Partnership Board for
Bedfordshire, Luton and Milton Keynes
Public Meeting
9 March 2022 – 2.30-5pm
Via Microsoft Teams
Item

Welcome
1. Apologies for absence
To receive any apologies for absence.
2. Declarations of Interest
To receive any declarations of interest.
3. Partnership Board meeting notes
a. To approve the meeting notes of the Partnership
Board on 9 February – attached
b. Action log - attached

Lead
Chair
Chair

Timings
2.32pm

Chair
Chair
Paper 3a

2.35pm

Paper 3b

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

Chair

2.40pm

5. Chair’s update - verbal

Chair

2.50pm

6. CEO’s update

F Cox

2.55pm

Alison Blair/David
Carter
Carolyn Kus

3.10pm

9. Strategic Estates update

Nikki Barnes

3.40pm

10. BLMK Research update

Chirag Bakhai

3.50pm

7. Bedfordshire Care Alliance update
8. Social Care, Integration and Levelling up White

Papers

11. Priority 5 Inequalities deep dive
• Learning disabilities mental health support
12. ICS Establishment update

3.20pm

Paul Calaminus/Nicky 4.10pm
Wadely
Maria Wogan

4.40pm

13. ICS Performance update

Geraint Davies

4.45pm

14. Finance update

Dean Westcott

4.50pm

Chair

4.55pm

15. AOB
Future meetings of Partnership Board

BLMK ICS Partnership Board Minutes – Public Meeting
Wednesday 9 February 2022
Time: 14.00hrs
Microsoft Teams
MEMBERS
Dr Rima Makarem (BLMK ICS Chair)
Felicity Cox (BLMK ICS Executive Lead, Accountable Officer, BLMK CCG)
Alison Blair (Bedfordshire Care Alliance Managing Director)
Alison Davis (MKUH, Chair)
Dr Belinda Akuben
Carolyn Kus (Luton Borough Council, Interim Corporate Director Population Wellbeing)
Cllr Louise Jackson (Bedford Borough Council, Portfolio holder for Health and Wellbeing)
Cllr Khtija Malik (Luton Borough Council, Portfolio Holder for Commissioning and Public Health)
Cllr Tracey Stock (Central Bedfordshire Council, Executive Member Health Wellbeing &
Communities)
Chris Carberry (East of England Ambulance)
David Carter (Bedfordshire Hospitals CEO)
David Stout (Milton Keynes Place, Managing Director)
Dean Westcott (BLMG CCG, Chief Finance Officer, ICS Executive Finance Lead)
Dorothy Griffiths (CNWL, Chair)
Jason Reddy (Bedford PCN)_
Joe Harrison (Milton Keynes Hospital CEO)
Julie Ogley (Central Bedfordshire Council, Director of Social Care, Health and Housing)
Kate Walker (Bedford Borough Council, Director of Adults’ Social Care)
Louise Cole (PCN Central Bedfordshire)
Mary Elford (CCS Chair)
Maxine Taffetani (BLMK Healthwatch representative)
Matthew Winn (Matthew Winn (Cambridgeshire Community Services NHS Trust, CEO)
Nicola Kay (BLMK ICS Programme Director)
Paul Calaminus (ELFT CEO)
Robin Porter (Luton Borough Council, CEO)
Ross Graves (Ross Graves (CNWL Executive Director)
Sarah Whiteman (BLMK CCG Clinical Chair)
Simon Linnett (Bedfordshire Hospitals Chair)
Sonal Mehta (BLMK VCSE lead)
Dr Tayo Kufeji (Milton Keynes PCN)
APOLOGIES
Clare Murdoch (CNWL CEO)
Clare Walton (Community Action MK)
Mayor Dave Hodgson (Bedford Borough Council)
Cllr Peter Marland (Milton Keynes Council, Leader)
Dr Nasir Hassan
Dr Suhail Khan
Michael Bracey (Milton Keynes Council, CEO)
Mike Murphy (East of England Ambulance)
ATTENDEES
Jacqueline Gray (Bedford Borough Council
Maria Wogan (BLMK CCG Programme Director)
Mary Idowu (BLMK ICS Assistant Director of Sustainability and Growth)
Rebecca Green (BLMK ICS, Associate Programme Director)
Michelle Summers (BLMK CCG, Associate Directort Communications & Engagement)
Sanhita Chakrabarti (BLMK CCG, Clinical Lead)
Michelle Evans-Riches (BLMK ICS, Programme Manager)
7 members of the public
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Item
No.
1.

Discussion
Welcome and introductions
The Chair welcomed everyone to the meeting.
Apologies for absence
Apologies for absence were received as detailed above.

2.

Declarations of Interest
There were no declarations of interest.

3

Minutes & Actions
a. Minutes
The minutes of the Partnership Board, which took place on 8 December 2021
b. Actions
Action 67 – Performance update
A system performance update would be reported to the next meeting.
Action 72 – Social Care white paper
This was on the forward plan for the next meeting, with information on the
integration and levelling up white papers.
Action 73 – Priority 3 update
Consideration whether the age range for aging well should be reduced was part of
the ongoing discussions. Action: Closed.

4

Chairs Update
Offers have been made to two candidates for the NEM roles and the employment
checks were being made before the appointments would be formally announced.
Noted

5

CEO designate update
Covid Vaccination
There had been considerable effort and collaborative working to increase the Covid
Vaccination capability and to date two thirds of the eligible population had received
the Covid booster. In addition, residents were still coming forward for their first and
second vaccine doses. In the East of England 400 more acute hospital beds were
occupied with Covid positive patients than on Christmas Eve.
CCG staff that had been re-deployed to assist with the vaccination programme are
returning to their substantive roles as the demand for vaccination has reduced.
Vaccination resource is being matched to the demand.
Dedicated labour-intensive work was being undertaken to reach residents that had
previously been difficult to connect with.
ICB recruitment
Recruitment for the ICB mandatory Board members, Chief Financial Officer (CFO),
Medical Director and Chief Nursing Officer were underway. An offer had been made
for the CFO position, but information was still awaited from NHSE before this could
be confirmed. The Medical Director position had been shortlisted and interviews
were takin place next week and the shortlisting for the Chief Nursing Officer was
taking place next week.
2

Action

CCG Executive Consultation
The consultation on the ICS Executive structure had commenced with the CCG
Executive and was what was in the Target Operating Model that had previously
been reported. The final structure would be reported to a future meeting.
TUPE Consultation
The TUPE consultation with CCG staff had been paused due to the deferment of the
legislation for the ICB and was likely to commence in April. Trade Unions had been
involved in the process and understood the reasons for the delay.
Consultation with the staff regarding flexible working to enable them to return to the
offices continued and discussions with local authority partners on sharing facilities
were also progressing.
The CCG was involved in a wider stocktake on how ICS can support primary care
now and in the future. The outcomes will be reported to the Partnership Board
following conclusion in March/April.
Elective Accelerator Programme
Work had continued during the last Covid wave with focused effort on discharge
which enables beds to be made available for elective patients.
Noted.
6

Milton Keynes Health and Care Alliance (MKH&CA)
MKH&CA has had two development sessions and met formally twice. In the
development sessions, it has developed proposals that build on the current
partnership to build stronger relationships and a proposition called the MK Deal. This
proposal is supported by all local statutory partners.
It proposes responsibility to be devolved to a local health board which would take on
developing improved co-ordination and integration of services, managing demand
more efficiently, focus on prevention, improve efficiency and act as the
commissioning body for agreed services. The ICB would produce an annual remit
letter that would provide a mandate for MKH&CA with an agreed set of objectives
and priorities within set resources. It would also define the accountability and risk
management arrangements and in return there would be an expectation of improved
performance.
The ICB would provide funding and staffing resource with resources from partner
organisations to support MKH&CA in the delivery of the requirements. The proposal
details how the ICB will add value at Place and support improved services for
residents in Milton Keynes.
The ICB retains accountability for the functions and would continue to provide
expertise to support functions and to drive the reduction of unwarranted variation.
The existing MK Health and Wellbeing Board (HWBB) would be re-constituted as
the local health board to take on these responsibilities in addition to its statutory
duties. The HWBB has a statutory responsibility to develop the Joint Strategic
Needs Assessment, Health and Wellbeing Strategy and promote partnership
working. The Council has been fully engaged with the development of the proposals
and checking the legality of the HWBB taking on additional functions. This model
was being adopted in other ICSs nationally.
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The local health board will be supported by an Executive Chaired by Michael
Bracey.
The next steps were to provide more detail with key priorities, the functions to be
delegated and a detailed organisational development (OD) programme to support
the board and integrated executive adapt to the new ways of working. The Health
and Wellbeing Board has statutory responsibilities, and it functions in a particular
way and will need support to develop its partnership working.
The proposition would be taken to the HWBB on 23 February and the forthcoming
elections in Milton Keynes had been taken account of in the timetabling of the
approval process. The VCSE and Healthwatch had been engaged on the proposal.
It was commented that residents identified the HWBB as the established local forum
for health and wellbeing initiatives, and the challenge was to have effective
mechanisms for residents to connect and be involved with the work.
Place needs to define its strategy and detail how it is going to address the priorities
and from that the financial and staff resources can be allocated accordingly. The
importance of the role of Place to support the ICS was also emphasised.
Bedford Borough were also having similar discussions on transitioning the HWBB to
genuine partnership and collaborative working using local knowledge of
communities to drive the agenda. The workshops have been facilitated and
challenged thinking on the new ways of working.
The use of data to underpin decision making and to co-produce solutions with the
population was key to improving health and wellbeing.
Agreed: That the MK Health and Care Alliance update be noted and the
proposed approach to partnership working in Milton Keynes be endorsed.
7

ICS Establishment Update
The progress on the implementation of the programme plan was reported. The
timeline had been altered due to Covid and changes to the legislative timescale.
Recruitment to the statutory roles on the ICB was in progress and the process for
partner member appointments was being discussed with partners. A draft role
description for partner members was enclosed with the papers for the meeting, but it
was stressed that legislation may change the partner member appointment process.
The partner members cannot be appointed before the Act receives Royal Ascent,
which is anticipated will be in April. The appointment process was likely to require
nominations to be supported by all partners in the member category, which created
a challenge in primary care.
It was clarified that a partner member would represent their sector and nominations
required collective support but not represent their organisation or GP practices. The
ICB was a unitary Board, and all members would take decisions in the interest of the
wider population and balance the interest of the sector and population need.
Clarity In the role description regarding partnership and communities and whether
this related to providers or resident communities was required.
Noted

8

Financial Planning
4

ACTION
75MW

The system financial framework was linked to the Operational Planning Guidance
that was published in December 2021. System Finance Directors are working
through the detail, but some guidance was still awaited.
Notification has been received of a one-year revenue allocation, as part of the threeyear settlement and the remaining two-year allocation is expected later in the year.
The three-year capital allocation has been confirmed. The one-year revenue
allocation was built on the H2 financial provision and there was a duty to remain
within the allocated resources.
The allocation includes an overall growth element and scenarios were being
developed to distribute the funding considering demographic and non-demographic
considerations.
The allocation includes a requirement for an overall efficiency of 1.1% and system
wide efficiency plans are being discussed. Taking account of system benchmarks
comparisons and BLMK was working with regional productivity group. There was
significant opportunity to work with partners to reduce duplication, release
resources, staffing and funds, and increase effectiveness.
There had been a different funding regime during Covid and there was a system
convergence adjustment to move back to a fair share basis. In 2022/23 there was an
adjustment as BLMK allocation was considered to have 1.1% over the fair share
allocation which equated to an additional £3.5m of efficiencies being required.
Previously the three CCGs were under allocated, but there had been a change to
the national allocation formula. Further guidance as expected and there is a tool that
will aggregate information to enable visibility of Places and Alliances fair share
allocations.
It was noted that in the East of England, BLMK was closest to the fair share
allocation.
There was a reduction in the Covid allocation to £22m from £50m last year and
there was an additional reduction in provider income support.
The elective recovery funding has been allocated and the performance has to be
110% of the pre-pandemic levels (104% on a cost weighted basis). Those who have
been on the waiting lists longest and those with highest clinical need will be
prioritised. The health inequalities perspective must be considered regarding waiting
lists.
In addition, it was important to build into the plan the use of population health
information, prevention, wider system requirements and opportunities to reduce
inequalities e.g., the proportion of lifespan a child is waiting for a service and the
impact, can help with prioritisation.
Consideration needs to be given to the backlogs in other services and communicate
to residents that the backlog will not be reduced as quickly. There has been further
guidance that has to be examined regarding elective backlogs. One of the key roles
of ICS is to focus on the entire backlog not just electives as it is equally distressing
to wait for other services e.g., mental health, children services.
The Hospital Discharge fund ceases in 2022/23 and the implications are being
worked through with partners with the opportunity to use current flexibility for
2022/23 to develop long term solutions. This is being discussed at Bedfordshire
Care Alliance and may need to be escalated if there were any issues.
5

Capital is constrained in 2022/23 and becomes more constrained over the threeyear settlement, so the capital plan has to be carefully considered.
Key milestones and assurance processes were included in the paper.
ICB must consider the system financial rules for allocations going forward and
consider in 2023/24 allocations in advance of the Planning Guidance.
Noted
9

Priority 4 Deep Dive
A presentation on priority 4 growth and the sustainability agenda was given and the
following areas highlighted:
•
•
•
•

•
•
•

•
•
•

•

What outcomes should BLMK be aim for in priority 4 and how would success
be measured needs to be considered
There are a number of statutory, policy and scientific reasons that growth
and sustainability are important and in addition using the ambassadorial role
as anchor institutions to influence change.
Covid has made the inequalities gap wider and underrepresented residents
experience difficulties accessing services, employment and adequate
housing
Priority 4 ambitions were:
 Develop NHS organisations as anchor organisations to support
sustainable growth
 Develop and deliver the ICS approach to sustainability including
supporting delivery of net zero NHS Commitments
 Develop the ICS’s approach to research and development, including
encouraging and incentivising investment in research in BLMK
 Develop Skills in the local population and support employment
pathways for local people
 Maximise the potential growth opportunities for BLMK through the
Oxford-Cambridge Arc
An anchor institution workshop was held in November 2021 with public,
private and academic sector representation and there is an appetite to work
together in an Anchor Coalition.
Leeds had developed a self-assessment progression framework to assess
an anchor institution across various domains. It assesses the current position
and the ambition for the future.
An example of housing as a wider determinant of health, which had been led
by local authorities, but there was a role for socially housing organisations,
as an anchor institution, to support residents. Social housing organisations
can also engage with some of the most vulnerable in society.
Keeping the High Streets in villages and towns vibrant is important to local
community sustainability and there is a need to work with local business and
VCSE organisations to retain and attract new traders.
Anchor institutions hold a great deal of estate and land which could be used
differently and innovatively for our community’s benefit. An audit of premises
and land should be undertaken to identify what could be used differently.
Individually and collectively organisations have a duty to spend resources in
a corporate and socially responsible way. A procurement group has been
established to establish new ways of working. In Preston, there had been a
collective decision to increase the percentage amount of goods and services
procured locally, which increased revenue in the local economy.
The NHS have agreed to have a 10% social value in weighting of contracts
from April 2022, but Luton already applies 20% and any contract over £100K
a local provider had to be approached to tender for the contract.
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•

•
•
•

•
•
•

Environmental Sustainability across the ICS - NHS organisations had to
develop a green plan by January 2022 and a system plan is being developed
and must be submitted by end of March 2022. The green plan will reflect how
the ICS is working with our residents, Healthwatch and VCSE.
BLMK has large academic organisations and need to be engaged in the
thinking on the green plan.
The ICB needs to consider how to include the sustainability impact of its
decisions.
Environment, Social and Governance Framework is being widely used to
identify variation and potential areas for improvement. The ICS can consider
using elements of the framework to produce improved performance, foster
innovation and attract funding.
There is strong data at Place level, however from an ICS system
perspective, this is not as robust, and it was proposed to use analytics to
provide a system view.
Levelling Up White Paper – it challenges what can be done differently, for
example making health and care roles attractive for young people and
working with academic organisations to do this.
The outcomes from this programme are being developed and the
involvement of our communities to influence change was imperative.

Discussion
It would be useful to have a few priorities that anchor institutions could practically
implement this year e.g., joint procurement. There was an opportunity of innovative
procurement within legislative boundaries and the joint procurement group is
developing ideas. The Health and Social Care Act would mean that NHS
organisations no longer had to rely on competition to demonstrate value for money.
It is important to use current governance arrangements if appropriate and if not, a
lean governance structure was supported.
The local authorities have more mature green agendas and using their knowledge
and expertise to challenge the NHS organisations would be helpful.
It was noted that some NHS provider organisations had wider footprints than BLMK
and had to ensure that the requirements on growth and sustainability were
consistent to meet all the obligations from the different ICS’.
There was broad support for apprenticeships as a mechanism for service users and
residents to develop a career pathway.
The health sector was involved in the Oxford-Cambridge ARC planning and
development.
Agreed: 1. That the approach to priority 4 as detailed in the report and
presentation be endorsed.
2. That a small number of priorities be proposed for 2022/23 and longer-term
objectives be shared with the Partnership Board and that the governance
overseeing implementation of the priorities be streamlined.
10.

AOB
None

Meeting closed at 16.00 hours
10 February 2022
Michelle Evans-Riches
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BLMK Partnership Board Action Log
Ref

Date

Item

Action

Responsible

72

08-Dec-21

BCA Update

Social Care white paper and integration will
be reported to the next meeting.

75

09-Feb-22

ICS Establishment update

Clarity In the role description regarding
partnership and communities and whether
this related to providers or resident
communities

Julie Ogley/Kate
Walker/Michael
Bracey/Robin Porter
Maria Wogan

Deadline

Status

Comments

01-Mar-21 Closing

On agenda

09-Mar-22 Closing

The role description has been reviewed and the section
referred to does relate to the partner community. The resident
community is referred to in the section below called:
Social justice and health equalities
Ensuring the ICB is responsive to people and communities and
that public, patient and carer voices are embedded in all of the
ICB’s plans and activities.

Meeting title
Report title:

Date: 9th March 2022
Agenda item: 7

SRO:

BLMK Partnership Board
Update on the Development of the
Bedfordshire Care Alliance
Name: David Carter

Report Author:

Name: Alison Blair

Title: Programme
Director

Executive
summary

Title: Chair of the BCA
CEs Group

This report provides an update on the development of the
Bedfordshire Care Alliance (BCA) in particular:
Further defining the role of the Alliance within the BLMK
ICS and its relationship with place based planning and
delivery
• The development of the BCA’s work plan for 2022/23
including building clarity on the future direction of the
BCA and how it will develop in the longer term
• Next steps for establishing the BCA’s governance
arrangements, the most significant element of which will
be the development of a BCA Committee of the ICB to
oversee Bedfordshire business and the development of
the BCA.
This paper sets out how we will support effective delivery of all
the strategic priorities in Bedfordshire. It is a contribution to the
ways of working enabler as we develop our approach to
integrated working. A particular focus of work so far is on priority
three Aging Well.
A key aim of the BCA is to address the inequalities in the
health and experience of Bedfordshire residents. The impact
of the pandemic has exacerbated existing health inequalities.
A core objective of the BCA is to support place based priorities
tackling inequalities and to work at scale across Bedfordshire
when it makes sense to do so.
•

Link to Strategic
Priorities or ICS
Development plan
How this work
addresses
inequalities

Potential Risks
and Issues

The BCA want to actively tackle unwarranted variation in
service provision and quality. The BCA will work to further
understand where variation of this type exists and collectively
address key areas. This will be an element of the work
programme.
A risk register is being developed. Initial risks to the
development of the BCA are being identified. They will
include:
•
•

System working may be compromised if components of
ICS are not reconciled for an effective working model
Any changes in leadership may impact on the pace of
progress

If clinical and professional leadership is diminished due
to uncertainly and system changes, the delivery of the
work plan may be compromised
• If cultures and behaviours are not in line with BCA
principles, it will reduce the effectiveness of BCA
working.
Information Approval
To note
Decision
•

Purpose
(tick one box only)

x

System
action/support
required

Continued support from partners to contribute to the
development of the BCA and the work plan 2022/23 will be
required. The work plan will identify those areas where
resources and leadership contributions may be required.
Recommendation
The BLMK Partnership Board is asked to consider and
comment on progress with the BCA’s development
Stakeholders
Colleagues in all Bedfordshire health and care partners have
consulted/involved been and will continue to be engaged in BCA development
in development of through the BCA CEs meetings, programme work and other
the paper
settings.
Document history
Appendices

The contents of this paper summarise discussions at BCA
meetings including most recently the BCA CEs Group in
January and February.
Presentation providing an update on BCA development is
attached as appendix A

Progress and Next Steps for the BCA
March 2022
David Carter, BCA SRO
Alison Blair, BCA Programme Director

The Bedfordshire Care Alliance

Our Vision: To deliver improved outcomes for residents across Bedfordshire and reduce the health inequalities in the diverse communities within Bedford Borough,
Central Bedfordshire and Luton. 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
Background

Our Objectives

Phased Approach to Development

The BCA was formed in 2019 as a collaboration of
partners in Bedfordshire to provide a forum for
transformation and coordination of health and care
where success could not be achieved by any single
organisation or area alone. Bedfordshire was
identified as the right footprint to work together at
scale; our residents are bound together in a single
county with historical links, relationships and synergy
among partners. During the pandemic we worked
together as partners in an unprecedented way to
deal with challenges and mutually support each
other. We want to build on this legacy as we
continue to deal with significant pressures and
recovery together.

The particular focus of the BCA is to work at scale across
places in Bedfordshire to create a coherent healthcare offer
and deal with the most significant challenges that we face.
• We want to deliver genuinely integrated care and support
for local people in Bedfordshire. More joined up care,
closer to people’s homes has the potential to dramatically
improve health outcomes whilst also supporting health
services to be more efficient and targeted in the services
they offer. We believe that it is essential to coordinate at
scale.
• We also want to actively tackle unwarranted variation in
service provision and quality. We know that over time
services have developed which offer a different
experience to local residents according to where they live
in Bedfordshire. We want to ensure that all residents of
Bedfordshire have the same level and quality of health
services.
• The BCA will not only benefit the local population but will
provide more rewarding roles for health and care staff
across the area. It will enable us to make better use of
existing voluntary sector and community resources and
our buildings and facilities; build an innovative, linked-up
digital infrastructure; and ensure money is invested in the
right places. This ambition to work together and integrate
the care we provide around the needs of our residents is
about investing our resources effectively, using our public
money, our people and our other assets to best effect.

From April 2022, we will establish a Bedfordshire
Committee of the BLMK ICB called the Bedfordshire Care
Alliance. This Committee will be made up of
representatives of key partners – the ICB, Bedfordshire
Hospitals FT, ELFT, CCS, local authorities and primary care
networks. Reporting to the ICB, it will be responsible for:
• Address unwarranted variation in quality, access and
outcomes that people experience in different parts of
Bedfordshire
• Design, plan and organise health services integrated
with social care provision in Bedfordshire – making
sure resources are in the right place for the best
outcomes
• Focus on the things we need to do once across
Bedfordshire – standardise where we can and it
makes sense to do so
• Support place priorities with coherent engagement
from providers covering larger footprint and tailoring
where particular place population need requires it.

In order to go further in improving health services
and outcomes for local residents, the Bedfordshire
Care Alliance (BCA) plans a step change in how we
operate as a partnership. Under the auspices of the
BLMK Integrated Care Board, this involves NHS
providers working together with partners including
local authorities and primary care representation to
take collective responsibility for planning and
delivering health care in Bedfordshire, aligned to
social care. Through this we want to improve
outcomes for local people, address inequalities and
better use resources.
The BCA will work as a partnership on a Bedfordshire
basis where it makes sense to do so. We will also
work at place/borough level, as well as contributing
to the work of BLMK ICS. Working at all these levels
is key to levelling up outcomes and reducing
variation and inequalities to make the biggest
difference to our residents.

By focussing on these areas we want to Improve outcomes for
everyone across the whole life course to ensure the best start
in life and a healthy old age. The BCA is focussed on
integrating and coordinating care across the NHS; services
provided by acute, mental health, community and primary
care networks including primary care; physical and mental
well-being as well as the wider factors contributing to health
and well-being.

BCA Progress and Next Steps, Mar 2022

From April 2023, building on the BCA as a Committee of
the ICB, it is proposed to develop a lead provider
arrangement with delegated responsibilities and
resources for planning and delivery in Bedfordshire. This
will involve the delegation of NHS resources, functions
and responsibilities from the BLMK ICB to a collaboration
of providers (Bedfordshire Hospitals NHS Trust,
Cambridgeshire Community Services NHS Trust and East
London NHS Foundation Trust) via a lead provider
(Bedfordshire Hospitals FT). Initially this will include the
delegation of a capitated budget for specified health
provision for Bedfordshire. The details and benefits of
this will be worked through with all partners during
2022/23.
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Output from November Bedfordshire Workshop - Description
of Place and BCA Roles
These are broad descriptions to indicate the sorts of functions that might be done at place/BCA
level.
PLACE PARTNERSHIPS:
• Coordinate delivery of care within a council footprint for individuals and local populations –
make sure people get the right care based on population and personal circumstances
• Convenors of wider partnerships concerned with health and well-being in the local geography
e.g. third sector; those concerned with housing, employment, education etc.; other health
partners who provide services to local residents
• Particular focus on prevention and well-being
• Support primary care network development
BEDFORDSHIRE CARE ALLIANCE:
• Addressing unwarranted variation in quality, access and outcomes of what people receive in
different parts of Bedfordshire
• Designing, planning and organising heath services integrated with social care provision in
Bedfordshire – making sure resources are in the right place for the best outcomes
• Focussing on the things we need to do once across Bedfordshire – standardise where we can
and it makes sense to do so
• Supporting place priorities with coherent engagement from providers covering larger footprint
and tailoring where particular place population need requires it.

Draft in Development – Phase 1 BCA Governance Arrangements1 (to be established in
shadow from April 2022 and as Committee of the ICB from July 20222)
BCA Committee will be committee of the BLMK ICB to:
Address unwarranted variation in quality, access and outcomes
that people experience in different parts of Bedfordshire
Design, plan and organise health services integrated with social
care provision in Bedfordshire – making sure resources are in the
right place for the best outcomes
Focus on the things we need to do once across Bedfordshire –
standardise where we can and it makes sense to do so
Support place priorities with coherent engagement from
providers covering larger footprint and tailoring where particular
place population need requires it.
Membership – reps from ICB, BHFT, ELFT, CCS, primary care, LAs

•

Provide clinical leadership and advice
to the BCA
• Consider all significant service
proposals prior to being taken to BCA
Committee
• Identify clinical priorities to inform the
BCA’s work plan
• Provide a strong link to the BLMK
clinical structure as well as East of
England and national clinical &
professional bodies to consider local
application of external work, drive
innovation and apply research
Membership – Medical Directors, Directors
of Nursing, primary care representatives,
care professionals etc.

BLMK ICB

Place Boards (Bedford, Central Bedfordshire
and Luton), Trust Boards (BHFT, CCST, ELFT)
and other relevant partner governance

BCA Committee

Supported by

BCA Clinical and
Professional
Leadership Group

Focus on service transformation through programme and
working groups to deliver the BCA work plan
• Frailty and complex care programme group
• Digital programme group
• Other Bedfordshire wide structures/programme groups
developed to take forward priorities

BCA Executive
Group

Support the work of the BCA committee:
• Oversee the development and delivery the BCA’s
work plan including identifying and mitigating risks
and issues
• Oversee the future development of the BCA and its
success as a provider collaborative
• Ensure effective engagement of clinicians and
professionals in the work of the BCA
• Ensure co-production is embedded in the work of the
BCA
• Act as an advocate for the BCA and its aims
Membership – Chief Executives/Lead Directors from ICB,
providers, local authorities, primary care

Focus on operational delivery and service co-ordination across the BCA
• Operational Delivery Group (Health and Social Care Cell
incorporating the A&E Delivery Board) – TO BE AGREED
• Supported by Delivery Group, Workforce Group etc.

Notes:
1. BCA Committee and BCA Clinical and Professional Leadership Groups are new to the structure in 2022
2. In line with new national timetable

Development of Initial BCA Work Plan 2022/23
We are developing a BCA Work Plan for
2022/23 for approval by the BCA Chief
Executives Group in March 2022.
The purpose of the 2022/23 work plan is
to:
•

Identify priority areas for BCA for
2022/23 to improve outcomes and
services, and support infrastructure
development across Bedfordshire.

•

Provide a timetable for delivery and
be accompanied by programme
plans setting out objectives,
leadership, resources timetable, risks
etc for each area.

•

Provide a platform and framework
for longer-term planning.

•

Provide a plan of BCA activities as the
basis of reporting to the BCA
Committee of the ICB.

•

Set out interim working
arrangements to support BCA future
development.

The plan will include the following sections:
1.

An update on progress and next steps for current work programmes
around frailty/complex care, digital, and hub development.

2.

Forward plans for issues in the planning pipeline that require BCA
oversight (MSK, eye care, referral management) and new priority
areas.

3.

An outline of how the BCA can support delivery of place plans.

4.

Areas of the BLMK operational plan that are the responsibility of
BCA to deliver.

5.

An plan to support BCA transition from ICB committee to lead
provider.

