This was
due to the combined impact of additional unbudgeted funding
being made available in year and lower costs due to elective
recovery and its associated costs having been curtailed due to
the second Covid wave
The rest of the paper (slides 4-11) provides a briefing on the
financial planning process for the 21-22 BLMK Financial Plan
comprising the following:
- Background information on national NHS planning for
financial year 2021-22;
- An overview of the financial envelope allocated to the
BLMK system and a proposed methodology to allocate the
system elements of the funding (£34.5m of the system total
of £821m) as recommended by the BLMK DoF Group and
endorsed at the BLMK CEO Group;
- Summary of the first cut of the draft financial plans across
BLMK including key assumptions and risks;
- Breakdown of the deficit of £20m against the allocated
financial envelope which will need to be closed to reach
break-even prior to plan submission on 6th of May 2021;
and
- Proposed next steps for finalisation and approval.

Ask of the
Partnership
Board

To note the financial results for the financial results for the year
ending 31 March 2021 and the approach set out in the paper to
submitting the financial plan for the BLMK ICS.

Potential Risks
and Issues

If there is insufficient revenue funding in the BLMK system then
then there may inadequate monies to fund essential services
leading to issues with service quality and patient safety.

Information
Approval
To note
Decision
Purpose
x
(tick one box only)
Recommendation It is recommended that the Partnership Board notes the
financial results for the year ending 31 March 2021 and the
approach set out in the paper to submitting the financial plan
for the BLMK ICS.

Document
history
Appendices

Financial Planning Update paper to CEO Group 22 April 2021.
None

Financial Update
BLMK Partnership Board
5 May 2021
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Contents
1.

Out-turn for the financial year ended 31 March 2021

2. Financial Plan for year ending 31 March 2022
2.1
2.2
2.3
2.4
2.5
2.6
2.7

Background
System financial envelope overview
The BLMK financial envelope
Proposal for allocation of system elements of the envelope
Elective Recovery Fund
First cut of plans
Next steps
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1. Out-turn for the Financial Year ended 31
March 2021
BLMK CCG's
Bedfordshire Hospital Foundation Trust (BHFT)
Milton Keynes University Trust (MKUH)
Total BLMK surplus

£m
1.4
0.3
0.0
1.7

• The first half of the year (H1) was break-even as previously reported due to H1
financial regime of “Topping Up” to break-even.
• For the second half of the financial year, BLMK submitted a plan which was a deficit
of £16m against the allocated financial envelope. The final expected position
(subject to audit) is a surplus of circa £1.7m (above) due to additional unbudgeted
funding becoming available during the period in combination with lower costs due
to elective recovery and its associated costs having been curtailed due to the
second Covid wave.
Note :the surpluses above are at “control total “ level – there are other technical adjustments in
the financial results in the statutory accounts.
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2.1. Background - overview
2021/22 priorities and operational planning guidance were published on Friday 27 th March, 2021. The
system financial envelope for BLMK was also published covering the first half of the financial year only
(21-22 H1). This envelope is largely a roll-over of the second half of the 20-21 financial year (20-21 H2)
and there is an expectation from NHSEI that each system is expected to break-even within this financial
envelope and without resorting to non-recurrent means.

The deadline for submission of the financial plan is 6th of May 2021, with an East of England regional
pre-national submission deadline of 4th of May 2021. A separate full year financial plan for Mental
Health is also due on 6th May and requires system approval.
At this stage there is no indication of the likely financial regime for second half of the financial year (2122 H2) except that the efficiency target is likely to increase from the 0.28% included in 21-22 H1
provider assumptions.
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2.2. Financial Envelope: overview
The financial envelope comprises adjusted CCG allocations, system top-up and COVID-19 fixed
allocation, based on H2 2020/21 envelopes, adjusted for known pressures and policy priorities. For
BLMK the envelope covers the BLMK CCG and the two acute trusts (Bedfordshire Hospital Foundation
Trust, BHFT, and Milton Keynes University Hospital, MKUH).
Block contract arrangements remain in place for all NHS providers (no contracts need to be signed)
but Non-NHS providers require signed contracts (including the acute independent sector - IS).

Systems will have access to additional growth funding as follows:
•
•

•
•

Acute services – access to additional funding through the Elective Recovery Fund;
Mental Health services – additional CCG programme funding and service development funding
(SDF) to deliver MHIS and LTP priorities (part of Spending Review national funding of circa £500m);
Primary Medical Care services – additional growth issued in line with 2021/22 published CCG
primary medical care allocations; and
Community services – funding for demographic growth is within system funding envelopes. Access
to non-demographic growth via SDF for transforming community services, including accelerating
the roll-out of the two-hour crisis community health response at home

Specific COVID-19 services and national SDF are funded outside this envelope and funding for IS
services contracted by CCGs has been adjusted back to historic levels.
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2.3. BLMK Financial Envelope
BLMK
CCG
£000's
H2 envelope funding by organisation:
CCG allocations incl running costs
MHIS, SDF and IS adjustments
Adjustments for Spec Comm and high cost drugs
System top-up - indicative organisation values
CNST inflation
Subtotal by organisation (non-discretionary)

754,491
(6,165)
(59)
748,267

BHFT

MKUH

£000's

£000's

(508)
16,278
1,490
17,260

(270)
20,577
615
20,922

Total
BLMK
£000's

Notes

754,491
(6,165) Based on roll-forward of 2020(837) 21 H2 plus adjustment for
36,855
growth and Q3 out-turn
2,105
786,448

*

Proposed split of system-wide funding:
Covid funding (20-21 allocation)

27,027

Support for loss of income

1,738

Programme growth funding
Subtotal discretionary funding
Total H1 system envelope funding

*

5,834
34,599
748,267

17,260

20,922

**

821,047

£786.448m of the envelope is directly assigned to organisations in BLMK

needs to plan collaboratively to determine the distribution of these funding elements
* * BLMK
totalling £35.598m (see next page)
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2.4. Proposed allocation of system-wide funds
Subtotal by organisation (non-discretionary)

BLMK
CCG
£000's
748,267

BHFT

MKUH

Total
BLMK
£000's
786,448

Notes

£000's
17,260

£000's
20,922

8,405

13,022

5,600

27,027 Preliminary non-binding split

0

1,158

579

1,738 Preliminary non-binding split

4,319

1,071

444

5,834

12,724

15,251

6,623

34,598

760,991

32,511

27,545

821,047

Proposed split of system-wide funding:
Covid funding (20-21 allocation)
Support for loss of income
Programme growth funding
Subtotal discretionary funding
Total H1 system envelope funding

0.5% uplift for blocks with
remainder to CCG

•

Covid funding: ICS DoF Group has recommended a place based agreement on distribution of Covid
monies. Discussion will focus on incremental and additional investment, to support recovery. As this
discussion is unlikely to be completed before 6th May plans will include 20/21 H2 split by organisation
(reflected above). If agreement not reached, default position by organisation is 20/21 H2 split. This
approach has been endorsed by the CEO Group.

•

Support for loss of income: split to be agreed by acute Trust DoF’s.

•

Programme growth funding: ICS DoF group recommend 0.5% uplift as per the planning guidance to intra
system Trust contracts. The remainder going to the BLMK CCG to fund 0.5% contract block uplifts for
inter-system organisations and other programme growth requirements in line with the planning
guidance (community contract demographic growth, Better Care Fund uplift, Funded Nursing Care,
Prescribing etc).
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2.5. Elective Recovery Fund (1/2)
The Elective Recovery Fund (ERF) is designed to reimburse systems for the additional costs of the
higher levels of elective and outpatient activity.
Payment will be made to systems for activity delivered above nationally thresholds vs 2019/20
thresholds (including inpatient and outpatient activity, NHS and IS providers and CCG and spec comm
commissioned activity).
The baseline will be calculated based on a £ value based on tariff prices. Activity delivered will be
calculated on the same basis so more complex activity is given full value.

The scheme will operate on an individual month basis, rather than cumulative, to incentivise systems
that don’t meet targets early in the year to continue with recovery activity and is measured at system
level rather then by organisation.
To access ERF, systems will need to demonstrate how delivery of their elective plans is supporting five
key objectives (gateways): health inequalities; transforming outpatient services; system-led recovery;
clinical validation of waiting lists and long waiters, and; people recovery. Regional teams will review
progress of deliverables and will determine is gateway criteria are met.
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2.5. Elective Recovery Fund (2/2)
Thresholds have been set nationally taking account of ongoing productivity constraints due to
infection control measures.
There will be a staged increase of thresholds across the first quarter in recognition of the ongoing
challenges in re-establishing affected services and workforce recovery. The profile for the thresholds
(as a % of the value of the 2019/20 activity) will be:
• April 2021 – 70%
• May 2021 – 75%
• June 2021 – 80%
• July – September 2021 – 85%
For activity done between the target thresholds and 85% systems will receive an additional payment
at 100% of tariff.
Additional activity above the 85% level will receive the equivalent of 120% of tariff to take into
account the additional pathway costs (eg critical care and diagnostic imaging) and the costs of setting
up additional clinic sessions.
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2.6. First Cut of Plans: BLMK system

BLMK CCG's
BHFT
MKUH
Total BLMK surplus/(deficit)

2020-21 Actual
6m to March 21
£m
0.7
0.3
0.0
1.0

2021-22 Plan
6m to Sept 21
£m
-5.5
-10.6
-3.9
-20.0

Key assumptions
• BLMK CCG position includes £4m of contingency;
• MHIS assumed to be achieved;
• Providers assuming that ERF thresholds achieved – activity projections are still work-in-progress
(system approach to planning); and
• All Covid funding in CCG and acute positions at present (i.e. none in community or MH providers)
Major risks
• CCG: unfunded costs of hospital discharge programme, MHIS, prescribing costs;
• Providers: Ockenden costs, new junior doctors rota, PDC impact.
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2.7. Next steps
•

Note the proposed methodology from ICS DoF Group and CEO Group to allocate £34.5m
of system funding which will be a place-based, benefits-driven discussion on how
incremental investment will support recovery and restoration; and

