
 

   
 

Partnership Board for  
Bedfordshire, Luton and Milton Keynes 

Public Meeting  
6 October 2021 - 2.30pm to 5pm 

Via Microsoft Teams 
 

Item Lead Timings 
Welcome Chair 2.30pm 

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

Chair  

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

Chair  

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

Board on 9th September– attached 
 

b. Action log - attached 
 

Chair 
Paper 3a 

 
 

Paper 3b 
 

 
 

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

Chair 
 

2.35pm 

5. Chair’s update  
 

Chair 
 

2.45pm 

6. Executive Lead’s update 
System Oversight 

Executive Lead 
 
 

2.55pm 

7. Health and Care Innovation – AHSN Presentation 
 

Piers Ricketts EoE 
AHSN 

Professor Gary Ford, 
Oxford AHSN 

3.10pm 

8. Public Health Presentation 
 

Vicky Head 3.40pm 

9. ICS Data Strategy  Mark Thomas 
 

4.10pm 
 

10. ICS Strategy 
 

Nicola Kay 4.30pm 

11. BCA Update  David Carter 
 

4.40pm 
 

12. Finance 
 

Dean Westcott 4.50pm 

13. AOB 
           Partnership Board workplan attached 

Chair 5.00pm 

   
 



 
MEMBERS 

Dr Rima Makarem (BLMK ICS Chair)  RM 
Felicity Cox (BLMK ICS Executive Lead, Accountable Officer, BLMK CCG) FC 
Alison Davis (MKUH, Chair) AD 
Anita Pisani (Cambridgeshire Community Services NHS Trust, Deputy Chief Executive & 
Director of Workforce and Service Redesign) 

AP 

Cllr Khtija Malik (Luton Borough Council, Portfolio Holder for Commissioning and Public Health) KM 
Cllr Tracey Stock (Central Bedfordshire Council, Executive Member Health Wellbeing & 
Communities) 

TS 

David Carter (Bedfordshire Hospitals CEO) DC 
Dean Westcott (BLMG CCG, Chief Finance Officer, ICS Executive Finance Lead) DW 
Dorothy Griffiths (Central & North West London Trust – CNWL, Chair) DG 
Dr Charles Esene (Luton Primary Care Network- PCN) CE 
Dr Jason Reddy (Bedford PCN) JR 
Dr Nadeem Hussain (Central Bedfordshire PCN) NH 
Dr Sanjay Sinha (Luton PCN)  SS 
Dr Sarah Whiteman (BLMK CCG, Chair) SW 
Dr Tayo Kufeji (Milton Keynes PCN) TK 
Dr Tom Davis (East of England Ambulance, Deputy CEO) TD 
Julie Ogley (Central Bedfordshire Council, Director of Social Care, Health and Housing) JO 
Kate Walker (Bedford Borough Council, Director of Adults’ Social Care) KW 
Laura Church (Luton Borough Council, Deputy CEO & Corporate Director, Population 
Wellbeing) 

LC 

Mark Lam (ELFT, Chair) ML 
Maxine Taffetani (BLMK Healthwatch representative) MT 
Mike Murphy (South Central Ambulance Service CAS) MM 
Nicola Kay (BLMK ICS Programme Director) NK 
Paul Calaminus (ELFT CEO) PC 
Simon Linnett (Bedfordshire Hospitals Chair)  SL 

APOLOGIES 
Clare Murdoch (CNWL CEO)  
Cllr Louise Jackson (Bedford Borough Council, Portfolio holder for Health and Wellbeing)  
Cllr Peter Marland (Milton Keynes Council, Leader)  
Dr Ian Reckless (MKUH, Medical Director & Deputy CEO)  
Dr Tajvir Gill (Luton PCN)  
Emma Hardwick (Bedfordshire Hospitals NHS Trust, Director of Midwifery)  
Matthew Winn (Cambridgeshire Community Services NHS Trust, CEO)  
Mrunal Sisodia (Non-Executive Director, East of England Ambulance)  
Robin Porter (Luton Borough Council, CEO)  
Ross Graves (CNWL Executive Director)  
Simon Wood (NHSE/I Director of Strategy & Transformation)  

ATTENDEES 
Andrea Piggott (BLMK CCG, Head of Children’s Commissioning) AP 
David Foord (BLMK CCG Associate Director of Quality Programmes) DF 
Dr Sanhita Chakrabarti (BLMK CCG/ICS Clinical Lead) SC 
Jacqueline Gray (Bedford Borough Council, Senior Officer and Policy Adviser - Health )  JG 
Jane Meggitt (BLMK CCG, Director of Communication and Engagement) JM 
Martha Roberts (BLMK CCG, Director of Organisational Development MR 
Michelle Evans-Riches (BLMK ICS, Programme Manager) ME-R 
Michelle Summers (BLMK CCG, Associate Director Communications and Engagement  MS 
Paul Senior (SEND Programme Director)  PS 
Sarah Breton (BLMK CCG, Associate Director, Children’s & Maternity Commissioning) SB 
Wayne Bartlett-Syree (NHSE/I Director of Strategic Transformation) WB 
Lorna Venters (BLMK ICS) LV 

BLMK ICS Partnership Board Minutes - Public Meeting 
Wednesday 1 September 2021  

Time: 14:30hrs 
Microsoft Teams 



Item 
No. 

Discussion Action 
 

 Welcome and introductions 
The Chair welcomed everyone to the meeting.  

 

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

 

2. Declarations of Interest 
None 

 

3 
 
 

Minutes & Actions 
a. Minutes 

The minutes of the Partnership Board, which took place on 14 July 2021, were 
confirmed as a true record.  

b. Actions 
• Actions 50,64, and 65 are closed. They will be discussed under agenda 

item 6, Executive Lead update. 7, Delivering Priority 1 and 9, Milton Keynes 
Care Alliance update  

• Action 66 - an update on the ICS strategic priorities is scheduled for the next 
Board meeting on 6 October 2021. Action open. 

 

4 Public Questions 
None 

 

5 BLMK Chair Update 
 
NHS Charities Together Funding 
The BLMK system, jointly with NHS Charities Together, submitted bids to fund 
projects involving the voluntary sector. As a result, £416,109 has been approved for 
the ICS out of the £445,000 that was available. 
The four successful bids are: 
1. The British Red Cross for assisted discharge with follow up support  
2. YMCA Milton Keynes for its Shine project, set up to address the greater health 

inequalities that the pandemic has heightened. The funding will: 
• provide a specialist worker: support young people with complex needs and 

intervention  
• introduce a dedicated worker within the acute trust A & E to identify and 

divert the path of young people at risk of becoming involved in serious 
violence. 

3. South Central Ambulance Service - Community First Responders, Out of 
Hospital Cardiac Arrest and Community Care Home Support 

4. Bedfordshire Rural Communities Charities to help reduce digital exclusion and 
isolation through supporting isolated individuals with training and providing 
devices. It will help service users access and use digital health and social care 
services, encouraging skills and confidence to enhance wellbeing. 
 

If the pilots are successful, consideration might be given to rolling them out to other 
localities: 
 
Milton Keynes Hospital’s bid for the discharging of homeless patients project 
requires more information. 

 
 

 
 

6 BLMK Executive Lead Update 
 
ICS Establishment roles 
• Dr Rima Makarem has been confirmed as Chair Designate of the NHS 

Integrated Care Board (ICB) for BLMK when it takes on statutory responsibilities 
in April 2022. ICS chief executive roles for all 42 ICCs have been advertised. 

• BLMK is working to identify the right configuration for ICB membership, and this 
will be formally submitted to NHS England in the autumn. 

 
Publication of guidance  
Guidance published over the last few weeks includes provider collaboratives, 
function and governance roles of the ICB. Further guidance is expected including 

 
 
 
 
 
 
 
 
 
 
 
 
 



more information on the role of place it. A summary of the guidance will be circulated 
to the Partnership Board. 
 
ICS Performance 
The increasing pressure on the workforce continues to impact the ability and 
capacity to deliver services. Demand for services across all areas is also increasing, 
for example, circa 20% in primary care over pre-COVID levels and an increase of up 
to 40%  in demand for 111 services.  
 
BLMK continues to work through the accelerator program and has recovered some 
elective backlog. Children and mental health services waiting lists continue to be 
monitored through the recovery and restoration program. 
 
Regarding the learning disabilities activity, we need to ensure that more health 
checks are being conducted.  
 
Covid related cases continue to increase, including the hospitalisation of people 
requiring ventilation or oxygen support. There are increasing incidents of anti-
vaccination activity on social media and people are being approached in person. A 
key concern is the safety of teenagers who are attending their appointment without 
an adult. This is being closely monitored. 
 
As at 1 September, there were circa 1,000 Afghan refugees across BLMK being 
supported by partners across the system.. Over the weekend, over 50 GPs 
supported the service over different shifts, together with prescribing nurses and local 
authority colleagues. There will be a need for established support teams across 
BLMK to arrange accommodation and access to services when the quarantine 
period in hotels comes to an end. Luton and Milton Keynes have significant numbers 
of households in temporary accommodation, circa 1,100 and 950 respectively.  
 
Mental health and primary care is included in the report. It would be helpful to 
include a narrative to link the whole system within the report to show the level of 
pressure across the system as this is not reflected in the interdependencies. For 
example, the current pressures in adult social care in terms of the workforce in 
statutory services and the requirement for full compulsory vaccination of care 
professionals visiting care homes by 11 November 2021. 
 
ICS Strategic Priorities 
Work continues on the strategic priorities. Governance arrangements are being 
reviewed to ensure that meetings are not duplicated, and that there are clear 
reporting lines to the Chief Executives Group and the Partnership Board. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Action 67 
 R Alsop 

 
 

7 Outcomes Being Achieved for People With a Learning Disability 
Partners across BLMK recognise the importance of coproduction and want to ensure 
that the voice of people with learning disabilities and families is central to any 
service transformation. For example, to ensure that the quality of the information 
provided is correct, it is co-produced and put in an easy to read format, as the ability 
to understand and use services is restricted. 
 
Feedback from service users 
• People with learning disabilities have been significantly affected by Covid-19, 

particularly their physical health and mental wellbeing. They have felt isolated 
during the lockdown. The restricted access to day care or respite provision has 
caused many families across BLMK to reach crisis point quite rapidly. Support 
has been put in place where this is the case. The rapid change to guidance in 
terms of being accompanied by family members to hospital or treatment has 
caused a lot of distress.  

• Some people have enjoyed using technology introduced during the pandemic, 
particularly those who find it stressful going into a healthcare environment. 

 



Others have felt that the new technology has added another barrier to a system 
that is already difficult to navigate.  

• Users are concerned that some services may not return to the same pre-Covid 
levels, and families are keen to be involved in restoring and maintaining 
services. 

 
The Transforming Care Programme (TCP) was originally established to encourage a 
shift from institutionalised settings for people with a learning disability and autism, 
towards housing models in the local community that enhance independence and 
choice. The TCP across BLMK is managed through the CCG and has a TCP Board 
with wide representation from children and adult services, health and social care, 
and the four local authorities.  
 
The local learning disability strategic priorities have been drawn from the national 
planning guidance, and six have been identified and agreed upon: 
• Inclusion–supporting people to have good lives in their communities  
• Equal access – ensuring we reduce inequalities to access of opportunities and 

services, such as social and leisure opportunities,  jobs, health, and transport.  
• Person-centred planning and support – ensuring that everything we do involves 

people, families, and carers in solutions for the individual.  
• Safeguarding – being safe in communities and free from the risk of 

discrimination, hate crime and abuse.  
• Sustainable models of support – ensuring that any new models of care and 

changes made are sustainable, both financially and logistically.  
• Progression – recognising that people with disabilities (including the most 

complex) have the potential to progress and develop and as a system support 
the use of assistive technologies. 

 
The BLMK system has undertaken several assessments and has identified key gaps 
and issues: 
• Whilst there is huge growth and building in BLMK, suitable and accessible 

accommodation for people with complex behaviours, including autism, is scarce. 
BLMK is working with NHS England and other providers to consider options to 
build or convert specific premises. 

• It is a challenge to find providers to deliver community specialist care and 
support to people with complex needs as the risks involved are high, and it is 
costly.  

• In BLMK, there is 24/7 crisis support for adults with learning disabilities, except 
for Milton Keynes, which has an intensive support team that operates during 
extended office hours but not during out of hours.  

• Covid has significantly impacted the requirement to increase employment 
opportunities for people with a learning disability. Though more organisations 
offer remote working, this does not suit many people with a learning disability. 

 
Ongoing work  
• Work plans continue to be developed and co-produced with service users, 

families, carers and organisations that represent them to understand what needs 
focus whilst trying to get some efficiencies and benefits of working at scale. 

• Addressing the needs of children and young people up to the age of 25 who 
have Special Educational Needs and Disability plans (SEND), focusing on 
managing the period of transition from children's to adult services. 