BCA Progress and Next Steps, March 2022
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The Bedfordshire Care Alliance – summary of next steps
Milestones
Workstream

Date

1. Establish the BCA Committee as a committee of the ICB
(recognising it may need to adapt during 2022/23 as the BCA
develops)

Shadow from April 2022 and in full from
July 2022

2. Agree initial BCA Work Plan 2022/23 (including how BCA can
support place priorities and the Bedfordshire elements of the
BLMK Operating Plan)

By end of March 2022

3. Establish other elements of the governance structure including
the clinical and professional leadership group, the executive
group etc.

By June 2022

4. Set up programme and delivery structure to deliver work plan
including clarity on leadership, resources from ICB/partners etc

By June 2022

5. As part of transition plan to 2023, define scope of potential lead
provider arrangements and confirm this as preferred option for
delivery of BCA priorities with identified high level benefits and
preferred form of governance

By July 2022

BCA Progress and Next Steps, March 2022
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The government has published White Papers:
• People at the Heart of Care: adult social care reform,
• Joining up care for people places and populations; and
Levelling up.
This paper sets out main reforms raised in the white papers.
Age Well
- People staying well and functionally independent and socially
engaged.
- Providing proactive care for people at risk of poor outcomes.
- Putting in place complex coordinated care when needed,
including at end of life.
Inequalities
People having equal life chances, opportunities and level of
prosperity wherever they live.
The White Paper’s vision of social care reform is to ensure that
“access to care is fair and accessible to all”. The levelling up
white paper aims to ensure that people across the UK benefit
from the same life chances and opportunities.
Risks include strategic and operational capacity in the
workforce, as well as inadequate funding to be able to deliver
system reform.
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Specific reference to ICS actions is set out in the paper, in
relation to housing and house ownership, technology, the voice
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and development, local transport infrastructure, healthy life
expectancy, crime, devolution and community satisfaction.
There may also be requirements on the ICS in relation to the
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Recommendation

That the system considers how its plans and actions will
support the actions for Integrated Care Systems set out in the
White Paper.

Stakeholders
consulted/involved
in development of
the paper

N/A

Document history

N/A

Appendices

A - NHS briefing on Integration White Paper; joining up care for
people, places and populations
B – East of England Local Government Association briefing on
Levelling up White Paper

Background
1. The government has issued a series of white papers:
•
•
•

People at the Heart of Care: adult social care reform]
Joining up care for people, places and populations
Levelling up

This report gives an overview of the three white papers and Partnership Board are asked to
consider the implications for the collaborative partnership of the ICS in regard to the requirements of
these white papers.
2. People at the Heart of Care: adult social care reform
The White Paper “People at the Heart of Care: adult social care reform” sets out the
Government’s ten year vision for social care reform, alongside details already published on the Care
Cap and the Health and Care Bill. The forthcoming Integration White Paper will outline further
reform. This White Paper is also part of the Government’s vision for people with disabilities,
alongside the National Autism Strategy and National Disability Strategy. This briefing note focuses
on the main headlines in the White Paper and any actions for Integrated Care Systems. It does not
include detail on the main actions set out for local authorities.
2.1 Detail
The key objectives set out in the White Paper are that:1. People have choice, control, and support to live independent lives.
2. People can access outstanding quality and tailored care and support.
3. People find adult social care fair and accessible.
The main policy proposals are: • “At least £300 million to integrate housing into local health and care strategies, with a focus
on increasing the range of new supported housing options available. This will provide choice of
alternative housing and support options.
• At least £150 million of additional funding to drive greater adoption of technology and
achieve widespread digitisation across social care. Digital tools and technology can support
independent living and improve the quality of care.
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•
•

•
•
•
•

At least £500 million so the social care workforce have the right training and
qualifications, and feel recognised and valued for their skills and commitment. We want the
workforce to also have their wellbeing prioritised.
A new practical support service to make minor repairs and changes in peoples’ homes to
help people remain independent and safe in their home, alongside increasing the upper limit of
the Disabilities Facilities Grant for home adaptations such as stairlifts, wet rooms and home
technologies.
Up to £25 million to work with the sector to kick start a change in the services provided to
support unpaid carers.
£30 million to help local areas innovate around the support and care they provide in new
and different ways, providing more options that suit peoples’ needs and individual
circumstances.
A new national website to explain the upcoming changes and at least £5 million to pilot new
ways to help people understand and access the care and support available.
More than £70 million to increase the support offer across adult social care to improve the
delivery of care and support services, including assisting local authorities to better plan and
develop the support and care options available.” (p7)

The White Paper also identifies the following as opportunities for improvement:• To meet the challenges of increased demand (e.g. through action that can help prevent
dementia);
• Shaping social care markets, including fair rates for all whether self-funding or in receipt of social
care funding;
• Addressing varying quality and safety – to look at why some councils have 100%
Outstanding/Good services in their areas, where others have 65%;
• Supporting the whole social care workforce, including developing a skills offer;
• Finding the right care and support, so that people can easily see what options they have;
• Better use of technology, both for people using services and for the workforce;
• More housing options;
• Integration of health and care services – to have a holistic approach for those with needs across
several services;
• Avoiding emergency admissions;
• Identifying unpaid carers and making sure they get care and support.
2.2 Role for the Integrated Care System
•

•

•

In relation to integrating housing into health and care strategies, the White Paper sets out
that this will be a critical role for Integrated Care Partnerships to drive integration both in
relation to local strategies and delivery. Further details will be in the Integration White Paper.
(Chapter 4)
The White Paper calls for the “full potential” of technology to be used, and that for
“Commissioners, ICSs and NHS partners: Commissioners to support people in the community
and following discharge from hospital by integrating technology into their care and support
plans, as well as providing more proactive and preventative care supported by improved
availability of data. ● Fully understand the benefits of digital technology and have the evidence
to target spending to effectively deploy technology that meets people’s needs. ● Proactively
identify areas for improvement and share best practice across the health and care system. ●
Draw on accurate and timely data to inform commissioning and understand the needs and
requirements of their local populations.”
Further to this, the White Paper sets out that ‘implementation support’ will be funded in each
ICS to support care providers in adopting proven technologies. The aim is to rapidly digitise
social care to ensure a more equal partnership between social care and the NHS, and support
ambitions for joined-up care.
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•

The White Paper notes the measures in the Health and Care Bill to ensure that the voice of
unpaid carers will be heard when commissioning services, as well as those who access care
and support, and that impact on carers is considered. There will also be a new obligation for
Integrated Care Boards and NHS England to involve unpaid carers when commissioning care
for the person they care for.

2.3 Some of the Next Steps in the White Paper
Government will:• Agree with Local Authorities and housing providers how to target investment in housing and the
new Innovative Models of Care Programme;
• Consult on upper limit to the Disabilities Facilities Grant, and on how to have more choice in
housing options;
• Publish a social care technology blueprint, and ‘what good looks like’;
• Develop new funded proposals to support unpaid carers, with projects on a ‘test and learn’
basis. There will be workshops in 2022 on the direction and development of funding.
2.4 Comments
• No major legislative changes are proposed – this builds on Care Act 2014 and Health and Care
Bill
• Proposals are very much built on the existing direction of travel (e.g. personalised care has been
a feature of social care for some time as shown with social care direct payments)
• This covers services both for people who need social care and for unpaid carers. Most focus
appears to be on older people, rather than the 18-65 age group.
• Quite a number of the proposals are pilots or to test and demonstrate, and may require bids to
be submitted to access.
• The view of the Local Government Association is that, whilst much of this reform is to be
welcomed, it lacks detail on where funding will be found to implement changes and risks failure
as a result.
• Whilst this is a ten-year vision, funding proposals (where they are included) cover only three
years.
3. Joining up care for people, places and populations White Paper
The joining up care for people, places and population white paper was published on 9 February
2022 and sets out the Government’s thinking on the next stage for how NHS and local government
partnerships can go ‘further and faster’ across the country, building on existing legislation and
reform, including the creation of systems, the Health and Care Bill and Thriving Places.
The briefing note at Appendix A summarises the key proposals in the white paper and the
implications for the ICS.
4. Levelling up White Paper
The Levelling up white paper was published on 2 February and sets out the Governments key
policies aimed at ensuring that people living in every part of the UK benefit from the same lifechances, opportunities and level of prosperity. The document also sets out a ‘framework for
devolution’ detailing the kinds of powers that local leaders could expect to have depending on the
level of devolution that is adopted in their area.

4

The government has set out 12 new levelling up “missions”. These are targeted, measurable and
time-bound objectives that it aims to deliver by 2030. These are primarily targeted to reducing
inequalities and addressing differences in performance between different geographical areas. Each
of these missions has a suite of statistics that will be used to measure progress.
The East of England Local Government Association has provided an overview of the white paper,
the implications for the East of England Region with details of funding opportunities and is attached
at Appendix B.
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Integration White Paper: Joining Up Care for People, Places and Population
The Integration White Paper (IWP) sets out the Government’s thinking on the next stage for how NHS and local government partnerships can go ‘further and faster’ across the country,
building on existing legislation and reform, including the creation of systems, the Health and Care Bill and Thriving Places.
Overview of the key policy proposals in the IWP:

Implications for ICSs, note the following:

1

A framework for local outcome prioritisation focused on individual health and wellbeing and on
improving population health in addition to nationally set priorities (e.g. the mandate). There will be a
further consultation on the detail in due course, with implementation from April 2023.

• Building on Thriving Places, the expectation is that all areas will have
plans for their Places agreed by April 2023, with the delegation of
services and finances to Places by 2026. This will include a single
point of accountability across HSC for each Place.

2

Health and care services in local communities ('Places’) to be strengthened. By Spring 2023 all
‘Places’ should adopt a leadership and governance model with a single point of accountability
(SPOA) across health and social care, accountable for developing a shared plan and demonstrating
delivery against agreed outcomes. The plan will be underpinned by pooled or aligned resources,
including an extensive proportion of services and spend held by the Place-based arrangement by 2026.

• While the White Paper will set out an illustrative example of Placebased governance, the precise governance model is to be agreed
locally. Where strong partnerships already exist, DHSC does not
want to unwind these.

3

Further progress on the key enablers of integration (financial alignment; workforce, digital and data)
• Review of legislation underpinning pooled budgets to simplify and update to better facilitate aligned
financial arrangements.
• Every health and care provider within an ICS to reach a minimum level of digital maturity by March
2025
• Review of regulations that prevent the flexible deployment of health and social care staff across
sectors
• Local leaders to consider what workforce integration looks like in their area and the conditions and
practical steps required
• Guidance for ICPs to produce integrated workforce plans across the whole of systems, including
more collective promotion of careers across health and social care and making it simpler for people
to move between sectors.

4

Robust regulatory mechanisms, including CQC to assess outcomes and delivery of integrated care at
Place level. The detailed methodology for inspections will be subject to future consultation. This work
will be supportive of and complementary to existing oversight and support processes (including those
used by NHS England to support integrated

• Where systems and places are effectively the same geography,
there will be no need for both place-based and ICS arrangements.
• ICSs should not pause the process of setting up Place based
partnerships and/or recruitment to wait for the White Paper.
• There are no national plans for further changes to ICS boundaries.
• The Accountable Officer role of the ICB and Chief Executive will not
change. Any local arrangements will still need to be mutually agreed,
including any aligning and/or pooling of budgets.
• There will be a subsequent consultation on a new local outcomes
framework that will allow for variation in priorities between Places
(for example to reflect different demographies) that will sit alongside
national priorities. These national priorities will continue to be set,
for example, in the mandate and planning guidance.
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EELGA Levelling Up White Paper Briefing
Date:
Report by:
Contact:

7 February 2022
Adam Thorp, Head of Policy and Programmes; Matthew Stewart, Policy and Programmes
Manager; Cath Mobbs, Policy Officer
Matt.stewart@eelga.gov.uk

Purpose
To consider the contents of the government’s Levelling Up White Paper and assess the implications for local
authorities in the East of England, and the region as a whole.

Introduction to the White Paper – Missions and Key Policies
1.

Introduction

1.1

In the Levelling Up White Paper, Government sets out its key policies aimed at ensuring that people living
in every part of the UK benefit from the same life-chances, opportunities and level of prosperity. The
document also sets out a ‘framework for devolution’ detailing the kinds of powers that local leaders could
expect to have depending on the level of devolution that is adopted in their area.

1.2

The White Paper, expectedly, highlights how government investment will be increased in regions outside
of London and the South East. Although it is not implicit, the East of England seems to be included as part
of this city-region and, as a result, interventions to increase funding in our region are few and far between.

1.3

This report looks at the anticipated implications and further considerations for our region against each of
the twelve missions set out in the White Paper.

2.

Missions and policy programme

2.1

The government has set out 12 new levelling up “missions”. These are targeted, measurable and timebound objectives that it aims to deliver by 2030. These are primarily targeted to reducing inequalities and
addressing differences in performance between different geographical areas. Each of these missions has
a suite of statistics that will be used to measure progress. These have been set out in a separate document,
and can be found on gov.uk.

2.2

The government states these are not “mechanisms for holding the government to account” but are
instead “intended to precipitate systems change through cooperation across the public, private and
voluntary sectors”.

2.3

However, given the emphasis put on these missions, and the importance of “levelling up” in the eyes of
this administration’s election manifesto, it is impossible not to see them as a mandate.

3.

Changes to central government

3.1

A number of changes to the way central government operates are outlined in the white paper. These
include:
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•
•
•
•

The government will look to increase spatial analysis, distilling where the benefits of any given policy
decision will be achieved across the country. In addition, it will further review its approach to
formula-based spending.
The government will also employ Levelling Up Directors, who will work with local areas to build local
capacity, improve the evidence base for local areas, catalyse local change amongst local partners
and bring strategic coherence.
Public bodies will be required to reduce geographical variations in the outcomes related to their
business area.
The programme of moving civil servants out of greater London into other parts of the country is set
to continue, aiming for 22,000 to be relocated by 2030. However, aside from Cambridge, there is no
indication that any further relocations will be taking place into the East of England region.

3.2

The government is also looking to streamline the funding landscape this year, with the objective of
consolidating funding pots, streamlining bidding, ensuring robust monitoring arrangements and tailoring
investments. Furthermore, the government will look to shift procurement rules to enable local authorities
to prioritise “Social Value” factors, such as the environment, or their local economy.

3.3

The government will set up a Leadership College to upskill its workforce. This will be made available to
local government executives, including Chief Executives and senior officers and will open in April 2022.

3.4

The government is also going to invest in more granular, timely and harmonised subnational statistics via
a Transformative data and analysis strategy, based around
•
•
•
•

The Government Statistical Service’s Subnational Data Strategy
A new ONS interactive subnational Data Explorer
Better data visualisation; and
Increasing incentives for experimentation in spatial data.

3.5

To boost the accountability of central government, there will be a statutory obligation to report annually
on progress towards meeting the Levelling Up Missions.

3.6

An independent and expert levelling up advisory council will also be implemented.

Policies and Implications by Mission Area
4.

Mission: By 2030, pay, employment and productivity will have risen in every area of the UK, with each
containing a globally competitive city, and the gap between the top performing and other areas closing

4.1

As announced at the 2021 Spending Review, Government will invest £1.6bn in British Business Bank (BBB)
Regional Investment Funds to support the financing of SMEs. Areas covered by this are the Northern
Powerhouse, Midlands Engine, South West England, Scotland, Wales and Northern Ireland.

4.2

Government is asking Local Government Pension Scheme (LGPS) funds, working with the LGPS asset pools,
to publish plans for increasing local investment, including an ambition of 5% of assets to be invested in
local projects.

4.3

The UK Infrastructure Bank will support local authorities to deliver infrastructure in their areas .

4.4

Government will embed the adoption and diffusion of new technologies into its business support
schemes, particularly in areas of low productivity. There will be a sub-committee for regional adoption
and dissemination and infrastructure for the new Levelling UP Advisory Council.

4.5

Implications for East of England local authorities
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•
•

From the detail in the White Paper, it appears that there will be no additional support for SMEs
in the East of England via the BBB Regional Investment Funds
The geography and boundaries for LGPS fund investment are not yet clear.

5.

Mission: By 2030, domestic public investment in R&D outside the Greater South East will increase by
at least 40%, and over the Spending Review period by at least one third. This additional government
funding will seek to leverage at least twice as much private sector investment over the long term to
stimulate innovation and productivity growth.

5.1

The Greater South East (exact geography undefined by government) has world-class assets in research
and innovation, and the UK Government is committed to its continued success as a key driver of future
productivity and prosperity.

5.2

The Department for Business, Energy and Industrial Strategy (BEIS) will aim to invest at least 55% of its
R&D funding outside the Greater South East by 2024-25.

5.3

The Department for Health and Social Care (DHSC) will ensure that the new contractual period for the
National Institute for Health Research (NIHR) Biomedical Research and Clinical Research centres , and their
associated facilities, will see increased levels of investment outside London, Oxford and Cambridge.

5.4

The Department for Transport (DfT) will invest £299m R&D investment in decarbonising transport to trial
zero-emissions road freight and invest in maritime emissions reductions in and around major ports.

5.5

Implications for East of England local authorities
•
•
•

There is a risk that the BEIS commitment on spend outside of the Greater South East may result
in reduced R&D investment in the East of England.
The DHSC’s commitment on spend on Biomedical Research and Clinical Research centres and
facilities outside of London, Oxford and Cambridge could see a decrease to funding received by
the world class super sectors along the UK Innovation Corridor.
Given the East of England's many major ports, will our region benefit from the £299m of DfT
funding to trial zero-emissions road freight and maritime emissions reductions?

6.

Mission: By 2030, local public transport connectivity across the country will be significantly closer to
the standards of London, with improved services, simpler fares and integrated ticketing.

6.1

In places where it will make the most impact, the UK Government will enable increased bus frequencies
and reduced fares, with high-frequency services in densely populated areas.

6.2

Significant bus transformation will be funded in Mayoral Combined Authority (MCA) areas. Outside of
MCAs, the Government will fund ambitious plans for bus improvement, including for example in Luton.
Further conversations will take place with councils to 'ensure their commitment to the improvements set
out in the National Bus Strategy'.

6.3

Government will work to devolve the Bus Service Operators Grant to MCAs and Local transport Authorities
that request it.

6.4

£360m will be spent to introduce London style contactless ticketing across regional rail commuter
networks.

6.5

Government is spending over £200m this year, and a total of £2bn across this Parliament, on
improvements for cycling and walking. Much of the new infrastructure will be in places where funding is
most needed. The new Executive Agency, Active Travel England, will work with local authorities on the
detailed design of schemes over the months ahead.
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6.6

Government has announced a £5.7bn City Region Sustainable Transport Settlement, for eight city regions.
These give mayors the power to design their own plans. However, none of these are in the East of England.

6.7

For areas in England that agree the highest-level devolution deals with directly elected leaders,
Government will make more targeted resource support available sooner, to put Local Transport Plans in
place before end of parliament. There will also be an offer of multi-year integrated settlements covering
core local transport funding streams for highway maintenance.

6.8

In MCA areas, the Government will provide new powers of direction to increase mayors' control over Key
Route Networks. Government will also explore transferring control of taxi and private hire vehicle
licensing to combined authorities and upper-tier authorities to allow these to be integrated into Local
Transport Plans.

6.9

Government will publish new guidelines on Local Transport Plans, so that Local Transport Authorities
(LTAs) can publish revised plans in this parliament. Government will also explore regional centres of
excellence to provide bespoke support to LTAs

6.10 Government will progress work on various roads, including the A428 and A12 in the East of England.
6.11 Implications for East of England local authorities
•
•
•
•
•

Does the use of the terminology 'where it will make most impact' on bus service improvements
mean that the East of England will miss out on investment due to its rurality?
Luton is highlighted as an area for significant funding for bus improvement.
Will areas in the East of England be included in the definition of areas in most need of Active
Travel funding?
A large proportion of the transport improvement funding is going to large city-regions. None of
these are in the East of England.
Government will progress work on the A428 and A12.

7.

Mission: By 2030, the UK will have nationwide gigabit-capable broadband and 4G coverage, with 5G
coverage for the majority of the population

7.1

The Government has announced a target of 100% of gigabit broadband and 4G coverage by 2030

7.2

In 2022, the UK Government will publish the Wireless Infrastructure Strategy. By 2027 this will review how
far the private sector will go to deliver wireless infrastructure – including 5G – across the country and
determine whether there are any market failures in places that need to be addressed, and how the UK
Government could tackle these.

7.3

Implications for East of England local authorities
•
•

No new funding announcements for digital infrastructure
East of England already has key rural areas that are lagging behind in mobile and broadband
coverage. How will government target these areas sooner to achieve its new target of 100%
coverage by 2030?

8.

Mission: By 2030, the number of primary school children achieving the expected standard in reading,
writing and maths will have significantly increased. In England, this will mean 90% of children will
achieve the expected standard, and the percentage of children meeting the expected standard in the
worst performing areas will have increased by over a third.

8.1

The DfT will publish its next steps in reforms to the national funding formula for schools in due course.
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8.2

A third of local authorities, where educational attainment is weakest, will be classed as Education
Investment Areas (EIAs). There will also be a consultation on moving schools in these areas with successive
'requires improvement' Ofsted judgements into multi-academy trusts.

8.3

Government will offer schools in EIAs retention payments to help them with teacher supply challenges.

8.4

Government will make more intensive investment across some EIAs to tackle wider issues. This could
include support from the network of school hubs, new pilot programmes to improve attendance and new
mainstream free schools, where there is clear demographic need.

8.5

The Department for Education (DfE) will open 11 new specialist maths schools for 16–19-year-olds across
England, with at least one in each region. There will be three in total in the East of England, with one
already announced in Cambridge and a further two yet to be announced.

8.6

Government will ensure that talented children from disadvantaged backgrounds have access to a college,
school sixth form or a 16-19 academy with a track record of progress to leading universities. DfE will also
open new 16-19 free schools targeted at areas that need it most. This selection process will prioritise bids
from EIAs.

8.7

The Government will invest £300m in a network of Family Hubs and Start for Life services in half of the
local authorities in England. It will also invest £200m to expand the Supporting Families programme. Areas
with higher deprivation will receive additional funding

8.8

Implications for East of England local authorities
•
•
•

The following areas in our region are announced as Education Investment Areas: Cambridgeshire,
Central Bedfordshire, Luton, Norfolk, Peterborough and Suffolk
There will be a new specialist 16-19 maths school opened in Cambridge and there are a further
two planned to be opened in the East of England; proportionally this is well above the national
average.
EIAs in the East of England will be able to bid for the opening of new 16-19 free schools.

9.

Mission: By 2030, the number of people successfully completing high -quality skills training will have
significantly increased in every area of the UK. In England, this will lead to 200,000 more pe ople
successfully completing high-quality skills training annually, driven by 80,000 more people completing
courses in the lowest skilled areas.

9.1

The DfE is piloting new employer-led Local Skills Improvement Plans (LSIPs) in 2021-22 and supporting
providers with Strategic Development Funding, to help shape technical skills provision to better meet local
labour market needs. The Government will now roll out these employer-led LSIPs across England, together
with supporting funding, prioritising areas with the most pressing skills needs. LSIPs will be led by
employer representative bodies and will engage with MCAs and other stakeholders during their
development.

9.2

Apprenticeship funding of £2.7bn will be provided by 2024-25 and will include an enhanced recruitment
service for SMEs.

9.3

Government will initiate new 'pathfinder areas' to attempt to align the delivery of education and skills
interventions. None of these pathfinder areas will be located in the East of England.

9.4

The DfE is setting up a new Unit for Future Skills which will work with BEIS and the Department for Work
and Pensions to bring together the skills data and information held across government and enable its use
across central and local government.

9.5

South Essex College will be a lead organisation for a new Institute of Technology – a collaboration between
colleges, universities and employers to deliver high tech education.
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9.6

From April 2022, there will be a trial enabling any adult with a level 3 qualification (or higher) who earns
below the National Living Wage, or who is unemployed, to access a further high value level 3 qualification
for free, regardless of their prior qualifications.

9.7

MCAs and the GLA will have the flexibility to determine the low wage thresholds in their local areas.

9.8

As part of the launch of the £2.6bn UK Shared Prosperity Fund (UKSPF), adults across the whole of the UK
will benefit from the Multiply Numeracy programme, offering national and local support for people to
gain or improve their numeracy skills.

9.9

To support the work of Jobcentres, the UK Government will also appoint specialist Progression Champions
across Great Britain who will make connections between employers, local authorities and skills providers.

9.10 The UK Government will provide £1.3bn over the 2021 Spending Review period for employment support
for disabled people and people with health conditions.
9.11 The UK Government will also continue to take forward proposals in the Health and Disability Green Paper,
Shaping Future Support, to ensure the welfare system better supports disabled people and people with
health conditions to live independently, and will publish a White Paper with further details later this year.
9.12 Implications for East of England local authorities
•
•
•
•
•
•

10.

Will areas in the East of England be defined as having the 'most pressing skills needs' and therefore
be prioritised for Local Skills Improvement Plans.
How will local authorities be involved in the development of LSIPs in the areas without directly
elected mayors?
The region's high proportion of SMEs should benefit from the 'enhanced recruitment service' for
apprenticeships.
None of the new skills 'pathfinder areas' will be located in our region.
Will MCAs and local authorities have access to the data from the Unit for Future Skills?
South Essex College will be a lead organisation for a new Institute of Technology (a collaboration
between colleges, universities and employers to deliver high tech education).

Mission: By 2030, the gap in Healthy Life Expectancy (HLE) between local areas where it is highest and
lowest will have narrowed, and by 2035 HLE will rise by five years.

10.1 The UK Government will set out a strategy to tackle the core drivers of inequalities in health outcomes in
a new White Paper on Health Disparities in England, in 2022.
10.2 The UK Government’s forthcoming Food Strategy White Paper will take forward the recommendations
from Henry Dimbleby’s independent review into a National Food Strategy, to help ensure that everyone
can access, understand, and enjoy the benefits of a healthy and sustainable diet.
10.3 A joint project will be launched between DfE and the Food Standards Agency to design and test a new
approach for local authorities in assuring and supporting compliance with school food standards. The
project will engage with multiple local authorities in March, with pilots expected to go live in September.
10.4 Implications for East of England local authorities:
•

No authorities in the East of England are stated as being part of the DfE and Food Standards
Authority project on school food standards.
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11.

Mission: By 2030, pride in place, such as people’s satisfaction with their town centre and engagement
in local culture and community, will have risen in every area of the UK, with the gap between top
performing and other areas closing.

11.1 The £1.8bn housing investment announced in the 2021 Spending Review will be made available across
England. This investment will not be subject to the 80/20 rule, which historically led to 80% of particular
housing funds being targeted at areas of lowest housing affordability.
11.2 The existing Brownfield Housing Fund will be extended in Mayoral Combined Authorities; though this does
not appear to include the Cambridge and Peterborough Combined Authority.
11.3 Twenty areas will be selected to engage in “Transformational Urban projects”, to encourage regeneration
in places that could benefit from it most. The first two areas to benefit from this policy have been
announced as Sheffield and Wolverhampton.
11.4 Homes England will use its statutory powers to partner with local leaders, unlock barriers to development
and drive forward regeneration.
11.5 To boost high streets, commercial landlords will be incentivised to fill vacant units through a new local
authority power that can be used to compel landlords to rent out vacant properties to prospective
tenants. Furthermore, 68 additional local authorities will receive support from the High Streets Task Force,
with this support being phased in from summer 2022 – 2024.
11.6 The Government is looking to further protect Green Belt space, bring back wildlife and secure natural
improvements. However, the paper does not make clear the exact policy levers that the government will
use to do this.
11.7 A new £30m Parks Fund will deliver up to £1m to at least 30 local parks in England (targeted to
refurbishment) with an emphasis on facilities for younger families. This will run alongside the £9m
Levelling Up Parks Fund which will provide direct grants to fund over 100 green spaces in communities
with the lowest access.
11.8 Local Nature Recovery Strategies will be used to restore habitats, and the Government has also committed
to a 10% Biodiversity gain in new housing developments.
11.9 £560m of funding will be granted to facilitate the National Youth Guarantee, which will ensure that by
2025 every young person in England will have access to regular out-of-school activities. The Government
has committed to kickstarting these measures with £10m in funding to be spent this year. This will be
supported by the following additional policies:
•
•
•
•
•
•

£368m will be provided to areas in England with high levels of child income deprivation and lack
of youth provision.
£288m will be provided to deliver 300 new and refurbished youth facilities.
Funding a reformed National Citizens Service for the next three years.
Offer the Duke of Edinburgh Awards scheme to every state secondary school in England.
Eliminating current non-military uniformed youth groups waiting lists for teenagers.
£4m to the #iwill fund to create thousands of volunteering opportunities.

11.10 The Government will set out a strategy for community spaces and relationships, which will be guided by
the principles of “community power,” e.g. understanding what works, listening to communities and every
community matters. This will be supported by better data and statistical work which will seek to better
understand how to measure community activity.
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11.11 The Government will review neighbourhood governance in England, working with partners in local
government and civil society. It will look into how local groups can set local priorities for a neighbourhood,
and look at the role, function and incorporation of new parish councils.
11.12 The Government will pilot new models of community partnership to give local people the power to
influence services, control community spaces and engage in place-shaping.
11.13 One such model will be to test “Community Covenants”. These are agreements between public bodies
and the communities they serve and would outline how local social capital and infrastructure can be built
and sustained.
11.14 The Government wants councils and communities to create new local design codes to shape streets as
residents wish and facilitate accessibility. In addition, the ability to meaningfully influence individual
planning applications will be improved.
11.15 The Government will consult on how the Community Ownership Fund can be enhanced in time for round
two of the fund.
11.16 The Government is currently considering how to best encourage social organisations to flourish in left
behind areas. In addition, it is looking to support community activity and leverage private investment in
all activity it undertakes.
11.17 The UK will plan to reform procurement practice across the public sector to put greater emphasis on social
value. This will include awarding contracts on the basis of “Most advantageous tender”, to encourage
social value considerations.
11.18 £44m will be unlocked through the Dormant Assets Scheme. This includes:
•

£20m through the Youth Futures Foundation, which looks to help accessibility into employment for
young people
£20m to Access – a foundation for social investment
£4m to Fair4All Finance.

