Health & Adult Social Care Select Committee agenda
Date:

Thursday 7 January 2021

Time:

10.00 am

Venue:

via MS Teams

Membership:
K Ahmed, Z Ahmed, A Bacon, P Birchley, M Bradford, M Collins (Vice-Chairman), G Hollis,
S Jenkins, J MacBean (Chairman), G Powell, B Roberts, A Turner, L Walsh, J Wassell, L Wood
and Z McIntosh (Healthwatch Bucks)

Webcasting notice
Please note: this meeting may be filmed for live or subsequent broadcast via the council's
website. At the start of the meeting the chairman will confirm if all or part of the meeting is
being filmed.
You should be aware that the council is a data controller under the Data Protection Act.
Data collected during this webcast will be retained in accordance with the council’s
published policy.
Therefore by entering the meeting room, you are consenting to being filmed and to the
possible use of those images and sound recordings for webcasting and/or training purposes.
If members of the public do not wish to have their image captured they should ask the
committee clerk, who will advise where to sit.
If you have any queries regarding this, please contact the monitoring officer at
monitoringofficer@buckinghamshire.gov.uk.
Agenda Item

Time

1

Apologies for absence/Changes in Membership

10:00

2

Declarations of interest

3

Minutes
To confirm the minutes of the meeting held on Thursday
5th November 2020.

Page No

5 - 20

4

Public Questions
The following public questions have been submitted for
this meeting.

10:05

21 - 22

Question submitted by Buckingham Town Council
Q1. "Buckingham Town Council notes that "Two
community hubs are being piloted in Marlow and Thame
to help patients take greater control over their care and
treatment and avoid hospital admissions" as part of
plans to establish an ICS across Bucks
https://www.england.nhs.uk/integratedcare/integratedc
aresystems/buckinghamshire-ics/our-current-projects/
Please can the ICS Leads explain whether it will be one of
the ICS priorities to establish something similar with the
Buckingham Community Hospital within the next 5 years?
And moreover, how will the introduction of the ICS across
Bucks noticeably affect the lives of Buckingham people?
And how will Buckingham people be able to have a say
about all this?"
Question submitted by Ozma, Save Wycombe Hospital
Campaign
Q2. How were the Marlow and Thame hospital buildings
used during the first wave of the pandemic? Would it be
sensible to prepare to use them as step down wards for
Covid patients now that numbers in Bucks of Covid cases
are on the increase again?
A written response has been sent to Ozma in relation to
the other questions – response attached.
5

Chairman's update
For the Chairman to update Members on health and social
care scrutiny related activities since the last meeting.

10:15

6

Update from Healthwatch Bucks
The Committee will receive an update from Zoe McIntosh,
Chief Executive of Healthwatch Bucks.

10:20

Presenter:
Ms Z McIntosh, Chief Executive, Healthwatch Bucks
Paper:

23 - 26

Report attached
7

Buckinghamshire, Oxfordshire and Berkshire West
Integrated Care System
The Committee will hear from Dr James Kent, the newly
appointed Accountable Officer for the Buckinghamshire,
Oxfordshire and Berkshire West Integrated Care System.

10:25

27 - 68

11:00

69 - 72

11:45

73 - 80

Presenter:
Dr J Kent, Accountable Officer, Integrated Care System
Papers:
Cover report attached
NHS “Integrating Care – next steps for integrating care
systems”
8

County-wide engagement exercise
At its last meeting, the Committee received an update on
Buckinghamshire
Integrated
Care
Partnership’s
comprehensive programme of public engagement. The
programme and survey launched on 24th August 2020 and
the survey closed on 19th October. Further engagement
work has taken place during December.
The Committee will receive a presentation on the latest
results of the survey and some of the key findings from the
focus groups.
Presenter:
Mr D Williams, Director of Strategy, Buckinghamshire
Healthcare NHS Trust
Papers:
Report attached

9

Winter provision and Covid update
The Committee will hear from the leads within the
Buckinghamshire Integrated Care Partnership on the
delivery of the winter plan, in particular how residents
have accessed services over the last few months, the flu
and Covid vaccination programmes, the impact of the
second wave on services, staff wellbeing and an update on
the recovery plans.
Members will also hear about the Discharge2Assess model
and explore the impact of early discharge on health and
social care, particularly during the Winter months.

