
 

   
 

Partnership Board for  
Bedfordshire, Luton and Milton Keynes 

9th June 2021 
2pm to 5pm 

Via Microsoft Teams 
 

Item Lead Timings 

Welcome Chair  

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

Chair 2.00pm 

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

Chair 2.05pm 

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

Board on 5th May 2021– attached 
 

b. Action log - attached 
 

Chair 
Paper 3a 

 
 

Paper 3b 
 

 
2.10pm 

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

Chair 
 

2.15pm 

5. a. Chair’s update 
            b. BLMK Partnership Board terms of reference 

 

Chair 
Paper 4 

2.25pm 

6. a. Executive Lead’s update 
b. Strategic Priorities Development 

Executive Lead 
Paper 5 

 

2.30pm 

7. Partnership Board Organisational Development Day 
30 June 2021 

Tom James  
Andy Caldwell  

 

2.45pm 

8. ICS Establishment 
 

Executive Lead 
Paper 6  

3:00pm 

9. Recovery - actual against plan  RA/GD 

Paper 7 

3.20pm 

10. BLMK ICS Estates Strategy Refresh 2021 JB 

Paper 8 

3.40pm 

11. Communications and engagement JM 

Paper 9 

4.00pm 

12. Milton Keynes Health and Care Alliance update JH 

Paper 10 

4.20pm 

13. AOB 
a. Partnership Board work plan attached 

Chair 
Paper 11 

4.40pm 
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MEMBERS 

Dr Rima Makarem (BLMK ICS Chair)  RM 

Alison Davis (MKUH Chair) AD 

Daphne Thomas (BLMK ICS Interim Director of Resources)  DT 

Dorothy Griffiths (Chair Central & North West London Trust - CNWL) DG 

Felicity Cox (BLMK ICS Executive Lead, Accountable Officer, BLMK CCG) FC 

Joe Harrison (MKUH CEO) JH 

Julie Ogley (Central Bedfordshire Council) JO 

Mark Lam (ELFT Chair) ML 

Mark Thomas (BLMK CCG CIO) MT 

Matthew Winn (CCS CEO) MW 

Mary Elford (CCS Chair) ME 

Mayor Dave Hodgson (Bedford Borough Council) DH 

Mike Murphy (East of England Ambulance) MM 

Mrunal Sisodia (NED, East of England Ambulance) MS 

Nicola Kay (BLMK ICS Programme Director) NK 

Paul Calaminus (ELFT CEO) PC 

Ross Graves (CNWL Executive Director) RG 

Simon Linnett (Bedfordshire Hospitals Chair)  SL 

Cllr Khtija Malik (Luton Borough Council) KM 

Cllr Tracey Stock (Central Bedfordshire Council) TS 

Robin Porter (Luton Borough Council CEO) RP 

Sarah Whiteman (BLMK CCG) SW 

Tammy Angell (Bedfordshire Hospitals) TA 

Terry Collins (Bedford Borough Council, Interim CEO) TC 

Simon Wood (NHSEI EofE) SW 

APOLOGIES 

Cllr Hazel Simmons (Luton Borough Council)  

David Carter (Bedfordshire Hospitals CEO)  

Michael Bracey (MK Borough Council CEO)  

Cllr Peter Marland (MK Council)  

Clare Murdoch (CNWL CEO)  

Dr Tom Davis (Acting CEO East of England Ambulance)  

Lena Samuels (SCAS)  

Marcel Coiffait (Central Bedfordshire Council CEO)  

Wayne Bartlett-Syree (BLMK ICS Regional Lead Director)  

Will Hancock (SCAS)  

ATTENDEES 

Dr Tayo Kufeji (Milton Keynes CCG) TK 

James Ramsay (Bedfordshire Hospitals) JR 

Jane Meggitt (BLMK CCG) JM 

Kay Dhesi (BLMK Cancer Programme Lead) KD 

Michelle Evans-Riches (BLMK ICS) MER 

Richard Allsopp (BLMK CCG) RA 

Sanhita Chakrabarti (BLMK CCG) SC 

Two Members of public   

 

BLMK ICS Partnership Board Minutes  

Wednesday 5th May 2021  

Time: 14:00hrs 

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 
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2. Declarations of Interest 
None 
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Minutes & Actions 
a. Minutes 

The minutes of the Partnership Board which took place on 7th April 
2021 were confirmed as a true record. 
 

b. Actions 
Action 50 – information on the Children’s and Young Person’s Board 
requirements will be circulated,  

 

4 Public Questions 
None 

 

5 BLMK Chair Update 
 
The Chair reported that she was connecting with stakeholders outside 
BLMK to elevate the reputation of the ICS, for example the NHS 
Confederation, which the Chair had been appointed to the Advisorate.  
 
In addition, discussions were taking place to seek research and 
development investment, mostly in the health sector and more 
information will be brought to a future meeting. This investment will be 
sought not just from the private sector but also academia and in areas 
like Artificial Intelligence. 
 
The BLMK local authority representatives have asked to represent 
health views as well as their own on the Oxford/Cambridge ARC, and 
representation on sub-groups would be filled as appropriate.  There have 
been discussions with broader stakeholders including South East 
Midlands Local Enterprise Partnership (SEMLEP). A strategic collective 
approach to growth and the investment required for infrastructure and 
health is required, rather than having marginal incremental development 
gains.  
 
Noted 
 

 
 
 
 
 
 
 
 
Action 53 

Chair 

6 BLMK Executive Lead Update 
 

• NHSE Regional team had reviewed the 2020/21 year-end 
position and discussions were taking place regarding the BLMK 
2021/22 priorities, which will be shared with the Partnership 
Board. 

• NHSE had published a consultation on system oversight, which 
closes on 13 May and a response will be developed with BLMK 
CEO Group.  

• The Executive Portfolios of BLMK CCG and ICS were being 
aligned for the transitional year of 2021/22 and will be reported to 
the CEO group and Partnership Board.  

• There were discussions with NHSE regional team regarding the 
operating models and how the region will work with BLMK and 
potential delegation of services to the ICS. This will be reported 
to the Partnership Board. 

 
Noted 

 
 
 
 

Action 54 
FC 

 
 
 
 
 

Action 55 
FC 

 
 
 

Action 56 
FC 

7 Financial Outturn 2020/21 and update on Financial Plan 2021/22 
 
2020/21 
The first six months of 2020/21 organisations received financial support 
to break even. The plan for the second six months was to have a deficit 
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of £16m and BLMK achieved a surplus against plan of £1.7m due to 
unbudgeted funding and lower costs, as elective recovery activity was 
not achieved due to Covid. 
 
2021/22 Plan 
The financial plan had continued to be developed from the time of writing 
the report.  
 
The guidance was published on 22 March and the plan had to be 
submitted for the first six months of 2021/22 on 6 May, with the exception 
of mental health planning which is for the full year. The requirement is for 
systems to break even for the first half of the year, the expectation for 
the second half of the year was not known, but was likely to be more 
challenging.  
 
The financial allocation was based of the second half of 2020/21 with 
adjustment for growth, Acute Elective Recovery Fund (ERF), additional 
funds for mental health, community and primary care and system 
delivery funding.  
 
There was clarity on the majority of allocation and proportionately which 
organisation would receive funding. However, there were the following 
areas of discretion which the Directors of Finance Group had 
considered: 

• Covid funding – this was previously distributed on a fair share 
basis according to spend and size of the population. Discussions 
were ongoing at Place regarding dividing the funding and if 
agreement was not achieved then it was recommended that the 
previous mechanism be used.  

• Support for loss of income – this is for the acute Trusts to 
consider the appropriate allocation.  

• Programme growth funding – DOF group recommended 0.5% 
uplift being applied as per the planning guidance and the 
remainder going to BLMK CCG to fund 0.5% block contracts. 

 
Elective recovery fund 
This was additional funding that can be accessed to support increased 
elective activity above the 2019/20 levels. The levels of activity assumed 
in the plan were 70% of base line in April rising to 85% in July to 
September 2021. For activity achieved between the target thresholds 
and 85%, systems will receive an additional payment of 100% of tariff, 
additional activity above 85% will received 120%, taking into account of 
additional costs.  
 
The assumption in the plan is that the additional £10m income from 
elective recovery will be made in the earlier months but will have a small 
marginal benefit.  
 
At the time of writing the report there was a £20m deficit, but progress 
has been made to reduce the gap to £1.7m. This had been achieved by 
reducing the CCG contingency, increases in the efficiency programme 
and other financial planning changes.  
 
There are significant risks evaluated at £16m e.g. unfunded hospital 
discharge programme, costs from implementing the Ockenden 
recommendations.  
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Funding for transformation of services is contained in the SDF, but there 
is not a great amount of discretion where this can be spent.  
 
There was an opportunity to align other areas of funding for example 
those organisations that provided services across several ICS systems.  
 
Primary care networks (PCN) were a key enabler to out of hospital care 
and were an integrated part of the solution. There was SDF funding 
specifically for PCN development to support Place based solutions.  
 
Agreed: That the DOF group recommendations on the allocation of 
funding be approved.  
 

8 BLMK 2021/22 Plan 
 
The activity and workforce plan are aligned with the financial plan and an 
overarching narrative was produced. It summarises the national priorities 
and how the system is going to deliver against these, as well as 
addressing local issues. The initial submission is due on 6 May with a 
final submission on 3 June. 
 
Key areas of focus are: 

• Waiting lists – restoration of elective care to pre-Covid levels and 
there was additional funding available which required achieving 
certain gateway criteria. Achievement was also reliant on primary 
care effectively managing demand.  

• Flow – particularly in regard to Bedfordshire, which had an over 
reliance on bedded care. The Home First approach to care 
required system transformation and re-prioritising investment and 
partners were working collaboratively on this.  

• Mental Health Investment Standard (MHIS) – it was anticipated 
that the national standard would be achieved with slippage and 
non-recurrent funding. There were opportunities to work 
collaboratively with partners to improve outcomes and reduce 
costs. 

 
Population health management information was key to working better 
across the system. It was essential to identify the drivers for service use 
and address these issues to improve capability to deliver enhanced or 
alternative services. 
 
By the final submission, ambitions on length of stay, people accessing 
care within 2 hours, paramedic care at home etc would be articulated. 
There was a need to support people to recover well rather than have 
long term reliance on health and social care services.  
 
Care at home needed to be co-produced with service users and carers. 
Central Bedfordshire Council had commissioned Healthwatch to identify 
peoples experience especially during Covid. 
 
Noted. 

 

9 Diagnostics Strategy – building a case for change 
 
Following a review by Sir Mike Richards, NHSE had decided that there 
was a national need to invest and alter the diagnostic service model.  
 
Key actions required are: 
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• Acute and elective diagnostics should be separated wherever 
possible to increase efficiency. 

• Acute diagnostic services (for A&E and inpatient care) should be 
improved so that patients who require CT scanning or ultrasound 
from A&E can be imaged without delay. Inpatients needing CT or 
MRI should be able to be scanned on the day of the request. 

• Community diagnostic hubs should be established away from 
acute hospital sites and kept as clear of Covid-19 as possible. 

• Diagnostic services should be organised so that as far as possible 
patients only have to attend once and, where appropriate, they 
should be tested for Covid-19 before diagnostic tests are 
undertaken. 

• Community phlebotomy services should be improved so that all 
patients can have blood samples taken close to their homes, at 
least six days a week, without needing to come to acute hospitals. 

 
A diagnostic strategy is required for BLMK to encompass all diagnostic 
activity (imaging, pathology etc) to deliver the ambitions of the NHS Long 
Term Plan. The implementation of the strategy will require collaborative 
working with partners and cross cutting enablers including digital, 
workforce and estates.  
 
Of the £365m national programme, BLMK had been allocated £166k for 
programme management support. The CEO group had supported the 
establishment of a Diagnostics body which will be similar in composition 
to the BLMK Cancer Board and needed to be established at pace. There 
would be a patient representative on the Diagnostic body, to present the 
lived experience.  
 
Feedback from a patient forum had indicated that their care was 
fragmented with delays in getting test results and patients were fearful of 
attending appointments in clinical settings due to Covid.  
 
There had been a significant decline in diagnostic referrals during the 
pandemic, however, performance had improved significantly recently 
and had shown a capability to respond to patient safety concerns. The 
strategy must take into account local variations in delivery to meet the 
needs of the local community. 
 
There is no specification as to what services are required to be delivered 
in the diagnostic hubs and it was proposed that one or two services 
would be offered initially and then it could be expanded. Community 
facilities in Milton Keynes and a building separate to the Bedfordshire 
Hospitals, but on the same site were being considered. Nationally there 
were still discussions as to who would have operational responsibility for 
the diagnostic hubs. 
 
A key risk to the programme was workforce and there was a project 
underway to ascertain the impact of the expected increase in diagnostic 
requirement. There was potential to upskill staff to undertake other tasks. 
Digital was a key enabler to the successful implementation of the 
programme.  
 
Agreed: That there would be regular updates on the Diagnostics 
strategy and implementation to the Partnership Board.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Action 57 

JR/KD 
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10 Partnership Board Membership 

Following the discussion at the last Partnership Board meeting, the 
membership of the Partnership Board for the transitional year 2021/22 
was reviewed.  

Various proposals have been discussed with the Leaders and Chairs 
and CEO groups. Option B in the report was the preferred proposal 
which enabled a wider representation on the Board to include VCSE, 
PCN and Healthwatch representatives, but had a smaller number of 
decision makers.  

There were changes nationally to the Public Health structure and this will 
be considered, in addition to the Independent Care Sector 
representation on the Partnership Board, from April 2022. In the 
meantime, Public Health colleagues will be invited to the meetings when 
there are items of interest.  

Agreed: That option B, as detailed in the report, be agreed as the 
membership for the Partnership Board and revised Terms of 
Reference be submitted to the next meeting.  

 

 

 

 

 

 

 

 

 

 

Action 58 
MER 

11 Strategic Priorities Patient and Public Engagement  
 
A presentation on the conversations with the public on the BLMK 
strategic priorities and the approach to co-production was given.  
 
There were excellent examples in BLMK of co-production for example in 
mental health, maternity and learning from this needs to be built on. 
There has also been extensive engagement with local communities 
during the pandemic and vaccination programme, that has provided 
good foundations for future community engagement.  
 
There is a legislative requirement to involve public and patients in 
service design. However, it must become the norm for BLMK partners to 
include patients and residents on how we design and deliver services 
and this requires cultural and behavioural buy in from staff and the 
public. It is important not to over-engineer the process but work with 
existing patient, community and faith groups e.g. Young Voices of Luton, 
and establish groups where there are gaps.  
 
Think Local Act Personal had developed ‘I’ principles that were very 
useful.  
 
There needed to be awareness raising of BLMK ICS partnership and 
what it does for the local community and this could be facilitated by 
community champions. It was important to be inclusive and 
representative of the local community. Participation payments would 
assist in inclusivity.  
 
Agreed: That co-production was supported with organisations 
being contacted to identify what is currently taking place and this 
would inform the continued development of co-production in 
BLMK. 
 

 

10 Bedfordshire Care Alliance update  
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The BCA priorities were under review to align with the BLMK strategic 
priorities. The objective was to reduce variation across the three Places 
in Bedfordshire with a standardised approach but local design. 
 
BCA had identified three priorities: 

1. Care Coordination across places of people with Frail and 
complex needs. 
Falls - system experts have reviewed the falls strategy and 
modified how people who have had a fall are referred, so that the 
Place based falls team can deliver support more effectively.  
 
Discharge to assess - Emergency Care Improvement Support 
Team (ECIST) has worked with Bedfordshire Hospital Trust and 
system partners to review processes and procedures. Since 
January 2021 there has been a reduction in the number of 
patients with length of stays in excess of 21 days from 60% to 
9.3% in April. The target is to discharge a patient within 24 hours 
of being deemed medically fit and this requires community 
support for the patient on discharge.  
 
Delirium recovery – a pilot is underway to discharge patients 
home with appropriate care and support, who would have usually 
been discharged to a care home.  
 
Same Day Emergency Care (SDEC) is the provision of same day 
care for emergency patients who would otherwise be admitted to 
hospital.  
 
Acute Frailty service at Bedford Hospital has been launched with 
dedicated nurses, a consultant and navigator therapy services to 
avoid admission and facilitate discharge within 72 hours. 
Consultants from Luton and Dunstable are being used to ensure 
that the service is sustainable.  

 
2. Development of PCNs 

The Covid vaccination programme has been a huge undertaking 
for PCNs and credit is deserved for implementing the programme 
so effectively.  
 
Significant investment in new roles in PCNs from the NHS e.g 
social prescribers and local authorities e.g. health coaches would 
support proactive care on a focused population segment.  

 
3. Digital Integration 

The Shared Care record is progressing well.  
 
Yellow bracelets initiative which stored clinical information on a 
wristband worn by the patient was being rolled out. Whizan 
product had been installed in care homes enabling observations 
to be taken of residents and monitored remotely. Care Home staff 
have been involved in the implementation of both schemes. 
 

Other areas of progress included the handover of the Archer Unit from 
ELFT to BHT for a step down facility, construction of the Dunstable hub 
had commenced, and the Health and Social Care academy had been 
launched with the University of Bedfordshire.  
 



8 
 

 
The meeting closed at 16:54 hrs 
7th May 2021 
Michelle Evans-Riches  

The BCA had been focused on restoring and recovering services, but 
engagement and co-production would be integrated going forward, with 
the inclusion of stakeholders e.g. VCSE, Care Homes, in the decisions 
on service design and delivery.  
 
Work had been undertaken to reduce the number of admissions for 
those in the last 3 years of life. Palliative care support was being 
provided on discharge from hospital to provide care at home.  
 
The Health and Social Care White Paper had specified an opportunity 
for delegated decisions and funding to Care Alliances. The reporting 
requirements against the plan, objectives and outcomes would need to 
be defined  
 
Agreed: That the Bedfordshire Care Alliance update be noted and 
the significant progress in the frailty priority be welcomed.  
 

11 Consultation on a new NHS System Oversight Framework 2021/22 
 
The consultation proposed a move to a system oversight framework, 
unless an organisation was significantly underperforming. There was an 
emphasis on collaborative working with all partners in the ICS. NHSE/I 
would have to inform the ICS if there was intervention with an 
organisation, but it would be preferable to be proactive in such 
situations.  
 
The framework for assurance was: 

• Quality of care 

• Access and outcomes 

• Preventing ill health and reducing Health inequalities 

• People, Finance and Use of Resources 

• Leadership and Capability 

• System Strategic Priorities 
 
NHSE/I System Oversight and Joint Bi-lateral reviews 
Designed to be a collaborative and objective review of the systems 
performance against the 6 themes. It would be Chaired by the System 
supported by management information including community and mental 
health data. System attendance and membership would be determined 
by the system and Regional Executive Team would attend. 
 
There was an opportunity for Peer reviews, which local authorities had 
greater experience of. Peer reviews had proven to have better 
engagement, outcomes and were less expensive. Nationally, there were 
discussions regarding which ICS would be matched for peer reviews. 
This maybe a challenge for organisations across regions e.g. ambulance 
trusts and those with services in multiple ICS systems e.g. ELF, CCS 
and CNWL.  
 
Noted. 

 

12 AOB 
Further information will be sent out shortly regarding the Organisational 
Development session planned for 30 June which will take place in 
person. 

 



Ref Date Item Action Responsible Deadline Status Comments

50 07-Apr-21 BLMK Partnership 
strategic priorities – 
outcomes from 
workshops

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

Anne Murray Apr-21 Open 26.05.21-information on the Children’s and Young Person’s 
Board requirements will be shared once there is clarity 

53 05-May-21 BLMK Chair Update More information on research and 
development investment in the health sector 
to be shared at a future meeting

Chair Sep-21 Open 20.5.21 Autumn 2021 

56 05-May-21 BLMK Executive Lead 
Update

That the system operating model and 
potential delegation of services to the ICS  be 
reported at the next meeting (inc BLMK ICS 
System Oversight Assurance Group - SOAG)

Executive lead Jul-21 Open 1. Scheduled for reporting to the Pboard on 09.6.21.
2. Deferred to a date to be agreed following  discussion at the 
CEO Group meetings in June 2021.  

57 05-May-21 Diagnostics Strategy – 
building a case for 
change

That  there be regular updates on the 
Diagnostics strategy and implementation to 
the Partnership Board. 

James Ramsay
Kay Dhesi

Sep-21 Open 11.5.21 This will be included in the forward plan. Dates to be 
agreed with SRO

54 05-May-21 BLMK Executive Lead 
Update

That an update be provided at the next 
meeting on the BLMK 2021/22 priorities 
discussions with Regional Team

Executive lead 
Nicola Kay

Jun-21 Closing Scheduled for an update to the Pboard on 09.6.21  

55 05-May-21 BLMK Executive Lead 
Update

That the  Executive Portfolios of BLMK CCG 
and ICS for the transitional year of 2021/22   
be reported to the CEO group and Partnership 
Board. 

Executive lead Jun-21 Closing 1. Scheduled for reporting to the CEO group on 13.5.21
2. Information circulated via stakeholder briefing

58 05-May-21 Partnership Board 
Membership

That revised Terms of Reference be submitted 
to the next meeting.

Michelle Evans-Riches Jun-21 Closing Scheduled for submission to the PBoard on 09.6.21  

BLMK Partnership Board Action Log



 
 

TERMS OF REFERENCE – Bedfordshire, Luton and Milton Keynes (BLMK) ICS 
Partnership Board 

 
 
PURPOSE 
 
BLMK ICS’s Partnership Board sets the strategy and priorities for integrated care 
and health services across the geography. It works collaboratively with a sense of 
common purpose, both amongst ICS Partners and other key stakeholders, such as 
the public and voluntary, community and social enterprise (VCSE) sector. 
 