•
•

The Dormant Assets Scheme will be expanded to unlock a further £880m, with a public consultation to
take place in 2022.
11.19 The Government has committed Arts Council England to spend 100% of the additional funding agreed in
the 2021 Spending Review to support culture and creativity outside London. The organisation will also
look to diversify its boards, increase the national impact of London-based operations, and continue the
work of the Cultural Investment Fund worth £40m.
11.20 Implications for East of England local authorities:
•
•
•

Ending the 80/20 rule could lead to more housing investment in the East of England.
Regarding the Brownfield Housing Fund, Cambridgeshire and Peterborough Combined Authority
appear to not be on the list of supported authorities within the White Paper.
Local authorities in the East of England to receive support from the High Streets Task Force are:
o Southend-on-Sea Borough Council
o Kings Lynn and West Norfolk District Council
o Basildon Borough Council
o Bedford Borough Council
o East Suffolk Council
o Stevenage Borough Council
o Fenland District Council
o Breckland Council
o North Norfolk District Council
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o Thurrock Council
o Harlow Council
12.

Mission: By 2030, renters will have a secure path to ownership, with the number of first-time buyers
increasing in all areas; and the government’s ambition is for the number of non ‑decent rented homes
to have fallen by 50%, with the biggest improvements in the lowest performing areas .

12.1 The Government is continuing to work towards its stated goal of 300,000 new homes per year in England
by the mid-2020s. Investment in brownfield and infrastructure projects, the Affordable Homes
Programme, and the Levelling Up Home Build Fund are all cited as key pillars of this strategy.
12.2 Regarding renting, the Government is looking to encourage renters to buy properties through the Help to
Buy Scheme and the First Homes Scheme. The government is also looking to ban new leasehold houses
and new financial ground rents and is currently consulting on measures to enable leaseholders to take
over property management and buy their freehold.
12.3 The Government is looking to increase housing quality in rented homes through various measures. They
will look to publish a white paper in the spring setting out how they will support those in the rented sector,
including the abolishing of S21 evictions, and giving all tenants a right to redress. Minimum standards for
rented homes will be created, and a national landlord register will be established to enable stronger
accountability. The Decent Home Standard will also be reviewed.
12.4 The Government is looking to bolster the existing power of local authorities to levy a council tax premium
of up to 100% to homes left empty, reducing the amount of time that the property has to be uninhabited
to one year, rather than just two years. Councils will also be allowed to retain all additional revenue this
generates.
12.5 The Government will also bring forward a Social Housing Regulation Bill, which will give residents
performance information so they can hold their landlord to account and ensure that complaints are
handled promptly. Fines can be issued for the worst offenders.
12.6 Poor energy efficiency will be addressed through retrofitting funding already announced and will be
carried forward through a Future Homes Standard and Future Building Standard.
12.7 The government will also look to increase the choices available for older people in non-decent or
unsuitable accommodation, with a task force to be set up shortly to address this.
12.8 £2bn of investment will be invested by the government to tackle homelessness and rough sleeping over
the next three years.
12.9 The Government wants improvement within the planning system, suggesting that this could come from
digital improvements to planning software, simpler and shorter local plans, and a new Infrastructure Levy.
However, there is no firm detail.
12.10 Implications for East of England local authorities:
•
•
•

13.

New measures to support those who are renting are welcome, but will potentially have an impact
on local authorities who are the ultimate landlords of some social housing, and may therefore
have to start gathering performance information and avoid fines.
The ability to charge additional council tax of vacant homes could be relevant in some local
authorities with resort towns that might host holiday homes.
New reform ideas proposed suggest that the government is going to put Local Plans under much
greater scrutiny.

Mission: By 2030, homicide, serious violence and neighbourhood crime will have fallen, focused on the
worst-affected areas.
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13.1 As announced at the 2021 Spending Review, the Safer Streets Fund will continue for the three financial
years between 2022 and 2025, with local authorities able to apply for a maximum of £500,000, though
they must put in at least £1 for every £2 the government provides.
13.2 The government’s 10-year drugs strategy will come into force, with £3bn funding over the next three
years, including £900m of additional funding targeted to places of extra need.
13.3 The Government will work with Addiction, Diversion, Disruption, Enforcement and Recovery (ADDER)
areas to provide additional support and local coordination around drug users in a locality, to stop them
committing crime. Within the East of England, Norwich is the only ADDER Area.
13.4 The Government is investing £93m over the next three years to increase the amount of unpaid work that
offenders deliver to around 8m hours per year. This is 1.75m hours higher than at any time since records
began in 2015. This will include ramping up unpaid work undertaken by 16 and 17 year olds. This boost in
unpaid work will be leveraged as part of a “National Spring Clean” plan.
13.5 The Government will bring in new powers for the police to deal with noise complaints, which will mirror
the powers already seen in Scotland. However, local authorities will retain the statutory responsibility for
dealing with noise nuisance. This legislation will be brought forward “when parliamentary time allows”.
13.6 The Government will publish a new plan for anti-social behaviour and quality of life issues.
13.7 Implications for East of England local authorities
•
•

14.

Local government would be better suited to work within ADDER areas if the objective is additional
support and coordination. Government should therefore ensure there is good funding in place for
Norwich City and Norfolk County councils to address drug policy in their area.
The increase in unpaid hours that could be worked by offenders could potentially be used by local
authorities.

Mission 12: By 2030, every part of England that wants one will have a devolution deal with powers at
or approaching the highest level of devolution and a simplified, long -term funding settlement.

14.1 Devolution will be extended by inviting nine areas to start formal negotiations to agree new county deals,
ideally to be agreed by autumn 2022. County Councils will be expected to work closely with their district
councils on these, and any future, county deals.
14.2 Furthermore, new Mayoral Combined Authority (MCA) deals will be agreed, and existing deals will be
enhanced.
14.3 Devolution will be deepened through “Trailblazer” deals with the West Midlands MCA and Greater
Manchester MCA, which will act as blueprints for other MCAs to follow. The funding landscape for MCAs
will also be streamlined, initially as part of the Trailblazer deals.
14.4 Devolution will be simplified through the creation of a Devolution Framework, which will clarify the kinds
of devolution available in England. Non-trailblazer MCAs, and the GLA, will be invited to bid for further
powers through this new framework. There are three different “Levels” of devolution within the
framework:
•
•

Level 1: Local authorities working together across a functional economic area (FEA) or a whole
county area
Level 2: A single institution or county council without a Directly Elected Mayor, across a FEA or a
whole county area
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•

Level 3: A single institution or County Council with a Directly Elected Mayor across a FEA or whole
county area.

14.5 While devolution is handled in a bespoke manner, the higher the level, the more a local authority can
expect funding and powers to be devolved to them.
14.6 For example, whilst level 1 areas can pool some resources and act on climate-change related policy,
control over transport policy, in the main, requires that the area be a level 3. The list of expected powers
has been attached as ANNEX 1.
14.7 The government will also legislate to establish a new form of Combined Authority Model to be made up
of Unitary and County authorities only. District councils can be non-constituent members, and County
Councils will be expected to work closely with their district councils.
14.8 The Government wants to encourage private sector-led partnerships, particularly around existing clusters
of business activity.
14.9 The Government is encouraging the integration of LEPs and their business boards into MCAs, the GLA and
County Deals where they exist.
14.10 Where a devolution deal does not yet exist, LEPs will continue to play a role. Devolution deals that cover
part of a LEP will be covered on a case-by-case basis. LEPs will be given more information as soon as
possible.
14.11 The Government reaffirmed its commitment to “Local Growth Funds”. These are comprised of: 1) The
Levelling Up Fund, 2) The Towns Fund and 3) the UK Shared Prosperity Fund.
14.12 To deliver a more transparent, simple and accountable approach, the UK Government will set out a plan
for streamlining the funding landscape this year which will include a commitment to help local
stakeholders navigate funding opportunities.
14.13 The paper confirms that money from the UK Shared Prosperity Fund will be allocated to, and invested by,
either MCAs where they are present, or to unitary and district councils. These bodies will then be
encouraged to work with other districts, counties and unitaries when it comes to commissioning work.
Lead authorities will be responsible for developing Local Investment Plans. More details can be found
here.
14.14 Implications for East of England local authorities:
•
•
•
•

15.

Two counties in the East of England (Suffolk and Norfolk) have received offers to start formal
negotiations for a county deal.
We have one MCA in the East of England (Cambridge and Peterborough Combined Authority)
Unitary and district councils in the East of England will be responsible for the planning and delivery
of the UK Shared Prosperity Fund.
The future configuration of LEPs in our area will be subject to a number of factors including the
pace and scale of devolution deals, and the geographies involved. The White Paper indicates more
detail is to follow shortly on the implications for LEPs.

Conclusion

15.1 The Levelling Up White Paper highlights the crucial role that councils play in improving opportunity and
quality of life for its residents. It also puts local government at the forefront of place-shaping and achieving
sustainable economic growth. It is to be welcomed that central government recognises that councils are
best placed to plan for and deliver the UK Shared Prosperity Fund, in a move away from previous, more
centralised approaches.
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15.2 More local control and accountability for the delivery of services will improve outcomes on the ground
and further detail on the devolution framework, its implementation and how it can be navigated by all
tiers of local government will be welcome.
15.3 In a number of policies and funding announcements in the White Paper, it is clear that the Government
views the East of England as part of ‘London and the South East’ and/or the ‘Greater South East’. At EELGA,
we believe that the East of England is distinct and different from those areas with its own set of unique
challenges and opportunities. This view could potentially be very damaging for the residents and
businesses of our region if it leads to decreased levels of funding to improve vital infrastructure and the
provision of support services.
15.4 In our summary of the implications for our region, as set out per each mission above and in the “at a
glance document” we have posed a number of clarification questions. We will be following these up with
central government colleagues to test our assumptions and analysis further, and will update members as
soon as we have any further information or clarity on these.
15.5 EELGA and its member authorities, alongside the East of England All Party Parliamentary Group and other
regional partners, is leading a programme of public affairs and advocacy to ensure that the government
continues to hear about the unique characteristics of the region and what it can offer with the right levels
of investment. To find out more, please contact adam.thorp@eelga.gov.uk

12

ANNEX 1 – Devolution Framework

Function

Strategic role in
delivering
services
Supporting local
businesses

Local control of
sustainable
transport

Investment
spending
Giving adults
the skills for the
labour market

Local control of
infrastructure
decisions

Keeping the
public safe and
healthy
Financing local
initiatives for
residents and
business

Detail
Host for Government functions best delivered at a strategic level
involving more than one local authority e.g. Local Nature Recovery
Strategies
Opportunity to pool services at a strategic level
Opportunity to adopt innovative local proposals to deliver action
on climate change and the UK’s Net Zero targets

L
1

L
2

L
3

X

X

X

X

X

X

X

X

X

X

X

X

X

LEP functions including hosting strategic business voice
Control of appropriate local transport functions e.g. local transport
plans*
Defined key route network*
Priority for new rail partnerships with Great British Railways –
influencing local rail offer, e.g. services and stations
Ability to introduce bus franchising
Consolidation of existing core local transport funding for local road
maintenance and smaller upgrades into a multi-year integrated
settlement
UKSPF planning and delivery at a strategic level
Long-term investment fund, with an agreed annual allocation
Devolution of Adult Education functions and the core Adult
Education Budget
Providing input into Local Skills Improvement Plans
Role in designing and delivering future contracted employment
programmes
Ability to establish Mayoral Development Corporations (with
consent of host local planning authority)
Devolution of locally-led brownfield funding
Strategic partnerships with Homes England across the Affordable
Housing Programme and brownfield funding
Homes England compulsory purchase powers (held concurrently)
Mayoral control of Police and Crime Commissioner (PCC) functions
where boundaries align^
Clearly defined role in local resilience*
Where desired offer MCAs a duty for improving the public’s health
(concurrently with local authorities)

X
X
X

X
X

X

X
X

X

X

X

X
X
X
X
X

X

X
X

X

X
X

Ability to introduce mayoral precepting on council tax*

X

Ability to introduce supplement on business rates (increases
subject to ballot)

X

* Refers to functions which are only applicable to combined authorities.
^ refers to functions which are currently only applicable to mayoral combined authorities.

13

Meeting title
Report title:
SRO:

ICS Partnership Board
Strategic Estates Update
Name: Dean Westcott

Date: 9th March 2022
Agenda item: 9
Title: ICS Finance Lead

Report Author:

Name: Nikki Barnes

Title: Head of System &
CCG Estates

Executive
summary
Link to Strategic
Priorities or ICS
Development plan
How this work
addresses
inequalities
Potential Risks
and Issues

Strategic Estates Update
Estates
Enabler for delivery of ICS Clinical and Service Strategies
•

•

•

•
•

Insufficient organisational and leadership capacity to
deliver the proposed Hub programme activities for
2022/23.
Risk that the revenue impact of the Hub programme will
be unaffordable to the system, particularly if multiple Hub
schemes are delivered simultaneously.
The high workload associated with delivery of the Hub
programme may impact on the delivery of other key
estates priorities for the CCG/ICS without additional
resource and/or prioritisation of Estates team workload.
Risks of an uncoordinated approach may lead to
overlaps or gaps in capital developments.
Ability of the current market to deliver multiple
developments.

Recommended mitigation: strengthened programme resource
plan and instigation of a prioritisation process for the Hub
programme across BLMK
Purpose
(tick one box only)

Information

Approval

To note

Decision

System
action/support
required
Recommendation

Endorsement and support for approach agreed by CEO
Group on 17th February 22

X

•

Note the progress update for key projects within the ICS
Estates Workstream, and to note the strengthened ICS
Estates Workstream governance structure to be
implemented
1

•

•

Note the opportunities and challenges set out for the Hub
Programme, particularly in relation to programme
resources and affordability
Note the requirement to develop a strengthened
programme resource plan and to instigate a prioritisation
process for the Hub programme across BLMK, and that
this responsibility has been delegated to the new ICS
Capital & Estates Oversight Group by the CEO Group.

Stakeholders
consulted/involved
in development of
the paper
Document history

CEO Group 17th February 2022

Appendices

N/A

2

STRATEGIC ESTATES UPDATE
ICS Partnership Board – 9th March 2022
1.0 Introduction
The refreshed BLMK ICS Estates Strategy was approved by the ICS Partnership Board in
June 2021, incorporating key developments for the system including major Acute Trust
schemes, the integrated Hub programme, and key mental health/community health services
projects.
Delivery of many of these schemes has inevitably been impacted by the pandemic and
vaccination programme, however there has been significant progress for a number of key
estates projects across the system.
The purpose of this paper is to provide an update on progress, and to support a discussion
around strategic priorities and constraints for the workstream going forward, in particular the
Integrated Hub Programme. Key areas of progress include:
•
•
•
•
•
•

Delivery of a number of Acute schemes, supporting emergency and elective care
recovery
Approval of the plans (Full Business Case) for redeveloping the Luton & Dunstable
Hospital site
Continued delivery of the Pathway Unit at Milton Keynes Hospital
Commencement of the business case for the proposed inpatient mental health facility
in Bedford
Commencement of construction of Dunstable Hub, and progress with planning for the
next tranche of Hubs
Strengthening of the governance structures for overseeing and aligning estates and
capital planning and prioritisation.

2.0 Background
The BLMK Estates Strategy includes key projects for the next ten years, spanning across all
of the partners within the ICS.
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3.0 Acute Schemes
Progress against the key hospital-led estates schemes are set out in Sections 3.1 and 3.2
below.
3.1 Bedfordshire Hospitals NHS Foundation Trust
Luton and Dunstable Hospital Site
• Acute Service Block and New Ward Block – Full Business Case (FBC) approval
received 10th Jan 22. Kier started on site 24th Jan 22. Official Ground-breaking event
took place 11th Feb 22.
• Covid Response Emergency Department (ED) expansion - works continue to be
challenging due to the nature of the project, first set of additional cubicles to open Mar
22.
• Energy Centre - continues to progress well. Due to complete Aug 22 with plant room
connections scheduled thereafter.
Bedford Hospital Site
• Covid Recovery - outpatient refurbishment to increase capacity - scheme due to
complete May 22
• Covid Recovery - theatre design and enabling works continues to March 22 - awaiting
central feedback for full funding to complete scheme
• The Covid response Urgent and Emergency Care scheme was completed last year
(£3.7m in central funding received). The Trust are planning a second phase and this
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looks to introduce CT into the Emergency Department to provide improved access to
rapid imaging and thus earlier decision making. This is (predominantly) a trust
funded capital scheme that will complete at the end of the year.
Bedford Health Village Site
• Primary Care Hub - Stage 2 design due to complete end Feb 22 with FBC due to be
submitted to NHSE/I Sep 22
3.2 Milton Keynes University Hospitals Trust
• Pathway Unit delivery progressing well, on track for completion September 2022
• Commencement of development of Outline Business Case for major redevelopment
aligned to New Hospitals Programme
• Delivery of third entrance to hospital underway, and further progress on the third
multi-storey car park.
4.0 Mental Health / Community Health Schemes
Whilst a number of important estates rationalisation projects are underway across mental
health and community services, the most significant transformation-enabling estates scheme
is the ELFT programme to modernise inpatient mental health services.
4.1 Modernising inpatient mental health services in Bedfordshire and Luton
•
•
•
•
•

Case for change published and engagement process complete in Q3 of 2021/22,
engagement report taken back to OSCs
ETL engaged to support work to develop clinical strategy on back of case for change
and engagement
Medical Architecture engaged, working with Psychraum (a specialist consultancy) to
undertake further feasibility and initial design work on site at Bedford Health Village
Work initiated with Bedfordshire Hospitals Trust and CCG to scope/develop site
strategy and master plan
Application made to New Hospitals Programme, awaiting outcome. Whilst ELFT have
access to the necessary capital funding for the programme, formal £70m Capital
Departmental Expenditure Limit (CDEL) cover is required in order to proceed on to the
next stage of planning. This is not, and is unlikely to be, available via Integrated Care
Systems CEDL allocations, and is therefore the current primary risk. The primary
current potential source of CDEL is via the national New Hospitals Programme.

5.0 Hub Programme
The BLMK Estates Strategy includes an ambition to establish a number of Integrated Health
& Care Hubs across BLMK over the next 5-10 years, as one of the key enablers for high
quality Primary Care Networks. Delivery of this model has been led at Place level, and there
are a number of Hub projects in train at various stages of delivery, as shown in the table
below.
The BLMK-wide Hub ambitions are based on an amalgamation of Place-level plans; no
attempt has been made to prioritise projects across the wider system to-date.
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North Bedford
Hub

Planning not
started

SOC

OBC

FBC

In
construction

Delivered

Kempston Hub
Bedford

Biddenham (MiniHub)
Goldington (MiniHub)
London
Road/Cauldwell
(Mini-Hub)
Dunstable

Central
Bedfordshire

Biggleswade
West Mid Beds
Houghton Regis
Leighton Buzzard
Town Centre Hub

Luton

Bury Park
North Luton
East Luton

Whitehouse
Milton
Keynes

Brooklands
Central MK

Service
tranformation
projects
required

North MK
(Wolverton)
East of M1
Bletchley

5.1 Progress Update
An update on the three main schemes in train – North Bedford, Dunstable and Luton Town
Centre – is provided below.
5.1.1 North Bedford Hub
The programme is on schedule for completing the FBC for this scheme by August 2022, as
per the extension agreed with NHSE/I, although this remains a challenging timescale.
The proposal is to establish an integrated Primary Care Hub on the Bedford Health Village
site on Kimbolton Road, Bedford, by refurbishing two buildings – the Enhanced Services
Centre (ESC) and Gilbert Hitchcock House (GHH). This will enable the relocation of services
from four of the De Parys Medical Group’s six premises onto this central site, enabling a
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consolidated and expanded service offer to their circa 40,000 patients, operating alongside a
range of community, mental health and secondary care-led services.
Outline designs have been completed for both buildings, and capital costs have been
estimated on this basis. The total estimated capital costs are currently outside the funding
envelope, so mitigation actions are underway to consider design efficiencies. It may be
necessary to prioritise some aspects of the scheme, which may result in less improvements
to the GHH building than desired.
Next steps include discussions with Region to ensure they support the preferred option, a
formal patient engagement process (expected to take place Spring 2022), the development
of the detailed designs to RIBA Stage 4 and cost analysis, initiation of procurement of the
construction works and detailed quantification of expected system benefits.
5.1.2 Dunstable Hub
Dunstable Hub – now formally named as Grove View Integrated Hub – commenced
construction in May 2021 and is due for completion in 2023.
The head lease for the facility is being negotiated between the Council and Bedfordshire
Hospitals Acute Trust, with a view to commencing sub-lease negotiations with individual
tenants over the next few months.
Due to the delays caused by the pandemic, the Full Business Case (FBC) for the facility was
not completed before the Council commenced construction – although each of the proposed
tenants took their own occupation arrangements through their own governance processes
(for example, the commitment to the primary care space in the building was confirmed via the
CCG’s Primary Care Commissioning Committee). The FBC is in the process of being
completed retrospectively; the key outstanding area for completion is the Economic Appraisal
– quantification of the wider benefits expected to be achieved for the health and care system
and local community.
5.1.3 Luton Town Centre Hub
Scoping work is underway to consider the feasibility of using the former Debenhams unit/s in
The Mall (Luton) to deliver a town centre Hub facility. This work has been based so far on the
previous Schedule of Accommodation developed over three years ago for a proposed Hub
in the Luton Galaxy Centre, with the addition of space to also enable the relocation of a range
of children’s and young people health and care services into the Hub.
The landlord of The Mall, Capital & Regional, provided a high-level costed proposal in
December, with some elements appearing unaffordable from a VfM perspective. An initial
meeting to flag these concerns has taken place, and a further meeting is being organised
with the landlord, design team, Quantity Surveyor, CCG, Luton Borough Council, CCS and
the Acute Trust Estates Team to consider opportunities for reducing the costs /
reimbursement levels.
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Should a potentially affordable way forward be identified, then a recommendation will be
made to the Luton Place Estates Board for a formal Programme Board to be established to
oversee this scheme. This would be subject to the ability to agree an appropriate way forward
between partners to provide adequate programme resource to successfully move this
scheme forward.
A significant initial piece of work would be to refresh the proposed Clinical Strategy and
Service Model for the Hub, particularly given the changes to the primary care landscape over
the last few years. There were initially four practices who were keen to relocate into the
Galaxy Hub due to estates constraints and challenges – and they have all informally indicated
they remain interested – but they sit within four separate Primary Care Networks. It would be
important to understand their vision for primary care at scale in this context, however it is
recognised there is significant joint working between the Luton PCNs.
5.2 Opportunities and Challenges
The Covid pandemic and vaccination programme have inevitably impacted on the Hub
delivery programme and timescales, with the result of programme delays and/or a potential
condensing of activities for 2022/23 and 2023/24.
There remains significant enthusiasm for the programme amongst partners and stakeholders
across the ICS and is considered a key enabler within the BLMK Primary Care and wider
system strategy, and there are some key opportunities ahead, but there are also significant
challenges – particularly in relation to affordability, programme resources and organisational
capacity.
5.2.1 Opportunities
ETTF funding has been secured in principle from NHSE&I (Region) to support the
development of the Outline Business Cases for Kempston and West Mid Bedfordshire Hubs
- £225k and £200k respectively. MoUs are in the process of being developed to enable draw
down of these funds and transfer to Bedford Borough and Central Bedfordshire Councils prior
to April – for them to lead on commissioning these pieces of work. These values include a
contribution to dedicated project management capacity.
Central Bedfordshire Council also intends to commission the development of the OBC for
Biggleswade Hub in 2022, in line with the order of prioritisation of the Hub programme
previously agreed via the Health & Wellbeing Board. It is hoped that some of the work for
Biggleswade and West Mid Beds Hub can be completed simultaneously to achieve
economies of scale and to maximise input from clinical teams.
5.2.2 Resources
The Hub Programme is resource-intensive, and is currently under-resourced for the amount
of work required. If all of the schemes planned for 2022/23 progress as planned, the following
activities will be required:
•

North Bedford Hub – completion of FBC by August 2022, planning for on-site delivery
until Jan 2023
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•

•
•
•
•

Dunstable Hub – completion of FBC by April 2022, supporting under-lease
negotiations, development of interoperability digital infrastructure for building,
development of Operational Policy for management of building, exit planning from
existing primary care premises and supporting NHS PS with planning for disposal of
Priory Gardens Health Centre, mobilisation planning. Central Bedfordshire Council
leading on overseeing the construction of the facility, and establishing Facilities
Management arrangements.
Biggleswade Hub – development of Outline Business Case
West Mid Beds Hub – development of Outline Business Case
Kempston Hub – development of Outline Business Case
Luton Town Centre – subject to affordability of proposal and ability to source nonrecurrent programme resources, potential to commence work on Outline Business
Case.

For each Hub scheme, a comprehensive programme of work is required, with input required
from multiple external professionals and a number of CCG and partner organisation teams.
Whilst potential funding has been identified for dedicated project management support for
each of these schemes, and funding to commission lead consultants to support the
development of business cases, the following “in-house” resources are still required from the
system:
•
•
•

•
•
•
•

Procurement and management of contract with lead consultancy
Recruitment and leadership of / management of contract with consultancy for project
management support
Coordination of stakeholder engagement, particularly to support development of
Clinical Strategy and Service Model for each scheme, and to support design
development
Coordination of patient engagement
Development of Financial and Economic Cases
Coordination of Programme Boards (with Executive input) and Programme Team
meetings
Compliance with formal governance requirements, e.g. reports to CCG Committees,
Place Estates Boards, ICS Capital & Estates Oversight Group, Regional Capital
Investment Oversight Group, monthly tracker reporting to NHSE&I for some schemes,
CEO’s Group and ICS Partnership Board as required.

Joint working on some of the Hub projects over the last few years has helped to highlight the
experience and skills that Local Authorities can bring to the programme, and the capital
delivery expertise within our local Trusts. Drawing on these skills, a virtual system estates
approach has started to develop within some of the BLMK Places, but there remain resource
challenges.
Oversight of this programme requires further consideration going forward. A system-wide
discussion is required around how this programme can be better resourced going forward.
These discussions commenced with a discussion at the CEO Group on 17th February, and it
is was endorsed that the newly established Capital & Estates Oversight Group takes this
planning forward.
9

An approach to prioritisation across BLMK will need to be considered, which will be complex
given the Place-based approach to delivery of the programme to-date. Key factors which
would need to feed into a prioritisation process would need to include:
•
•
•
•
•
•

•
•

Safety and quality of care delivery
Links to Clinical and Service Strategy
Risks of not progressing
Ensuring sufficient space to meet access demands (whilst maximising new forms of
consultations/ways of working to ease pressures on estates)
Accommodating the significant housing growth across BLMK
Return on Investment - enabling transformation and delivery of system-wide benefits,
particularly the development of effective multi-disciplinary teams at PCN level and
scale providing proactive and preventative interventions
Population health need / potential to reduce health inequalities
Deliverability

A prioritisation process could support a strategic re-set of the programme, aligned to the
development of the ICS Clinical Strategy, also aligned to a refresh of the ICS Finance
Strategy. This prioritisation process could be overseen by the newly formed Capital & Estates
Oversight Group (see Section 6.0 below).
5.2.3 Affordability
Given that the delays caused by the Covid pandemic have condensed activities within the
programme, it is likely that the phasing of delivery of Hub schemes – and their revenue impact
– will also be more condensed. Simultaneous delivery of multiple schemes increases the
risks around affordability for the CCG/ICS, in terms of availability of capital funding and
revenue impact.
Whilst the Strategic Outline Cases have provided indicative revenue consequences for a
number of the Hub schemes, these figures and more accurate delivery timescales are firmed
up as the OBCs are developed. Therefore, it is possible that the development of the OBCs,
and the quantification of more accurate revenue implications for the Programme, will further
necessitate a prioritisation process to ensure that investment can be phased according to
available budgets.
It is also worth noting the state of the construction market post-Covid and the impact this
could have on the affordability of the programme. Professional services such as design teams
are in high demand, which can impact the level of service provided and the amount of
additional scrutiny needed in-house to ensure Value for Money. And with significant
hyperinflation, budgets for construction projects have risen sharply, often in the region of
20%. This is likely to affect the provisional capital costs indicated in Hub Strategic Outline
Cases to-date.
NHS capital budgets are expected to remain constrained for a number of years. Taking
forward this programme is likely to have a dependence on external sources of capital funding
(potentially including Local Authorities), which may exacerbate the revenue impact for health
tenants.
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Furthermore, there remain challenges with quantifying the Economic benefits of the Hub
programme and individual schemes. However, work has commenced to support this, and is
expected to help to strengthen the Value for Money appraisals for proposed Hub facilities.
5.3 Governance – Hub Programme
The governance framework for the Hub programme is relatively complex and this will be kept
under review as the CCG transitions to an Integrated Care Board, and the associated
changes within the ICS governance structure. The current structures in place are set out in
the diagram below. It is likely the number of Programme/Project Boards will need to increase
during 2022/23 to oversee the proposed work plan.

