
 

   
 

Partnership Board for  
Bedfordshire, Luton and Milton Keynes 

7th April 2021 
3pm to 5pm 

Via Microsoft Teams 
 

Item Lead Timings 
Welcome Chair  

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

Chair 3.00pm 

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

Chair 3.05pm 

3. Partnership Board meeting notes  
a. To approve the meeting notes of the Partnership 

Board on 3rd February 2021– attached 
 

b. Action log - attached 
 

Chair 
Paper 3a 

 
 

Paper 3b 
 

 
3.10pm 

4. Public Questions 
To receive any questions by members of the public 

Chair 
 

3.15pm 

5. Executive Lead update 
 

Executive Lead 3.25pm 

6.  Covid Vaccination update 
 

GD 
Paper 6 

3.35pm 

7. BLMK Partnership strategic priorities – outcomes 
from workshops 
 

FC 
Paper 7 

 

3.45pm 

8. Partnership Board Membership 
 

NK 
Paper 8 

4.05pm 

9. Milton Keynes Care Alliance update  
 

JH 
Paper 9 

4.20pm 

10. Finance update 
 

DT 
Paper 10 

4.35pm 

11. Inequalities and VCSE update  PC 
Paper 11 

4.45pm 

12. AOB 
Partnership Board work plan attached 

Chair 5.55pm 
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MEMBERS 
Dr Rima Makarem (BLMK ICS Chair)  RM 
Felicity Cox (BLMK ICS Executive Lead, Accountable Officer,  BLMK CCG) FC 
Nicola Kay (BLMK ICS Programme Director) NK 
Daphne Thomas (BLMK ICS Interim Director of Resources)  DT 
David Carter (Bedfordshire Hospitals CEO) DC 
Dorothy Griffiths (Chair Central & North West London Trust - CNWL) DG 
Dr Ian Reckless (MKUH) IR 
Mark Thomas (BLMK ICS CIO)  MT 
Mary Elford (CCS Chair) ME 
Anita Pisani (CCS Acting CEO)  MW 
Mrunal Sisodia (NED, East of England Ambulance) MS 
Paul Calaminus (ELFT CEO) PC 
Alison Davis (MKUH Chair) AD 
Ross Graves (CNWL Executive Director) RG 
Simon Linnett (Bedfordshire Hospitals Chair)  SLI 
Julie Ogley (Central Bedfordshire Council) MC 
Mayor Dave Hodgson ( Bedford Borough Council) DH 
Cllr Peter Marland(MK Council) PM 
Cllr Hazel Simmons (Luton Borough Council ) HS 
Robin Porter ( Luton Borough Council CEO) RP 
Sarah Whiteman (BLMK CCG) SW 
Lena Samuels (SCAS) LS 
Dr Tom Davis (Acting CEO East of England Ambulance ) TD 
Dr Nicola Smith (BLMK CCG Chair) NS 
Simon Wood (NHSEI EofE) SW 

APOLOGIES 
Claire Murdoch (CNWL CEO)   
Cllr Tracey Stock (Central Bedfordshire Council)   
Matthew Winn (CCS CEO)  
Philip Simpkins (Bedford Borough Council CEO)  
Michael Bracey (Milton Keynes Borough Council CEO)  
Joe Harrison (MKUH CEO)  
Marcel Coiffait (Central Bedfordshire Council CEO)  
Wayne Bartlett-Syree (BLMK ICS Regional Lead Director)  

ATTENDEES 
Dr Sanhita Chakrabarti (BLMK CCG) SC 
Dr Tayo Kufeji (Milton Keynes CCG) TK 
Richard Fradgley (ELFT) RF 
Susan Milner (Luton Borough Council) SM 
Michelle Evans-Riches (BLMK ICS) MER 
Lorna Venters (BLMK ICS) LV 
Members of public x 4  

 

BLMK ICS Partnership Board Minutes  
Wednesday 3rd February 2021  

Time: 16:30hrs 
Microsoft Teams 

Item 
No. 

Discussion Action 
 

  Welcome 
The Chair welcomed everyone to the meeting  

 

1. Apologies for absence 
Apologies for absence were received as detailed above 

 

2. Declarations of Interest  
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None 
3 
 
 

Minutes & Actions 
a. Minutes 

The minutes of the Partnership Board which took place on 13th January 
2021 were confirmed as a true record. 

b. Actions 
Matters arising from last meeting are included in a separate action log. 

 

4 Public Questions 
None 

 

5 Executive Lead Update 
 
BLMK ICS 2021/2022 strategy discussions with NHS and local authority 
partners, including Healthwatch are ongoing to see how local priorities can 
form part of the ICS strategy and planning, so that there is a clear link from 
place to ICP systems. These conversations and discussions at all four Health 
and Wellbeing boards will help prepare for the strategy workshops planned for 
March 2021.Prior to taking up the BLMK CCG Accountable Officer role on 1 
February, BLMK Executive Lead, Felicity Cox, had personal oversight of the 
vaccination campaign for the last few weeks. On 1 February the Executive 
Lead had personally attended the Bedford Heights vaccination centre to get 
an insight into the requirements for completing the vaccinator training. CCG 
nurses and pharmacists vaccinating at centres and in care homes mentioned 
the invaluable support they receive from local authorities to facilitate this work.  
 

 

6 Continuing Covid incident 
 
Vaccination roll out 
Across BLMK the following have been vaccinated – 79% of the over 80s, 
77.9% of 75 to 79 year olds, and 42.5% of the 70 to 74 population. 
Approximately 8,900 health and social care staff have not been vaccinated 
and will be receiving letters encouraging them to attend the mass vaccination 
centers. 
 
Over 3,000 people are in hospitals across the region and critical care capacity 
across East of England is running at 151%. Working with national colleagues 
some patients have been transferred elsewhere to receive critical care. The 
key concerns are the slow decline in the numbers of critical care patients and 
the impact this will have on restoring services for those who need surgery and 
the critical care that follows. This pressure on services is not expected to start 
easing before mid-April 2021.  
 
A decline in the numbers of people with COVID across the East of England 
was reported - currently 250 per 100,000. In Bedford it was just over 400 per 
100,000 and Luton having the highest number in the East of England is a 
significant concern. 
 
Future planning is underway and the medium / long term vaccination and 
testing management will be presented at the Chief Executive Group meeting 
on 25 February 2021. There are a number of matters to consider such as 
whether COVID vaccination boosters have to be administered next autumn 
and to which cohorts, mindful that the younger population may only have just 
been vaccinated. Lessons learned from areas that are accelerating 
vaccination, addressing housebound populations will be considered as part of 
the plan development. 
 
Patients who have had the first vaccine have started receiving letters inviting 
them for the second vaccine, to be administered at the same location as the 
first vaccine.  For those who have moved location transfers will apply. 
 
Luton 
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Concerns about the uptake of the vaccine by care home staff in Luton 
continues. Detailed data is not available without which problem areas cannot 
be identified and cannot easily be addressed. 
 
A local vaccination centre  will be closed on 4th, 5th, and 7th February 2021 due 
to the lack of vaccine supply, creating added pressure for clinicians and 
volunteers when they are told to stand down at very short notice.  
 
Luton Borough Council and their COVID champions are working with faith 
leaders to encourage people to have the vaccine and the  faith leaders were 
vaccinated at Luton and Dunstable Hospital last week. It is hoped this will 
encourage the local community to follow their lead.   
  
Central Bedfordshire  
65% of care home staff have been vaccinated as have 78% of care home 
residents. For residents who have had COVID, arrangements are in place for 
them to be vaccinated within 20 days of testing positive.  
 
The main issue with the data is granularity, in that it does not highlight which 
parts of the social care system are  proving a challenge to vaccinate. Added to 
this is the request for local councils to provide numbers of people that have 
been vaccinated – information that is not readily available to councils, 
alongside the extra support that education colleagues, children and vulnerable 
children have to provide. 
 
Milton Keynes 
The longer lasting challenge will be in  theatre capacity as theatre nurses and 
anaesthetists are being redeployed to  critical care units. This puts even 
emergency surgery under pressure. 
 
System pressures 
The focus is still on managing the current operational pressures and 
vaccination roll out. A national leader has been appointed to lead on recovery. 
BLMK must be proactive and ensure that challenges faced, and views  and 
concerns are fed into the national and regional work on recovery.  
Understanding the different constraints on services and thinking about 
innovative ways to deliver services will feed into the work on health and 
economic recovery, as well as the ICS strategy development. The impact of 
economic recovery on the health of the population is recognised and 
discussions are welcomed. 
 
The mental health and learning disability services are still experiencing 
increased pressures, significantly from the high levels of distress in teenagers. 
Work is being done to understand the issues and design new solutions to try 
and meet their needs.  
 
Data 
It is not known when nationally published borough level data will be available. 
It is expected that ICP level data on the uptake of the vaccine by ethnic 
minorities will be available  from 7th February 2021 and this will be circulated. 
There is data on numbers of people who have been vaccinated through local 
services, however the numbers vaccinated at the mass vaccination centres is 
not yet confirmed.  

Agreed 
That a note of thanks be recorded to staff across BLMK and borough 
councils for supporting vaccination efforts and managing the incident. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Action 46 
Executive 

Lead 

7.  Flu closure report 
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The success of the flu vaccination programme is credited to collaborative 
working with partners across BLMK. Leadership support from local authority 
colleagues, PCNs and pharmacies has been key in achieving a good uptake 
of the vaccine, particularly amongst care home residents and staff. Local faith 
leaders and COVID champions helped communicate with the BAME 
community where uptake has been particularly low. GPs from particular ethnic 
backgrounds reached out to communities via local radio and continue to do 
so. 
 
Over 80% of residents in BLMK care homes have been vaccinated. This will 
be addressed in future seasons to ensure vulnerable staff are vaccinated 
early. In terms of staff vaccination, CNWL has vaccinated the majority of its 
staff - lessons learned here will inform next year’s plans to ensure maximum 
uptake by staff across BLMK. 
 
The data on uptake of the flu vaccine by carers comes from the GP system 
where they have been vaccinated at practices or community pharmacies. Drop 
in sessions at carer forums have been organised by local Directors of Public 
Health to understand the challenges, some of which have been access to 
clinics or wrongly assuming ineligibility to register as a carer. This informal 
engagement is ongoing. 
 