• The Market Shaping Group is working with providers, developers and 
stakeholders across BLMK to shape the local market for describing the demand, 
supply and gaps in service provision. With the support of service users, the 
group is developing a strategy that will set out the priorities across BLMK. 
 

BLMK provider initiatives include: 



• improving approaches to recruitment using Values Based Recruitment to 
increase the depth and breadth of applicants and to get the right person in the 
right job 

• growing the Learning Disability Nursing workforce through apprenticeships, as 
recruitment into this field has been difficult with the introduction of training fees. 
A new Recruitment and Retention Strategy Group considers place-based and 
targeted recruitment 

• finding local solutions to address the need for more CAMHS Tier 4 beds 
• sharing learning with local providers and communities to increase awareness 

and adopt learning to help prevent future deaths. This was put in place following 
the outcome of BLMK's Learning Disability Mortality Review (LeDeR).  Mortality 
reviews indicate that physical health checks need a routine approach rather than 
a reactive approach when a need arises. 

• Community and Care Education and Treatment Reviews are taking place across 
BLMK. This is a systematic routing process bringing together professionals, the 
individual and their families to identify care and treatment plans which might be 
put in place when someone is in crisis and is at risk of being admitted or when 
preparing for return into the community. 

• There are two programmes of work aimed at reducing the overmedication of 
children and adults with a learning ability or autism, particularly the use of using 
antipsychotic medication: 

1. STOMP - Stop over medication of people with a learning disability/autism 
2. STAMP Supporting Treatment and Appropriate Medication in Paediatrics 

 
Funding 
• There is three-year investment through Transformation Care Programme 

investment plan, and additional funding is expected following the spending 
review. 

• Funding has been received for a Children and Young People Keyworker Pilot, 
looking at a different approach to managing the care of children. 
 

Data is being analysed to understand why people do not attend appointments.  
 
Discussion/ Comments 
 
Coproduction & Employment 
- Colleagues are working with communications teams to ensure the coproduction 

of easy read materials for people with learning disabilities. A workstream to take 
this forward will be established. 

- Co-produced service delivery can be adopted in different areas across the 
system, which would help people build confidence and live better quality lives. 
BLMK should consider adopting this approach in its commitments to employment 
opportunities, particularly for people with a learning disability. 

- .As a system, we need to consider the need for targeted work with employers to 
educate and help them adapt their approach to recruitment, including offering 
opportunities for paid employment and volunteering, all of which would be 
particularly useful as a key part of the transition from a young person to an adult 
in the health and social care setting. 

- Bedford Borough Council has a supported employment service. Part of that role 
is working with employers and people with learning disabilities. The Bedford  
model should be considered with a view to strengthening the system-wide 
approach.  

 
Accountability & shared learning 
- In terms of accountability, the TCP Board is chaired by Anne Murray, BLMK's 

CCG/ICS Chief Nurse. As part of the ICS development, work is underway to link 
the TCP Board to other boards 

- To enable learning from partners, as part of BLMK's TCP a networking Delivery 
Group brings together peer support and learning from across the system. The 



group discusses challenges faced by colleagues and solutions to address 
particular areas of concern. Information is shared between the Delivery Group, 
the regional Learning and Disability Board, and wider groups. 

 
Future reporting 
- It would be helpful to identify headline indicators on which the Partnership Board 

should focus. 
- Mention should be made of child development and early intervention work and 

how that can support better life to long life for young people with learning 
disabilities . Other providers who work with families, paediatricians, and 
community teams should be referenced. 

- The current process-based performance measures are managed and monitored 
by the TCP Board. Outcome-based metrics will be included in future iterations of 
the report. 

- This programme of work should be linked to the ICS strategic priority 4 which 
relating to improving the economy. 

8 Delivering Priority 1 
 
The Board is asked to consider the proposal for two boards with a single Senior 
Responsible Officer, Anne Murray, BLMK CCG’s Chief Nurse: 

1. the Local Maternity and Neonatal System Board ( LMNSB), established in 
2018. 

2. the Children Transformation Board (CTB), whose first meeting is planned for 
21 September 2021. 
 

There is strong professional clinical leadership and a substructure to deliver at place 
and across the ICS proposed: 

• A clinical reference group to advise and influence the changes, particularly in 
clinical practice. 

• A coproduction subgroup to build on lessons learned and focus on identifying 
any gaps for our Coproduction. 

 
There will be a subset of metrics against which the Partnership Board can hold the 
LMNS and CTB to account. 
 
What this means for place-based plans 
• Integration - the Children Transformation Board will aim to integrate services, 

particularly where there's a proven local model of integration that is working in 
one area, that can benefit other areas, 

• Improvement - There will be value-added in terms of the service improvement 
agenda of the quality and access to local services. The focus is on the family, 
local community schools, early years settings and primary care networks. 

• Inclusion – the CTB will be focusing on inequalities, working with local systems 
to adopt a ‘think family’ approach 

 
Areas of focus for the Partnership Board: 
• Improving pregnancy outcomes for women from Black, Asian and Minority Ethnic 

Communities: 
• Integrating care for children with complex and multiple needs 
• Developing a collaboratively framed offer to support children’s health and 

emotional wellbeing. 
 
The LMNS workstream seeks support for:. 
• the logic model in terms of clarity on the key performance indicators and how 

these will be measured 
• investing upstream in areas such as prevention, early intervention and the public 

health agenda. This will enable effective management of demand and support 
for services 

• the need to effect changes quickly. 
 

 
 
 



Comments / discussion 
- In terms of stakeholders, all agencies are involved. For example, the BLMK 

CTB will have representation from local authorities, police, and the voluntary 
and community sectors. 

- Regarding metrics and measuring success, there is existing data. The first 
challenge for the CTB will be reviewing the metrics to understand what 
questions need to be answered and then develop a logic model. This will 
require joint agency working. 

- Children with learning disabilities are included in the All Age Learning 
Disabilities work programme. Very few of them will become young adults with 
a learning disability. Therefore, the proposal is to keep this group within the 
children work programme until the 16-25 transition stage. 

- There needs for clarity on all the groups of children with a learning disability 
and the associated programmes of work. It would be helpful to have this 
outlined on a page with details of the Senior Responsible Officers. 

- The local authorities work with the Troubled Families Programme. It would 
be useful to see how their work relates to this workstream. Learning from the 
programme should also be considered. 

- BLMK needs to think about how we can be joined up so that families and 
children who need help have very few touchpoints to access that support. 
We need to ensure seamless access to services. 

- We need to ensure that the voice of families and children are central in all 
programmes of work. 

- The LMNS workstream can help identify the gaps in equality of communities 
and develop plans to respond to those areas. 

 
Milton Keynes Children & Young People’s (C&YP) Integration Project Health, Social 
Care and Education 
 
The project focuses on improving outcomes for CY&P with complex needs and 
adverse childhood experiences. The challenges include ineffective outcomes, lack of 
case management and alignment of processes.   
 
There have been significant improvements across all the sectors due to adopting a 
multi-agency approach focused on the need rather than responding to a crisis. The 
change in approach has enabled joined-up health and social care needs 
assessments. Education services are involved in early intervention by having mental 
health leads and champions within primary and secondary schools in Milton Keynes.  
 
As a result of the system-wide integrated approach, there have been fewer 
escalations into care and residential placements/tier 4 beds. There has been a 
reduction in A&E admission rates due to better community support on discharge. 
Families are reporting that the system is less fragmented. Positive feedback has 
also been received from young people who shared their views at their meeting to 
say what worked well and the improvements they wanted to see. 
 
Milton Keynes Council and CCG have agreed to jointly fund two posts to support the 
ongoing work: 
• A Children and Young People Integration and Transformation Commissioner 

responsible for taking the lead as the Project Manager for the system-wide 
integration and transformation programme  

• A Children and Young People with Complex Need Practitioner responsible for 
improving outcomes by providing advice and support to ensure effective 
assessments, reviews, and ongoing case management across the local 
children’s system. 

An update to the Partnership Board on the status of the roles will be arranged. 
 
Service users have been closely tracked through the system, and there has been an 
overall improvement with fewer crisis interventions. Lessons learned will be used to 
improve future metrics. 



 
Regarding coproduction, families have been immediately involved when a need is 
identified. Supporting them helps identify gaps and solutions for improvement. The 
feedback of those families involved in the pilot has been positive, and support has 
been strengthened through the new key workers pilot for children with a learning 
disability. 
 
This pilot project has been running for a year, and it is anticipated that the approach 
might be rolled out across BLMK. This is welcomed. 
 
Delivering the SEND Reforms Luton and Central Bedfordshire's Progress 
The Special Educational Needs and Disability (SEND) Reforms are underpinned by 
the Children and Families Act 2014. The Reforms focus on children, young people 
from birth to 25 years of age. The reforms aim to provide a single point of entry to 
access the SEND system, with families having a single plan 
 
Inspectors lead the regulatory framework. Luton and Central Bedfordshire have 
been subject to the inspection framework at the end of 2018 and 2019, respectively. 
Both areas were tasked with developing a written statement of actions, which are t 
included in a programme of monitoring visits by the Department for Education and 
NHS England to look at the progress on implementing the statement of actions. The 
inspectors consider how well integrated each local system is across education, 
health and care and identifies areas for improvement. 
 
The regulatory framework process and the SEND reforms are underpinned by the 
views of parents and carers whose voices are vitally important. Inspectors want to 
know about their system experience and are keen to identify demonstrable 
improvement, change and outcomes. We must ensure that we use the voice of the 
user to help design effective system processes. 
 
Key challenges include: 
• Rising demand to access services and the increase of associated costs and 

resources to servicing and facilitate SEND. 
• Rising demand and complexity of need for children requiring specialist health 

and education provision. For Luton and Central Bedfordshire, in 2018, 2.8% of 
the local child population had a SEND plan, increasing to 3.1% and 3.4% in 
2019 and 2020. It is currently 3.7%. 

• Access to CAMHS, compounded by the pandemic for young people with SEND; 
• Parents’ lack confidence in the ability of mainstream schools to meet their child's 

needs 
• Joint commissioning, as practices vary across local government and NHS 

partners. Data is being analysed to help identify commissioning priorities. There 
is a framework to ensure compliance with the SEND Code of Practice 
 

Local SEND system strengths: 
• Strong system leadership and governance. Anne Murray, BLMK's Chief Nurse, 

is aware of the system pressures and works closely with the Directors of 
Children Services. There is good joint working on the SEND Partnership Board 
in Central Bedfordshire and the SEND Improvement Group in Luton. The 
Department of Education and NHS England commended both as being good 
models of practice. 

• Tangible examples of coproduction activity leading to system improvements  
• Identifying early years pathways by embedding agile CAHMS staff in schools 
• Using data to make well informed commissioning and strategic decisions on the 

need for specialist provision, allocation of resources and keeping children and 
young people close to their families and communities. Both Luton and Central 
Bedfordshire, when compared with other areas nationally, have a very good 
performance. Luton has the second lowest number of children and young people 
accessing services out of area. 



• The development of the local websites as an entry point to the SEND system. 
Luton and Central Bedfordshire ensured coproduction of their offers, systems 
and processes. Coproduction involved the voice of children, young people and 
families. Both systems received positive feedback from the regulators. 

 
Priority themes for consideration: 
• opportunities to strengthen joint working across all four BLMK local authorities 
• a single commissioning budget 
• strengthening local capacity for reviewing the focus on funding and local 

specialist provision. 
• using the SEND JSNA activity to inform future commissioning intentions 
• supporting inclusive practices within mainstream schools to reduce the need for 

access to specialist support and provision. 
 
Working across BLMK to improve maternity outcomes 
The Local Maternity and Neonatal System (LMNS) Board has been working across 
BLMK for three years. A key element of the LMNS Board is the strong coproduction 
with the maternity voices partnerships who are local independent user networks and 
are equal partners in the work done across the LMNS. Its Board’s priorities have 
been agreed and these will interface with the ICS’s five strategic priorities, 
particularly the inequalities agenda. All systems are required to conduct maternity 
equity and equality audit access which BLMK has started. 
 
Some funding has been received from NHS England, and the LMNS is considering 
solutions to help women from different ethnic communities access services. . It is 
also thinking about how to demonstrate improved outcomes for this group. 
 

9 Milton Keynes Care Alliance (MKHCA) update 
 
Regarding population health, MKHCA is using technology to identify different 
population groups to be involved in a project to access technology that will help 
people to be live healthier. Central and North West London Trust, and PCNs are 
involved. There is consensus that this work should continue. It will be progressed at 
the alliance meeting on 15 September 2021. Population health is also being looked 
at via the NHS traditional approach of understanding and reconciling the different 
ICS datasets. This multi-year programme which will require research to support it, 
and it would be beneficial for public health to be involved in the early stages. 
 
In terms of integrating mental and physical health, each of the different parts of the 
alliance is leading on different aspects.. Where physical health requires mental 
health support, different organisations are engaged, such as embedding mental 
health practitioners into each PCN. 
 