•

The next step of planning is to address risks in plans and close £20m planning gap in
order to submit a plan which is financially balanced within the allocated financial
envelope.
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1. Introduction
This paper provides an update on progress in developing a local system plan that responds to the national
priorities and fits with local plans for the development of services across BLMK.
The paper also seeks to draw out elements of the plan that require particular focus and attention over the
coming weeks.
2. Planning Priorities & the Planning Process
The planning guidance and associated documents were published on 25 March 2021.
There were three documents published:
➢ 2021/22 Priorities and Operational Planning Guidance
➢ 2021/22 Priorities and Operational planning guidance: Implementation Guidance
➢ Guidance on Finance and Contracting arrangements for H1 2021/22
Since then additional guidance had been received in a number of areas to clarify the ask and the process is
supported by the need to complete a number of template submissions and a supporting narrative.
There are 6 national priorities:
“A. Supporting the health and wellbeing of staff and taking action on recruitment and retention
B. Delivering the NHS COVID vaccination programme and continuing to meet the needs of patients with
COVID-19
C. Building on what we have learned during the pandemic to transform the delivery of services, accelerate the
restoration of elective and cancer care and manage the increasing demand on mental health services
D. Expanding primary care capacity to improve access, local health outcomes and address health inequalities
E. Transforming community and urgent and emergency care to prevent inappropriate attendance at
emergency departments (ED), improve timely admission to hospital for ED patients and reduce length of stay
F. Working collaboratively across systems to deliver on these priorities.”
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Compared to a “normal” planning round the timescale is extremely tight:
Key Tasks

Date

System finance plan submission.
Mental Health finance submission
Draft activity, workforce (primary and secondary care) and MH workforce
numerical submission

Thursday 6 May
2021

Draft narrative plan submission
Regional confirm and challenge

Mid-May 21, dates
TBC

Non-mandated provider organisation finance plan submission

w/c 24 May 2021

Final activity, workforce and MH workforce numerical submission
Final narrative plan submission

Thursday 3 June
2021

Much of what is required nationally dovetails with local ambition. However, a review is underway of the
priorities previously articulated in the CCG draft commissioning strategy to ensure that those things that
remain aligned with what we need to do to support restoration and reset in 21/22. Our intention is to align the
plan to the emerging ICS priorities.
As agreed by system partners, the process of plan development is being managed and monitored in the
weekly Reset and Restoration meeting with weekly reports to the Recovery and Ongoing Covid Management
for the BLMK System Group (formerly Strategic Health Cell).
We are utilising a PMO approach to ensure the timely delivery of the various plans and templates.
We will need to provide:
•
•
•
•
•
•
•
•

Activity and performance template
Workforce template
Dedicated mental health workforce template
System financial planning template
Provider financial planning templates
Dedicated mental health CCG planning template
Resilience template
Single system co-produced supporting narrative template

Commissioners are coordinating much of the work, liaising with provider colleagues to ensure a system
response.
All of the priorities require local action. However, for the purpose of this update, I have sought to highlight (in
the following section) areas of particular focus or concern for us as a system in developing the first cut
submission of the plan.
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3. Key Focus Areas, Risks and Challenges
The following paragraphs seek to draw out some of the key challenges to face as a system in developing and
then delivering our plans for 2021/22. All of these issues are currently the subject of intensive work and focus.
3.1 Finances
As is always the case, balancing the system finances will represent significant challenge to ICS partners,
particularly in the shortened timeframes and with the complexity of current funding arrangements. The new
financial flows, such as the provider “block” funding arrangements provide certainty, but the discretionary
elements such as specific Covid funding and Service Development Fund are the subject of ongoing discussion
via the ICS DOF group.
The financial regime is further complicated by the way that Covid funding flows to partners “headquartered”
outside of BLMK.
Having clarity on the finances is critical to the development of the plan in terms of our collective ability to match
resources to our ambitions for service restoration and improvement.
3.2 Elective Services
3.2.1

Waiting list Reduction

Waiting list reduction is a key element of our plan and will be in the spotlight politically. Our plans need to
reduce the waiting list position by restoring services to at least the following % of pre Covid levels, in order to
gain access to the additional Elective Recovery Fund (ERF);
“70% for April 2021
75% for May 2021
80% for June 2021
then 85% from July to September 2021”
There is further detail regarding other steps ICS’ will need to make to qualify for the funding and our delivery of
these will be detailed in the narrative plan.
Partners need to consider and agree the scope for mutual aid / sharing of waiting lists to equalise waiting
times across BLMK. Additionally, intelligence suggest that there will be a maximum wait expectation of 98
weeks, but systems will be encouraged to agree a level of ambition below this maximum.
In order to reduce the lists and gain access to the ERF, we will need to optimise the utilisation of independent
sector provider capacity both via direct commissioning with the CCG and sub-contracting arrangements led by
acute providers. Plans and contracts are in place to deliver this.
Clearly, this is a very high priority to address for patient experience, but it is also one that is backed by
additional funding if the levels of progress currently seen are maintained through the year. However and
obviously, further Covid peaks will undermine this progress.
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3.2.2 Demand Management
As well as reducing the current waiting list, we need to effectively manage future demand for care. A
programme of work is being established that seeks to do this, taking examples of effective practice and
spreading these. Referral management, “advice and guidance”, use of community alternatives and shared
decision making need to form part of the plan.
3.3 Non-elective Pathways and Continued Management of Covid
3.3.1

Flow and demand modification

To enable elective recovery, we must maintain flow through our system, and prepare for further Covid waves.
We have managed comparatively well through the Covid incident thus far, but will need to make sure we are
reducing Length of Stay and maintaining flow. This will include work both within acute hospitals to reduce
internal delays and working as system partners to ensure full and robust Discharge to Assess (D2A) processes
are in place across BLMK.
Hospital discharge funding is confirmed as available in the early part of 2021/22. We need to ensure that,
particularly in Bedfordshire, the “home first” ethos is embedded, reliance on beds, particularly step down beds
is safely reduced, such that the system functions well and is affordable.
We will need to ensure a rapid community response (within 2 hours) is available to mitigate demands on acute
capacity.
The above represents a significant challenge for all partners to be resolved at place.
Additionally, NHS111 needs to become the primary route to accessing urgent care including the ability to
directly book into services eg Emergency Departments, Same Day Emergency Care on hospital sites and
others.
We need to also properly embed approaches such as GP and geriatrician liaison that will reduce ambulance
conveyance, particularly to Bedfordshire hospitals.
3.3.2

Same Day Emergency Care (SDEC)

During the Covid 19 incident much of our SDEC capacity was converted to bedded, to manage demand.
However, we need to work to deliver the Same Day Emergency Care and Frailty Pathways as specified in the
Long Term Plan.
3.4 Mental Health Services (Both Adult and Children & Young People)
We are expected to deliver the ambitions set out in the Mental Health Implementation Plan 2019/20–2023/24,
which expand and transform services and deliver the mental health ambitions outlined in the Long Term Plan.
This will all need to be delivered within the context of the significantly increased demand for mental health
services as a result of Covid.
The Mental Health Investment Standard (MHIS) itself does not represent a risk – it is a must do. However,
whilst recognising that it represents a minimum level of investment in mental health services, there is little
discretionary funding available in CCG allocations to go beyond the minimum, yet there are significant cost
pressures and calls for investment that need to be managed. At the same time there are significant workforce
challenges to address in developing services at the rate required. Good progress has been made on agreeing
this year’s MHIS, but work needs to focus on ensuring we do not have cost pressures in coming years.
Locally, Section 117 aftercare costs continue to grow beyond expected levels year on year. Meeting this cost
is reducing our ability as a system to invest in other services and will be a priority for action in 21/22. NHS and
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Social care partners will address this jointly and look for solutions that maintain or improve outcomes for
patients while reducing overall costs.

3.5 Maternity
We will need to restore Maternity Services to enable provision in line with pre-Covid levels. However, the
emphasis is very much on enhanced and safer services – we need to respond to the Ockenden Review and
our Local Maternity and Neno-natal System (LMNS) will need to take on greater responsibility for ensuring that
maternity services are safe for all who access them, and will be accountable to the ICS for doing so.
3.6 Workforce
Delivering all of our services is entirely predicated upon our workforce. Much has been put in place to support
staff, but the full impact of the Covid 19 incident will only become clear over time. Also, much of our ambition
rests upon actually increasing, flexing and empowering workforce and work to ensure this will need to be
reflected in both the Workforce Planning submission and our narrative plan.
As we develop longer term plans for workforce expansion, there is a short term need to maintain reliance on
bank and agency staff to, for example, reduce waiting lists in line with expectations.
3.7 Inequalities
Covid has exposed significant health inequalities in our populations. During the restoration phase, we must
focus on redressing these inequalities and ensuring that we improve provision and access for underserved
communities and individuals.
Accordingly, the plan needs to have a “golden thread” running through it where we are able to demonstrate
actions to tackle inequality.
3.8 Triangulating our plans
Triangulating plans between commissioner and provider is critical and has historically been a challenge. To a
large extent we have mitigated the risk of misalignment through the way we have set up to work this year, with
commissioners working with providers to develop plans and using provider activity.
What remains a significant challenge for us is triangulating finance, activity and workforce plans at system
level as plans crystallise. This will be a focus for us over the remainder of the planning process.
4

Conclusions
• Good progress is being made in developing the plan.
• There remain however, some significant challenges ahead in restoring services that our plan must
respond to.
• Clarity on available funding, in all its forms is key to driving the plan forward.
• Waiting list reduction will have a very high profile moving forward and our plan must articulate an
ambition for reducing overall numbers and a maximum waiting time for which delivery will be supported
with the Elective Recovery Fund.
• There remains a need to reform the system in important areas in order to maintain flow / free up
resource for investment. These include but are not limited to;
o Home first approaches and embedding of Discharge to Assess
o Rightsizing community bed stock, particularly in Bedfordshire
o Stemming the rising costs of S117 aftercare
• Ensure that the inequalities exposed by Covid are tackled and that reducing inequalities runs like a
golden thread through our plans.
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•

We must at the same time as restoring services, ensure system resilience to respond to future Covid
waves, and to mitigate the impact of these via a highly effective vaccination programme.