5.4 Risks & Issues
•
•
•

•
•

There is insufficient organisational and leadership capacity to deliver the proposed
Hub programme activities for 2022/23.
There is a risk that the revenue impact of the Hub programme will be unaffordable to
the system, particularly if multiple Hub schemes are delivered simultaneously.
The high workload associated with delivery of the Hub programme may impact on the
delivery of other key estates priorities for the CCG/ICS without additional resource
and/or prioritisation of Estates team workload.
The risks of an uncoordinated approach may lead to overlaps or gaps in capital
developments.
Ability of the current market to deliver multiple developments.

6.0 ICS Estates Governance
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The estates governance structure across the ICS has been reviewed and strengthened in
recent months. It has been agreed that a new ICS Capital & Estates Oversight Group (CEOG)
will be established, with senior representation from Finance and Estates colleagues across
partner organisations. Establishing this forum has been delayed over the last few months due
to heightened system pressures, but meetings will commence before April 2022. Primarily,
this Group will be responsible for:
•
•

•
•

Ensuring that the Estates Strategy for the Bedfordshire, Luton & Milton Keynes ICS is
up to date, relevant and being delivered to schedule.
Ensuring there is a planned programme of work for the current financial year (before
the start of each financial year); and ensuring there is a 5-year capital investment &
expenditure plan.
Supporting the coordination and submission in line with ad-hoc bidding opportunities.
Monitoring the performance of the Capital Investment plans and ensure that
performance and associated risks are reported to the System ICS Finance Directors
Group.

Quarterly Strategic Estates & Sustainability Group meetings, with a wider membership, will
also continue to be held providing an opportunity for sharing of best practice, and learning
and development opportunities for estates professionals in BLMK, including around estates
opportunities to support delivery of Green Plan targets.
7.0 Summary and Recommendations
In summary, despite the challenges for the system in recent times, key progress continues to
be made within the estates workstreams across BLMK.
The Integrated Hub Programme is a complex and resource-intensive programme, with
significant associated capital and revenue costs. There are constraints around ensuring
adequate resourcing of the programme, availability of NHS capital, affordability, and
construction market capacity. It is therefore proposed that a framework is developed to
ensure that the activities within the programme are prioritised across the BLMK system, and
that this is aligned to the ICS Clinical Strategy in development to ensure a joined-up and
affordable approach with robust benefits realisation for the system.
Members of the ICS Partnership Board are asked to:
•

•
•

Note the progress update for key projects within the ICS Estates Workstream, and to
note the strengthened ICS Estates Workstream governance structure to be
implemented
Note the opportunities and challenges set out for the Hub Programme, particularly in
relation to programme resources and affordability
Note the requirement to develop a strengthened programme resource plan and to
instigate a prioritisation process for the Hub programme across BLMK, and that this
responsibility has been delegated to the new ICS Capital & Estates Oversight Group
by the CEO Group.
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Item 10

BLMK - becoming a
‘Research ICS’
BLMK Partnership Board, 9th March 2022
Dr Chirag Bakhai, Strategic Clinical Lead, BLMK CCG

Why is research important?
•

The single most important way in which we
improve our healthcare – by identifying new
means to prevent, diagnose and treat
disease

•

Research is also vital in determining what
doesn’t work, so we can improve best
practice and focus resources on providing
healthcare that delivers the greatest benefit
to patients

•

Offers a precious opportunity to improve
patient care and address health inequalities all whilst stimulating economic growth

2

Improving
outcomes

Attracting
and retaining
workforce

Economic
impact

Becoming
a Research
ICS

Reducing
inequality

Reputational
benefits
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Improving outcomes
• Benefits are felt by everyone, not just those participating in
research
• NHS trusts that are highly research active have better
outcomes for patients across their services, even those not
part of research
• Well designed, inclusive research with diverse groups can help
reduce inequalities
Jonker L and Fisher S. J. The correlation between National Health Service trusts' clinical trial activity and both mortality rates
and care quality commission ratings: a retrospective cross-sectional study. Public Health. 2018; 157:1-6
Ozdemir B.A, Karthikesalingham A, Singha S, Poloniecki J. D, Hinchliffe R. J and Thompson M. M. Research Activity and the
Association with Mortality. PLoS ONE. 2015; 10
4

Benefits to the economy
In FY 18/19:
•

Clinical research activity generated around £2.7
billion of gross value added (GVA) to the UK
economy and an estimated 47,500 FTE jobs

•

For each patient recruited onto a commercial
trial supported by the NIHR CRN, on average
NHS providers in England received an
estimated £9,200 from life sciences companies,
and on average saved an estimated £5,800 per
patient (where trial drugs were used in place of
standard treatment)
5

Attracting and retaining workforce
Royal College of Physicians Survey (2020)
• 57% of respondents wanted to be more involved with research
(75% in the new consultants subgroup)
• Most popular reasons for engaging with research were intellectual
stimulation, improving patient care, makes job more enjoyable and
ability to develop a wider set of skills
• 67% of respondents said that having dedicated time for research
would make them more likely to apply for a role
Research for all? An analysis of clinical participation in research. Royal College of Physicians. Aug 2020. https://bit.ly/2YyELuc
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BLMK is uniquely attractive for research
•

Highly diverse – mixed levels of deprivation and significant ethnic diversity

•

Positioned in the Oxford-Cambridge Arc

•

Close to academic centres in London,
Oxford and Cambridge – the Golden
Triangle

•

Multiple local institutes of higher
education

•

Already a location of innovation in tech
and industry
7

NHS Bedfordshire Hospitals
• Surge in recruitment to research trials in 20/21
• Key recruiter to the Randomised Evaluation of COVID-19
Therapy (RECOVERY) trial – highest in the EoE region and 4th
highest nationally
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NHS Milton Keynes University Hospital
• R&D is one of three key aims
making up MKUH Strategy, with
6 themes over the next 5 years
• Multiple awards in 20/21 from
the Clinical Research Network
• Highest recruiter nationally for
several Trauma & Orthopaedic
studies

9

Other key partners
• Primary Care
• Community Health and Care providers
• Academic Health Science Networks
• Clinical Research Networks
• Voluntary, Community and Social Enterprises –
e.g. Keech, Sue Ryder, Diabetes UK
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Aspirations
•

Embedding clinical research at the heart of patient care, making participation as easy as possible
and ensuring all health and care staff feel empowered to support research

•

Using research to tackle health inequalities and support under-served populations

•

Align clinical research with areas of greatest population need

•

Increase research output and income to the system

•

Strengthen links and collaboration between system partners and other key organisations

•

Develop BLMK research hub and develop capacity and expertise

•

Commitment at Board level to supporting R&D departments

•

Explore viable ways to allow clinicians more time to participate in research through job planning

•

Raising awareness and profile of BLMK as a research destination internally and externally

•

Attract further commercial investment to BLMK
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University of Bedfordshire
• Research and Innovation Support Facilitator role
• Led a proposal for external funding to establish a Research
and Innovation Hub across BLMK ICS – awaiting outcome
• Vision of ‘creating an inclusive health and social care
workforce; and piloting and evaluation new ways of working
to reduce health and social care inequalities’
• Proposed themes reflect needs of the population and areas of
research excellence at the University
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Research Support Facilitator Role
•

Collation of a database of research being undertaken across BLMK and support communication
internally and externally of key innovation and research activities

•

Engage with key stakeholders to support collaboration on research in BLMK

•

Connect with research leads and co-ordinators across BLMK health and care system and establish
networks to share information, good practice and ideas both system wide and externally

•

Horizon scan for opportunities to participate in research projects locally, regionally and nationally

•

Identify funding opportunities and support those interested in conducting research with accessing
such funding

•

Signpost colleagues to available support with key elements of research including project design,
analysis of existing databases, quantitative and qualitative analysis, best-value, grants and
intellectual property

•

Work to establish a BLMK Research Support Office, drawing from and further growing research
experience and expertise within the BLMK system
13

BLMK Innovation Implementation role
•

Joint funded role with Eastern and Oxford AHSNs and the ICS

•

Develop stronger foundations for a more consistently innovation-ready
health and care ecosystem across the ICS

•

Specifically, this will determine, develop and deliver the ICS’s capacity and
ability to generate, capture, select and support priority innovations, using
agreed measurement approaches

•

Support the implementation and delivery of a small number of innovative
products or technologies

•

Act as an ambassador of the AHSNs to the ICS geography
14

Key questions to consider
• What infrastructure is necessary to become a Research ICS and
what are our gaps?
• What are the main barriers to conducting / attracting research and
how might we overcome these?
• How do we better support collaboration between system partners,
educational institutions, VCSEs etc?
• Are there any quick wins?
• What are the priority areas for research in BLMK?
• How do we attract more investment?
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Executive

Reducing Inequalities is a one of the five priorities for BLMK –
Priority 5. This document provides an overview of health
inequalities that exist in Bedfordshire Luton and Milton Keynes, and
in particular how work to address these can be supported through
the national policy CORE 20 PLUS FIVE
The paper also provides an outline of the actions taken and
planned to tackle inequalities at all levels of BLMK and improve
health outcomes for our population.
We take an evidence-based approach to defining the population
that will benefit from the national approach of CORE 20 plus 5. The
detailed analysis is available in Appendix 1:
o We have undertaken analysis to identify communities and
population across Bedfordshire Luton and Milton Keynes
who comprise our 20% most deprived population.
o There is evidence from our Joint strategic Needs
Assessment across the 4 local authority areas that in our
20% most deprived population circulatory diseases forms a
big burden.
o There is clear indication that amongst other long-term
conditions there is a big gap between the least deprived and
the 20% most deprived
o PLUS (derived from BLMK ICS priorities and population
health data)
o There is evidence available across Bedfordshire Luton and
Milton Keynes to suggest that people with Mental Health
substantially have higher prevalence of long-term
conditions and other co-morbidities, practically twice, than
in the rest of the population. Across Bedfordshire Luton and
Milton Keynes, people with Learning Difficulties have
significantly higher prevalence for Diabetes and Obesity,
and higher for Stroke and Dementia
o We are aware inclusion health groups include ethnic
minority communities, coastal communities, people with
multi-morbidities, protected characteristic groups, people
experiencing
homelessness,
drug
and
alcohol
dependence, vulnerable migrants, Gypsy, Roma and

Link to Strategic
Priorities or ICS
Development plan
How
this
addresses
inequalities

work

Potential Risks and
Issues

Purpose
(tick one box only)
Recommendation

Traveller communities, sex workers, people in contact with
the justice system, victims of modern slavery and other
socially excluded groups. Our local information and work
that we have undertaken over the pandemic has given us
insight into the health needs of this population.
o ONS analysis continues to show that people from a Black
ethnic background are at a greater risk of death involving
COVID-19 than all other ethnic groups. Covid -19 infections
have also disproportionately affected people from diverse
communities.
In addition, five clinical areas identified nationally as a
focus:
1. Maternity
2. Severe mental illness (SMI)
3. Chronic respiratory disease
4. Early cancer diagnosis
5. Hypertension case-finding
Reducing Inequalities is a key strategic priority (P5), and work to
tackle inequalities needs to be woven throughout our work
programmes for the other four strategic priorities to deliver the
overall vison for BLMK.
This work provides the focus for understanding and addressing
inequalities at all levels of the system in BLMK, as part of our wider
work to improve the health and well-being for our populations. This
work will help us work in collaboration with partners across BLMK
and address social determinants of health to deliver the best
outcomes for our most deprived.
Risk that the Covid-19 pandemic and other operational pressures
will divert attention and resources from the system to address
inequalities and agree our plans to focus on the across the longer
term
Risk that inequality will worsen for our populations if investment
and proactive interventions are not focused on addressing the
wider determinants of health, working collaboratively across the
ICS and in partnership with our communities
Information
Approval
To note
Decision
x

x

1. The Partnership Board is asked to note the current work in
relation to the Core 20 Plus 5 framework, and how this links
to the wide range of initiatives across the BLMK ICS.
2. To endorse a continued system wide approach and
responsibility for tackling inequalities, that encompasses
the wider determinants of health and aims to reduce the
inequalities gap for our most deprived populations.
3. To note the proposals for priority areas of action
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Document history
Appendices

4. To recommend that the BLMK Inequalities Forum present
more detailed plans to the CEO group as part of the Annual
Planning process.
Appendix 1 Inequalities data slide pack

Executive summary
BLMK ICS partners agreed Reducing Inequalities as one of our five priority workstreams, as
it is fundamental to delivery of our vision and it is embodied in the core aim of the workstream
“in everything we do we promote equalities in the health and wellbeing of our population”.
Each of the other four ICS priorities have a role to play in tackling inequalities and each Place
is focused on transforming services to better meet the needs of their communities. The BLMK
approach to addressing inequalities is overseen by the Inequalities Forum, chaired by Paul
Calaminus as SRO, drawing on the expertise of Public Health and key workstream leads
across health and care partners, including local authority representatives.
Good health is a key aspect of people’s well-being and enhances opportunities to participate
in the labour market and to benefit from economic and employment growth. People with poor
physical or mental health are less likely to work and more likely to be unemployed than
people in better health. (OECD)
As we aspire to be a thriving and vibrant place to live and work across Bedfordshire Luton and
Milton Keynes, we must use every available opportunity to address inequalities in all our work
across all ages.
The term ‘health inequalities’ is used to describe the differences in health outcomes seen
across the life course between different socio-economic or population groups, as well as
inequalities in access to and experience of healthcare. Health inequalities are caused by the
unequal distribution of the social and geographical determinants of health, public and private
investment, workforce, services, and power.
Inequalities such as deprivation, low income and poor housing have always meant poorer
health, reduced quality of life and early death for many people. The COVID-19 pandemic has
starkly exposed how these existing inequalities - and the interconnections between them such
as race, gender, or geography, are associated with an increased risk of becoming ill with a
disease such as COVID-19.
Actions to reduce health inequalities are needed at a range of levels (Ford et al, 2021). Many
levers for structural change are held nationally, including allocation of funding proportionate to
need, so local action alone will not be sufficient to fully address health inequalities. At a system
level, however, there is scope to consider how resources such as workforce can be distributed
to reflect need, or to identify areas where organisations can work together to better meet the
needs of those with higher levels of need. Individual organisations can act by focusing on the
equity of their services or the extent to which they are co-designed with people with a higher
level of need.
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Work on health inequalities and their underlying causes is not new. Some key health
determinants, such as housing and education, are business as usual for councils, and action
on the wider determinants of health best sits at place level with ownership through Health and
Wellbeing Boards.
Each Health and Wellbeing Board (HWBB) monitors the progress against key indicators and
gaps in Health Inequalities highlighted by Public Health teams in each of our local authority
areas – Bedford Borough, Central Bedfordshire Luton, and Milton Keynes. Directors of Public
Health report annually to their respective HWBBs covering areas of persistent inequalities. We
are aware of some stark facts about the inequalities that persist in each of our local areas, and
we recognise that COVID-19 has increased them:
•
•
•
•
•

In Luton proportionally there was one of the highest standardised rates for deaths from
COVID in the country in period March 2020-April 2021
In Bedford the difference in life expectancy between most deprived and least deprived
is 8.2 years for women and 10.3 years difference for men.
24% of children living in Central Bedfordshire, 31% of children in Milton Keynes and
Bedford Borough and 46% of children in Luton live in poverty
Around 50K people in BLMK are living in the most deprived parts of England
Compared to other ICS there is an increased risk of premature mortality and less years
lived in good health and without disability for people living in BLMK

In developing our plans to tackle inequalities in BLMK, which will be incorporated as part of
the System Development Plan (SDP), we will use an evidence-based approach and identify
where action can be best focused as a system to address these inequalities.
Key areas for ICS focus on inequalities might include: the distribution of health and care
resources, such as funding, workforce, research, and training; access to and quality of
healthcare (including equity of diagnosis, treatment, and experience); action on the major
clinical drivers of inequalities in morbidity and mortality (e.g., cardiovascular conditions,
respiratory disease, cancer, mental health, and musculoskeletal conditions) taking learning
from existing work that is in progress in each place based health and wellbeing board.
Background
In the 2010 Marmot Review, the phrase ‘proportionate universalism’ was defined. Marmot
pointed out in 2010, health inequalities are not confined to poor health for the poor and good
health for everyone else: instead, health follows a social gradient. Everyone below the top has
greater risk of worse health than those at the top. We need to be sensitive to this gradient and
respond proportionately to need. The lower people are in the hierarchy and the more deprived,
the greater the threat to health. A proportionate universal approach addresses the social
gradient. Since 2010 Health inequalities have increased and the pandemic widened the gap.
Health inequalities are unfair and avoidable difference in health outcomes across the
population and between different groups within society. We know that only about 20% of
health outcomes are influenced by health care. Health inequalities arise because of the
conditions in which we are born, live, work and age.
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These conditions, or wider health determinants influence our opportunities for good health,
and how we think, feel and act. In turn they shape our mental health, physical health, and
well-being. Factors associated with poorer health outcomes are complex, overlapping, and
interrelated, as shown in Figure 1. below which maps the underlying causes of health
inequalities. This demonstrates that if we are to close the gap in healthy life expectancy all
partners in the BLMK ICS have a role to play in addressing the causes of inequality.

Figure 1. Dahlgren and Whitehead model of health determinants
The Index of Multiple deprivation (IMD) gives a high-level measure of the level of relative
deprivation in a geographical area based on a range of indicators. .
In BLMK around 50,000 people live in the most deprived areas of England (IMD 1 & 2).
Deprivation is a key driver of illness and ill health. Our deprived communities tend to have the
greatest exposure to a range of factors that impact adversely on the health of individuals,
families, and communities. Lifestyle risk factors such smoking, physical inactivity and poor
nutrition is more prevalent in these communities. Ethnicity is also a factor with some diseases
being more prevalent, such as diabetes, in some ethnic groups.
The Levelling Up White Paper (2022) sets out how the government policy will spread
opportunity more equally across the UK. Levelling up is a moral, social, and economic
programme for the whole of government. Amongst other things this policy paper sets out some
key ambitions around improving life expectancy and well-being which we should mirror for
BLMK:
By 2030, the gap in Healthy Life Expectancy (HLE) between local areas where it is
highest and lowest will have narrowed, and by 2035 HLE will rise by five years
• PLUS (derived from BLMK ICS priorities and population health data)
By 2030, well-being will have improved in every area of the UK, with the gap between top
performing and other areas closing
•

Impact of COVID-19 on inequalities
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ONS analysis continues to show that people from a Black ethnic background are at a greater
risk of death involving COVID-19 than all other ethnic groups. The risk for black males has
been more than three times higher than white males and nearly two and a half times higher
for black females than white. Adjusting for socio-economic factors and geographical location
partly explains the increased risk, but there remains twice the risk for Black males and around
one and a half times for black females. Significant differences also remain for Bangladeshi,
Pakistani and Indian men. https://www.nhsrho.org/what-we-do/protecting-the-vulnerable/
Core 20 Plus 5
In response to the pandemic and the increasing inequalities gap identified by Marmot et al in
2020, NHS England has provided guidance to support Integrated Care Systems to drive
targeted action in health equalities improvement along with requirements incorporated in
system planning guidance. By focusing on:
• the 20% most deprived populations
• improving outcomes for inclusion health and locally impacted groups
• five clinical areas were inequalities impact on outcomes
o Maternity
o Physical Health checks for people with Severe Mental Illness (SMI)
o Chronic Respiratory Disease
o Early detection of Cancer
o Identification of Hypertension
Core 20 refers to the most deprived 20% of the national population as identified by the Index
of Multiple deprivation.
In response to the national Core20 plus 5 priorities for tackling health inequality we have
developed a baseline insight pack and in conjunction with our Places and workstreams we are
embedding the principles into their programmes of work.

NHS England » Core20PLUS5 – An approach to reducing health inequalities
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Case for Change for tackling the health of the 20% most deprived across BLMK
•

There is a social gradient in lifespan; people living in the most deprived areas in
England have on average the lowest life expectancy and conversely, life expectancy
is higher on average for those living in areas with lower deprivation. Males living in the
most deprived tenth of areas can expect to live 9 fewer years compared with the least
deprived tenth, and females can expect to live 7 fewer years.

•

Males and females living in the most deprived areas can also expect to spend nearly
20 fewer years in good health compared with those in the least deprived areas: they
spend nearly a third of their lives in poor health, compared with only about a sixth for
those in the least deprived areas. For males living in the 5 most deprived tenth of areas,
and females living in the 4 most deprived, average healthy life expectancy falls below
the age of 65 years (current state pension age for men).

•

In BLMK we notice a stark difference in life expectancy at birth between 20% most
deprived and least deprived population. Similar discrepancy is seen in infant mortality
rates and other parameters in relation to child health.

•

Inequalities in our still birth rates, infant mortality rates, neonatal mortality rates and
maternal mortality rates is outlined in Bedfordshire Luton and Milton Keynes. Health
Equity Audit conducted by our three maternity units have shown that mothers from
Black, Asian and Minority origin are disproportionately represented in the numbers who
have poor outcomes such as still births, maternal and neonatal deaths. There are other
indicators such as access to early antenatal care and take up some of the preventative
services such as smoking cessation advice, take up of perinatal mental health
provision where we find low uptake in mothers from deprived communities and mothers
from BAME backgrounds.

•

The life expectancy gap is mainly due to higher premature (under 75) deaths from
circulatory diseases, cancer, and respiratory diseases in more deprived areas.
Other groups such as those with severe mental illness or people with a learning
disability will also die on average at a younger age. Infant Mortality is higher in
areas of deprivation

BLMK CORE 20 plus 5 programs of work will help deliver on our ambition for population health
across Bedfordshire Luton and Milton Keynes. Our ambition will be to build on core priorities
that have been identified in our four-place based health and wellbeing strategies by:
Based on the analysis of our data and outcomes for people who are identified in the 20% most
deprived we want to aim to deliver on the two priority areas identified below:
Priority 1: Tackle health inequalities in Still birth, Infant Mortality, Neonatal mortality,
and maternal mortality between most deprived 20% of the population and the rest
Priority 2: Improve Healthy Life Expectancy at Birth in the 20% most deprived
population and the rest.
These high levels measures will be very slow to tackle and are unlikely to be addressed
through local action alone. Ford et al (2021) suggest that, for example, NHS staff are more
likely to engage if inequalities are framed around healthcare and the specific services for which
they are responsible. There is likely to be value in identifying specific inequalities objectives
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that are more amenable to change locally; this work will be taken forward through the work of
the BLMK Health Inequalities group.
How do we tackle inequalities using the CORE 20 Plus 5 Framework?
Priority 1: Tackle health inequalities in Still birth, Infant Mortality, Neonatal mortality,
and maternal mortality between most deprived 20% of the population and the rest
Our BLMK local maternity and neonatal transformation program will help deliver a five-year
(2022-2027) program of work co-produced with communities across BLMK.
The main interventions that we will work on and develop further are:
o

o
o
o

o

o
o

o

We will work with communities and support mums from BAME backgrounds and
deprived backgrounds to access antenatal care early in their pregnancy. We will aim
to address pre-existing disparities in access, experience and outcomes have widened
during the pandemic
We will ensure personalised care and support plans (PCSPs) are available in a range
of languages and formats, including hard copy PCSPs for those experiencing digital
exclusion
We will work with and develop our maternity information systems continuously improve
the data quality of ethnic coding and the mother’s postcode
We will work harder to understand the local population – its health outcomes and
community assets. We need to understand staff experience, using Workforce Race
Equality Scheme data. We need to use this understanding to plan co-production
activity to design interventions to improve equity for women and babies and race
equality for staff
We will work with East of England regional network to implement maternal medicine
networks to help achieve equity for care of mothers with most complex issues. We will
improve referral offer to the NHS Diabetes Prevention Programme to women with a
past diagnosis of gestational diabetes mellitus (GDM) who are not currently pregnant
and do not currently have diabetes.
We will implement maternal mental health services with a focus on access by ethnicity
and deprivation.
We will implement targeted and enhanced continuity of carer, as set out in the NHS
Long Term Plan. This means that, as continuity of carer is rolled out to most women,
women from Black, Asian, and Mixed ethnic groups and women living in deprived
areas are prioritised, with 75% of women in these groups. We are receiving continuity
of carer by 2024. It also means ensuring that additional midwifery time is available to
support women from the most deprived areas. We will build on the success of this
program in Milton Keynes. This program will enhance improvement in tackling smoking
at the time of delivery and improved breast feeding
We will equip maternity and neonatal staff to provide culturally competent care
and ensure maternity and neonatal staff experience race equality in the workplace

Priority 2: Improve Healthy Life Expectancy at Birth in the 20% most deprived
population and the rest.
o

Our population and data analysis has shown that there is huge variation in outcomes
for people with long term conditions. This variation is borne out in our BLMK Health
and Wellbeing dashboard in the indicators such as Under 75 mortality rates for all
Long-Term Conditions.
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o

o

o
o

o

o

o

In our Joint Strategic Needs Assessments, we see Circulatory Diseases contributing
to over 20% gap in inequalities in life expectancy in each local area – Bedford Borough,
Central Bedfordshire Luton, and Milton Keynes. Hence Cardiovascular disease and
Diabetes comprise the largest burden of disease in our 20% most deprived population.
(See attached slide deck)
Targeted approaches to improve uptake of programs for tackling smoking, alcohol and
address excess weight gain needs to be made available to areas of deprivation.
Evidence shows culturally sensitive and tailored programs have more impact
particularly where there are community champions and leaders promoting the
importance
More emphasis needs to be put onto uptake of NHS Health Checks. This universal
cardiovascular health check will pick up undiagnosed high blood pressure and
diabetes.
NHS Diabetes prevention program is available for those who have been identified to
have pre-diabetes. The increased prevalence of Diabetes is being addressed by
targeted support for low referring practices particularly in areas of high population
need. There is additional communication campaign specifically aimed at high-risk
groups in different language groups. More targeted support needs to be available in
the geographical areas where our 20% most deprived reside.
We need to understand key aspect is using our population health management data
to understand our health inequalities. Our population health data has helped
understand some of our variation in care. For example, people with Type 2 (T2DM)
Diabetes who are from Asian ethnicity were more likely to have their NICE
recommended diabetes care processes completed than people with T2DM and white
ethnicity in 20/21. However, those living in areas with greater socioeconomic
deprivation were less likely to have their care processes completed. Our population
health management and analysis and data driven approach will help us provide
interventions pro-actively reduce health inequalities as it directs care and resources to
those with greatest clinical need.
Extra resources to support care for diabetes and CVD (specifically HF) has been
offered based on population need. Work actively underway to reduce inequalities in
access to technology for diabetes. The BLMK Long Term Conditions Board is
overseeing this delivery.
The BLMK Long term conditions board is focussed on addressing the following
o Recovery of LTC care in general practice post pandemic
o Proactive care for those with greatest clinical need
o Supporting self-management
o Reducing unwarranted variation across BLMK
o Tackling inequalities in care and outcomes

Primary Care Networks and the support that they will have as part of national primary care
development will be a key vehicle to deliver on variation in care in our most 20% most deprived
population across BLMK.
o

A key national objective for Primary Care Networks is Tackling Inequalities. Each PCN
has received a tailored Profile pack with data covering their populations, reflecting
inequalities in outcome and service uptake. This will support their identification of a
cohort that has poorer outcomes and develop interventions to improve the outcomes,
working in collaboration with partners and engaging with the community experiencing
health inequalities, during the year.
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The PCNs also have several other contractual objectives linked to cardiovascular
disease prevention and diagnosis including diagnosis and optimal management of
hypertension, detection of Atrial Fibrillation, addressing management of cholesterol
and impacting on heart failure and CVD.
o Incentives have been made available for community pharmacies to scale up and
support detection of hypertension.
o We will need to review additional workforce and capacity that will be required with
primary care networks who serve our most deprived to deliver on outcomes in relation
to inequalities. Evidence tells us in areas with high needs, such as inner cities and
deprived areas, there tend to be fewer doctors working with higher caseloads and
sicker patients. Although GPs are encouraged to work in 'under doctored' areas
through a system of incentives, these have not enticed enough GPs to work in the
poorest areas. This phenomenon is referred to as ‘inverse care law’.
o Addressing the inverse care law in general practice should become an explicit national
priority, set by government. This should form part of a broader national strategy to
reduce health inequalities, with clear goals for improvement and measures for tracking
progress. We will need to explore opportunities to support our primary care networks
who serve our 20% most deprived population.
PLUS (derived from BLMK ICS priorities and population health data)
o

The CORE 20 Plus 5 national health inequalities strategy asks us as an ICS to use our
population health needs assessments to identify specific population groups that will need our
attention as a system.
Our initial work suggests that the following groups will need our combined attention.
We are conscious that there are stark inequalities that are prevalent in these groups and that
we will need to consolidate our work and combined support and make sure we are achieving
the best outcomes.
These are:
1. People who have been affected by Covid infection and have Post-Covid or Covid
related illness. Families of people who have been adversely affected by Covid
2. People with known mental illness including children and young people who are
showing less resilience
3. People with known learning difficulties of all ages
4. Populations at the sharp edge of health inequalities because of social exclusion and
stigmatisation – Gypsies, Roma, Travellers, homeless, vulnerable migrants, and sex
workers.
Tackling inequalities and looking after our people who have suffered with Covid
Infection:
Public Health England published Disparities in the risk and outcomes of COVID-19 infection
in 2020. The largest disparity found was by age. Among people already diagnosed with
COVID19, people who were 80 or older were seventy times more likely to die than those under
40. Risk of dying among those diagnosed with COVID-19 was also higher in males than
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females; higher in those living in the more deprived areas than those living in the least
deprived; and higher in those in Black, Asian and Minority Ethnic (BAME) groups than in White
ethnic groups. These inequalities largely replicate existing inequalities in mortality rates in
previous years, except for BAME groups, as mortality was previously higher in White ethnic
groups. These analyses consider age, sex, deprivation, region, and ethnicity, but they do not
consider the existence of comorbidities, which are strongly associated with the risk of death
from COVID-19 and are likely to explain some of the differences. Significant further work is
also needed to understand the impact of Post Covid Condition in the ICS population.
Across Bedfordshire Luton and Milton Keynes Integrated Care System a literature review and
engagement with local people regarding the impact of COVID-19, led by Rev. Lloyd Denny is
taking place that will help us to improve our local understanding of health inequalities in our
local communities and good practice to address them. Alongside work on the experience of
COVID in their local populations led by Local Government in the ICS, this will then inform
priorities for areas of focus for engagement and co-production with individuals and
communities to agree action to reduce inequalities
Tackling inequalities in our people with known mental illness including children and
young people who are showing less resilience
There is evidence available across Bedfordshire Luton and Milton Keynes to suggest that
people with Mental Health substantially have higher prevalence of long-term conditions and
other co-morbidities, practically twice, than in the rest of the population (see slide pack).
Within the requirements of the Long Term Plan for Mental Health, in BLMK we will emphasise
early diagnosis and intervention of people known to have mental illness. It is well established
that deprivation (a lack of money, resources, and access to life opportunities) or being in a
position of relative disadvantage (having significantly less resource than others) is associated
with poorer health, including mental health. As a result, we will need to target additional
resource and workforce to areas of most deprivation to most effectively address this impact.
Children and Young People who are showing less resilience and low grade emotional and
wellbeing issues will be supported by Social Prescribing Link workers who will access nonclinical activities. This is in addition to school-based support from mental health support teams.
Again, we will need to make sure that we have equity of access to these facilities in our most
deprived and vulnerable communities.
A scaled up BLMK wide program of work is also underway to deliver health checks to the
people who have severe mental illness. These are being delivered via a myriad of approaches,
using primary care and mental health providers. The aim will be to evaluate and address any
inequity in approach and access.
Tackling inequalities in people with known learning difficulties
Across Bedfordshire Luton and Milton Keynes, people with Learning Difficulties have
significantly higher prevalence for Diabetes and Obesity, and higher for Stroke and Dementia.
Evidence also shows Health inequalities in people with disabilities who are subjected to poor
quality care causing avoidable deaths. The Confidential Inquiry into premature deaths of
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people with a learning disability showed disparities in people with learning difficulties
accessing health care and universal prevention programs.
Whilst we have made significant improvements in people with learning difficulties accessing
health checks across BLMK, this work needs to be further developed and robustly
implemented. At the same time, we will need to continue to work with service users and their
carers to ensure that we are supporting them to access effective healthcare in order to best
address inequalities in health-related outcomes.