 
 
 
 
 
 
 
 
 
 
 
 

10 Finance 
Subsequent to the report in the pack, the results for M4 were available, and the 
board was briefed on the latest position. 
 
As at month 4, all organisations within BLMK ICS are reporting a year to date 
income and expenditure position of breakeven and are forecasting delivery of the 
plan for H1.  
 
The H2 allocation is expected to be significantly lower than H1 to reflect an 
efficiency of 3.5%, circa £28 million for the BLMK system. The outcome will be 
informed by the Department of Health and HM Treasury decisions in the 
comprehensive spending review. Finance directors are developing plans for the 
second half of the year. 
  
The targets for achieving qualifying payments for the Elective Recovery Fund have 
been revised, from 85% to 95%. Therefore, BLMK is assuming that this change will 
be circa £7 million for the system. 

 
 



 
The Public Meeting closed at 16:40 hours 
20 September 2021 
Lorna Venters 

 
At month 6, the region will conduct an informal stocktake of systems' capital 
positions, followed by a review at a national level. Systems deemed to be slipping on 
capital plans risk losing fundings. BLMK system finance directors are monitoring this 
closely. 
 
Future consolidated reports will include information from ICS partners whose 
financial performance targets are hosted in other systems. Additional content will 
include financial risks and details of transformation and development funds. 
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AOB 
Forward plan 
Some items planned for discussion at the Partnership Board on 6 October might be 
rescheduled.  
 

 



Ref Date Item Action Responsible Deadline Status Comments
66 14-Jul-21 ICS Strategic Priorities and 

Development of place
To work with partners to develop a set of high-
level indicators for each priority, taking on 
board feedback from the group

Nicola kay Oct-21 Open 28.08.21 -A full update will be provided on the strategic 
priorities work at the October Partnership Board.
Included on forward plan.
On agenda for 06.10.21

67 01-Sep-21 Executive lead update - ICS 
performance

To include inthe next report a narrative to 
linking the whole system,  to show the level of 
pressure across the system as this is not 
reflected in the interdependencies. 

Richard Alsop Dec-21 Open Scheduled on forward plan for 08.12.21

BLMK Partnership Board Action Log



Introducing AHSNs

Gary Ford and Piers Ricketts
BLMK Partnership Board 6 October 2021 

ITEM 7



2

Today’s session
• The national perspective – Professor Gary Ford, Chair, AHSN 

Network, and Chief Executive, Oxford AHSN
• The local perceptive – Piers Ricketts, Chief Executive, Eastern 

AHSN
• Reciprocity and plans for support
• Discussion



3

What are AHSNs?
• A network of 15 regional 

bodies working at a local, 
regional and national level

• Commissioned by NHS 
England / Improvement and 
the Office for Life Sciences as 
the innovation and 
improvement arm of the NHS



4

What are AHSNs?
• AHSNs are unique collaboratives of expertise and experience, 

sharing learning, pooling intelligence and spreading solutions.

National
programmes give us 
the knowledge and 
insights to maximise 
local and regional 
effectiveness

Local deep 
relationships and 
achievements give 
us a platform to 
act on a national 
scale
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The local relationship
Supporting local innovators and clinicians:
• Responding to local challenges with landscape reviews and 

rapid evidence synthesis for real-world validation
• “Practical Innovators” programme offers
• AHSN Accelerator programmes: a launchpad for innovators with 

ideas promising a positive impact on patient outcomes



Reciprocity and 
plans for support

Webinar 3 November
• Rapid Insights into Innovation and Improvement –

interactive session
• Purpose demystify innovation and inspire BLMK partner 

staff to consider transformation in their work

Innovation Manager
• Embedded leader within BLMK ICS to work across 

partner organisations supported by Eastern AHSN and 
Oxford AHSN

• Early adopters and test sites
• Spread of national innovation products and support 

national programmes uptake
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Introduction

• The Directors of Public Health are the system leaders for prevention, 
and have a statutory responsibility to improve the health of the 
people in their areas.

• They are also responsible for planning for and responding to 
emergencies that present a risk to the public’s health.

• They must work with local authority, NHS and wider system partners 
to change health behaviours, influence the commissioning and 
provision of services, and promote health and wellbeing in ways that 
also reduce health inequalities. 
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This presentation…

• Summarises our priorities for health and wellbeing in each place –
highlighting key commonalities and differences;

• Considers the impact of COVID-19 and other current challenges on 
the delivery of local public health priorities;

• Highlights some of the ways in which the public health teams are 
contributing to the objectives of the ICS, and

• Identifies areas where we need the support of system partners if we 
are to deliver our statutory responsibilities to improve health and 
wellbeing and reduce health inequalities.
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BLMK overall
• BLMK has more children & middle-aged adults than average and is more ethnically diverse;
• Around half of adults have a long term condition;
• Inequalities in life expectancy are driven by higher deaths from circulatory disease, cancer 

and respiratory disease among those who are more deprived (and mental disorders 
including dementia in women);

• Apart from CBC, participation in screening programmes is lower than in similar areas;
• Bedford Borough and Milton Keynes have similar levels of diversity and deprivation and the 

health of people is on average slightly better in Milton Keynes;
• Luton’s population is young, highly ethnically diverse, more deprived and has widespread 

health challenges;
• Central Bedfordshire has an older population, though it also has high numbers of working-

age families, is more affluent, less ethnically diverse, mostly healthy and has small pockets 
of deprivation.
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How do the health and wellbeing priorities in 
each place relate to the ICS priorities?
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Bedford
Borough

• We will enable families to 
thrive by supporting them to 
live in suitable housing, 
maintain employment and 
create safe and loving homes.

• Take a whole systems approach 
to childhood obesity.

• Ensuring that children are 
ready for school

• Early identification & support 
for vulnerable children

Central
Bedfordshire

• Ensure that every child has the 
best start in life, promoting 
mental health and wellbeing; 

• Timely access to the right level 
of high quality support and 
care; effective transitions 
children’s to adult’s services

Milton
Keynes

• Make it easier for children and 
young people to eat well and 
become more active adults

Luton

• Developing a Child Friendly 
Town

• Reducing inequalities in 
educational achievement and 
opportunity

• Reducing serious youth 
violence

• Refreshing and refocusing on 
children’s obesity and oral 
health

6

Public health 
challenges

Shared 
Approaches

• Proportion of babies born at a very low birth weight is higher than average in Luton and MK
• Overweight and obesity: 

• BB/CB/MK: ~ 1 in 5 reception pupils, rising to 1 in 3 Year 6 pupils
• Luton: ~ 1 in 4 reception pupils, rising to 42% of Year 6 pupils 

• 11% (CB) to 19% (Luton) of children live in low income households
• Scope for improvements in educational attainment, inequalities persist including gaps for 

children eligible for free school meals

• Promotion of healthy behaviours, including work with schools, PHSE curriculum, and 
engagement with preventative services

• Mental health & wellbeing – prevention, early intervention, access to services

Place-based emphasis



Bedford
Borough

• Addressing unwarranted 
variation

• Promoting the use of green 
open spaces and active travel.

Central
Bedfordshire

•Work with employers to create 
healthier workplaces

•Make every contact count; tackle 
social determinants of health

•Ensure services take account of the 
rural nature of the area; and make 
the best use of our community 
assets.

Milton
Keynes

• We aim to stop all forms of 
abuse and exploitation, 

• We will encourage more adults 
to be more active more often.

Luton

• Protecting the most vulnerable 
and focusing on prevention –
domestic abuse, drug and 
alcohol use, homelessness

• Emotional wellbeing and 
resilience in the community

• Impact of the built 
environment on health

7

Healthy life 
expectancy 
ranges from 
60.2 to 67.7 

years in 
women and 
57.4 to 66.4 
years in men

Public health 
challenges

Shared 
Approaches

• (Healthy) life expectancy - lowest in Luton; widest inequalities in Bedford Borough
• Smoking – lowest in Bedford Borough (11%); highest in Luton (17%)

• Higher in people with mental health problems (24% in CB to 35% in Luton)
• Higher in people in routine and manual occupations (20% in BB to 31% in MK)
• More years of life lost due to smoking in BB than in similar areas; smoking related hospital 

admissions high in MK
• Overweight & obesity (58% of adults in CB to 71% in Luton)

• Promotion of healthy behaviours and engagement with preventative services;
• Detection and management of long-term conditions;
• Mental health & wellbeing – prevention, signposting, early intervention, access to services

Place-based emphasis



Bedford
Borough

• Prevention and admission 
avoidance through the 
expansion of the Community 
Wellbeing Champions, as well 
as the ‘discharge to assess’ 
model;

• Strength based approach that 
makes best use of all our assets 
in the community

Central
Bedfordshire

• Access to an appropriate range 
of accommodation that meets 
their needs;

• Building capacity in the 
community and supporting 
carers;

• Developing a skilled and 
capable workforce and 
advocating for fair funding for 
social care.

Milton
Keynes

• Ambition to become a 
dementia friendly city;

• We want to ensure that more 
residents to die in their usual 
place of residence, by 
encouraging residents and 
professionals to talk 
compassionately and openly 
about their wishes at the end 
of life.

Luton

• Tackling social isolation
• Prevention of frailty and falls
• Managing complexity and 

multi-morbidity
• Support for carers
• Building in prevention into all 

services
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Public health 
challenges

Shared 
Approaches

• High proportion of acute hospital spend on frailty (22% in MK to 27% in CB)
• Ageing population – population aged over 80 is projected to double by 2043, with greatest 

increase in MK (136%) and lowest in Luton (50%) – these are today’s 55-65 year olds
• Scope to improve uptake of screening and vaccination programmes
• 15% of adults are informal carers – only 33% get as much social contact as they would like

• Maintain health and independence in the community for as long as possible by:
• Tacking a preventative approach and fostering independence and frailty avoidance;
• Self management and admission avoidance, use of technology;
• Preventing loneliness and isolation;
• Integration and joint planning between health and social care.

Place-based emphasis



Bedford
Borough

• Working with local employers 
to promote workplace 
wellbeing and support 
employees to look after their 
physical and mental wellbeing.

• Supporting the local economy 
to grow and encouraging high 
quality employers into the 
area.

Central
Bedfordshire

• Linking new homes into 
existing communities.

• Development provides 
opportunities for technology-
enabled care to support 
people in their own homes for 
as long as possible, self-
manage long term conditions 
and have remote access to 
specialist care when needed.

Milton
Keynes

• Low emission public transport 
– making use of green space 
and natural assets; connecting 
communities.

• Use planning policies to 
restrict new hot food 
takeaways near schools and to 
embed health impact 
assessment in the planning 
process.

Luton

• Building skills and 
opportunities for the future

• Increased social value and  
support of anchor institutions

• Town centre master plan –
safe, thriving, sustainable

• Real living wage town
• Growth of the airport
• Growing arts and cultural 

heritage 9

Public health 
challenges

Shared 
Approaches

• The cost of buying a home in BLMK has increased by around 60% in the last 10 years, 
compared to 35% across England overall. Housing is less affordable than average in BLMK.

• There are over 2,600 households in temporary accommodation, with the highest numbers in 
Luton (1,200) and MK (1,000). 

• Around one in ten households across BLMK have no one in work, rising to 14% in Bedford.
• Close to one in five jobs pays less than the living wage.

• Supply of affordable, warm and accessible homes;
• Links between the planning system and health, in terms of influencing:

• Design that is health promoting (physical and mental health);
• Access to green space and opportunities for active travel and physical activity.

Place-based emphasis



Bedford
Borough

• To reduce health inequalities 
we will target our resources 
towards disadvantaged, 
vulnerable and under-
represented groups.

• We will continue to improve 
outcomes for children and 
young people with Special 
Educational Needs and 
Disabilities by co-delivering 
our SEND Joint Action Plan 
with partners and families.

• We will close the employment 
gap for people with severe 
mental illness or a learning 
disability, and address health-
related worklessness through 
the Jobs Hub, supported 
employment schemes and 
apprenticeship opportunities.

• We will increase referrals to 
local behavior change services 
for pregnant women, and 
increase the number of 
physical health checks 
completed for people with 
severe mental health illness or 
a learning disability

Central
Bedfordshire

• We will continue to work to 
eradicate child and family 
poverty, recognising that as a 
result of the COVID-19 
pandemic more children and 
families are experiencing or at 
risk of poverty.

• We will work with partners to 
understand the wellbeing, 
financial and other impacts of 
COVID-19, particularly on 
residents from more deprived 
areas.

• We will maintain and develop 
the baseline of our data and 
measure how things change 
over time.

• We will commission expert 
external support to identify 
high impact initiatives to make 
the most difference to our 
residents.

Milton
Keynes

• We will set out a health 
improvement plan for renewal 
estates, starting with a pilot on 
the Lakes Estate, where we are 
working with primary care, 
public health services and 
Public Health England to 
deliver a more tailored and 
localised health offer to the 
community.

• We will improve the 
accessibility and uptake of 
preventative services among 
people living in our most 
deprived areas, including a 
focus on smoking cessation in 
routine and manual workers 
and pregnant women.