Page | 7

Meeting title
Report title:

Date: 5 May 2021
Agenda item: 9

SRO:

BLMK ICS Partnership Board
BLMK Diagnostic Strategy –
Building a Case for Change
Name: Dr James Ramsay

Report Author:

Name: Kay Dhesi/James Ramsay

Title: BLMK Cancer
Transformation Lead

Document
summary

Title: BHT Respiratory
Consultant and Medical
Director

This report introduces Sir Mike Richard’s paper; Diagnostics:
Recovery and Renewal and its strategic intent with a view to
highlight the implications of the report and BLMKs current position
regarding diagnostics.
The Richards Review is a high level case for change in diagnostics.
A diagnostic strategy across the BLMK system is therefore a
priority, aligned to the newly established East of England
Diagnostics Board. In March 2021, the EOE Diagnostics Board
formally agreed its TOR and has set out some key priorities for the
implementation of the Richards Review through regional
programme plans and frameworks.
A clear message for Integrated Care Systems is that each system
should have a Diagnostic Clinical Lead and form a programme
structure which will provide an assurance framework and strategic
intent for the development of the key recommendations from the
review including a local diagnostic strategy. This strategy should
align with the core purposes of ICSs:
1. Improving outcomes and population health and healthcare
2. Tackling inequalities in outcomes, experience and access
3. Enhancing productivity and value of money
4. Helping the NHS to support broader social and economic
development

Ask of the CEO
Group
Potential Risks
and Issues
Purpose
(tick one box only)
Recommendations
agreed at BLMK
CEO Group 22
April 2021.

The CEO group are asked to approve and take forward the key
recommendations from the regional board and agree the proposed
diagnostics programme structure for BLMK.
To note the content of the paper.
None
Information

1.
2.

Approval

To note

√

Decision

Approved the development of a diagnostics strategy
across BLMK for 2021-2025.
Agreed that a BLMK diagnostics work plan is
developed to deliver the strategy, subject to allocation
of funding. The plan is to be aligned to the BLMK
recovery plan in response to the pandemic.

1

3.

4.

Agreed SRO representation – yet to be agreed at the
EOE Regional Diagnostic Board and appropriate
senior representation at regional steering group
meetings, imaging networks and NHSE meetings.
Agreed that representation across imaging networks
is reviewed and fed into the BLMK Diagnostics
Programme Board.

Document history

None

Appendices

Appendix 1 - EOE Programme Briefing Pack to support planning
2021-2022 16 April 2021
Appendix 2 – BLMK Imaging Summary w/e 28 February 2021
Appendix 3 – Imaging Networks briefing paper by Aparna
Belapukar

Introduction
The need for radical investment and change has been highlighted and endorsed by NHS
England in Sir Mike Richards report: Diagnostics Recovery and Renewal. The report details
an urgent response to deliver safe, high quality diagnostic services in an endemic phase of
the current pandemic and to support the recovery of diagnostic services. Our current crisis
over Covid-19 has also amplified the need to be bold and take the learning from the pandemic
and shape diagnostic services in a more integrated manner which puts the patient at the centre
of the diagnostic pathway. The report states the requirement of health care systems to embed
the many changes we have already witnessed in diagnostic pathways such as increased use
of virtual consultations and the use of community services. Early diagnosis is key to the
development of new models of care which will need to incorporate access to diagnostics in
community and primary care.
Overall the key actions from the report are as follows:
• Acute and elective diagnostics should be separated wherever possible to increase
efficiency.
• Acute diagnostic services (for A&E and inpatient care) should be improved so that
patients who require CT scanning or ultrasound from A&E can be imaged without
delay. Inpatients needing CT or MRI should be able to be scanned on the day of the
request.
• Community diagnostic hubs should be established away from acute hospital sites and
kept as clear of Covid-19 as possible.
• Diagnostic services should be organised so that as far as possible patients only have
to attend once and, where appropriate, they should be tested for Covid-19 before
diagnostic tests are undertaken.
• Community phlebotomy services should be improved so that all patients can have
blood samples taken close to their homes, at least six days a week, without needing
to come to acute hospitals.

Diagnostic activity is an essential component of over 85% of clinical pathways. The
NHS spends over £6bn a year on over 100 diagnostics services and carries out an
estimated 1.5bn diagnostics tests.
This shift in care will no doubt require major investment in facilities, equipment and workforce
alongside innovative approaches to deliver care across our system. BLMK have already
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embarked on the development of RDCs (Rapid Diagnostic Centres) also referred to as RDS
(Rapid Diagnostics Services) which are specifically funded for Cancer services. This
programme of work of funding is for four years (2021-2024). However there is a need to align
diagnostic development across the system due to the increase in activity and demand for a
more co-ordinated approach to diagnostics including advanced technology such as AI.
The report highlights the need for sufficient clinical and managerial leadership at national,
regional and local levels. There is an urgent requirement to establish networks for imaging,
pathology, endoscopy and cardiorespiratory diagnostics. These networks will drive change at
a local level alongside those for genomics. The desired outcomes of which will also mean
improvement in commissioning arrangements at a local and regional level. This will also
enable economies of scale such as efficiency gains through bulk buying of imaging equipment;
reduced installation costs in non-acute sites; avoidance of duplication of imaging between
hospitals; reductions in outsourcing of image acquisition and reporting; efficiencies of patient
throughput; skill-mix initiatives; and significant reduction in acute admissions and lengths of
stay.
The agenda for change in diagnostics is massive and will require strong leadership, robust
decision making with a clear strategic intent for health care systems to bring about
improvements and radical change for their population. Population based health outcomes are
key to success. The BLMK ICS is required to provide a platform across the system where our
ambitions through our Long Term Plan and our ICS priorities framework are implemented,
monitored and aligned to the 24 key recommendations from Sir Mike Richard’s report which
is now understood to be the diagnostics chapter within the NHSE Long Term Plan.
The East of England Region have responded to the key recommendations of the Review and
the pandemic by setting up a EOE Diagnostics Board which will set the scene for developing
diagnostics at a regional and systems level (Appendix 1 ). The board meets on monthly basis.
National and Local Context
The Richards Review notes that diagnostic services were a tipping point before the COVID19 pandemic. Without investment it emphasises that waiting times were unlikely to be met and
many LTP commitments: for cancer, heart disease, stroke, respiratory diseases, the reform of
same day emergency care and outpatient services; would all be jeopardised.
In terms of CT, MRI and PET-CT equipment England lags behind the OECD (Organisation for
Economic Co-operation and Development) averages per million population, ranking lowest
among 23 countries for CT scanner provision. A baseline of equipment and provision of these
services is a priority so that planning assumptions can be made for future models of care.
Our ICS landscape needs to embrace and harness the opportunity to develop our diagnostics
services across place with a view to improve and provide services that respond to our key
system priorities (Priority 2: people are supported to engage with and manage their
health and wellbeing) the goals of which are to:• Improve levels of wellbeing in the population, with people able to manage their own
health and wellbeing
• An increase in the number of years of health life expectancy
• A reduction in the gap between highest and lowest decile healthy life expectancy
• A reduction in premature mortality in BLMK
Our system needs to consider the 24 recommendations across 5 areas of diagnostics which
are broken down by (1) New Service Models, (ii) Equipment and Facilities, (iii) Workforce,
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(iv) Digitisation and Connectivity, (v) Delivery the Change, (vi) 9 annexes covering the
clinical case for change and pathways that need review.
Developing a diagnostic strategy aligned to the Richards Review will allow the health and
social care economy to work differently and harness new care models that meet the needs of
our population. It is imperative that the system reduces variation in access to services and
focusses on equality of services for its population particularly for hard to reach groups within
our population.
Local systems will be asked to produce a scalable diagnostics strategy set against the national
proposed priorities:• Digital infrastructure for imaging and pathology services
• Diagnostic Workforce
• Growing diagnostic capacity through Community Hubs and provision of additional IS
capacity
• Diagnostic Equipment
A national capital diagnostic programme has been confirmed for 2021/2022 which is as
follows:• £325m single year investment in diagnostics
• £100m from test and trace for LIMS (laboratory information management system)
replacement
• £1m for programme support across 6 ICs (£166k – BLMK)
• £70m from NHSX budgets for digital diagnostic projects
Currently associated revenue settlement has not been confirmed but the anticipated revenue
impact is £286m COVID-19 recovery fund, £166m NHS operational budget and £38m NHSE/I
spending review. Confirmation of the revenue budget is expected very soon.
Detailed implementation plans will need to be finalised at national, regional and local level
once the capital and revenue budgets are confirmed. A rolling programme of investment in
additional and replacement equipment and workforce capacity building measures across
2021-25 period is anticipated when a multi-year spending review is undertaken A number of
timescales have been identified by the regional team;•
•
•

•

That the Richards Review recommendations are merged into all existing planning and
programme frameworks, at regional and systems levels. By Mid-June 2021
That the Region works with systems to embed national and regional priorities into
operational plans for 2021-2022. By Mid-June 2021
That a regional diagnostics work plan is developed, subject to final confirmation of the
funding allocation. The work programme should include further recovery work needed
in response to the pandemic, and transformation work associated with the Richards
Review. Draft to next Diagnostics Board meeting. Regional sign-off by end of
April 2021.
That the Adapt and Adopt programmes are reviewed and appropriate aspects
transitioned into the regional Work Plan, ensuring that system level engagement
through the regional steering groups for CT/MRI and endoscopy is no lost. Completed.

There is an urgent need for BLMK to identify a Diagnostics Lead and a programme
board which will deliver a local action plan that underpins assurance to the Regional
Diagnostics Board. Representation at all levels of the regional programme will be a key
priority including imaging networks.
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Programme Structure
The diagnostics programme is a large scale programme which will require a sustainable
infrastructure to deliver the national mandate. A suggested programme structure for BLMK
has been drafted and will need to be put in place with immediate effect as the timescales for
delivery are fast paced. The programme structure and delivery team are being considered
following the BLMK CEO Group meeting on 22 April 2021. It was agreed that CEO’s would
consider existing resources within the system to support the programme through the Care
Alliances. The CEO Group raised that the programme allocation from EOE Cancer Alliance to
support the programme should be spent on the delivery of the programme.
The framework for the programme is based upon our experience of the BLMK Cancer
Transformation Programme which has been successful with lessons learnt :•
•
•

Funding has been made available on an annual basis. At times the delay in receiving
funding has meant that the programme has been working within tight timescales and
not enough clarity.
It is fair to say that moving at a pace with change and transformation has shown that
the ICS system has not been ready due to organisational cultures, competing priorities,
skills and workforce capacity and finally accountability and shared ownership.
Developing system wide teams is crucial to success.