Presenters:
Mr N Macdonald, Chief Executive, Buckinghamshire
Healthcare NHS Trust
Mr D Gibbs, Chief Operating Officer, Buckinghamshire
Healthcare NHS Trust
Mr R Majilton, Deputy Accountable Officer, Clinical
Commissioning Group
Cllr A Macpherson, Cabinet Member for Adult Social Care
Cllr G Williams, Cabinet Member for Communities and
Public Health
Mrs G Quinton, Corporate Director, Adults, Health and
Housing
Dr J O’Grady, Director of Public Health
Papers:
Report attached
10

Work programme
Members have raised during earlier discussions, the
potential issues around access to dentists during the Covid
pandemic. As a result, the work programme has been
slightly amended to reflect this important issue and
Members are asked to consider and agree the items
proposed for the March meeting.

12:30

81 - 82

Presenters:
All Committee Members
Papers:
Work Programme attached
11

Date of next meeting
The next meeting is due to take place on Thursday 4th
March 2021 at 10am.

12:45

If you would like to attend a meeting, but need extra help to do so, for example because of
a disability, please contact us as early as possible, so that we can try to put the right support
in place.
For further information please contact: Liz Wheaton on 01296 383856, email
democracy@buckinghamshire.gov.uk.

Agenda Item 3

Health & Adult Social Care Select Committee minutes
Minutes of the meeting of the Health & Adult Social Care Select Committee held on
Thursday 5 November 2020 in , commencing at 10.00 am and concluding at 1.24 pm.

Members present
K Ahmed, Z Ahmed, A Bacon, P Birchley, M Bradford, M Collins, G Hollis, S Jenkins,
J MacBean, G Powell, B Roberts, A Turner, L Walsh, J Wassell and Zoe McIntosh

Others in attendance
Mrs E Wheaton and A Macpherson

Apologies
L Wood

Agenda Item
1

Apologies for absence/changes in membership
The Chairman welcomed everyone to the meeting. Apologies were received from Mr
L Wood and Mr D Williams (Mr D Leveson attended in place of Mr D Williams). The
Chairman advised that Ms Zoe McIntosh, the new Chief Executive Officer,
Healthwatch Bucks, had replaced Mr Miguel Souto on the Committee. The Chairman
thanked Mr Souto for his contribution and stated she was looking forward to
working with Ms McIntosh.

2

Declarations of interest
Mr A Turner declared an interest as he was a trustee of an independent adult day
care provider charity.

3

Minutes
The minutes of the last meeting were reviewed; the Chairman advised that the
responses to the additional questions on the Mental Health topic and Primary Care
Network item were being prepared and letters would be circulated to the partners;
if any additional questions were raised they would be added to future meeting
minutes.
Ms P Birchley referred to item 6, point 14, which stated “A 24/7 mental health
helpline had been established to divert the pressure from 111 and A&E. Whilst this
offering had been established quickly, it was deemed unsustainable so the Trust was
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working with commissioners to find a solution.” Ms Birchley asked whether a
solution had been found. Julia Wassell reported that the mental health helpline was
advertised as being available 24 hours a day, seven days a week, and should be used
as the main point of contact. The Chairman acknowledged J Wassell’s comment and
stated she would contact the Oxford Health NHS Foundation Trust for formal
confirmation.
ACTION: The Chairman
Ms Birchley highlighted that the sentence on page 9, “It was acknowledged that
there would be an unprecedented demand on flu jabs this year. As yet, there were no
real plans on how to resource this and deliver it in a Covid safe way”; had been
superseded by other comments later in the minutes. The Chairman explained that
the point reflected what was said at that point in the meeting. The Chairman added
that she had attended the last Health and Wellbeing Board meeting and raised
questions on the winter plan; follow up work would be carried out on flu
vaccinations and the winter plan.
RESOLVED: The minutes of the meeting held on 10 September 2020 were AGREED
as an accurate record.
4

Public Questions
There were no public questions submitted for this meeting. However, an email had
been received past the submission deadline; the Chairman advised that a response
had been sent to the member of the public advising them to watch the meeting and
if the resident still had outstanding questions after the meeting today, the Chairman
encouraged the resident to put them forward in time for the January meeting.