Luton

• Tackling inequalities built in 
across the population 
wellbeing strategy

• Building social value and 
prevention into procurement
processes

• Working with the community, 
developing solutions following 
in-depth research into 
inequalities in Luton during 
the covid pandemic – working 
to ensure covid doesn’t widen 
inequalities further

• Developing a Fairness 
Taskforce to tackle social 
justice

• Tackling the wider 
determinants of health 
through partnership 
approaches – transport, 
planning, education 

• Developing an approach to 
build in Marmot policy 
ambitions into Luton 
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with a learning 
disability are in 

paid employment

Depending on 
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COVID-19 and other challenges
• COVID-19 has not affected all groups and areas equally. Compared to White British residents, 

the rate of infection in some minority ethnic communities has been three to four times higher. 
• Life expectancy dropped in 2020 across BLMK, reflecting the acute impact of COVID-19 on local 

mortality rates.
• The longer-term impacts on poor health and mortality are still unclear but we know there have 

been increases in food and fuel poverty; a deterioration in mental wellbeing, including an 
increase in eating disorders; increases in domestic abuse; unequal impacts on educational 
attainment and a decrease in physical activity in children and young people.

• COVID-19 has pushed many families into poverty, and changes to universal credit, furlough and 
evictions, along with rising energy costs are likely to make a bad situation worse.

• As restrictions have eased, demand on services has increased, placing pressure on all parts of 
the system and exacerbated by fragile staffing levels, for example in primary care and adult 
social care. 
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Lessons from COVID-19

• Responding to COVID-19 brought people together from across the system and 
strengthened existing relationships.

• Strong joint working with local communities, community leaders and the 
voluntary and community sector has strengthened our response.

• Trusted local voices have been critical throughout the pandemic, and we have 
used technology to engage with local people in new and existing forums.

• These ways of working will be as important during recovery as they have been 
during COVID-19.
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How are the public health teams 
supporting the ICS?
• Leading the ongoing COVID-19 acute response and working in partnership to 

increase vaccination uptake.
• Collaborating on multiple ICS work programmes including population health 

management, health inequalities and mental health.
• Developing plans for a BLMK Public Health Observatory to coordinate and provide 

ICS-wide public health intelligence.
• Supporting the development of Place Based Plans that reflect population needs 

as we continue to adapt the challenges of COVID-19 and beyond.
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Areas for system support
BLMK Public Health Observatory
• This will be a collaborative effort, involving analysts and resources from across 

the system. We will need your support and feedback to make it work.

Prioritising prevention
• Preventing avoidable ill health is central to the ICS aims, but with health and 

care services under significant pressure, partners are not always able to 
prioritise prevention.

• Primary Care is a key provider of preventative services including NHS Health 
Checks, Smoking Cessation and Long Acting Reversible Contraception, but none 
of these have been able to return to pre-pandemic activity levels leading to 
growing waiting lists and worsening outcomes.

• How do we work together to address this challenge for the system?
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Appendices
Detailed strategic priorities by Place
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Bedford
Borough

• We will enable families to 
thrive by supporting families to 
live in suitable 
accommodation, maintain 
employment and create safe 
and loving homes.

• We will promote good health 
and wellbeing by supporting 
healthy behaviours, including a 
whole systems approach to 
childhood obesity, promoting 
high quality sex and 
relationships education and 
increasing rates of childhood 
immunisation.

• We will raise educational 
attainment and reduce 
inequalities in attainment, by 
ensuring that children are 
ready for school and working 
with partners to support our 
schools.

• We will support children to 
develop emotionally and 
equip them to avoid 
exploitation; identifying and 
supporting vulnerable children 
as early as possible.

Central
Bedfordshire

• To prevent long term 
conditions in the future we will 
work with families to promote 
healthy choices for young 
children, e.g. through the 0-19 
Healthy Child Programme, and 
support schools to deliver high 
quality PHSE

• To reduce the likelihood of 
people developing poor mental 
health we will ensure that 
every child has the best start in 
life, promoting mental health 
and wellbeing; and champion 
an evidence-based approach to 
health and wellbeing in schools

• For children and young people 
who would benefit from 
support to improve their 
mental health we need to 
ensure they have timely access 
to the right level of high 
quality support and care; and 
deliver effective transitions 
children’s to adult’s services, 
putting the young person at 
the heart of decision making

Milton
Keynes

• We want to support mental 
wellbeing in children and 
young people, and to develop 
our understanding of the issues 
we have commissioned a 
survey of secondary school 
students.

• To address childhood obesity 
and prevent long term 
conditions in the future we will 
make it easier for children and 
young people to eat well and 
become more active adults

Luton

Giving all Luton’s children the 
best start to their education, 
inc speech and language dev; 
and meet the SEND agenda
Reduce inequality in 
educational achievement and 
opportunity 
Raising young people’s 
aspirations with a focus on 
increasing employment, 
education and training 
opportunities for young people 
Helping families to improve 
children’s health and 
wellbeing, with particular 
emphasis on healthy weight 
and emotional health
Access to services and 
‘transition years’
Keeping children and young 
people safe, focus on reducing 
serious youth violence, 
exploitation and neglect
Decrease drug related harm in 
young people
Promotion and delivery of a 
Child Friendly Town
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Bedford
Borough

• Adults are supported to live 
their lives to the full by:

• Encouraging healthy 
behaviours and engagement 
with preventative health 
services, including smoking 
cessation, screening and 
immunisation.

• Ensuring that long term 
conditions are detected early 
and managed effectively, 
addressing unwarranted 
variations.

• Fostering a positive approach 
to mental health and 
wellbeing, ensuring prevention 
and early intervention to 
support lifelong mental health.

• Promoting the use of green 
open spaces and active travel.

Central
Bedfordshire

•To prevent long term conditions 
we will ensure that residents have 
access to the information, advice 
and infrastructure they need to 
improve their health and 
wellbeing; work with employers to 
create healthier workplaces; and 
develop our understanding of what 
would help residents to adopt 
healthier lifestyles.

•To ensure that those with long 
term conditions have appropriate 
support we will encourage front-
line staff to make every contact 
count; provide lifestyle services, 
particularly for more vulnerable 
groups; enable people to self-
manage their conditions; tackle 
social determinants of health; and 
promote flu vaccination.

•For people who would benefit 
from support to improve their 
mental health we will ensure that 
staff can recognise the signs of 
poor mental health and signpost 
to support; ensure services take 
account of the rural nature of the 
area; and make the best use of our 
community assets.

Milton
Keynes

• We aim to stop all forms of 
abuse and exploitation, 
including through the work of 
our Domestic Abuse 
Partnership

• We will improve the lives of 
everyone living with mental 
illness through raised 
awareness and by improving 
access to effective support 
services.

• We will encourage more adults 
to be more active more often, 
through a range of initiatives 
including the Summer of Play 
and the Love Exploring app.

• We will improve the detection 
and management of long term 
conditions, maximizing the role 
of community professionals 
including our pharmacists to 
provide more advice, guidance 
and support.

Luton

• Increase physical activity, good 
nutrition and healthy weight 
among adults

• Improve health & wellbeing for 
people with mental health 
conditions, access to services 
and holistic prevention 
approach

• Keeping adults safe and 
encouraging positive 
relationships, with a focus on 
reducing domestic abuse

• Meeting the needs of carers
• Decrease drug and alcohol 

related harm in adults
• Increase social connectedness
• Create healthy housing and 

reduce homelessness 
• Reduce smoking prevalence 
• Increasing early detection and 

reducing late diagnosis, 
focusing on cancer and CVD

• Increasing screening and 
detection in STI's

• creating approach to health 
impact of built environment

17

Healthy life 
expectancy 
ranges from 
60.2 to 67.7 

years in 
women and 
57.4 to 66.4 
years in men



Bedford
Borough

• Older people are supported to 
maintain their health and 
independence in the 
community for as long as 
possible by:

• Focusing on prevention and 
admission avoidance through 
the expansion of the 
Community Wellbeing 
Champions, as well as the 
‘discharge to assess’ model.

• Encouraging the use of 
technology to support 
independence at home.

• Supporting residents to self-
manage long term conditions, 
where appropriate.

• Putting residents at the centre
of their own care, supported 
by multidisciplinary teams 
across health and care.

• Working with the community 
and voluntary sector and 
others to tackle loneliness and 
isolation.

• To achieve this we will need to 
take a strength based 
approach that makes best use 
of all our assets in the 
community, and jointly plan 
for local health and care 
workforce development

Central
Bedfordshire

•Our ambition is for older people in 
our communities to:

•Have a good and fulfilling life; feel 
connected, less isolated and able 
to access a range of opportunities 
and information;

•Remain in their own homes for as 
long as possible and have access to 
an appropriate range of 
accommodation that meets their 
needs;

•Have access to a range of new 
technologies and devices, that help 
to promote social inclusion and 
independence;

•Remain economically active for as 
long as possible.

•We will do this by:
•Promoting healthy lifestyles and 
delaying frailty and focusing on 
sustained independence; 

•Building capacity in the community 
and supporting carers;

•Ensuring appropriate housing 
solutions;

•Collaborating across health, 
housing and social care to meet 
people’s outcomes; integrating 
health and care solutions for 
vulnerable people; and supporting 
innovation and investment in 
technology; 

•Developing a skilled and capable 
workforce and advocating for fair 
funding for social care.

Milton
Keynes

• Our ambition is for Milton 
Keynes to become a dementia 
friendly city, working with our 
partners to achieve social, 
cultural and physical change.

• We want to ensure that more 
residents to die in their usual 
place of residence, by 
encouraging residents and 
professionals to talk 
compassionately and openly 
about their wishes at the end 
of life.

Luton

• Reducing frailty and falls in 
adults and older people

• Supporting self-care and 
increasing resilience for people 
with long term conditions 

• Addressing the needs of 
people with complex needs 
e.g. multi-morbidity 

• Enabling people to stay in their 
own homes for longer

• Improving physical and mental 
health in older people

• Reducing social isolation and 
increasing connectedness

• Supporting people to die in 
their usual place of residence 
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Bedford
Borough

• We will work with partners and 
residents to create strong, safe 
and healthy communities by:

• Strengthening links between 
planning and health to ensure 
that housing and development 
plans promote health and 
wellbeing.

• Working with public and 
private sector partners to 
ensure new homes are 
affordable, warm and can 
support independent living.

• Working with local employers 
to promote workplace 
wellbeing and support 
employees to look after their 
physical and mental wellbeing.

• Supporting the local economy 
to grow and encouraging high 
quality employers into the 
area.

Central
Bedfordshire

• We will work with agencies 
involved in the planning and 
delivery of growth to ensure 
that health and wellbeing are 
‘hard-wired’ into new 
developments, including 
access to good quality green 
space, health and care 
facilities, and cycling and 
walking infrastructure designed 
to link new homes into existing 
communities.

• We will consider how 
development provides 
opportunities for technology-
enabled care to support 
people to live safely and 
independently in their own 
homes for as long as possible, 
self-manage long term 
conditions and have remote 
access to specialist care when 
needed.

Milton
Keynes

• We will embed sustainable and 
healthy design into the next 
phase of development in MK, 
shifting the focus from cars to 
low emission public transport, 
walking and cycling – making 
good use of MKs green space 
and natural assets; connecting 
communities.

• We will use planning policies to 
restrict new hot food 
takeaways near schools and to 
embed health impact 
assessment in the planning 
process.

Luton

• Covid recovery plan – recovery 
of businesses and employment 
and skills strategy

• Sustaining economic growth –
continued investment into 
Luton, more high value, well 
paid jobs

• Skills for the future – increased 
job readiness, career pathways 

• Local wealth building –
increased local spend by public 
sector and anchor institutions, 
increased social value

• A thriving town centre – the 
right mix of retail leisure and 
resi, sustainable travel

• A real living wage town –
increasing job security and 
back to work support, 
supporting flexible working

• Arts heritage and culture –
growth of creative industries, 
increasing visitor numbers

• Growing the airport –
maximizing passenger 
numbers, increasing airport 
jobs, contributing to the vol
sec, sustainability
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Document 
summary 

In accordance with national guidance pertaining to the design framework 
for Integrated Care Systems (ICS), BLMK ICS has delivered a data 
strategy and accompanying roadmap to underpin and support the system’s 
Population Health Management (PHM) strategy, Business Intelligence (BI) 
Strategy, as well as to enable an appropriate digital infrastructure to 
support the Arden & Gem CSU BI & A Platform. The data strategy and 
roadmap have been designed in consultation with over 90 stakeholders 
from across BLMK, and has been regularly reviewed at BLMK CEO Group 
meetings since June 2021 for further feedback and commitment from 
Exectives across the partnership. It was approved in principle by the Chief 
Executive Group on 23rd September 2021.  
 