BLMK Case for Change
At a national level there is recognition that demand for almost all aspects of diagnostics is
rising at a rate where it is outstripping capacity. An impact of which is not achieving diagnostic
waiting times standards with a knock-on effect on cancer and elective care.
Rising Demand for Diagnostics at BLMK has partly been driven by increased activity across
many aspects of acute hospital activity Due to poor population outcomes across the system
we need to facilitate and develop new models of care for earlier diagnosis. These models will
incorporate new ways of working and increased access to diagnostics delivered in the primary
and community setting. Delivering care outside of hospital is a key priority set out by the EOE
Regional Diagnostics Board. Primary and Community care organisations will need to rise to
the challenge of providing care closer to home.
Whilst demand for diagnostics is likely to increase due to clinical and patient expectations a
key aspiration of working differently will be to eradicate unnecessary testing. Currently the
system is modelling demand and capacity plans for stabilising, restoring and resetting
the system post lockdown. This will be challenging for our system as clinicians are fatigued
due to the demands of the pandemic and are being asked to embrace new models of care at
a time when ‘resetting’ the system is a key priority. A key measure of success will be
handling change in a demanding environment which is unprecedented with a backdrop
of an embedded culture resistant to change.
Recent diagnostics activity has been shared by the EOE regional diagnostics team see
Appendix 2. Work is underway to reset and recover baseline activity through the recovery
programme aligned to the newly formed EOE diagnostics board.
It is worthy to note that initial work was undertaken to get baseline data as to where the
system is placed with all diagnostics modalities. It is crucial that we have baseline
information to inform our planning. Currently Endoscopy and Imaging information is
available. As endorsed by regional colleagues there remains gaps in getting
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information from other modalities, this is a common problem across all ICSs as data is
not organised centrally. BLMK have offered to be an early adopter to assist in this
process with the regional team.

New Care Models
A key recommendation from the review is that health care systems should establish new
pathways to diagnosis, building on those already developed as part of the initial phase of the
response to Covid-19 with virtual consultations and community diagnostics promoted to keep
visits to acute hospital to a minimum. Our ambition of the BLMK Long Term Plan is to enable
our patients to receive faster diagnosis and coordinated care in a timely way which facilitates
‘one stop’ faster diagnosis resulting in direct access to most appropriate pathways rather than
patients finding themselves in a revolving system of diagnosis and care. Work is underway
through our development of Rapid Diagnostic Systems across BLMK with the introduction of
new pathways and streamlining existing pathways through the RDS model of care.
The key components of new models of care are as follows;•
•
•
•
•
•

Separation of acute and elective diagnostic
Establishment of community diagnostic hubs (CDHs)
New pathways for virtual consultations and access to expert advice and guidance
Easy and safe access to blood tests i.e. phlebotomy in the community
Use of new diagnostic technologies supporting near-patient testing
Infection control measures

An initial scope of where we are with the key priorities identified by the regional board as well
as discussions with BLMK estate leads:1.Community Hubs
National guidance on CDHs is expected soon, with an initial focus on how CDH models can
be used to support backlog clearance. The size and scope of each CDH should be determined
by local need and planning should allow for expansion over time. A focus on location and
where there is greatest need should be adopted by regions and systems. Public Health
support in ensuring population needs are considered is a key factor in planning. Seed funding
for CDHs in 2021/22 will include NHS funded independent sector funded models. Market
engagement and testing of the independent sector is underway centrally with a view that IS
CDHs could mobilise within the first part of 2021/22 to support recovery, with an additional
cohort of CDHs in NHS settings developed over the coming year. A CDH specification is
imminent for systems to baseline their models of delivery.
At place the developments of the CDHs are population based and are modelled accordingly.

Milton Keynes
MKUH has recognised the national increase in demand for elective diagnostic endoscopy and
this strategic decision, supported by national capital funding schemes, provided an opportunity
for MKUH to be a healthcare pioneer for community diagnostic hubs and the separation of
acute and elective diagnostics in the community. The off-site endoscopy facility which is colocated with primary care services (Whitehouse facility) in an existing newly developed site
will further increase throughput and reduce waiting times to ensure the endoscopy service
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meets the national standard KPI of performing routine and urgent endoscopy procedures
within six weeks of referral, whilst reducing the backlog and clinical risk to patient safety to
those who are waiting due to the Covid-19 pandemic. It will allow increased capacity for timely
cancer diagnosis, therapeutic, inpatient and complex procedures on the MKUH site. The Trust
was successful in their bid for capital funding of £2.5m. The model of delivery is being
developed is in its infancy and discussions are being held through the BLMK Endoscopy
Group in terms of mutual aid and sharing the facility with BHT. There are further opportunities
to develop this site as a potential CDH for MK and options are being explored due to the
potential of further space being made available at the site.
Milton Keynes Hospital is a member of the BLMK team delivering the regional endoscopy
recovery plan and has a representative at the regional diagnostic board.
Bedfordshire
Currently the two acute sites are working on the delivery of the regional endoscopy recovery
plan which includes the implementation of colon capsule and cytosponge. These initiatives
will allow the system to consider care outside of hospital solutions in primary care following a
phase of piloting and embedding the new care models in the acute setting.
Following national capital funding both sites have refurbished their endoscopy suites to create
further capacity for recovery and rising demand.
As part of the RDS solution for Bedford and Luton sites an IBM AI solution has been submitted
to NHSX for consideration. The outcome of the bid will be known in June 2021. The Smarter
Pathways model will introduce AI to aid clinical decision making and allow staff to be freed up
for clinical time as well as provide proactive and preventative interventions and population
health insights.
Work is underway to scope a CDH model in Bedfordshire as part of the GHH hub development
and Dunstable hub developments for CDHs – both expected to be delivered by 2023. The
potential synergy between the BLMK hub development and CDH development has been noted
and there is support at a national level for developing these facilities in tandem.
Further quick win opportunities may be possible through using a suite of mobile diagnostic
facilities on services land though this option may prove to be expensive. To further note that
there seems to be limited capacity of mobile services at a national level.
Equipment and Facilities
Whilst there is no system wide inventory of equipment and facilities each trust does have an
updated register. It would be prudent to analyse and scope the existing resources across the
system and identify gaps and areas of improvement or mutual aid if capacity is available. As
a system we should explore access to NHS facilities ‘without walls’.
Digital and Connectivity is recognised as an enabler to the success of delivering a radical
approach to diagnostics. NHS Digital’s work on developing and implementing a standardised
universal test list across all diagnosis disciplines (pathology, imagining, endoscopy and
cardiorespiratory services) will need to be accelerated as has been done for the National
Genomic Test Directory. The BLMK Digitisation and IT connectivity strategy needs to be
aligned to the work undertaken in diagnostic’s with a view to align new care models with full
digitisation, IT connectivity and interoperability across primary, secondary and tertiary care
with a view to improve diagnostic services with realised benefits.
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The development of community services and Primary Care Networks are crucial to
interoperability.
Delivery of the Change
The implementation of a BLMK wide Diagnostic Strategy will require a major programme of
work at a local level allied at a national and regional level. Clinical and managerial leadership
will need to put in place to drive the agenda which will be transformational and strategically
placed with the NHS Long Term Plan.
We have embarked on the diagnostics journey on the development of Rapid Diagnostic
Centres which is funded by the EOE Cancer Alliance (£990k) starting with the non - specific
symptoms pathway across BLMK delivery of which is anticipated at the end of March/June
2021 with an additional pathways such as colorectal, Upper GI and Gynaecology running
parallel. This programme of work will continue until 2024 with allocated funding from the EOE
Cancer Alliance with a focus on all cancer pathways being referred through the RDC model.
Workforce
Bedford Hospital embarked on a workforce project which highlighted 53 key recommendations
in a report outsourced by GE Healthcare. As a result of the key outcomes of the report and a
key priority for the trust a further in depth project has been initiated to deliver a tool enabling
robust diagnostic workforce planning and to identify opportunities for productivity gain. The
modalities covered are Endoscopy, Imaging and Cellular Pathology. The workshops have
enabled the teams to collate a wide source of information for the development of the tool but
also as importantly highlight service areas of improvement that with be picked up by the BHT
transformation team. Whilst this work will be a stepping stone to identifying the ICS
requirements for workforce there will be a need to produce a wider piece of work across all
modalities of diagnostics across MK and BHT.
Diagnostics Networks and Alliances
Diagnostic Networks and Alliances bringing together services that cannot be delivered in our
NHS Trusts are essential to bring about the changes we require where efficiencies can be
achieved from cross-trust working as well as facilitating the delivery of high quality, efficient
and patient-centred care. These networks have already been agreed as policy by NHS
England and NHS Improvement for imaging and pathology. Further implementation in
Genomics, endoscopy and cardiorespiratory are being considered. A briefing paper presented
at the EOE Diagnostics Board (Appendix 3) provides information on the background, work
undertaken and next steps for imaging networks.
BLMK clinical and managerial representatives are actively engaged in some of these networks
and are involved in the regional discussions. The ICS also has representation at a regional
level with EOE Cancer Alliance. It is important that we review attendance at these meetings
and ensure that representation from BLMK is appropriate.
NHS England and NHS Improvement will also review commissioning levers for diagnostics to
include tariffs, contracting arrangements, service specifications and quality requirements, to
ensure that incentives are aligned with strategy.
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Financial Assumptions and ICS Plans
The EOE Diagnostics Board have asked that the 6 ICs produce local plans by Mid May 2021.
Regional design plans will be submitted thereafter. CDH business cases will be worked
through with the regional team and assessed by July 2021 for Year 1. For years 2-5 planning
will take place in September 2021.
Presently awaiting financial breakdown of allocated funds for BLMK ICS.
Recommendation:
That the BLMK Partnership Board notes the content of this paper.
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Risks

Risk Description

RAG
Rating

Mitigation
•

Programme Resource –
Identification of funding
resource whilst awaiting
allocation for 2021/22 will
hinder formation of Board
and progress as required
by
EOE
Diagnostics
Board.
Delays to delivery of the
imaging networks.
At present we need to
identify the networks that
we are aligned to and key
representation.

•

•
•
•

•

Fragmented approach
to diagnostics across
the ICS

•

•
•
•

10

Work with regional team to
access funding and resources
required.
ICS to allocate temporary
funding until allocation received
from NHSE.
Work with regional team to
understand and clarify key
deliverables from each network.
Develop a BLMK roadmap of
networks and key funding
opportunities.
Identify team(s) who are
responsible for submission of
bids and liaison with regional
imaging team.
Set up programme board and
capture programme of work with
key interdependencies.
Harness work already carried out
with GE Diagnostic’s workforce
project at BHT. Use existing work
streams to feed into diagnostics
work programme.
Set out clear framework for
diagnostics programme across
ICS.
Regular updates to diagnostics
board.
Regular assurance to Regional
Diagnostics Board.