PRINCIPLES  
 

• We shall co-operate to provide the best possible health and care for the 
population we serve. 

• We shall follow the principle of subsidiarity, with decisions taken as locally as 
possible. 

• We shall be led by population needs and focus on joined up, preventative 

solutions to those needs in co-production with our local communities. 

• We shall adopt an asset-based approach, focusing on the capabilities people 
have. 

• We shall give prominence to issues of sustainability and the environment 

which affect us all.   

• We shall make the best use of public money  

• We shall align decision-making to add value, not usurp the decision-making 
authority of the constituent organisations and relevant Health and Wellbeing 
Boards. 

 
BOARD RESPONSIBILITIES 
 
The Partnership Board will: 

• Identify and agree key strategic priorities for the ICS driven by population 
health management and a consideration of our four Health and Wellbeing 
strategies.  

• Develop a coherent approach to assuring delivery of the ICS strategic 
priorities through measuring outcomes in population health 

• Undertake stakeholder engagement which will include engaging with staff, 
and the public. – something stronger around co-production rather than just 
engagement 

• Provide a forum for collective action on issues that affect all partners, such as 

the implications of growth. 

• Provide a collective voice in discussions with regional and national bodies to 
ensure that the needs of the people of Bedfordshire, Luton and Milton Keynes 
are met. 

• Work with and support the Care Alliances and Places in Bedfordshire, Luton 
and Milton Keynes to determine the service offer to be expected of each. 

• Provide oversight of the system financial transformation resources. 

• Have responsibility for the collective delivery of the ICS objectives with NHS 
England and Improvement. 



 
• Have oversight of key ICS transformation programmes for example Maternity 

and Mental Health  

• Champion the achievement of the aims and priorities of BLMK Partnership 
 

 
REPORTING AND ACCOUNTABILITY 
 
Existing arrangements for health scrutiny will be utilised, including the Joint Health 
Overview and Scrutiny Committee. 
 
Health and Wellbeing Boards will remain responsible for strategy within the four 
places that make up BLMK.  However, they may make recommendations to the 
Partnership Board about issues that may benefit from a common focus or solutions 
at scale. 
 
MEMBERSHIP 
 
Partnership Board members are selected so as to be representative of the 
constituent organisations and other stakeholders, but attend to promote the greater 
collective endeavour. 
 
Members are expected to make good two-way connections between the Partnership 
Board and their constituent organisations, modelling a partnership approach to 
working as well as listening to the voices of citizens, patients and the general public. 
 
Chair: ICS Independent Chair  
 
Members: 
 

Organisation Role Decision making – D, 
Attendee - A 

BLMK ICS  Chair 
Executive Lead/BLMK 
CCG Accountable 
Officer 
 
CFO BLMK ICS/BLMK 
CCG 
Programme Director 
 

D 
D 
 
 
 
D 
 
A 

BLMK Clinical 
Commissioning Group 

Chair 
Chief Nurse 
Medical Director 
 

A 
A 
A 

Bedfordshire Hospitals 
Trust  

Chair  
Chief Executive 

D 

Milton Keynes 
University Hospital 

Chair  
Chief Executive 

D 

Cambridgeshire 
Community Services 

Chair  
Chief Executive 

D 



 
East London 
Foundation Trust 

Chair  
Chief Executive 

D 

Central and North West 
London 

Chair  
Chief Executive 

D 

Central Bedfordshire 
Council 

Leader  
Chief Executive 

D 

Bedford Borough 
Council 

Leader  
Chief Executive 

D 

Luton Borough Council 
 

Leader  
Chief Executive 

D 

Milton Keynes Council Leader  
Chief Executive 

D 

South Central 
Ambulance Trust 

Chair 
Chief Executive 

D 

East of England 
Ambulance Trust 

Chair 
Chief Executive 

D 

Primary Care Networks Bedford  
Luton 
Central Bedfordshire 
Milton Keynes 

D 

Healthwatch BLMK Nominated 
representative (rotating 
every 6 months) 

A 

VCSE BLMK Nominated 
representative 

A 

NHSE/I Region Representative 
 

A 

 
 
It is expected that members will prioritise these meeting and make themselves 
available. Where this is not possible a Nominated Deputy of sufficient seniority may 
attend to support delivery in a timely manner and to 
have delegated authority to make decisions on behalf of their organisation.  For 
Local Authority representatives this will be in accordance with the due political 
process. 
 
 
TRANSPARENCY 
 
Meetings will generally be held in public. There may be circumstances when the 
Partnership Board will need to meet in private, e.g., consideration of a contract.  
 
Papers for meetings will be published online 7 days before the meeting. 
 
The first substantive item on the agenda is for public questions on issues relating to 
items on the agenda. Each questioner would be limited to 3 minutes and a total of 15 
minutes is allocated.  Questions need to be submitted in advance of the meeting. 
 
 
 
 



 
 
CONFLICTS OF INTEREST 
 
In advance of BLMK’s Partnership Board considering matters or proposals, any 
member with a real or perceived conflict of interest must declare such.  The ICS 
Chair will decide on whether any potential conflict of interest should preclude a 
member from participating further in BLMK’s Partnership Board considerations on 
the relevant matter. 
 
FREQUENCY 
 
The Partnership Board will meet monthly with the exception of August. 
 
GOVERNANCE 
 
The Partnership Board is a non-statutory body. It operates on a partnership and 
collaborative basis. Each of the constituent statutory organisations represented on 
the Partnership Board remains responsible for discharging their statutory duties. 
However, the ICS Board is able to make decisions on matters that are within its remit 
and are non-statutory (for instance agreeing collective system priorities) and the 
intention is that it will enable partnership discussion, which can then inform statutory 
decisions that are taken by one or more of the member organisations. The members 
of the Partnership Board commit to working collaboratively, openly and supporting 
the development and role of the Partnership Board. Subject to the limitations on the 
Partnership Board’s role, each partner organisation is expected to support any 
decisions made by the Partnership Board. 
 
REVIEW DATE 
 
These Terms of Reference apply until the end of March 2022 at the latest. Wider 
legislation proposals to create a statutory Integrated Care System mean that new 
governance will need to be established, expected from April 2022 but may start 
earlier in shadow form.  
 
DATE APPROVED:  June 2021 
 

Version Number Comments 

0.1 Draft Based on Nottingham and Nottinghamshire ICS Terms 
of Reference and reflecting discussion at Preliminary 
Partnership Board 19/12/19. 

0.2 Reviewed by Richard Carr 

0.3 Version circulated on 23/12/19 

0.4  Version amended following comments and shared with 
Partnership Board on 04/03/20 

0.5 Reviewed following decision of Partnership Board on 5 May 
2020.  

 



 
 
 

Meeting title BLMK ICS Partnership Board Date: 9 June 2021 

Report title: Strategic Priorities Development Agenda item: 6a 

SRO: 
 
Report Author: 
 
 

Name:  Dr Rima Makarem 
 
Name: Nicola Kay 
 
 
  

Title: BLMK ICS Chair 
 
Title: BLMK ICS 
Programme Director 
 

 

Document 
summary 

This document summarises the latest position in the ICS 
strategic priorities development work, following on from the 
March workshops and the Partnership Board conversation in 
April 

Link to Strategic 
Priorities or ICS 
Development plan 

This document details progress against all the strategic 
priorities and cross-cutting enablers. 
In the ICS Development plan, this report details the action 
“Develop ICS strategy delivery plans” 

How this work 
addresses 
inequalities 

Inequalities is an explicit fifth priority as well as being woven 
through all the other priorities 

Potential Risks 
and Issues 

• Risk that we are not making sufficient progress against 
delivery of our priorities and not building on existing work 

• Risk that we are not taking an approach that aligns with the 
principle of subsidiarity 

Purpose  
(tick one box only) 
 

Information Approval To note Decision 

Recommendation 
 

For the Partnership Board to: 
(a) Approve the strategic priorities as the agreed priorities 

for the ICS, based on feedback from individual 
organisations’ boards (section 3) 

(b) Approve the proposed ICS vision (section 4) 
(c) Note progress against development of this work 

(sections 5-8) 
(d) Note the next steps and provide steers/comments 

(section 9) 

Document history This builds on the paper shared at the April Partnership Board, 
discussing the outputs from the two workshops and next steps 

Appendices Annex A: Priorities summary framework 
Annex B: Priority and cross cutting enabler updates 
Annex C: Update on progress on areas identified at the 
workshops as needing further work 

 
1. Context 
 
The Partnership Board held 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 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 

x x 
 

 
 
 



 
(10 years), building on the long-term plan and taking account of wider determinants of 
health and the impact of Covid. 
 
We discussed the outputs from these workshops at the April Partnership Board, and 
partners agreed to take away the priorities for ratification at their respective statutory 
boards.  
 
This paper covers: 

• Our journey to date in developing the priorities 

• Our proposed ICS vision for agreement 

• Leadership of the priorities 

• An update on progress in relation to the 5 priorities and the enablers 

• An update on place and Care Alliance plans development 

• Principles for how we work together 

• Next steps 
 
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 framework will 

shape our work across the system. The full framework for the priorities is in Annex A. 

 

 
We expect reducing inequalities to be woven through all the priorities, as well as being 
drawn out as priority 5 to reduce systemic inequality. 
 
A significant amount of work is already taking place across the ICS that contributes to each 
of the priorities. We want to work with partners to ensure that each of the priorities builds on 
this. Effective leadership and coordination will ensure that the priorities are achieving the 
agreed outcomes and outputs, providing a single narrative, and helping to pinpoint and 
resolve gaps, issues and interdependencies.  
 



 
Since the workshops, we have done further work to develop our plans around each of the 
priorities and cross-cutting enablers. We have also worked with partners, places and Care 
Alliances to build the approach. 
 
Operational planning for 2021/22 has been taking place throughout April and May. This has 
been a planning round like no other coming post-covid, into a predominantly “block” 
contractual environment and working to a truncated timeline. However, excellent system 
working across the ICS has supported delivery within this challenging environment.  The 
strategic priorities of the ICS have been a touchstone during the development of the plans, 
and it is anticipated that the work undertaken to deliver this operational planning combined 
with the progress made around ICS development and priorities, will provide a firm 
foundation for further development of our ICS planning. 
 
3. Agreement to the priorities 

We have been discussing the strategic priorities with the statutory boards across the ICS in 

April and May. This includes: 

Organisation  Dates 

Luton Borough Council Health and Wellbeing Board 19 April 2021 

South Central Ambulance Service Board 29th April 2021  

Milton Keynes University Hospital Board 6 May 2021 

Bedfordshire Hospitals Trust Board 5th May 2021 

East of England Ambulance Board 12 May 2021 

East London Foundation Trust Board 20 May 2021 

Cambridge Community Services Board 20 May 2021 

Central and North West London Diggory Division Board 25 May 2021 

BLMK CCG Governing Body 25 May 2021  

 

The feedback from these Boards has been generally positive, with good support for the 

breadth of the priorities incorporating issues such as sustainable growth, employment and a 

good first 1,000 days. 

The discussion at these Boards has regularly focussed on how we will be embedding co-

production in the way we deliver on the priorities, and where and how we will be reducing 

inequalities. We discussed co-production at the May Partnership Board, and there is more 

detail on both these areas below. 

There have been some minor concerns raised about whether these priorities are too broad 

(and therefore whether they are genuinely ‘priorities’) and take the scope of our 

organisations away from their core focus. We have considered these concerns carefully. 

We understand that the priorities are broad and provide a framework for our work; we will 

use population health data to help us prioritise effectively. In addition, whilst these priorities 

provide a medium-long direction, we know that capacity to make progress in the short term 

will be limited, particularly with pressures from Covid remaining.  

It is recognised that delivery will differ at Places and Care Alliances and that collaboration is 

key to changing services to meet the needs of the local community. The importance of 

sharing good practice and innovation across the system was emphasised, and those 

partner organisations that operated in other ICS areas or regionally could share their 

knowledge and experience with BLMK partners. 



 
On this basis, we are looking for final endorsement for the strategic priorities as the 
agreed priorities for the ICS. If agreed, we will start to ‘design up’ the priorities and 
use them in our communications, as discussed below in next steps. 
 
4. ICS Vision 

As part of the establishment of the ICS, we will need to have an overarching vision that 

binds together our work. We have previously discussed an appropriate vision for our 

system, and given that we now have agreed strategic priorities, we should be able to 

finalise and agree this statement. Therefore, building on the previous conversations, we are 

proposing: 

Our vision is to optimise health and wellbeing for our population, advance equality in 

our communities and make the best use of our resources. 

We have done some further work to develop a small set of metrics and targets that will 

guide whether we are successful or not in achieving this. We are doing further testing of this 

thinking with places and will bring it to a future Partnership Board conversation for 

discussion and agreement.    

Are you content with this vision for our ICS? 
 
5. Leadership of the strategic priorities 

In our conversation in April, we discussed having appropriate leadership for each of the 
priorities. We have used best practice in programme management combined with our 
positive experiences from programmes in the past to develop role descriptors, providing 
clarity and consistency of purpose to leadership roles. Each priority and cross-cutting 
enabler will have: 

• SRO: To provide sponsorship for the priority and lead discussions with the CEO 
Group. The SRO provides support and direction to the programme lead, helps 
resolve issues and provides solutions to problems. They will act as part of ICS 
oversight and assurance for the priority delivering against the outcomes and outputs 
identified.  

• Programme Lead: To coordinate work and ensure the priority is delivering against 
the identified outputs and outcomes. They will work to support place level and 
support the SRO. They will seek appropriate resource for programme activities and 
identify gaps and problems with the approach and ensure that these are resolved. 
They will identify and share best practice across places. 

• Clinical leadership / subject matter expertise: To provide specialist expertise to 
support the programme lead. They will help to engage their colleagues and draw on 
their networks for delivery of the work. They will also help to make sure that the work 
is based on best practice and builds on existing work. This may be a clinical lead or a 
different subject matter expert, depending on the context and what is the most 
helpful for successful delivery. 

• Lived experience: To ensure the work is co-produced and therefore of high quality, 
ensuring that changes are aligned with the outputs of consultation and engagement 
with service users 

 
We are currently finalising the appointment of these leads. We will provide further updates 
at future meetings. We welcome any further comments on appropriate leads. 



 
 
We are developing the wider approach to ICS clinical leadership in a separate project and 
will provide updates to the Partnership Board. That project will support the appointment of 
clinical leadership for the strategic priorities. 
 
6. The five priorities: update 
 
As a snapshot of the work done to date, updates are presented in Annex B from each of the 
5 priorities and the cross-cutting enablers. 
  
7. The Places and Care Alliances 
 
This work should be driven forward at place and Care Alliance. We want to integrate into 
existing / emerging transformation governance in each place and Care Alliance, rather than 
create a separate or duplicative structure. We are working with each place to develop an 
action plan to deliver on the priorities for their local population, working with local authorities 
and building on the Health and Wellbeing strategies and local issues identified from the 
pandemic. We are exploring the most appropriate governance for each place, which will 
vary slightly depending on local circumstances. A few summary points from the 
conversations so far: 
 

• Luton: A session was held on the 18th May to discuss the priorities for Luton. Luton 
is already delivering a range of activities in relation to Priority 4, including 
supporting the local population to move into work, including opportunities to join the 
health and care sector. There are opportunities to build on this work to close the 
gap in employment for people with SMI / learning disabilities. Initiatives such as 
‘Luton Lung Health’ contribute to priority 2 to help early identification and support for 
living with long term conditions. Investment in children’s and young people mental 
health such as eating disorder services will help to deliver priority 1. Luton Borough 
Council are exploring joint appointments with the NHS to help embed integration.  

 

• Central Bedfordshire: A development session was held with the health and 
wellbeing board on 26th May. This considered the population impacts from Covid 
and discussed a range of opportunities, including how the forward strategy could 
help to reduce inequalities across the place and reducing digital exclusion. There 
are opportunities to build on existing work around the growth agenda. Central 
Bedfordshire Council have established a Joint Strategy Group for partners on a 
place based level and this will support the agreement and delivery on place based 
priorities. 

 

• Milton Keynes: Milton Keynes have identified particular immediate priorities 
around children and young people and their mental health, and development of the 
Lakes Estate working across partners for the health and wellbeing of the 
population. These priorities have been discussed as part of the MK Together 
partnership to oversee the work. Milton Keynes Alliance has agreed three priority 
areas for 21/22 where enhanced joint working could add significant value for local 
people. This also includes a reduction of waiting list times – with a possible focus 
on people who are on multiple waiting lists. 

 

• Bedford Borough: Similar to other places, Bedford Borough have an existing 
strong focus on economic growth and the impact of the Arc and infrastructure 



 
changes. They are prioritising activity around housing and capacity within primary 
care. We will be discussing the strategic priorities further with Bedford Borough. 

 
Bedfordshire Care Alliance: BCA has been focussing on developing a robust Care 
Alliance that works effectively across the 3 places. BCA have been focussing on frailty and 
falls reduction, and will be expanding the approach to look more widely at prevention to 
delay people becoming frail. We have explored what ICS activity is best done at the Care 
Alliance level, at place and at neighbourhood level, which will help to develop the priorities 
for the BCA moving forward. 
 
8. Principles for how we work together 

In our previous conversations, we discussed that we want to develop effective ways of 
working which mirror the more formal governance approaches. These have been welcomed 
by the different partners’ boards and we are therefore looking to agree these as how we 
work: 

• 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 

 
We want to make sure we are monitoring our adherence to these principles. In our 
upcoming work on OD we will be looking at how we are aligning with these principles and 
where we could improve. This includes how we work as part of the System Oversight and 
Assurance, so that we are demonstrating the appropriate behaviours to collaboratively 
achieve the outcomes we aspire to for our population. 
 
9. Next steps 

We want to continue to turn this work into on the ground delivery. To help enable this, the 

CCG has adopted the ICS strategic priorities, the strategic priorities have informed 2021/22 

NHS operational planning and the ICS and CCG leadership teams have joined together to 

provide additional delivery capacity.  

Presented in Annex C are the key areas that were identified at the workshops as needing 
further work with an update on our progress. 
 
Our next steps are: 

(a) Streamlined and sharpened reporting  



 
As mentioned above, we are doing further work to develop our metrics and targets for this 

work, to ensure we remain on track in delivery of benefits. We will develop this with our 

partners, so that we are building up from local areas. We would like to sharpen up and 

streamline our reporting approach, aligned with our approach to System Oversight and 

Assurance. We will bring our developing thinking to a future Partnership Board for 

discussion. 

(b) Communication of our priorities 

Given agreement to our strategic priorities, we would like to completely refresh our ICS 

communications to make sure these are widely publicised. This includes updating the 

ICS/CCG websites to provide communications with the public and our staff in a way that 

puts people’s needs at the heart and takes account of inequalities and health literacy. In all 

our Partnership Board documentation and conversations, we expect the connection to our 

strategic priorities to be clearly identified.  

(c) Work with PCNs, places and Care Alliances to develop transformation plans  

As set out above, we have started to work with places to develop multi-year transformation 

plans, integrating into existing / emerging transformation governance in each place and 

Care Alliance. We would like to build on and refine these over the coming months, including 

the key metrics that we would like to achieve for each place. This includes engaging closely 

with PCNs, taking into account their perspective on the population needs and continuing to 

develop and support their role. 

(d) Leadership and Governance 

Whilst we have most of the leaders in place for our strategic priorities and cross-cutting 

enablers, some gaps remain. We are continuing to work with our colleagues to fill these 

final gaps and we will provide an update at a future meeting. 

In line with the emerging legislation and national guidance, we are developing the 

governance for the ICS from April 2022, as it becomes a statutory body. Within that context, 

we will fully integrate governance for the strategic priorities work, building on existing 

groups and ensuring these have appropriate composition and data, with clear roles.  This 

will be integrated within our System Oversight and Assurance arrangements. 

We have had separate conversations about immediate changes to the Partnership Board to 

include VCSE, primary care and Healthwatch. We are also looking at how we consider 

inequalities as a thread through all the discussions at the various governance forums, so 

that reducing inequalities becomes embedded in our culture and ways of working. 

10. Recommendation 

For the Partnership Board to: 

(a) Approve the strategic priorities as the agreed priorities for the ICS, based on 

feedback from individual organisations’ boards (section 3) 

(b) Approve the proposed ICS vision (section 4) 

(c) Note progress against development of this work (sections 5-8) 

(d) Note the next steps and provide steers/comments (section 9) 



 
Annex A: Priorities Summary Framework 

 



 
Annex B: Priority Updates 
This section provides an overview of the work already being undertaken to contribute to the 
five priorities and the cross-cutting enablers. 

Priority 1: “Every child has a strong, healthy start in life: from maternal health, through the 
first thousand days to reaching adulthood” 
 
This priority has had strong support in conversations with partners, particularly considering 
the significant impacts that Covid has had in widening inequalities and negatively impacting 
on children and young people’s mental health. There has been strong support for looking at 
transitions from children’s to adults’ services and supporting young people into employment. 
 
We have expressed this priority around: 

(a) Improved educational outcomes for all, to better prepare children and young people 
for employment 
(b) All mothers, parents, children and young people will have access to the support they 
need to achieve good family health and wellbeing outcomes 
(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) 

 
For 2021/22, we are proposing on focusing this priority on the following areas, which 
require multi-agency coordination: 

(a) emotional resilience and good mental health for children; and 
(b) integrated working (across health, care and education) for our most complex 
children and young people and their families  

 
In terms of inequalities, we want to focus on reducing the gap for ethnic minority mothers. 
For example, as part of our approach, we are rolling out maternity continuity of carer teams 
across BLMK. We have been recognised nationally as best practice in our work to develop 
and disseminate information materials for mothers from BAME communities. Across BLMK 
we have implemented Personalised Care and Support Plans (PCSPs), including co-
produced personalisation training with Continuity of Carer midwifery teams. Our maternity 
teams continue to deliver online ‘face book live’ messages for mothers. 
 