Link to Strategic 
Priorities or ICS 
Development 
plan 

The data strategy will underpin one of the ICS’ key strategic priorities, 
Digital and Data, but also supports or directly impacts Ways of Working and 
Workforce.  
It is also a critical enabler for the PHM Strategy and the Business 
Intelligence Strategy, which both rely on a co-ordinated approach to data 
across the system.  
 

How this work 
addresses 
inequalities 

The data strategy outlines a roadmap that will unlock proactive 
identification and support of individuals who are most likely to need health 
and care interventions, via more comprehensive datasets, advanced data 
analytics and reporting, risk stratification tools and PHM capabilities across 
the ICS. The strategy enables health and care partners to better tailor 
interventions to individuals, taking account of non-health factors such as 
social determinants of health, and ensure that interventions are in place to 
address health inequalities throughout BLMK. 
The strategy also seeks to support the levelling up of the Data, digital and 
technology provision across BLMK. 
 

Potential Risks 
and Issues 

There is a risk that the data strategy is not accepted as a whole-system 
strategy delivering at all ICS levels; from the resident to the system, due to 
the varying maturity and priorities of Places across the ICS, resulting in a 
fragmented application of the data strategy across the ICS. 
 
There is a risk that resource is not appropriately allocated from within the 
system to provide for the delivery team necessary to deliver the strategy, 
resulting in lack of capacity to deliver the whole-system or longer than 
anticipated strategy delivery timings (i.e. beyond the 30 month 
recommended period) and an inability to meet the ICS design framework 
requirements which necessitate a co-ordinated approach to data.  
 



 

 2 

Purpose  
(tick one box 
only) 
 

Information Approval To note Decision 

Recommendatio
n 
 

The BLMK Partnership Forum is asked to: 
 
a.  support the BLMK ICS Data Strategy and the implementation of the 
associated workstreams set out within the Roadmap  
 
b.  support an approach where the data strategy is integral to their teams’ 
roles, along with identifying and supporting the engagement of their key 
contributors to enable the successful delivery of this work across ICS, Care 
Alliance and Place     

Stakeholders 
consulted/involv
ed in 
development of 
the paper 
 

Colleagues from across the partnership, including all Local Authorities, 
Public Health Leads, Business Intelligence Leads, Information Technology 
leads, and Information Governance Leads, as well as CEO Group.  
 

Document 
history 
 

Strategy approved by BLMK CEO Group on 23/09/2021.  

Appendices A: Data Strategy Executive Summary   
 
A copy of the full Data Strategy is available on request and will be uploaded 
to the website following the meeting  

 

EXECUTIVE SUMMARY 
 
This document provides the executive summary of the draft BLMK ICS Data Strategy, which 
summarises the Data Strategy outputs. The compilation of the BLMK ICS Data Strategy 
commenced in May 2021 and was approved in principle by the BLMK CEO Group 23rd September. 
These deliverables are as a result of a system-wide programme of engagement which has included 
discussions with over 90 individuals across the ICS. 
 
From the perspective of data, the ICS is already building from existing strengths and assets as it 
progresses in its journey to impliment a data-driven Population Health Management (PHM) 
approach to supporting the health and care of Residents. Existing strengths, as indicated during the 
consultation, include a clear appetite to transform services and patient care through the enhanced 
use of data and insights at every level of the ICS, as well as pockets of excellence across the ICS in 
which Partner organisations are successfully using new tools and technologies to deliver 
comprehensive reports and analytics. Further strengths of the current state are outined on slides 8 
and 9.  
 
However, partners in the ICS made clear that the strategy must help drive the system forward but 
allow partners to move at different speeds, particularly as different partners in the system have 
different starting poinst – without creating obstacles to innovation where it is able to progress 
independently. To develop how ICS investment, capacity and support can enable health and care 
planners and providers to thrive within the system, we sought to understand what the system’s 
future ambitions for improved access and utilisation of data can provide, and the key next steps 
which are outlined on slides 11 and 12. These included:  
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• Partner organisations in the ICS understanding the value of a whole-system approach to 
data that underpins place-based priorities and decision making. 

• Data sharing  supporting  direct  care  and  secondary  uses, enabled by  rigorous 
information governance assurance and role based access controls. 

• New approaches to Population Health Management (PHM) or care pathway design, 
underpinned by holistic evaluation of multi-agency outcomes, to inform future decisions 
around service improvement and justifying partner investment in new processes and 
approaches. 

• The usage of new and advanced data-driven tools and methods to regularly inform 
decisions at place, such as through scenario modelling, root cause analysis – providing a 
clear case on the use of the insights, to drive prioritisation. 

• An outcome evaluation framework embedded across each tier of the ICS should be put 
in place to reliably evaluate the ICS’s aggregated impact. 

 
To achieve this, the Data Strategy sets out a Roadmap, which will enable the ICS to achieve the 
Future State over the forthcoming 3-year roadmap horizon, indicatively expected to culminate July 
2024. However, the initial priorities for the Data Strategy, as identified in the 100 Day Plan, are:  
 

1. To create a joint operating model for the delivery of both the data strategy and the PHM 
strategy, with corresponding roles and responsibilities allocated  

2. The delivery of a technology roadmap which outlines the infrastructure and technical debt of 
system partners  

3. Expediting flows of data into the BI & A Platform, addressing current Information 
Governance and Technology blockers   

4. Assessing the quality of data identified in the three priority use cases, and further developing 
the specification for each, with a priority around adult and children’s social care 

5. Building a community of practice across analytics and insights functions across the 
partnership, incorporating PHM principles and tools.  

 
The benefits gained from implementing the Data Strategy will be shared across all partners and 
tiers of the ICS by way of more tailored health, care and commissioning for residents in BLMK, more 
effective delivery of services, cross-system and cross-partner collaboration, and reduction of time 
inefficiencies. Specific benefits to be realised as a result of adopting the data strategy include:  
 
For the resident, integrated patient-level data enables service providers to be making decisions 
from the same data and create a more seamless and personalised care delivery experience.  
  
For Place, significant capacity improvements for population health analytics teams, minimising data 
sourcing and cleaning activities, which often takes more than 50% of an analytics initiative’s 
resource capacity. 
 
For the Care Alliances, the ability to track benefits through the health and care system more 
effectively to report on Care Alliance objectives and outcomes against priority areas at a system 
level. 
 
For the ICS, support intelligence-driven financial planning, commissioning and funding decisions 
across the system, by tracking cost, demand and savings across patient pathways. 
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What will be different in the future? 
An example for long term condition management

Dr. Ian Brown
Chief Officer for Public Health 

Bedford Borough Council



About me…
 I spend less time at appointments repeating the same basic 

information to multiple people and more time speaking with my GP 
or case worker about my conditions, about the best approach for 
my care and the services I receive going forward 

 I know that my doctors and case workers can see relevant 
information about my interactions with health, care and local 
authority services over the last few years 

 I and my family have the ability to access information about my 
past and future appointments, chronic conditions, allergies, 
treatments, prescriptions, lab results and vaccinations in one place

My name is… Anne C. 

I am… 76 years old 

I am a… BLMK Resident

I live in… Central Bedfordshire 

Because you are collaborating as a system… 

My current pains are…

 I offer the same details about myself when I 
access multiple NHS and Local Authority 
services 

 My doctors can’t see my whole care 
record because not all my records were 
digitised 

 I have a lack of clarity about who else sees 
my care record  outside of my GP, 
including other health and care services

 I don’t know how to manage my consent 
and permissions for data sharing

For the first time in my care, my doctors and case workers have a full 
picture of my current health, lifestyle and overall wellbeing. I am not only 
being prescribed better care for my conditions but am also having joined 
up conversations across multiple services that I use, meaning that my care 
plans are addressing the causes as well as the symptoms of my ill health. 

With the information about my care to hand, my doctors are not only 
thinking about my current health and wellbeing, but my future, too. I also 
have more independence to manage my own care at home. Having one 
place where I can see all of my future appointments gives me piece of 
mind that I am not forgetting important dates. 

What it means to me…

BLMK ICS Resident User Experience Profile  
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About me...

My current pains are…
• Lack of access to comprehensive, integrated datasets 

to create actionable insights that inform robust 
interventions 

• Little evaluation to assess what interventions are most 
effective for specific risk cohorts

• An inconsistent view of the multi-agency needs, 
demographics and risk profiles of specific wards and 
localities

My expected benefits are…
• Predicting future demand and priorities for specific high 

risk Residents that maximise impact on outcomes and 
reduce ‘reactive’ care 

• Intervening earlier to prevent the most damaging and 
costly outcomes for residents

• Unlocking greater access to support pathways for 
Residents with highest needs 

• Better understanding of specific interventions, aligned to 
local PHM priorities that are most effective in helping 
Residents. This enables better support planning and 
simplifies the sharing of learning across BLMK Places 

My name is… Stephen M. 

I am a… Service Manager

I work in… A Local Authority 

I need… In-depth, aggregate 
population-level information, including 
wider determinants data, and an 
outcomes framework in line with the 
priorities of Place

So that… I can monitor progress of the 
life course of Residents in need and at 
risk of being in need

Profile

BLMK ICS Practitioner User Experience Profile 

Resident Service Manager Care PractitionerPe
rs

on
as
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About me…

My current pains are…
• Lack of a longitudinal view of the resident for data not 

held in current shared care records
• Very limited capacity to get information about my 

patients from other services 
• Too many logins to multiple systems drive wasted 

manual effort when already pressed for time

My expected benefits are…
• Ability to understand the whole context of my patient’s 

life and lifestyle, and how these are impacting their 
health and wellbeing 

• Access to the full breadth of test results and scans my 
patient has completed, not repeating or duplicating 
efforts 

• Coordinating care with other care practitioners in my 
patient’s care network where possible in order to 
support them holistically 

My name is… Dr. Jane G. 

I am a… Care Practitioner 

I work in… GP Practice in Milton Keynes 

I need… A comprehensive picture of 
my patients’ care, inclusive of 
secondary and social care data and 
simple, actionable information about 
priority cohorts that are at risk. 

So that… I can deliver high quality 
primary care to Residents and support 
a healthier local population.

Profile

BLMK ICS Practitioner User Experience Profile 
Pe

rs
on

as

Resident Service Manager Care Practitioner
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Currently, strategic decisions are founded 
in individual organisational priorities with 
a focus on internal KPIs and outcomes –
due to the limited availability of external 
data measures.

The ICS Information Governance (IG) 
community is a mature working group, 
however workload has increased 
significantly, resourcing has not always 
met demand and therefore teams are 
often at or above capacity.

Participants highlighted that access to 
community care, social care and other 
local authority data would significantly 
improve the ‘single view’ of the Resident 
(or an aggregated representation of the 
data held by an organisation about its 
Residents).

There is little evaluation of the 
effectiveness of multi-agency 
interventions on holistic outcomes for the 
individual, limiting service improvements.

Where are we now? 

Leadership & 
Accountability

Data 
Governance 

& Management

Information 
Governance

Reporting & 
Analytics

In understanding our current system, we found a number of areas in which we can improve, as well as local 
strengths to build on, some of the most relevant include: 

A ‘Single View of the Resident’ – More broadly known as a ‘single view of 
the customer,’ is an aggregated representation of the data held by an 
organisation about its customers, Residents or Patients that can be viewed 
in one place, such as a single report or page. 

Maturity – The degree to which an organisation uses the data that it 
produces. If an organisation leverages all or most of its data to advance 
its business goals, it is considered ‘mature.’ By contrast, a company that 
fails to put its data to work is considered data immature.

Please see glossary on page 14 for all helpful terms. 

Terminology explained
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Many strategic and operational decisions 
are still based on professional instincts, 
and when data is used, it is focused on 
improving service-based Key 
Performance Indicators (KPIs) rather than 
a more holistic set of outcomes measures.

There is a clear appetite for improved 
use of data insights for moving from 
‘reactive’ care to ‘proactive’ Population 
Health Management (PHM), however, 
not all partners can articulate how it will 
be done.

There are considerable capacity 
constraints on IT and data technicians, 
technical developers and information 
governance managers, with concerns 
around increasing internal organisational 
workloads with ICS initiatives.

Tools such as the MedeAnalytics tool for 
falls and frailty risk profiling are being 
increasingly utilised by organisations, 
and understanding of PHM techniques is 
growing; however, partners face issues 
with receiving up-to-the-minute data, 
and miss opportunities to use advanced 
analytical techniques to perform 
complex analyses.

Where are we now? 

Data 
Culture

Skills & Talent 
Management

Embracing 
Innovation

Tools & 
Technology

In understanding our current system, we found a number of areas in which we can improve, as well as local 
strengths to build on, some of the most relevant include: 

Data Insights – Knowledge gained from analysing sets of data pertaining 
to a given topic or situation, enabling informed decision making. 

Population Health Management – Is an approach in which data is used to 
understand the needs of the population, enabling focus and resources to 
be tailored to areas for maximum impact. It helps healthcare systems like 
an ICS to understand current, and predict future, health and care needs 
to take action early, by tailoring better care and support with individuals. 

Terminology explained
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Decision-making should happen as 
close to the Resident as possible. 