Lessons learned workshops are being held with the BLMK Strategy Group. At 
the end of this season a gap analysis will be conducted, and uptake data will 
be reviewed, the results of which will inform the planning of future structures, 
processes, and outcomes. Some of the work that is underway looks at 
ensuring improved uptake, appropriate additional support for the vulnerable, 
inclusion of the flu vaccine in a healthy children programme and reaching care 
agencies.  COVID  requirements meant the re-design of flu clinics in terms of 
social distancing, changing appointment systems and communicating with 
patients differently.  
 
The BLMK CCG communications team continue to work with NHS England 
and local authority colleagues to get the correct messages to the community. 
For example, myth busting videos have been developed with input from local 
faith leaders and it is anticipated that these will be used at the beginning of the 
flu 2021/22 season to answer questions raised by the community. 
 
Agreed: 
That a note of thanks be recorded for the support of BLMK clinical and 
non-clinical leaders and staff in supporting what has been an extensive 
flu vaccination programme.   

 
 
 
 
 
 
 
 
 
 
 
 
 

8 a. Modernising mental health services in  Bedfordshire  
 
By the end of 2024 it is expected that there will be significant increase in 
BLMK’s mental health community capacity requirements for women using 
perinatal mental health services, for children and young people, and for people 
with common mental health problems who use talking therapies in the 
community.  
 
Mental health inpatient services in Bedford were closed a number of years 
ago. The current proposal is to develop a state of the art comprehensive 
inpatient service in Bedford which is accessible to acutely unwell adults and 
will include provision for people with a learning disability. There is an 
opportunity to extend the proposal to provide  inpatient facilities for local  
children and young people, and this will include care for  those with eating 
disorders. 
 
This proposed service will be linked to community offers in terms of crisis 
support and it will future proof the service. The proposed site for development 
of a range of inpatient services is on the North Wing site in Bedford, which will 
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ensure accessible services across the north of the county, taking account of 
population and housing growth. Service users, carers, residents and staff will 
be involved in the co-production of the service offering.  
 
A project structure is being established and it is intended that stakeholders on 
the Partnership Board will be invited to be part of the work as it develops, to 
ensure transparency and the development of a robust business case that 
stakeholders will support. The proposed project structure will be shared.  
Council officials and ELFT met on 2 February 2021, and it was confirmed that 
the proposal will improve and rebalance the mental health provision across the 
county for residents which was welcomed. The detail will be discussed at the 
Bedford Health and Wellbeing Board. 
 
In terms of support of the case for change, this initiative is not an NHS case. It 
is a system case for BLMK with multiagency support from local populations, 
local authorities and the third sector.  
 
Agreed: That the proposal for an inpatient mental health facility in 
Bedford be supported and the business case developed with 
stakeholder and partner organisations and reported to the CEO group as 
it progresses.  
 
b. Health inequalities 
A number of NHS Charities funding applications have been received, focusing 
on a wide range of areas including support for the homeless,  digital exclusion 
and isolation, supporting young people with multiple complex needs,  and 
supporting patients on discharge. BLMK NHS Charities are reviewing the 
applications and seeking Healthwatch views to ensure that population needs 
have been taken into account. It is intended that the applications will be 
brought to the ICS Chief Executives Group during February 2021 for formal 
approval before proceeding to the charities process.  
 

 
 
 
 
 
 
 
 
 

Action 47 
PC 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

9 Population Health Management 
 
Views were sought on particular elements of the population data in the report 
that should be addressed and gaps in the data that should be considered 
when setting 2021/2022 priorities.  
 
Suggestions made were as follows:  

• The impact of COVID on the social determinants that affect people's 
health, particularly with education 

• Health behaviours such as smoking, alcohol use, diet etc. that recently 
have not been priorities must be addressed equally 

• An analysis of the interplay between mental health and long term 
conditions  

• Data on health span and lifespan  
• Engaging the collective workforce across BLMK and empowering them 

to take the lead in the communities in which they live where there are 
inequalities 

• Co-production / collaboration with the population, ensuring data is 
understood and consider solutions to address areas of concern 

• Housing growth for the current population as it ages, and services that 
may be required for a new population.  

• The impact of COVID on the local homeless population, drawing on 
recent public health annual reports 
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The meeting closed at 17:59 hrs 
 
8th February 2021 
Lorna Venters 

Members were invited to send any further thoughts to the Executive Lead and 
Nicola Kay. 
 

10 AOB 
None  

 



Ref Date Item Action Responsible Deadline Status Comments

9 04-Mar-20 Health & Wellbeing 

Strategies

That a detailed report be made to the next 

meeting on Wave 5 Capital funding and 

the health and care hub strategy. 

Daphne Thomas Apr-21 Open 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

19 15-Sep-20 BLMK Clinical 

Commissioning Group 

Case for Change 

The benefits of merging the CCG will be 

tracked and regularly reported to the 

Partnership Board. 

Patricia Davies May-21 Open

46 03-Feb-21 Continuing Covid 

incident

To ciruclate ICP level data on the uptake 

of the vaccine by ethnic minorities 

Executive lead Feb-21 Open

47 03-Feb-21 Modernising mental 

health services in  

Bedfordshire 

To share details of the proposed project 

structure with the PB

Paul Calaminus Feb-21 Open

BLMK Partnership Board Action Log



NHS England and NHS Improvement

East of England region 
COVID-19 Vaccination Health Inequalities: 
Review of system vaccination inequalities plans

Eleanor Powers and Jessica Stokes, March 2021
eleanor.powers@nhs.net │Jessica.Stokes@phe.gov.uk

mailto:Eleanor.powers@nhs.net
mailto:Jessica.Stokes@phe.gov.uk
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Background: COVID-19 Vaccine Inequalities
• Previous national vaccination programmes have 

shown lower uptake in some populations, 
particularly among minority ethnic groups & 
underserved groups

• Risk of double impact – disproportionate impact 
of COVID and lower rates of vaccine uptake

• Impact of socio-economic factors influence  on 
vaccination inequalities (see figure)

• Need to understand and address barriers to 
uptake to ensure inequalities not exacerbated

• Equity approach central to East of England 
COVID vaccination programme - establishment 
of COVID-19 vaccination equalities workstream;

• Embedded in Promoting Equality and 
Reducing Health Inequalities Programme

• Dedicated COVID-19 Vaccine inequalities 
lead coordinator, working alongside existing 
PHE and NHSE/I inequalities leads/roles



3 |

Background: COVID-19 Vaccine Inequalities Taskforce
• A multi-agency COVID-19 Vaccine Inequalities Taskforce formed at end of January, 

meeting weekly to identify, prevent and mitigate inequalities, share best practice/resources 
and peer support and provide a forum for discussion and learning. 

• All local STP/ICS, CCGs and Local Authorities attend promoting connections within and 
between geographical footprints. 

• Expert speakers have already educated the group and promoted discussion, best practice 
and constructive challenge on the needs in relation to vaccine equality of:

• Health and social care workforce
• Ethnic minorities
• People with learning disability
• People with severe mental illness
• People experiencing needle phobia
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Review of system action plans to address vaccine inequalities 
• Regional assurance framework developed against which plans would be reviewed

• Based on an initial review of draft system inequalities action plans and themed to the national vaccine steering 
group 4 Priority Areas to address inequalities: Strategy and Governance, Access, Information and Data, 
Communications and Engagement

• To be used by systems to assess their existing plans, and/or as a starting point for producing further or more 
detailed plans for local, regional and national assurance 

• Systems requested to submit detailed plans by 24th February on how they will minimise inequalities in the 
COVID-19 vaccination programme - plans submitted on STP/ICS footprint were expected to show evidence of relevant 
Local Authority and third sector/VCSE/community involvement

• Review of system plans - small group with NHSEI/PHE/LA representation reviewed all system plans to reach a 
consensus summary rating for each of the 4 Priority Area themes:

• No or minimal evidence provided for assurance (yellow)
• Some evidence, but will be requesting further detail or specifics for assurance (blue)
• Well evidenced and assured, no further information needed – more information may be requested e.g. to share 

practice (purple)

• All systems have already had rapid feedback and a chance to provide additional information ahead of today’s meeting 
where available 

• Further 1:1 in depth conversations to support systems will be scheduled in coming weeks
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Priority 1: Governance
• Structure and governance of inequalities work was clearly articulated by some 

systems, but not reported or in development in others, or the governance was 
not clear at the STP/ICS footprint (rather than for separate orgs)

• N&W and SNEE demonstrated strong governance structures 
• Clear governance arrangements included named persons, teams or 

stakeholders for specific actions
• Where reported, and implicitly, a good range of stakeholders are involved in all 

systems, including CCG/LA/STP working and engagement with VCSE
• Systems should be able to show a clear link between barriers/issues identified 

in EHIA, to suggested mitigations, to action plans, to owners of actions and 
reporting/monitoring arrangements

Innovative/good practice:
• Health inequalities concordat for ICS organisations (BLMK)

N&W

SNEE

BLMK

HWE

C&P

MSE
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Priority 2: Access
• Most systems had completed an EHIIA to systematically assess risks of 

inequalities in different groups and consider mitigations
• EHIIA should be clearly linked to planned actions (previous slide)
• Systems without EHIIA or with a less recently updated one have been encouraged 

to complete this
• All systems gave evidence of considering multiple models of vaccine delivery, and 

of reasonable adjustments which might be necessary
• BLMK ‘Place based delivery plan’
• SNEE co-produced vaccine clinics
• C&P housebound patient identification

• Less work on multiple models of vaccine invitation, although this is somewhat 
outside local/regional control

Innovative/good practice:
• The EHIIA shared across the Essex-linked systems (HWE, MSE and SNEE) is an 

excellent example, co-produced & regularly updated

MSE

SNEE

BLMK

N&W

C&P

HWE
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Priority 3: Information and data
• ‘Denominator population’ to be defined for all inclusion groups that are not readily 

captured in e.g. GP records
• C&P example of clear identification of populations
• Acknowledge this data was submitted to region in January separately 

• Monitoring of routine quantitative data in all systems
• Gathering of qualitative data/feedback is more variable - phoning those who have 

not been vaccinated
• The programme should be making changes on the basis of feedback/engagement 

data, not just telling people what to do/change
• In general, it would strengthen plans to state the process/governance for data 

review, how often, and that data will drive change to solve issues
Innovative/good practice:
• Use of SHAPE tool for mapping vaccinations sites/deprivation (BLMK, SNEE)
• Work on capturing ethnicity data in culturally sensitive way (SNEE)