We are looking to set up a children and young people’s transformation governance group, 
which will bring together the work under priority 1 across the ICS, alongside other statutory 
children’s work such as safeguarding. This will sit alongside the maternity group and will 
involve LAs and VCSE. We will be having further discussions about children and young 
people and priority 1 at upcoming CEO Group meetings and Partnership Boards. 
 
Priority 2: “People are supported to engage with and manage their health and wellbeing” 
 
We have expressed this priority around primary, secondary and tertiary prevention: 
preventing disease and improving health, early detection of conditions and optimal 
management of conditions.  
 
This will require close work across all partners. We want to take an asset-based approach 
and embed the principles of personalised care, to create mutual accountability between our 
population and our service providers. We want to learn from the best of the Wigan Deal, 



 
developing this in partnership with all our BLMK places.1  This will complement existing 
initiatives we are delivering, to create a social movement around health and wellbeing.  
  
An important factor in achieving positive outcomes will be work across the system involving 
clinicians and professionals from health and social care sectors at all levels, and working 
closely with voluntary sector organisations to maximise the contribution they can make.  
 
We are delivering a lot of activity in this space, as set out in our operational planning, but 
there will also be gaps in our service provision. For example, investment in education 
programmes and peer support to enable people to self-manage long term conditions such 
as type 2 diabetes, COPD and heart conditions. We continue to focus on diagnosing 
cancers early, with a new pathway launching at Bedfordshire hospitals (already started in 
Milton Keynes) to support GPs in managing patients with unexplained symptoms. We have 
used our cancer funding to promote personalised care in cancer, developing psychological 
support for patients at the point of diagnosis and offering support for cancer patients, 
including physical activity, lifestyle and money advice from cancer navigators or support 
workers. 
  
Priority 3: “People age well, with proactive interventions to stay healthy, independent and 
active as long as possible” 
 
We have reframed this priority, around (a) people staying well and functionally independent 

and socially engaged, (b) providing proactive care for people at risk of poor outcomes and 

(c) putting in place complex coordinated care when needed including at end of life. 

 

A core part of delivering this priority is the work on Ageing Well. We have developed our 

plans for spending Ageing Well money from the national team (£241k).  This will provide 

investment for the 2-hour response standard, supporting better health in care homes and 

expanding our approach to Anticipatory Care – helping people with lower levels of frailty 

stay well and out of hospital. We are working closely with the Ageing Well Steering Group to 

ensure that priority 3 is aligned. There are opportunities to make more of the health check 

programme for older people and support people to live healthier into retirement. 

 
Recent implementation of digital interventions has supported this age group: 

• Yellow Bracelets to allow care professionals to access core information about a 
resident allowing faster ‘see and treat’ and reduce transfers 

• Care homes support including secure email to allow information to flow, expansion of 
digital monitoring through the use of Whzan, acoustic monitoring to reduce 
interruptions of sleeping residents and target support to those who need it, 
expansion of access through iPads not only for care professionals but also to keep in 
contact with loved ones 

• Remote monitoring of cardiovascular disease ‘as a service’ so no resident in receipt 
of this service requires a digital device or internet access 

• Shared Health and Care record so that the care professional has all the information 
they need at the point of care 

• Engagement with the Ambulance service so they have the information to ‘hear and 
treat’ and if dispatched ‘see and treat’ before transferring. This includes additional 
information in the Summary Care Record 

 
1 https://www.wigan.gov.uk/Council/The-Deal/The-Deal.aspx 



 
Priority 4: “We work together to build the economy and support sustainable growth”.  
 
This priority has been particularly welcomed in conversations, and a significant number of 

opportunities have been identified for further work across the ICS. We are mindful of the 

work already in train amongst our Local Authority colleagues and we are connecting with 

and building on this work. Some areas we have been exploring are: 

 

• Working with South East Midlands Local Enterprise Partnership (SEMLEP): 

o To understand the economic impact of Covid on the population 

o To identify opportunities from Life Sciences investment in BLMK. This 

includes a map showing the locations of the main life science and 

biotechnology businesses for BLMK and for the whole OxCam Arc  

o Connecting with the Energy Hub around improving the energy efficiency of 

local NHS estates 

o Our ICS workforce team working in partnership on their Skills programme 

o Presenting our work to their Economic Development Group  

• Making 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 

• Making the most of the Oxford/Cambridge Arc.  LA colleagues are already well 

connected into this, and we welcome system updates on progress. There are a 

significant number of working groups supporting this work, where there are 

opportunities to connect the health side of the partnership into the conversation. We 

are coordinating our approach as an ICS with the other 3 ICSs affected by the Arc 

• Identifying greater opportunities for investment and research in BLMK, showcasing 

and sharing BLMK innovations and embedding wider innovations in the way we 

work. We are connecting in with Academic Health Science Networks (AHSNs) and 

looking to set up a research network across the system. We will bring our thinking 

back to future CEO Group and Partnership Board conversations for discussion 

 

Given previous feedback, we are looking at how the quality of employment can be improved 

across the system. There is some learning from across places around work programmes 

and Passport to Employment has been successful.  This scheme has worked with key 

employers to identify skills and experience for certain roles. Local people can enrol to 

undertake skills training and attain an employment passport, which the employer 

guarantees an interview for the roles identified. In the car manufacturing industry there was 

a 76% appointment rate for those who had an employment passport. This scheme can be 

expanded to wider anchor institutions, in particular NHS organisations. 

 

Given the range of opportunities here, we are recruiting a sustainability and growth lead for 

the ICS. They will work closely with LAs to build on existing work and particularly help to 

develop the NHS’s side of this agenda, including developing our Anchor Institutions and 

investment in health through research. 

 
Priority 5: “In everything we do we promote equalities in the health and wellbeing of 
our population” 

https://www.google.com/maps/d/edit?mid=1i-Ir4KsNvyGiOpCDP6hXSrFoLHlQPo41&usp=sharing
https://www.google.com/maps/d/edit?mid=1ur5ThbXcJ03bLBtyaYXDa1oivOYmznDX&usp=sharing


 
 
This priority is being developed as part of the inequalities steering group, with Paul 

Calaminus as SRO and Chair of the BLMK Inequalities Steering Group. This group has 

been looking at the Health and Wellbeing Strategies across BLMK, Healthwatch reports on 

the impact of Covid and local information, including the Denny review on inequalities in the 

BAME communities. The group has provided several updates to the Partnership Board. 

 

At the last meeting of the BLMK Inequalities Steering Group the following areas were 

identified as the focus for this priority: 

 

 
In the Operational Planning work, we have focussed on a range of areas, including 

understanding and addressing access issues to services; focussing on the 20% population 

living in the most deprived communities and with the worst health outcomes to integrate 

services; understanding where digital exclusion is an issue and working with system 

partners including the voluntary sector collaboratively to address this, as well as building 

digital literacy; developing a 5-year plan to ensure boards and senior staff match BAME 

workforce or local community; delivering the action plan which has been developed from the 

BLMK Advancing Mental Health Equalities Strategy. 

 

We are developing better data tracking and monitoring, in order to target resources to areas 

which will benefit the most and reduce inequalities.  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. We are recruiting a lead for inequalities 

for the ICS to help coordinate this work. 

 

                         
               

                     
                    

                        
                         
                 

                       
        

                          
                           

                    

          
                    

                             

                  
          

                           
                         

                 
                    

                       
                              

        

       
                      

        
                        

            

                 
                                
                              
                             
                               

             
                         
                          
                    

           

                
                           
                            



 
The cross-cutting enablers 
 
Data and digital: 
 
Data is one of our core enablers: to support residents in leading long and healthy lives by 

using data we have across our system to enhance how we provide health and care services 

which are focused on and around the resident, their needs and their wishes. 

 
Through our shared health and care programme we will have the capability for integration 

and interoperability of data to provide advanced care professional decision making across 

the whole care pathway for improved resident safety, quality of care and outcomes. 

 
With the ability to capture and share data at the point of care with the resident we also 
benefit from transparency of care with the resident so that we can really understand and 
support what matters to them. They will not have to repeat this story as it will be securely 
shared with those who are providing their care. 
 
We can also use data to support effective decision making for population health, population 
health management and business intelligence so that we can plan care and care services 
around our resident, their resident cohorts, neighbourhoods, wards, Place and care 
alliances with one ‘golden thread’ through all the layers of service provision. 
 
Through the rigorous adoption of data standards we will be able to share data, supporting 
direct care when our resident has, or choses to have their care provided outside our 
geographic boundary so there is always consistency of care provision. 
 
Workforce:  
 
In BLMK we are committed to growing and developing our workforce and creating enough 
flexibility to meet changing demands.  Our ambition is for BLMK to be an attractive place to 
work, learn and live where our residents become part of the high-performing workforce that 
meet our health and social care needs into the future.  In the short term we are focussing 
on supporting the health and wellbeing of our workforce, enabling recovery and building 
resilience, given the impacts of the Covid pandemic. 

 
Our People Board is well established and charged with delivery of the People Plan through 
system-wide collaboration and planning of cross-system solutions to our workforce issues.  
 
The Workforce enabler will encompass and build on the work of the People Board.  We plan 
to strengthen our system-wide Clinical Leadership and take a partnership approach to 
attracting and recruiting our local population into health and care roles, creating integrated 
teams that proactively respond to population health needs and have a shared culture, 
values and brand. 

Our People Plan outline shows we will deliver a wider range of employment career paths, 
build skills in our population to deliver our future workforce and empower staff to innovate 
and develop. For example, accelerating work to rotate staff around the different ICS 
partners, helping to support wider skills development and improving our ability to retain our 
staff through making BLMK a better place to work, as well as achieving better outcomes for 
our population. 



 
A focus on inequalities is woven throughout our Workforce Programme and we are 
developing system approaches for diversity networks and inclusion events, ensuring 
inclusivity in all system leadership programmes, embedding promotion of parity of esteem 
across health and social care and inclusive system talent management and succession 
planning approaches. 

We are developing plans for the transition of ICSs to a statutory basis from April 2022. We 
will need to consider how we will build the capacity and capability for a cross-system 
workforce and OD function within the new statutory body. This should build on the SWIM 
work which is being discussed separately and will be presented to Partnership Board and 
CEO Group in July. 

Estates: 
 

Our estates strategy will support delivery of care closer to home, facilitate the co-location of 

staff and more joined up care, and will help to ensure the appropriate infrastructure for our 

growing communities. The BLMK ICS Estates Strategy Refresh 2021 is being discussed 

separately at this meeting. 

 
Communications: 
 

Our communications strategy will build on the collaborative partnerships established 

through the pandemic to ensure that we engage with key stakeholders, residents and staff 

in a continuous conversation about our strategic priorities, our work and how we are making 

a difference to the lives of the people who live within Bedfordshire Luton and Milton Keynes. 

 

Central to our communications and engagement strategy will be developing principles of co-

production, which will be woven into the culture of the partnership, so that we can support 

the delivery of services which are co-designed and meet local need. 

 

A separate paper, which sets out the approach to communications and engagement, has 

been provided for the Board to consider.   

 
Operational and Clinical Excellence: 

Our priorities are framed around early intervention and prevention to achieve better 

population outcomes. However, we also want to make sure that when people do need to 

use health and care services, these are the best they can be. Under this enabler, our 

clinical leaders should be supported to develop and deliver integrated services across 

organisational boundaries that are based around our population’s needs, with continuous 

quality improvement. This work will look at how people flow through the system and how 

these pathways can be redesign to better meet people’s needs. 

 

As part of elective recovery, we have been considering how we more proactively manage 

people on multiple waiting lists. Additional specific work that this enabler may cover 

includes: 

• Working across primary and secondary care clinicians on priority pathways which 

cover long-term conditions in and out of hospital, collaboratively identifying how the 



 
service can be better focused around people, putting PCNs and community services 

at the heart 

• Developing the ‘incentives’ part of Population Health Management, working through 

specific clinical pathways to identify how best practice can be better incentivised 

through finances and other mechanisms, including at PCN, Care Alliance and ICS 

level 

• Systematically working through the acute services provided across BLMK to identify 

which are the priority pathways for improvement, and enabling decision making 

about how these services should best be provided across the system. 

 

Finance: 

An effective financial framework should support and enable delivery of the above priorities. 

The new ICS CFO has joined in June 2021 and will be focussing on development of a 

medium-long term financial strategy for the system. 

 

This will consider: 

• How well our resources are aligned with our priorities, and create a direction of travel 

for these to be better aligned 

• How we can protect and prioritise investment in prevention, including considering a 

prevention investment standard 

• How the financial regime can incentivise proactive population health techniques, 

including case management 

• How the financial regime best supports devolution of activity in line with a subsidiarity 

approach, including to Care Alliances and place 

 

ICS Establishment: 

The ICS Establishment cross-cutting enabler is developing the ICS, Care Alliance, Place-
Based Partnerships and Primary Care Networks infrastructure to work effectively to deliver 
our ICS strategy, improve outcomes for people and meet the requirements of the Health 
and Social Care Integration Bill.  A separate paper on ICS Establishment is being discussed 
at this meeting, which provides more detail. The key elements of this enabler are: 

• ICS governance and appointments to the statutory body 

• System Oversight and Assurance (also known as ‘System by Default’ or ‘self-
regulation) 

• Target Operating Model: PCNs, Place-Based Partnerships, Care Alliances and 
Integrated Care System 

  



 
Annex C: Key areas that were identified at the workshops as needing further work 
with an update on our progress 

Gap Progress Next steps 

Streamlined 
governance 
based on the 
subsidiarity 
principle   

See section 7 for an update on each 
place. 
 
 
 
 
 
As part of the ICS Establishment 
Programme we are mapping all existing 
governance forums as a baseline for 
developing the governance for the new 
ICS, which establishes an empowering 
governance framework which is based 
on the subsidiarity principle for PCNs, 
places and care alliances. 

Continuing to work with places to 
develop a place-based plan for 
how each place will deliver the 
priorities for their population, and 
what outcomes will be achieved 
 
 
 

Financial 
frameworks and 
shifting funding 
upstream 

See Annex B on the finance cross-
cutting enabler  

See Annex B on the finance cross-
cutting enabler 

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

In-depth conversation with Partnership 
Board in May about co-production and 
how it can be woven through how the 
ICS works. Agreed ICS value on co-
production with people and communities 
 
Four sessions with people in BLMK to 
co-produce our plans 

Development of a full plan for co-
production 
 
 
 
 
Developing communities of 
practice to continue to the co-
production approach 

Building on 
existing activity 
in places 

See section 7 for an update on each 
place 

See section 7 for an update on 
each place 

Clear 
communications 

Narrative and communications plan to 
be discussed at June Partnership Board 

Further development of narrative 
and communications plan after 
discussion at June Partnership 
Board 

Targets and 
ambitions 

We have discussed taking an ambitious 
approach to each of the priorities. 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 

Further work with places to 
develop plans with clear targets 
and ambitions 
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1. Summary 
 
This work builds on the Target Operating Model work, which the system co-produced with 
support from Carnall Farrar in late 2020.  The aim of this programme is to co-produce our 
BLMK ICS system design in a way that will establish a thin layer of ICS support and 
enables PCNs/neighbourhoods, places and care alliances to flourish and to drive forward 
the work to improve outcomes for our population and communities. 
 
An ICS Establishment Steering Group with representatives from each of the partner 
organisations and NHSE/I will oversee the design and delivery of the development plan in 
accordance with the national guidance and legislation.  
 
2. Background  
 
During 2020, BLMK ICS partners, supported by Carnall Farrar, worked to co-produce a 
Target Operating Model for the BLMK ICS and CCG as part of our system design work. 
This work anticipated the potential that the CCG’s statutory functions would transfer to the 
ICS and therefore has a good ‘fit’ with the proposals in the White Paper. 
 
Subject to parliamentary approval of the Health and Social Care Integration Bill, the BLMK 
ICS will become a statutory body on 1 April 2022.  The White Paper Integrating Care 
described how the ICS should work across the wider system with implications for providers, 
local authorities, the voluntary and community sector and the CCG, with the statutory 
functions of the BLMK CCG transferring to the BLMK ICS.   
 
We are required to submit a more detailed implementation plan for the establishment of the 
BLMK ICS to NHSEI Region by the end of June 2021.  An ICS Design Framework is 
expected to be published in early June, which should provide additional guidance on this 
work programme. 
 
As a system, BLMK ICS has the following objectives for 2021/22, which will be delivered as 
part of the ICS Establishment Programme: 
 
BLMK ICS: Objectives for the period to 31st March 2022 

 
Developing the ICS 

 
1. Continue to develop the ICS in line with the White Paper and Emerging guidance, to be 

in shadow form by autumn 2021 [Note: timeline dependent on legislative process], 
including: 

• Develop a structure and constitution for the ICS 

• With a comprehensive OD plan develop new ways of working which move the 
CCG into the ICS, PCNs, Places and Care Alliances in a way which is safe for 
staff and continued business delivery and development 

• Create a clear accountability framework and governance structure, which 
operates at PCN, place, Care Alliance and system level. 

• Work with the NHSEI region to move commissioning to ICS and supra-ICS level  
 



2. Lead and support system development to develop well-functioning Care Alliances, 
Places and PCNs, including: 

• Skills gap analysis and training plan for PCNs by autumn 2021 so that they can 
deliver strategic objectives at neighbourhood level  

• Local structures / boards at Place and Care Alliances by summer 2021 to drive 
strategy implementation in coordination with wider stakeholder groups 

• Identification of and devolution of staff to Care Alliances and places to start by 
autumn 2021 [Note; timeline and detail will be subject to the employment 
commitment and people guidance] 

 
 
Simon Stevens has said that he expects the ICS restructure to be ‘simple, local and 
evolutionary’. Therefore our organisational change management approach is based on the 
assumption that CCG and ICS staff (below Executive Director/Board level) are expected to 
TUPE transfer to the BLMK ICS on 1 April 2022, subject to a formal staff TUPE 
consultation.  National guidance on the people process is expected when the Bill has had 
its second reading (mid-July). 
 

 
ICS Establishment Steering Group 
 
The requirement to establish the statutory ICS and further develop the Care Alliances, 
places and PCNs is a significant work programme for 2021/22 with a ‘go live’ date of 1 April 
2022. The work programme will require significant shaping and leadership from all 
members of the BLMK Partnership. Therefore, a Steering Group is being established to 
oversee delivery of the programme.  The Steering Group will comprise one representative 
from all of the partner organisations and if possible, should include a mixture of 
officer/executive and Councillor/non-executive members and will be chaired by the BLMK 
ICS Independent Chair. If partner organisations wish, they can agree that they will be 
represented on the Steering Group by another partner organisation. For example, by 
another member of their place-based partnership, Care Alliance or by a partner 
organisation from the same sector. 
 
The steering group will report regularly on progress to the ICS CEO Group and will bring 
significant decisions (such as the proposed composition of the ICS Statutory Board) to the 
ICS Partnership Board for endorsement. The Steering Group will be the key vehicle for 
partners to work together to progress the development of key products for the new statutory 
body, such as its constitution pending formal agreement of these matters by the first 
meeting of the Board of the BLMK ICS Statutory Board on 1 April 2022. (Terms of 
Reference for the Steering Group are attached as Appendix A.) 
 
The first meeting of the Steering Group will be held at 12:00-13:30 on Friday 25th June to 
enable the Steering Group to review the next version of the ICS Development Plan which is 
due to be submitted to NHSEI Region by 30 June 2021. The Steering Group will meet on a 
monthly basis up to the establishment of the new system governance arrangements on 1 
April 2022.   
 
It is expected that we will also need to establish a shadow ICS Remuneration Committee to 
oversee and progress appointments to ICS Board level roles. This will be proposed once 
the national people process/guidance has been issued. 
 
ICS Establishment – Progress Report 
 
Work has been progressing during May to further develop the programme plan for ICS 
Establishment and a draft high level programme plan is attached at Appendix B.   



 
The programme team has established weekly meetings with NHSE/I East of England 
Regional colleagues to work collaboratively on progressing this work. 
 
During June, the programme team will be working with colleagues across the system and in 
the NHSE/I Regional team to develop a more detailed programme plan, which will be 
brought to the first ICS Establishment Steering Group prior to submission to NHSEI Region 
on 30 June. 
 
Progress on the ICS Establishment Programme will be reported to the Partnership Board 
on a regular basis. 
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BLMK ICS Establishment Steering Group -Terms of Reference 

1. Membership of the Steering Group   

If partner organisations wish, they can agree that they will be represented on the Steering Group by another partner 
organisation. For example, by another member of their place-based partnership, Care Alliance or by a partner 
organisation from the same sector. 

 

Name Role Organisation 

Rima Makarem Chair of ICS BLMK ICS 

Felicity Cox  Lead Executive ICS & AO 
BLMK CCG (Programme SRO) 

BLMK ICS & BLMK CCG 

  Representative from Bedford 
Borough Council 

  Representative from Central 
Bedfordshire Council 

  Representative from Luton Borough 
Council 

  Representative from Milton Keynes 
Council 

  Representative from Bedfordshire 
Hospitals Trust 

  Representative from MK University 
Hospital Trust 

  Representative from ELFT 

  Representative from CCS 

  Representative from CNWL 

  Representative from SCAS 

  Representative from EEAST 

Sarah Whiteman Clinical Chair BLMK CCG 

Simon Wood or his 
nominee (TBC) 

 Representative from NHSEI East of 
England Region 

 
Members of the Steering Group may send deputies on their behalf and deputies will count towards the 
quorum for the meeting. 
 
The Programme Director and workstream leads will attend meetings as appropriate to the agenda for the 
meeting. 
 