IG transformation should be driven by 
collective mandate, to empower local 
teams to agree solutions.

Data should drive co-articulated outcomes 
for residents, with inter-connected 
evaluation metrics through the  ICS tiers.

Duplication of data across layers of the 
ICS should be avoided where possible to 
mitigate risks and complexity.

Residents must be empowered to 
manage their own self care by having 
access to their data.

Interoperable data standards and a 
commitment to improving data quality must 
be woven in to processes and 
procurements. 

Data should be resident-centric, 
consistent and accessible –
acknowledging residents don’t see ICS 
boundaries.

A data-driven culture, supported by training, 
collaboration and even shared resources where 
appropriate should underpin PHM activities.

Data should be seen as a key enabler to 
support the reduction of inequality. 

Partners must be able to move at different 
speeds, without creating obstacles to 
independent innovation

How will we get there? 
Data strategy design principles

Interoperability – Refers to the basic ability of different data-holding 
systems to readily connect and exchange information with one another. 

Data Quality – A measure of the condition of data based on factors such 
as accuracy, completeness, consistency, reliability and whether it's up to 
date.

Terminology explained
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An ICS Data, Digital and Tech group 
(DDaT) in place to be accountable for 
aligning and delivering strategic 
commitments for collaborative ICS data 
initiatives.
Opportunities for collaboration with 
neighbouring partners and academics 
outside the ICS with respect to PHM, which 
are formally identified and committed to.

Communication to Residents about how 
their data is used, and Residents have 
the ability to opt-out of sharing their 
data.

Health and social care data shared by  ICS 
partners,  is pseudonymised to remove 
information in a data set that identifies 
individuals, and linked to build a single 
view of the Resident. Data on wider 
determinants of health, such as data on 
housing quality or indices of deprivation, 
expands this view.

Self-service reports use timely data, 
alleviating pressure on Business 
Intelligence (BI) Analysts and enable 
production of greater value-adding 
analytics. 
PHM activities supported by the mature 
usage of accessible risk-stratification 
tools and methods, informing decisions 
at place and shared across teams where 
appropriate in line with IG requirements. 

How will we get there? 

Leadership & 
Accountability

Data 
Governance & 
Management

Reporting 
& Analytics

Information 
Governance

Pseudonymised – Pseudonymisation – The processing of personal data in 
such a manner that the personal data can no longer be attributed to a 
specific person without the use of additional information.

Linked Data – Linked data are data which have relationships or 
connections with data from different data sources, such as from multiple 
databases. They are ultimately data points which are integrated from 
more than one source. 

Self Service Reports– An approach to data analytics that enables business 
users to access and explore datasets, to allow users to filter, sort, analyse 
and visualize data without prompting analytical teams to run reports for 
them.
Risk Stratification – Sorting data about a specific subpopulation into 
groupings according to their risk of experiencing an adverse event, such 
as defined undesirable health outcomes. Stratification analyses are often 
performed based on the use of routinely collected healthcare data.

Terminology explained
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Support for evaluating programmes and 
interventions is provided to ensure the 
effectiveness of PHM interventions to build 
consistency and support the shift towards 
prevention. 

PHM analytics platforms and analysts 
explore scenario modelling and other 
advanced analytics methods and 
capabilities, providing a clear case on 
the use of the data. 

Data literacy training programmes for non-
technical staff to encourage adoption of 
new tools and availability of data insights 
to make decisions.

Digital roadmap to align capabilities of 
Partner organisations with ICS 
requirements and commitments clearly 
articulated.

Combined datasets, likely within BI & A 
platform, drive advanced analytics and 
PHM decision making and strategy 
development.

How will we get there? 

Data 
Culture

Tools & 
Technology

Skills & Talent 
Management

Embracing 
Innovation

Data Literacy – The ability to read, work with, analyse and communicate 
with data. It’s a skill that empowers all levels of workers to ask the right 
questions of data and machines, build knowledge, make decisions, and 
communicate meaning to others.

Advanced Analytics – Employs predictive modelling, statistical methods, 
machine learning and other techniques beyond the capacities of 
traditional BI tools to analyse data. It leverages data science that involves 
mature methods of analysis to project future trends and anticipate the 
likelihood of potential events. 

BI & A Platform – A front-end software interface for data that will contain 
anonymised data from across the ICS, which can be combined, visualised 
and analysed for Population Health Management purposes. 

Terminology explained



Helpful Terms 
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Helpful Terms

Data Quality – A measure of the 
condition of data based on factors such 
as accuracy, completeness, 
consistency, reliability and whether it's 
up to date.

Interoperability – Refers to the basic 
ability of different data-holding systems 
to readily connect and exchange 
information with one another. 

Linked Data – Linked data are data 
which have relationships or connections 
with data from different data sources, 
such as from multiple databases. They 
are ultimately data points which are 
integrated from more than one source. 

Maturity or Data Maturity – Looks at the 
degree to which an organisation uses 
the data that it produces. If an 
organisation leverages all or most of its 
data to advance its business goals, it is 
considered ‘mature.’ By contrast, a 
company that fails to put its data to 
work is considered data immature.

Predictive Analytics – Is a category of 
data analytics aimed at making 
predictions about future outcomes 
based on historical data and analytics 
techniques such as statistical modelling 
and machine learning. It can generate 
future insights with a significant degree 
of precision. 

Population Health Management – Is an 
approach in which data is used to 
understand the needs of the population, 
enabling focus and resources to be 
tailored to areas where the impact can 
have maximum impact. It helps 
healthcare systems like an ICS to 
understand current, and predict future, 
health and care needs to take action 
early, by tailoring better care and 
support with individuals. It helps to design 
more joined up and sustainable health 
and care services, and make better use 
of public resources.

Pseudonymisation – The processing of 
personal data in such a manner that the 
personal data can no longer be 
attributed to a specific person without 
the use of additional information.

Risk Stratification – In population health 
management programmes, stratifying 
individuals within a specific 
subpopulation according to the risk of 
experiencing an adverse event, such as 
defined undesirable health outcomes or 
the extent of their healthcare utilization, 
helps identify those at risk of 
experiencing that outcome. 
Stratification analyses are often 
performed based on the use of routinely 
collected healthcare data.

Self-Service (Tools) – Self-serving Is an 
approach to data analytics that enables 
business users to access and explore 
data sets even if they don't have a 
background in BI or statistical analysis. 
Self-service tools allow users to filter, sort, 
analyse and visualize data without 
prompting analytical teams to run 
reports for them. 

A ‘Single View of the Resident’ – Or, more 
broadly known as a ‘single view of the 
customer,’ is an aggregated 
representation of the data held by an 
organisation about its customers, 
Residents or Patients that can be viewed 
in one place, such as a single report or 
page. 

Analytics – The science of analysing raw 
data to make conclusions about that 
information.

Advanced Analytics – Employs 
predictive modelling, statistical methods, 
machine learning and other techniques 
beyond the capacities of traditional BI 
tools to analyse data. It leverages data 
science that involves mature methods of 
analysis to project future trends and 
anticipate the likelihood of potential 
events. 

Business Intelligence & Analytics Platform 
(BI & A Platform) – A front-end software 
interface for data that will contain 
anonymised data from across the ICS, 
which can be combined, visualised and 
analysed for Population Health 
Management purposes. 

Data Insight (or simply Insight) –
Knowledge gained from analysing sets 
of data pertaining to a given topic or 
situation, enabling informed decision 
making. 

Data Literacy – The ability to read, work 
with, analyse and communicate with 
data. It’s a skill that empowers all levels 
of workers to ask the right questions of 
data and machines, build knowledge, 
make decisions, and communicate 
meaning to others.
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The effective, integrated evaluation of decisions, interventions and outcomes is at the heart of a 
successful, data-driven ICS.

Benefits 

ICS

 Whole-system overview and evaluation capability to assess interventions Resident 
health and care interventions, with intelligence to track knock-on effects on 
resident life outcomes 

 Intelligence-driven financial planning, commissioning and funding decisions across 
the system

Care 
Alliance

 Cost and time efficiencies gained from central BI & A platform driving intelligence 
gathering, eliminating duplicative effort for processing and analysing data at Care 
Alliance level 

 Easier and efficient tracking of health and care objectives and outcomes at the 
Care Alliance level 

 ICS ability to track and report health and care benefits between both Alliances at 
system level 

Place

 Greater ability to track benefits of service improvements/targeted efforts up 
and down stream 

 Significant efficiency savings pulling data from central BI&A platform, instead of 
building datasets and data pipelines into local authority sources 

 Alleviate pressure from analytics teams to source and clean data, with more 
time for value-adding analyses and data modelling 

PCN

 Near real-time and regularly refreshed tools for profiling support place-level insight 
building 

 Insights products enable commissioners to ‘drill down’ into granular resident level 
data for intelligence-driven commissioning decisions

 Place-level intelligence will support local capacity planning as well as PHM 
preventative work 

Resident

 A ‘single view’ of health, 
social care and local 
authority service data 
enables higher quality 
care and greater-
informed decisions from 
the same dataset 

 Reduced effort and 
repeated information at 
each touch point 
allowing for the Resident

 Access to timely and 
comprehensive personal 
health data supporting 
activation of self care 

What will be different in the future:
Benefits for the ICS 
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• D: Streamlined and sharpened reporting 

 
1. Background/context 

The BLMK ICS strategic priorities and the ICS vision have been agreed by the Partnership 
Board and were discussed at the Partnership Board in July. Our strategic priorities provide 
a single direction across the system for the health and wellbeing outcomes we want to 
achieve for our population over the medium and longer term, building on the long-term plan 
and taking account of wider determinants of health and the impact of Covid. These are set 
out in Annex A. 

At the June Partnership Board, we agreed four key areas (‘next steps’) to take this work 
forward: 

• Communications 
• Place planning 
• Leadership and governance 
• Streamlined and sharpened reporting 

This paper covers: 
• An update on how our strategy work relates to the establishment of a statutory ICB 
• An update on progress against the four ‘next steps’ agreed at the June Partnership 

Board  

We are having deep-dive conversations each month at the Partnership Board on one of the 
five priorities, with at least two places discussing their approach to the priority. The 
September Partnership Board focussed on Priority 1. 

This work is underpinned by a principle of subsidiarity with decisions and actions taken as 
close to local people as possible. The work is being co-produced with partners throughout, 
and further steers are welcomed to ensure that the system can deliver better outcomes for 
local people as effectively as possible. 

2. Statutory ICB: Approach to strategy 

Since we last discussed our strategic priorities, a considerable amount of guidance has 
emerged from NHS England on the establishment of a statutory ICS. The guidance sets out 
that the four aims of the ICS are: 

• Improve outcomes in population health and healthcare 
• Tackle inequalities in outcomes, experience and access 
• Enhance productivity and value for money 
• Help the NHS support broader social economic development 

This paper does not go into detail on the formal Integrated Care Board (ICB) 
governance changes; it focusses on making sure that we as a system can deliver on the 
four aims above. These align well with the system priorities that we have already identified 
for BLMK.  

The guidance sets out that the Integrated Care Partnership (ICP) will be responsible for 
developing an ‘integrated care strategy’ for the whole BLMK population. This is expected to 
be informed by Joint Strategic Needs Assessment(s) for BLMK and the strategies set out by 



 
the four Health and Wellbeing Boards. The ICB is then responsible for the plan to meet the 
needs of the population, having regard to this strategy. We will need to ensure that our 
approach to planning enables us to align resources to deliver on our strategy. 

The guidance sets out an expectation that statutory ICBs will have a range of underpinning 
strategies, such as a clinical strategy and a strategy for public engagement and 
involvement. We are mindful that these must be driven bottom up from the needs of our 
population, aligned with our approach to place and Care Alliance, rather than a ‘one size fits 
all’ approach across the ICS. 

3. Development of our strategic priorities 

The rest of this paper provides more information on progress against the four key areas of 
work. 

a) Communications 

We are refreshing our ICS communications to make sure our agreed strategic priorities are 
widely publicised. The ICS website has now been updated to reflect the latest information 
on who we are and what we do. We are currently augmenting this with additional 
information on BLMK’s successes. For example: 

• BLMK has been awarded £416K by NHS Charities Together for four schemes working 
in partnership with: 

1. YMCA Milton Keynes to support young people 
2. British Red Cross who provide additional support for patients being discharged 

from hospital 
3. South Central Ambulance Service to provide additional training for first 

responders; and 
4. Bedfordshire Rural Communities Charity who will be helping residents who are 

digitally excluded providing training and equipment. 
https://www.blmkccg.nhs.uk/bedfordshire-luton-and-milton-keynes-awarded-
416k-charity-funding-to-improve-patient-services/ 
 

• A new scheme to improve emergency care for older residents has been pioneered by 
East of England Ambulance and Bedfordshire Hospitals. The ‘Silver Frailty 
Line’,  connects ambulance crews to Frailty Nurse Practitioners and Consultants within 
the hospital to enable residents to be treated in their own home, or taken straight to a 
specialist ward, often bypassing the Emergency Department. 