Appendix 1

East of England Diagnostic
Programme Briefing Pack
to support planning 2021-22
DRAFT V0.5
16 April 2021

NHS England and NHS Improvement

Introduction
• This briefing pack sets out a proposed high level diagnostic work programme to
support delivery of planning guidance and diagnostic priorities in 2021-22. It is
intended for discussion and agreement by the regional leadership team and for
socialisation within the region and systems.
• The briefing pack is based around the in year requirements of the national
diagnostics programme and framed around the Richards Review ‘Diagnostics
Recovery and Renewal’ and other strategic reports such as ‘Transforming
Imaging Services in England: a national strategy for imaging networks November
2019’
• The proposed work programme supports delivery of planning guidance whilst
also recognising the longer term transformation priorities as without this waiting
times are unlikely to be met and Long Term Plan commitments jeopardised for
cancer, heart disease, stroke, respiratory diseases, the reform of same day
emergency care and outpatient services.
• The NHS planning guidance notes that the recovery of the highest possible
diagnostic activity volumes will be critical to support elective recovery. In year
capital and revenue will support delivery capacity and efficiencies through new
Community Diagnostic Hubs (CDHs) and pathology and imaging networks.
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Operational planning guidance
and diagnostics
•

Recovery of the highest possible diagnostic activity volumes will be particularly critical to support elective
recovery. Capital and revenue funding have been made available to deliver additional capacity and
efficiencies through new Community Diagnostic Hubs (CDHs) and pathology and imaging networks.

•

All systems are expected to work with regions to deliver increased capacity to meet the diagnostic needs for
their population, in line with the recommendations of the Richards review.

•

System plans should set out their proposals for how this additional capacity will be delivered, including
through the development of CDHs.

•

Diagnostic activity volumes are critical to elective recovery, and additional capacity and efficiency should be
maximised through new Community Diagnostic Hubs (CDHs) and pathology and imaging networks, as set
out in the planning guidance.

Cancer section and diagnostics
•

Extend the centralised clinical prioritisation and hub model established during the pandemic for cancer
surgery to patients on cancer diagnostic pathways (starting with endoscopy where appropriate), ensuring a
joint approach across cancer screening and symptomatic pathways

•

Using national service development funding Alliances are encouraged to: - increase take up of innovations
like colon capsule endoscopy and Cytosponge to support effective clinical prioritisation for diagnostics –
accelerate the development of Rapid Diagnostic Centre pathways for those cancer pathways which have
been most challenged during the pandemic and – restore first phase Targeted Lung Health Check projects at
the earliest opportunity, and begin planning the launch of the Phase 2 projects.

•

Systems will be expected to meet the new Faster Diagnosis Standard from Q3, to be introduced initially at a
level of 75%. To support delivery, Faster Diagnosis Standard data will begin to be published from spring
2021.
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Operational planning timetable
Systems should set out
•

Where appropriate, the actions and assumptions that underpin the trajectories within
the activity and workforce numerical submissions;

•

Other critical actions that systems will take over the next 6 or 12 months to address the
priorities set out in 2021/22 priorities and operational planning guidance
and in section 3 (elective recovery), section 4 (health inequalities) and section 5 (maternity)
of 2021/22 implementation guidance.

Draft and final plans should be submitted at ICS level
Draft submission:

12noon Thursday 6th May

Final submission:

12noon Thursday 3rd June
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Diagnostic programme overview 2021/22 and beyond
National Diagnostic Programme
CDH
Outputs and deliverables

Systems supported with planning
through regional and national
workshops, and CDH partnership
forum
Diagnostic needs assessment
delivered to inform planning
process and ensure CDHs improve
access, address unwarranted
variation, reduce health
inequalities, and maximise
diagnostic activity away from inpatient settings
Early adopter sites, Regional
Design Plan, Yr 1 and Yr 2 plans
delivered to time and making
maximum use of in year capital
and revenue funding allocations
Systems supported to implement
plans through national invitation
to tender and procurement
framework
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Imaging
Outputs and deliverables
Agree, establish Imaging networks and
overarching regional governance
• Agree governance structure at a
network level to support design and
delivery of the plans
• Agree on-going engagement,
communication and reporting on
delivery
Develop and agree the phased
implementation of an Imaging digital
roadmap and plan that include:
• increasing in-sourced home reporting
capability, enable image acquisition,
image reporting and sharing worklist
through Image-sharing inter-operable
platforms,
Identify and agree increased workforce
capacity and capability to deliver
workforce plans to support Imaging
demand and priorities, in line with other
diagnostic priorities.
Identify, agree and plan replacement of
aged Imaging equipment at Network
level using risk assessment
Support CDH delivery to help deliver
planned activity and reduce backlog
Build plans around Covid resilience
through shared working- PTLs, assets etc.
Identify and undertake diagnostic
Imaging prioritisation programme for
all/ cohort of patients on a waiting list

Pathology
Outputs and deliverables

Allocate all NHS pathology services
to a network
Formal agreement of proposals for
network reconfigurations to ensure
sufficient size and scope
Undertake governance process for
new networks as outlined in the
Pathology Toolkit
Develop and agree a Pathology
Digital roadmap to include:
• networks working towards a
single LIMS system, progression
of Digital Pathology as a primary
reporting source, with end to
end order and results reporting,
deliver interoperability for
results view across the region
Deliver efficiency opportunities
through consolidation and reduction
of excess capacity.
Utilise the network funding to
ensure key posts as outlined in the
2019 state of the nation are in place
Ensure that all pathology services
are achieving accredited standards
and submitting to the national data
returns including PQAD

Endoscopy and Physiological
Sciences
Outputs and deliverables

Endoscopy:
Plans designed around Covid
resilience through shared working
- PTLs, mutual aid, and
appropriate clinical prioritisation
CDHs designed and delivered to
enable delivery of endoscopy
activity, with consideration given
to the phasing of endoscopy
services into CDHs.
Physiological Sciences:
Plans designed around Covid
resilience that contribute to
maximum diagnostic activity.
Appropriate diagnostic modalities
within physiological sciences are
incorporated into CDH design
plans
Medical Physicists and Clinical
Engineers have contributed to
network development and
implementation of plans

Diagnostic Programme indicative timeline 2021-22
Diagnostic Programme timeline
Oct 2020- Dec 2020
Diagnostics
recovery and
transformati
on planning

Publishing of Sir
Mike Richards
report for
diagnostics

National
imaging
network letter
to trusts
Establishment
of Imaging
networks and
planning

Recommendations
shared with regional
Diagnostic board

Oct-Dec 2021

Jul-Sept 2021

Apr-Jun 2021

Jan- March 2021

Work with systems to embed national/ regional
priorities in operational plans for 21/22 through
regional workshops, reporting arrangements setup
Diagnostic programme funding agreed and team
recruited

Work with trusts to
finalise, agree and signoff EoE Imaging
network model

Jan- March 2022

Early engagement and agree all diagnostic priorities
and plans for 22/23

Regular inputs and outputs agreed for reporting purposes on diagnostic plans for EOE

Delivery of 21/22 Imaging implementation plan and next steps
Identify and commence replacement of aged asset programme starting with those >10 years in the network

Set-up meetings/ workshops with
stakeholders

Agree and design the Digital roadmap for 21/22 and beyond through baseline assessment of digital maturity,
agreed principles of Digital inter-operability and increase home reporting capability.
Identify, agree and design workforce plan following demand capacity mapping - short, medium and long term
(beyond 2023) with pipeline of various workforce required
Imaging network funding and governance
model agreed and team recruited

Design and
Implement
CDH priorities

National NHSEI specification for CDH released for 21/22 and 22/23 as per
MR report

NHSEI engagement with system
and workshops, CDH Programme
Governance structure agreed and
established

Design and
implement
Pathology
priorities

Design and
implement
Endoscopy
and
Physiological
measurement
priorities

National NHSEI funding details and priorities for pathology networks
released for 21/22 and 22/23 as per MR report

Regional Design Plan drawn up , BC
drafted and agreed, early adopter
CDH operational

Year 1 CDHs to become operational and planning for 22/23

On-going engagement and agreement on pathology network, priorities around digital, workforce and capital
with planned timelines for implementation and delivery (pls see pathology section for details)

NHSEI engagement with
systems and pathology
workshops
National NHSEI priorities for Endoscopy and
Physiological measurement within wider diagnostic
programme released for 21/22 and 22/23 as per
MR report

National
procurement
framework
available for
systems to enable
local
procurement

Region works with
systems to complete a
diagnostic needs
assessment, identifying
priority services and
locations for CDH.

Phased implementation of agreed priorities within pathology networks

NHSEI engagement with systems within
various engagements and workshops

Phased implementation of agreed priorities within Endoscopy and
Physiological measurement in line with other key diagnostic priorities and
plans and prep for 22/23

Collaborative working with Cancer
alliance on clinical prioritisation across
Endoscopy pathways
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Publishing of national diagnostic documents/ priorities and funding
Milestones

Activities for regional NHSEI
Activities for systems

Community Diagnostic Hubs
Priorities

Activities

Lead

Start

End

National guidance and
procurement framework

1. Release ‘Designing a CDH – Key considerations’ for further feedback
2. Development of national procurement framework and market engagement.

National

April

April

Stakeholder engagement and
planning

Regional CDH workshop to inform planning process and engage stakeholders

Region

April

29 Apr

Nationally hosted webinars to support planning and engagement

National

tbc

May

Diagnostic needs assessment

Region works with systems to complete a diagnostic needs assessment, identifying
priority services and locations for CDH. This will inform Regional Design Plan.

April

14 May

Identification of Early Adopter
Sites

Identification of Early Adopter CDHs, which can be established with delivery starting
from Q2 2021/22, through adapting or extending existing diagnostic provision.

Region with
systems
Region

April

July

Indicative funding allocations

Region informs systems of indicative capital and revenue allocations for Year 1
CDHs.

Region

April

21 Apr

Regional CDH Design Plan

Region works with systems to develop Regional Design Plan for CDH services.

Region

April

14 May

Systems develop plans for Year 1 CDHs and submit to regional team on 14 May.

Systems

April

14 May

Region submits Regional Design Plan to national team.

Region

Invitation to tender period

TBC: National framework invitation to tender period.