5

Chairman's update
The Chairman updated Committee Members on the following issues:
A response had been provided on Buckinghamshire Healthcare NHS Trust’s Annual
Quality Account 2019/20; the Chairman thanked the committee members involved
and stated she was looking forward to seeing the quality account published.

6

Proposed closure of New Chapel Surgery, Long Crendon
The Chairman advised that on 20 August 2020, the Clinical Commissioning Group
(CCG) Comms team had circulated an email on behalf of Unity Health (the health
providers of five GP surgeries in Buckinghamshire and Oxfordshire) to key
stakeholders with a consultation paper for patients on the proposed closure of New
Chapel Surgery in Long Crendon. The public consultation would finish on 23
November 2020 and there was a Primary Care Commissioning Committee meeting
on 3 December 2020 where it was proposed that the potential closure would be
discussed.
The Chairman welcomed Ms L Munro-Faure, Managing Partner, Unity Health; Dr S
Logan, Clinical Partner, Unity Health and Dr A Furlonger, Clinical Partner, Unity
Health.
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Dr Furlonger explained that Unity Health served 22,000 patients across five sites and
was a training practice, training future GPs. Unity Health had formed in Oct 2017
through the merger of Trinity Health and Wellington House practices. Wellington
House had covered Princes Risborough and Chinnor; Trinity Health had covered Long
Crendon, Brill and Thame. The Long Crendon practice served 3,490 patients of
which 2,350 lived in Long Crendon and the remainder travelled from the
surrounding villages. The existing premises in Long Crendon were unfit for purpose;
it was an old chapel which was inadequate in terms of space and the clinical rooms
did not meet modern regulations. Training for GPs and healthcare professionals had
ceased in this site due to lack of space. It was a dispensary practice but was on the
road with no parking, drop off or safe disabled access. There were drainage
problems at the site and there was no outside space to expand further; also the age
of the building did not lend itself to modification. Other options had been explored
and a number of redevelopment/new premises applications had been submitted
which had not been successful in obtaining approval for the funding of a new site. It
had also been a struggle to recruit and retain GPs and other healthcare professionals
as they were reluctant to work in isolation in the old building. After a great deal of
consideration, Unity Health had started the consultation process about the possible
closure Unity Health prepared a paper for the Select Committee in which it put
forward 4 options. The paper made clear this was not a formal options appraisal but
a presentation of the position to date. The preferred option was option four
(Register all patients with Brill surgery but continue to provide some services from
another facility in Long Crendon to address some of the patient concerns identified
through the consultation process and the difficulties in accessing services in rural
communities). Unity Health had held discussions with a village action group and the
CCG and proposed continued provision of services from new premises which could
be a collaboration in a community building using land provided to the parish council
by the developer for this purpose as part of the Section 106 money.
Ms J Newman, Head of Primary Care, Clinical Commissioning Group, added that she
had read the paper prepared by Unity Health and that she would support Option 4.
The Chairman welcomed Ms F Cayley, Chairman of the Local Action Group (LAG) and
Ms F Momen, a member of the LAG. Ms Cayley reported that the LAG, with support
from a large number of residents in Long Crendon and the surrounding villages, had
formed as a result of the consultation on the closure of the surgery. Long Crendon
had had its own health service for years and had put up with the building as there
was no alternative; however, the prospect of losing it altogether had emphasised
the value to the community. The LAG was willing to look at all the options in order
to keep the asset in the community. Residents wanted the dispensing service, GP
appointments, the nursing service and other healthcare services in a fit for purpose
building. Travel to Brill was difficult; Thame was easier to access via public
transport; but it was unknown if it had the capacity to cope with an influx of extra
people accessing services. The LAG had received good engagement with Unity
Health and the CCG and had come up with a viable option.
Ms Momen advised the LAG had sought local views on concerns and what they
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wanted to see as a minimum. The LAG understood that it had to fit in with the
national plan and Buckinghamshire Healthcare NHS Trust (BHT) plans. The NHS five
year plan was to move healthcare out of hospitals and be closer to home. The LAG
had looked at the Buckinghamshire Integrated Care System Operational Plan and
found that emphasis was on prevention; for residents to help themselves more;
local support in the community to support people for longer at home; care
integrated locally to provide better support closer to home; patients being seen in
the most appropriate setting; services located where they are needed which
provided care in a timely manner and support for people with long-term conditions.
The LAG did not believe the aims could be fulfilled by having healthcare centres a
distance away. Covid had emphasised the risk of spreading disease and residents
recognised that Zoom calls would play a part but also wanted face to face access to a
doctor. There was concern that vulnerable people would slip through the net;
preventative care was essential. People needed local access to physios, nurses,
counsellors and GPs and the LAG believed there was an opportunity for a new kind
of multi-purpose healthcare centre, including a meeting space and a drop-in area for
ongoing preventative care, which was flexible with secure IT. The centre would be a
very valuable building for the future and the Section 106 money would provide a
massive start with the funding.
Ms Cayley outlined the next steps. The LAG had looked at the policy documents;
however, a lot of the information was not directed towards rural communities,
particularly the NHS Greener Plan; the Group felt this should be looked into at a
higher level to see how rural areas could be best served. Option 4 was the option
they supported and would need a clear commitment from all parties to that plan.
The land had been granted by the Section 106 agreement; there was already a made
up access road and utility services. A local architect had offered his services and the
parish council would provide £10,000 towards the initial fees for drawing up plans.
The issue was the time pressure as the Section 106 agreement expired in December
2021 so work on a new facility would need to commence by then. Ms Cayley
stressed the importance of commitment and working together to look at the funding
options; the Group hoped the CCG would fully commit to the plan and welcomed
the support of the Select Committee and local councillors.
The Chairman advised that the Select Committee had a duty to be involved in this
substantial service change.
During the discussion, Members asked the following questions:




A member of the committee commented that the data behind the options
was sparse and that he would like to see an in-depth options appraisal to
enable a definitive outcome.
The LAG were commended for their work and all parties were urged to look
into funding options in greater depth as there were companies who
specialised in assisting with sourcing funding.
Option 4 was clearly the option the local community favoured; Mr A Turner
agreed to discuss the option further with the LAG.
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ACTION: Mr A Turner/Ms F Cayley/Ms F Momem to discuss Option 4
Following a query from the Chairman on when the document had been
prepared; Ms Munro-Faure stated the document had been prepared for the
Select Committee and pulled together the discussions which had taken place;
it was not a formal options appraisal. The Chairman added that she had only
seen a two page document which Unity Health had sent out to patients and
it would have been logical to have provided an options appraisal as the first
step.
Ms Newman explained that the CCG would make a decision on the proposal.
The timescale/process was for the practice to gather the evidence, including
the results from the public consultation, which the CCG would consider at its
Primary Care Commissioning Committee on 3 December 2020. However, Ms
Newman stated the date was not ‘set in stone’ and maybe a different
proposal should be considered.
Ms Newman added that the CCG was
excited about the possibility of developing a community hub and would play
their part in the General Practice element of it. The Chairman stated that
this was positive to hear but still expressed concern regarding the possibility
of the proposal being discussed at the meeting in December 2020.
There were a number of organisations/groups involved but it was not clear
who was going to take it forward. The CCG had said they were willing to
work with Option 4 and provide some funding even though the population
was less than 10,000 if the right proposal came up. Members asked how the
£1.4 million would be raised for a new facility. Ms Newman provided some
clarity on the funding issue and stated that the CCG did not hold capital. The
capital for health projects came from NHS England; it had not happened in
the last two years, and due to the recent investment related to Covid-19, it
was unlikely to have capital available in the next couple of years. The CCG
could provide the rental revenue which would come from NHS England to
support the practice. The revenue could be put into a new facility; if the
revenue increased due to an increased footprint or improved facility it would
change the revenue as a consequence. A population of 10,000 was not set in
stone but was part of the CCG strategy as it looked at the context of
Buckinghamshire as a whole and the developments that needed prioritising;
Aylesbury was a prime example as 20,000-30,000 houses were being built.
However, in terms of providing a solution for a rural community this could be
a leader in a model for the future.
In response to being asked who was responsible for producing an Equality
Impact Assessment (EIA) and an options appraisal Ms Newman confirmed
that the CCG and the practice would be responsible and were preparing an
Equality Impact Assessment which would be presented to the Health
Inequalities Group in November. Ms Newman stated that due to the work
of the LAG and the views/information received; the proposal had evolved in
a positive way. Unity Health and the CCG had changed their view of the
future of the Long Crendon practice.
A member of the committee commented that Thame Town Council had
refused a planning application to extend a surgery and asked how this would
impact on the planned closure of Long Crendon surgery. If planning
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permission was granted, how would the Thame surgery cope with new
patients during a new build in Long Crendon. Dr Furlonger explained that
Unity Health shared a site in Thame with the Rycote Practice and had been
looking to redevelop as a joint venture using a developer. There was limited
space at Thame which was why they were attempting to accommodate
patients at Brill and projects were being worked on being mindful that it was
a five site practice. It was acknowledged that it was a challenge to
accommodate the growing population across the practice area. There was a
mix; properties were often owned by a company who leased to the practice.
Some were owned properties which were not suitable and jumping that
divide from ownership to finding a developer who would build a new facility
was difficult. For smaller practices the capital cost versus the revenue costs
was hard to balance and would be a challenge in terms of obtaining funding