 
2. Role and Responsibilities of the Steering Group 

It is the responsibility of the Steering Group to oversee delivery of the ICS Establishment work programme, 
the main purpose of which is to establish the statutory BLMK ICS and the BLMK ICS Partnership and 
support the development of Care Alliances in Bedfordshire and Milton Keynes, Place Based Partnerships in 
the four Boroughs of BLMK and Primary Care Networks across the BLMK Integrated Care System. 
 
The Steering Group is responsible for: 

• Delivery of the BLMK ICS programme strategy and programme plan 

• Owning and communicating the vision for the BLMK ICS Establishment Programme 
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• Ensuring that the work of the programme and its deliverables are delivered to time, quality 
and cost expectations 

• Identifying the programme benefits and monitoring their realisation 

• Initiating and controlling projects and/or tasks to deliver the programme. This includes 
approval of sub-projects, work-packages and task and finish groups 

• Managing programme risks and issues and escalating them as appropriate  

• Ensuring effective stakeholder management of the ICS Establishment programme. 
 

Members of the Steering Group may be requested to attend assurance meetings with NHSEI East of 

England Region as part of the ICS Establishment Authorisation Process. 

3. Accountability and authorisation 
 
The BLMK ICS Establishment Steering Group will formally report to the BLMK ICS CEO Group and 
Partnership Board on progress, for assurance and for key decisions to be made (as appropriate).  
 
As a minimum key decisions such as: 
 

• Composition of the Board of the ICS Statutory Body; 

• Composition of the ICS Partnership; and 

• Constitution for the ICS Statutory Body. 
 
will be reported to the Partnership Board for approval.   
  
 
4. Meetings 

a. Frequency 
The steering group will meet on a monthly basis. 
 
b. Quoracy 
At least one third of members (5 members) must be in attendance in person or via tele/video 
conference for the meeting to be considered quorate. 

 
c. Papers 
The group’s agenda will be prepared by the Programme Director. 

 
An agenda for the meetings will be produced and issued to members at least 3 working days 
before each meeting where possible.  Members will be invited to contribute items to the 
agenda if they wish. 

 
The minutes of the meeting will be formally recorded and specify actions that were agreed, by 
whom and when they are due.  The minutes will be distributed to members in advance of the 
subsequent meeting. 

 

5. Review 
The role of the Steering Group will be reviewed in September 2021 and January 2022 to check fitness for 

purpose. 



Appendix B

ICS Establishment:

High level Draft Programme Plan

ICS Partnership Board – 9 June 2021



Q4 

Jan 20/Mar 21

Q1 

Apr 21/Jun 21

Q2

Jul 21/Sept 21

Q3

Oct 21/Dec 21

Q4

Jan 21/Mar 22

Q1

Apr 22/Jun 22

ICS 

development

Care 

Alliance/ 

place based 

development 

Put in place sustainable system-wide PHM programme

ICS establishment plan on a page: DRAFT 

Develop ICS strategy

Develop system financial framework

Define funding, payments and 

contracting model

Final due diligence and 

assurance processes

Joint programme of work on design and 

transfer of functions to system, provider 

collaboratives, care alliances, place and 

PCNs

• Scope of functions, including additional 

delegation from NHSEI

• Prioritisation

• Resource planning and financial incentive 

structure

• Framework for accountability/ decision 

making

Complete CCG merger programme & 

implement strategies

Deliver data and digital roadmap, including shared care records

Develop collective assurance framework for system

Develop & agree ICS governance Inc. constitution

Partnership Board OD sessions 

Develop system multi-professional &clinical leadership & quality system

Establish shadow system governance

Design of ICS/ CCG functions and processes

Design of ICS/ CCG roles and team structures

Resource planning – define budget and funding for ICS

Appoint leadership posts – open process

Shadow working

Agree senior 

system resources 

for care alliance 

and place-based 

development 

Develop and agree formal 

organisational 

arrangements

Alliance level population health clinical strategy and 

priority development 

Establish alliance and place programmes for models of care

System engagement 

on organisational 

form

Develop ICS strategy delivery plans

45-day TUPE 

consultation

Timeline indicative and may change depending on legislative timetable & national guidance

Establish 

statutory 

ICS & 

dissolve 

CCG body

ICS/CCG OD programme

2

3

7
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Resource planning – define budget and funding for ICS

17
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22 23

24 25
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1

4
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8
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Royal Assent

System wide activity

Internal ICS development activity 

Care Alliance and place activity 

System co-design 

approach to be taken 

to all activities

2nd Bill Reading

1st Bill Reading

Formal Transfer of Functions

Formal Transfer of Staff

ICS Draft Constitution 

submitted to Region 

NHSEI Approval of ConstitutionNationally Developed Model Constitution 

All Senior Appointments Made

Programme Group Meeting 

Programme Group 

Monthly  Meetings 



BLMK ICS Establishment Programme 

Strategy Governance System by Default
TOM 

(PCNs, Place Based Partnership, Care Alliances, ICS)

Finance, OD, C&E, HR, Contracts & BI, Primary Care, HR, Estates, 

Quality/Clinical, Digital & IG

ICS Establishment Programme Structure: DRAFT 

A1: Develop ICS 

Strategy 

A2: Develop ICS strategy 

delivery plans (system 

transformation plans)
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sustainable system wide 

PHM programme
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A4: Develop system financial 
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A5: Develop collective 

assurance framework for 

system

A10: Develop system multi-

professional &clinical 

leadership & quality system

A12: Design of ICS/ CCG functions & processes

A13: Design of ICS/ CCG roles and team structures

A14: 45-day TUPE consultation

A15: ICS/CCG OD programme

A16: Complete CCG merger programme & implement 

strategies

A17: Resource planning define budget & funding for ICS

A18: Joint programme of work on design and transfer 

of functions to system, provider collaboratives, care 

alliances, place & PCNs

•Scope of functions, including additional delegation 

from NHSEI

•Prioritisation

•Resource planning and financial incentive structure

•Framework for accountability/ decision making

A19: Agree senior system resources for care alliance 

& place-based development

A20: Put in place shadow working

A21: Develop & agree formal organisational 

arrangements

A22: System engagement on organisational form

A23: Final due diligence & assurance processes  

A24: Alliance level population health clinical strategy 

& priority development

A25: Define funding, payments & contracting model

A26: Establish alliance & place programmes for 

models of care
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1. Summary 
 
This report highlights how COVID-19 has impacted service areas, patient pathways, service 
demand, waiting lists and patient acuity. Key areas and issues of note are summarised below, 
and more detail can be found in the body of the report.   
 
Planned Care is facing significantly higher demand, an increase in waiting lists, more 
complex presentations, longer waiting lists and limited capacity due to Covid-19 restrictions. 
The BLMK system is taking part in the NHSE/I Accelerator Programme which aims to 
increase and recover elective care activity to 120% of pre-Covid-19 levels within the two main 
acute trusts.  
 
Cancer Care is suffering a significant backlog and delay to longer term work plans. 
Supporting actions include a backlog reduction plan and a 21/22 prioritised cancer delivery 
plan.  
 

  
 

 
X 
 



 

 

Mental Health is seeing an increase in demand for specifically for crisis services. Delivery 
against the national mental health transformation programme, including the ambitions within 
the NHS Long Term Plan continues, whilst workforce, retention and expansion have been 
identified as significant challenges. 
 
Primary Care (including General Practice) is seeing unprecedented increase in demand for 
services from patients and the wider system. With lockdown restrictions easing and the 
National drive to re-open access points, services are facing a an "invisible” waiting list of low 
need patients. One of the most significant pressure points identified is workforce in relation 
to both retention and capacity due to supporting the National vaccination programme and role 
in the upcoming phase 3 element which will also have a significant impact on estates.  
 
Community Services have seen increases in service demand, new referrals, waiting lists 
and backlogs due to reduced face to face appointments, more complex presentations, and 
ongoing workforce capacity fluctuations. Several recovery plans are in place including 
effective management of workforce health and well-being. There remains the unknown 
impact of how any new variant and associated government guidelines may influence recovery 
plans.  
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Executive Summary

This report provides a high-level overview of issues, risks and recovery progress within service areas, following the impact Covid-19 

on the BLMK system. This narrative is supported by an appendix using March 2021 (M12) performance information.

Some of the key areas identified are how COVID-19 has impacted pathways, service demand, waiting lists and patient acuity. Key 

areas of note are summarised below, and more detail can be found in the body of the report.

Planned Care services had seen pauses with resources redirected to support critical care. With services resumed, they are now 

faced with a significantly higher demand, an increase in waiting lists, more complex presentations, longer waiting lists and limited 

capacity due to Covid-19 restrictions. Many elective service areas continue to face significant pressure including endoscopy, 

diagnostics and theatre capacity. Initiatives to support elective care recovery have quickly been established and include clinical 

prioritisation, virtual or telephone appointments, GP access to Advice & Guidance from a national consultant network and the 

establishment of a community urgent eye service preventing urgent presentation to A&E. Supported by NHS England and 

Improvement, the BLMK system is taking part in the Accelerator Programme which aims to increase and recover elective care activity 

to 120% of pre-Covid-19 levels by July 2021 in the two main acute trusts (Bedfordshire Hospitals and Milton Keynes University 

Hospital NHS Trust’s).

Cancer Care have suffered a significant backlog and delay to longer term work plans. Due to several contributing factors, the 

reduction in patients waiting longer than 62 days for treatment may take longer than planned and work programmes are at risk of 

being delayed. Key priorities and supporting actions include a backlog reduction plan, a 21/22 prioritised cancer delivery plan, early 

and faster diagnosis and a focus on workforce development.

Mental Health services have seen an increase in demand for overall services but more specifically for crisis services. Whilst services 

continue to deliver against the national mental health transformation programme, including the ambitions within the NHS Long Term 

Plan, workforce, retention and expansion have been identified as significant challenges, presenting a risk to the mobilisation of 

planned and progressing recovery initiatives.



Executive Summary

Primary Care (including General Practice) is seeing unprecedented increase in demand for services from patients and the wider

system, also being seen within urgent primary care services including 111 and out of hours. This high demand is impacting all

access points into primary care, resulting in a surge of both online and telephone activity. With lockdown restrictions easing and the

National drive to re-open access points, services are facing a backlog of patients with low level need across the system, resulting in

an "invisible” waiting list. Whilst recovery plans are in place, there is the culmination of several Primary Care pressure points. One of 

the most significant being workforce: retention, post Covid due to levels of stress and abuse; and capacity, due to supporting the

National vaccination programme and role in the upcoming phase 3 element which will also have a significant impact on estates.

Community Services have seen increases in service demand, new referrals, waiting lists with significant service backlogs due to

reduced face to face appointments, more complex presentations and ongoing workforce capacity fluctuations. Whilst the BLMK

Community sector Providers are working hard to restore and deliver services with several recovery plans in place including a blended

approach to patient contact, service improvement and redesign and effective management of workforce to support the health and

well-being of staff; there remains the unknown impact of how any new variant and associated government guidelines may influence

recovery plans.



Elective Care including Cancer (Accelerator 

Programme)

Covid-19 has had a significant impact on Elective (including Cancer) services across Bedfordshire, Luton and Milton Keynes (BLMK) 

and resulted in several services being paused and resources redirected to support an increased number of patients in Critical Care. 

Services have since resumed but are facing significantly higher waiting lists, limited capacity (due to continued social distancing 

requirements), increasing demand for services and more complex presentations.

Throughout the pandemic, new initiatives have been quickly established in support of Elective care services, including:

• Patients on an admitted pathway (treatment requiring overnight stay) have been clinically prioritised based on clinical need as 

opposed to time waiting

• Local Independent Hospitals continue to support with additional elective capacity

• Large rise in the number of patients receiving virtual or telephone outpatient appointments

• GPs now have access to Advice & Guidance from a national consultant network, freeing up local clinicians for patients requiring 

hospital care and supporting GPs to treat and diagnose patients without onward referral

• A Tele-dermatology service was launched in Bedfordshire which has enabled patients to send pictures of their skin conditions 

for their GP to assess and seek a consultant’s advice. This has been delivered almost entirely remotely with positive feedback 

from both GPs and patients. This service is now expanding into BLMK

• A Community Urgent Eye Service was established in 2020 to provide eye care outside of hospital, reducing pressure on 

hospital services and preventing some urgent presentations at A&E.



Elective Care including Cancer (Accelerator 

Programme)

The following Elective services continue to face significant pressures following the recent Covid-19 peak, plans to address these 

pressures are in place with new opportunities encouraged:

• Endoscopy services – mobilisation of new and less invasive technologies (Colon Capsule and Cytosponge) have been secured 

and plans are being finalised to launch. Additional resources are being explored to increase acute endoscopy capacity, 

however due to national pressures, resources are limited

• Diagnostic services i.e. Ultrasound, MRI, CT – sourcing additional diagnostic equipment and workforce, including mobile 

facilities

• Theatre capacity – exploring opportunities to maximise theatre productivity (in collaboration with national leads) and sourcing 

additional resources, including additional independent sector capacity

• Estates – reconfiguring estates to increase elective capacity. Exploring additional outpatient estate options in Bedfordshire

• Waiting Lists – orthopaedics and ophthalmology have experienced a significant increase in patients waiting, particularly over 52

weeks. Additional theatre capacity and outpatient facilities will help to address the backlog

With support from NHS England and Improvement, the BLMK system is taking part in the Accelerator Programme which aims to 

increase elective care activity to 120% of pre-Covid-19 levels by July 2021 in the two main acute trusts (Bedfordshire Hospitals and 

Milton Keynes University Hospital NHS Trust’s). In support of this ambition, the system will receive a significant sum of funding to 

invest in additional capacity. An Elective Collaboration Board has been established in BLMK which will be responsible for the

Accelerator delivery in BLMK alongside wider Elective recovery and transformation.



Elective Care including Cancer (Accelerator 

Programme)

The Covid-19 pandemic has significantly impacted the cancer backlog and longer-term work plans. Due to several contributing

factors, the reduction in patients waiting longer than 62 days for treatment may take longer than planned and work programmes may

be delayed. There is a risk that patient pathways could be impacted by avoidable delays due to the ongoing challenges of 2ww

referral management and patient compliance with diagnostics. The priority for cancer services is to ensure that patients continue to

be diagnosed in a timely way and that we reduce the number of people waiting longer than they should for diagnosis and/or

treatment.

Activities to support recovery includes:

• An action plan in place to support reduction of backlogs, this is monitored by BLMK Cancer Board and providers

• A 2021/22 delivery plan for cancer has prioritised key activities aligned to planning guidance and Long-Term Plan

• Patient communications and primary care engagement sessions are planned for quarter 1.

• Full restoration of screening programme with public awareness activities planned over the next 3 months to raise awareness of

the importance of screening.

• Communications plan to increase patient confidence in accessing services particularly the diagnostics pathway

• Introduction of a colon capsule and cytosponge service to alleviate the pressure on endoscopy services

• Continued clinical triage of all referrals at an early stage to prioritise those at highest risk.

• Well-being calls by a specialist nurse to patients who have chosen to defer diagnostics or treatment e.g. due to shielding.

• A new pathway has been launched to fast track the triage and diagnostics for those with nonspecific cancer symptoms e.g. 

unexplained weight loss, fatigue and nausea.

• Continued monitoring of tertiary centres; issues are raised within the system weekly cancer recovery meetings

The delivery plan this year aligns cancer funding to the below key priorities:

• Recovery / Reduction of backlogs

• Operational performance

• Early and Faster Diagnosis

• Personalised care

• Treatments/innovation

• Workforce / Continued development and training for cancer specialist staff



Mental Health 

Mental Health service provision across BLMK has seen a significant increase in demand, and more specifically demand for crisis

provision for adults, children, and young people. There is emerging evidence to show that some groups have reported more well

being and mental health difficulties than others during the pandemic. Whilst work programmes and recovery plans are in place, 

Workforce expansion and vacancies have been identified as a challenge, presenting a risk to the mobilisation of these initiatives.

Throughout the pandemic, BLMK mental health support provision has continued albeit with new ways of working adopted, with a

particular focus on the following areas:

• Responding to the impact COVID 19 has had on the well-being and mental health of BLMK residents, including meeting new 

demand.

• Restoring services impacted upon due to COVID 19.

• Continued delivery of the national mental health transformation programme including the ambitions within the NHS Long 

Term Plan and achievement of several 2021/22 mental health ambitions.

BLMK mental health services have been supporting people with more acute mental health difficulties by increasing mental health 

support for children and young people (particularly those requiring crisis support), addressing any backlog of appointments for the 

memory assessment services, bolstering services to meet new and more complex presentations for severe mental illness, 

increasing access to IAPT services and reducing out of area mental health in patient placements.

There are several service developments being taken forward in 2021/22 to support associated risk which comes with the

increase in demand and to expand mental health support including:



Mental Health 

There are several service developments being taken forward in 2021/22 to support associated risk which comes with 

the increase in demand and to expand mental health support including:

• Children and Young Peoples Mental Health – Mobilisation of additional Mental Health Support Teams / expansion of Eating 

Disorder Services and crisis care and community services and an in-patient unit across BLMK

• Young Adults (18-25) – Expansion of support for young adults

• IAPT – Expansion of both IAPT and Long-Term Conditions provision

• Community Mental Health Support for Adults and Older Adults – Implementation of new models of care including the 

expansion of adult eating disorder services / primary care mental health practitioner roles / support for people with a 

diagnosis of ‘personality disorder’ and the expansion of peer support workers

• Adult Crisis Care – Expansion of crisis alternatives such as crisis cafes and mobilising the 24/7 Crisis and Resolution Home 

Treatment Team in Milton Keynes

• Adult Acute Mental Health Care – Expansion of post-discharge support

• Suicide Reduction and Bereavement – Expansion of suicide reduction schemes including a VCSE Crisis Co-Ordinator post

• Rough Sleeping – Expansion of mental health support for rough sleepers in Milton Keynes

• Staff Mental Health Support – Expansion of the Keeping Well BLMK Hub



Mental Health 

The following actions are being taken at pace to meet the workforce ambitions and to minimise associated risks:

• Provider organisations to advertise at pace any vacant / expansion posts alongside recruitment campaigns

• Opportunities for programme areas to work together across providers regarding workforce

• Consideration of some external communications support, overseas recruitment and workforce ‘passports’

• Implementing new roles including mental health pharmacy and community connectors

• Reducing agency costs

• The development of apprenticeships

• To continue implementation of retention initiatives / Staff development and wellbeing / Leadership and talent management / 

improving representation within the workforce

• Setting up of BLMK recruitment webinars for the public

• Setting up of a mental health workforce summit

• Taking forward the projects from the Health Education England Workshops

• Reviewing and increasing ‘pipeline’ for specific posts such as nursing and psychology.



Primary Care Impact 

Primary care (including General Practice) is seeing unprecedented increase in demand for services from patients and the wider

system. A lot of this pressure relating to patients seeking support for Covid-19 symptoms, vaccine side effects and vaccine 

administration. This pressure is also being seen within urgent primary care services including 111 and out of hours. This high 

demand is being seen across all access points into primary care; with media and national campaigns directing patients to general

practice, both online and telephone activity has surged. As lockdown restrictions ease, services are facing a backlog of patients 

with low level need across the system, resulting in an “invisible” waiting list. Primary Care pressure points include:

• An increase in demand for telephone appointments.

• Inaccurate patient and system perception that general practice is not open and seeing face to face appointments, resulting in

an increase in complaints.

• Staff retention post Covid due to levels of abuse and stress resulting in reduced capacity.

• Patients with higher acuity unable to access appointments due to being filled inappropriately.

• Patients waiting longer for secondary treatment require more input from primary care.

• Inequitable access will exacerbate inequalities (digital exclusion).

• National vaccine administration policy change has resulted in continued constraints in estates capacity and workforce.

The following actions are in place to support recovery:

• Managing stakeholder and patient perceptions of general practice via regular stakeholder briefings, press releases and 

updates in the primary care bulletin

• Proactive regular social media information and updates for patients supporting appropriate access to primary care services

• Ongoing support for practices to embed digital triage as part of the practice solution and helping practices to better utilise 

telephone systems

• Improve practice signposting to appropriate services and re-enable social prescribing services

• Continue the roll out of the community pharmacy referral scheme to help reduce pressure for low level need.



Primary Care Impact 

• Ongoing support provided to Primary Care Networks to help recruit to additional roles within primary care, supporting the 

development of new multidisciplinary team models of care, and to encourage shared infrastructure and resource (estates/ 

digital/workforce) to enable economies of scale

• Workstream to reduce general practice workload

• Focused work across primary care to help identify and support practices that appear to have less availability, or need help 

ensuring the right balance of types of consultation appointment

• The BLMK Digital inclusion programme

Furthermore, Primary Care will support the delivery of additional appointments in general practice to enable the national directive 

of achieving 50 million more appointments by 2024. There are many workstreams in place to achieve this. Primary care will also 

support delivery of increased number of referrals to Social Prescribing Link Workers (SPLW) as per the requirements within the 

PCN DES Impact Investment fund.

There will also be ongoing support from the CCG team, training hub and commissioned external recruitment specialists to ensure

recruitment of the primary care additional roles continues in line with PCN workforce plans. This support includes a focus on staff

retention, ensuring systems are in place to offer peer support and supervision for all new roles and continued support being given

by General Practice /PCNs to the Covid vaccination programme will impact on their capacity to deliver BAU, and the additional

services as set out above. It is helpful to note that only a handful of PCNs across BLMK are continuing with cohorts 10-12.

Additional considerations:

• Following the consultation process there is a need for the CCG teams to settle and embed into new ways of working whilst 

also restoring business as usual, supporting recovery, improvement and working towards the transition to an ICS by April 

2022. All of this will inevitably impact on team capacity.

• There is a potential for primary care services to play a crucial role in phase 3 of the Covid-19 vaccination programme which 

will have a direct impact on business as usual and will result in estates and workforce challenges.