• The public are being asked for their views on a vision to modernise NHS inpatient 
mental health care across the county that includes a £60m new mental health 
hospital in Bedford and investing £10m in redeveloping existing services in Luton. 
£70m Investment in Mental Health Hospitals Part of NHS Modernisation Vision for County - 
BLMK CCG 

Further development phases will develop a new website for the statutory body, updating our 
branding and maximising the use of social media to engage with people on their health and 
wellbeing.  

We are developing this work through co-production with the public to ensure that it puts 
people’s needs at the heart and takes account of inequalities and health literacy. We will be 

https://www.blmkccg.nhs.uk/about-us/blmk-ics/
https://www.blmkccg.nhs.uk/news/
https://www.blmkccg.nhs.uk/bedfordshire-luton-and-milton-keynes-awarded-416k-charity-funding-to-improve-patient-services/
https://www.blmkccg.nhs.uk/bedfordshire-luton-and-milton-keynes-awarded-416k-charity-funding-to-improve-patient-services/
https://www.blmkccg.nhs.uk/new-scheme-to-improve-emergency-care-for-older-residents-launched/
https://www.blmkccg.nhs.uk/70m-investment-in-mental-health-hospitals-part-of-nhs-modernisation-vision-for-county/
https://www.blmkccg.nhs.uk/70m-investment-in-mental-health-hospitals-part-of-nhs-modernisation-vision-for-county/


 
working closely with partners’ comms teams at Place and Care Alliance, to ensure that we 
are providing clear and consistent messages to the public and other audiences, including 
clinicians and other employees. 

To help enable this, we have started to develop a draft narrative for our system, to 
consistently tell the story of the BLMK ICS to our stakeholders. This starts from the BLMK 
story and looks to build on our strengths and assets in our places. An updated core slide 
pack which tells the BLMK story will be shared with the Partnership Board. 

b) Place plans 

The four places in BLMK, based on the Local Authority footprints and working closely with 
PCNs, are the local engines for developing and delivering our agreed ICS strategic priorities 
in partnership with a range of local delivery partners. The BLMK ICS level is driven by the 
needs of the place, in line with the agreed principle of subsidiarity. 
 
The four BLMK places have been working to develop care, health and wellbeing plans. The 
purpose of these plans is to enable: 

• Clear oversight of NHS activity and therefore use of NHS resources 
• Alignment of public sector effort across place-based organisations including Local 

Authorities, NHS and voluntary sector 
• The mapping of commissioning resources (both people and funding) to place, 

maximising the opportunities from devolution to place 
• The ICS strategy to be built up from as close as possible to the population needs 

The general approach that the four places are taking is: 
• The Health and Wellbeing Board, involving a wide range of partners, owns the 

strategy for health and wellbeing improvement for place, informed by the Joint 
Strategic Needs Assessment and Population Health data. 

• To establish governance group(s) involving executive leads at place, supporting and 
reporting to the Health and Wellbeing Board and ICS governance groups, owning the 
delivery of the plan at place. 

These plans are not starting from scratch, as places already have existing 
transformation plans at various levels of maturity. These are being refreshed within place 
with various partners through workshops and other mechanisms to take account of the new 
ICS priorities, the latest data and the impacts of Covid on our population and systems. 
These plans will need to include clear ambitions around population health and wellbeing 
outcomes, with clear targets against specific metrics that can be aggregated at ICS level. 
They will help provide visibility of the work happening in each place. 

The Population Health Management team have provided data packs for each place, 
showing local population characteristics, and therefore helping the places to focus their 
plans on the highest priority areas to improve local outcomes. Discussions with places have 
highlighted the importance of sub-place level population information (neighbourhood), and 
these packs provide information to better understand this level of variation.  

Places are developing plans over August, September and into October. Once these plans 
are developed, we will: 

(1) Work with places to continue to develop their maturity (during November/December) 
(2) Map resources to the plans (December to January 2022) 



 
(3) Finalise our strategic objectives and targets as a system, which will amalgamate the 

ambitions in the place plans (February 2022) 

Based on wider guidance on establishing ICSs, we expect plans to be for five years, with 
greater detail for year 1 (2022/23) and outline for the remaining four years.  

The approach to Care Alliances is being developed in parallel. The Care Alliances will need 
to work alongside places to support effective delivery of place plans. The MD for the 
Bedfordshire Care Alliance is now in place and driving this work forward, and the equivalent 
for Milton Keynes is currently being appointed.  

Working across the ICS we are co-designing what functions are best delivered at each level 
of the system (PCN, place, Care Alliance). Places will need to be responsible for any 
delegated resources, and report to the ICB on progress, which is ultimately accountable. 
We will need to have an agreed initial position on this across the system by Q4 2021/22 to 
implement from 1 April 2022, although it is expected that our delegation arrangements will 
mature and extend over time. 
 

c) Leadership and Governance 

We have now agreed the leadership of our strategic priorities. The cross-system SROs for 
the five priorities and the enablers are presented in Annex C, along with the job role for the 
SROs. 
 
We have recruited a strategy and planning lead for the system, Hilary Tovey, who will be 
starting in October. She will be coordinating activity across all the priorities, with a particular 
focus on priority two. We have recruited an inequalities lead, who will lead on priority five, 
and an interim lead for priority four. We are also looking at involving subject matter experts 
to supplement system capabilities and ensure that this work takes account of best practice. 
 
Each priority and enabler will have its own governance structure to enable the work to move 
forward at pace, also set out in Annex C. 
 
We also need appropriate governance to oversee the priorities and enablers in the round. 
We currently have the System Delivery Group which oversees the ICS workstreams.  We 
are considering a new approach to overseeing transformation across the system, to enable 
us to take more strategic decisions about planning and prioritisation of resources. We are 
mindful that we must have oversight of finances and transformation across the system, but 
balance that with the need for delivery to be place-led. 
 

d) Streamlined and Sharpened Reporting 

Annex D sets out how we are improving the reporting against our priorities – both (a) 
delivery of the relevant activity and (b) the impact on population health outcomes. It 
summarises our approach through a table which shows current progress against each of 
the priorities and cross-cutting enablers, and next steps. The timeline is:  

• During September/October: Further development of outcomes metrics, working with 
places to ensure we are using existing common metrics (rather than creating new 
metrics) 



 
• Start embedding in the oversight conversations from October – using a PDSA cycle, 

starting with ‘good enough’ and continuing to update the metrics as the activity 
above completes 

We have taken into account previous steers that the ICS high level metrics need to take into 
account all of the priorities. The outputs from this work will be reported to the CEO Group 
and Partnership Board at the next meeting. 

Recommendation and Next Steps 
 
The Partnership Board is recommended to: 

• Note the progress in development of our strategic priorities, including the leadership 
and governance for the strategic priorities, and raise any questions or steers on the 
direction of travel 

• Specifically, provide steers on: 
o The development of strategy for the statutory ICB (section 2) 
o The updated ICS communications (section 3a) 
o The development of place plans (section 3b) 



 
Annex A: Strategic Priorities 

 

 

Our Five Priori�es



 
 
 
Annex B: Detail on risks and mitigations 
 
 Risks Mitigations 
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s • 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 

• The current programme team are 
identifying key work to keep momentum 
whilst additional team members are 
recruited  
 

• The work being done at place level 
through lead directors and with local 
authority partners on developing their 
health and wellbeing plans, this will 
ensure we are focussed upon delivering 
outcomes at place  
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• There is a risk that the system 
focusses too much on 
immediate capacity / 
operational challenges rather 
than strategic change to 
population outcomes 
 
 

• There is a risk that we 
exacerbate inequalities by 
focussing on the wrong 
metrics (e.g. those that are 
easier to achieve through 
widening inequalities) 
 

• Work is being done to identify the most 
appropriate governance for the strategic 
priorities and their reporting, this includes 
a review of the role and purpose of the 
current System Delivery Group 

 
 
 
• We are developing our co-production 

plan and recruiting a co-production 
facilitator to ensure that we are working 
with our population to identify what is 
most important to them and linking this 
back to the development of outcome 
metrics. We have also recruited a system 
inequalities lead to ensure a focus on 
inequalities 
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• Risk that we are unable to 

delegate resources to place as 
places are not mature, 
including not having a robust 
plan to improve population 
health and wellbeing 

 

 
• A place development framework is 

factored into our planning to support the 
development of places, identifying where 
we need to focus attention and support. 
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 • There is a risk that by not 
effectively communicating our 
priorities to our population will 
lead to a lack of understanding 
of the benefits of the ICS and 
reduced population buy-in to 
our priorities and co-
production activity. 
 

• The comms workstream have plans in 
place to ensure all channels of 
communication are utilised to reach 
communities within our population, with 
information pertaining to our 
development as an ICS and the benefits 
an integrated health system will bring 



 

G
ov

er
na

nc
e 

an
d 

le
ad

er
sh

ip
 

 
• Delays in appointments to key 

roles with programme teams 
(for each of the priorities) will 
cause delays in the progress 
of delivery against the 
strategic priorities and 
potentially puts pressure on 
existing team members to 
carry the workload. 
 

• There is a risk of not achieving 
the buy-in of partners if the 
appropriate governance is not 
established for the strategic 
priorities, with the right 
meetings and the right 
attendance to drive progress 
and share learning. 

• Strategic priority and enabler SROs are 
now all in place and programme lead 
recruitment is ongoing with postholders 
joining during October to build on the 
work already being done and to increase 
pace. 

 
 
 
 
• The strategy team are working with 

colleagues on the development of 
governance to ensure delivery of the 
priorities is included in appropriate fora 

 



 
ANNEX C:  Summary of Leadership and Governance 
 
Priority / Cross-
cutting enabler SRO Programme Lead Current ICS Governance Future ICS Governance 

1 Michael Bracey Hilary Tovey to work with existing 
system CYP and maternity leads 

CYP Board (being established) 
and LMNS Board CYP Board and LMNS Board 

2 Robin Porter Hilary Tovey, with stakeholders 
including public health None Developing a Steering Group 

to support delivery 

3 Matthew Winn Hilary Tovey to work with existing leads Ageing Well Steering Group 
Building on existing 
governance, including Ageing 
Well Steering Group 

4 Marcel Coiffat New interim resource None Establishment of a new ICS 
group 

5 Paul Calaminus New inequalities lead Cross-system Inequalities 
Group 

Cross-system Inequalities 
Group 

Data & digital 
enabler Joe Harrison  Mark Thomas At care alliance level and being 

adapted 
Data, Digital and Technology 
Committee (DDaT) 

Workforce enabler Anita Pisani  John Syson (interim) BLMK People Board BLMK People Board 
Ways of working 
enabler Felicity Cox  Maria Wogan ICS Establishment Steering 

Group TBC 

Estates enabler John Blakesley Nikki Barnes BLMK Strategic Estates Group BLMK Strategic Estates Group 
Communications 
enabler Rima Makarem  Jane Meggitt Communications Collaborative Communications Collaborative 

(TBC) 
Finance enabler David Carter Dean Westcott DoFs Group DoFs Group 
Operational & 
Clinical Excellence 
enabler 

Sarah Whiteman  Penny Emerson (interim) Clinical Leadership Group 
(TBC) 

Dependent on clinical 
leadership review 

Other cross ICS workstreams      
Cancer James Ramsey Kathy Nelson BLMK Cancer Board BLMK Cancer Board 
Mental health Richard Fradgley  Michael Farrington BLMK Mental Health Board BLMK Mental Health Board  

PHM Ross Graves Clare Steward (interim), Nicky Wadely, 
Ian Brown BLMK PHM Collaborative BLMK PHM Collaborative 

 



 
ICS Strategic Priorities Programme Roles 
 
Senior Responsible Owner (SRO) 
 
In summary: 
 
The SRO will provide sponsorship for the priority and lead discussions with the CEO Group. 
The SRO will provide a support and direction to the programme lead, help resolve issues 
and provide solutions to problems. They will act as part of ICS oversight and assurance for 
the priority delivering against the outcomes and outputs identified.  
 
 
Further detail: 
 

• Leading conversations with the CEO Group and accountable for ability of the 
strategic priority to deliver outcomes and to realise the planned benefits 

• Sets the vision for the priority, ensuring alignment of programme delivery to the 
overall vision of the ICS 

• With line of sight from place to alliance and ultimately to ICS level, overseeing 
progress against outcomes for the priority, utilising data is derived from place 

• Chairs the Programme Group for the specific priority and supported by the 
programme lead, who will drive the content of the meeting, such as preparing the 
agendas and collating relevant reporting to evidence delivery 

• Provides clear leadership and overall direction  
• Ensures the programme has the skills and experience to successfully deliver the 

required outcomes 
• Secures the necessary investment to deliver and embed the outcomes 
• Manages relationships with key stakeholders, supported by the programme lead, to 

ensure the involvement of system partners  
• Owns key strategic risks facing the programme and delegates management to the 

programme lead 
• Holds to account the enablers, ensuring specialist support is aligned to and is 

actively supporting delivery of objectives  
  



 
Annex D: Streamlined and sharpened reporting  
There are two elements of our approach to reporting progress against the delivery of the strategic 
priorities: 
 

(a) Tracking delivery of activity 

We are working closely with the PMO to ensure close alignment with wider reporting against the 
operational plan. We are looking at supplementing the ‘narrower’ operational planning reporting with 
additional activity against the priorities and cross-cutting enablers to create a single highlight report. 
This will minimise duplication of reporting and maximise the use of information coming in from leads 
across the ICS. 
 