Business Cases for Yr 1 CDHs

Systems develop BCs for Year 1 CDHs, requiring capital and revenue funding in
21/22

Systems

Region returns BCs for Year 1 CDHs, requiring capital and revenue funding in 21/22.

Region

24 May
tbc

Jun

May

July
Jul

Early Adopter CDHs start

Early Adopter CDHs start to become operational.

Confirmation of CDH funding

TBC: Subject to national business case approvals, confirm CDH funding.
National framework live to support procurement of goods, service and facilities.

National

Sept

National framework
procurement

Systems able to access national framework to support local procurement.

Systems

Sept

Business Case for Yr 2-5 CDHs

TBC Region works with systems on Yr 2- 5 BCs and submits to national team

Region

National team seek to secure further funding for CDH programme.

National
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Funding 2022 onwards

Jul

June

Sept
Oct

Imaging
Priorities

Activities

Lead

Start

End

Imaging network
programme
establishment plans
(revenue)

Engagement and discussions with Execs in East Network 1 and Network 2

Regional

Nov 2020

31 Mar 2021

Plan and organise EoE Imaging workshop with systems

Regional

30 Mar 2021

23 April 2021

Agree Imaging structures for each Imaging networks and oversee delivery

Regional/ Networks

Apr 2021

May 2021

Networks to provide Imaging implementation plans for 21/22 and build Covid
resilience in the plans

Networks

Apr 2021

May-June
2021

Identify assets to be replaced and priorities based on risks

Regional/ Networks

Apr 2021

May 2021

Replace aged assets at a network level those at highest risk first in line with
Planning funding

Networks

May 2021

Dec 2021-Mar
2022

Baseline home reporting and IT requirement

Regional/ Networks

Oct 2020

Dec 2020

Baseline PACS across trusts, contract expiry dates and inter-operability at a
network level

Regional/ Networks

Apr 2021

May-Jun 2021

Review and enable data sharing agreements/ firewalls to enable image/
information/ PTL sharing

Regional/ Networks

May 2021

Jun 2021

Agree and draft principles of Digital inter-operability to support image
acquisition, image and PTL sharing

Networks

Jun 2021

Jun 2021

Agree Clinical decision support tools in partnership with primary care and agree
pathway using irefer and RCR guidelines

Regional/ Networks

May 2021

Sept 2021

Increase home reporting capability within trusts (In-house reporting)

Networks

Jun 2021

Mar 2022

Demand capacity mapping for increased workforce capacity to meet 21/22
priorities and beyond

Networks with
Regional support

May 2021

Mar 2022

Work with HEE on a workforce baseline

Networks/ HEE/
Regional

Apr 2021

June 2021

Generate a planned pipeline of additional staff to meet demand- international
recruitment, training academies, ESP and AP career paths, clinical leadership
training etc

HEE/ Regional/
Networks/

Apr 2021

Mar 2023/24

Identify and undertake diagnostic Imaging prioritisation programme for all/
cohort of patients on a waiting list

Systems/ Networks

May 2021

June 2021

Aged asset replacement
plans (capital)

Digital/ IT plans/
roadmap (use a phased
approach)

Workforce plans
(revenue) (use a phased
approach)

Imaging
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Next steps: Imaging networks planning update and
guidance to ICS/ Systems/ Networks
Headline guidance for systems on operational planning and demonstrating commitment towards Imaging and Diagnostic
programme as a whole (CDHs etc.)
Network name

Systems/ ICSs and trusts included

East Network 1 (north)

•

East Network 2 (south)

•

•

Norfolk and Waveney (QEH, NNUH and JPUH trusts), Suffolk and North Essex (WSH, ESNEFT trusts) (part of one
operational unit until 2023)
Cambridge and Peterborough (NWAFT, RPH and CUH) (part of another operational unit until 2023)

•
•
•

Bedford, Luton and Milton Keynes (Bedford, MKUH - likely to be an associate membership)
Mid and South Essex (BTUH, SUHT and MEHT)
Herts and West Essex (PAH, ENHT and WH)

For 2021/22, the NHS capital allocation for diagnostic equipment/ assets has been articulated in the capital planning guidance. Included within the system-level
allocation of £3.9bn, is an expectation for systems to support replacement of diagnostic equipment (CT and MRI machines) allocation which is based on gross
asset value.
•
Systems will need to work with their imaging network to :
•
Replace aged assets at a network level. Given that system are grouped within imaging networks, they will be expected to work collaboratively and
design imaging transformation plans exploiting economies of scale and scope, consider joint procurement of assets to reduce costs- the region
suggests this is done at a regional level to drive costs of procurement down.
•
Identify and plan the phased Digital transformation roadmap within their networks, which includes•
Supporting image acquisition - through managing and coordinating their PACS contracts and renewal timelines, building in CVs to allow
flexibility to support inter-operability through inter-faces, supporting clinicians with home reporting workstations with individual VPNs where
appropriate to enable fast connection to wifi. Increase in-sourced home reporting capability where these are currently outsourced.
•
Reduce firewalls and secure data sharing agreements to enable image sharing and reporting,
•
AI and CDS to streamline and standardise referral pathways as articulated in the National Imaging strategy and Sir MR report.
•
Enable image acquisition, image reporting and sharing worklist through Image-sharing platforms that are linked and ‘talk to each other’
within ICS and within networks in a phased manner
• Systems will need to consider inter-dependencies with other diagnostic programme investments and priorities to support delivery of CDHs, Elective care,
Cancer etc.
• Continue restoring imaging activity and work on reducing backlog. Through the range of inter-dependent transformation programmes within Diagnostics,
Cancer and Elective care trusts work towards providing and segregating planned care and urgent and In-patient activity. Plans will need to demonstrate clear
linkages of reduction of backlog and segregation of the acute and elective activity through CDHs, Elective care recovery and the Cancer programmes.
Next steps for EoE to support the delivery of the Imaging transformation and support with operational planning for 21/22:
• Region-wide Imaging network workshop on 23rd April 2021. Invites sent to key stakeholders- Clinicians-Radiologists, Radiographers, Clinical scientists and others,
STP/ICS and Diagnostic-Elective care leads, Digital and network leads etc. On-going engagement through the Imaging Steering group
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Pathology
Priorities

Activities

Lead

Start

End

Pathology Network
Configuration

1. ME5 network to undertake governance process to establish a formal pathology
network board with a scheme of work.
2. The organisations in the former ME6 network to provide a formal proposal for a
new network configuration, where this materially impacts on other networks there
must be evidence of consultation and approval secured from NHSE/I

ME5& ME6
constituent
organisations

Apr
2021

Jun 2021

Digital IT Roadmap

Each network should undertake a baseline assessment of IT infrastructure for
pathology.
• Modern LIMS System able to provide the relevant data and support further
technological advances
• End to end order and results reporting
• Digital Pathology as a primary reporting tool
• Interoperability with other providers in the region to support patient pathways

Network
Leads

Apr
2021

May
2021
(roadma
p)
August
2021 (SR
Bid)

As a result of this assessment each network should develop a road map supported by
regional Digital Leads to pull together a capital and revenue profile to bid against
monies in 21/22 and to submit to the SR Bid in Autumn 21
Work with research services to identify AI opportunities and work in groups to provide
high volume data

Network
clinical leads

ongoing

Workforce Plans

Networks to develop workforce plans to consider change in workforce models, greater
skill mix and higher automation. Introduction of new roles should be a consideration.
Outputs should be connected with HEE to commission the appropriate training places
and new curriculum.

Network
workforce
lead

Aug
2021

Quality and Governance

Each network to ensure there is a Quality and Governance Lead, establishing a regional
quality and governance group to support the national group (soon to be established)

TBC

Procurement

All procurement opportunities should be considered in the context of networks, long
term commitments to contracts should not be undertaken without consideration to
the network configuration. Procurement to be undertaken on a wider footprint to
support savings on scale.

Network
Governance
Lead
Network/
Trust
procurement
leads

Business Continuity

Linked with the interoperability solution. Networks should work with neighbouring
networks to develop business continuity plans in the event of business interruption
such as Roche incident in 2020

Network
Operational
Leads

10 |

ongoing

Apr
2021

ASAP

Endoscopy and Physiological Sciences
Endoscopy
Priorities

Activities

Covid-19 Recovery

Develop a joint work programme that will support systems to recover
endoscopy activity to

Endoscopy and CDHs

Lead

Start

End

Work with Cancer Alliances to extend centralised clinical prioritisation and hub
models to patients on cancer diagnostic pathways (starting with endoscopy
where appropriate), ensuring a joint approach across cancer screening and
symptomatic pathways.

Region/
Cancer
Alliances

April/
May

tbc

Region and systems to establish how endoscopy services will be incorporated
into plans for newly formed Community diagnostic hubs in 2021-22 and
beyond.

Region/
Systems

April

May
July
Sept

Work with HEE to develop plans for endoscopy training academies utilising
capital funding in 2021-22

HEE/Region

April

tbc

Lead

Start

End

Physiological Sciences
Priorities
Covid-19 Recovery
Physiological Sciences
and CDHs
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Activities

Key Risks
Risk

RAG

Mitigating actions

There is a risk that the systems and regional team will not be
able to fully deliver diagnostic programme outputs in the first
half of 2021-22.

Amber

• RLT to formerly establish and commit to a funded
diagnostic programme within the region.
• Regions and systems to consider short, medium and longer
term approaches to recruitment of key personnel.

There is a risk that systems will not be able to fully utilise
national in year funding for diagnostic priorities in 2021-22 to
maximise activity and reduce waiting lists, due to timelines for
in-year planning and delivery. Impact on patients.

Amber

• Formerly establish funded diagnostic programmes within
systems, networks and region to enable planning and
business case development
• Consider adoption of existing models and best practice,
and alternative solutions that include but are not
restricted to public private partnerships to support in year
delivery of diagnostic priorities.

There is a risk that CDHs and networks will not be able to fully
deliver the benefits to patients in 2021-22 due to insufficient
workforce to deliver maximum possible activity.

Red

• Early capacity demand mapping at system, network and
regional levels to inform planning.
• Develop a phased diagnostic workforce plan and pipeline
to support health and well-being of staff and delivery of
activity.

There is a risk that lack of maturity of cross system working may
complicate prioritisation and delivery of diagnostic plans.

Amber

• Use of a patient centred approach to develop a clear vision
and set objectives
• Consistent and regular engagement and communication at
system, network and regional level to develop trust
between stakeholders
• Establishing clear governance frameworks at system,
network and regional level to enable collaborative working

There is risk that the variation in digital maturity impacts on the
pace of digital integration and delivery of diagnostic priorities.