BLMK

C&P

HWE

MSE

N&W

SNEE



8 |

Priority 4: Communication and engagement
• Communications strategy should be linked to action plan and useful to share communications 

strategies
• At least some examples of engagement across all systems, however some more in-depth, more 

granular and with greater evidence of building on existing relationships and work. More detail 
on diverse communications options, considering all groups e.g. Easy Read, non-digital

• More assurance on engagement as a two-way flow of information, and that feedback is used to 
change/shape service

Innovative/good practice:
• Community Champions, digital flyers provided to faith groups for their websites – with a photo 

and quote from their faith leader, and use of diverse faith leaders getting vaccine (BLMK)
• Use of health coaches to support vaccine hesitant staff (C&P)
• SMI/LD - physical health check workers trained as vaccinators (C&P)
• Behaviour change unit work on vaccine hesitancy (HWE)
• BAME staff network/working group (N&W, HWE)
• Social prescribing workers at vaccine centres (MSE/SNEE)
• Signposting to further information/support – postcards at point of vaccination (MSE/SNEE)

BLMK

C&P

MSE

SNEE

HWE

N&W

https://www.youtube.com/watch?v=dGR3KF4HfeE
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Common potential gaps

• Identification of all underserved populations, including denominator populations –
systematic EHIA as live document – especially digitally excluded

• Opportunities for additional health messages at point of vaccination – MECC approach, 
social prescribing, health checks 

• Gaining specific feedback from those who have not taken up the vaccine – non-responders 
– with an open mind 

• Unintended consequences – stigma and discrimination from targeted messages
• Applying learning from community-centred approaches to inform future strategy and 

remove barriers to access and improve outcomes for underserved populations 

This vaccination program builds on the legacy of the previous 
experiences of population groups and the ways they have been 
underserved. This vaccination program will leave a new legacy: 
risks of worsening inequalities and relationships, but exciting 
opportunities to positively impact health equality above and 
beyond COVID-19
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1 2 3 4

Next steps
• Contacting systems for rapid feedback & 

requesting more information
• 1:1 feedback with systems offered in coming 

weeks
• Support with 100k application (next slide)
• High level summary to C19 Vaccine Inequalities 

Taskforce for discussion & recommendations, 
including highlighting best practice

• Requests to ‘best practice’ examples to share
• Monitoring uptake across systems in all groups 

(data flow being finalised)
• Including requesting systems to share data 

on progress in inclusion groups
• Presentation to national NHSE/I and PHE groups 

(peer learning with other regions) 

Priority themes
SN

EE
BL

M
K

M
SE

N
&

W
C&

P
HW

E
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1 2 3 4

UPDATE 09.03
• Further information supplied has moved one 

blue – purple and two yellow – blue 
• We have meetings with systems scheduled in 

coming weeks to continue this support to 
move forwards & peer learning is being 
shared in task force

Priority themes
SN

EE
BL

M
K

M
SE

N
&

W
C&

P
HW

E
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£100k allocation to address vaccine inequalities 
Following notification of notional £100k per STP allocation to support CCGs to 
address vaccine inequalities, a process has been agreed within the East of 
England region for submitting business cases for this funding. 

Systems have been supplied with a business case template to complete

For further background and information see: C1158:Supporting 
CCGs/Systems to address vaccine inequalities

Applications should be submitted by STP/ICS on behalf of one or more CCGs. 
Up to £100,0000 is available to each STP/ICS footprint. The STP will determine 
how the funds will be shared between the CCGs, but we would expect the shares 
to take account of the relative health inequalities and existing sources of funding 
across the whole of the STP. i.e. we are expecting 6 submissions regionally, one 
per STP footprint.

The additional funding should seek to develop and deliver local solutions, and 
should be focused on intensifying existing or novel local engagement activity that 
focuses on one or all of the following:

Confidence (vaccine hesitancy)

a. Understanding the reasons for hesitancy, especially in BAME communities, 
and

b. Developing solutions for overcoming hesitancy, especially with BAME 
communities

Convenience (barriers to access)

c. Understanding the barriers to access, especially for health inclusion groups, 
and

d. Addressing, minimising or removing barriers, especially for health inclusion 
groups

Complacency

e. Understanding the reasons for complacency in certain groups, especially 
younger populations, and

f. Developing local solutions to support civic and individual responsibility, 
especially in younger populations

The plans should be developed in collaboration with the local community, be 
agreed with relevant DPH(s) and align with the existing action plans for 
inequalities as already submitted for review to the region 

Completed business case templates should be submitted to Anu Babu 
(ababu@nhs.net) copying Jess Stokes and Ele Powers 
(Jessica.Stokes@phe.gov.uk and Eleanor.powers@nhs.net) by Monday March 
15th

https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fcoronavirus%2Fwp-content%2Fuploads%2Fsites%2F52%2F2021%2F02%2FC1158-supporting-ccgs-to-address-vaccine-inequalities.pdf&data=04%7C01%7CJessica.Stokes%40phe.gov.uk%7C9b9d48512d5f44237a2a08d8de687ff3%7Cee4e14994a354b2ead475f3cf9de8666%7C0%7C0%7C637503887981953452%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=B5xCp6KqVKT8AbIf8gToRhPFXIQ6kqUtMWc6MW0wGvE%3D&reserved=0
mailto:ababu@nhs.net
mailto:Jessica.Stokes@phe.gov.uk
mailto:Eleanor.powers@nhs.net
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summary 

This document summarises the latest position in the ICS 
strategic priorities development work, including the readout 
from the workshop on 24th March and the proposed next 
steps 

Ask of the 
Partnership 
Board 

To note this summary of the latest position and consider the 
questions posed 

Potential Risks 
and Issues 

Risk that the ICS does not have a single strategic direction. 
Risk that we are not building on existing activity and not 
taking account of where different places are starting from 
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Recommendation To note the work and provide steers on: 
(a) Does this accurately reflect our current position?  
(b) Are these the correct next steps and how would 

partners like to be involved? 
Document 
history 

N/A 

Appendices Pre-reading for workshop 2 (24th March) 
 
1. Context 
 
The Partnership Board has had two workshops – on 3rd March and 24th March – to 
discuss and agree the strategic priorities for the ICS in terms of population health 
outcomes. This work is about creating a single strategic direction across the system 
for the health and wellbeing outcomes we want to achieve for our population over the 
medium (3-5 years) and long term (10 years), building on the long term plan and 
taking account of the impact of Covid. The pre-reading for workshop 2 is in Annex A. 
 
We have had additional conversations with system partners to ensure that the 
direction we are taking supports and aligns with partners’ views. The purpose of this 
paper is to summarise where we are in terms of developing this work and set out 
next steps in development and delivery. 
 
2. Strategic priorities 

At the workshops, we have agreed that our emerging strategic priorities are as per 
the diagram below, with five priorities and a set of cross-cutting enablers. This 

x  

 

  
 



 
framework will help to shape all our system work, including providing a structure for 
our planning. 

 
At the second workshop we had focussed conversations on priorities 1 and 4, 
particularly the outcomes and outputs we want to achieve and the activities needed 
to deliver these. We looked at these cross-system and within place. We also 
discussed which other priorities are most important for each place and talked about 
our principles for how we would continue to work together across the ICS to develop 
and deliver this work. 
 
Priority 1 is “Every child has a strong, healthy start in life: from maternal health, 
through the first thousand days to reaching adulthood”. The key points made in the 
discussion were a need to: 

• Focus on inequalities – focussing improving wellbeing for those in greatest 
need, with specific targets for each borough informed by child health profiles. 
The gap has widened over the last year and we need to join up better to 
identify vulnerable families. There has been some positive activity to build 
from around reducing inequalities in pregnancy  

• Address the significant increase in high acuity mental health demand, where 
the complexity and quantum has increased significantly. Early intervention 
and prevention are needed, including support in schools 

• Focus on transitions from children’s to adults’ services, including maximising 
support before, during and after transition 

• Expansion of employment opportunities, such as providing work experience 
in a wide range of roles in our organisations as anchor institutions, providing 
virtual careers events and mentors in the community 

• Focus on co-production to shape services as an outcome in itself, so that we 
understand what people genuinely need 

 
Priority 4 is “We work together to build the economy and support sustainable 
growth”. The key points made in the discussion were a need to: 



 
• Focus on quality of employment – worklessness is often not the issue as we 

have in-work poverty, so we should focus on providing the real Living Wage. 
There is some learning from across places around work programmes and 
Passport to Employment has been successful 

• Make the most of our status as Anchor Institutions to reinvest BLMK money 
in the area through local recruitment, building skills in our population and 
providing mentoring and making the most of apprenticeships. We have wider 
supply chains that we can leverage to be major employment hubs and should 
be bold around our procurement approach taking into account social value 

• Ensure we have quality housing in the area, including the quality of existing 
stock and suitability for an ageing population. We should consider key worker 
housing and the accessibility of healthcare in new developments. There is 
learning from Central Bedfordshire’s housing development company 

• Work with the Oxford/Cambridge Arc to consider the social element of 
sustainable growth and develop places that enhance people’s health and 
wellbeing 

• Be mindful of the risk of exacerbating inequalities. We can learn from some 
programmes such as Flying Start that has had a big impact on young people, 
and should focus on getting particular groups, such as young offenders and 
those with serious mental illness, into work 
 

We will be writing up all the conversations more formally to help to pull together an 
emerging plan for delivery of these two priorities, and how that plan could develop for 
each place. 
 
3. Principles for how we work together 

Across our system, we want to develop effective ways of working which mirror the 
more formal governance approaches. In the conversations with system leaders, we 
heard a range of perspectives about what is important around how we work. From 
these conversations, we developed a proposed set of principles for discussion. 
 
The conversation at the workshop highlighted that examples of good practice would 
help, and that we need to be mindful of wider priorities in LAs and their separate 
governance and decision-making processes. The conversation also highlighted the 
need to incorporate a wide range of voices, including clinical and professional 
leadership. 
 