Community Services

Community services have seen significant impact across Bedfordshire Luton and Milton Keynes (BLMK) because of Covid-19,

including increases in service demand and new referrals and an increase in waiting lists and significant service backlogs. Whilst

most services have resumed (barring group education sessions), this sector faces a reduction in physical face to face

appointments due to Covid-19 workplace restrictions and fluctuating workforce capacity. Services are also facing more complex

client presentations. Alongside these factors there remains the unknown impact of how any new variant and associated

government guidelines may influence recovery plans and “business as usual”.

The BLMK Community sector Providers are working hard to restore and deliver services with recovery plans in place

Alongside provider initiatives including:

• A blended approach to contacts: based on prioritisation and clinical triage (telephone, video, and face to face) dependant 

on prioritised clinical need and intervention required.

• Service improvement, redesign, and adaptation: enhanced digital content and information, supporting patients both at 

home and via specialist teams, working with community groups to increase capacity and improve waits, supporting families / 

patients at home, reducing the need for primary care, virtual patient education including incorporating the use of technology, 

allowing for remote monitoring and 7-day access services to prevent hospital attendance and support early discharge.

• Management of workforce: to meet the health and well-being needs of both their staff and the local population. Where 

appropriate home, or mobile working is utilised. Services have been skill mixing and re-deploying staff internally to ensure 

minimal disruption to patients and externally across BLMK system partners to ensure the wider needs of the population are 

met. Recruitment has been ongoing at all levels, with recruitment specialists employed, in addition to utilising agency and 

bank staff where needed. Individualised and regular workplace and Covid-19 health and safety risk assessments are carried 

out with all care home visiting staff completing a twice weekly lateral flow test and a bi-weekly Polymerase chain reaction 

(PCR) test. Staff also have access to health and well-being resources and support for new ways of working in relation to 

protocols and training.



Appendix

This Appendix contains dashboards which shows CCG and provider performance against national key performance and quality 

indicators as well as more detailed performance data for Elective Care and Mental Health indicators.

Elective Care

GP Referrals and Waiting Lists

18 Week Referral to Treatment

52+ Week Waits

Diagnostic Waiting Times

Cancer Waiting Times

Mental Health

Dementia Diagnosis Rates

Improving Access to Psychological Therapies

Care Programme Approach

Perinatal Mental Health

Physical Health Checks for people with Severe Mental Illness and Learning Disabilities/Autism

Children and Young People Eating Disorders



Notes for data

Key Performance & Quality Indicators

The following key performance & quality indicator dashboards and acute provider dashboard have been ragged against national 

thresholds. Green if an indicator has been achieved or over-achieved, Amber if it has under-achieved within the agreed tolerance

threshold and Red if it has under-achieved below the tolerance threshold. 

The arrows show whether performance has improved or deteriorated compared to the previous month/quarter.  Due to constraints 

within the national reporting timetable the Cancer monthly activity reflects validated data up to September 2020;  October onwards 

shows the latest un-validated position. 

Where no patients have been seen/treated during the reporting month, this is shown by “NP”

Data is sourced from national statistics published by NHS England, NHS Improvement and NHS Digital, unless otherwise 

specified as local data.

Due to the Covid-19 pandemic and the need to release capacity across the NHS to support the response, NHS England has 

suspended the collection and publication of some official statistics for data due to be submitted in 2020/21.  These indicators are 

greyed out in the dashboards and the report shows the last known position.



Key Performance and Quality Indicators

Cancer Waiting Times - 2 Week Wait 93.00% Mar-21 93.78%  92.81%  85.55%  91.26% 

Cancer Waiting Times - 2 Week Wait (Breast Symptoms) 93.00% Mar-21 75.44%  90.70%  96.67%  85.83% 

Cancer Waiting Times - 28 Days Faster Diagnosis Standard Mar-21 76.46%  66.44%  81.31%  76.25% 

Cancer Waiting Times - 31 Day First Treatment 96.00% Mar-21 96.74%  98.55%  90.55%  95.13% 

Cancer Waiting Times - 31 Day Surgery 94.00% Mar-21 89.58%  100.00%  77.27%  87.65% 

Cancer Waiting Times - 31 Day Drugs 98.00% Mar-21 100.00%  100.00%  97.22%  99.10% 

Cancer Waiting Times - 31 Day Radiotherapy 94.00% Mar-21 100.00%  100.00%  91.43%  97.62% 

Cancer Waiting Times - 62 Day GP Referral 85.00% Mar-21 71.56%  80.49%  70.59%  73.13% 

Cancer Waiting Times - 62 Day Screening 90.00% Mar-21 69.57%  100.00% 84.21%  76.74% 

Cancer Waiting Times - 62 Day Upgrade 90.00% Mar-21 83.33%  100.00% 82.35%  83.33% 

RTT Incomplete Pathway - Waiting Lists
CCG 

Specific
Mar-21 36,726  15,470  22,003  74,199 

RTT Incomplete Pathway - 18 Weeks 92.00% Mar-21 67.34%  69.80%  57.39%  64.90% 

RTT Incomplete Pathway - 52 Week Waits 0 Mar-21 2438  805  1200  4443 

Diagnostic Test Waiting Times 1.00% Mar-21 27.20%  23.83%  15.87%  22.36% 

Mixed Sex Accommodation Breaches 0 Feb-20 15 0 7 22

C-difficile Infections N/A Mar-21 5  6  3  14 

MRSA Infections 0 Mar-21 0  1  0  1 

Ambulance Response Times - Category 1 - Mean (Local Data - 

EEAST - Bedfordshire & Luton; SCAS - Milton Keynes)
7:00 Mar-21 6:05  4:37  5:46  5:34 

Ambulance Response Times - Category 1T - 90th Centile 

(Local Data - EEAST - Bedfordshire & Luton; SCAS - Milton Keynes)
30:00 Mar-21 11:54  7:33  11:41  10:23 

Ambulance Response Times - Category 2 - Mean (Local Data - 

EEAST - Bedfordshire & Luton; SCAS - Milton Keynes)
18:00 Mar-21 18:17  15:03  14:45  16:29 

Measure Threshold Latest Data
2020/21 

YTD
Luton CCG Trend

2020/21 

YTD

Milton 

Keynes CCG
Trend

2020/21 

YTD
BLMKTrend

Bedfordshire 

CCG
Trend

2020/21 

YTD

Ambulance response times are taken from provider Contract Reports for the East of England Ambulance Service (EEAST) for Bedfordshire and 

Luton, and South Central Ambulance Service (SCAS) for Milton Keynes.



Key Performance and Quality Indicators

Estimated Diagnosis rate for people with dementia 66.70% Mar-21 59.17%  70.41%  64.01%  62.40% 

IAPT Access (Year to date) 22.92% Feb-21 17.87%  12.70%  16.65%  16.10% 

IAPT Recovery Rate 50.00% Feb-21 53.03%  55.88%  51.61%  53.44% 

IAPT Waiting Times - 6 weeks 75.00% Feb-21 100.00%  100.00%  94.12%  98.56% 

IAPT Waiting Times - 18 weeks 95.00% Feb-21 100.00%  100.00%  100.00%  100.00% 

IAPT in-treatment pathway waits 
CCG 

Specific
Feb-21 34.62%  2.35%  42.86%  10.66% 

Early Intervention in Pyschosis - 1st Treatment within 2 

weeks (Rolling 3 months)
56.00% Feb-21 66.00%  89.00%  83.00%  79.33% 

CPA 72-Hour Follow Ups 80.00% Feb-21 87.00%  85.00%  82.00%  84.67% 

Total number of inappropriate Out of Area Placement days 

that are external
N/A Q3 2020/2021 0  20 0  0 100  425 100  445

SMI Physical Health Checks (Rolling 12 months) 60.00% Q4 2020/21 16.23%  25.36%  30.24%  21.97% 

Learning Disabilities Health Checks 22.50% Q4 2020/2021 25.97%  21.64%  36.66%  27.06% 

Children and Young People's Mental Health Services Access 

(Rolling 12 months)
35.00% Feb-21 70.84%  48.09%  54.11%  59.88% 

Perinatal mental health services - Access (Rolling 12 months) 7.10% Feb-21 5.26%  2.91%  9.04%  5.69% 

CYP Eating Disorders - Urgent (Rolling 12 months) 95.00% Q4 2020/21 75.00%  66.67%  75.00%  74.19% 

CYP Eating Disorders - Routine (Rolling 12 months) 95.00% Q4 2020/21 76.74%  65.52%  88.89%  77.83% 

Children's Wheelchairs 92.00% Q3 2019/2020 96.67% 96.15% 84.00% 92.59%

Appointments in General Practice - %DNA N/A Mar-21 2.61%  3.68%  3.49%  3.08% 

2020/21 

YTD

Milton 

Keynes CCG
Trend

2020/21 

YTD
BLMK TrendTrend

2020/21 

YTD
Luton CCG Trend

2020/21 

YTD
Measure Threshold Latest Data

Bedfordshire 

CCG



Acute Providers Dashboard

All patients Trust-wide

Cancer Waiting Times - 2 Week Wait 93.00% Mar-21 93.58%  95.04%  94.18%  85.69% 

Cancer Waiting Times - 2 Week Wait (Breast 

Symptoms)
93.00% Mar-21 75.37%  70.00%  92.86%  99.21% 

Cancer Waiting Times - 31 Day First Treatment 96.00% Mar-21 99.04%  100.00%  97.72%  94.12% 

Cancer Waiting Times - 31 Day Surgery 94.00% Mar-21 100.00%  100.00%  94.44%  50.00% 

Cancer Waiting Times - 31 Day Drugs 98.00% Mar-21 100.00%  100.00%  100.00%  97.50% 

Cancer Waiting Times - 31 Day Radiotherapy 94.00% Mar-21 NP NP NP NP

Cancer Waiting Times - 62 Day GP Referral 85.00% Mar-21 74.52%  58.65%  74.51%  75.21% 

Cancer Waiting Times - 62 Day Screening 90.00% Mar-21 79.31%  66.67%  87.50%  86.49% 

Cancer Waiting Times - 62 Day Upgrade 90.00% Mar-21 84.21%  66.66%  NP 86.11% 

RTT Incomplete Pathway - 18 Weeks 92.00% Mar-21 68.54%  66.31%  69.60%  57.85% 

RTT Incomplete Pathway - 52 Week Waits 0 Mar-21 2903  1392  1511  1073 

Diagnostic Test Waiting Times 1.00% Mar-21 23.07%  22.79%  23.30%  16.84% 

A&E 4hr Waits 95.00% Mar-21 90.29% 

12hr Trolley Waits 0 Mar-21 0  0  0  0 

Mixed Sex Accommodation Breaches 0 Feb-20 17 17 17 0

Cancelled Ops not rebooked within 28 Days 0 Q3 2019/2020 12 12 12 8

Urgent Operations cancelled for a second time 0 Feb-20 0 0 0 0

C-difficile Infections N/A Mar-21 8  8  8  3 

VTE Risk Assessment 95.00% Dec-19 97.85% 97.85% 97.85% 96.86%

2020/21 

YTD

2020/21 

YTD

Milton 

Keynes 

Hospital

TrendTrend
Bedford 

Hospital
Trend

2020/21 

YTD

Not Reporting

Measure Threshold Latest Data
Bedfordshire 

Hospitals

Not Reporting

Luton & 

Dunstable 

Hospital

Trend
2020/21 

YTD

Not Reporting

Data for Bedfordshire Hospitals reflects national data, with local site-level data for Bedford Hospital and Luton & Dunstable Hospital, 

source via Provider contract reporting.  Cancer data for Bedford Hospital and Luton & Dunstable Hospital shows February 

performance as this is the latest reported position available.



Elective Care – GP Referrals and Waiting 

Lists 

Source data: GP Referrals is sourced from the national published MRR dataset to March 21.  RTT is sourced from the national published 

Consultant-led Referral To Treatment dataset to March 21.

The tables and charts below show performance for GP Referrals and CCG waiting lists for a rolling 13-month 

period to March 2021.  Performance is ragged against the Phase 3 plans from September 2020 onwards.

GP Referrals

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

BLMK Phase 3 Plan 16109 16003 15404 14690 15323 15887 15991

NHS Bedfordshire CCG 6682 2501 3997 5121 6068 6228 6374 7077 6869 6227 5554 6636 8260

NHS Luton CCG 2790 1007 1460 2186 2207 2482 2569 2540 2419 2231 2049 2164 2839

NHS Milton Keynes CCG 2586 1026 1364 1999 2547 2375 2583 2727 2812 2503 2372 3711 5415

BLMK STP 12058 4534 6821 9306 10822 11085 11526 12344 12100 10961 9975 12511 16514

Waiting Lists

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

BLMK Phase 3 Plan 71441 71128 70731 70039

NHS Bedfordshire CCG 31,510 31,220 31,078 30,248 31,094 31,741 32,468 32,227 31,897 32,272 33,290 34,340 36,726

NHS Luton CCG 15,950 14,750 13,991 12,995 13,643 13,785 14,166 14,476 14,357 14,651 15,114 15,554 15,470

NHS Milton Keynes CCG 21,771 21,209 22,441 22,164 23,622 24,341 23,215 24,679 24,673 24,595 25,584 24,195 22,003

BLMK STP 69,231 67,179 67,510 65,407 68,359 69,867 69,849 71,382 70,927 71,518 73,988 74,089 74,199



Elective Care – 18 Weeks Referral to 

Treatment

Source data: NHS Statistics – Consultant Led Referral To Treatment Waiting Times collection

The table and chart below show performance against the 18 Week Referral to Treatment standard for a 

rolling 13-month period to March 2021. Performance is ragged against the national standard of  92%.

18 Week Waits
Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

92%

NHS Bedfordshire CCG 83.95% 76.51% 67.32% 56.87% 51.97% 59.07% 64.72% 69.46% 72.92% 71.72% 69.65% 67.32% 67.34% 66.33%

NHS Luton CCG 87.92% 80.51% 73.74% 65.56% 60.26% 67.01% 71.87% 76.18% 76.20% 72.82% 70.64% 68.90% 69.80% 71.22%

NHS Milton Keynes CCG 75.90% 66.17% 58.99% 50.26% 44.74% 50.74% 54.60% 57.21% 59.25% 57.45% 54.08% 55.31% 57.39% 55.43%

BLMK STP 82.34% 74.12% 65.88% 56.35% 51.13% 57.73% 62.81% 66.59% 68.83% 67.04% 64.47% 63.73% 64.90% 63.68%

National Threshold - 92%

At the end of March there were 74,199 people waiting for 

treatment across BLMK of which 26,042 patients have waited 

more than 18 weeks and 4,443 have waited more than 52+ 

weeks.  The table below shows the total waiting list for the 4 

specialties with the greatest number of extended waits, with a 

breakdown to show the number of patients still waiting at 26+ 

weeks, 39+ weeks and 52+ weeks.

Treatment Function
Total 

Waiting List
18+ Weeks 26+ Weeks 39+ Weeks 52+ Weeks

Ophthalmology 11218 5131 3134 1206 877

Other 15431 4601 2908 1139 487

Trauma & Orthopaedics 6785 3714 2685 1639 1300

Ear, Nose & Throat (ENT) 6477 3217 2105 850 554



Elective Care – 52+ Week Waits

Source data: NHS Statistics – Consultant Led Referral To Treatment Waiting Times collection

The table and chart below show 52+ week waits across BLMK.  September onwards is ragged against the 

BLMK Phase 3 Recovery Plan.

52+ Week Waits
Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

BLMK Phase 3 Plan 1104 1568 2126 2488 2434 2378 2319

NHS Bedfordshire CCG 43 129 258 459 633 784 933 1085 1277 1784 2268 2438

NHS Luton CCG 6 21 45 70 91 132 180 208 346 570 867 805

NHS Milton Keynes CCG 16 65 103 194 267 406 446 430 397 662 937 1200

BLMK STP 65 215 406 723 991 1322 1559 1723 2020 3016 4072 4443

At the end of March there were 4,443 people waiting longer 

than 52 weeks across BLMK.  The chart on the right shows the 

position against the Phase 3 plan.

The table below shows Providers with the greatest amount of 

long waiters for each of the top 5 specialties.

52+ Week Waits -

March 2021
T&O Ophthalmology Other Urology ENT

Bedfordshire Hopsitals 903 437 248 205 130

Milton Keynes Hospital 137 276 12 69 307

Bucks Healthcare 37 67 13 6 53

Cambridge University Hospital 51 36 87 7 25

East and North Herts 39 21 31 22 6

Other Providers 133 40 96 48 33

Grand Total 1300 877 487 357 554



Elective Care – Diagnostic Waiting Times

Source data: NHS Statistics – Diagnostics Waiting Times and Activity collection

The table and chart below show performance against the Diagnostic test 6 week wait standard for a rolling 

13-month period to March 2021. Performance is ragged against the national standard of <1%.  The bottom 

table shows the number of people waiting more than 6 weeks with a breakdown of those still waiting at 10+ 

and 13+ weeks.

Diagnostics

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

NHS Bedfordshire CCG 53.65% 55.29% 37.60% 35.37% 32.34% 27.38% 24.61% 21.50% 24.81% 30.06% 27.90% 27.20% 33.10%

NHS Luton CCG 55.73% 59.59% 41.33% 37.96% 38.99% 33.93% 30.62% 24.73% 24.07% 28.61% 26.74% 23.83% 36.17%

NHS Milton Keynes CCG 41.77% 30.03% 19.23% 17.24% 18.18% 18.58% 18.46% 16.16% 17.33% 23.39% 16.71% 15.87% 19.07%

BLMK STP 52.86% 51.74% 34.08% 31.07% 29.46% 25.72% 23.50% 20.11% 21.90% 27.50% 23.67% 22.36% 29.38%

National Threshold < 1%

6+ Weeks 10+ Weeks 13+ Weeks

Bedfordshire Hospitals 2511 1662 1058

Milton Keynes Hospital 1194 462 251

Cambridgeshire Community Services 347 306 247

Cambridge University Hospitals 311 242 180

East & North Herts 302 154 57

Other Providers 362 274 183

Total 5027 3100 1976

In March, there were 23,769  patients on a diagnostics test 

pathway compared to 21,236 in February and 12,925 in the 

same period last year.  There were 5,314 patients who 

waited more than 6 weeks compared to 5,027 in February.  

This was a performance of 22.36% compared to 24.3% for 

England as a whole and 32.6% against the East of England 

region.

The number of people still waiting at 10 weeks was 2,719 

compared to 3,100 in February and the number of people 

waiting for more than 13 weeks decreased to 1,927 in March 

compared to 1,976 in February.



Cancer 2 Week Wait Pathways
The tables and charts below show performance against the 2 week wait pathway standards for a 

rolling 13-month period to March 2021.  Performance is ragged against the national standard of 93%.

Cancer Two Week Wait

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

93%

NHS Bedfordshire CCG 93.14% 87.32% 97.29% 95.09% 91.74% 91.97% 89.91% 88.90% 84.76% 83.10% 84.84% 94.66% 93.78% 90.07%

NHS Luton CCG 94.65% 93.85% 92.95% 95.24% 95.92% 95.37% 88.70% 86.99% 89.36% 90.33% 92.11% 94.51% 92.81% 91.99%

NHS Milton Keynes CCG 82.99% 88.13% 93.32% 80.85% 79.04% 86.19% 79.90% 82.71% 84.16% 82.41% 79.09% 94.59% 85.55% 84.24%

BLMK STP 90.29% 88.82% 95.54% 91.16% 88.77% 90.82% 87.05% 86.77% 85.37% 84.00% 84.52% 94.62% 91.26% 88.71%

National Threshold - 93%

Cancer Two Week Wait - Breast Symptomatic

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

93%

NHS Bedfordshire CCG 90.57% 64.29% 100.00% 94.59% 92.98% 88.89% 80.77% 66.67% 65.85% 55.00% 64.29% 83.54% 75.44% 75.10%

NHS Luton CCG 100.00% 66.67% 100.00% 95.83% 96.67% 95.45% 86.67% 68.75% 78.26% 86.84% 66.67% 94.44% 90.70% 85.67%

NHS Milton Keynes CCG 93.10% 80.00% 95.45% 39.29% 62.50% 98.00% 93.55% 94.59% 91.76% 98.41% 96.51% 98.31% 96.67% 91.62%

BLMK STP 93.66% 68.18% 97.92% 77.53% 85.71% 93.33% 87.60% 78.45% 78.87% 76.80% 79.06% 90.38% 85.83% 83.28%

National Threshold - 93%

In March, there was an increase in the number of people 

seen on a 2 week wait referral with 3,640 compared to 2,657 

in February and 2,728 in the same month last year.

The number of people seen on a breast symptomatic pathway 

has fallen during the third wave of the Covid-19 pandemic, but  

not as significantly as during the first wave.  In March there 

were 247 people seen compared to 156 in February and 142 in 

the same month last year.

Source data: NHS Statistics – Cancer Waiting Times Collection



Cancer 31 Day Pathways

The tables and charts below show performance against the 31-day First Treatment and 31-day Subsequent 

Treatment – Surgery standards for a rolling 13-month period to March 2021.  Performance is ragged against 

the national standard of 96% for First Treatment and 94% for Subsequent Treatment - Surgery.

The number of people receiving a first treatment within 31 

days increased in March with 411 people treated compared 

to 332 in February and 363 in the same month last year

The number of people having surgical treatment for cancer 

increased in March to 81 compared to 65 in February and 59 in 

the same month last year.