for Option 4.
In response to whether analysis had been carried out on the patient base and
their access needs and the impact of moving patients to another surgery, Ms
Munro-Faure stated that Unity Health ran a triage first system. There was a
lot that could be done over the telephone, and during covid there had been a
conversion rate of 20-30% of appointments being held face to face to over
the telephone/video call. Unity Health was considering Option 4 and how to
provide services in Long Crendon to solve the access problem, including a
dispensing service. Dr Logan added that there was a paramedic service
which could assess housebound people. The Chairman reiterated her
concern over the lack and quality of information which had been provided as
well as the reach of the consultation; Dr Logan commented that the
consultation had been planned and carried out in consultation with the BCC
communications team. Dr Logan clarified that the only option available at
the time of publicising the consultation was to close the surgery; the other
options arose after Unity Health discovered that the CCG would support a
community venture.
Assurance was requested that vulnerable, elderly residents, those on low
incomes, possibly without digital technology and reliant on public transport,
would not be left without a surgery in Long Crendon if New Chapel surgery
closed and it was not viable to develop a new facility. Ms Newman was
unable to provide a guarantee but stated that if it was proposed that New
Chapel surgery closed and a new facility be built then the Primary Care
Committee would have to consider the timing of the closure of the current
surgery. The Chairman advised that she had made enquiries as to whether
the Section 106 deadline could be extended. Ms Cayley commented that the
surgery was still operating as a dispensing service. A member of the Select
Committee emphasised that this was an opportunity to ‘think outside the
box’ to accommodate the greater healthcare requirements of the rural
community and provide a return on investment. The Chairman stated that
the Select Committee had been looking at the community hub pilots in
Marlow and Thame and the concept of developing care closer to home.
Option 4 involved the use of digital appointments, limited face to face
appointments and a dispensary; if Thame could not expand there was an
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opportunity for a discussion on what could be offered for the surrounding
area which could make a bigger building more viable. Dr Logan confirmed it
was the direction of travel but would be based around the primary care
networks (PCNs).
In response to a question on who owned the premises of the New Chapel
Surgery and whether there was capital in the building which could be put
into a new build; it was confirmed that the Unity Health partners owned the
building but it was mortgaged up to the capital value. Option 4 would help
with the recruitment and retention issue since clinicians would be based in
Brill with sessions held in Long Crendon. Healthcare professionals wanted to
be able to work as team.
A Member asked whether there were other potential healthcare services
which might be interested in joining together with Unity Health to provide
services from a community location – for example, dentists, physiotherapists.
Dr Furlonger explained that historically GPs would invest into a partnership;
however, at the moment, GPs were not being asked to make a large capital
investment in a business and it was a big challenge; all the options needed to
be explored and considered.
Ms Cayley stated that all the points raised today had been discussed by the
LAG but emphasised that someone needed to take the lead and felt this
should be Unity Health with support from the local action group. Ms Cayley
encouraged commitment and support from the CCG and stressed that it
would be helpful to take away the threat of closure of the surgery as it was
adding to the stress and difficulty in the process. All parties needed to focus
on finding a sustainable solution/ and look at all the different requirements
that a community healthcare facility could provide. Once the Covid-19
restrictions were over, Ms Cayley hoped the surgery would be able to
provide the services it did before and to remain open as an interim solution
until the new building was in place. The LAG had done their best to find an
alternative solution and requested that the possibility of the closure of New
Chapel Surgery be removed. The Chairman stated that the decision would
be made by Unity Health. Ms Munro-Faure advised that there was a strong
steer from the CCG that they would not support a standalone GP facility; it
would need to be something more innovative with community involvement.