The highlight report is being developed with the functionality to be cut by strategic priority and/or by 
place. It will enable effective reporting of progress delivering the strategic priorities, including key 
achievements and upcoming deliverables, and support identification of good news stories to be 
communicated. It will help to identify issues/risks or barriers to the work and help manage 
interdependencies. The PMO are looking to automate this process through PM3. 
 

(b) Tracking impact on population health outcomes 

This will enable the system to understand if we are successful in achieving the aims of our strategic 
priorities. It should enable us to take a data-driven approach to decision making: accelerating, 
stopping or changing activity as needed to best deliver outcomes for our population. 
This work relates to the System Oversight and Assurance work as it will be integrated into the 
SOAG domains set by NHS England, integrating performance management of our strategic 
priorities with all other ICS performance management to create a single version of the truth. 
We want to build on existing work / performance models based on outcomes where possible. 
 
To achieve this, we are: 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

We have set up a Task & Finish Group to help support this work. It is also connecting this work to 
the AGEM BI ramp-up and population segmentation analysis. The table below summarises how this 
will be taken forward for each priority and enabler.

Developing draft logic models / driver 
diagrams for each of the priorities. These 
break down the outputs and outcomes for 
each priority, showing how they connect to the 
levers available to us. They have been drawn 
together based on the conversations so far on 
the priorities at Partnership Board. 

 

 

Commissioning various groups to own, 
update and finalise these as part of the 
existing governance across the system. This 
will help to ensure accuracy and embed them 
into day-to-day governance. This will require 
co-production with our population to 
ensure that the system is focussing on the 
outcomes that mean the most to people. This 
also includes commissioning the relevant 
groups to create performance metrics for 
the cross-cutting enablers. 

 

Identifying a smaller set of these metrics for 
tracking at ICS level as part of the quarterly 
SOAG discussions, to avoid overwhelming the 
Performance and Delivery Group / CEO Group 
with all metrics. These will be mapped to the 
SOAG domains 

 
Refining the metrics based on the place plans and performance frameworks being developed, to 
ensure that the outcomes addressed by the place based plans feed into the system level performance 
approach and we can cut information by Place and Care Alliance. This will also enable us to make 
decisions about targets at ICS level. 

 



 
Priority / Cross-
cutting enabler  ICS high-level metrics Development of full range of metrics Map to draft 

regional/national metrics 
Map to SOAG 
Domains 

1 

• (TBC) Improved 
readiness for 
employment / school 

• Reduced childhood 
obesity 

Use existing metrics from CYP, LMNS. 
Commission the CYP board and LMNS board 
to coproduce and finalise the set 

Childhood obesity Quality of Care, Access 
& Outcomes 

2 

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

• A reduction in premature 
mortality 

Develop with public health partners 

Healthy Life expectancy 
Avoidable mortality under-75 
due to cardiovascular disease 
Percentage of physically active 
adults 

Preventing ill health 
and reducing health 
inequalities 

3 
An increase in the 
number of years of 
healthy life expectancy 

Commission the Ageing Well Steering Group 
to coproduce and finalise   Quality of Care, Access 

& Outcomes 

4 

• (TBC) An increase in 
employment levels  

• Higher quality 
employment 

• Progress against net 
zero 

Further thinking needed to ensure these are 
not too high level. Need to consider Arc and 
encouraging innovation, social value in 
procurement, R&D, employment 
retraining/apprenticeships etc. Need to 
develop with LAs and draw from existing 
frameworks 

  System strategic 
priorities 

5 

• Reduction in the gap 
between highest decile 
and lowest decile life 
expectancy 

• Reduction in the gap in 
employment levels 
between different groups 

To be developed by Inequalities steering 
group 

Proportion of adults in contact 
with secondary mental health 
services in paid employment 

Preventing ill health 
and reducing health 
inequalities 

Data & digital 
enabler TBC To be developed as part of wider data/digital 

reporting through DDAT (Quarterly report) 
Digital transformation (to be 
defined) 

Leadership and 
Capability 

Workforce 
enabler TBC Dashboard currently being developed as part 

of ICS People Board 
Clinical/nursing and social care 
workforce per capita People 



 
Ways of working 
enabler TBC To be developed through the ICS 

establishment steering group 

Integration index 
System partnership 
effectiveness 

Leadership and 
Capability 

Estates enabler TBC To be developed with Strategic Estates 
Group   Finance and use of 

resources 
Communications 
enabler TBC To be developed as part of comms reporting   Leadership and 

Capability 

Finance enabler TBC 
System Finance Report has been developed, 
incorporating all BLMK providers. Being 
developed further with DoFs group 

Weighted per capita spend 
across primary care, 
secondary care and social 
care 

Finance and use of 
resources 

Operational & 
Clinical 
Excellence 
enabler 

TBC To be developed with clinical leadership 
group (TBC) Avoidable admissions Quality of Care, Access 

& Outcomes 

Other workstreams  

Cancer 

• By 2028 XX will survive 
cancer after 5 years or 
more 

• By 2028 75% of people 
will be diagnosed at an 
early stage 

Currently being developed as part of Task 
and Finish group and will need to be agreed 
with Cancer Alliance 

    

Mental health TBC To be developed by Mental Health 
governance group     
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Update on the work of the Bedfordshire Care Alliance, September 2021 

This report provides a progress report on the work of health and care partners across the Bedfordshire 
Care Alliance (BCA) since the last report in July 2021.  It covers significant work on service improvement 
as well as progress with the next stage of the development of the Alliance itself. 
 

1. Frail and Complex Care Programme 
 
Anticipatory (proactive) care is a core component of the Ageing Well programme. A workshop took 
place on 8th September, with excellent participation of all partners, to start the discussion about how we 
take a population health management approach to firstly identify residents who would most benefit from 
a proactive/primary preventative approach and secondly how we might deploy additional roles in primary 
care to support delivery.  The agreed goal was to achieve a reduction in unplanned primary, secondary 
and crisis social care.   The next steps are to build on work earlier this year that reviewed Additional 
Roles in Primary care and to plot these against a pyramid/cohort of needs, ensuring that we develop a 
consistent approach across health and social care and avoid duplication or omission of patients.  We will 
form a working group to progress these plans together. 
 
A piece of work on multiple waiting lists has identified high intensity users who would benefit from 
additional support outside the commissioned offer of Total Wellbeing non-medical reviews for people 
with over 15 attendances. 
 
In order to take forward work on co-production, a successful meeting of all BCA health and council 
partners has agreed that it would be helpful to have a BCA Advisory group to support an appropriate 
approach to co-production.  This will link with place based co-production collaboratives as new pieces of 
work are instigated. 
 
There has been the offer of support from the NHS Elect Acute Frailty Network.  Initial discussions have 
taken place with the national frailty lead and data team.  A frailty opportunity identifier has shown 
Bedfordshire Hospitals data with respect to non-elective admissions and hospital stranded patients. 
Further discussions are needed to identify a specific project but there may be improvement opportunities 
around short stay frailty patients and readmission. 

Our Vision: To deliver improved outcomes for residents across Bedfordshire and reduce 
the health inequalities in the diverse communities within Bedford, Central Bedfordshire 
and Luton Boroughs.  This will be achieved through providing integrated health and care 
services that are easy to access and tailored to the needs of our local residents 
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2. Discharge to Assess Progress 
 

Partners in the Bedfordshire Care Alliance have worked together during the pandemic to embed 
Discharge to Assess (D2A) and a Home First approach to discharge from hospital.  This work has been 
supported by central funding through the Hospital Discharge Fund (HDF).  We want to embed some of 
the new ways of working which were successful in how we work together in the future. 
 
The central funding will cease in 2022/23, and so the partners are seeking to develop options for how the 
system will ensure that the Home First approach and the benefits realised for patients and service users 
are maintained.  The work on this will continue over the next few months and will be a particular focus for 
the BCA.  As part of this work, we need to clarify financial responsibilities and how to better deploy 
money around the system to deliver the outcomes being sought. 
 

3. Developing the BCA 
 
Alison Blair, Programme Director, Bedfordshire Care Alliance started at the beginning of August and has 
been providing support to planning the next phase of the BCA’s development. 
 
As the Partnership Board will be aware, over recent years, health and care partners have been working 
well together across Bedfordshire, particularly in the response to the pandemic.  In order to go further to 
improve services and outcomes for local residents, we are planning for an improvement in how we 
operate from April 2022 so there is collective responsibility for planning and delivering care.  Through 
this we will maximise the impact of collaboration for local people.    
 
We are developing an approach to the next phase of the development of the BCA to reflect the scope 
and ambition of the BCA to transform health and care at scale across Bedfordshire with the purpose of 
delivering better outcomes and experience for the population.  The approach will include reference to 
shared decision-making and the added value of the BCA to both the BLMK Integrated Care System and 
place based partnerships at a borough level.  It will include a refreshed governance arrangements, 
financial and risk proposals as well as update programme plans for the current priorities for 
transformation e.g. frailty and complex care.   
 
To contribute to this work, meeting mapping across the BCA is ongoing and is informed by national 
guidance as it is published.  As there is further clarity on the scope of the BCA, this will guide how we 
organise ourselves to ensure the involvement of all partners. 
We will update the Partnership Board on progress with this critical work over the next six months as we 
seek support for the development of the BCA. 
 
 
 
 
 
September 2021 
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Headlines
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NHS Financial Regime in H1 
2021-22

In response to Covid-19, a temporary 
financial regime remains in place to 
cover the period April to September 
2021.

In the first half of the year (H1) the 
ICS has been given fixed funding 
envelopes. The ICS will be expected 
to break-even within these 
allocations. 

Individual organisations within a 
system can deliver surpluses or 
deficits by mutual agreement with 
other NHS organisations in the 
system, but overall the system should 
seek to achieve financial balance.

Summary of BLMK ICS NHS Financial Performance at Month 5

At Month 5 (August 2021) the ICS is reporting a £0.1m deficit to plan and 
forecasting a small deficit (£0.15m) for H1.

NHS Capital Programme
As at Month 5, expenditure on the NHS capital programme is £7.1m 
behind the YTD plan.

2021/22 H2 (October-March) Financial Framework
H2 planning guidance is expected w/c 28/09



Month 5 Financial Performance

The reported position at Month 5 is a £0.1m adverse variance to plan.

 The impact of the Elective Recovery Framework is reported as net neutral – with expenditure and 
income aligned and no margin assumed.

 The CCG has assumed that year-to-date Scheme 3 Hospital Discharge Programme (HDP) costs are 
fully supported by retrospective allocation.

 There is currently a small deficit forecast for H1, £0.15m – we anticipate that this variance will be fully 
mitigated.
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Dashboard – Key Financial Metrics for 
ICS NHS Organisations at Month 5 

5



Capital Summary

6Data Source: 
M5 Trust PFR

 At Month 5 the capital programme is showing a £7.0m YTD underspend against the phased plan.
 Capital expenditure by programme is forecast to be in line with the annual plan, with the exception of 
 NHS England East Region are strengthening their oversight of capital to ensure the region optimises it’s 

spend against the capital allocation. This will involve closer working with organisations and systems 
during the year to ensure more frequent updates to understand the variances to plan and the detailed 
narrative on the impact of profiling and forecast out-turn (FOT).  



BLMK ICS Partnership Board Forward Plan 2021 

 1 September 2021 6 October 2021 3 November 2021 
 

8 December 2021 

 
Report 
Deadline  

 10am 28 September 2021 10am 26 October 2021  10am 30 November 2021 

1 ICS Establishment ICS Establishment ICS Establishment ICS Establishment 

2 ICS Strategic 
priority 1 
 

Health and Care Innovation – 
AHSN Presentation 

ICS Strategic priority 2 
 

ICS Strategic priority 3 
 

3 Learning 
disabilities - mental 
health support 

ICS Strategy AHSN Workshop ICS Estates Strategy 
Refresh 2021 (tbc) 

4  System Oversight  
 

Clinical Leadership 
Strategy 

Performance (Recovery, 
actual against plan)  

5  Public Health presentation 
 

  

6  ICS Data Strategy   
 

 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 
 

 Finance  Finance  Finance Finance 
 

Updates to be scheduled - Diagnostics strategy, Mental Health 

  

 



BLMK ICS Partnership Board Forward Plan 2022 

 12 January 2022 9 February 2022 9 March 2022 TBC TBC 
Strategy 
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