Source data: NHS Statistics – Cancer Waiting Times Collection

Cancer 31 Day First Treatment

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

96%

NHS Bedfordshire CCG 98.48% 98.21% 96.26% 96.62% 94.61% 94.23% 95.45% 95.31% 97.33% 98.94% 97.99% 98.38% 96.74% 96.73%

NHS Luton CCG 97.14% 100.00% 100.00% 97.14% 96.97% 97.22% 96.36% 98.36% 95.83% 98.25% 94.92% 93.02% 98.55% 97.26%

NHS Milton Keynes CCG 94.74% 94.51% 88.46% 96.12% 95.92% 94.05% 94.07% 95.69% 91.92% 92.91% 91.00% 89.42% 90.55% 92.93%

BLMK STP 97.25% 97.39% 94.22% 96.50% 95.30% 94.57% 95.15% 95.90% 95.70% 96.78% 95.53% 94.88% 95.13% 95.62%

National Threshold - 96%

Cancer 31 Day Subsequent Treatment - Surgery

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

94%

NHS Bedfordshire CCG 100.00% 90.24% 84.62% 85.42% 80.95% 80.00% 89.13% 94.74% 95.24% 97.06% 88.37% 100.00% 89.58% 89.42%

NHS Luton CCG 100.00% 92.86% 100.00% 80.00% 94.74% 100.00% 100.00% 100.00% 90.00% 94.74% 100.00% 100.00% 100.00% 95.14%

NHS Milton Keynes CCG 86.67% 95.65% 92.86% 86.67% 66.67% 93.75% 83.33% 100.00% 61.54% 75.00% 90.48% 94.74% 77.27% 84.44%

BLMK STP 96.61% 92.31% 86.96% 84.93% 79.55% 87.50% 88.89% 96.61% 88.00% 91.30% 90.79% 98.46% 87.65% 89.08%

National Threshold - 94%



Cancer 62 Day Pathways
The tables and charts below show performance against the 62-day GP Referral and Screening standards 

for a rolling 13-month period to March 2021.  Performance is ragged against the national standard of 85% 

for GP Referral and 90% for Screening.  Note: NP denotes no patients seen during the month. Screening 

programmes were paused nationally in May and June 2020.

The number of people seen on a 62-day pathway increased 

in March with 201 people seen compared with 171 in 

February and 234 in the same month last year.

In March 43 people were seen on a 62-day screening pathway 

compared with 24 in February and 34 in the same month last 

year.

Source data: NHS Statistics – Cancer Waiting Times Collection

Cancer 62 Day - GP Referral

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

85%

NHS Bedfordshire CCG 77.37% 67.78% 74.55% 81.61% 77.67% 73.68% 69.49% 76.64% 75.00% 74.07% 70.48% 65.96% 71.56% 73.25%

NHS Luton CCG 80.95% 88.00% 75.00% 80.95% 87.50% 87.50% 58.33% 83.33% 87.10% 88.24% 66.67% 75.00% 80.49% 79.14%

NHS Milton Keynes CCG 76.36% 80.43% 62.86% 78.00% 80.00% 88.64% 81.16% 68.25% 80.00% 78.69% 87.76% 75.47% 70.59% 77.78%

BLMK STP 77.78% 74.53% 70.91% 80.38% 79.66% 79.35% 71.30% 75.62% 77.78% 77.83% 74.21% 70.18% 73.13% 75.45%

National Threshold - 85%

Cancer 62 Day First Treatment - Screening

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

90%

NHS Bedfordshire CCG 92.31% 92.86% 50.00% 80.00% 100.00% 87.50% 100.00% 100.00% 86.67% 80.00% 69.57% 84.16%

NHS Luton CCG 90.91% 100.00% 100.00% 100.00% 100.00% NP 0.00% 100.00% 100.00% 100.00% 100.00% 93.75%

NHS Milton Keynes CCG 60.00% 61.54% 0.00% 100.00% 100.00% 83.33% 100.00% 80.00% 71.43% 87.50% 84.21% 71.11%

BLMK STP 82.35% 79.31% 33.33% 87.50% 100.00% 85.71% 92.86% 93.33% 82.86% 83.33% 76.74% 79.23%

National Threshold - 90%



Cancer Long Waiters

Source data: NHS Statistics – Cancer Waiting Times Collection

There were a total of seventeen 104+ day breaches in March 

across Bedfordshire and Milton Keynes, Luton breaches are still 

awaited. Year to date there have been a total of 208 breaches.  

These breaches were across a number of cancer pathways as 

shown on the table below. 

Standard 31 Day First 31 Day Subs Screening 2 Week Wait Upgrade

APR 17 0 1 0 1 1

MAY 7 1 0 0 0 1

JUN 14 1 2 3 1 0

JUL 22 7 3 3 2 1

AUG 18 5 2 1 0 0

SEP 17 1 0 0 1 0

OCT 8 1 0 1 1 0

NOV 13 0 0 1 0 0

DEC 6 0 0 0 0 1

JAN 10 0 0 1 0 1

FEB 10 1 0 0 1 2

MAR 13 1 0 2 0 1

TOTAL 155 18 8 12 7 8

Historically, all BLMK Trusts undertook an RCA for any 62 day 

pathway breaches with additional clinical harm review for 

104+ day breaches.   The impact of Covid has meant that 

there are now long waiters on other cancer pathways and 

agreement has been reached with the 3 local trusts that from 

August 2020 RCAs and harm reviews for all confirmed cancer 

patients breaching 104 days will be shared, irrespective of 

pathway.

104+ day breaches for confirmed cancer which are deemed 

avoidable are discussed in detail and key learning points 

identified on a case by case basis.  Bedfordshire Hospitals 

Trust (Luton and Dunstable Hospital site) is trialling a new 

breach review panel, which will reinforce clinical oversight, 

psychological harm consideration and learning. Any long 

waiters resulting in significant harm/death will be raised for 

review as Serious incidents.

Main issues:

• Patient confidence – Trusts are still working to reassure 

patients that services are safe and Covid-free but there are 

still a cohort of patients who want to delay diagnostics 

because of fear of contracting Covid-19 in hospital setting

• Compliance with tests – whilst Faecal Immunochemical 

Test (FIT) testing and repeat Prostate Specific Antigen 

(PSA) monitoring in secondary care was introduced to 

support clinical prioritisation, some patients are not 

compliant with the tests therefore impacting on the 

timeliness of pathways

• Complexity of patients requiring multiple diagnostics prior 

to treatment

• Some patients will be clinically prioritised as lower priority 

(P3/P4) patients therefore will safely be waiting longer for 

treatments as the focus remains on the most clinically 

urgent cases.

• Imaging and capacity for surgical diagnostics



Dementia Diagnosis

The table and chart below show performance against the Dementia Diagnosis Rate standard for a rolling 13-

month period to March 2021.  Performance is ragged against the national standard of 66.7%.

Dementia Diagnosis

Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21 2020-21 YTD

NHS Bedfordshire CCG 63.41% 62.19% 60.26% 59.80% 59.58% 59.47% 59.37% 59.42% 59.61% 59.30% 58.18% 57.73% 59.17% 59.17%

NHS Luton CCG 71.06% 69.70% 68.44% 68.71% 68.63% 69.07% 68.07% 68.84% 69.90% 70.12% 69.74% 69.13% 70.41% 70.41%

NHS Milton Keynes CCG 70.14% 66.85% 65.18% 64.99% 64.35% 64.49% 64.07% 64.98% 64.73% 63.94% 63.14% 64.03% 64.01% 64.01%

BLMK STP 66.46% 64.71% 62.96% 62.69% 62.40% 62.45% 62.10% 62.50% 62.73% 62.40% 61.49% 61.35% 62.40% 62.40%

National Threshold 66.7%

At the end of March 2021 there were 5,896 people aged 65+ 

with a diagnosis of dementia across Bedfordshire, Luton and 

Milton Keynes giving a position of 62.40%. 

Source data: NHS Digital – Dementia Diagnosis Rates



Improving Access to Psychological Therapies

The tables below show performance against the IAPT Access and IAPT in treatment pathway waits targets 

for a rolling 13-month period. Access is ragged against the national end of year standard and In treatment 

pathways is ragged against the BLMK Phase 3 plan, which is on a reducing trajectory to achieve <10% by 

the end of 2020/21.

Source data: NHS Digital – Psychological Therapies, Report on the use of IAPT Services

IAPT Access

Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 2020-21 YTD

Threshold End of year Run rate 19.75% End of year Run rate 25%

NHS Bedfordshire CCG 18.79% 20.47% 0.71% 1.66% 3.26% 5.20% 6.55% 8.33% 10.32% 12.33% 13.87% 15.74% 17.87% 17.87%

NHS Luton CCG 13.58% 14.76% 0.46% 1.05% 1.79% 2.85% 3.75% 5.01% 6.31% 7.83% 8.99% 10.85% 12.70% 12.70%

NHS Milton Keynes CCG 17.45% 19.32% 0.85% 1.85% 3.20% 5.03% 6.30% 8.04% 9.82% 11.79% 13.05% 14.75% 16.65% 16.65%

BLMK STP 16.98% 18.57% 0.67% 1.54% 2.83% 4.49% 5.70% 7.32% 9.06% 10.93% 12.29% 14.11% 16.10% 16.10%

IAPT - In Treatment Pathway Waits

Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 2020-21 YTD

BLMK 2020/21 Trajectory 25.69% 22.81% 19.85% 16.88% 14.00% 11.04% 10.35%

NHS Bedfordshire CCG 34.38% 32.10% 24.41% 26.83% 30.95% 17.78% 9.86% 15.48% 14.49% 15.91% 18.46% 28.28% 34.62% 20.84%

NHS Luton CCG 15.79% 14.29% 9.52% 2.94% 6.06% 8.33% 0.00% 3.45% 0.00% 2.33% 0.00% 13.95% 2.35% 4.70%

NHS Milton Keynes CCG 51.28% 45.45% 51.11% 50.00% 47.92% 41.86% 30.23% 19.05% 30.43% 17.50% 31.03% 47.27% 42.86% 37.81%

BLMK STP 34.04% 32.02% 27.10% 29.65% 30.91% 22.93% 13.25% 14.19% 15.29% 12.87% 16.28% 30.46% 10.66% 21.88%

The chart on the left shows performance against the Access target for 20/21 and the Phase 3 plan for the BLMK STP. In February, 

2,100 people entered treatment across Bedfordshire, Luton and Milton Keynes, a 9.4% increase on the previous month and 22% 

higher than the same time last year.



Care Programme Approach (CPA)

The table and chart below show performance against the CPA 72-hour follow up standard ragged against 

the 80% national standard. The System has changed to national reporting against the 72 hour follow up 

standard.  The increase in discharges (linked to the increase in admissions) could be a factor in preventing 

timely follow up. 

Source data: NHS Digital – Mental Health Services Monthly Statistics

Care Programme Approach - 72 Hour Follow Ups

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 2020-21 YTD

Threshold 80%

NHS Bedfordshire CCG 68.00% 80.00% 72.00% 65.00% #N/A #N/A 75.00% 84.00% 77.00% 85.00% 87.00% 77.00%

NHS Luton CCG 78.00% 74.00% 67.00% 0.00% #N/A #N/A 83.00% 80.00% 76.00% 81.00% 85.00% 69.33%

NHS Milton Keynes CCG 88.00% 97.00% 94.00% 90.00% #N/A #N/A 84.00% 83.00% 79.00% 97.00% 82.00% 88.22%

BLMK STP 78.00% 83.67% 77.67% 51.67% #N/A #N/A 80.67% 82.33% 77.33% 87.67% 84.67% 78.19%

National Threshold 80%



Perinatal Mental Health

The table and chart below show performance against the Perinatal Mental Health Access standard for a 

rolling 13 months to February 2021.  Performance is ragged against the national standard of 7.1% to June 

2020.  July 2020 onwards is ragged against the BLMK Phase 3 Plan

Source data: NHS Digital – Mental Health Services Monthly Statistics

Perinatal Mental Health Services

Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 2020/21 YTD

BLMK Phase 3 Plan 5.21% 5.21% 5.21% 6.23% 6.23% 6.23% 7.10% 7.10%

NHS Bedfordshire CCG 3.72% 4.08% 4.44% 4.89% 6.43% 6.25% 4.35% 5.98% 5.44% 6.07% 6.16% 6.98% 5.26% 5.26%

NHS Luton CCG 1.66% 1.39% 1.11% 2.36% 3.05% 2.77% 2.22% 2.49% 1.80% 1.80% 2.36% 2.22% 2.91% 2.91%

NHS Milton Keynes CCG 8.77% 10.66% 14.98% 12.55% 14.57% 13.77% 12.01% 10.93% 9.04% 11.88% 10.53% 9.99% 9.04% 9.04%

BLMK STP 4.60% 5.22% 6.55% 6.39% 7.83% 7.44% 5.96% 6.43% 5.46% 6.55% 6.35% 6.51% 5.69% 5.69%

In the 12 month period to February 2021, 730 women 

across BLMK accessed specialist perinatal mental 

health services compared to 835 in January. 



Physical Health Checks for people with Severe 

Mental Illness and Learning Disabilities/Autism

The tables and chart below show performance against the SMI Physical Health Checks and standard for the 5 quarters to Q4 20/21. 

Performance is ragged against the national standard of 60% up to Q1 20/21, Q2 20/21 onwards is ragged against the BLMK Phase 3 

Plan. The national ambition is for 60% of people with a serious mental illness to receive an annual health check consisting of 6 separate 

physical checks.   During the 12 months to the end of Q4 2020/21, 1,520 people on the SMI register received the full 6 checks, of which 

556 were in Bedfordshire, 481 in Luton and 483 in Milton Keynes. 

Source data: NHS Statistics – Physical Health Checks for people with Severe Mental Illness and NHS Digital – Learning Disabilities Health Check Scheme

Physical Health Checks for People with Serious Mental Illness

Q4 2019/2020 Q1 2020/2021 Q2 2020/2021 Q3 2020/21 Q4 2020/21

BLMK Phase 3 Plan

NHS Bedfordshire CCG

NHS Luton CCG

NHS Milton Keynes CCG

BLMK STP

31.27%

20.82%

20.58%

30.24%

21.97%

27.40%

18.42%

16.23%

25.36%21.19%

15.53%

21.58% 35.00%

12.75%

22.68%

25.34%

34.89%

28.27%

28.95% 21.30%

22.29%

19.86%

60.00%

The tables and charts below show performance against LDA Health Checks standard for the 5 quarters to Q4 20/21. Performance is 

ragged against the national standard of 67% up to Q1 20/21 then against Phase 3 Plan for Q2 20/21 onwards. The national ambition is for 

67% of people over the age of 14 on a GP learning disability register to have an annual health check.   In Q4 2020/21, 1324 people with 

learning disabilities had an annual health check, of which 598 were in Bedfordshire, 322 in Luton and 404 in Milton Keynes.  

Physical Health Checks for People with Learning Difficulties

NHS Bedfordshire CCG

NHS Luton CCG

NHS Milton Keynes CCG

BLMK STP

9.70%

3.96%

21.48%

23.30% 19.15% 25.97%

Q4 2019/2020

19.23%

0.27%

Q1 2020/2021

5.69%

4.03% 8.00% 17.00% 21.64%

2.90% 27.13% 36.66%

7.34% 20.29% 27.06%

Q2 2020/2021 Q3 2020/2021 Q4 2020/2021

7.00% 30.00% 30.00%

9.03%



Children & Young People Eating Disorders

The tables and charts below show performance against the CYP Eating Disorders standards for the 5 

quarters to Q4 20/21.  Performance is ragged against the national standard of 95%.

Source data: NHS Statistics – Children and Young People With An Eating Disorder Waiting Times collection

Children & Young People Eating Disorders - Urgent

Q4 2019/2020 Q1 2020/2021 Q2 2020/21
2020/2021 

YTD

95%

NHS Bedfordshire CCG 75.00%

NHS Luton CCG 66.67%

NHS Milton Keynes CCG 75.00%

BLMK STP 84.21%

Q3 2020/21

100.00% 100.00% 93.33%

84.21% 77.78%

100.00% 100.00% 66.67%

84.21%

66.67%

75.00%

Q4 2020/21

50.00%

66.67%

74.19%

75.00%

National Threshold 95%

91.30% 85.71%

66.67% 60.00% 60.00%

Children & Young People Eating Disorders - Routine

Q4 2019/2020 Q1 2020/2021 Q2 2020/21
2020/2021 

YTD

95%

NHS Bedfordshire CCG 76.74%

NHS Luton CCG 65.52%

NHS Milton Keynes CCG 88.89%

BLMK STP 77.83%

72.73%

66.67%

76.56%

83.02%

70.73%75.86%

85.88%

78.72%61.36%

76.54%

66.67%

79.59% 77.93%

National Threshold 95%

68.42% 65.52%

88.89%

77.83%

Q4 2020/21

76.74%

Q3 2020/21

80.29%87.34%

In Q4 2020/21, there were 31 urgent patients treated across 

Bedfordshire, Luton and Milton Keynes, with 8 breaches of the 

standard, 6 in Bedfordshire, 1 in Luton and 1 in Milton Keynes.  

Performance across BLMK was higher than the England average of 

70.5% and also higher than the East of England average of 70.6%.  

There were 203 routine patients treated with 45 breaches of the 

standard – 30 in Bedfordshire, 10 in Luton and 5 in Milton 

Keynes.  Performance across BLMK was higher than the England 

average of 72.8% and also higher than the East of England 

average of 74.7%.
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1. Summary 
 
Estates leads across the partner organisations that make up Bedfordshire, Luton and Milton 
Keynes Integrated Care System (BLMK ICS) have carried out an exercise to refresh the ICS 
Estates Strategy.  
 
As an Integrated Care System, BLMK has an ambitious set of estates plans, and a strong 
track record of securing capital funding to support delivery of key enabling programmes 
across our partner organisations. 2021/22 is likely to bring further national funding 
opportunities for priority areas, and it is expected that a detailed piece of work will be required 
to update the ICS Estates Strategy later this year.  
 
In advance of this work, and to help us a system best prepare for further potential funding 
opportunities, we have carried out an exercise to refresh our strategic estates objectives, with 
the aim of ensuring: 

• Alignment of estates programme to the evolving ICS strategic priorities – that as an 
enabling worksteam we are maximising opportunities to support delivery of key service 
and outcome objectives for our system and the people we serve 

• Up-to-date list of priority estates schemes, and system capital pipeline 
• Visibility of the opportunities, risks and challenges associated with the programme to 

support further discussions across our senior leadership teams.  
 
Members of the Partnership Board are asked to endorse the refreshed strategic objectives 
for the ICS enabling Estates workstream, and to note the updated list of priority estates 
schemes across BLMK partner organisations.  
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Introduction

As an Integrated Care System, BLMK has an ambitious set of estates plans, and a strong track
record of securing capital funding to support delivery of key enabling programmes across our
partner organisations. 2021/22 is likely to bring further national funding opportunities for priority
areas, and it is expected that a detailed piece of work will be required to update the ICS Estates
Strategy later this year.

In advance of this work, and to help us a system best prepare for further potential funding
opportunities, we have carried out an exercise to refresh our strategic estates objectives, with
the aim of ensuring:

• Alignment of estates programme to the evolving ICS strategic priorities – that as an enabling
worksteam we are maximising opportunities to support delivery of key service and outcome
objectives for our system and the people we serve

• Up-to-date list of priority estates schemes, and system capital pipeline

• Visibility of the opportunities, risks and challenges associated with the programme to
support further discussions across our senior leadership teams.
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Context
The initial BLMK ICS Estates Strategy was produced in 2018 (and updated in 2019) and set out a 10-15
year work plan. We are now two-three years into the delivery of the programme, and in that time as
a system we have achieved:

• Delivery of the Urgent Treatment Centre and Cauldwell Medical Centre projects on the Bedford
Hospital site

• Capital funding secured, and Outline Business Case (OBC) approved for the redevelopment plans
for the Luton & Dunstable Hospital site. Enabling works and site clearance underway.

• Capital funding secured, and FBC approved for the development of a Pathway Unit within Milton
Keynes Hospital. Construction underway

• Delivery of the Whitehouse Hub and Brooklands primary care facility in Milton Keynes

• Capital funding secured, and construction due to commence in May 2021 for the Integrated
Health & Care Hub in Dunstable. Capital funding secured and business case in development for a
Primary Healthcare Hub on the Bedford Health Village site.

• Seed funding secured for the redevelopment of the Milton Keynes Hospital site under the second
phase of the national Health Infrastructure Plan (HIP2 Programme), and Strategic Outline Case
(SOC) completed

• Completion of scoping work to assess the feasibility of delivering a new Mental Health inpatient
unit on the Bedford Health Village site. Development of business case underway

• Delivery of a range of smaller scale primary care premises schemes, and development of a
comprehensive Primary Care Estates Strategy across BLMK.
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Impact of Covid-19
The Covid-19 incident has affected our ICS Estates plans. In line with the rest of the country, the pandemic has
impacted some key services across BLMK over the last year. As a result, national funding has been made available
to help maintain and recover services, and BLMK has been successful in securing capital funding to help increase
the capacity of the local Emergency Departments (EDs) and diagnostic services, and to reconfigure one of the
Mental Health inpatient units in Milton Keynes (Campbell Centre). These additional projects are reflected in this
refresh of our Estates Plans.

Many estates colleagues across the system have been heavily
involved in supporting services to adapt to delivering care
through the pandemic, and supporting the implementation
of the Covid Vaccination Programme through our hospital
hubs, Primary Care Network vaccination centres, and the

seven mass vaccination centres across BLMK.

This has inevitably impacted on delivery timescales for some
elements of our Estates Strategy, particularly the Hub
programme and other aspects of the Primary Care Estates

4

Strategy, and will continue to have an impact throughout 2021. 