Populations at the sharp edge of health inequalities because of social exclusion and
stigmatisation – Gypsies, Roma, Travellers, homeless, vulnerable migrants, and sex
workers
This is an area in which significant further work is also required. One area for focus will be to
encourage the use of the Inclusion Health Self-Assessment Tool, which is designed for use
by primary care networks to understand how they are best serving the populations they serve
who are at the sharp edge of health inequalities. Our aim will also be to have more focussed
and targeted outreach one-stop services for these marginalised communities that can most
effectively focus on meeting the needs of these groups.
In addition, Focus on 5 Key Clinical (the Plus 5) focussed programs of work
1. Maternity: ensuring continuity of care for 75% of women from Black, Asian and
minority ethnic communities and from the most deprived groups.
2. Severe mental illness (SMI): ensuring annual health checks for 60% of those living
with SMI (bringing SMI in line with the success seen in learning disabilities).
3. Chronic respiratory disease: a clear focus on Chronic Obstructive Pulmonary
Disease (COPD) driving up uptake of COVID, flu and pneumonia vaccines to reduce
infective exacerbations and emergency hospital admissions due to those
exacerbations.
4. Early cancer diagnosis: 75% of cases diagnosed at stage 1 or 2 by 2028.
5. Hypertension case-finding: to allow for interventions to optimise blood pressure and
minimise the risk of myocardial infarction and stroke.
We also have enablers that will help deliver the CORE 20 Plus 5 strategy across BLMK.
These are:
NHS Planning guidance 2022/2023
o

NHS planning guidance 2022/2023 outlines the ambition to continue to develop our
approach to population health management, prevent ill-health and address health
inequalities by asking systems to develop robust plans for the prevention of ill-health,
led by a nominated senior responsible officer (SRO). These plans should reflect the
primary and secondary prevention deliverables as outlined in the NHS Long Term
Plan, and the key local priorities agreed by the ICS. Plans should set out how system
allocations will be deployed to:
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o
o
o

o

o

Support the rollout of tobacco dependence
Improve uptake of lifestyle services, the Diabetes Prevention Programme, Low
Calorie Diets, the new Digital Weight Management Programme and digitally
supported self-management services
Restore diagnosis, monitoring and management of hypertension, atrial fibrillation
and high cholesterol and diabetes, as well as asthma and COPD registers and
spirometry checks for adults and children, to pre-pandemic levels in 2022/23, as
per the Quality and Outcomes Framework (QOF), Integrated Investment Fund and
Direct Enhanced Service targets
Progress against the NHS Long Term Plan high impact actions to support
respiratory, stroke and cardiac care, implementing new models of care and
rehabilitation, including remote and digital models, and increasing respiratory,
hypertension, atrial fibrillation and high cholesterol detection and
monitoring/control to pre-pandemic levels
Reduce antibiotic use in primary and secondary care through early identification
and treatment of bacterial infections and support reduced lengths of hospital stays
by ensuring that intravenous antibiotics are only used for as long as clinically
necessary, with a switch to oral antibiotics as soon as appropriate.

BLMK ICS have been allocated £3,197k to reduce inequalities as part of 22/23 planning. We
expect to use this to:
(1) Fund any relevant costs that are currently being incurred in 21/22 and which are funded
from non-recurrent sources, if the investment is still required
(2) Support the achievement of the Core20Plus5 objectives for the ICS as these are
consolidated and agreed with ICS partners
(3) Build on existing good practice and achieve more systemic roll-out of successful
initiatives across BLMK
BLMK Quality Strategy April 2021 -2023. This outlines how inequalities in quality measures
will be robustly monitored via the Quality strategy with a focus on levers and parameters to
address inequalities in outcomes and poor care by tackling variation. The CQC equality
objectives 2021-2025 will be monitored through this quality strategy which has Health
inequalities are enshrined in these objectives as set out below:
• Equality Objective 1 – Amplifying the voices of people most likely to have a poorer
experience of care or who have difficulty accessing care
• Equality Objective 2 – Using data to understand and respond to equality risks
• Equality Objective 3 – Working with others to improve equality of access, experience,
and outcomes
• Equality Objective 4 – Using their independent voice to reduce inequalities
• Equality Objective 5 – The inclusive future: delivering on their diversity and inclusion
strategy for their workforce
Addressing Digital inequality – Across BLMK an ICS wide digital inclusion stakeholder
group is being established to review and progress recommendations from an evaluation report
by ‘We Are Digital’. The general themes that arose during the stakeholder workshops were:
• Digital exclusion is a known issue in BLMK and, despite several digital inclusion services
being delivered and in development, continues to contribute to inequality across the ICS and
wider public services.
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• The pandemic has exacerbated the “digital divide” between those who have access to digital
services and those who do not.
In addition to the voluntary sector led work with digitally excluded communities, and service
work within specific care groups, work is also ongoing to set up an ICS wide digital inclusion
group to report to the Digital, Data & Technology Committee (DDAT). The aim of this is to
identify any quick wins for early implementation. In support of this, there is work underway to
start building a list of all the digital inclusion support currently available in BLMK for sharing.
Work is also underway to collaborate with HR and Workforce on how to develop digital literacy
skills. Plans are in place to develop a system wide digital inclusion strategy.
Tackling the inequalities in the planned care backlog:
A key element of the plans to address backlogs in planned care is to ensure that inequalities
impacts of backlogs and activity reductions are understood and addressed.
Initial analysis in BLMK has shown that First appointment (face to face and telephone/virtual)
activity for patients referred from the 20 most deprived practices in BLMK have returned to
90% of pre-covid average, compared to 93% in the least deprived - for all practices it was 92%
of pre-covid average. Out of the 20 most deprived practices 11 are at 90% or higher of precovid average with only 2 practices below 80%: Medina Medical Centre (40%) and Bute and
House Medical Centre (70%). The analysis also shows that for some groups the monthly
average has increased above pre-covid levels (White & black African and any other mixed
background). The only group below 80% of pre-covid average was Chinese at 69% of precovid levels.
Similar work is being done on acute hospital backlogs at specialty level e.g., General Surgery,
Cardiology, General Medicine, and Clinical Haematology. This requires further investigation
with trusts and confirmation of arrangements for mutual aid. This includes analysis of patients
waiting longer than 52 weeks in specialties such as Orthopaedics, Ophthalmology, Oral
Surgery and General Surgery with support from Deloitte.
Working with our Diverse workforce and embracing equality and diversity
Work is underway across the ICS to bring together staff networks, and to learn from practice
across organisations that aims to address the experiences of staff from ethnic minority
backgrounds. The NHS has one of the most ethnically diverse workforces in the public sector.
However, year after year, ethnic minority staff report worse experiences in terms of their lives
and careers, when compared with white staff and people from an ethnic minority background
are under-represented in senior positions in the NHS.
The aim of this work, linked to the ICS People Board is to ensure that we build an inclusive
workforce, in which discrimination is not experienced by certain groups of staff, both because
this helps to create a happier workforce, and also because there is good evidence that this in
turn helps staff to better serve the health needs of diverse communities.

Monitoring Progress
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Progress in our delivery plans to address CORE 20 plus 5 Program across BLMK will be
undertaken with the available dashboards. In part this will be through better segmenting
existing and activity data. We are also in the process of developing key indicators and process
and outcome measures that will help monitor against key objectives.
In Conclusion
To successfully address health inequalities and deliver on the program of CORE 20 plus 5 in
BLMK we need to:
• Increase our understanding around inequalities and their impact on health outcomes
for our populations
• Promote ways of working across ICS partners, key stakeholders and communities to
co-produce interventions and remove barriers to services which inversely impact
equality
• Agree system priorities and target investment to proactively focus on improving
outcomes for those suffering the greatest inequalities in our 20% most deprived
population, to reduce the gap in life expectancy and improving wellbeing for people
living in those communities.
Recommendations
5. The Partnership Board is asked to note the current work in relation to the Core 20 Plus
5 framework, and how this links to the wide range of initiatives across the BLMK ICS.
6. To endorse a continued system wide approach and responsibility for tackling
inequalities, that encompasses the wider determinants of health and aims to reduce
the inequalities gap for our most deprived populations.
7. To note the proposals for priority areas of action
8. To recommend that the BLMK Inequalities Forum present more detailed plans to the
CEO group as part of the Annual Planning process.
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BLMK – Delivery of Health Inequalities
Strategy – Focus Core 20 Plus 5
Sanhita Chakrabarti
Nicky Wadley

Core 20 plus 5 •

Core20 • The most deprived 20% of the national population as identified by the national Index of
Multiple Deprivation (IMD). The IMD has seven domains with indicators accounting for a wide
range of social determinants of health

•

PLUS• ICS-determined population groups experiencing poorer than average health access,
experience and/or outcomes, but not captured in the ‘Core20’ alone. This should be based on ICS
population health data. • Inclusion health groups include: ethnic minority communities, coastal
communities, people with multi-morbidities, protected characteristic groups, people experiencing
homelessness, drug and alcohol dependence, vulnerable migrants, Gypsy, Roma and Traveller
communities, sex workers, people in contact with the justice system, victims of modern slavery and
other socially excluded groups

•

5: 1. Maternity: ensuring continuity of care for 75% of women from BAME communities and from
the most deprived groups 2. Severe Mental Illness (SMI): ensuring annual health checks for 60% of
those living with SMI (bringing SMI in line with the success seen in Learning Disabilities) 3. Chronic
Respiratory Disease: a clear focus on Chronic Obstructive Pulmonary Disease (COPD) driving up
uptake of Covid, Flu and Pneumonia vaccines to reduce infective exacerbations and emergency
hospital admissions due to those exacerbations 4. Early Cancer Diagnosis: 75% of cases diagnosed
at stage 1 or 2 by 2028 5. Hypertension Case-Finding: to allow for interventions to optimise BP and
minimise the risk of myocardial infarction and stroke

Inequalities in place BLMK – where is
our 20% most deprived

Bedford Borough

Central Bedfordshire

Milton Keynes

HEALTH INQUALITIES OVERVIEW
Health inequalities arise from a complex set of interactions between socio-economic, geographic and cultural
factors, which have a clear impact on life expectancy among Bedford Borough residents.

Child
deprivation

Educational
attainment

Risk factors and
behaviour

Healthy life
expectancy

Fewer children eligible for
free school meals (FSM)
achieve good GCSE
grades, affecting their
future life opportunities

People from less affluent
backgrounds are at much
higher risk of facing, and
less resilient to, a wide
range of risk factors

Is the number of years
someone can expect to
live in full health – that is
without life-limiting
disability

53%

A child from the most affluent
areas of Bedford Borough

A child from the most deprived
areas of Bedford Borough

achieve 5x GCSEs
A* to C overall
(2015/16)

21%

achieve 5x GCSEs
A* to C
eligible for FSM
(2014/15)

11%

adult smoking
prevalence overall
(2019)

19%

smoking prevalence
among
routine and manual
occupational groups
(2019)

65%

physically active
adults
(2019/20)

43%

physically active
young people
(2018/19)

62%

adult excess weight
(overweight + very
overweight)
(2019/20)

35%

year 6 excess weight
(overweight + very
overweight)
(2019/20)

Healthy life
expectancy
63 years
Male
(2017-19)

Healthy life
expectancy
65 years
Female
(2017-19)

Life expectancy

Is the average number of
years someone expected
to live from a give point in
time – such as at birth.

Life expectancy
79 years
Male
(2018-20)

Life expectancy
83 years
Female
(2018-20)

Source: Office for National Statistics, Public Health England - Public Health Profiles, Bedford Borough Public Health Intelligence team

HEALTH INEQUALITIES OVERVIEW
Health inequalities arise from a complex set of interactions between socio-economic, geographic and cultural
factors, which have a clear impact on life expectancy among Bedford

A child from the most affluent
areas of Bedford Borough

Inequality : School readiness: percentage of children
not achieving a good level of development
Relative Gap Non free school meals vs Free school meals

Source: IDACI 2019

Life Expectancy

People in less deprived areas can expect to live longer & be
healthier for greater proportion of their life

26.5%

18.6%

41.4%

29.4%

Most deprived
Source: NCMP

Most affluent
National child measurement

Health Inequalities - Disease prevalence (%)
Inequality has a negative effect on health and can lead to varied prevalence
of non-communicable diseases and in some cases under diagnosis

Most affluent

Most deprived

Source: QOF 20/21
Produced by Public Health Evidence & Intelligence

People from less affluent backgrounds
are at greater likelihood of facing, and
less resilient to, a wide range of risk
factors

Year Reception
(Age 4-5)

Fewer children eligible for free school
meals (FSM) achieve good GCSE
grades, affecting their future life
opportunities

Year 6
(Age 11-12)

A child from the most deprived
areas of Bedford Borough

Risk factors & behaviour

Educational attainment

Child deprivation

Children and young people living in deprivation
have worse health outcomes and life chances
than those who do not.

Borough residents.

HEALTH INEQUALITIES OVERVIEW
Health inequalities arise from a complex set of interactions between socio-economic, geographic and cultural
factors, which have a clear impact on life expectancy among Central

A child from the most deprived
areas of Central Bedfordshire

A child from the most affluent
areas of Central Bedfordshire

Inequality : School readiness: percentage of children
not achieving a good level of development

Life Expectancy

People in less deprived areas can expect to live longer & be
healthier for greater proportion of their life

Most deprived

Source: fingertips.phe.org.uk

Year Reception
(Age 4-5)

26.2%

18.0%

34.7%

25.9%

Most deprived
Source: NCMP

Most Affluent
National child measurement

Health Inequalities - Disease prevalence (%)
Inequality has a negative effect on health and can lead to varied prevalence
of non-communicable diseases and in some cases under diagnosis

Most affluent

Produced by Public Health Evidence & Intelligence

People from less affluent backgrounds
are at greater likelihood of facing, and
less resilient to, a wide range of risk
factors

Year 6
(Age 11-12)

Fewer children eligible for free school
meals (FSM) achieve good GCSE
grades, affecting their future life
opportunities

Relative Gap Non free school meals vs Free school meals

Source: IDACI 2019

Risk factors & behaviour

Educational attainment

Child deprivation

Children and young people living in deprivation
have worse health outcomes and life chances
than those who do not.

Bedfordshire residents.

Source: QOF 20/21

HEALTH INEQUALITIES OVERVIEW
Health inequalities arise from a complex set of interactions between socio-economic, geographic and cultural
factors, which have a clear impact on life expectancy among Milton

A child from the most affluent
areas of Milton Keynes

Inequality : School readiness: percentage of children
not achieving a good level of development
Relative Gap Non free school meals vs Free school meals

Source: IDACI 2019

Life Expectancy

People in less deprived areas can expect to live longer & be
healthier for greater proportion of their life

Most deprived

Source: fingertips.phe.org.uk

26.2%

18.1%

39.2%

27.3%

Most deprived
Source: NCMP

Most affluent
National child measurement

Health Inequalities - Disease prevalence (%)
Inequality has a negative effect on health and can lead to varied prevalence
of non-communicable diseases and in some cases under diagnosis

Most affluent

Produced by Public Health Evidence & Intelligence

People from less affluent backgrounds
are at greater likelihood of facing, and
less resilient to, a wide range of risk
factors

Year Reception
(Age 4-5)

Fewer children eligible for free school
meals (FSM) achieve good GCSE
grades, affecting their future life
opportunities

Year 6
(Age 11-12)

A child from the most deprived
areas of Milton Keynes

Risk factors & behaviour

Educational attainment

Child deprivation

Children and young people living in deprivation
have worse health outcomes and life chances
than those who do not.

Keynes residents.

Source: QOF 20/21

HEALTH INEQUALITIES OVERVIEW
Health inequalities arise from a complex set of interactions between socio-economic, geographic and cultural
factors, which have a clear impact on life expectancy among Luton residents.

A child from the most deprived
areas of Luton

A child from the most affluent
areas of Luton

Inequality : School readiness: percentage of children
not achieving a good level of development
Relative Gap Non free school meals vs Free school meals

Source: IDACI 2019

Life Expectancy

People in less deprived areas can expect to live longer & be
healthier for greater proportion of their life

Most deprived

Source: fingertips.phe.org.uk

24.8%

19.6%

50.1%

37.8%

Most deprived
Source: NCMP

Most affluent
National child measurement

Health Inequalities - Disease prevalence (%)
Inequality has a negative effect on health and can lead to varied prevalence
of non-communicable diseases and in some cases under diagnosis

Most affluent

Produced by Public Health Evidence & Intelligence

People from less affluent backgrounds
are at greater likelihood of facing, and
less resilient to, a wide range of risk
factors

Year Reception
(Age 4-5)

Fewer children eligible for free school
meals (FSM) achieve good GCSE
grades, affecting their future life
opportunities

Year 6
(Age 11-12)

Children and young people living in deprivation
have worse health outcomes and life chances
than those who do not.

Risk factors & behaviour

Educational attainment

Child deprivation

Source: QOF 20/21

Gypsies, Roma and Travelers

Homeless People

Health Inclusion
Groups

Vulnerable Migrants

Sex Workers

Populations at the sharp
edge of health inequalities
as a result of social exclusion
and stigmatisation

page 12

Life expectancy for people with a learning
disability
• Males with a learning disability in
England have a life expectancy of 66
years, 14 years lower than males in
the general population
• Females with a learning disability in
England have a life expectancy of 67
years, 17 years lower than females
in the general population
Source: NHS England. Health and Care of People with
Learning Disabilities, Experimental Statistics: 2018 to
2019.

CYP with mental Health
• 14.8 % of total ICS population live in the most deprived
areas of England. Mental Health Assessment data for
the ICS indicates young people from black & minority
ethnic communities are disproportionately impacted
and more likely to experience poor mental health and
wellbeing outcomes. CAMHS Access data (May 2021)
for ICS shows for Jan-March 2021, nearly 4 in 10
referrals to CAMHS being signposted elsewhere
(444/1132 referrals).There are waiting lists for other
services being signposted to.

Five Clinical Focus areas
1. Maternity: ensuring continuity of care for 75% of women from Black, Asian and
minority ethnic communities and from the most deprived groups.
2. Severe mental illness (SMI): ensuring annual health checks for 60% of those
living with SMI (bringing SMI in line with the success seen in learning
disabilities).
3. Chronic respiratory disease: a clear focus on Chronic Obstructive Pulmonary
Disease (COPD) driving up uptake of COVID, flu and pneumonia vaccines to
reduce infective exacerbations and emergency hospital admissions due to those
exacerbations.
4. Early cancer diagnosis: 75% of cases diagnosed at stage 1 or 2 by 2028.
5. Hypertension case-finding: to allow for interventions to optimise blood pressure
and minimise the risk of myocardial infarction and stroke.
core20plus5-online-engage-survey-supporting-document-v1.pdf (england.nhs.uk)
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NHS Health Inequalities Dashboard
Using the NHS Health Inequalities dashboard addresses questions
linked to the five key priorities regarding equitable access to care:
1. Restoring NHS services inclusively: Has hospital activity returned to
pre-crisis levels at varying rates across ethnic groups?
2. Mitigating against 'digital exclusion': Have virtual appointments
been used at varying levels across ethnic groups?
3. Ensuring data sets are complete and timely: Has the coding of
ethnicity on patient activity records been improving over time?
4. Accelerating preventative programmes: Has COVID-19 vaccine
uptake varied across ethnic groups and deprivation levels? Are
Learning Disability health checks being carried out across all
geographies?
5. Strengthening leadership and accountability: Metrics TBD

Maternity Population
•
•
•
•
•
•

Maternity mothers account for 2% of the population
Overall BLMK has around 40% BAME population, within the maternity
segment it is slightly higher at 45% BAME
Luton has the most deprivation with all ethnicities showing high rates within
the most deprived areas.
60% of Luton’s maternity population are from a BAME background.
Luton and Milton Keynes have more deprivation within the Black ethnicities
20% of Bedford’s Asian maternity population are in the 20% most deprived

Data drawn from primary care data, AGEM SMITH model and Risk Stratification tools 2020/21
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SMI Population
•
•
•
•
•

•

BLMK SMI Register 7113 patients (2021/22)
71% of patients on the SMI register have a co-morbidity
3 out of 10 patients with an SMI attended A&E in 20/21
2 out of 10 patients with an SMI had an unplanned admission in 20/21
o

There is some variation in LOS, with the average being 25days

On average only 25% of patients had a recorded health check (achieving all 6
measurements) within the past 12 months, Central Bedfordshire is lower in
comparison to the other areas at 17%.
27% of patients with an SMI and living in the most deprived areas (IMD 1 or 2),
in Luton it is 47%
o Patients with an SMI are 10% more likely to have an unplanned admission if they are
living in an area of high deprivation

Data drawn from primary care data, AGEM SMITH model and Risk Stratification tools 2020/21
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Population health: cancer
14%

of BLMK adults are
current smokers.

22%
30%

among those in routine and
manual occupations, and around
for those people with a long term
mental health condition

Compared to England, the smoking prevalence in Luton and routine/manual
occupation at Milton Keynes are significantly higher.
Compared to similar areas, smoking attributable admissions are high in Milton Keynes
and Central Bedfordshire.
One in three deaths in Milton Keynes
Participation in cancer screening programmes
are caused by cancer.
is not consistently high, particularly in Bedford
Compared to 10 similar CCGs, urgent GP
Borough, Milton Keynes and Luton:
referrals for breast, colorectal & lung
Breast: screening rates in Bedford
cancers were high in Luton.
Borough & Milton Keynes were significantly
The incidence of prostate cancer is higher
lower than similar areas.
in BLMK than in England.
Cervical: all were significantly low except
Lung cancer registrations are higher than
in Central Beds, and only 59.7% in Luton.
in similar areas in Central Beds and MK.
Bowel: 58.2% coverage across BLMK,
compared to 63.8% nationally.

1-year survival from colorectal cancer in
Luton was lower compared to 10 similar
CCGs

COPD
Bedford
Central Beds
Luton
Milton Keynes
Grand Total

COPD Patients
4789
8390
7107
10539
30825

% with at least
one COVID
vaccination
90%
92%
87%
93%
91%

Patients
Attended A&E
in past
12months
1538
2601
2443
3224
9806

Patients With an
unplanned
admission in past
12months
1063
1800
1768
1947
6578

Patients with COPD:
• Good uptake of COVID vaccination (91%)
• 3 in 10 have attended A&E in the past 12 months
• 2 in 10 have had an unplanned admission in the past 12 months
• Respiratory complaints account for around 9% of all admissions

Insert footer here
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Hypertension
•
•
•
•
•
•

In BLMK there is lower than average recorded prevalence of hypertension
Lower recorded prevalence in more deprived communities
BLMK 14.7% compared to England average 16.55% and Max 20.3%
Less patients in BLMK have an optimal BP reading (equal to or less than 140/90 mmHg)
BLMK ICS comparative premature mortality rates for CHD is in the worst quartile
nationally compared to other ICS
Premature Mortality from CHD is higher for those living in more deprived areas

Insert footer here
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Cancer and mortality
Cancer is a significant contributor to the gap in life expectancy. Collectively circulatory diseases, respiratory
diseases and cancer contribute around 60% of the gap in life expectancy, reflecting the impact of the wider
determinants of health on the development of these conditions. The part that cancer plays in each place is:
Bedford Borough:
18.6% for men
14.4% for women

Premature mortality
from cancer was
~30% higher than
expected in
Kingsbrook, Castle,
Eastcotts and Elstow &
Stewartby and around
20% higher in Harpur
and Kempston South
during 2015-2019

Milton Keynes:
16.8% for men
37.4% for women

Premature mortality
from cancer was 64%
higher than expected in
Woughton &
Fishermead and
around a 25% higher in
both Stantonbury,
Bletchley West and
Bletchley East in 20152019

Central Bedfordshire:
23.3% for men
9.8% for women

Premature mortality
from cancer was
31% higher than
expected in
Biggleswade North
and around a 29%
higher in Parkside
during 2015-2019

Luton:
26.6% for men
24.8% for women

Premature mortality
from cancer was
59% higher than
expected in Crawely
and around a 50%
higher in Farley Park
and Lewsey in 20152019

People with a Learning Disability
•
•

In Dec 2021 there were 5,352 people on our GP LD registers and 4,700 of these are
over 14 and due to receive an annual health check
Only 1,564 have received one so far this year 33.28% compared with 66% 2020/21

•
•

70% of patients with a learning disability have a co-morbidity.
Prevalence of asthma and obesity is high for LD patients.

Bedford
Central Beds
Luton
Milton Keynes
BLMK

Diabetes
15%
13%
15%
15%
14%

Hypertension
19%
15%
18%
17%
17%

Asthma

Obesity
32%
30%
30%
31%
31%

Insert footer here

COPD
44%
35%
32%
20%
31%

Dementia
4%
2%
3%
4%
3%

Cancer
3%
2%
2%
1%
2%

2%
1%
1%
1%
1%
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Learning Disabilities and Mental
Health in BLMK
22/09/2021

Life expectancy for people with a learning
disability
• Males with a learning disability in
England have a life expectancy of 66
years, 14 years lower than males in
the general population
• Females with a learning disability in
England have a life expectancy of 67
years, 17 years lower than females
in the general population
Source: NHS England. Health and Care of People with
Learning Disabilities, Experimental Statistics: 2018 to
2019.

Life expectancy for people with severe mental
illness
• International studies have shown that a single episode of depression
or recurrent depressive disorder are associated with a reduction in
life expectancy of 7 to 11 years
• More severe mental illness such as personality disorder,
schizophrenia and bipolar disorder are associated with a reduction in
life expectancy of 10 to 22 years
Source: Chesney E, Goodwin GM and Fazel S. Risks of all-cause and suicide mortality in mental
disorders: a meta-review. World Psychiatry, 13(2), 153-160.

Employment and housing for people with a
learning disability

Source: Public Health England, Public Health Outcomes
Framework and Learning Disability Profiles
Source: Public Health England, Learning Disability Profiles

Employment, welfare and housing for people
with mental illness

Source: Public Health England, Wider Determinants of Health
Profile. ESA = Employment and Support Allowance

Source: Public Health England, Crisis Care Profile
Source: Public Health England, Public Health Outcomes
Framework

Life expectancy gap for more deprived areas

Source: Public Health England, Public Health Outcomes
Framework

Screening coverage among people with
learning disabilities

Females with a learning disability are less than half as likely as females in the general population to have had cervical screening in the
last 5 years, but the percentage who have had cervical screening has increased.
Source: NHS England. Health and Care of People with Learning Disabilities, Experimental Statistics: 2018 to 2019.