Red

• Develop an early and accurate baseline mapping of digital
infrastructure at system, network and regional level
• Agree common principles and develop a phased plan to
access national funding to bring systems to an agreed
standard of maturity
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For questions contact
england@eoediagnostics.net.net
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BLMK Imaging summary w/e
28/02/2021
11/03/2021

NHS England and NHS Improvement

BLMK : CT scan

Trust activity & waitlist update

Bedford

An increase in total waits contributed by waits < 6 weeks is noticed
over last two weeks. Activity levels have increased over last week
and have been fluctuating over last month.
Support requested on

MKUH

Total waits have increased over last one month contributed primarily
by waits less than 6 weeks. Total activity has recovered over last
month.
Support requested on
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BLMK : MRI scan

Trust activity & waitlist update

Bedford

An increase in total waits contributed primarily by waits < 6 weeks is
noticed over last one month. Activity levels have been fluctuating in
a range over last month. Waits over 6 weeks are low.
Support requested on

MKUH

Total waits have increased over last month, contributed primarily by
waits less than 6 weeks. Activity levels have been steady over last
one month.
Support requested on
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BLMK : Ultrasound

Trust activity & waitlist update

Bedford

Increase in total waits contributed mainly by waits < 6 weeks is
noticed over last two weeks. Activity levels have partially recovered
over last two weeks.
Support requested on

MKUH

Total waits have increased slightly over last one month , with steady
waits over 6 weeks and increase in waits less than 6 weeks. Activity
levels have been steady over last one month.
Support requested on
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6 weeks+ waits as % of Total Waits

Trust Waitlist : 6 weeks+ Wait %

Bedford

MKUH
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6 weeks+ Wait % for CT is at 14% , having peaked at 28% 3 weeks
back. For MRI and Ultrasound it is at relatively low 4% and 10%
respectively.

6 weeks+ % for CT and MRI are at a low 1% each.
For ultrasound it is currently at 18% , having decreased from 23% a
month earlier.

Unscheduled Tests as % of Total Tests

Trust Activity : Unscheduled Test %

Bedford

High level of unscheduled test % noticed for CT at 43%. Relatively
lower levels at 20% and 9% for MRI and ultrasound, respectively.

Unscheduled test % for CT is currently at 66% having increased from
previous week at 58%.

MKUH
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Unscheduled test % for MRI is at a high 95% having been around
that level for over two months. Data may need to be verified.

Unscheduled ultrasound test % is at a high 34% , having increased
from 30% in last three weeks.

BLMK : ISPs
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Possible support areas for discussion
• Mobile equipment from private service providers.
• Best practices for insourcing of diagnostics teams.
• ‘Mutual Aid’ between trusts by sharing staff and waiting lists.
• Transfer of equipment between trusts.
• Expected trends in staff sickness / leave.
• Prioritization, triaging and validation of waiting lists.
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BLMK Endoscopy summary w/e
31/01/2021
11/02/2021

NHS England and NHS Improvement

BLMK : Colonoscopy

Trust activity & waitlist update

Bedford

A small increase in total waits contributed primarily by waits > 6
weeks is noticed over last one month. Activity levels have shown an
increase over last month.
Support required on

Decrease in total waits seen over last one month contributed
primarily by waits less than 6 weeks. Waits over 6 weeks have been
increasing over last 3 weeks.

MKUH

Support required on
* Activity submission needs to be verified.
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BLMK : Flexi sigmoidoscopy

Trust activity & waitlist update

Bedford

A decrease in total waits contributed primarily by waits < 6 weeks is
noticed over last one week. Activity levels have recovered in last two
weeks. However waits over 6 weeks have been increasing for last 3
weeks.
Support required on

Total waits have decreased over last two weeks, there has been
increase in waits over 6 weeks and a decrease in waits less than 6
weeks.

MKUH

Support required on
* Activity submission needs to be verified.

11 |

BLMK : Gastroscopy

Trust activity & waitlist update

Bedford

A steady increase in total waits contributed primarily by waits > 6
weeks is noticed over last one month. Activity levels have partially
recovered over last one month.
Support required on

Total waits have increased slightly over last one month , with
increasing waits over 6 weeks and slight decrease in waits less than 6
weeks.

MKUH

Support required on
* Activity submission needs to be verified.
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BLMK : Cystoscopy

Trust activity & waitlist update

Bedford

A steady number of total waits noticed over last one month. Similar
trend is displayed by both waits >6 weeks and waits < 6 weeks.
Activity levels have recovered over last one month.
Support required on

Activity levels have been fluctuating off a lower base in last one
month. Total waits have increased over last two weeks with
increases noticed in both waits > 6 weeks and waits < 6 weeks.

MKUH
Support required on
* Activity submission needs to be verified.
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APPENDIX 3

Report from: Aparna Belapurkar
Date: Monday 22nd March 2021
Title of Report: Imaging Networks Briefing Paper
1. Purpose
This paper provides information on the background and work undertaken so far on Imaging
networks by NHSEI in the East of England, in the context of the National imaging strategy.
The paper highlights key points in a national letter sent out to all the trusts with proposed
networks to enable the implementation of priorities through 21/22 to 22/23. The report
provides the context, aims and objectives of the national imaging strategy and the proposed
networks. It summarises the engagement undertaken so far with the trusts and systems and
proposes next steps for the board to consider.

2. Background and case for change
The case for change to have imaging networks has always been strong with historical
underinvestment in diagnostics despite it being the pillar to numerous patient pathways.
Imaging has seen an ageing capital equipment base, workforce shortages and rising
demand, and thus, collaboration is seen as key to improve and transform services, pathways,
and workforce. The National Imaging strategy1 proposes a geographical footprint for
collaborative transformation across England to serve local population. It articulates the
importance to have networks around patient pathways, rather than trust preferences, as
imaging is a key component in achieving improvements in cancer diagnosis and treatment,
delivering major trauma services, supporting stroke diagnosis and treatment, as well as being
essential to delivering cardiac and maternity services. There is large variation between trusts
in both pay and non-pay costs which demonstrate opportunities for delivering efficiencies that
can be re-invested back into imaging services, to help to ensure their future sustainability.
This can be delivered effectively if trusts were grouped in fewer networks.
The intended benefits of these networks are:
• Improved sustainability and service resilience.
• Staffing consistency and flexibility supporting enhanced personal development.
• Staff retention through flexible working and flexible retirement opportunities.
• Sharing and levelling of resources for both staff and equipment.
• Economies of scale in procurement for both capital equipment and outsourcing.
• Reducing unwarranted financial variation of both pay & non-pay costs.
• Ensuring equal access for all patients, irrespective of geography.
• Locally acquired images, with distributed reporting networks, which allows
access to sub-specialty opinion irrespective of location.
• Shared capacity and management of imaging reporting backlogs to optimise
reporting turnaround times.
1

Transforming imaging services in England: a national strategy for imaging networks November 2019,

Transforming_imaging_services.pdf (improvement.nhs.uk)
1

•
•
•
•

Management of outsourcing and insourcing in a planned and financially
sustainable way.
Maintaining high quality learning and training environments.
A cohesive approach to quality improvement across imaging networks.
The proposed networks have been considered in the context of trust mergers
and reconfigurations, as well as patient pathways for cancer, stroke, trauma,
cardiac and maternity services. It is proposed to improve access to local
acquisition of the images and services, with reporting of those images distributed
through a network or networks for sub-specialty services such as paediatrics.

The national imaging data has been used to model some of the opportunities for skill mix,
procurement (both capital equipment and outsourcing), shared capacity and demand, as well
as outlining the support and infrastructure required to develop and deliver imaging networks.
The objectives of the National imaging strategy go hand in hand with the recommendations
for imaging within Sir Mike Richards report around recruitment of radiologists and
radiographers over next 5 years, aged equipment replacement, separating elective and
acute imaging activity, doubling the size of CT services over the next 5 years etc.
To enable the service reforms above, the report asks for patient care pathways to be
reviewed across all services and programmes that use diagnostics.

3. National timeline for the establishment of the Imaging networks
The strategy sets out a proposal for the creation of formal imaging networks in two phases:
phase 1 creating 24 networks by 2022, moving towards consolidation of those 24 into 18
imaging networks in phase 2, by 2023.

4. Key points
•

•

•

A national letter requiring trusts and systems to work with the region around
implementation of the priorities within their operational plans for 21/22 through a
proposed network footprint was sent out in November 2020. The letter asked East of
England trust Chief Executive Officers and Medical Directors to sign off their
agreement to establish the proposed networks within the national timelines. The letter
also articulated the criteria and the required process for trusts to follow in case of any
disagreement to the proposed model (Please see the appendix for the East of
England proposed networks).
The letter asks for assurance that imaging network development and implementation
is firmly embedded within the 2021/ 2022 planning cycle as part of this Imaging
strategy.
There is a requirement for trusts to postpone any new/revised managed equipment
services contract impacting imaging services if they run beyond 31 March 2021
pending review and agreement with NHSE/I. Once this step is completed, the
regional team will work with you on the plan, next steps and delivery.
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•

There are currently two proposed Imaging networks for the East of England following
engagement with trusts as part of the National imaging Strategy and modelled on
existing networks such as Cancer- The East 1 network currently includes all the acute trusts in the Norfolk and
Waveney STP, Cambridge and Peterborough STP and Suffolk and North Essex
ICS.
- The East 2 network includes all the acute trusts in the Herts and West Essex ICS,
Mid and South Essex STP and Bedford and Milton Keynes STP (Please see the
appendix for the letter and more details).

5. Summary of Trust responses to the proposed footprints so far and NHSEI support
Majority of trusts broadly agree with the nationally proposed networks. There have been
objections from three trusts on the grounds of system interoperability, existing patient
pathways and networks within pathology etc. Where there have been objections, NHSEI
have engaged in formal and informal discussions with the Trust CEOs and Medical Directors
and are helping develop alternative models with clear programme plans.
•

East Network 1 footprint (North): There is consensus and agreement across all the
trust CEOs and Medical Directors to the proposed East 1 footprint. The Norfolk and
Norwich University NHS trust worked collaboratively with all the trusts in the footprint
and NHSEI and suggested an operating framework that recognises existing work and
progress made within the Northern Alliance Imaging network and the onboarding of
new trusts. To support this transition, East network 1 will comprise of two operational
units- one unit for all the trusts within the Norfolk and Waveney STP and Suffolk and
North East Essex STP, and another for trusts within Cambridge and Peterborough
STP. NHSEI have asked the network to clearly demonstrate in their plan, the
activities, milestones and overarching governance for work to be undertaken within
the two units to begin with, leading to the milestone and timeline for convergence
where majority of the imaging transformation and improvement work will be
undertaken within a single unified network through mutually agreed timelines with
NHSEI, with the current Covid situation taken into consideration.