On a wider note, the pandemic has had a significant social and economic impact on our local communities, and has
highlighted and exacerbated underlying health inequalities. As the ICS resets services and priorities in light of Covid-
19, it is becoming increasingly important to recognise the role the NHS plays as an anchor institution in many
communities and in wider issues that affect health and wellbeing. This is particularly relevant for this Estates
workstream. On a positive note, the pandemic has helped to accelerate digital advances that are likely to have a
positive long-term effect on estate utilisation, and will help to inform the planning of new buildings.
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Integrated 
Health and 
Care Hubs

Development of up to 13 
Hubs across BLMK, 
enabling Enhanced 

Primary Care at scale, 
integrated multi-
disciplinary teams 

across primary, 
community, mental 
health & social care, 

centres for health and 
well-being  (incl. Local 
Authority & voluntary 

sector services as 
appropriate to each 

community)

Primary Care

Community 
and Mental 

Health

Sustainable 
Secondary 

Care

Key “spoke” 
premises sustained, 
with clear pathways 

to Network/Hub 
services 

Consolidation 
of services and 

improved 
facilities for 

inpatient care 
in the 

community

System 
Recovery & 
Transformation 
Response to 
Covid-19

Our Estates Strategy – an Overview



Significant scoping work has taken place, in partnership with local stakeholders, and the

local issues and approaches have been brought together into one consolidated Primary

Care Estates Strategy for BLMK. Partnership working at a local level is critical for

maximising integration opportunities through estates projects, and for maximising joint

opportunities in the context of One Public Estate and strategic planning in relation to

housing growth. Therefore the Strategy sets out the established and emerging Place-

based Strategic Estates Plans for Central Bedfordshire, Bedford Borough, Milton Keynes

and Luton.

These plans take into account existing variations in capacity within practices/PCNs

across BLMK, and also recognises planned housing growth and opportunities to enable

delivery.

Introduction

6

In line with national and local strategies, there is a significant transformation programme underway across primary care in

Bedfordshire, Luton and Milton Keynes (BLMK). Central to that programme is the ongoing development of the 23 Primary Care

Networks (PCNs) that have been established as the platforms for primary care at scale, improved access to services and

workforce expansion, effective skill-mix and integrated multi-disciplinary working, and personalised and proactive care. Our

PCNs are also playing a pivotal role in the BLMK Population Health Management Programme, which is a central plank of our

plans for reducing health inequalities.

This is against a backdrop of significant population growth, largely driven as a result of

housing development, which is impacting on the capacity of the primary care estate in

some parts of BLMK. There are significant premises issues which are hindering the

delivery and future development of primary care services in some areas.

Development of the primary care estate can play a key enabling role in supporting the

consolidation of PCNs, and enabling an integrated approach to health and care

delivery across services, whilst providing much-needed additional and flexible space to

accommodate the expanding primary care workforce.

Primary Care and Hubs



Where We Are

• Primary care services delivered from 128 GP practice premises – largely from standalone GP practices

• Limited co-location and genuine integration of primary, community, mental health and social care services

• Significant variation in capacity levels between primary care premises, with many GP practices considered 

constrained or severely constrained whilst others have a surplus of space

• Significant variation in the condition and suitability of premises

Where We Want To Be

• Estates solutions will support the development of integrated teams of GPs and other Network professionals, 

expanded community health and social care staff – and with other community-based services that can 

positively impact on health and wellbeing (e.g. via social prescribing and voluntary sector)

• PCNs will be enabled through a range of virtual and physical Hub arrangements, depending on local 

circumstances

• Services to be delivered in each Hub (over and above minimum service offer) will be based on local population 

health need

• Cost effective estates/Hub solutions that maximise existing premises, and that optimise opportunities to work 

with other public sector partners under the principles of One Public Estate

How We Will Get There

• Potential delivery of up to 13 physical Hub facilities across BLMK. These schemes will enable the co-location of GP 

practice premises into one building to support PCN arrangements, and where possible these will be larger facilities 

which co-locate community, mental health, social care and other wellbeing services

• Improvements to/relocations of a range of GP premises, to sustain key “spoke” sites where geographically required

• A range of small-scale quick-win projects to help create extra space for the expanding PCN workforce

• Estates and digital developments progressed in tandem

Central to the BLMK Estates Strategy are the plans around the
development of a series of Integrated Hubs across each of the four
“Places” over the next 10-15 years. In summary, the BLMK Primary Care
Estates Strategy can be described as:

7



Integrated Health and Care Hubs (IHCHs),

enabling effective and joined up primary and

community care, are considered the best

option in Central Bedfordshire for providing

the space and the opportunity for care

providers to co-work cases and overcome the

barriers that have previously hindered

seamless care.

By making out of hospital care more effective,

significant benefits are expected for patients

and the financial health and sustainability of

the system.

In persisting with the current model, which is

reliant on the secondary care providers, the

‘do nothing’ cost risks an additional £10m per

annum in acute care costs (BCCG, 2019).

In Central Bedfordshire, practices are now

operating within seven Primary Care

Networks (PCNs). Their development will

form the focal point for the provision of out of

hospital care services in each locality.

IHCHs will support the workforce to deliver

health and social care through a hub and

spoke approach across the CCG area,

aligned to PCN development. This should

strengthen the consistency and quality of

care, and improve the resilience and

sustainability of services and the system

going forward.
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Proposed Hubs in Central Bedfordshire

Scoping has been completed for all five Hubs, and delivery is in train for Dunstable and Ivel Valley IHCHs. The programme is overseen by

a multi-agency partnership, with Central Bedfordshire Council leading on the delivery of these first two facilities.

• Chiltern Vale has 9 

GP practices covering 

84,000 people

• In Dunstable there is 

a plan to create a 

health and social care 

hub to provide 

integrated care for all 

ages, and to move 

one or more of the 

town practices in.

• Adult and children’s 

social care services

• 83 apartments extra 

care home nearby
• Houghton Regis is part of Chiltern Vale Locality and 3 of the 

practices cover the area with a population c.32,000

• There is potential to develop a hub which will provide some GP, 

community and social care services, including for the new housing 

development in HRN2
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Notes:

This map shows indicative resident zones for each of 

the proposed Primary Care Home Hubs. The 

indicative zones cover the whole population based 

on projections in 2030. 

The zones are illustrative only and do not include GP 

practice catchment boundaries.

It should be noted that actual usage of a PCHH will 

reflect:
• Patient choice

• Overlapping GP catchments 

• Residents travelling to other local authority 
areas for services 

• Travel considerations (please note that 

modelling has confirmed that the majority of 

residents will be able to access a Hub within a 
20 minute drive time) 

The GP practices in Bedford Borough are organised into

four Primary Care Networks. There is significant

geographical overlap between all four. In recognition of

this, local estates planning has taken the Network

catchments into consideration, but has also factored in

the natural communities across the Borough, and travel

times. These estates plans have therefore been

developed around approximate resident zones, to help

work towards all areas of the Borough having appropriate

levels of estates capacity.

Given the overlap in catchment areas, many communities

will be served by more than one Network. Therefore

some of the proposed estates solutions will support

practices from more than one Network. These practices

will be encouraged to work collaboratively to maximise

the opportunities around economies of scale from shared

facilities.

Proposed Hubs in Bedford Borough



Emerging Proposals for Hubs in Luton
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The Hub proposals for Luton are at an

earlier stage of planning than those in

Bedfordshire, and further scoping is

required in partnership with the PCNs

and other providers.

There are emerging proposals for how

capacity challenges can be addressed,

and a more integrated service model can

be enabled, through the existing estate,

and proposals to bring forward a number

of new Hub facilities:

• In the centre, a replacement for the

Town Centre practice provides an

opportunity to create a new Hub to

serve the whole town (potentially

alongside proposed outpatient

clinics and community, mental

health and social care).

• Churchfield Medical Centre might be

upgraded to provide an eastern

Hub.

• A further Hub in the north might be

developed using one of the existing

sites but further feasibility and

options work is required.

• In the longer term, a Hub in the Bury

Park area may help to address

current service and infrastructure

problems, and target deprivation

related health issues.

Churchfield Medical Centre

Emerging Proposals for Hubs in Luton



Emerging Proposals for Hubs in 
Milton Keynes
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In Milton Keynes a number of current and

proposed facilities can potentially enable

delivery of a Hub within each PCN’s locality.

In the east (Bridge PCN) the operational Hub

at Brooklands

In the west (Watling St PCN) the Whitehouse

Hub recently completed and now operational

In the north (Nexus PCN) Wolverton Health

Centre

In central Milton Keynes (East PCN)

investments at Central Milton Keynes surgery

In the longer-term additional Hubs may be

required and initial feasibility will be

considered for:

In the south (South West and Crown PCN’s)

around Bletchley

East of the M1, linking to planning work in

Bedfordshire.

An opportunity within the East MK Expansion

area may support partners to test out new

models for service co-location.

This analysis suggests that there is significant infrastructure in place to support the PCNs in delivering their transformation ambitions,

although further capacity is likely to be needed in the South and East of the M1 over time. The CCG focus will be on supporting the PCNs to

maximise these facilities, whilst supporting a number of individual “spoke” practices with specific capacity/operational constraints.

Emerging Proposals for Hubs in Milton Keynes



Community Health
Our community and mental health providers are key to the BLMK

plans for developing enhanced and integrated services around

Primary Care Networks, and therefore form a key plank of the

Integrated Health and Care Hub (IHCH) Programme. The specific

range of services to be based from each Hub will vary depending

on the local estates picture and the population health needs of

each community, and is therefore worked through in detail as part

of the business case development for each scheme.

By way of example, Dunstable IHCH commencing construction in

May 2021 will include primary care provision, a range of

Dunstable Hub, due to commence construction May 
2021

12

community nursing and therapy, mental health, and social care services alongside facilities for wellbeing and

preventative care. A range of flexible clinical rooms are also expected to be used to support outreach

specialist consultations.

There are a number of additional specific estates projects required to support the high quality delivery of

community health care within BLMK. In Bedfordshire, the community services team aim to relocate the

county-wide wheelchair service to ensure compliance with regulatory and quality standards, and as an

enabling project to support the delivery of the West Mid Bedfordshire Integrated Health and Care Hub.

In Luton, scoping work is commencing around relocating the Children’s and Young People’s Centre to

support the Council’s ambitions around using the current site to support specialist education provision. And

in Milton Keynes, CNWL are developing plans for consolidating their adult services administrative bases into

one facility for Milton Keynes to help achieve efficiencies, and an equivalent consolidated base for their 0-19

services and Mental Health Schools Teams.
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Mental Health

The next few years will see significant national and local investment in mental health services, with the local
workforce set to expand significantly. Both of the local mental health providers within BLMK have ambitious
estates plans to match their service development ambitions. In particular, both providers are developing
detailed plans to re-provide and expand mental health inpatient provision.

East London Foundation Trust (ELFT) aims to develop new, state-of-the-art inpatient services that provide a
high quality recovery-orientated environment for service users, built in line with current clinical, architectural
and “population health” best practice in Bedford, and to further improve their inpatient estate in Luton, with
the aim of developing the two inpatient services as centres of excellence. ELFT also have plans to
consolidate their older adult inpatient beds (Poplars) onto a site that is adjacent to other wards and
services, and to relocate the North Bedfordshire Pathway to Recovery addiction recovery service based in
Bedford to improve patient experience and compliance with regulatory standards. A number of larger
projects are also required to upgrade and improve key facilities, particularly in relation to anti-ligature
issues.

Central North West London Foundation Trust (CNWL) similarly have ambitions to consolidate their four
mental health inpatient facilities into one large unit, to improve services and maximise clinical efficiencies,
whilst eradicating some of their existing estates challenges. Services would move from several sites,
including the Milton Keynes Hospital site, and would support the wider health and care economy by
enabling the release of beds to Milton Keynes Council. It will also allow for the expected population growth
in and around Milton Keynes through the development of a new, modern, fit for purpose facility on one site,
enabling service alignment and care pathways. CNWL are also working with the Council and partners
around options to relocate its TOPAS unit (Older Adults Assessment Service) at the end of its current lease
term.



Sustainable Secondary Care
The plans to improve the condition and efficiency of the local acute estate, as well as providing critical
infrastructure for the growing population across the ICS, form a very significant element of the BLMK
Estates Strategy. There are two major schemes in progress for the Luton & Dunstable Hospital (L&D)
and Milton Keynes Hospital (MKUH) sites. Further work to consolidate the service and estates plans
across Bedfordshire Hospitals Foundation Trust is taking place this year, and is likely to identify further
schemes required in relation to the Bedford Hospital estate, including the factoring in of recent
announcements around the East-West Rail Link and the impact on the Bedford Hospital site. In addition,
partners across the system are reviewing the capacity and configuration of elective diagnostic services,
with a view to developing proposals to establish Diagnostic Hubs across BLMK, in line with national
strategy.

The key acute transformation estates schemes currently underway are:

• L&D Development Plan – programme to build an Acute Service Block (ASB) and an adjoining New
Ward Block (NWB) to address key estates risks across the Trust and improve healthcare environment
for patients. Site clearance has commenced, main build starting on site June 2021.

• MKUH – Pathway Unit under construction, to provide assessment / ambulatory care function for
non-elective adult patients who do not require immediate attention from the emergency
department team.

• MKUH HIP2 SOC developed, awaiting outcome of national review of HIP2 schemes. Business case is
based on the need to significantly expand hospital capacity to meet the projected demand driven by
the planned housing growth, and to make significant improvements to the quality of
hospital facilities for maternity, neonatal, children’s and older people’s services in particular.

14



Covid Recovery Schemes

As part of the national Recovery plans, BLMK has secured funding to help support a number of
services specifically impacted by the Covid pandemic.

The emergency departments at the Luton & Dunstable Hospital and Bedford Hospital are both
undergoing improvement works to enable increased capacity, improved flow and segregation
within the departments, as a result of successful bids for £18m and £4.15m respectively.

All three hospital sites have secured smaller financial sums of NHS capital to support an increase
in diagnostic capacity, particularly CT, MRI and mammography equipment.

And CNWL have secured £2.6m funding to enable the elimination of dormitories from the mental
health inpatient provision within the Campbell Centre, Milton Keynes, due for completion by the
end of 2021/22.

15



How our Estates Plans support 
delivery of wider ICS priorities
As an Integrated Care System we have been refreshing and re-setting our strategic priorities. This 
review of our Estates workstream has taken into account the defined priorities below.

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
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BLMK ICS Priorities How Estates Strategy Supports Delivery

Every child has a strong, 

healthy start in life: from 

maternal health, through the 

first thousand days to 

reaching adulthood 

• Hub programme taking into account emerging Maternity Services Hub planning
• Integrated children’s services provision to be incorporated into Hub facilities where 

geographically appropriate to help improve coordination and communication between services, 
and enhance links to wider wellbeing and community services

• Redevelopment of MKUH site will significantly improve experience of maternity service users, 
and women and children’s services

People are supported to 

engage with and manage their 

health and wellbeing

• As focal points for health and wellbeing in local communities, Integrated Hubs will help to enable 
more holistic approaches to supporting people, including supporting the expanding social 
prescribing and health coaching offers, and links to wider community assets, along with enabling 
high quality Primary Care Networks

People age well, with 

proactive interventions to stay 

healthy, independent and 

active as long as possible 

• The Hub Programme and wider Primary Care Estate Strategy will support and enable the 
development of mature Primary Care Networks, increasingly adopting a more proactive and 
Population Health approach to managing health and wellbeing. Increased premises capacity will 
help to ensure that new approaches and services in the community are able to develop and 
flourish, and co-location of services into Hubs will enable improved coordination and 
communication for people with multiple needs. 

• The approach being developed within the MKUH Pathway Unit will enable a more integrated, 
proactive approach to managing frail elderly patients at risk of admission to hospital

We work together to build the 

economy and support 

sustainable growth

• As an area significantly affected by housing and wider population growth, developing the 
appropriate health and care infrastructure within BLMK alongside growth is critical to ensuring 
accessible and fit for purpose services available to local communities

• Opportunities to support social and economic recovery to be maximised, including looking to site 
health schemes in the heart of local places, e.g. retail settings

In everything we do we 

promote equalities in the 

health and wellbeing of our 

population

• Ensuring meaningful service user and public engagement to help inform decisions around where 
to locate services 

• Recognition of the place-shaping role that significant health and care facilities can play within 
local communities, and ensuring this is factored into site location decisions

• Reduction of inequalities in relation to mental health inpatient provision

Links to Enabling 

Workstreams

• Many of the key estates schemes will help us as a system to achieve and maintain clinical and 
operational excellence. 

• Significant interdependencies with BLMK workforce and digital strategies. 
17



NHS Capital Schemes
Schemes in Progress, with NHS Capital Funding Secured (subject to business case)

18

Scheme Lead Organisation Funding

Source

Scheme 

Value 

(£,000)

Expected 

Date for 

Completion

Primary and Urgent Care Service Bedford Hospital NHS Trust STP Wave 1 1,500 Complete

Physiotherapy Integration
Bedfordshire Hospitals NHS 

Foundation Trust
STP Wave 3 1,080 2023/24

Bedford Central and North Integrated Health and Care Hub, 

Gilbert Hitchcock House, Bedford Health Village

Bedfordshire Hospitals NHS 

Foundation Trust & BLMK CCG
STP Wave 3 6,000 2023/24

Pathway Unit
Milton Keynes Hospital NHS 

Foundation Trust
STP Wave 4 14,882 2022/23

Merger enabling schemes
Bedfordshire Hospitals NHS 

Foundation Trust
STP Wave 4b 168,600 Q2 2024/25

HIP 2 Programme

Milton Keynes Hospital NHS 

Foundation Trust HIP2 243,655

TBC

Bedford Hospital ED Reconfiguration Bedfordshire Hospitals NHS 

Foundation Trust
Covid

Recovery

4,150 Q1 2021/22

Luton & Dunstable Hospital ED Reconfiguration Bedfordshire Hospitals NHS 

Foundation Trust
Covid

Recovery

18,000 Q4 2021/22

Campbell Centre Dormitory Elimination

Central and North West London 

Foundation Trust

Covid

Recovery

2,600 2021/22



NHS Capital Schemes
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Future Schemes for potential NHS Capital Funding

Scheme Lead Organisation Funding

Source

Scheme 

Value 

(£,000)

Expected 

Date for 

Completion

Mental Health Inpatient provision (Beds)

East London Foundation Trust 

(ELFT)
TBC

60,000

TBC

Poplars/Crystal ward

East London Foundation Trust 

(ELFT)
TBC

1,000

TBC

Health & Safety essential works 

East London Foundation Trust 

(ELFT) TBC

1,100

TBC

Wheelchair services reprovision

East London Foundation Trust 

(ELFT) TBC

1,000

TBC

Reprovision Pathway to Recovery Bedfordshire

East London Foundation Trust 

(ELFT) TBC

1,000

TBC

Mental Health Inpatient provision (Luton)

East London Foundation Trust 

(ELFT) TBC

1,000

TBC

Relocation of TOPAS unit (MK)

Central North West London

Trust (CNWL)
TBC

TBC

TBC

Milton Keynes Mental Health In-Patient Strategy

Central North West London

Trust (CNWL)
TBC

50,740

TBC

Milton Keynes Community Estate Rationalisation

Central North West London

Trust (CNWL)
TBC

7,600

TBC

Bedfordshire Diagnostic Hub/s Bedfordshire Hospital NHS Trust TBC TBC TBC

Milton Keynes Diagnostic Hub Milton Keynes University 

Hospital Trust (MKUH)

TBC TBC TBC



Other Capital Schemes
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Schemes where main source of capital funding is to be determined/ less likely to be NHS

Scheme Lead Organisation Funding

Source

Scheme 

Value 

(£,000)

Expected 

Date for 

Completion

Dunstable Integrated Health & Care Hub
Central Bedfordshire Council Local Authority

24,000

Apr-2023

Biggleswade Integrated Health & Care Hub
Central Bedfordshire Council Local Authority

c. 9,000. 

TBC

West Mid Bedfordshire Integrated Health & Care Hub

Central Bedfordshire Council / 

BLMK CCG
TBC

c. 12,000.

TBC

Houghton Regis Integrated Health & Care Hub

Central Bedfordshire Council / 

BLMK CCG
TBC

c. 12,000. 

TBC

Leighton Buzzard Integrated Health & Care Hub

Central Bedfordshire Council / 

BLMK CCG
TBC

c. 12,000. 

TBC

Biddenham Primary Care Hub 

BLMK CCG / GP Practice 

providers
3PD Dec-2022

Luton Town Centre Hub

Luton Borough Council / 

BLMK CCG
TBC

TBC

TBC

Kempston Hub

BLMK CCG TBC

c. 9,000. 

TBC

MK East – Community Health Hub Milton Keynes Council

Housing 

Infrastructure

Fund (HIF)

7,000 2023/24

Various GP premises relocations/ improvements BLMK CCG

Various



Emerging Priorities 2021-22

1. Continued support to BLMK Covid Vaccination Programme
2. Continue delivery of Luton & Dunstable Hospital Site Redevelopment plan and Milton Keynes

University Hospital (MKUH) Pathway Unit, and progression of MKUH HIP2 programme
3. Completion of Covid-recovery estates schemes – Emergency Departments, diagnostics and

Campbell Centre dormitory elimination
4. Development of business case for ELFT Mental Health Inpatient Unit, aligned to CNWL estates

plans
5. Progression of Hub Programme, as aligned to national Cavell Centre Programme, and wider

Primary Care Estates Strategy, including commencement of construction of Dunstable Hub
6. Preparation for expected capital announcements later in the year, with possible detailed refresh

of ICS Estates Strategy
7. Supporting System Diagnostics Programme, particularly in relation to planning for Community

Diagnostic Hub delivery
8. Supporting Elective Accelerator Programme, particularly in relation to increasing specialist

outreach capacity in community settings
9. Continued work to align estates workstream to ICS priorities, and ensuring appropriate health

and care infrastructure for growing population, building closer links to Oxford-Cambridge Arc
Programme

10. CCG’s/ICS Return to Office / agile working programme – and links to wider discussions around the
future of administrative estate across the system.
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Key areas of focus within the ICS Estates Workstream across partner organisations for 2021-22 will 
be as follows:



Governance & Delivery

Delivery of the BLMK System Estates Strategy is overseen by the ICS Strategic Estates Group,

which reports into the System Chief Executives’ Group, and with onward reporting to the ICS

Partnership Board.