Learning Disabilities and Mental Health |BLMK Population Profiles

MH need
No MH
High
Low

Freq.
Percent
776,048
74.9
57,516
5.6
202,301
19.5

Total

MH need

No MH pro
Low MH
High MH
Total

1,035,865

Annual spend
per capita
£
£
£
£

340
473
1,628
437

Learning
Disabilities

Mental Health

Learning Disabilities and Mental Health Cohorts

100

LD
No LD
LD

Freq.
Percent
1,030,909
99.5
4,956
0.5

Total

1,035,865

Freq.

LD
776,048
202,301
57,516
1,035,865

No LD
LD
Total

LD/MH
No LD
LD

noMH
773,491
2,557

High
Low
Total
56,861 200,557 1,030,909
655
1,744
4,956

Total

776,048
52%

57,516 202,301 1,035,865
13%
35%

Annual spend
per capita
£
£
£

435
825
437





100

Freq.
1,030,909
4,956
1,035,865



In BLMK, 5.6% of the population has
high Mental Health (MH) needs
suggesting increased support in the
community is required.
Of the total population, 0.5%have
been reported in primary care records
as having Learning Disability (LD).

Increased acute spend per capita is
associated with higher levels of MH
need and LD if compared with the rest
of the population.

13% (655) of people with LD have also a high MH needs, and 35%
(1,744) low MH needs. For the purposes of this analysis individuals
with LD will be excluded from the MH high need cohort.

Learning Disabilities and Mental Health |BLMK Population Profiles
Sociodemographic characteristics






LD is more prevalent in males (62%) and
in younger populations suggesting
reduced longevity, comparatively higher
proportions living in deprived areas.
MH is more prevalent the adult, female
population (>30 y.o) and it is slightly
higher in more deprived areas.
LD & MD seems to be significantly more
prevalent in white and mixed raced
populations. For a high proportion of the
population the ethnicity is unknown, thus
this statement needs to be further
explored.

Learning Disabilities and Mental Health |BLMK Population Profiles
Segmentation insights
LD
Segment
Adult healthy
Adult episodic care
Adult low need LTC
Adult mid need LTC
Adult high need LTC
Adult cancer
Frailty
Palliative/EoL
Maternity
Child healthy well
Child episodic care
Child health needs
Total

Freq.
384
117
693
1,721
134
26
817
35
34
173
124
698
4,956

MH high need
Percent
8%
2%
14%
35%
3%
1%
16%
1%
1%
3%
3%
14%
69%

Freq.

Rest of pop

Percent

8,035
30,561
2,671
1,570
9,247
847
3,188

14%
54%
5%
3%
16%
1%
6%

742

1%

56,861

80%

Freq.
256,388
48,298
201,228
150,027
15,134
9,434
47,592
2,783
24,812
127,267
41,893
49,192
974,048

69% of people with LD are in high need segments if
compared with 28% of the BLMK population. MH
subpopulation has already been assigned to higher need
segments in the SMITH model.

Acute spend per Acute spend
capita - LD
per capita - MH

Segment

Percent
26%
5%
21%
15%
2%
1%
5%
0%
3%
13%
4%
5%
28%

Adult healthy
Adult episodic care
Adult low need LTC
Adult mid need LTC
Adult high need LTC
Adult cancer
Frailty
Palliative/EoL
Maternity
Child healthy well
Child episodic care
Child health needs

£
£
£
£
£
£
£
£
£
£
£

0
533
212
477
1,195
2,866
1,598
6,684
2,510
987
1,542

Total

£

825

£
£
£
£
£
£
£

644
691
3,010
4,205
3,492
10,940
2,637

£

2,051

£

1,625

Acute spend
per capita Rest of pop

£
£
£
£
£
£
£
£
£
£
£
£

463
168
380
1,446
2,938
1,872
8,876
1,433
595
395

£

366

Spend per capita is considerably higher
across MH segments and for Maternity and
Children with LD.

Learning Disabilities and Mental Health |BLMK Population Profiles
Burden of disease in the population
 The burden of disease in LD and MH
subpopulations has been computed as
standardised rates in seven disease areas
and compared against the rest of the BLMK
population.
 For the MH cohort prevalence across all
disease areas is substantially higher,
practically twice, than in the rest of the
population.
 For LD, morbidity levels are significantly
higher for Diabetes and Obesity, and higher
for Stroke and Dementia. For the other
disease groups LD show similar or lower
prevalence.

Note | CVD is a composite variable that includes: Heart Failure, Angina, Chronic Rheumatic Heart Disease, CABG, Acute MI, PCI, Hypertensive Heart Renal

Disease, Cardiomyopathy, Atrioventricular Block, Atrial Fibrillation, Ischaemic Heart Disease, Circulatory Diseases, Pulmonary Heart Disease.

Mental Health Sections by Ethnicity
CONTACTS
ALL GENDERS
White British
Any other White background
African
Any other mixed background
Not stated e.g. unwilling to state
Pakistani
Any other Asian background
Any other Black background
Any other ethnic group
Caribbean
Bangladeshi
Indian
Not known e.g. unconscious
White Irish
White and Black Caribbean
White and Asian
White and Black African
Chinese
NULL



14154
1428
389
1333
1865
688
399
225
348
344
347
437
1489
251
285
167
91
33
64
24337

SECTIONED PATIENTS
Section 2 Section 3 Section 136
238
264
376
39
29
67
18
39
27
25
27
16
33
6
26
13
32
18
24
12
14
12
23
11
16
11
16
16
6
16
13
9
14
3
4
16
10
5
6
11
6
4
8
9
2
6
5
1
4
3
3
1
1
0
0
0
445
725
444

ALL GENDERS
Total Section 2 Section 3 Section 136
1.7%
1.9%
878
2.7%
4.7%
2.7%
2.0%
135
10.0%
6.9%
4.6%
84
2.0%
1.2%
1.9%
68
65
1.8%
0.3%
1.4%
1.9%
63
4.7%
2.6%
50
6.0%
3.0%
3.5%
4.9%
5.3%
46
10.2%
4.6%
3.2%
43
4.6%
4.7%
4.7%
1.7%
38
3.7%
2.6%
36
4.0%
0.9%
3.7%
0.7%
23
0.3%
0.4%
21
0.7%
21
4.4%
2.4%
1.6%
19
2.8%
3.2%
0.7%
3.6%
3.0%
0.6%
12
7
4.4%
3.3%
0.0%
5
9.1%
3.0%
3.0%
0.0%
0.0%
0
0.0%
1.8%
1614
3.0%
1.8%

MALE
Total Section 2 Section 3 Section 136
2.3%
2.8%
1.8%
6.2%
5.5%
3.5%
3.0%
9.5%
5.9%
9.3%
8.8%
21.6%
2.1%
5.1%
2.5%
1.2%
3.5%
1.6%
0.3%
1.4%
4.4%
2.8%
1.7%
9.2%
7.0%
2.1%
6.4%
12.5%
5.6%
6.3%
20.4%
13.5%
12.4%
6.0%
4.2%
4.2%
4.8%
6.0%
1.8%
11.0%
10.4%
4.0%
6.3%
2.9%
5.3%
0.0%
0.5%
5.3%
0.1%
0.8%
1.4%
0.6%
6.0%
4.3%
2.6%
8.4%
6.7%
3.7%
5.2%
0.0%
7.2%
3.7%
2.4%
1.2%
7.7%
5.3%
5.3%
0.0%
0.0%
0.0%
0.0%
15.2%
0.0%
0.0%
0.0%
0.0%
6.6%
3.2%
2.0%
2.3%

FEMALE
Total Section 2 Section 3 Section 136
1.5%
2.6%
1.6%
6.9%
4.0%
2.1%
1.3%
12.0%
10.9%
4.9%
3.3%
23.9%
1.7%
1.2%
1.7%
5.8%
1.9%
0.3%
1.4%
3.3%
2.4%
2.1%
8.9%
4.9%
5.2%
3.8%
0.9%
15.5%
4.0%
6.1%
4.0%
25.4%
14.5%
3.3%
4.9%
2.2%
3.4%
1.7%
12.5%
4.5%
13.1%
4.1%
1.2%
2.3%
1.3%
1.3%
5.8%
2.2%
0.7%
0.6%
0.0%
1.6%
0.7%
12.8%
3.0%
0.7%
2.0%
1.3%
1.3%
9.0%
3.5%
3.5%
0.0%
7.3%
3.8%
1.9%
0.0%
10.5%
4.8%
0.0%
14.3%
4.8%
0.0%
0.0%
0.0%
0.0%
7.5%
2.8%
1.6%
1.5%

Total
5.7%
7.4%
19.0%
4.6%
3.7%
9.5%
9.9%
14.1%
10.4%
9.7%
7.6%
4.8%
1.3%
4.5%
4.6%
7.1%
5.7%
23.8%
0.0%
5.9%



MH Sections rates appear to be highest in the ‘African’ (22%) and ‘Any other Black Background’ (20%) ethnic categories. This is particularly
the case for Males at 24% for African and 25% for Any other Black Background.
For Females the rates of MH Sections appear to be highest for Chinese (23.8%) and African (19%) ethnic categories.



Data taken from the National MHSDS data and covers the period Aug-20 to Jul-21

Waiting Times to Treatment for People with
Learning Disabilities and Serious Mental Illness
Waiting List
Outpatient Waiting List
Inpatient Waiting List
Waiting List Patients with Cancer Flag









Average Waiting Time (weeks)
Learning Serious Mental
Total
Disabilities
Illness
Waiting List
19
16
15
24
15
15
7
3
3

Average wait times are longer for patients with LD for
both Inpatient and Outpatient waiting lists.
For patients with a Serious Mental Illness the waiting
times would appear to be more in line with the wider
population.
Although average wait times for LD patients with a
cancer flag also appear to be higher, the numbers are too
low for this to be reliable.
More LD patients appear to have waited in the 52+ week
wait group.

LD and SMI flags were derived from SNOMED codes in the Primary Care data.
Please note that we currently have data for 88% of Practices in BLMK.
Waiting List data is taken from the National Weekly Waiting List datasets that
contains data from Apr-21 – please note there may be some data quality and
completeness caveats, particularly with the Cancer flags.

National planning asks
A

H

Invest in our workforce – with more people and new ways of working, and by strengthening the
compassionate and inclusive culture needed to deliver outstanding care.
Delivering the NHS COVID vaccination programme and continuing to meet the needs of patients
with COVID-19.
Deliver significantly more elective care to tackle the elective backlog, reduce long waits and
improve performance against cancer waiting times standards.
Improve the responsiveness of urgent and emergency care and build community care capacity –
keeping patients safe and offering the right care, at the right time, in the right setting.
Improve timely access to primary care – expanding capacity and increasing the number of
appointments available.
Grow and improve mental health services and services for people with a learning disability and/or
autism.
Continue to develop our approach to population health management, prevent ill-health and address
health inequalities.
Exploit the potential of technology to transform the delivery of care and patient outcomes.

I

Make the most effective use of resources moving back to pre-pandemic levels of productivity.

J

Establish ICBs and collaborative system working by 1 July 2022 (subject to Health Bill progress).

B
C
D
E
F
G

st

Trusts and ICBs, once established, are expected to have a board-level Net Zero lead and a Green
Plan, and deliver carbon reductions against this, throughout 2022/23.

Programme or Project Name

Lead/Link

Updates to
Inequalities
group
F/U November
meeting & HI
data present
meeting updates

Key Milestones

Key
Deliverables

Timescales

Booster programme
in place
(commenced
September 2021)

increased
uptake from
deprived
communities

from Q4
2021/22

Risk stratification
tools in place & user
training

Place level and
PCN profiles

End of Q2
2021/22

Mirror project
milestones

CYP Social
Prescribers, LD
Project

Q4

1

Vaccination Programme
focus on increasing uptake in areas of
deprivation & underserved groups

2

Population Health Management
risk stratification to identify inequality, target
resources at areas of need

Nicky Wadely
(D2 54)

3

Personalised Care
co-produce services with underserved
groups to meet their needs

Rebecca
Green (D2 57)

4

Prevention & Screening
increase uptake of screening, accelerate
prevention in areas of deprivation or groups
with poorer outcomes

link to P2 lead
(D2 56)

5

Digital Inclusion
improve connectivity to digital health, care &
support with access to devices + skills
training

Mark T/ Mark
P
Digital
Inclusion SG

6

Mental Health
Annual Health Checks for people with SMI
&/or Learning Disability and MH Inequalities
group

David
F/Michael F

7

Employment
increase opportunities for local people via
ICS anchor institutions and boards to reflect
make up of local population

link to P4 &
Workforce

3/9 inequalities
agenda item on
ICS staff network

Ensure inclusion of
actions in People
plan to address
Inequalities

8

Housing & Homelessness
multiagency approach to homelessness &
access to quality & affordable homes

link to P4

To be included in
Place level
updates

Place leads for
Homelessness
working with P4 lead
to agree next

9

Social Isolation
tackling loneliness & increasing
opportunities to support health &mental
wellbeing working with VCSEF

VCSE lead

Report from
Community MK
re Peer Network
10/21

TBA with VCSE
lead role

Integrated
approach with
VCSEF partners

report 10/2021

10

Leadership
Develop network of HI leads to support
organisational, functional, place & PCN
level plans to address inequalities and link
to PCN DES

PC SRO HI
Role

Update reports to
CEO Partnership
Board (Freq tbc)
and links to Place
level plans

Inequalities SRO
and collaborative
ensure each ICS
priority identifies &
address HI

Staff networks
bringing together
linking to ICS
priorities HI read
across as integral
part of P5 plan

Place level
plans by end
Q3

Alison J
(B13)

Place level
profiles to be
presented
September with
HI data
LD PHB & CYP
Social
Prescribing
projects updates
Cancer
Outcomes 9/8
Kathy Nelson
and follow up by
end 2021
Sept meeting to
be confirmed
MH I Report to
20/9/21
LD AHC &
LeDeR

Six months
October 2021
update on
screening

Luton Inequalities
project

Digital inclusion
steering group set
up

BRCC project
active and key
deliverables
agreed &
monitored

Q4 report

Report on outcomes
developed for 2021

Increased uptake
of AHC for
people with LD or
SMI, and autism

by end of
2021/22

Progress and areas of escalation (update Jan 2022)
Phase 1&2 have identified uptake across deprived
communities and also by ethnicity. Variety of approaches to
in reach to communities and work with trusted leaders in
communities to address hesitancy – 67.4% uptake @ Jan 22
PHM workplan AGEM and PH Intel teams developing
population health data packs at Place and PCN level + wider
determinants of health to support PCN Inequalities leads
Regeneration work in MK with communities to improve health
& wellbeing (MKHCA priority) co-production with Comms
team
LD AHC & PHB project, CHC 117 plans, HIU & Social
Prescriber, CYP Social Prescribing project to support
resilience for those living in deprivation. Maternity care for
BAME mothers
Report on Luton Cancer Outcomes and links to improved
uptake of screening and early diagnosis
https://www.gov.uk/government/publications/nhs-populationscreening-inequalities-strategy/phe-screening-inequalitiesstrategy
“We are Digital” reported in August, plan for digital inclusion
group with VCSE and ICS partners to support
recommendations, presentation from Tech Angels in July,
BRCC bid to NHS Charities Together for Digital inclusion
project manager (March 22 update)
Review AHC LD & LeDer programme Outcomes 2021
Health checks for autistic & neurodivergent people –
presented @ November meeting
PC, NW and Workforce team to discuss opportunities for
anchor institutions to support People plan in BLMK using
good practice examples. Develop Data roles & PH fellows

By Q3 outline
of current and
proposed work

To be linked to HI Role and P4 lead – discussion with SRO
and use of homeless inequalities toolkit Homeless

Toolkit_links.pdf as well as Living well P2 priority

Social Prescribers, Digital Inclusion and VCSE, linked to
building communities eg MK Peer Network Sonal Mehta
VCSE partnership lead to attend January meeting
Link to partner organisation leads, and support to
programmes to ensure inequalities are surfaced and
addressed at all levels and parts of ICS

Delivery of LTP ehia-ltp-annex.pdf (england.nhs.uk)
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Anchor institutions | The King's Fund (kingsfund.org.uk)

Tackling Neighbourhood Health Inequalities Supplementary guidance
Version 1.0 10 February 2022NHS England » Tackling neighbourhood health inequalities
•
•
•
•
•
•
•
•
•
•
•
•

PCNs are responsible for designing and delivering the intervention(s)
described in the Network Contract DES and working collaboratively with
commissioners who will offer support to do so. This includes:
a. identifying and selecting the population experiencing inequality,
working collaboratively across systems and localities;
b. engaging with the community experiencing health inequalities;
c. developing a plan by 28 February 2022 describing how the
intervention will be delivered for the duration of the contract period;
and
d. identifying what outcome this intervention is expected to achieve and
how that outcome will be measured. This measurement should
support quality improvement activities within, and between, PCNs.

PCN Objectives and DES : Letter
template (england.nhs.uk)

PCN DES Objectives need enhanced support to deliver in 20%
most deprived

Cardiovascular disease prevention and
diagnosis: supplementary guidance for primary care B0951-v-network-contractdes-20-21-cvd-supplementary-guidance.pdf (england.nhs.uk)

•

•
•

The Network Contract DES Specification aims to reduce the impact of the A, B, Cs
of CVD (atrial fibrillation, high blood pressure/hypertension and cholesterol). From
1 In June 2021, the NHS England NHS Improvement Board announced the
CORE20PLUS5 initiative to drive targeted health inequalities improvements in
agreed areas, with a specific lens on ethnicity and deprivation; hypertension is one
of the priority areas within this. 2 The gap between those diagnosed and the
modelled prevalence.
From April 2022, this is expanded to incorporate detection and management of
atrial fibrillation (AF) and addressing cholesterol in the context of CVD risk,
including detection and management of familial hypercholesterolaemia (FH).
From April 2022, PCNs will also be required to undertake network development
and quality improvement activity to support CVD prevention, laying the broader
foundations of good preventative care, as PCNs work with systems to develop
optimal CVD pathways. This aims to support earlier identification of heart failure,
which was highlighted as a priority in the NHS Long Term Plan,3 improved
diagnosis of FH, and better management of cholesterol.

Role of Community pharmacy
•
•

•

Community Pharmacy Case Hypertension Case Finding Advanced Service
From October 2021, the Community Pharmacy Hypertension Case Finding
Advanced Service will support PCNs in improving access to blood pressure testing.
The service will have two stages; the first is identifying people at risk of
hypertension, and offering them blood pressure monitoring (a clinic check). The
second stage, where clinically indicated, is offering ambulatory blood pressure
monitoring (ABPM). Blood pressure test results will then be shared with the
patient’s GP (via NHS mail) to inform a potential diagnosis of hypertension. PCNs
are required to work collaboratively with community pharmacies delivering this
service, the work of which will contribute towards the relevant QOF and IIF
indicators.
The aims and objectives of this service are to: • Identify people aged 40 years or
older, or at the discretion of the pharmacist people under the age of 40 with high
blood pressure (who have previously not had a confirmed diagnosis of
hypertension), and to refer them to general practice to confirm diagnosis and for
appropriate management; • At the request of a general practice, undertake ad hoc
clinic and ambulatory blood pressure checks; • Promote healthy behaviours to

The Inclusion Health Self-Assessment
Tool – example from De Parys

Inverse Care Law and primary care
•

The ‘inverse care law’ was first defined by the GP Julian Tudor Hart 50 years ago, to
describe how – perversely – people who most need health care are least likely to
receive it. The inverse care law persists in the NHS today. GP practices in more
deprived areas of England are relatively underfunded, under-doctored, and
perform less well on a range of quality indicators compared with practices in
wealthier areas.

Recommendation Health Foundation analysis :Analysis of policies to improve
general practice in deprived areas since 1990 Rebecca Fisher, Lucinda Allen,
Akanksha Mimi Malhotra, Hugh Alderwick – January 2022
•

Addressing the inverse care law in general practice should become an explicit national priority, set by government.
This should form part of a broader national strategy to reduce health inequalities, with clear goals for improvement
and measures for tracking progress.

•

New policies for general practice in England should be subject to an ‘equity test’. This should consider how the
policy may impact on the equitable provision of general practice, and how it will interact with other policies in place
or being introduced.

•

An independent review of general practice funding allocations should be established to examine all income
streams into general practice, how these differ between more and less deprived areas, and alternative approaches
to allocating resources more fairly based on health care needs. Government should act on recommendations from
the review.

•

Government should work with national NHS bodies to develop a medium and long-term workforce strategy for
general practice, as part of a broader workforce strategy for the NHS in England. This should include plans and
projections for GP retention and recruitment, and consider mechanisms to more equitably distribute the GP and
allied health professional workforce. As part of this strategy, government should consider stronger central
coordination and oversight of GP distribution in England.

•

Integrated care boards should be required to develop plans for reducing inequities in the provision of high-quality
GP services. This should include clear goals for improvement and how they will be measured. Integrated care
boards should also produce plans for data collection and analysis to effectively monitor general practice provision
relative to need.
Government must commit to more rigorous testing and evaluation of policies affecting general practice – including
current policies to recruit GPs in under-doctored areas. Evaluations should explicitly consider equity and be made
publicly available.

•
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1.

Summary

1.1 This paper summarises progress on the ICS Establishment Programme since January
2022. It reflects the impact of the level 4 Covid incident and the extension of the ICS
Establishment timeline to 1st July 2022 for ‘go live’ of the new ways of working. The level
4 Covid incident has meant that ICS and partner resources have been focussed on the
incident and managing system pressures and that therefore some of the previously
planned progress has slipped. The impact of this has been mitigated by the decision to
extend the timeline for establishing ICSs to 1st July 2022. Towards the end of January,
the programme has re-started most of its activities and has re-profiled the work
programme in line with the new national timeline.
2.0 Progress Report
2.1 Key activities since the last Partnership Board meeting are as follows:
2.2 Bedfordshire, Luton and Milton Keynes Health and Care Partnership – Councillor
Tracey Stock from Central Bedfordshire Council has been appointed as the Chair
Designate of the Health and Care Partnership (ICP) by the Task and Finish Group.
Councillor Stock’s appointment will be confirmed at the first formal meeting of the
Partnership in July. The following dates for Shadow Meetings of the Health and Care
Partnership have been set:
28th March 2022, 6-8pm at
26th May 2022, 10am to noon Venue to be confirmed.
2.3 These shadow meetings will provide an opportunity to test out the new ways of working
and to start to develop our Integrated Care Strategy. Invitations have been issued to the
core members and the agenda setting group is meeting on 2 March 2022 to agree the
agenda for the first meeting. As these are informal shadow meetings, these meetings
will not be taking any formal decisions and will be held in private
2.4 The current Partnership Board will continue to meet in public until the new Health and
Care Partnership (a statutory joint committee is formed) and it is proposed to have these
in July, September and December 2022 and March 2023.
2.5 Approval of the terms of reference of the Health and Care Partnership will be taken
through the governance processes of the four local authorities in BLMK before 1 July
2022 and meeting details and dates are in the process of being confirmed with the local
authorities. At its first formal meeting (expected on 1st July 2022) the ICB will agree the
terms of reference and this will enable the first formal meeting of the new Bedfordshire,
Luton and Milton Keynes Health and Care Partnership to take place later in July. A date
for this meeting and meeting dates for the remainder of the year are in the process of
being agreed.
Bedfordshire, Luton and Milton Keynes Integrated Care Board (BLMK ICB)
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2.6 We have continued to progress with making appointments to the ICB and a summary
of progress is described in the table below. All of the statutory executive posts have
been appointed to with the exception of the Chief Nursing Officer and we plan to go out
for this post again soon. We would like to thank all of our partners who participated in
the stakeholder panels and interview panels for these executive roles.
2.7 The Health and Care Bill is continuing its passage through Parliament and since the last
Partnership Board meeting, an amendment to the Bill was agreed that has removed the
clause that disqualified Councillors from being members of ICBs and we have reflected
this change in our draft constitution which was submitted to NHSEI on 28th February
2022. We have been advised by NHSEI that, due to potential other changes to the Bill
in relation to the membership of the ICB, we should not receive any nominations for the
Partner Member roles until after 6th May 2022. We are in the process of revising our
process and timetable in the light of this development and will be issuing updated
information on this in March.

Shadow Working Definition
2.8 From April-June 2022 we will be taking the opportunity to work in ‘shadow form’ where
possible to test out the new ways of working and identify and improvements that are
required before legal establishment. To support this, the Steering Group agreed a
definition of ‘shadow working’ which is set out at Appendix A for information.
Programme Delivery and Assurance
3

2.9 Good progress continues to be made with delivery of the ICS Establishment
Programme. In February, the Steering Group received the phase 1 due diligence report
from BDO (internal auditors for the CCG) which found that:
“The processes for managing the programme to close down the CCG and establish the
ICB follow all aspects of best practice and are being co-ordinated by PMO
support…Overall, we have been impressed with the programme co-ordination and
support processes.”
2.10 A management action plan has been agreed to address any areas of further work
identified by the auditors and the next phase of due diligence will be completed by the
end of May to enable to CEO Designate to provide the required assurance of readiness
for legal establishment to the Regional Director NHSEI.
2.11 We are preparing to submit our next ‘Readiness to Operate Statement’ to NHSEI Region
on 31 March 2022, alongside our System Development Plan. A review meeting with
Region will take place on 12 April 2022.
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Appendix A
Definition of Shadow Working agreed by the ICS Establishment Steering Group on 25
February 2022
1. Proposed Definition of ‘Shadow Working’
1.1. The BLMK ICP and ICB will operate in ‘shadow’ form from April to June 2022, prior to
formal launch on 1st July 2022, when the ICP will become a statutory joint committee and
the ICB will become a statutory NHS organisation, as a result of the enactment of the
Health and Care Act 2022.
1.2. During this period of ‘shadow’ working, the ICP and ICB will hold ‘shadow’ meetings,
involving designate members. These meetings will be used as organisational development
to develop the new ways of working of the ICP and ICB and will not be exercising any of the
statutory powers and duties of the ICP and ICB during this time. As these meetings are not
taking formal decisions, they will not be held in public.
1.3. The BLMK ICS Partnership Board will continue to meet between April and June to provide a
public forum for partnership working in BLMK prior to establishment of the new legal
framework.
1.4. If possible, the Committees of the ICB and the Place-Based Partnerships in Bedford
Borough, Central Bedfordshire, Luton and Milton Keynes will also meet in ‘shadow’ form
during this time to develop new ways of working prior to taking on formal roles after 1st July
2022.
1.5. Until 1st July 2022, BLMK CCG will remain a statutory NHS organisation and will continue to
meet in public.
1.6. Designate members of the ICB will be invited to attend meetings of the CCG Governing
Body and its Committees as appropriate to support an effective handover and to allow
Designate ICB members to be engaged in discussions about any significant decisions
which will be inherited by the ICB when it is formed on 1st July 2022.
1.7. The statutory duties, staff, assets and liabilities of the CCG remain the responsibility of
BLMK CCG until 1st July 2022, when the CCG will be dissolved and its duties, staff, assets
and liabilities will transfer to the BLMK ICB.
1.8. In summary, shadow working between April-June 2022 means:
•
•

Informal meetings of the ICP, ICB and its Committees (including the Bedfordshire Care
Alliance) and Place Based Partnerships to prepare for the new statutory arrangements
Opportunities for the shadow meetings to review draft policy documents for the ICP &
ICB and Places in readiness for ‘go ‘live’ on 1st July 2022
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Key Management Information – Service Area Summary
Elective Recovery
104 week waits – Currently stand at 158 (a decrease of 8% from M8). Trusts are unlikely to meet the ambition of zero 104 week waits by the end of
March 2022, however numbers will be low. 78-104 week waits have seen a net reduction of 110 patients this month which will support this revised
position. 104 week waiters within ISPs are also being identified and managed accordingly.
Clinical Prioritisation / Waiting lists / Demand – The BLMK RTT waiting list and pathways over 18 weeks both continue to grow, with BHT seeing
large increases in Endocrinology and MKUH nearing 6,000 patients within Ophthalmology (making up 37% of the total BLMK Ophthalmology wait
list).
T&O – This is the second highest waiting specialty with 2,671 patients. Trusts continue to work with ISPs, with a focus on reducing waiting times for
physiotherapy which is adding further pressure on recovery.
Ophthalmology – Continued pressures around long waiting OP conversation into electives, with medical retina and glaucoma being the main drivers
of demand. BHT have a contract in place with Spa Medica to support recovery and MKUH are currently in discussions. Both trusts are in dialogue
regarding out of hours provision.