We have examined the principles against the agreed BLMK Leadership Charter, 
which align well, providing continuity of direction for our ways of working. Taking this 
into account alongside the comments above, we are proposing the final set of 
principles to be: 

• We learn from good practice both from within and outside our system and we 
embed it, adapting to local circumstances as needed but not reinventing  

• We take a subsidiarity approach, with activity taking place at the lowest 
possible level, with activity taking place at a higher level only where that is 
more efficient and effective 



 
• We are mutually accountable for delivering our priorities, with everyone taking 

responsibility for delivering their contribution as well as supporting others in 
delivery of theirs 

• We keep the needs of the population at the centre of everything we do, taking 
a co-production approach with system partners across all sectors, the VCSE 
and with people with lived experience 

• We build from where we are now, taking into account different starting points 
and reflect and adapt as we go along, embedding the principles of a learning 
system 

• We take into account others’ perspectives and are open with each other about 
our challenges, supporting each other in resolving any difficulties to better 
deliver continuous improvement 

 
4. Areas which we have not yet discussed 

At the workshop we asked what we have not yet discussed that we will need to come 
back to. The key areas we will need to return to are: 
 
Gap Plans 
Governance and 
place-based boards 

As mentioned in the next steps, we will be having further 
conversations about place-based boards and how the 
wider formal governance for this work will be structured. 
This includes greater clarity on the respective roles of 
different partners at a regional, system, place and 
neighbourhood level. 

Financial frameworks 
and shifting funding 
upstream 

Finance is one of the key cross-cutting enablers to 
ensure successful delivery of the priorities. We will have 
further conversations with Partnership Board about the 
structure of system finances to align with our priorities, 
including looking at a prevention investment standard 

Engaging with our 
population and the 
workforce (not just 
senior leaders) for co-
production 

We are having regular conversations with the public and 
our workforce to co-produce this work, building on 
existing channels where possible. We aim to translate the 
plans into something that all our stakeholders can 
understand and engage with 

Building on existing 
activity in places 

As set out in the next steps, we want to work with place 
to build on existing activity, helping to identify/fill gaps, as 
well as identifying what to stop 

Clear communications We are developing a narrative and a communications 
plan that we will bring to a future Partnership Board. We 
are mindful of not confusing our population due to 
previous engagement around our priorities pre-Covid 

Targets and ambitions We have discussed taking an ambitious approach to 
each of the priorities but have not discussed specific 
numbers in detail in the workshops so far. We will be 
developing the level of ambition as we work with places 
to develop each priority further so that we have clear 
aspirations across the system that we can hold ourselves 
to account for delivering 



 
 
 
5. Next steps 

 
A key focus moving forward is to turn this work into on the ground delivery. To help 
with this, we are starting to work as a single team across the ICS and CCG to 
streamline work and embed the priorities into 2021/22 operational planning. We are 
looking at streamlining our mission, vision and values across the way that the CCG 
and ICS work, drawing from the conversations in these workshops. 
 
As mentioned above, we are continuing to work with people who live in BLMK to co-
produce our plans. We have had three sessions so far where we have shared this 
work and developed it in partnership. We are also engaging with our workforce 
through existing groups to develop our priorities.   We are completely refreshing our 
ICS/CCG websites to provide better communications with the public and our staff in 
a way that takes account of inequalities and health literacy. 
 
Our key next steps, coming out of the workshops, are: 
 

(i) Support places to develop activities across all of the 5 priorities 

At the workshop on 24th March, we focussed on priorities 1 and 4 as areas where we 
need to collectively make progress as a system. We therefore need to develop the 
thinking in partnership for priorities 2, 3 and 5 to build consistency across each. We 
are proposing having two shorter workshops to deep dive into priorities 2 and 3 to 
make some faster progress in identifying activities to deliver against these across all 
places. We want to co-produce this workshop with our partners. Please let us know 
who should be involved in the development of these workshops. 

Priority 5 will be developed as part of the ICS health inequalities steering group, with 
Paul Calaminus as SRO and additional resource being recruited to lead the thinking. 
This group can also work across the priorities to ensure that action is being taken to 
reduce inequalities. We will ensure that all partners continue to be involved as this 
develops. 

(ii) Work with places and Care Alliances to deliver place-based plans 

We have made good progress in identifying how we will deliver against the priorities 
in each place at the workshop. Moving forward, we want to integrate into existing / 
emerging transformation governance in each place and Care Alliance, rather than 
create a separate or duplicative structure. We would like each place to have its own 
action plans to deliver on the priorities for their local population.  

We will therefore be speaking to each place / Care Alliance about they are 
developing and delivering their plans, starting from what we have discussed and 
agreed in the workshops and co-produced with the local people. As part of this work, 
we will look at prioritising the key activities for each place that are most important for 
their population and helping to develop resource and governance structures that 
support effective delivery. This work should accelerate and build on existing activity, 



 
supported by activity at ICS level and connect to the work of Health and Wellbeing 
Boards. We will look to co-design some workshops to make this happen. Does each 
place have a transformation board and/or convenor that can bring this strategy 
work together at place and move it into delivery in partnership? 

(iii) Develop plans for cross-cutting enablers 

The cross-cutting enablers generally have existing owners at ICS level who are 
developing the work in a way that supports delivery at each place as well as 
coordinating at a system level. We will need to make sure that each enabler has a 
clear owner and they are able to demonstrate how they support delivery of each of 
the 5 priorities. This work will feed into the planning for 2021/22 for ‘year 1’ delivery 
of each enabler. 

This includes the ‘ways of working’ enabler, where we are developing plans to build 
the different structures within the ICS. For example, we want to make sure we are 
developing out of hospital services such as PCNs in a way that supports delivery of 
our strategic priorities, and Care Alliances which have the tools to effectively improve 
population health.  

(iv) Agree formal ownership and governance 

We propose that each priority and cross-cutting enabler has clear owners, in addition 
to the ownership at each place: 

• 1 Senior Responsible Owner from across the system 
• 1 Programme lead to coordinate work and ensure the priority is delivering 

against the identified outputs and outcomes 
• 1 clinical lead (or other subject matter expert) where relevant 

 
Some of these are already in place, but we will be filling in the gaps where needed. 
Do you agree with this approach and are there any particular leads you would 
like to nominate to lead the work cross-system? 
 
We will also be looking at the formal governance structure for all of this work, 
including taking into account the governance proposals in the White Paper and the 
ICS and CCG coming together as a single team. We will need to ensure that all the 
relevant boards have appropriate composition and data to enable effective oversight 
for this work and roles are clear. We will bring proposals to a future Partnership 
Board meeting. 
 
There are some specific changes we would like to make. There is a separate paper 
on VCSE representation at Partnership Board for discussion, and a paper on wider 
Partnership Board membership. We are also looking at how we consider inequalities 
as a thread through all the discussions at the various governance forums, so that 
inequalities becomes embedded in our culture and ways of working. 

Are these the correct next steps and how would partners like to be involved? 
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Context for this work

• About what we want to achieve for our population in the medium and longer 
term 

• Framed around population health outcomes and reducing inequalities 
• Taking into account the challenges from Covid-19 and opportunities to work in 

different ways to address them
• Taking a single system approach, with flexibility at place and care alliance level 

to meet local population needs
• Appropriate governance will enable delivery of these priorities



Emerging strategic priorities

Every child has a strong, healthy start in life: from maternal health, through the first thousand days to 
reaching adulthood 

We work together to build the economy and support sustainable growth

People age well, with proactive interventions to stay healthy, independent and active as long as possible 

People are supported to engage with and manage their health and wellbeing

Data and 
digital Workforce Ways of 

working Estates Comms Finance

1

2

3

4

In everything we do we promote equalities in the health and wellbeing of our population
5

Operational 
and Clinical 
excellence



Priority 1: Every child has a strong, healthy start 
in life: from maternal health, through the first 
thousand days to reaching adulthood 

Priority 2: People are supported to engage 
with and manage their health and wellbeing

Priority 3: People age well, with proactive 
interventions to stay healthy, independent 
and active as long as possible 

Priority 4: We work together to build the 
economy and support sustainable growth

Priority 5: In everything we do we aim to 
embed the principles of population health 
and reduce inequalities

Evidence • Our earliest experiences in life, starting in the 
womb, through birth, early years and into 
childhood and adolescence are vital in laying 
the foundations for future good health and 
wellbeing.

• Children with adverse experiences growing 
up, such as living in a household with 
substance misuse  or domestic violence, are 
less likely to be healthily and achieve in life 

• Fragmentation in the children’s system leads 
to poorer outcomes for our most vulnerable 
children

• Supporting people to stay well for longer 
and making the most of the expertise, 
capacity and potential of people, families 
and communities in delivering better 
health and wellbeing outcomes and 
experiences will reduce pressures on 
health and care services

• Earlier identification of health conditions 
can help to improve outcomes and reduce 
premature mortality

• Tackling issues such as social isolation, 
alongside reducing risk factors such as 
physical activity, poor hydration and 
nutrition and sensory impairment 
improves quality of life and reduces 
health service pressures and demands

• Supporting independence, using an 
asset based approach, is a priority in 
maximising quality of life

• People’s economic circumstances –
the security and safety of their jobs 
and their level of income – are key to 
their health. Good employment is 
closely linked to good health and 
wellbeing and protects against social 
exclusion

• High quality economic infrastructure 
enhances quality of life

• The quality and availability of 
affordable homes is a key contributor 
to wellbeing of individuals and families

• Health inequalities are unfair and 
avoidable differences in health across 
the population, and between different 
groups within society. Inequalities arise 
because of the conditions in which we 
are born, grow, live, work and age

• Evidence says that people living in our 
most deprived areas face the worse 
inequalities in relation to health access, 
experiences and outcomes. 

BLMK 
context

• 39% of 15-16 year olds achieve grades 9-5 in 
English and Maths, compared to an England 
average of 43%

• One third of children in year 6 are overweight 
or obese. One third of 5 year olds in Luton 
have tooth decay

• 24% of children living in Central Bedfordshire, 
31% of children in MK and Bedford Borough 
and 46% of children in Luton live in poverty

• Infant mortality is higher in Luton compared 
with similar areas

• Covid has caused a rise in mental health 
needs and eating disorders

• Compared to England, the smoking 
prevalence in Luton and in routine/manual 
occupations in Milton Keynes are 
significantly higher

• Milton Keynes and Bedford Borough 
residents are less likely than average to 
visit the natural environment for health or 
exercise purposes

• A baby girl born in Central Bedfordshire 
can expect to live for almost six years 
longer than a baby boy born in Luton; this 
gap mainly reflects higher deaths from 
circulatory diseases, cancer and 
respiratory diseases in deprived areas

• 44% of social care service users in 
BLMK feel they have as much social 
contact as they would like

• Over 150,000 over-65s live in BLMK 
and this is expected to increase to 
210,000 over the next 20 years. The 
number of over-90s is expected to 
more than double in that period

• Emergency hospital admissions due to 
falls for people 65 and over are 11% 
higher in Milton Keynes than the 
England average 

• There are 1.15 jobs per person of 
working age in Milton Keynes and 0.75 
jobs per person elsewhere in BLMK; 
England has 0.87 jobs per person

• The employment rate gap in BLMK is 
11 percentage points worse for people 
with a long term condition, 67 for 
people with a learning disability and 
68 for people in contact with 
secondary mental health services

• Overall, close to 1/5 jobs pay less than 
the living wage

• In the most healthy wards of BLMK, 
women enjoy 20 years longer in good 
health than in the least healthy small 
areas. For men the gap is 17 years

• Babies born in the most affluent parts 
of BLMK will live longer than those 
born in the most deprived areas. The 
biggest gap for men is in Bedford 
Borough (10 years) and the smallest is 
for women in Luton (6 years). 