•

In the meantime, NHSEI have also supported Royal Papworth in partnership with
NHSX to agree and embed changes within their managed equipment services
contract which was up for renewal in December 2020. The contract will help with the
ambition of Network 1.

•

East Network 2 footprint (South): The region has received confirmation and
agreement to the proposed network from Mid and South Essex STP, Bedfordshire
hospital NHS trust, Princess Alexandra NHS trust, West Hertfordshire and East and
North Herts NHS trust. The region has held discussions with Milton Keynes
University NHS trust who have had concerns around protecting patient pathways to
Oxford. NHSEI has worked with the trust and other regional/ national stakeholders to
agree a solution that benefits patient population and pathways. MKUH have indicated
3

they would want to be involved in both the networks and exploring associate
membership within East Network 2.

6. Next Steps
The following actions demonstrate the actions completed/ work in progress and those that
will support further development of the networks in the region once the proposed model (with
any modifications/ alternatives) is agreed and signed off. Please note that the dates in future
are to be confirmed and dependent on the current Covid pandemic situation.
• Further discussions with MKUH, SE NHSEI and national team: Completed Jan-Feb
2021
• Support East network 1 to develop an Operating model, a programme plan,
milestones, and timelines through series of engagements/ workshop: March-May
2021 (tbc)
• Support East network 2 develop a programme plan, milestones, and timelines
through series of engagements/ workshops: March-May 2021 (tbc)
• Networks to provide Imaging implementation plans for 21/22: April-May 2021 (tbc)
• Systems to embed implementation plans within trust and system Operational plans:
April- May 2021 (tbc)
• NHSEI sign-off imaging implementation plans: April-May 2021 (tbc)
• NHSEI to engage and provide assurance, regional oversight, and support to the
networks in the delivery of the programme: March 2021 onwards

Regional NHSEI governance:
•
•

Agree and finalise the team to take the Imaging programme forwards (subject to
funding): March-April 2021 (tbc)
Agree reporting arrangements for the imaging programme into Diagnostics board/
RFG: April-May 2021 (tbc)

7. Recommendations:
• We propose that the current Imaging Adopt and Adapt programme that has been
successful in galvanising the region to recovery of imaging activity through a range of
initiatives and improvements to reduce variation, gradually dovetails into the Imaging
transformation programme taking forward recommendations and asks from the
imaging network strategy and Sir Mike Richards report.
• We want the board to comment on/ propose/ agree with our approach so that we can
plan, design and progress with the next steps as appropriate, bearing in mind that the
4

system/ trust engagement in the programme is dependent on Covid situation and
priorities.
A brief narrative on resources has been mentioned in the Sir Mike Richards
recommendations paper.

8. Risks
Risk description
Programme resource risk within NHSEI
regional team: Lack of clarity on the
diagnostic funding means that there is
reliance on temporary programme
resources that leave and result in delays to
the implementation of the imaging
networks programme.

RAG

Mitigation
•
•

•

Delays to delivery of the imaging
network programme- due to covid,
competing priorities and lack of clarity on
funding around imaging networks within
systems, there is a risk that systems aren’t
able to deliver against plan in 21/22.

•

•

Fragmented imaging programme planthere is a risk that the programme is
undertaken in silo

•

•

5

Work with the national team
re: diagnostic funding and the
delays to delivery
Identify alternative sources of
funding to keep the imaging
programme running
Work with systems to discuss
within their network around
how they operationalise the
network, outline governance
plans, work up TORs etc as a
preparation
As above- get confirmation
about imaging network
funding
Ensure all inter-dependencies
are captured in the work
programme
Hold multi-stakeholder
discussions (all commenced)
with the wider Diagnostic
programme, CVD network,
Cancer alliance and Elective
care programme.
Regular updates to the
diagnostic board and RET

9. Appendices:

20201023 RD
Imaging Networks letter FINAL and EoE Imaging network configuration.pdf

Please see the draft Imaging networks timeline encircled in amber (subject to regional
priority reset, Covid status and national expectations)
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1. Context

We established the Partnership Board in recognition of the opportunity to work
together to improve the wellbeing and health of the people of BLMK, enabling us to
co-operate to provide the best possible health and care for the population we serve.
This document considers the membership of the Partnership Board for the period from
now to the end of 2021/22 only. They are interim proposals, proposing minor
adjustments to the current arrangements. Due to the recent White Paper, more
substantive proposals for ICS governance will be brought forward separately for formal
implementation from April 2022. These arrangements are likely to be implemented in
shadow form prior to that date. We are not proposing jumping straight to the post-April
2022 arrangements as we want to co-produce the BLMK approach with partners and
want to avoid making multiple changes in case of alterations to the White Paper during
the passage of the Bill.

For 2021/22, we want to make sure that the BLMK Partnership Board effectively
incorporates a wide range of voices and perspectives. We have identified that a
few key voices are missing in the current arrangements, particularly from a wider range
of primary care workforce (including pharmacy), VCSE and people with lived
experience / Healthwatch.
However, we also need to ensure that we have a manageable number of board
members to ensure that the board functions effectively and can make decisions. Whilst
this is not such a significant issue on Teams, we need to make sure that it is
manageable for the Chair and we are able to hear all voices. We also expect to meet
face to face again in 2021, and we need to be able to fit into a meeting space.
We also need to make sure we are not duplicating conversations happening
elsewhere, for example at health and wellbeing boards.
2. Proposal
Following a conversation at the April Partnership Board, we have reflected on the
comments made about having a manageable number of attendees. We are now
proposing 3 options.
These proposals have been discussed at the CEO Group meeting in April, and the
Leaders and Chairs meeting in on 20th April. These conversations have fed into the
recommendation below.
Option A: ‘Maximum’ membership
This option has the full set of core members set out below. This incorporates additional
voices that are missing in the current arrangements. This creates a membership of
around 36 people.
•
•
•
•
•
•
•
•

Four people representing PCNs – one from each place. It would be up to each
place to nominate an appropriate person and this would not need to be a GP
One representative from Healthwatch, on a rotating basis every six months
across the different places
One permanent VCSE lead for the system, transparently appointed
Four Local Authorities: up to eight representatives (one officer and one elected
representative)
Two acute trusts: up to four representatives (one executive and Chair or
nominated non-executive director from each)
Two ambulance trusts: up to four representatives (one executive and Chair or
nominated non-executive director from each)
Three mental health / community providers: up to six representatives (one
executive and Chair or nominated non-executive director from each)
ICS: up to six people: Chair, Executive lead, Programme Director, Chief
Finance Officer, Medical and Nursing Directors (when appointed)

•
•

CCG: one additional person (Chair – as BLMK CCG Accountable Officer is the
same as the ICS Executive Lead)
NHSEI representative

The main benefit of this option is that it brings in a wide range of voices across all
types of provider and other stakeholders. However, previous feedback indicates that
this may be too unwieldy in terms of numbers.
Option B: Smaller Group of key decision makers
This option would have the same attendee list as the above, but would reduce the
number of decision makers.
This means that all the above would be decision makers, except for:
• NHSEI representative
• Healthwatch representative
• VCSE lead
• All the CCG/ICS representatives, except for the ICS Chair, Executive Lead and
CFO
This means that we would have 36 attendees but would reduce the number of key
decision makers to 29. Note that whilst LAs are only 25% of the decision makers under
this option, due to the greater number of NHS organisations in the system, we would
be able to weight their voices in key decisions appropriately so that all partner voices
are heard.
This option also brings in wider voices, but focuses decision making on a smaller set
of core stakeholders. However, that this may still be unwieldy in terms of number of
attendees.
Option C: One representative from each provider organisation
Under this option, we would have the full list of attendees as per Options A and B, but
only have one person attending to represent each provider organisation, either the
Executive Lead or non-Executive Lead.
This would reduce the number of attendees to 25. We may want to combine this with
the option above, which reduces the decision makers further to 18.
This option still brings in wider voices, but reduces the number of attendees to make
the meetings more manageable. However, we may lose the richness of discussion
with only an Executive or non-Executive lead in attendance.
Summary
The options are summarised in the table below, where A = attend and D = attend and
key decision maker.

PCNs (4)
Healthwatch (1)
VCSE (1)
Local Authorities (4)
Acute (2)
Ambulance (2)
Community and mental
health (3)
ICS
CCG
NHSEI
Attendees
Decision makers

Option A
4D
1D
1D
8D
4D
4D
6D

Option B
4D
1A
1A
8D
4D
4D
6D

Option C
4D
1A
1A
4D
2D
2D
3D

6D
1D
1D
36
36

3 D, 3 A
1A
1A
36
29

3 D, 3 A
1A
1A
25
18 / 25*

* 25 if all attendees are decision makers, 18 if the decision making is in line with Option B

3. Recommendation and next steps
These proposals have been discussed at the CEO Group meeting in April, and the
Leaders and Chairs meeting on 20th April. From these conversations, the preferred
option is B. Whilst this still creates a wide attendee list, it narrows down the key
decision makers, and partner organisations may only send one attendee if they wish.
One outstanding question is whether public health has sufficient representation. In
previous conversations, we were steered towards not inviting public health separately
as they are covered by LA attendance. Is this still the view from LA colleagues or
should public health be invited separately?
This group is likely to be more akin to the ICS Health and Care Partnership from April
2022, and gives us a broad group of people with whom to co-design that governance.
We will bring forward more substantive proposals for the ICS governance for April
2022 onwards in due course.
We are looking for the Partnership Board’s approval of this proposal, and we will
update the Terms of Reference for the Partnership Board on this basis.
In addition, we also want to be more flexible around additional people attending for
specific agenda items where these different voices would add value to the
conversation. For example, if we are having a conversation about mental health we
could include Mind BLMK as an additional VCSE organisation and a person with lived
experience. Similarly, we may want to bring in different CCG / ICS leads and the NHS
England regional lead to present papers and be part of the conversation where it is
relevant for their work. Again, we are mindful of not duplicating conversations being
held elsewhere.
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