Cancer Care
Demand & Capacity – Whilst the BLMK backlog, WL and referrals are increasing, BLMK exceeding the referrals plan thereby achieving 2 of the 3
cancer metrics (referrals back to pre-Covid-19 levels and first treatment back to pre-Covid-19 levels). MKUH are seeing sharper increases in backlog
due to Dermatology and diagnostic capacity, whilst BHT are pressured due to radiology capacity impacting breast services. This is being mitigated by
Luton via mutual aid. A plan is in place to redesign the pathway to free up capacity. Diagnostic capacity and pressures are impacting on the
achievement of caner measures; ISP capacity is being utilised where appropriate.
62 Day backlog – There are currently over 5,000 patients on the BLMK cancer PTL (all referrals from 0 -104d). The mid-December backlog position
saw 578 patients waiting for treatment (this includes all patient with confirmed and non-confirmed caners). There is a risk that this will increase due
to Trust pressures over 2022. BLMK Patients who have been diagnosed and who are waiting longer than 104 days have reduced by 22% in December
to 21.
Recover & Restoration – Overall and regionally, BLMK is making good recovery and progress against the 2 week wait referrals seen. Each trust has
individual, specialty level challenges which are being reviewed and addressed through the cancer action plan. BLMK is making good progress against
the 28 day FDS target and is currently performing at 73.2%; this is the second highest in the East of England region.
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Key Management Information – Service Area Summary
Adult Mental Health
Adult Crisis Care - Mental Health Crisis calls have been increasing over the Covid-19 period, due to ease of use, this service is capturing previously
unmet need. Case complexity is increasing along with call duration. The crisis line is achieving its response target of 240 seconds, and activity is now
in line with the national picture. The service is not seen as an outlier, with all urgent cases being seen within 4 hours.
Inpatient Beds – flow is being managed through robust processes in place to prioritise admissions. Providers are working with additional crisis cafes
and London colleagues to manage bed base across BLMK.
SMI Health Checks – are delivered via a tailored and bespoke outreach service across BLMK to increase uptake. This includes health checks being
carried out in peoples homes and venues closer to home. At Q3, BLMK have delivered a total of 31% of SMI health checks.
Workforce and Recruitment - Providers are working through their current establishment and will be providing updates on workforce shortfall and
slippage to date. Discussion have commenced in relation to planning and workforce needed for 2022-23.
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Key Management Information – Service Area Summary
Emergency Care / Individualised Care and System Flow
All three Acutes sites have been operating at OPEL level 3 in February, due to a number of factors including staffing, contingency areas open,
ambulance arrivals and high numbers in the emergency department, and as a result, the Luton site were on the verge of declaring OPEL 4. Due to
internal and external collaborative working, flow was achieved and they were able to hold their OPEL 3 status.
A&E 4 hours target and 12 hour waits - Bedfordshire Hospitals are not required to report against the 4 hour wait target, however the Luton site has
fully embedded the 12 hour journey time key performance indicator, whereby all patients will be discharged to their appropriate discharge
destination within 12 hours of arrival. Milton Keynes are still reporting against the 4 hours target and overall (All types) performance in January was
84.37%, which meant they were 1st in the East of England Region.
Ambulance Handovers – Luton continues to receive faster response times than EEAST’s regional mean times. However the Trust remains
challenged in reaching patients in Luton as quickly as we would wish at times of high demand. Handover delays at Bedfordshire Hospitals in January
2022 remain within the top 5 out of 18 other Acute Trusts within the Region. The Bedford site was placed 4th with an overall average of (arrival to
handover) 24mins and 35 seconds and the Luton site in 3rd position with an overall average of (arrival to handover) 24mins and 25 seconds.
Collaborative working between the CCG, EEAST and Bedfordshire Hospitals continues to further decrease handover delays which includes the
provision of HALOs on site 7 days a week, 12 hours a day. Similarly we are working on a suite initiatives to provide alternative pathways which will
reduce the need for conveyance to hospital. The C1 longest response time year to date 2021/22 in Beds and Luton was 41 minutes 58 seconds –
Luton (24th November 2021), the call was believed to be a duplicate call, as there were two patients on scene. B&L returned the best C1 mean 90th
centile performance at 14 minutes 39 seconds which achieved the 15 minute target/guidance for this metric, which no other STP/ICS were able to
achieve this. Handover delays at Milton Keynes University Hospital for January 2002, was an average of 20mins and six seconds, which is an
improvement from December 2021 (21mins and 51 seconds). There was also a significant decrease in handover delays over 60 mins from December
(61) to January (26).
Discharges - All three Acute sites remain focused to deliver safe and timely care. The reorganisation of triage areas to support flow and realignment
of red/green pathways has introduced further complexity but is a necessity to support pathways with Infection Prevention and Control with risk
assessments in place to support safe pathways for admission.
Additional Note: In January 4 trolley waits were reported on the Bedford Hospital OPEL report.
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Key Management Information – Service Area Summary
Quality and Safety
Cancer Services - The Quality team are not fully operational due to re-deployment of many members of staff, as a result Cancer deep dives are
currently not being carried out. SI’s are still being monitored and are noted in the Quality section of this report.
Mental Health
• Adult Crisis Care - Increase in referrals across BLMK. Demand outreaches supply. Increase in complexity of patient presentations. In Bedfordshire
ongoing high levels of referrals from Police, via Safeguarding referral forms. People bypassing GP’s due to delays in getting an appointment.
• SMI/Health Checks
Ongoing work to increase health checks. Issues with documentation and logging onto system continue to be worked through.
Emergency Care and System Flow - Demand for services remain high following extremely high call volumes in the previous two months, however
services are reporting a decrease in the number of abandoned calls. Staffing continues to be impacted by short term sickness, a significant amount
being covid related which has been a challenge particularly with regards to weekend cover. Recruitment is ongoing. System has seen challenges with
high numbers of covid related care home closures, this is a resolving picture at present.
Serious Incidents - There have been a total of 21 Serious Incidents in December, one of which was a never event (Anaesthesia to the incorrect eye
prior to eye surgery reported by MKUH- patient did not come to harm). Advance notification – not in report: 4 trolley waits have been reported on
the Bedford Hospital OPEL report on 18th January. The Quality team are raising this with the Trust.
Infection Control - There have been some changes to Public Health England’s infection prevention control guidelines including:
• reduction in isolation requirements and PCR testing;
• VCOD no longer being mandated across NHS;
• visiting guidance relaxed in care homes;
• availability of FFP3 masks within primary care, being managed via risk assessments.
Lassa Fever cases identified at L&D hospital in pregnant patient. Sadly the baby has now passed away. The mother is currently being cared for in Royal
Free. This is being managed by national teams.
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BLMK Critical Priorities Dashboard
Trend

Regional ave
(position vs
region)

CCG Ranking

Date of
published
data

62.66%

-25.59%

61.75%
(Better)

8

Dec-21



3,804

+3790

2,899
(Worse)

11

Dec-21

1%



32.15%

+30.94%

33.9%
(Worse)

7

Dec-21

Patients seen within 2 weeks

93%



77.69%

-14.81%

71.08%
(Worse)

2

Dec-21

Cancer

Patients treated within 62 days

85%



59.89%

-18.88%

65.66%
(Better)

8

Dec-21

Cancer

Patients treated (rather than waiting) beyond 104 days

0



21

Mental Health

Dementia diagnosis

66.7%



63.54%

-2.72%

Mental Health

IAPT access

2105



2070

+444

Mental Health

Physical health checks for people with a serious mental illness (SMI)

60%



31.12%

+10.58%

Mental Health

Total number of inappropriate Out of Area Placement days that are external

175

+129

Q2-2021-22

Learning
Disabilities

Physical health checks for people with a learning disability

4.06%

-15.17%

Dec-21

Latest Published
Data

Area

Activity

Target

RTT

Percentage of patients waiting less than 18 weeks

92.0%



RTT

Number of patients waiting 52+ Weeks

0

Diagnostics

Percentage of patients waiting more than 6 weeks

Cancer

n/a
22.5%



Dec-21
59.26%
(Better)

5

Dec-21
Oct-21

35.69%
(Better)

11

Q3-2021-22
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BLMK Critical Priorities Dashboard
Area

Activity

Target

UEC

% of patients referred to ED by 111 that received a booked
appointment

70.0%

UEC

% of ED attendances which result in an emergency admission

Latest Published
Data


n/a

Trend

Regional ave
Date of
(position vs CCG Ranking published
region)
data

39.09%

47.33%
(Worse)

3

Dec-21

17.61%

21.46%
(Better)

1

Dec-21

Children &
Percentage of children and young people accessing mental health
Young People services (12 month rolling)

35%



60.00%

+35.04%

The proportion of CYP with eating disorders (ED) (routine cases) that
Children &
wait 4 weeks or less from referral to start of NICE-approved
Young People
treatment.

95%



80.77%

-6.14%

66.42%
(Worse)

Children &
The proportion of CYP with eating disorders (ED) (urgent cases) that
Young People wait 1 week or less from referral to start of NICE-approved treatment.

95%



70.59%

-19.54%

58.01%
(Worse)



1567

7.1%



5.20%

0



21

Children &
Total Emergency Admissions for <18 years (BHFT & MKUHFT)
Young People

Sep-21
Q3-2021-22
8

Q3-2021-22
Nov-21

Maternity

Perinatal mental health services - Access (Rolling 12 months)

+2.59%

Sep-21

Quality

Serious Incidents

Quality

Infection control - C-diff

n/a



19

+7

12
(Worse)

12

Nov-21

Quality

Infection control - MRSA

0



4

+2

0.78
(Worse)

14

Nov-21

Dec-21
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Elective Recovery – Current Issues
Pressure Points

Top 3 Issues / Risks / Concerns

Long Waits

BLMK Long Waits
• 104+ww – Planned ambition of zero 104ww by the end of March is now unlikely, however, remaining numbers are
likely to be small.
• 78-104ww – seen a net decrease of 110 patients over the last month.
• 52 – 78ww – seen an increase of 122 patients over the last month.
ISPs Long Waits
• Reviewing ISP waits >104+wks and those approaching 2 years has identified two ISP site’s in BLMK with a number of
patients waiting in these cohorts.
• A recent validation exercise performed has demonstrated this is largely due to data quality issues. Confirmed long
waiters are being addressed accordingly. Monitoring of this position is performed on a weekly basis, with assurance
given to NHSE as required.

Waiting Lists

• The BLMK Elective RTT waiting list continues to grow – increasing by 1,685 patients, over the last month, all within the
non admitted list. Admitted list size has remained unchanged. Pathways over 18 weeks have increased by 1,525
patients, with P2 patient numbers remaining similar.
• BHT – has seen a large increase in its Endocrinology waiting list this month, increasing by 405 patients, and Cardiology
with 253.
• MKUH – Ophthalmology is nearing 6000 patients on the RTT waiting list, which makes up approximately 37% of the
overall BLMK Ophthalmology waiting list. In contrast the next 2 highest specialities are T&O at 2,671 and Dermatology
at 2,472. Notable decrease in Dermatology and General Medicine waiting list sizes, by 192 and 254 respectively.

Recovery

• Planned and specialist care team are setting out the key priority areas for the next 3 months, and mapping resource
required, taking into account continued re-deployment requirements of the team.
• Elective collaboration Board restarting and system meetings starting to go back in
• Review of planning guidance requirements – recovery actions for next 1-3 years.
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Elective Recovery – Specialty Updates
Pressure Points

Top 3 Issues / Risks / Concerns

T&O

•

Both Trusts continue to focus on booking 104ww patients and those that were cancelled due to recent COVID pressures
during January, now that the Speciality is getting back to pre-Omicron footprint for Ortho overnight procedures.

•

Both Trusts continuing to work with the Independent sector to increase capacity and support reduction in long waiters.

•

Reducing physio waiting times in community as adding pressure to recovery.

•

Future focus needs to be on ring fenced elective surgical hub model and System wide PTL approach.

•

Conversion of long waiters from outpatient attendances into elective surgery, remains a concern.

•

Medical Retina and Glaucoma are the main drivers of demand.

•

BHFT now have a contract in place with SPA Medica. Patient transfers will commence in February.

•

MKUH have initiated discussion with SPA Medica to go into contract to support recovery.

•

Future focus needs to be on moving diagnostics into dedicated community settings

•

Ongoing dialogue between the MKUH and BHT regarding the setup of an out of hours service. Consultation now
required with staff to amend job plans.

Ophthalmology
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Elective Recovery

BLMK waits longer than 104 weeks decreased in December by 8%
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Cancer Services – Current Issues
Pressure Points

Top 3 Issues / Risks / Concerns

Cancer Metric
Achievement

• BLMK have achieved two out of the three key metrics for cancer; performance has been sustained for over year for:
referrals back to pre-covid levels and first treatments back to pre-covid levels.

Diagnostic
Pressures

• Pressure across the system on diagnostics / capacity. CT and MRI are booking at up to 4 weeks. This is having a direct
impact on the ability to achieve cancer waiting times; faster diagnosis and 62 day standards.

• The third metric relating to the 62 day backlog has been adversely impacted by the MKUH dermatology service. The
backlog position is rising weekly. There is mitigation plan in place which should support reduction in February.

• Systems are also maximising the use of IS capacity for cancer services, where clinically safe and appropriate.
• Effective communications with patients and safety netting is in place (with additional work required in Primary Care), and
patients are involved in decisions around their care, including when they chose to reschedule. Anyone with concerning
symptoms is encouraged to come forward, in line with the CCG’s “Help us, Help You” messaging.

Demand and
Capacity

• MKUHT have seen a sharper increase in backlog over Nov, Dec and Jan (to date), primarily due to the Dermatology
service impact and diagnostic capacity.
• Staffing pressures continue as clinical and waiting list validation staff are off sick across all 3 hospitals.
• BHFT Bedford site are under pressure with breast services due to capacity issues within radiology. This is being mitigated
by mutual aid with Luton site and use of winter funding to secure agency cover for the short term. There is a medium to
long term plan to redesign the pathway to free up capacity.
• In addition to the backlog increasing, the overall WL size and referrals coming in are also increasing, with BLMK
exceeding referrals plan.
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Cancer Services – Recovery position
Pressure Points

Key Priorities / Actions

Patients waiting
longer than 62
days

• As at December 2021, there were over 5000 patients being managed on Cancer PTLs across BLMK (also known as the
waiting list) – this includes all referrals routes from day 0 to 104+ (this includes all patient with confirmed and nonconfirmed caners).
• The backlog position is based on all patients on the PTL waiting over 62 days for treatment. As at 15th December 2021
there were 578 patients on the 62day backlog.
• There are patients still on this list who will be recorded on the PTL where cancer has been ruled out or where
treatment has already taken place but have not yet been removed from the PTL.
• There is a risk that the backlog will increase into 2022 as hospital pressures increase
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Cancer Services – week ending 16/01/22
Pressure Points

Key Priorities / Actions

BLMK Total
Cancer PTL

• The number of patients waiting on the 0-33 days section of the pathway rose to over 3,500 at the end of December
2021. In recent weeks, this section of the pathway has reduced; we do usually expect a decrease around the
Christmas and January periods due to patient activity, Primary Care and clinical availability. In the latest week this
decrease appears to have levelled off.
• The number of patients on the 34-62 day PTL (pre-breach) peaked at the beginning of January 2022 at over 1,700 and
reduced in the latest two weeks.
• Patients waiting beyond 62 days have been increasing since the end of October 2021 and have peaked at 942 in the
latest week.
• Long waiters of more than 104 days have increased from 169 patients at the end of October to 236 (this includes all
patient with confirmed and non-confirmed caners on the PTL). The BLMK figure of patients on the 104 day wait list
with diagnosed cancers is 21.

East of England
Performance
and Recovery
Dashboard – By
ICS

• Compared across EoE, BLMK has made good recovery of 2ww referrals seen. Breast, LGI and skin pathways remain
highest volume for all 3 sites.
• Bedford: There have been workforce/capacity challenges however that have resulted in Breast, Lung and Urology
pathways impacting 2ww standard
• Luton: Challenges in colorectal continue to impact on FDS and 62 day backlog and a number of pathways not achieving
FDS
• MKUH: Breast is the highest volume pathway followed by LGI and Skin. A service breakdown in Dermatology has
significantly affected the skin pathway impacting on 62 day performance.
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Cancer Services
Pressure Points

Key Priorities / Actions

Cancer Faster
Diagnosis
Standard

January update:
• Whilst not yet achieving FDS significant work is underway to improve referral pathways, embed additional triage teams/
tools and improve diagnostic turnaround times to improve position for Q4 as an ICS
• Focus on key pathways to ensure achievement 65% by March 2023. Benchmarking currently underway to ensure that
achievable plans are in place.
• At provider level 2/3 sites are achieving 75%
• FDS Framework in draft which will align current workstreams around faster and early diagnosis
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Cancer Services - Action Plan
Action

Task

Impact Area

Funding

Identification

Continue communications plans to raise awareness of signs and
symptoms of cancer and importance of attending appointments

Early diagnosis

ICS Cancer
funding

Identification

Continue communications plans to raise awareness of signs and
symptoms of cancer and importance of attending appointments

Early diagnosis

ICS Cancer
funding

Maintain clinical prioritisation

Improved productivity

N/A

Primary Care 2ww referral work up

Early diagnosis

N/A

Focus on Upper and Lower GI and Breast as high volume pathways –
Improving referral quality, managing DNAs, improving time between
diagnostic tests

Reducing delays between diagnostics

ICS Cancer
Funding

Focus on endoscopy, CT capacity as high volume diagnostics agree
and maintain turnaround times

Improve productivity

Winter funds

Keeping patients safe – contacting all vulnerable groups to improve
booster uptake

Reduce delays

N/A

System first approach to mutual aid – continue to support local
mutual aid process agreed in 2020

Reduce delays

N/A

Improve FIT testing uptake

Reduce delays

N/A

Explore A&G to manage non-red flag referrals

Referral quality

N/A

Accelerate colon capsule implementation

Improved productivity

Winter Funds

Implementing solutions to better manage emergency presentations

Patient experience

Winter Funds

Increase consultant and nursing capacity

Increased capacity

Winter funds

Maintain
pathways

Manage
demand

Workforce
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Mental Health Services – Current Issues
Pressure Points

Top 3 Issues / Risks / Concerns

Community
Crisis

• Crisis Line calls have been increasing, especially during Covid. Due to ease of use, this is capturing previously unmet
need.
• There has been an increase in complexity of calls and average call times are 30 minutes with some taking an hour now.
• The crisis line is meeting it’s response target of 240 seconds and ELFT have modelled that 5 members of staff are
required on-call to maintain levels of service which they have put in place.
• Crisis activity in Bedfordshire and Luton have come back down after covid and are in line with what is being seen
nationally. The service is not an outlier and the Crisis and Home Treatment Team is managing people to see all urgent
cases within the 4 hours.
• Due to the increased acuity being seen, all nurse training is being scaled up to cover suicide awareness and prevention
training.

Inpatient Beds

• Due to Opal Status of Hospitals inpatient bed flows are being carefully managed with providers working with through
patient flows and robust processes in place to prioritise admissions to only those who absolutely need it. Additionally,
ELFT working with London colleagues on managing bed base across trust footprint.
• CNWL are using additional MIND crisis café and peer support workers based within Psychiatric liaison to manage work
flow and stream cases to crisis cafés where appropriate.

S117
MHA
Programme

• Review trajectory impacted by Covid and a remedial action plan in place; re-negotiation of packages of care continues
with appointment appointments ; tendering for external evaluators to review local processes and protocols; focus on
improving CCG processes.
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Adult Mental Health – SMI Health Checks
Pressure Points

Key Priorities / Actions

Mental health and
wellbeing impact
of Covid-19 on
BLMK residents,
including meeting
new demand

Severe Mental Illness Health Checks
• Working to deliver tailored and bespoke outreach services to people with an SMI across BLMK to increase uptake.
• BLMK are using spending review and NHSX digital funding to deliver bespoke outreach projects with providers across
BLMK. This includes health checks being carried out in peoples homes and venues close to home.
• Outreach projects are being delivered in Luton (went live Nov 21) and Bedfordshire (went live Jan 22) by Luton GP
Federation and Bedoc,. MK GP Federation to cover MK area (to go live end Feb 22). Titan PCN covering Dunstable,
(went live Jan 22).
• Dec 21 - Luton project has completed 130 health checks
• CNWL are delivering remote checks trialling digital equipment, ELFT due to commence trial Feb 22 – Blue box.
• Follow up interventions and referrals to appropriate NICE recommended interventions being completed via
enhanced GP specification.
• Data cleansing exercise underway within ELFT to ensure all checks are recorded on S1
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Adult Mental Health – SMI Data
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Adult Mental Health- Workforce
Pressure Points

Key Priorities / Actions

Workforce

Recruitment and Retention:
• Signposting unsuccessful but appointable candidates to other vacant roles
• Supporting the significant number of EU staff currently employed to apply for settled/pre-settled status
• Enhanced wellbeing offer for existing staff to help them manage the impact of the COVID pandemic and the increase in
demand for services e.g. wellbeing conversations, staff award events, increased use of flexible working and ensuring staff take
AL and have breaks
• Developing new career pathways and roles e.g. associate psychologist to psychologist in ELFT and Physician Associate role
between ELFT and Bedfordshire Hospitals to support the medical workforce
• Working with the ICS Workforce Team to promote mental health careers outside of traditional
recruitment areas
Mitigation:
• Development and implementation of MOU between providers to enable the rapid movement of staff
between providers within BLMK to improve resilience of services
• Sharing Bank opportunities between providers to encourage staff to register with system banks rather than agencies
• Monitoring agency usage and rates in BLMK to check for rate inflation
• Increased engagement with and use of VCSE
December 2021 Update:
Providers are working through their current establishment and will be providing updates on workforce shortfall and slippage
to date. Discussion have commenced in relation to planning and workforce needed for 2022-23.
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Adult Mental Health - Quality Impact done
Quality Impact on Adult MH Services
Adult Crisis Care - Increase in referrals across BLMK. Demand outreaches supply. Increase in complexity of patient presentations. In Bedfordshire
ongoing high levels of referrals from Police, via Safeguarding referral forms. People bypassing GP’s due to delays in getting an appointment. EEAST
have withdrawn from Street Triage services, service continues to be maintained by ELFT and Police, system impact of EEAST disengaging from service
to be worked through and fed back.
SMI/Health Checks
Ongoing work to increase health checks. Increased involvement provided to support the uptake and completion of these, issues with documentation
and logging onto system continue to be worked through.
ELFT - ELFT have a SOP for admitting patients to wards with Covid outbreak which they have shared. They continue to cohort Covid positive patients,
and are able to maintain some green wards and are ensuring that clinically vulnerable and unvaccinated service users are safeguarded. Regular
outbreak meetings are held to evaluate risk and review plans being facilitated. Plans in place to step up inpatient vaccinations inhouse, and they have
been taking people to vaccination centres to obtain vaccinations and boosters. To date, ELFT have not had any service users suffering significant
physical deterioration through Covid.
CNWL: Staffing deficit of 30%, recruitment continues to be problematic which places pressure on services and waiting lists. Senior leads within CNWL
meet weekly, fortnightly meetings with Head of Quality MK to review the situation and mitigate risks. CNWL have reviewed their staffing structure
and are actively recruiting to attract different professionals who will be trained and supported to become competent. Due to the increased level of
acuity the risk remains in regards to psychiatry and psychology posts which are extremely difficult to fulfil due to the national shortage of these
professionals. CNWL are looking to introduce a similar SOP re: admitting to covid wards as ELFT.
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Emergency Care / Individualised Care and System Flow – Current Issues
Pressure Points

Top 3 Issues / Risks / Concerns

Workforce

• Staffing and capacity remains challenged across the BLMK system particularly in the acutes, community and mental
health providers.

Discharge &
Flow

• To meet the target set by NHSE, to improve discharge processes and flow to reduce the number of nCTR patients not
discharged from acute settings.

Intelligence
Conveyance

• Intelligence Conveyance has been enacted on a regular basis to Bedfordshire Hospitals, particularly the Luton site being a
‘net importer’ when the rest of the regional system is challenged.
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Emergency Care / Individualised Care and System Flow – System Pressures
Pressure
Points

Key Priorities / Actions

System
Pressures
(Demand
across all
service
areas)

Across BLMK
Staffing still remains a challenge with all providers being affected by staffing shortages, with COVID infection rates and isolation absences
fluctuating daily with no sign of this levelling. Each organisation have mitigations in place and are reviewed on a daily basis by senior
members of each team to ensure safety across their services.
Acute Providers (Bedfordshire and Milton Keynes Hospitals)
All three Acutes sites have been operating at OPEL level 3 for a period of time (the Bedford site de-escalated to OPEL 2 on 5th February),
on Tuesday the 8th February the Luton site was in a very challenging position due to a number of factors for example: Staffing,
Contingency areas open, ambulance arrivals and high numbers in the Emergency department (at one point there were 101 patients) and
as a result, were on the verge of declaring OPEL 4. Due to internal and external collaborative working, flow was achieved and they were
able to hold their OPEL 3 status.
Bedfordshire Hospitals (Bedford and Luton), are actively involved in the production of the emergency care performance standards (CRS)
across the country, therefore they are not required to report against the 4 hour wait target. The Luton site has fully embedded the 12
hour journey time key performance indicator, whereby all patients will be discharged to their appropriate discharge destination within
12 hours of arrival. Bedford are working alongside Luton on the emergency care performance standards, when they merged as one
hospital last year.
Milton Keynes are still required to report their 4 hour emergency department standard and working towards production of the care
performance standards. In January 2022, their overall (All types) performance was 84.37%, which meant they were 1st in the East of
England Region. Staffing absence has also presented challenge impacting on A&E performance across both medical and nursing
workforce.
All three Acute sites remain focused to deliver safe and timely care. The reorganisation of triage areas to support flow and realignment
of red/green pathways has introduced further complexity but is a necessity to support pathways with Infection Prevention and Control
with risk assessments in place to support safe pathways for admission. All patients have a PCR test that require admission and large
numbers of patients not meeting criteria to reside. At Milton Keynes today (11th Feb ), 73 patients do not meet the criteria to reside with
challenges in care homes accepting COVID patients ongoing with partners. Overall these changes add further complexities when
discharging from the emergency department.
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Emergency Care / Individualised Care and System Flow – System Pressures
Pressure
Points

Key Priorities / Actions

System
Pressures
(Demand
across all
service
areas)

Bed capacity remains tight with demand outstripping capacity, as a result a number of contingency beds/areas remain open,
there are no signs of deescalating back to their general bed stock, even though this a key priority to assist with maintaining safe
staffing levels. There are approx. 100 contingency beds open across BLMK.
Bedfordshire Hospitals have reported a high level of acuity of patients that are arriving at the front door and not all due to
COVID. Similarly, Milton Keynes have reported an increase in Paediatrics and this includes the number of paediatric COVID
presentations.
CNWL and ELFT Mental Health Services
Mental Health services across BLMK remain stretched with very limited beds available, both providers are working with their
London colleagues to help resolve bed issues locally. Similarly, they are working to create green zones and work is being carried out
with the crisis / community teams to support earlier discharge, where possible.
CCS, CNWL and ELFT (Community Services)
WICU re-opened on the 9th February (closed due to a COVID 19 outbreak) and plans are in place to ensure all available beds are
occupied over the next 24 hours. Particularly, in the Primary Care @ Home Service in North Bedfordshire and Mid Bedfordshire
delays have been generated due to staffing and capacity constraints. District nursing and Rapid Response remains stretched,
which has enacted CCS to operate within business continuity arrangements.
Even though there are pressures with all three services, daily monitoring takes place to ensure prioritisation of patient activity
takes place to support flow.
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Emergency Care / Individualised Care and System Flow – System Pressures
Pressure
Points

Key Priorities / Actions - Notes taken from Health Cell 06.01.22

System
Pressures
(Demand
across all
service
areas)
Continued
…

EEAST and SCAS Ambulance Services
Luton continues to receive faster response times than EEAST’s regional mean times. However, in common with some other areas
within the Trust region, the Trust remains challenged in reaching patients in Luton as quickly as we would wish at times of high
demand.
Handover delays at Bedfordshire Hospitals in January 2022 remain within the top 5 out of 18 other Acute Trusts within the East
of England Region. The Bedford site was placed 4th with an overall average of (arrival to handover) 24mins and 35 seconds and
the Luton site in 3rd position with an overall average of (arrival to handover) 24mins and 25 seconds. (1st Position was held at
20mins and 7 seconds at Basildon and Thurrock).
Collaborative working between the CCG, EEAST and Bedfordshire Hospitals continues to further decrease handover delays
which includes the provision of HALOs on site 7 days a week, 12 hours a day, however, the decision to continue with HALOs for
2022/23 will be dependent on sufficient funding . Similarly we are working on a suite initiatives to provide alternative pathways
which will reduce the need for conveyance to hospital, these include the Frailty Line (Luton), direct referrals to SDEC went ‘live’
on the 7th February 2022 at the Luton site and will be going ‘live’ on the 28th February 2022 at the Bedford site. There is further
work ongoing between EEAST and CCS / ELFT to mobilise the nationally mandated 2-hour Community Urgent Care Response (UCR).
This has been live with CCS in Luton since December, and went live 1st February in Bedfordshire with ELFT.
The C1 longest response time year to date 2021/22 in Beds and Luton was 41 minutes 58 seconds – Luton (24th November 2021),
the call was believed to be a duplicate call, as there were two patients on scene.
For 2021/22 to date, there have been 8,790 C1 incidents in B&L, with 824 receiving a response over 15 minutes. However, B&L
returned the best C1 mean 90th centile performance at 14 minutes 39 seconds which achieved the 15 minute target/guidance
for this metric, which no other STP/ICS were able to achieve this.
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Emergency Care / Individualised Care and System Flow – System Pressures
Pressure
Points