The central workstream to this estates strategy, the Integrated Hub programme, has

additionally reported into the “Place-based” Transformation Boards, as sub-committees to the

local Health & Wellbeing Boards.

The governance arrangements for the estates workstream will be reviewed as part of a wider

review of our ICS governance arrangements in line with emerging legislation, to support the

system’s recovery and restoration, and as preparation for our local implementation of the White

Paper, Integration and innovation: working together to improve health and social care for all.

Key considerations will need to include how we ensure that the arrangements best support and

enable the two Care Alliances, and the 23 Primary Care Networks within BLMK, and maximise

partnership opportunities at both Place and system level.
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Opportunities, Risks and 
Challenges
Covid Recovery
As the ICS resets its services and priorities in light of Covid-19, there is an increasing recognition of
the role the health and care system could have in wider community issues, such as influencing the
social determinants of health, and building sustainable communities. It is becoming increasingly
important for partners to recognise the role that estates schemes and service developments,
particularly in community settings, could have in supporting social and economic recovery, and
place-shaping, for example through considering high street locations for key health services.

Oxford-Cambridge Arc
The high levels of population growth expected across BLMK continues to present challenges and
opportunities for local estates planning. It is important for the BLMK system to ensure that
consistent forecasting of growth is factored into capacity planning for services and their related
estates, to ensure that appropriate infrastructure is established for our growing communities.
Continued close working with local Planning teams remains essential for ensuring proportionate
developer contributions for the full range of health infrastructure projects, and to increasingly
support the potential to design health-enabling places/communities.
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National Cavell Centre and Estate Ownership Reform Programme
National Programme to establish circa 142 Cavell Centres: in-community health and well-being
buildings that promote co-location of community services, outpatients, diagnostics and other NHS
health services – in addition to third sector and Local Authority services. Centres are expected to
be system owned and managed, enabling more dynamic lease arrangements to better enable
transformation. Occupation to be informed by Primary Care Networks and local system priorities
based on population health data and demographics. Legislative powers expected to come into
effect from 2022/23 for ICSs to control estate. The national programme has significant synergies
with the BLMK Integrated Hub Programme, and overlaps with the Community Diagnostic Hub
programme, and may provide opportunities to accelerate delivery.

Expected NHS Investment
Diagnostics funding for 2021/22 already announced, and further allocations expected to support
delivery of Community Diagnostic Hubs across country by 2024. Further capital funding
announcements expected later in year to support next phase of national Health Infrastructure
Plan. Early indications suggest particular emphasis on Cavell Centre delivery and investment for
mental health.

System prioritisation of bids likely to be required later in the year, and it is likely to be necessary to
review resourcing of Estates Programme to support delivery, potentially aligned to new legislative
powers for ICSs in relation to estate ownership. Harnessing and maximising skillsets across
partners at Place and Care Alliance level remains a key priority.
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1. Context  
 
Developing a more joined up approach for health and social care has been a step by step 
journey, which has allowed systems to build on the expertise of frontline staff and learn from 
what works well in different areas.  
 
In 2016, Local Councils, NHS organisations and partners came together to form the 
Sustainability Transformation Partnerships and in 2017, Bedfordshire Luton and Milton 
Keynes was established as a ‘first wave’ Integrated Care system, as national policy evolved 
to bring organisations closer together.  
 
The Long Term Plan, which was published two years later aimed to create the ‘biggest 
national move to integrated care of any major western country’ – providing funding for 
primary and community care and bringing partners together to take collective responsibility 
for the health and care of the communities they serve.   
 
Since the publication of the plan, the Covid-19 pandemic has presented partners with an 
unprecedented challenge, which showed that no one organisation can manage alone. In 
BLMK, partners responded swiftly and a multi-agency team was established to safeguard 
and protect the residents who live within our boundaries.  
 
There is an appetite nationally to lock in these gains, and the new beneficial ways of 
working that were developed in the heat of the pandemic – and in February 2021, a 
Government White Paper was published to set out how legislation will be introduced to 
support the continuation of closer integrated working.  
 
2. Purpose  

 
The purpose of this paper is to: 
 

• Set the context in which the Communications and Engagement strategy and 
supporting implementation plan will work; 

• Learn the lessons from greater partnership working undertaken by communications 
and engagement teams across the system throughout the pandemic and the Covid-
19 vaccination programme; 

• Agree next steps for the communications and engagement strategy and 
implementation plan, with a focus on stakeholder and staff engagement and 
explaining improvements that residents will start to see, as our plans take shape. 

 
3. Getting the focus right - improving outcomes  
 
Legislation, which will pass through parliament in 2021/22 will bring organisational change 
and will re-frame how organisations work together, however, the communications and 
engagement focus will be to share examples of how: 
 

• We are recovering, resetting and growing following the pandemic; 

• Frontline staff are working with communities to improve local services;  

• Residents are involved in co-designing services to ensure primacy of place and that 
services meet the needs of local communities.  

 



 
 
4. Working well together  
 
Since the start of the pandemic, the communications and engagement teams from across 
the system have been working closer than ever before to: 
 

• Agree shared messaging; 
• Co-ordinate communications; 
• Provide trusted clinical voices at community, Faith Leader and Covid 

Champions meetings; 
• Agree media protocols and principles; 
• Pool resources (financial and people); 
• Engage in integrated campaign to deliver flu, Covid, reset and restoration and 

vaccinations; 
• Share knowledge and expertise of the most effective ways to communicate 

with the diverse communities across BLMK 
• Share contacts and engagement platforms with community groups. 

 
Our ambition is to ensure that these ways of working are retained after the pandemic, and 
that communications collaboratives will support subsidiarity, ensuring that communications 
are delivered at place through trusted organisations, as well as at scale when appropriate.  
 
5. Aims of the communications and engagement plan 
 
The aims of the communications and engagement plan for external audiences is to: 
 

• Focus on what we know about partner organisations and their priorities for their 
patients, staff and residents over the next nine months and promote good news 
stories, which set out how: 

o Services are being reset in hospitals, GP practices, community and 
mental health services – to address concerns over waiting lists 
following the pandemic;  

o Covid and flu vaccinations will be managed to safeguard our 
communities going into the Autumn; 

o Significant capital and estates developments at MK University Hospital, 
Luton and Dunstable Hospital, Dunstable Hub etc. will deliver better 
local services for residents; 

• Support the development of a co-production approach to service re-design so that it 
becomes part of how we do business in BLMK and empowers communities to 
influence the care they access locally; 

• Work with partners, patients and residents with honesty, transparency and 
openness. 

 
For staff, our aim is to:  
 

• Set out the career opportunities that working within an integrated care system will 
provide for our staff; 

• Provide stability and reassurance to CCG staff about their employment, as the 
CCG’s functions transfer to the ICS, and the new statutory ICS organisation is 
established; 



 
 

• Explain the legislative process and what changes we can expect, as the Bill passes 
through parliament and into law.  

 
6. Approach  
 
The collaborative working across the system and the subsidiarity approach adopted in the 
last 18 months has provided a blueprint for success locally. As such, it is essential that we: 
 

• Take an evidence-based approach to our communications and engagement – using 
data to show how we are making a difference across BLMK; 

• Explain how investment that the ICS attracts into BLMK is benefitting residents 
locally.  

• Engage with key stakeholders and the local community at place and neighbourhood, 
enlist their help and establish communities of interest for each of the priorities, so 
that we have ‘experts by experience’ working with the ICS to support co-production 
work and improve pathways of care; 

• Use trusted experts (clinicians and experts by experience) to build confidence in the 
ICS and champion position the message appropriately for local audiences and 
stakeholders; 

• Adopt a process of feedback and evaluation to inform our cycle of continuous 
conversation and re-shape the plan.  

 
7. Audience matrix  
 
There are a number of key stakeholders with whom we need to engage as a system and 
many others who will need to be kept informed of progress made towards establishing the 
Integrated Care System.  
 
The grid below shows the result of some initial stakeholder mapping as part of the 
preparatory work for the programme.  
  



 
 
 

Inform 
Neighbouring ICSs/ CCGs / Providers  

Engage (Key Players) 
Regulator – NHSE/I  
ICS Partners  
Elected Members / Cllr / MPs 
Overview and Scrutiny /HWBB 
Employees  
Unions  
GP Membership / clinicians 
PCNs 
Governing Body members 

Monitor  
Media  
Political opinion  
Policy / legislation 
Confed / Clinical Commissioners  
LGA  
NHS Providers  

Involve and inform  
Healthwatch  
Voluntary groups  
Communities of Interest  
Business leaders  
Faith groups  
Local communities / Public  
Provider collaborative / clinical networks 

 
 

8. Engaging stakeholders  
 
Key to enlisting the support of stakeholders and interested parties will be ensuring that all 
organisations within the partnership play an active role in engaging with audiences to 
ensure we maintain subsidiarity and use the most trusted local voices to deliver key 
messages and explain the direction of travel.  

 
A detailed stakeholder management plan is currently being developed in conjunction with 
communications and engagement teams across the system however, our approach is to: 
 

• Position the changes as the continuation of the journey – evolution not revolution; 

• To be open and transparent about the structural changes taking form in BLMK, while 
focusing on the improvements integration will make to local people.  

• Focus on outcomes and improvements for residents, rather than the wiring of 
organisational change; 

• Promote the excellent work being done by our front-line staff in ICS partner 
organisations by sharing good news stories widely which showcases the 
improvements being made in health and social care for residents and boosts the 
morale and sense of belonging of staff across the system.  

• Provide partner organisations with the messaging and a toolkit to engage with their 
stakeholders and share information; 

• Focus engagement with elected members to MPs, the Portfolio Holder for Health and 
Social Care, Adults and Children’s Services; and support partners to conduct wider 
engagement with the Council Membership and clinicians.  

• Provide trusted people as spokespeople for engagement with key groups; 

• Establish a continual conversation with stakeholders through mixed channels.  

I
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9. A new narrative  
 
Central to positioning the new Integrated Care System with our stakeholders will be to 
adjust and agree the language that we use across the Partnership to describe the system 
and what it means for residents.  
 
Following discussions with communications and engagement colleagues from across the 
system, it was agreed that the narrative should reflect the diverse nature of the communities 
we serve, whilst also focusing on outcomes, as oppose to the wiring of organisational 
change. 
 
The following narrative is being proposed for consideration and approval:  
 
“The Covid-19 pandemic brought to life how important it is for local organisations 
and people to work together.   
 
Ours is a vibrant area, rich in diversity but there is poor health and inequality within 
our boundaries.  
 
The NHS, Councils and other partners across Bedfordshire Luton and Milton Keynes 
are working together to improve the health and wellbeing of you, your family and 
your community.” 
 
In addition to the overarching narrative, more detailed language is required for staff, 
stakeholders and clinical teams, who will require more specific detail about the 
establishment of the new Integrated Care System and what this means for them.  
 

Staff  In line with national policy, we are establishing the ICS and Care 
Alliances, so that we can improve health and care for our population.  
 
The merger of the three CCGs has put us in a great position to respond 
to new legislation and this year, we will transition to the new 
organisation, so that we can support the ICS and CCG at the same time. 
  
We value every member of our team and everyone has an important role 
to play in establishing the new organisation.  
 
We will stay true to our core values, which will empower us to learn, co-
produce and deliver health and social care that our communities need 
and deserve. 
 
Together, we can make a difference.  

 Clinical staff  Throughout the pandemic, our clinicians have been the trusted leaders 
and voices in our communities – providing reassurance, clinical 
leadership and support in our greatest time of need. 
 
The new legislation will strengthen integrated working across our system 
for the benefit of our population.  



 
 

 
Our trusted clinical leaders will be crucial in making sure the clinical 
voice is at the centre of the ICS and ensuring that we put the people and 
communities of BLMK first in all that we do.  

Stakeholders  We want to build on the collaborative working that we established 
through Covid so that we can tackle the big issues facing our 
communities now.  
 
The new legislation helps us to build on the work we have achieved 
together so far – and take the next step to make sure we deliver the 
right health and care for our residents locally. 

 
10. How will we engage?  
 
Engaging in a continuous conversation with residents and stakeholders to achieve the aims 
laid out at the beginning of this paper will require several different tactics to engage 
audiences on a regular basis.  
 
We propose that the following tactics will be used to engage locally: 
  

• Work with C&E colleagues across the system to deliver an integrated and consistent 
approach to communications (two-way sharing of messaging and communications 
materials);  

• MP and Councillor open house briefings;  
• Public open meetings (webinars);  
• Opinion Editorial from senior leaders in specialist media to increase visibility and 

build confidence; 
• Clinical conversations led by BLMK clinicians; 
• Communities of Interest meetings / co-production 
• Website restructure and launch  
• News releases  
• Blogs and Vlogs  
• Video and animation  
• Monthly Stakeholder newsletter 
• Fortnightly CCG Governing Body briefing and Partnership Board briefing  
• Interactive staff briefings  
• Pan Partner briefings  
• Pan Partner Staff engagement  
• Intranet content 

 
  



 
 
11. Embedding co-production  
 
Listening to residents and people who have experience of using services and involving 
them in designing services in BLMK is considered to be best practice and has been 
successfully rolled out by a number of our partners organisations in recent years.  
 
There is consensus that co-production should be embedded into the ‘DNA’ of the Integrated 
Cae System, where residents are invited to work with professionals and the third sector to 
affect change.  
 
In recent months, we have worked closely with residents and stakeholders to seek their 
views on the proposed priorities of the Integrated Care System and work has been 
undertaken to agree what co-production looks like, what the principles are and how this 
should be rolled out in our area.  
 
In conjunction with residents and stakeholders, the principles and definition of co-production 
have been co-designed and the following has been proposed for further consideration and 
agreement: 
 
Definition: 
Co-production is a mutually beneficial relationship where professionals and residents have 
an equal share of the power, knowledge, resources and voice to influence the way 
that services are designed commissioned and delivered in order to improve the quality of 
life for people and communities. 
 
Guiding Principles: 
 

• Co-produce with honesty  
• Ensure appropriate resources to facilitate residents’ involvement  
• Ensure appropriate training to build professional and residents’ knowledge, skills 

and confidence 
• Work strategically to ensure diverse representation from our communities in co-

production 
• Ensure a cycle of feedback and continuous engagement 
• Commit to listening to all voices 

 
We are currently working with the communications and engagement teams from Partner 
organisations to test these principles and further work will be undertaken, once the 
feedback from partners has been received.  
 
Whilst there is consensus that co-production should be placed at the centre of our work, 
Partners have advocated that this should be considered a core value of the Integrated Care 
System, and Organisational Development work should be undertaken to embed the agreed 
principles and approaches into the DNA of the Partnership. 
 
  



 
 
12.  Immediate priorities  
 
There are several immediate priorities which need to be undertaken as part of this 
communications and engagement strategy, the following provides an overview of immediate 
priorities for delivery.   
 

When  Comms and engagement  Co-production  Stakeholder 
engagement  

May – 
August 
2021 

Engagement sessions with 
residents / experts by 
experience to shape 
priorities 
 
Engage with staff around 
future direction of travel  
 
Detailed C&E and 
stakeholder relations 
strategy and delivery plan 
 
Develop the detailed 
Communications & 
Engagement and 
stakeholder plan for the 
transition; 
 
Monthly stakeholder 
newsletter 
 

Establish co-
production principles  
 
Socialise co-
production principles 
for approval and seek 
best practice 
examples of work 
undertaken across the 
system 
 
 
 
 
 

Develop stakeholder 
plan  
 
Engagement with 
stakeholders begins  

August – 
March 
2022 

Develop website and 
intranet for ICS / CCG 
integration  
 
Messaging documents 
published and shared 
across partnership 

Engage with OD 
leads to develop 
approach to embed 
co-production into 
DNA 
 
Establish co-
production groups for 
the priorities  

Attendance at 
HOSC/HASC/JHOSC 
 
Councillor open 
house events / open 
meetings  
 
Event in the tent 
(Staff) 

 
  



 
 
13. Progress so far 
 
In the last month, the focus of the communications and engagement team has been to learn 
from best practice in the system and engage residents and stakeholders to co-design plans 
and approaches, to ensure that we are communicating effectively with our communities.  
 
The communications and engagement team has: 
 

• Hosted several virtual events for residents to share priorities and secure feedback on 
our proposed approach; 

• Undertook co-production workshops to agree principles for co-production and an 
agreement on how the approach should be rolled out across BLMK; 

• Delivered the first stakeholder newsletter for the Partnership, to keep members up to 
date on the latest activity; 

• Produced communications and engagement plans around the reset and recovery 
agenda – working in conjunction with Hospital Trusts and NHSE; 

• Engaged with website designers to scope out a merging of the current CCG and ICS 
websites, to produce one digital shop window for residents who want to find out more 
about our work. 

 
Next steps  
 

• Work with partner Communications and Engagement and HR and OD leads to 
develop a detailed staff and stakeholder implementation plan for discussion during 
June; 

• Share good news stories across BLMK health and care services; 

• Celebrate our diverse population and the unique opportunities this offers us as 
communicating organisations; 

• To continue to learn the lessons from the pandemic response and the vaccination 
programme and translate them into the new business as usual; 

• Build on opportunities to have a continual conversation with staff, residents and 
patients and to co-produce new pathways of care. 
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Milton Keynes Health and Care 
Alliance update

June 2021



MK Health and Care Alliance (MK HCA) progress 

• The good partnership working that supported the delivery of the vaccine 
programme and the response to the pandemic continues to be built upon with all 
partners appropriately engaged in work of the ICS and the MK place based work

• The MK HCA has now put in place a specific PHM group for Milton Keynes place 
based work to ensure we target our resources in the most effective and efficient 
way and we do not further widen inequalities through recovery and other work

• The terms of reference for each of the working groups within the MK Health and 
Care Alliance structures are being reviewed to ensure fit for purpose – all the 
groups were operationally focussed during the response to the pandemic – now 
need to re-group and become more strategic and ambitious

• The MK HCA have agreed our 3 key priorities for 2021-2023



3 key priorities for 2021-2023

• Agreed ensuring they progress the delivery of the priorities set out in the national 
Long Term Plan, the Milton Keynes Health and Wellbeing Board and the BLMK ICS 
strategy

• Population Health Management approach has been used to identify these areas of 
focus and will be used to drive the operational work forward In the process of 
defining the detail of -

➢ What the impact is that we want to see

➢ The milestones and deliverables for each priority

➢ What the resource requirements are 

➢ What the contribution from all partners will,  be given we want to achieve more as 
a collective partnership than could be achieved by either one or two partners 
working together



3 key priorities 2021-2023 

Priority 1 - Improving young peoples’ health and wellbeing. Lead – Jane Hannon, CNWL Managing Director MK

• National, regional and local priority as demand  for support continues to increase
• Scoping a specific area of focus for this work  as there is a risk of making little impact if too broad
• We expect to explore new innovative approaches to using our system resource differently

Priority 2 – Managing planned and unplanned physical care needs in the context of COVID recovery. Lead – Ian Reckless, MKUH 
Medical Director / Dep CEO 

• Many patients are waiting lengthy periods for outpatient assessment / management (most specialties), and a significant 
number of people are waiting long periods for elective admission (surgical specialties)

• Identify new ways of working so that Hospital doctors and GPs work more closely together and we reduce duplication
• Assessing patients prone to frequent emergency presentations may permit focused intervention to  reduce both healthcare 

demand and clinical risk. A PHM approach can be incorporated to ensure inequalities are not further exaggerated. 

Priority 3 - Area based work. Lead, Michael Bracey, MKC CEO

• A experiential project to explore some new ways of working (service integration, new applications of data, targeted 
investment).

• Likely location is the Lakes Estate in MK (9,680 people registered with GPs in area)
• The health of people in the Lakes Estate is generally lower than England average. Life expectancy for both men (76 years) 

and women (78 years) is lower than Milton Keynes (and the England) average (2013-17).
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Milton Keynes Health and Care Alliance -Next steps

• Develop implementation plans for the 3 key priorities and operationalise them 

• Determine the resource needed at MK Place to enable the development and 
progression of the MK Health and Care Alliance

• Work with BLMK ICS to support the development of MK HCA and the wider ICS 
system as described on the ICS development ‘plan on a page’ 



BLMK ICS Partnership Board Forward Plan 2021 

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

Strategy 

1 ICS Estates Strategy 
Refresh 2021 
 

PCN Development Data Strategy   

2 Communications and 
engagement 

PLACE development ICS Establishment ICS Establishment ICS Establishment 

3 Partnership Board TOR VCSE collaboration Learning disabilities - mental 
health support/ CAMHS Tier 4 
beds 

  

4 ICS Establishment 
 

Oxford / Cambridge ARC 
(LA’s/SEMLEP) 

   

5 Recovery update – actual 
against plan 
 

ICS Governance (if 
considered at OD 
session) 

   

6 ICS Strategic Priorities 
update 
 

ICS Establishment    

7 Partnership Board 
Organisational 
Development Day 

System Oversight and  
NHSE delegation of 
responsibilities (NHSE/I) 
 

   

8  BLMK ICS Objectives 
 

   

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  
 

 MK Care Alliance update 
 

BCA Update 
 

MK Care Alliance update  BCA Update 
 

MK Care Alliance update  

 Finance and recovery  Finance and recovery Finance and recovery Finance and recovery Finance 

 

 

 