• Two thirds of children are living in 
poverty in Biscot and Dallow wards in 
Luton and Queens Park ward in Bedford

Goals • All children, regardless of where they live or 
their background, will be supported to have the 
best possible health and emotional wellbeing

• Improved outcomes for pregnant women and 
infants; eliminating  inequalities for Black and 
Asian women and those in deprived areas 

• Children can grow up in a safe and healthy 
home environment

• There is an Increase in educational attainment 
and employment levels for young people 
leaving education

• Levels of wellbeing in the population 
increase, with people able to manage their 
own health and wellbeing

• An increase in the number of years of 
healthy life expectancy

• A reduction in the gap between highest and 
lowest decile healthy life expectancy

• A reduction in premature mortality in BLMK

• Fewer older people feel lonely or 
socially isolated

• Older adults stay healthier, happier 
and independent for longer

• There is a reduction in the number of 
older people having falls

• People receive good quality end of life 
care and have good deaths

• Increased economic growth rates
• Increased levels of employment and 

the proportion of people earning the 
living wage

• Closing the employment gap for 
people with long term conditions and 
learning disabilities and mental health 
issues

• Increasing the quality and availability 
of our housing stock across BLMK

• Achieve reductions in inequalities 
through the work of priorities 1-4

• Reduce the gap between outcomes for 
our wider communities and 

• Gypsy and traveller communities
• BAME communities
• For people with specific conditions 

including people with learning 
disabilities, autism or both

Priorities summary framework



Stream A: Improved educational outcomes for all, to better prepare 
children for employment

Stream B: All mothers, parents, children and young people will have access to the 
support they need to achieve good family health and wellbeing outcomes

Stream C: Supporting children, young people and their families who are the 
most vulnerable and have the most complex needs (including learning 
disabilities, autism spectrum disorder, personality disorders)

O
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• Improved educational attainment
• Improved readiness for employment
• Reduction in NEETs
• No exclusions from school for ‘difficult’ children
• Improved outcomes for children with special educational needs and 

disabilities (SEND)

• Reduction in childhood obesity and tooth decay
• Increase in immunisation and screening service uptake  
• Reduction in infant and maternal mortality and morbidity
• Reduction in childhood mortality and morbidity
• Improved mental health and emotional wellbeing in children and young people
• Reduction in the difference in health outcomes for young people

• A reduction in children experiencing harm and neglect
• Reduction in children needing residential placements far from home
• A reduction in residential school placements
• No children and young people with learning disabilities admitted to a 

mental health hospital
• A reduction in youth violence and drug and alcohol related incidents
• Reduction in teenage pregnancy

O
ut
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• All children are ready for school
• Whole school approach to mental health and emotional wellbeing; 

children  are supported to have strong resilience levels
• Children with long term conditions are supported to remain in 

school
• Children with SEND have access to multiagency support that meets 

their needs
• Children successfully transition between educational stages and 

into employment
• Children with behavioural needs are identified early and there is a 

clear pathway of multiagency support

• Earlier support for children with mental health needs: clear, graduated pathways of care; 
support closer to home for children with high need / requiring inpatient admission 

• Support for CYP with mental health conditions in primary care
• Universal and targeted screening and immunisation services
• Personalised and safe care in pregnancy 
• Reduction in smoking in pregnancy and increase in healthy eating 
• Mental health support for women and their partners pre-conception, during pregnancy 

and for 2 year postnatally
• Reduction in access to unhealthy foods for children and young people and access to 

exercise
• Improved pathways for children with long term conditions reducing the gap between 

primary and secondary care

• Vulnerable families are quickly identified and a programme of support put 
in place

• Pre-natal and early years parenting support are in place to support the first 
2 years of life

• Children in a mental health crisis have access to good care based on need 
and not diagnosis

• Children with complex needs have integrated care plans, developed in 
partnership with families, that are personal to their needs

• Health, care and education funding is utilised to improve outcomes
• Communities empowered to support at risk young people 
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• Whole school approach to emotional wellbeing, mental health 

support for schools
• Multiagency support for children with behaviour that challenges
• SEND support
• Targeted support for those who are disadvantaged (looked after 

children, adverse childhood experiences, English not first language)

For development:
• Step up, step down therapeutic beds and mental health inpatient beds in BLMK
• Support for people with eating disorders
• Deliver on Better Births, Ockenden and the long term plan for maternity services
• Targeted work to improve immunisation uptake 
• Actions around long term conditions plan

For development:
• Actions around safeguarding – TBC
• Integrated, multiagency care planning for children with complex needs
• Integrated, crisis and intensive support arrangements and services
• Empower communities to provide support to families coping with 

complex situations
• Community centred programmes to reduce risk taking behaviour 

Priority 1 Plan on a page: Every child has a strong, healthy start in life: from maternal health, 
through the first thousand days to reaching adulthood 

• All children, regardless of where they live or their background, will be supported to have the best possible health and emotional wellbeing
• Improved outcomes for pregnant women and infants; eliminating  inequalities for Black and Asian women and those in deprived areas 
• Children can grow up in a safe and healthy home environment; reducing the gap for those who are disadvantaged by their early experiences 
• There is an Increase in educational attainment and employment levels for young people leaving education

• Our earliest experiences in life, starting in the womb, through birth, early years and into childhood and adolescence are vital in laying the foundations for future good health and 
wellbeing.

• Children with adverse experiences growing up, such as living in a household with substance misuse  or domestic violence, are less likely to be healthily and achieve in life 
• Fragmentation in the children’s system leads to poorer outcomes for our most vulnerable childrenEv
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Priority 2 Plan on a page: People are supported to engage with and manage their 
health and wellbeing

• Levels of wellbeing in the population increase, with people able to manage their own health and wellbeing
• An increase in the number of years of healthy life expectancy
• A reduction in the gap between highest and lowest deciles healthy life expectancy
• A reduction in premature mortality in BLMK

• Supporting people to stay well for longer and making the most of the expertise, capacity and potential of people, families and communities in delivering better health and 
wellbeing outcomes and experiences will reduce pressures on health and care services

• Earlier identification of health conditions can help to improve outcomes and reduce premature mortalityEv
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Stream A: Health improvement and disease prevention through population-
based and individual-based interventions, including action to address social 
determinants and inequalities

Stream B: Early detection of health conditions Stream C:  Optimal management of long term conditions through increased self-
management and coordination of care for people with complex needs
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• Reduced adult obesity levels, including maternal obesity
• Reduced smoking levels
• Reduced incidents of respiratory disease and lung cancer
• Reduced levels of alcohol related harms, including liver damage
• Reduction in staff sickness levels
• Increase in positive attitudes towards healthy behaviours

• Reduced deaths from cancer
• Reduced premature mortality from cardiovascular disease
• Reduced premature mortality from stroke
• Reduced premature mortality from respiratory disease

• Increased number of people with long term conditions who have the knowledge, skills 
and confidence (activation levels) to self-manage their condition

• Reduction in unnecessary GP and A&E service utilisation from people with long term 
conditions

O
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• Reduction in risky behaviours, including alcohol, drugs, smoking, sexual 
health

• Increase in positive behaviours, including physical activity, eating healthily
• An increase in the availability of green spaces
• A reduction in the price of healthy foods and a reduction in the availability of 

unhealthy food
• An increase in vaccination rates
• An increase in the number of social prescribing link workers
• An increase in the number of VCSE organisations available to support people

• Increase in the number of people diagnosed with cancer at an 
early stage (stage 1 and 2)

• Increase in the uptake of all cancer screening programmes: 
Bowel, Breast, Cervical

• Reduction in cancers diagnosed through the emergency route
• Increased awareness of signs and symptoms of cancer
• Increase attendance at healthchecks for disadvantaged groups, 

particularly people with learning disabilities and mental illness

• Increased use of health coaches to raise the activation levels of people with LTCs
• Increased proportion of people with LTCs who have access to self-management 

education on diagnosis
• Increased proportion of people with LTCs who have access to peer support
• Increased proportion of people with a LTC who have a personalised care and support 

plan
• Increased number of personal health budgets
• Reduction in service usage by high intensity users
• Increased use of workforce multi-disciplinary team approach to co-ordinate care
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For development:
• Place-based food strategies to increase healthy eating
• Smoking interventions, including Tobacco Free Luton partnership
• Promote community based interventions through social prescribing and 

expand social prescribing schemes
• Use our status as anchor institutions to improve staff health and wellbeing
• Sport and Physical Activity strategies
• Use community champions to encourage vaccination uptake, seasonal flu 

communications and targeting schools
• Specialist teams for drug and alcohol misuse (build on MK?)
• Child Healthy Weight Strategy

For development:
• Rapid Diagnostic Centres 
• Improving diagnostics provision through the development of a 

diagnostics strategy
• Screening uptake project
• Rollout of lung health check programme
• Development of cancer champion role (primary care, patients, 

social care, community services, 3rd sector)
• Communications around NHS Health Checks
• BLMK Cancer screening project
• Community TB screening

For development:
• Expansion of health coaching service
• Continuation and development of cancer navigator roles
• Putting in place a personalised care and support plan for people with cancer
• Increased access to psychological support at the point of cancer diagnosis
• Staff training to help staff work differently, empowering people to self-manage
• Roll-out of digital tools to help people self-manage conditions
• Roll-out of training courses and referral route for newly diagnosed
• Training for carers
• Measure levels of activation for all people with LTCs and tailor interventions
• Integrated community diabetes service (CCS)



Priority 3 Plan on a page: People age well, with proactive interventions to stay 
healthy, independent and active as long as possible 

• Fewer older people feel lonely or socially isolated
• Older adults stay healthier, happier and independent for longer
• An increase in life expectancy for all
• People receive good quality end of life care and have good deaths