Key Priorities / Actions

System
Pressures
(Demand
across all
service
areas)
Continued
…

EEAST have taken the following actions regarding C1 performance:
• Ongoing significant call handler recruitment
• Development of a Trust-wide C1 Performance Plan, with each STP/ICS to have ‘protected’ RRVs (cars) at priority points who
only respond to C1 incidents
To tackle the pressure on C1 calls during the winter months, they have developed their C1 Performance Plan. This has created 24
key points around the region where peak C1 calls are predicted. These points are covered with C1 responders, including Rapid
Response Vehicles (RRV), Double Staffed Ambulances (DSA) and Community First Responders (CFR). Our local key points include
Barkers Lane, Bedford in North Bedfordshire and Luton in South Bedfordshire. These points are reviewed daily by local operational
teams to ensure they continue to be the best way to maintain cover, and ensure they maintain a safe service to their sickest
patients.
• A 55% increase in Community First Responders across Beds and Luton from 32 to 50
They have several community-based resources, this ranges from members of the public responding within their local area, to the
co-responder role. They currently have 800 Community First Responders (CFRs) regionally, split into 250 schemes Trust-wide.
Together they volunteer 38,000 hours per month and improve the Trust’s C1 mean response time by 15 seconds.
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Emergency Care / Individualised Care and System Flow – System Pressures
Pressure
Points

Key Priorities / Actions

System
Pressures
(Demand
across all
service areas)
Continued…

In Bedfordshire and Luton, EEAST now have 50 CFRs supporting across the sector, which is an increase from 18 last year. CFR
deployment across the ICS area has also seen a significant improvement with local CFRs attending 1,727 incidents in 2021,
which is an uplift of 118 % compared to 2020. During December, EEAST also implemented new CFR cars with Luton being one
of the areas
EEAST is also developing a specific co-response model with the various Fire & Rescue Services (FRS) within the region, based on
the very successful trial in Bedfordshire with Beds Fire and Rescue Service. The FRS model supports EEAST with the following
types of co-responding: Cardiac Arrest only / Full C1 response / Falls response / Bariatric response
• Review of ECHM (Emergency Call Handler Module) call handler function
In response to the pandemic and increased call volume, EEAST promptly employed call handlers who were not fully
MPDS trained. The ECHM call processing procedure is more risk adverse than the normal MPDS triage, resulting in more C1
incidents being generated, but was a short-term requirement to ensuring 999 calls continued to be answered without delay.
Response times in Milton Keynes have increased since the pandemic, for January 2002, the C1 mean time was 8mins and 7
seconds, but are in line with other Ambulance Trusts.
SCAS, See Treat and Convey was 49.73% in January 2022, which has been achieved from the close relationships between SCAS,
Primary Care partners and other Urgent Care pathways that are available to SCAS.
Handover delays at Milton Keynes University Hospital for January 2002, was an average of 20mins and six seconds, which is
an improvement from December 2021 (21mins and 51 seconds). There was also a significant decrease in handover delays
over 60 mins from December (61) to January (26).
SCAS has benefitted from good support from Community First responders, Military and Fire Co-Responding throughout the
pandemic and continues today.
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Emergency Care / Individualised Care and System Flow – Quality Impact
Pressure
Points

Key Priorities / Actions

Intelligence
Conveyance

Following the implementation of Intelligent Conveyance (IC) across the Eastern Region, early signs suggest Bedfordshire
Hospitals, particularly the Luton site remains a ‘net importer’ when the rest of the regional system is challenged. Conversations
are being held with NHSE/I on a regular basis to ensure the rationale is justified to enact IC. Similarly, we have asked for data to
be made available on how many conveyances are sent to Bedfordshire Hospitals due to other Acutes being challenged. In
addition to this, NHSE/I have established a working group as part IC Phase 2 and the main function of ICP2 Working Group is to
oversee the use of Intelligent Conveyance following implementation of the initial project.`

Perfect Week

Perfect week was in place for 4 weeks to review the nCTR patients across BLMK and reduce the number from the position on the
13th December 2022, a total of 104 (62 Beds and 43 MK). The approach we took was daily targeted MDT multi-agency meetings,
identifying specific actions and owners to progress discharge for each patient who has no criteria to reside to remain in the
acute hospitals and community beds.
A lessons learned and two system based action plan documents have been produced and are with both system Delivery Groups
to manage and progress the changes, to ensure they are embedded in mainstream practice.
We believe that both systems met the NHSEI target for reduction of patients, having no criteria to reside, yet not being
discharged. The target was a 30% reduction against the baseline number set on 13th December. We are awaiting formal
conformation of this.
Positive feedback has been received regarding the time and effort from all involved and it is an exercise that can be repeated
throughout the year.
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Emergency Care / Individualised Care and System Flow – Quality Impact
Quality Impact
Identified Urgent Care Services issues currently being addressed:
• Demand for services remain high following extremely high call volumes in the previous two months, however services are reporting a decrease in
the number of abandoned calls.
• Staffing continues to be impacted by short term sickness, a significant amount being covid related which has been a challenge particularly with
regards to weekend cover. Recruitment is ongoing.
• System has seen challenges with high numbers of covid related care home closures, this is a resolving picture at present.
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Emergency Care / Individualised Care and System Flow – A&E 4 Hour Weekly
Performance BHT and MKUHT
4hr performance weekly rank
(all Types)
National Regional

BHT
MKUH

1 / 116
9 / 116

Data Source: ECIST UEC Dashboard 09.02.22

1 out of 30
4 out of 30

4hr performance weekly rank
(Type 1)
National Regional

BHT
MKUH

1 / 116
11 / 116

1 out of 30
4 out of 30
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Emergency Care / Individualised Care and System Flow – Ambulance Response
Times – Category 1 (7min target)

Data Source: NHSE SWA Ambulance Quality Indicators
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Emergency Care / Individualised Care and System Flow – A&E Metric
Comparison - BHT

Data Source: ECIST UEC Dashboard 09.02.22

32

Emergency Care / Individualised Care and System Flow – A&E Metric
Comparison - MKUHT

Data Source: ECIST UEC Dashboard 09.02.22
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Emergency Care / Individualised Care and System Flow – Benchmarking LLoS
East of England
% beds occupied by
Number of
Bed
% of beds
Beds
7+ LoS
14+ LoS
14+
21+ LoS
patients NOT
patients NOT
Trust Name
Occupancy
7+ number
21+ number occupied by occupied by
meeting criteria to meeting criteria to
occupancy % number occupancy %
occupancy %
%
COVID
COVID pts
reside
reside
East of England
92.35%
47.59%
4537
26.70%
2546
16.49%
1573
9.57%
913
21.0%
2000
Bedfordshire Hospitals NHS Foundation Trust
94.29%
43.37%
424
21.52%
210
12.75%
125
13.74%
134
23.5%
229
Cambridge University Hospitals NHS Foundation Trust
93.58%
47.58%
443
29.32%
273
19.94%
186
7.55%
70
18.5%
173
East and North Hertfordshire NHS Trust
92.87%
48.28%
245
26.07%
132
14.74%
75
13.92%
71
25.1%
127
East Suffolk and North Essex NHS Foundation Trust
94.14%
44.09%
476
22.90%
247
13.00%
140
10.06%
109
14.3%
154
James Paget University Hospitals NHS Foundation Trust
94.67%
56.07%
236
32.09%
135
18.89%
80
4.58%
19
23.9%
101
Mid and South Essex NHS Foundation Trust
89.58%
49.18%
789
28.87%
463
19.08%
306
6.72%
108
14.4%
231
Milton Keynes University Hospital NHS Foundation Trust
90.63%
48.58%
215
30.26%
134
18.64%
82
21.41%
95
26.8%
119
Norfolk and Norwich University Hospitals NHS Foundation Trust 92.30%
47.48%
412
26.52%
230
17.24%
149
4.48%
39
30.9%
268
North West Anglia NHS Foundation Trust
96.49%
50.61%
417
27.60%
228
16.35%
135
14.71%
121
31.6%
260
The Princess Alexandra Hospital NHS Trust
98.45%
47.66%
195
26.97%
110
14.68%
60
14.81%
61
22.8%
93
The Queen Elizabeth Hospital, King's Lynn, NHS Foundation Trust 95.79%
43.50%
224
25.26%
130
16.81%
86
11.53%
59
27.5%
141
West Hertfordshire Teaching Hospitals NHS Trust
86.91%
48.89%
286
26.57%
155
14.94%
87
0.00%
0
0.0%
0
West Suffolk NHS Foundation Trust
81.33%
47.36%
177
26.32%
98
16.42%
61
7.22%
27
27.5%
103

Data Source: ECIST UEC Dashboard 09.02.22

4hr%
month to
date
75.56%
67.48%
74.50%
64.29%
73.08%
86.01%
67.83%
59.62%
68.00%
54.27%
61.97%
-
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Quality & Safety – SI’s, Pressures and Impact
Pressure Points

Key Priorities / Actions

Serious Incidents

• A total of 21 Serious Incidents have been reported to BLMK CCG in December 2021.
• 1 of which was a Never Event (Anaesthesia to the incorrect eye prior to eye surgery reported by MKUH- patient did
not come to harm).
• Out of the 21 SIs, 18 were reported by acute services, 3 were reported by Mental Health Services.
• 2 SIs reported by Mental Health Services resulted in death of the service user.
• 9 SIs reported by Acute services resulted in death of the service user.
• Milton Keynes University Hospital reported the highest number of serious incidents within BLMK in December 2021
with 8 SIs (3 pressure Ulcers, 2 maternity incidents, 1 diagnostic incident, 1 surgical procedure & 1 pending review).
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Quality & Safety – Infection Control
Pressure Points

Key Priorities / Actions

Covid-19

There have been some changes to Public Health England’s infection prevention control guidelines including:
• reduction in isolation requirements and PCR testing;
• VCOD no longer being mandated across NHS;
• visiting guidance relaxed in care homes;
• availability of FFP3 masks within primary care, being managed via risk assessments.
IPC guidelines for acute settings remain mostly unchanged at this stage. CCG IPC Support has been given and continues
as below:
• Regular contact with GP practices regarding COVID/ IPC and the guidance. A rolling programme of IPC training and
updates underway for practice nurses. Electronic IPC audit project being implemented across BLMK GP practices.
• Care home support and teaching remains in place if requested or required by individual care homes. A rolling
programme of refresher training has commenced across BLMK. This is being well attended.
• There is a process in place regarding the management of local outbreaks in all health and social care settings with an
Incident Management Team (IMT) with collaborative working between NHSE/I, Local Authority, UKHSA, and the CCG
as required.
Weekly reporting to NHSE/I takes place and a fortnightly meeting
Outbreaks of Covid-19
• Throughout Dec – a small number of outbreaks in Acute Trusts continue, all are managed via IMT’s and visits by IPC
lead with support from NHSE/I. Learning is being shared where relevant.

Other IPC Updates:

• Lassa Fever cases identified at L&D hospital in pregnant patient. Sadly the baby has now passed away. The mother
is currently being cared for in Royal Free. This is being managed by national teams.

Antibiotic
stewardship:

• Re-launch of a system wide HCAI/AMR a system group to discuss and manage this topic took place in October,
paused since due to Covid pressures, will resume in March 2022.
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Headlines
Summary of BLMK ICS NHS Financial Performance for M9
 YTD and forecast revenue position is reported in line with plan.
 Organisations continue to forecast they will achieve their overall planned position with confidence that the overall
financial position can be managed (potentially non-recurrently) in H2.
 The system plan includes efficiencies of £32m for the year with forecast delivery at £28m. In addition, the H2 plan
has an unmitigated risk of £1.2m system efficiency which is lodged with the CCG.
 While the system is currently forecasting a small surplus of £0.6m for the year - a review of the forecast suggesst
that this position is likely to improve reflecting the impact of non-recurrent slippage against planned
developments/allocations and non-recurrent balance sheet movements. The system has appraised NHSE/I of the
position.
Capital
 CDEL: Trust forecast expenditure is c£4m greater than the CDEL limit. The system is working NHS England to
identify a solution to bring overall expenditure in line within the CDEL limit.
 The total acute capital programme, including non-CDEL schemes, is behind the YTD phased plan, but is
currently forecast to be £3.1m over spent.
 Expenditure under the national hospital program has been excluded from reporting. £28m was included in
MKFT‘s capital plans but this is subject to approval of the full business case (approval is not anticipated this
financial year).
Elective Recovery Funding (ERF)
 ERF earned in H1 is £15.5m
 Early data for Month 7 suggests a payment of £2.5m and no shortfall against allocation.
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Financial Metrics Dashboard

Data Source:
Trust PFR and CCG Non ISFE

4

ICS Financial Risks
The key financial risks reported throughout the year have been:
 As a result of one or more organisation not achieving its control total, there is a risk that the other NHS
organisations are unable to deliver savings and the system control total is not achieved, which may lead to
increased regional scrutiny and a change in the ICS rating.
 As a result of pressures on individual organisations there is a risk not all organisations will meet activity levels
required to achieve elective recovery, which may lead to BLMK not receiving ERF funds and some organisation not
receiving income although they have incurred costs and achieved the target.
 As a result of activity and covid pressures there is a risk that health and social care are unable to manage demand,
which may lead to reduced access to primary care, more ED attendances, elective recovery not achieved, delayed
discharges, and to plan effectively for 2022/23, including recurrent transformational savings.
The first two of these risks have been mitigated in the current financial year - they are however anticipated to
continue as risks in 2022/23 alongside the following risks:
 As a result of the 2022/23 system financial envelope, there is a risk that BLMK will not be able to plan for a
balanced financial position within and across organisations in the ICS, which may lead to financial or activity
targets not being achieved, increased regional scrutiny and a change in the ICS rating.
 As a result of system failure to effectively plan for, recruit and retain people with the right skills, there is a risk that
this will adversely impact on the system ability to deliver on national and regional strategies for mental health
services, which may lead to continued increased expenditure on agency staff to fill vacancies.
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Efficiency Programme
Scheme Name

CCG

Total CCG

BHFT

Total BHFT

MKFT

Total MKFT
Total Efficiencies

H1 Efficiencies
Mental Health
Medicine Management Savings
Primary Care
Commissioning System Administration
Other
Unidentified Efficiencies
H1 Efficiencies
Workforce – Temporary staffing
Workforce – Other efficiencies/savings
Corporate and Admin
Other Diagnostics
Hospital Medicine and Pharmacy
Pathway Improvement Programme (PIP)
Procurement
Estates and Facilities
Other savings plans
Unidentified Efficiencies
H1 Efficiencies
Workforce – Temporary staffing
Workforce – Other efficiencies/savings
Corporate and Admin
Other Diagnostics
Hospital Medicine and Pharmacy
Pathway Improvement Programme (PIP)
Procurement
Estates and Facilities
Other savings plans
Unidentified Efficiencies

Year To Date
Plan
Actual Variance Variance
%
£'000
£'000
£'000
0%
3,000
3,000
0
822
822
0
0%
1,239
0
1,239
0%
204
0
204
0%
900
900
0
0%
0
0
0
0%
0
0
0
0%
6,165
6,165
0
0%
8,000
3,972
(4,028)
-50%
(166)
404
238
-41%
2,039
1,438
(601)
-29%
0
0
0
0%
(14)
690
676
-2%
219
219
0
0%
8
9
1
11%
315
222
(94)
-30%
305
0
(305)
-100%
279
209
(70)
-25%
0
0
0
0%
6,984
(5,277)
12,261
-43%
3,481
3,480
(1)
0%
27
27
0
0%
0
0
0
0%
180
180
0
0%
0
0
0
0%
0
0
0
0%
0
0
0
0%
612
612
0
0%
120
120
0
0%
0
0
0
0%
0
0
0
0%
4,420
4,419
(1)
0%
22,846
17,568
(5,278)
-23%

Forecast
Plan
Actual Variance Variance
£'000
£'000
£'000
%
3,000
3,000
0
0%
1,644
1,644
0
0%
0
0%
2,478
2,478
0
0%
408
408
0
0%
1,200
1,200
0
0
0%
0
0
0
0
0%
8,730
8,730
0
0%
8,000
3,972
(4,028)
-50%
763
0
0%
763
3,945
3,945
0
0%
0
0%
0
0
0
0%
1,380
1,380
439
439
0
0%
16
16
0
0%
631
631
0
0%
607
607
0
0%
604
604
0
0%
189
189
(0)
0%
16,574
12,546
(4,028)
-24%
3,481
3,480
(1)
0%
54
54
0
0%
0
0%
0
0
360
360
0
0%
0
0
0%
0
0
0
0
0%
0
0
0%
0
1,224
1,224
0
0%
240
240
0
0%
0
0
0
0%
1,494
0
1,494
0%
6,853
6,852
(1)
0%
32,157
28,128
(4,029)
-13%








The system savings plan is
£32m, with a forecast
delivery of £28m
Year to date under-delivery
against plan is driven by
slippage on BHFT H1
efficiency plans and profiling
of BHFT savings in H2.
BHFT H2 savings are
expected to be delivered by
month 12 but BHFT H1
slippage is not anticipated to
be recovered.
Unidentified Efficiencies are
expected to deliver in full.

Data Source:
Trust PFR and CCG Non ISFE
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Capital Summary – By Programme

Capital scheme - By Programme
UEC 2021/22

Plan
YTD
£'000
12,796

BHFT

Actual
Variance
YTD
YTD
£'000
£'000
3,390
9,406

Plan
Actual
Variance
Annual
Forecast Forecast
£'000
£'000
£'000
12,796
12,796
0

Plan
YTD
£'000

0

Actual
YTD
£'000

MKFT

Variance
YTD
£'000
0
0

Plan
Annual
£'000

Actual
Variance
Forecast Forecast
£'000
£'000
0
0
0

0

0

0

0

0

0

7,860

5,180

2,680

8,280

8,280

0

29,918

26,506

3,412

39,415

38,336

1,079

6,929

9,284

(2,355)

14,519

19,589

(5,070)

0

0

0

0

2,600

(2,600)

0

0

0

0

0

0

5,872

298

5,574

24,500

5,600

18,900

0

0

0

0

0

0

Diagnostic Screening

0

0

0

0

0

0

0

0

0

0

150

(150)

Diagnostic Digital Pathology (National funding)

0

0

0

0

2,700

(2,700)

0

0

0

0

179

(179)

Diagnostic Digital Imaging (National Funding)

0

0

0

0

1,314

(1,314)

0

0

0

0

0

0

Targeted Investment Fund - Technology

0

0

0

0

0

0

0

223

(223)

0

4,920

(4,920)

Diagnostic Digital LIMS (National Funding)

0

0

0

0

0

0

0

0

0

0

85

(85)

Other: DHSC central programme

0

39

(39)

0

6,000

(6,000)

0

0

0

0

72

(72)

Gross capital expenditure
Expenditure as a % of Plan

48,586

30,234

18,352
62%

76,711

69,346

7,365
90%

14,789

14,687

102
99%

22,799

33,275

(10,476)
146%

New Hospitals Programme

0

0

0

0

0

0

10,640

279

10,361

28,000

975

27,025

STP wave 4
Non central programme
Provider Digitisation - Other
STP wave 4b

 The intra ICS capital programme is behind the YTD phased plan.
 The overspend against the capital plan reported at MKFT arises from two technical issues - the system is
working with NHSE to identify a solution.
 The New Hospitals Programme (MKFT) is shown below the line. Funding is subject to business case approval
which is not expected this financial year.
Data Source:
Trust PFR
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Capital – Analysis of Schemes BHFT

Analysis of CDEL Schemes

Medical Equipment - Luton
BAU Estate (incl backlog) - Luton
Enabling Schemes - Demolition
ASB and Maternity Ward Block
Energy Centre Building
Energy Conservation Measures
IT Merger Enabling
UEC
STP Portal
UEC Bedford Trust Funded
Cauldwell Centre Refurbishment
WiFi - IT
Digitalisation Pathology
Other
Gross capital expenditure

Plan
YTD
£'000
1,125
2,997
1,700
4,000
6,500
5,247
1,872
12,796
1,000
0
0
0
0
11,349
48,586

Actual
YTD
£'000
1,595
2,073
0
6,937
5,046
2,398
298
3,390
224
1,624
39
0
0
6,609
30,234

YTD
Variance
YTD
£'000
(470)
924
1,700
(2,937)
1,454
2,849
1,574
9,406
776
(1,624)
(39)
0
0
4,740
18,352

BHFT
RAG
YTD
142%
69%
0%
173%
78%
46%
16%
26%
22%
0%
0%
0%
0%
58%
62%

YTD as %
Annual
Plan
106%
52%
0%
32%
73%
34%
12%
0%
0%
0%
0%
0%
0%
40%
39%

Annual
Plan
Actual
Variance
RAG
Annual
Forecast Forecast Forecast
£'000
£'000
£'000
1,500
1,600
(100)
107%
4,000
2,258
1,742
56%
1,700
0
1,700
0%
22,000
16,200
5,800
74%
6,900
6,100
800
88%
7,000
3,800
3,200
54%
2,500
1,400
1,100
56%
12,796
12,796
0
100%
1,700
900
800
53%
0
1,700
(1,700)
0%
0
6,000
(6,000)
0%
0
2,600
(2,600)
0%
0
2,700
(2,700)
0%
16,615
11,292
5,323
68%
76,711
69,346
7,365
90%

Data Source:
Trust PFR
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Capital – Analysis of Schemes MKFT

Analysis of CDEL Schemes

Backlog maintenance
Clinical Equipment
Non Clinical Equipment
Critical Care & Theatres
Fire Safety
Fixtures & Fittings
Clinical Systems
IT -Software
IT - Hardware
IT - Other
Plant & Machinery
Patient safety related schemes - Buildings &
Plant
Pathlake Digital System
Pathway Unit
Incubators
Equipment Donated for COVID
Video Fiberscope
Mess Renovations (Donated Asset)
Diagnostics Digital Capability Programme
Diagnostics workforce scheme
Digital TIF bids
Elective Recovery TIF
Diagnostics Digital Capability Programme,
Gross capital expenditure

Plan
YTD
£'000
1,857
1,797
25
268
108
403
809
44
20
864
225
0

Actual
YTD
£'000
149
1,338
0
0
51
0
319
0
0
259
0
7,033

YTD
Variance
YTD
£'000
1,708
459
25
268
57
403
490
44
20
605
225
(7,033)

430
7,860
79
0
0
0
0
0
0
0
0
14,789

0
5,180
79
45
10
1
0
0
0
223
0
14,687

430
2,680
0
(45)
(10)
(1)
0
0
0
(223)
0
102

MKFT
RAG
YTD
8%
74%
0%
0%
47%
0%
39%
0%
0%
30%
0%
0%

YTD as %
Annual
Plan
4%
35%
0%
0%
21%
0%
18%
0%
0%
14%
0%
0%

0%
66%
100%
0%
0%
0%
0%
0%
0%
0%
0%
99%

0%
63%
100%
0%
0%
0%
0%
0%
0%
0%
0%
64%

Annual
Plan
Actual
Variance
RAG
Annual
Forecast Forecast Forecast
£'000
£'000
£'000
4,126
3,292
834
80%
3,791
3,779
12
100%
25
70
(45)
280%
596
870
(274)
146%
240
120
120
50%
899
277
622
31%
1,795
1,064
731
59%
100
100
0
100%
20
20
0
100%
1,918
1,638
280
85%
500
422
78
84%
0
7,522
(7,522)
0%
430
8,280
79
0
0
0
0
0
0
0
0
22,799

Data Source:
Trust PFR

430
8,280
79
45
10
1
179
72
1,920
3,000
85
33,275

0
0
0
(45)
(10)
(1)
(179)
(72)
(1,920)
(3,000)
(85)
(10,476)

100%
100%
100%
0%
0%
0%
0%
0%
0%
0%
0%
146%
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Elective Recovery Framework – National Information

Provider Name (or CCG if IS)

Apr-21
Freeze

May-21
Freeze

Jun-21
Freeze

July
Freeze

August
Freeze

September
Freeze

H1 Total

October
Freeze

Bedfordshire Hospitals Foundation Trust
Milton Keynes University Hospital NHS Foundation Trust
Independent Sector Providers - NHS BLMK CCG
Totals

%
%
%

88%
106%
88%
93%

96%
110%
93%
100%

92%
103%
80%
91%

94%
97%
82%
92%

97%
100%
82%
83%

95%
103%
79%
96%

Bedfordshire Hospitals Foundation Trust
Milton Keynes University Hospital NHS Foundation Trust
Independent Sector Providers - NHS BLMK CCG
Payment to system

£000s
£000s
£000s

2,490
2,523
293
5,306

2,883
2,486
303
5,672

2,004
1,802
5
3,811

0
0
0
0

160
220
0
380

5
319
0
324

7,542
7,350
601
15,493

0
2,304
227
2,531

5,306

5,672

3,827

159

590

639

16,193

2,531

5,306
0

5,672
0

3,811
17

0
159

380
209

324
315

15,493
700

2,531
0

Total to be paid by CCG to Trusts
Source of Funding
Trusts Funded from System Payment
Payment from underperformance against IS contracts

£000s
£000s

88%
120%
132%
96%

The table above shows aggregate earned income in the system for H1 and October of H2. The following points
are noted:
 National data shows earned income slightly higher than system view for July, August and September.
 M7 national data is calculated using RTT information.
 M7 national data shows earned income equivalent to system view.
 Early data for Month 7 suggests a payment of £2.5m and no shortfall against allocation.
Data Source:
National Data & System
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Transformation (SDF) Funding 21/22




This table shows total SDF funds available of £55.1m for 2021/22.
The column ‘Other Providers’ is predominantly spend with general practice and other non NHS providers.
At M9 £3.9m remains uncommitted.
Allocation
Programme

Primary Care
Mental Health
IT & Tech
Cancer
Ageing Well
UEC
Diabetes
Innovation
LD & Autism
CVD Respiratory & Stroke
Maternity
Personalised Care
Prevention
Emergency & Elective Care
System Transformation
CYP
Specialised Clinical Networks
People
Health Inequalities
Diagnostics
TOTAL SDF

2020/21
c/f
£'000
1,999
2,385
581
118
114
21
594
157
114
6,082

Distribution ( committed)

Embedded
within
2020/21
Envelopes
£'000

1,848
1,848

Confirmed
allocations
2021/22
£'000
10,868
10,283
364
3,425
4,698
374
1,777
1,246
520
281
275
11,856
298
100
397
174
27
167
47,130

Total
Funding
21/22

BHFT

MKFT

£'000
£'000 £'000
12,867
12,131
165
74
364
5,810
5,787
5,279
118
488
118
71
21
1,777
1,246
50
1,114
498
358
438
275
94
49
11,856
6,000 3,000
298
15
100
511
174
27
167
53
55,060 12,765 3,567

CCS

£'000

CNWL

ELFT

£'000 £'000
- 3,387
7,954
538 1,027
2,622
48
772
522
67
16
66
56
58
642 5,202 11,289

BLMK
CCG

Other
Providers

£'000

£'000
12,867
756
197
(590)
81
350
147
1,856
100
384
174
20
16,342

35
94
1,000
227
27
1,383

Data Source:
CCG Local

Total

£'000
12,867
12,336
232
5,197
4,187
270
1,692
117
856
241
225
11,856
298
100
442
174
27
73
51,190

Uncommitted

£'000

(205)
132
613
1,092
118
218
21
85
1,129
258
197
50
(0)
(1)
69
94
3,870
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ICS Staffing Costs
ICS CORPORATE COSTS REPORTING
YTD
Variance
Actuals
£'000
£'000
£'000
479
479
0

YTD Plan
ICS Corporate Costs
Partner Contributions
BLMK CCG
BHFT
MKUFT
CNWL
ELFT
CCS
EEAS

Fair
Shares
50%
24%
11%
3%
8%
2%
2%

Invoiced

Paid

Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
N
Y
Y

YTD Plan

Annual Forecast
Variance
Plan
Actuals
£'000
£'000
£'000
658
658
0

OTHER ICS PROGRAMMES





Function

Plan

Actual

Digital
Workforce
Estates
Cancer Programme Support
MH Programme Support
Pharmacy
Totals

WTE
4.5
9.6
0.3
2.8
1.2
0.0
18.4

WTE
1.9
8.6
0.3
1.2
0.5
0.4
12.9

£000
475
421
29
155
90
0
1,170

YTD
Actual
£000
414
307
29
75
60
17
904

YTD
Variance
£000

61
113
0
80
30
(17)
266

Annual
Plan
£000
608
561
39
206
120
0
1,534

Forecast Forecast
Variance
£000
608
512
39
130
81
30
1,400

£000

0
49
0
76
39
(30)
134

Source of Funding

HSLI
HEE
CCG
Cancer
Mental Health

The first table reports expenditure against the ICS corporate budget which is funded by the partner contributions
(shares are detailed in the second table).
The third table shows year to date and forecast staffing costs incurred against ICS wide programmes.
The resources above are not funded from ICS partner contributions but from SDF and other external sources.
Data Source:
CCG Local
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BLMK ICS Partnership Board Forward Plan 2022
9 February 2022

9 March 2022
10am 1 March 2022

13 April 2022
Strategy
10am 6 April 2022

Report
10am 1 February
Deadline 2022
1

ICS Establishment

2

ICS Strategic priority
4

10am 3 May 2022

10am 31 Mary 2022

ICS Establishment

ICS Establishment

ICS Establishment

ICS Establishment

3

Financial Planning

ICS Strategic priority 5 Learning disabilities -mental
health support
Social Care, Integration and
levelling up White Paper

4

Strategic Estates update

5

ICS Performance

6

BLMK Research – Chirag
Bakhai

7

11 May 2022

8 June 2022

ICS Strategic priority 1

ICS Strategic priority 2

ICS Strategic priority 3

Update from
Chair/Executive
Lead
MK Care Alliance
update

Update from Chair/Executive
Lead

UPDATES
Update from
Chair/Executive Lead

Update from
Chair/Executive Lead

Update from
Chair/Executive Lead

BCA Update

MK Care Alliance update

BCA Update

MK Care Alliance update

Finance

Finance

Finance

Finance

Finance

Updates to be scheduled - Diagnostics strategy, Mental Health