• Tackling issues such as social isolation, alongside reducing risk factors such as physical activity, poor hydration and nutrition and 
sensory impairment improves quality of life and reduces health service pressures and demands

• Supporting independence, using an asset based approach, is a priority in maximising quality of lifeEv
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Stream A: Reducing social isolation in older people, increasing inclusion in 
local communities and improving self-worth

Stream B: Older people live healthy lives Stream C: Earlier diagnosis of health conditions and more coordinated support, 
leading to a good death
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• Older people are happier and have a reason to live
• People have social networks, especially in deprived areas
• Loneliness levels decrease

• Older people live healthy lifestyles
• Older people have appropriate income to ensure access to heating and 

healthy food
• Pensioner poverty decreases
• People are active in older age
• People have access to good quality housing
• People in care homes are better supported to live healthily

• A reduction in older people unnecessarily accessing GP and A&E services
• A reduction in long length of stay / delayed transfers of care
• People stay in their own home for longer
• More people die in the place of their choosing
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• Communities and VCSE provide more opportunities for networks for older 
people

• Older people are better connected to appropriate local community services
• People are able to access community services, e.g. through suitable 

transport links
• Older people have more developed digital skills to increase their levels of 

contact

• Access to physical activity improves
• Participation in physical activity increases
• Numbers of falls reduces
• Older people’s employment levels increase

• Numbers of falls reduces
• Improvement in coordination of care for frail elderly 
• Increase in number of personalised care and support plans for older people 

with complex needs
• Earlier diagnosis of dementia
• Improvement in the quality of housing for older people
• Older BAME communities seeking earlier access to support
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• Social prescribing for older people
• Digital training for older people
• Encourage volunteer responders to support reduction in social isolation
• Develop transport opportunities for older people, including expanding 

accessibility of existing public transport
• Greater mental health support for older people

For development:
• Encourage greater pension saving
• Development of older people’s exercise groups
• Fall prevention activity in own home and in care homes
• Support for older people in employment and with finances

For development:
• Put in place care plans for everyone in the last year of life
• Training for staff in identification of early signs of dementia
• Training for staff in conversations about death
• Work with voluntary sector on support for people in palliative care
• Connect with priority 4 on quality of housing for people
• Work with specific communities on support needs



Priority 4 Plan on a page: We work together to build the economy and support sustainable growth

• Increased economic growth rates
• Increased levels of employment and the proportion of people earning the living wage
• Closing the employment gap for people with long term conditions and learning disabilities and mental health issues
• Increasing the quality and availability of our housing stock across BLMK

• People’s economic circumstances – the security and safety of their jobs and their level of income – are key to their health. Good 
employment is closely linked to good health and wellbeing and protects against social exclusion

• High quality economic infrastructure enhances quality of life
• The quality and availability of affordable homes is a key contributor to well-being of individuals and familiesEv
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Stream A: Increasing levels of economic growth Stream B: Reducing unemployment / increasing employment Stream C: Improving access to good housing and living conditions

O
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• Economic growth in BLMK generated from BLMK anchor institutions
• Economic growth generated from inward investment – national 

government programmes
• Economic growth from attracting inward commercial investment

• Increase the level of jobs per person (1.15 MK, 0.75 rest BLMK, 0.87 England)
• Reduce impact of LTC, learning disabilities and mental health issues on gaining 

employment 
• Increased school attainment to above England average (currently below)
• All jobs in BLMK to pay the living wage
• Widened access to quality employment

• Housing is more affordable (BLMK housing costs up by 60% in last 
10 years vs 35% in England) – aim to bring this in line with England 
average.

• Eradicate temporary accommodation for the 2,600 households in 
BLMK and 121 rough sleepers

• All housing to meet the decent home standard (currently 17% gap)

O
ut
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• More of BLMK public sector spend kept in the BLMK footprint:
• Employing BLMK residents
• Using BLMK suppliers
• Embedding explicit weighting for social value in procurement decisions

• Capital programmes employ local residents and suppliers and need to comply 
with BLMK social value requirements

• Mentoring and work experience aimed at those with mental health conditions, 
LTCs, learning disabilities and other disadvantaged groups to close the employment 
gaps for these groups

• Local universities to improve access for local residents as well as disadvantaged 
groups

• Reduce exclusions
• Higher proportion of staff working for BLMK health and care services who live in 

BLMK
• BLMK partners pledge to develop capacity for social value 
• Develop research with universities to gain insight into challenges in this area

• Provision of new housing (11,000 per year)
• Quality of housing stock to be improved
• Provision of affordable housing targeted at temporary 

accommodation users and rough sleepers 
• Adoption of sustainable practices in partner organisations 
• More green areas/community areas
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For development:
• Membership of the Oxford/Cambridge Arc to be in a position to influence 

this conversation for BLMK
• BLMK to be part of HALN (Health Anchor Learning Network) and develop its 

own working group in BLMK
• Complete Framework to self-assess maturity as anchor institutions
• Audit of public sector spend within BLMK
• BLMK public sector procurement policies to incorporate common 

requirement for social value
• LA finance to participate in BLMK NHS finance workstreams to explore how 

working together can enhance this area

For development:
• Anchor institutions pledge to pay the living wage and require suppliers to do so too
• Complete audit of where BLMK partner employees work
• Recruitment campaigns aimed at local population
• Skills development programmes aimed at local population
• Mentoring and work experience programmes set up (own and private sector)
• Public sector suppliers to provide local jobs and other social value contributions 

For development:
• Membership of the Oxford/Cambridge Arc to be in a position to 

influence this conversation for BLMK
• Develop investment vehicles to attract private investors for 

social housing



Priority 5 Plan on a page: In everything we do we promote equalities in the health and wellbeing of our 
population

• Achieve reductions in inequalities through the work of priorities 1-4
• Reduce the gap between outcomes for our wider communities and:

• Gypsy and traveller communities
• BAME communities
• For people with specific conditions including people with learning disabilities, autism or both

• Health inequalities are unfair and avoidable differences in health across the population, and between different groups within
society. Inequalities arise because of the conditions in which we are born, grow, live, work and age

• Evidence says that people living in our most deprived areas face the worse inequalities in relation to health access, experiences and 
outcomesEv
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Stream A: The system embeds a diversity of voices in the way we work and 
in the decisions we take

Stream B: The system works with specific communities to close the gap in 
outcomes

Stream C:  The system works with people with specific conditions to 
close the gap in outcomes

O
ut
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es

• All residents feel that they are represented in decision making in BLMK
• Eradicate marginalisation of communities in BLMK

• Gap between average life expectancy and life expectancy in gypsy and traveller 
community reduced to zero

• Gap between average life expectancy and life expectancy in BAME residents 
reduced to zero

• Gap between life expectancy in most deprived to least deprived communities is 
reduced

• Gap between academic achievement reduced for people in specific socio-economic 
groups

• Gap between average life expectancy and life expectancy for people 
with learning disabilities reduces

• Improve healthy living for residents with multiple health conditions

O
ut
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ts

• The Partnership Board is representative of our communities
• Organisational boards are representative of our communities
• We promote equality in decisions taken by committees
• Diversity in mid-level and senior level management positions across the 

system increases

• Gap between employment levels for people in different communities reduces
• Gap in earnings for people in different communities reduces
• Gap in healthy lifestyles for people in different communities reduces

• Gap between employment levels for people with learning disabilities 
and autism and the wider community reduces

Ac
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For development:
• Targeted workforce planning and recruitment
• Co-production strategy and plans for BLMK
• Change to BLMK ways of working as part of ICS Development / White 

Paper implementation

For development:
• Targeted skills training programme
• Co-production of interventions with specific communities
• Healthy lifestyles communications developed with different communities which 

could offer incentives

For development:
• Annual health checks for people with learning disabilities and 

severe mental illness increased to meet national target
• Multi disciplinary team work with people with multiple health 

conditions to manage their health and wellbeing proactively and 
focus on what matters to me.



BLMK ICS – working at all levels to 
improve Population Health 

Individuals –People stay well for longer in their own 
homes and with personalised budgets.  Citizen 
engagement may commission or shape the 
commissioning of care
Neighbourhood/ Primary Care Networks (PCN) –
working with local groups, faith groups, small voluntary 
sector, LA ward teams, patient groups, community police, 
leisure trusts... May commission for groups of people 
with common needs across a small area, e.g. targeted 
self-care support, social prescribing or services where 
they have a cluster of need
Place – usually Local Authority footprint, convening 
PCNs, social care, authority-wide voluntary sector, 
Healthwatch, housing assocs, police, fire & rescue.  
Local delivery engines of agreed strategic priorities.

Care Alliance (CA) – actions to target the health and 
care services for the population which can be taken 
either by NHS or a range of partners. This will include 
looking at allocative efficiency and pathway change

System – ICS leads on strategic commissioning, setting 
population health goals for the system, planning and 
allocating spend to PCN, Place or CA to improve the 
health outcomes and population health, commissioning 
areas best done at scale or only once, such as 
specialised services, primary care.  ICS will also lead on 
enablers (e.g. digital, strategic estates) or development 
areas such as R&D.



Agenda

14:00 Context: Agreed priorities and development since workshop one

14:30 Plenary discussion

14:45 Breakout 1: Focus on a priority with a mixed group

15:15 Plenary conversation

15:30 Break

15:40 Breakout 2: Deep dive in Place

16:20 Plenary conversation

16:40 Sum up and close

16:55 Finish



   
 

   
 

ICS Strategic priorities workshop 1: Readout 

This note pulls together the key points from the workshop on 3rd March on BLMK ICS’s strategic 
priorities. 

Reflections from Helen and Nigel from the Nuffield Trust: 

We were struck by the overall level of consensus around the high-level priorities, across both the 
places within the system and between different partners, which sets up the ICS in a good place for 
the next stage of work required. The main issue that follows from this is a need to work out what 
happens at different levels – which issues really need action at place; which, while they will 
reference the ICS priorities, are primarily local and place led; those where places may want to 
collaborate or share learning and those where there will be an ICS level programme of work.  It was 
also important remind ourselves that the priorities being discussed here are those related to the 
wider ICS Partnership but there will also be a set of more NHS focussed strategies that will be 
aligned to the broader goals set out here.  

We were conscious that the discussion in this workshop did not require any significant degree of 
prioritisation or ownership at the individual organisational level. As partners come together again to 
work on agreeing the actions required to deliver the agreed priorities at those different levels, it will 
be important to understand that the different localities within the ICS start in different places, may 
require different actions to deliver the priorities, and that these will involve partners in different 
ways. In many cases, the lead organisation for delivery will not be an NHS organisation, and that has 
implications for the way in which the governance arrangements and ways of working for the ICS 
need to be established. 

Workshop key points: 

1. The top level priorities as written are a sensible way of expressing our intention, but the 
wording can be improved upon 

The approach of focussing on the life course through the priorities was well received, setting out a 
proactive approach to supporting people, and the different partners could see their contribution. 
The main areas we have adapted the priorities in response to feedback are: 

• Changing the title of priority two to be about supporting people to engage with and manage 
their health and wellbeing, giving people agency and a reason to live well, rather than 
framing it around personal responsibility. We are working with people in our communities to 
test this new wording to make sure it resonates with the public 

• Explicitly having an additional priority around reducing inequalities. We want to ensure that 
we are threading inequalities through all priorities, but have now drawn this out into its own 
section to ensure we are capturing disadvantaged groups who may not otherwise have the 
proactive focus on their health and care they require. We would welcome input from 
partners in developing this priority 

• Adding an enabler around operational and clinical excellence. With the focus on population 
health, we had not explicitly captured our desire to deliver high quality, integrated health 
and care services when and where people need them. We have therefore added this as an 
enabler which will help deliver all priorities 

This has led to the diagram below summarising our current set of priorities and cross-cutting 
enablers. 



   
 

   
 

 

2. We need to work with people and communities to develop and deliver on these priorities 

Several comments in the meeting highlighted that we need to co-produce this work with 
communities to ensure that we are focussing on the right priorities and successfully reducing 
inequalities. This includes working with our staff in health and care, considering individual needs as 
well as population needs. It includes working with voluntary and community services across BLMK to 
achieve the best outcomes for different groups and requires building resilience in the whole 
population for good wellbeing. We want to make sure we are unpacking concerns people have 
around particular pathways which we need to respond to, for example the maternity / pregnancy 
pathway and how we are reducing inequalities there. 

3. We need to work upstream to get the best value for money 

We discussed the different opportunities to work in preventative, proactive way upstream of more 
serious conditions or issues emerging. This includes, for example, early intervention when mental 
health problems initially emerge; looking at how we are enabling people to be ready for work as 
they leave school; and identifying families who need more coordinated support. We will need to be 
innovative to identify the most effective and best value upstream interventions that could help to 
reduce the demand downstream. 

There has been a significant amount of research on the longer-term impact of disasters on children 
and young people, and we need to be mindful of that due to the Covid impact on young people in 
BLMK. 

4. We need to develop our workforce to enable these priorities to become a reality 

A key theme emerging is around how we develop the appropriate skills in our workforce to deliver 
on this approach. This includes how our staff deliver more personalised care based around ‘what 
matters to me’, and how they work with different groups, including children and older people as well 
as disadvantaged communities, to make every contact count.   

We know that employment is important in improving our population’s health and wellbeing. We can 
build appropriate skills in our population to become our future workforce and develop ourselves as 



   
 

   
 

Anchor Institutions. We should be working with our volunteer and communities resources to 
maximise the diversity and depth of our workforce, and build social value into our contracts. 

5. We need to be bold, but these only become meaningful when followed up with real action 

We discussed the need to be bold in our ambitions – we have the resources to make a significant 
difference for our population and we have the data to understand our population health and where 
support is needed. We should be looking to close the gap between the most deprived and least 
deprived through improving the outcomes for the most deprived, which will take more dedicated 
effort. 

However, despite this progress, we have been here before and it will take concerted action to make 
a reality of these ambitions. We must also be mindful that the Covid pandemic is not over yet, and 
colleagues are stressed, under pressure and in need of rest. Therefore, we will need start with some 
quick wins in year 1 and ramp up beyond that. Workshop 2 will start to develop the more practical 
actions to make this work a reality, and as a system we must hold ourselves to account for delivery 
of these. 

Detail from breakout sessions and Menti polls 

The responses to the Menti polls are in Annex A and the raw summary feedback from the breakout 
sessions is in Annex B. We will be developing these priorities further as we prepare for Workshop 2. 
The top level points are: 

• Priority 1: Given the importance of the first 1,000 days, this will look at early intervention for 
families, looking to improve outcomes for young people including improved educational 
attainment. It will look to support young people with their resilience and with mental health 
issues, with targeted support for more vulnerable groups such as those with learning 
disabilities and autism and those at risk of serious youth violence.  It was discussed that this 
priority may be the most important of them all as it impacts many more years to come, and 
the ICS should be at its most ambitious here. 

• Priority 2: This requires preventative activity, early detection, supporting people to self-
manage long term conditions and support for people with complex needs. We could better 
use digital tools and will need to connect to wider services including voluntary and 
community services, building on what is already available. We should be looking at 
reductions in service utilisation and greater uptake of preventative and diagnostic services.  

• Priority 3: We need to take a personalised approach to older people’s care, through better 
use of multi-disciplinary teams taking the time to develop a personalised care and support 
plan for the individual, helping to reduce social isolation and keep people active 

• Priority 4: Economic factors are a key factor in people’s health and wellbeing – providing 
better lifestyle options such as employment, food, exercise and education. Housing is 
acknowledged as a vital element and can also contribute to economic activity. Health and 
care organisations as anchor institutions can require suppliers to provide social contribution 
to local economies. 

Barriers and enablers 

A range of barriers were identified which we will be developing into a risk register for this work, to 
ensure that we are taking a proactive approach to monitoring and resolving these. The key barriers 
identified are: 



   
 

   
 

1. Different governance regimes and cultures: Across health and care services we have 
different arrangements which create barriers to working in different ways, and sometimes 
have too much governance – we will need to be flexible and agile to enable delivery 

2. Finance challenges: Both the quantum available to meet our ambitions, with challenges in 
LA budgets due to Covid, and the need for greater flexibility in aligning / pooling budgets to 
enable change 

3. Inequalities: Covid has exposed and exacerbated inequalities, and it will be challenging for 
us to respond to this – we must factor this in at the start and genuinely understand the 
barriers different communities face 

4. Differences between places: Despite the positive conversations, different places will have 
different priorities for their population, and we need to be honest about where these 
differences lie to avoid mis-matched expectations 

5. Mis-aligned incentives: From national policy, through the region to the system leadership 
we need alignment to provide the space for more medium-term change with people at the 
heart. It will take time to see results in many of the areas we want to target so we need to 
hold our nerve 

There are several enablers which we need to leverage to overcome these barriers and help us to 
deliver change. For example: 

1. Trust between partners: In many areas there is good trust between organisations, which has 
improved during the Covid pandemic as the system pulls together. There are opportunities 
to share information and intelligence, and combine resources to focus on local issues 

2. Co-production with people: We already have good connections with the community in 
some areas. Listening to the public and communicating with them, and co-producing all of 
our work using universal language that the community understand will help us respond to 
the genuine challenges people face 

3. Empowering our staff: We can give our staff permission to do the right thing, building on 
the progress made during Covid and helping them to intervene early to tackle problems 
upstream 

4. Leveraging new technology: Increased use of digital resources for healthcare interventions 
can provide us with more flexibility to meet people’s needs, recognising the challenge of 
digital exclusion, and we already have good data and tools to help us focus our efforts 

5. Agreed direction of travel: Engagement has shown a significant amount of alignment 
amongst partners around our direction of travel, which will enable successful delivery  

Next steps 

We are currently preparing for Workshop 2. We will be working with workstream leads across the 
system to turn the initial thinking into draft plans for action. At the second workshop, we will look at 
these draft plans and develop them in partnership, including unpacking what will be done at ICS, ICP, 
place and neighbourhood level. We want to make sure we are retaining the importance of place 
throughout this work. We will also be looking at how the cross-cutting enablers will support delivery.  

In preparation for this, we would ask you as partners in the system to consider what you can and will 
do to contribute to achieving these priority outcomes, given the resources and assets you have 
available. We want to make sure we are making a reality of this work together through practical 
action.  



   
 

   
 

Rima and Felicity are having individual conversations with system leaders to ensure that we are 
picking up all your response to workshop 1 and getting your input into the design of workshop 2. 
Further comments by correspondence are also welcome. 

We are also working with people in BLMK and our staff groups to get their input into the 
development of this work. We have discussed the core priorities with people and have good 
agreement to them, but we will need to continue to co-produce our plans as we move forward. 

Though this work has very different time horizons to operational planning and Covid recovery (reset 
and restoration) planning, we want to take a joined-up approach and create a single plan for the 
system for 2021/22. We expect planning guidance to be available from end March, with a deadline 
for April/May. We will therefore be working during this time to create a single system plan for 
2021/22 and will share more information with the Partnership Board in due course. 

  



   
 

   
 

Annex A: Menti poll feedback 

(a) What are the things that most concern you since we developed our long-term plan? 



   
 

   
 

(b) How do you feel about this work based on today’s conversation? 

  



   
 

   
 

Annex B: Four priorities – detailed summaries from breakout groups 

This is a snapshot of the conversations in the workshop: the information will be worked up in more detail ahead of workshop 2. 

Priority 1: Every child has a strong, healthy start in life: from maternal health, through the first thousand days to reaching adulthood 

 



   
 

   
 

Priority 2: People are supported to take responsibility and enabled to manage their own health and wellbeing 

 

 

 

 

 



   
 

   
 

Priority 3: People age well, with proactive interventions to stay healthy, independent and active as long as possible 

 

 



   
 

   
 

Priority 4:  We work together to build the economy and support sustainable growth 
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Document 
summary 

This document sets out proposals for adjusting the 
membership of the BLMK Partnership Board to ensure that it 
is considering a range of voices and perspectives, whilst 
remaining manageable 

Ask of the 
Partnership 
Board 

To consider the proposals below for Partnership Board 
membership 

Potential Risks 
and Issues 

That the Board does not consider a broad range of voices 
and therefore makes sub-optimal decisions 

Purpose  
(tick one box only) 

Information Approval To note Decision 

Recommendation The Board approves the core membership list set out below 
Document 
history 

N/A 

Appendices N/A 
 
1. Context 

 
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 (such as pharmacy), VCSE and people with lived experience / 
Healthwatch. 
 
However, we also need to consider: 

(1) We need to have a manageable number of board members to ensure that the 
board functions effectively. 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 

(2) We are likely to make further changes to the governance as a result of the 
White Paper from April 2022 (and we may want to start earlier in shadow form). 
We are expecting further guidance to be published on how these proposed 
boards should be constituted and will be considering this as part of our ICS 
Development work in 2021/22 

 

 x 

 

  
 

https://www.gov.uk/government/publications/working-together-to-improve-health-and-social-care-for-all/integration-and-innovation-working-together-to-improve-health-and-social-care-for-all-html-version


 
2. Proposal 

 
Given the point above about the Boards changing again due to the White Paper, we 
are proposing only minor changes to the Partnership Board for 2021/22, creating an 
interim solution that takes account of additional voices, until more formal changes 
come in for April 2022. 
 
We are looking to cap core membership at around 35 people to be manageable face 
to face.  
 
We are also looking to be more flexible around additional people attending for 
particular 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. 
 
The proposed core members are therefore: 

• Four people representing PCNs – one from each place. It will 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 (see separate paper), plus up to two additional 
VCSE attendees for specific agenda items, as appropriate, to support the 
conversation and taking into account perspectives from the different places 

• 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 
 
We welcome feedback on this proposal and once agreed we will update the 
Terms of Reference for the Partnership Board on this basis. 

 
3. Next steps 
 



 
We want to continue to develop the Partnership Board to be as effective as possible. 
For example: 

• As mentioned above, we will look at what changes will be needed in response 
to the White Paper and related guidance when issued. This is likely to make 
more substantial changes and we will develop the BLMK approach in co-
production with partners 

• We may want to have more thematic deep dives into specific topics  

• We have arranged an organisational development (OD) day for the 
Partnership Board on the 30th June to make sure that the board is operating 
as effectively as possible. We welcome your input in making sure this day is 
as successful as possible 
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Appendices None 
 

 
1. Summary 

 
The attached paper / presentation outlines some of the ongoing work in Milton 
Keynes furthering integrated provision and improvement.   
 
Some elements of planned work have – appropriately – been delayed on account 
of a system focus upon the second wave of COVID and the vaccination effort.    
 
Several place-based projects have made significant progress. In parallel, 
governance arrangements for the MK Health and Social Care Alliance have been 
firmed up and partners are currently articulating agreed priorities for joint working 
going forward (in areas where the joint efforts of partners will be more effective 
that the sum of individual efforts).     

 

x  
 

  
 



Milton Keynes system ICP 
April 2021 progress



Milton Keynes place based 
partnership work

• Partnership work has been strong and supportive in responding the COVID pandemic and implementing 
the national COVID vaccine programme, although due to the significant pressures over the past few 
months, the development of the Health and Care Alliance has not progressed as much as partners would 
have liked

• There are many examples of the excellent Place based  partnership working during this time – some of 
which have been possible by the efficient use of additional financial and people resource 

 Daily focus on the flow of people through the health and care system which resulted in shorter LOS 
for some people with more complex conditions

 Supporting workforce pressures by being flexible in using  team members with  specific skills in 
whichever part of the pathway was in most need, for example therapy interventions. 

 Community health and care services being supported  to enable more complex people to be 
discharged back to their normal place of residence or to community beds sooner than they would 
have been pre-pandemic

 Daily operational support to care homes from key partners to respond to immediate issues such as 
caring for COVID positive people safely, IPC advice and PPE supplies

• Vaccinations – sharing clinical and non-clinical team members, sharing good practice in terms of 
environments, communications and site management



Milton Keynes place based 
partnership work

Additional progress –

• Governance agreed for the Health and Care Alliance with ‘sovereign’ organisations 

• Key milestones of some of the place based transformational projects have been delivered e.g. 
 partners supporting primary care to implement the Enhanced Health in Care Homes requirements
 progressing the delivery of out patient face to face consultations in a community setting by Primary Care 

and Acute Care clinicians
• Agreement to rotate the chairing of the Health and Care Alliance

• Health and Care system score card in place and presented monthly

• Primary care and other key partners fully engaged with Population Health Management development and 
roadmap work and will use emerging themes and data to inform future planning and prioritisation 

• Agreement by the Health and Care Alliance members to a long list of priorities derived using the ambitions 
of the NHS Long Term Plan and the Milton Keynes Health and Wellbeing Board



Outbreak 
Prevention 

Group
Milton Keynes Health and Wellbeing Board

MK Health
and Care Alliance

Incorporating the A&E delivery board 
responsibilities

Milton Keynes Health and Care
Operational Delivery Board

Population health
Management 

group
To commence in 

April 2021

MK system urgent and 
emergency care 

To include Same Day 
Emergency Care (SDEC), 
Community Bed Capacity, 
Mental Health Services, 

Rapid Response and 
Discharge Planning

MK system planned care 
and capacity planning 

To include Mental Health,   
Community, Primary Care, 

Social Care and Acute 
Service Provision

Transformation 
Steering Group

MK 
Together

Emergency Preparedness, 
Resilience and Response

Working closely with 
Thames Valley Local 

Resilience Forum, NHS East 
of England Resilience 
Forum and BLMKCCG DRAFT 

V2

CEO 
Strategic 

Development 
Group  

BLMK
Integrated 

Care  
System  

MK Place organisational and commissioning arrangements. Funding and payment mechanisms

Partners’ ‘Sovereign’ Boards and 
/or committees



Next steps

• The Health and Care Alliance have planned a workshop discussion on 21st April to discuss and agree the 
key priorities for the MK Place over the next 1-3 years

• Health and Care Alliance partners will work together with the wider ICS system to implement plans to 
restore the elective activity

• Partners will prioritise efforts on improving outcomes for people needing Mental Health support by 
working with the wider system to identify solutions to meet this increasing demand 

• Following the publication of the Integration and Innovation White Paper, further focussed discussions will 
be held to better understand the implications for Place based work and its associated governance within 
the wider ICS system    
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Appendices NHSE Covid-19 Vaccination inequalities plan report 
 

 
1. Summary 

 
1.1 Inequalities 
 
The BLMK inequalities steering group meets on a monthly basis and is using 
population health information to develop a work programme to address inequalities at 
system, Place and neighbourhood level. Systemic issues of vaccination, race, digital 
and veteran inequalities were discussed and population health inequalities at PLACE 
and PCN levels will be used to target specific issues locally. The emphasis will be on 
co-production of solutions and inclusion.  
 
In addition, inequalities is the golden thread throughout the priorities identified at the  
BLMK strategy workshops, as well as being a separate priority and actions will be 
incorporated into this workstream. 
 
Funding has been secured for a BLMK Inequalities lead to co-ordinate the various 
work programmes across the system, PLACE and neighbourhood level. The 
recruitment to this position will take place over the next two months, however, work 
will continue to progress. 

x  
 

  
 



 
 
NHSE Eastern Region has undertaken a review of the Covid-19 Vaccination 
inequalities plans for each ICS/STP and the outcome is attached at Appendix A.  
 
1.2 VCSE 
 
The VCSE Steering group has been progressing the actions as part of the VCSE 
Leadership programme which is funded by NHSE, although progress has been 
limited by the pandemic and the resources of the VCSE being focused on supporting 
their local communities.  
 
As part of the VCSE leadership programme, contact was made with Harrogate and 
West Yorkshire ICS who have developed a workstream “Harnessing the Power of 
Communities” which is led by the VCSE. This has been instrumental in producing a 
different approach to the following pathways to reduce demand on the acute sector 
and improve outcomes for local people:  
 

• Muskoskeletal 
• Social Prescribing 
• Diabetes – with a focus on Children and Young People 
• Community Mental Health 
• Health Hospital 
• Children and Young People with learning disabilities and autism 
• BAME access to cancer services 
 

There is also an enabling workstream for VCSE to have connectivity to the patient 
portal to assist with referrals to these pathways. 
 
In BLMK, funding has been secured from VCSE and NHS for a workstream lead post 
which will initially be for one year to co-ordinate the VCSE integration work and seek 
to provide alternative ways to deliver services using local knowledge and lived 
experience of local people. 
 
The Health and Care White Paper recognises the importance of VCSE as a key 
strategic partner in ICSs as both provider of services and community advocate. It 
recommends that the VCSE should be invited representatives at NHS ICS Board. To 
this end the VCSE Leadership Steering Group are requesting the BLMK Partnership 
Board to allocate three seats to VCSE. One would be for the BLMK VCSE Lead and 
the remaining two would be for each of the Care Alliances and can be left fluid in 
order for the VCSE to nominate an appropriate representative for each meeting 
dependent on items on the agenda. 
 
This proposal has been discussed with BLMK Independent Chair, who is supportive 
of VCSE representation on the Partnership Board. The Chair proposes that we have 
a single VCSE seat as a core member of the Partnership Board (for the VCSE lead 
mentioned above), and up to two additional VCSE attendees for specific agenda 
items, as appropriate, to support the conversation and taking into account 
perspectives from the different places in BLMK. 



Partnership Board Forward Plan 2021 

 13 January 2021 3 February 2021 3 March 2021 7 April 2021 5 May 2021 
Strategy 

1 Recovery plan update on 
performance 

Recovery plan position 
statement 

CANCELLED ICS strategy - outcome from 
workshops 
 

ICS Governance –  (Private 
tbc) 

2 Executive Lead update Executive Lead update  Executive Lead update Executive Lead update 

3 Covid vaccination update Population Health  Covid vaccination update Learning disabilities - mental 
health support 

4 Workforce Health inequalities  Partnership Board 
membership 

Diagnostic hubs – cancer 
strategy paper 
 

5 2021/22 Objectives – 
strategy development 
 

Modernising mental health 
services in Bedfordshire 

  Communications strategy 
and plan 

6 CCG merger update 
 

   System Oversight Group 
 

UPDATES 
 Update from 

Chair/Executive Lead 
Update from 
Chair/Executive Lead 

 Update from Chair/Executive 
Lead 

Update from Chair/Executive 
Lead  
 

 BCA Update   MK Care Alliance update  BCA Update 
 

 Finance    Finance report 
 Update from workstreams   Update from workstreams Update from workstreams 

 
      

 

 

 

 

 



 

 

 

 9 June 2021 14 July 2021 1 September 2021 6 October 2021 3 November 2021 
Strategy 

1 Estates Strategy 
 

    

2      

3      

4      
5      
6      

UPDATES 
 Update from 

Chair/Executive Lead 
Update from 
Chair/Executive Lead 

Update from Chair/Executive 
Lead 
 

Update from Chair/Executive 
Lead 

Update from Chair/Executive 
Lead  
 

 BCA Update MK Care Alliance update 
 

BCA Update 
 

MK Care Alliance update  BCA Update 
 

  Finance   Finance 
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