The Chairman summarised that she and Ms Wheaton, Committee and Governance
Advisor, would prepare a draft response to the consultation on behalf of the
Committee which would be circulated to the committee members for comment.
The Chairman summarised the key areas of concern:




The consultation process and the brevity of the information that was put out
in the public domain as part of the briefing consultation paper.
The lack of data provided and the lack of options appraisals as part of the
consultation
The over-reliance on online channels to promote the consultation. There
were concerns that the majority of users of the surgery were not aware of
the consultation until the LAG was set up.
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The unrealistic timeframe between the end of the consultation on 23
November and the Primary Care Commissioning Meeting on 3 December.
More work was required by Unity Health and the CCG in exploring the other
options, particularly the building of a new community facility.

The Chairman thanked everyone for their participation.
7

County-wide engagement exercise
The Chairman welcomed Mr D Leveson, Deputy Director of Strategy,
Buckinghamshire Healthcare NHS Trust (BHT). Mr Leveson explained that he and Mr
D Williams had been leading on the engagement process during which an online
survey had been held from 24 August to 19 October 2020. There were four themes
in the survey; reducing health inequalities, community services, keeping people safe
and digital appointments. Phase 2 of the engagement process was underway and
would run during November and December; a social research company had been
employed to run 12 in-depth focus groups and 20 in-depth one-to-one interviews to
target hard to reach groups e.g. carers, young people, those living in deprived areas
and the Black, Asian and Minority Ethnic (BAME) community; these would be
completed by the end of 2020.
Approximately 2,800 responses had been received; the average age of respondent
was 61 and the majority were white with over 70% being white women. Initial
analysis had shown that there were over 20,000 pieces of free text to be coded and
themed.
Mr Leveson highlighted a few key points from the survey data:









More than 50% of respondents felt they were healthy or very healthy.
Of those who responded saying they were not healthy; a number were
receptive to making lifestyle changes, particularly in obesity.
80% of respondents had had a phone or video appointment in the last three
years and were generally satisfied with the appointment. The majority were
happy to continue with a digital appointment in the future but the number
declined with increased age. The biggest concern over online consultations
was when people needed a physical examination; it needed to be clear that a
face to face appointment would be available when required.
When asked about planned care e.g. ophthalmology, and what was most
important to people, the following points were made:
 Receiving a diagnosis and being treated as quickly as possible.
 Being treated locally; people were willing to travel if being seen at a
centre of excellence resulted in quicker treatment but it was
important to consider the frequency of need and the age of the
person.
People were generally receptive of dialling 111 or visiting a pharmacy but
there was a slight reticence over clinical credibility; particularly by those with
a long term condition or older people.
Community services – the response rate for those with experience of a
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community hospital bed was low; however, there could be detail in the free
text. When asked about rehabilitation and recovery and whether they would
prefer to recover at home or in a hospital bed; it depended on the
circumstance; the security of a hospital bed was appealing for older people.
During the discussion, Members asked the following questions:














The Chairman queried the timing of this piece of work as people were
accessing services differently during the pandemic. Mr Leveson stated that
the use of digital appointments and NHS 111 had been planned before the
pandemic but Covid-19 had accelerated the changes. The pandemic had
forced BHT to think slightly differently about how to reach people.
The Chairman stressed it was an online survey and that huge swathes of the
community were not comfortable with digital technology and had not seen
the survey. The Chairman commented that her local Patient Participation
Group (PPG) had not been contacted by the Primary Care Network (PCN) for
over a year and were not aware of the survey and queried whether 2,500
was a good number of responses.
A Member asked whether the results of the survey would be subject to
independent review and scrutiny. In response, Mr Leveson advised that a
report would be prepared on the first phase of the engagement and would
be open to scrutiny. Mr Leveson agreed that a large number of the
population struggled with digital technology and they would take the
opportunity to engage with areas of the population not historically reached.
A member of the committee asked for a breakdown of the age of
respondents Mr Leveson stated he would provide a full breakdown to the
Committee & Governance adviser for circulation to the committee members.
ACTION: Mr Leveson to provide a breakdown of the ages of respondents for
circulation
Concern was raised over the difficulty of measuring health inequality during
the pandemic, particularly in terms of access to IT to conduct online
consultations. Mr Leveson stressed that when people needed to be seen in
person they would be given a face-to-face appointment and when a person
was in a life threatening situation they would be seen in the right setting.
The important message was that the video appointments worked but were
not right for everyone and every condition.
A committee member highlighted that people who were suspicious of
authority would not take part in a consultation. Engagement with travellers,
working mothers or the LGBT community could be done but would take time
and money and reassurance would be needed on how the data would be
used. The digital revolution could cause a breakdown in society; healthcare
benefitted from being face to face.
A Member asked whether there was the budget to support the initiatives
that might come to light following the engagement, particularly in light of the
financial strains due to the pandemic. Mr Leveson added that the costs of
running the survey had been afforded by the Integrated Care Partnership and
stressed that investment in engagement was important. Part of his job was
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to develop the strategy for the next five to 10 years and it would need to be
sustainable. Prevention, keeping people at home and health inequalities
were fundamental for the sustainability of the system as a whole and would
be a challenge for everyone.
It was agreed that the Chairman would put any further questions to Mr Williams and
Mr Leveson on any areas of concern. The Chairman explained that this item will be
discussed in more detail at the January Select Committee meeting when the results
of the survey would have been analysed and the further engagement exercises
undertaken.
RESOLVED: The Committee NOTED the contents of a report to the Health and
Well-Being Board and RECEIVED a verbal update on how the community
engagement exercise was progressing.
8

Pharmacy services
The Chairman welcomed Ms J Butterworth, Buckinghamshire CCG; Mr M Patel, Chief
Officer, Local Pharmaceutical Committee (LPC) and Mr K Patel, Local Pharmacist and
owner of a number of local pharmacists.
The Chairman declared an interest in having known Mr Kalpesh Patel for several
years as he was the Chairman of the local Rotary group and an owner of numerous
pharmacies.
Ms Butterworth, Associate Director for Medicines Optimisation, advised that the
report had provided a brief overview of where the pharmacy workforce sat in the
system and stressed that they were all working together more closely than ever
under a single governance structure.
During the discussion, Members asked the following questions:




The Chairman highlighted that report referred to additional roles being
recruited to support the Primary Care Networks (PCNs) and asked how
recruitment was going and what would happen to the funding if the posts
were not filled. Ms Butterworth explained that the approval for use of the
funding had been delayed due to the pandemic but the process had been
accelerated and funding would be taken from this year and next year’s pot.
The number of clinical pharmacists and technicians increased each year.
Recruitment was still going ahead. Funding was for a mid-point between a
junior and senior post but if a senior pharmacist was needed the PCNs
needed to provide additional funding which was an issue for some PCNs. Last
year there had been anunderspend and this had been utilised creatively; it
had also been used to fund a PCN lead pharmacist two days a week to
provide support to pharmacies.
A member of the committee asked what the take up was for electronic
repeat prescriptions and how were the people being handled who were not
computer literate. Ms Butterworth did not know the exact figure but
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thought it was approximately 15%. Ms Butterworth explained that patients
could not be put on an Electronic Repeat Dispensing (ERD) service unless
their medication was stable and there were a large number of patients
waiting for monitoring results which had been delayed by Covid-19. For
those patients who could not be put on ERD they relied on patient access to
make things easier using technology but surgeries were trying to move away
from prescriptions being posted through the letter box. However, there was
a difference between electronic prescriptions, which was very high, and ERD
where six to 12 months’ worth of prescriptions were loaded onto the spine at
one time and then the community pharmacies could pull them down as
appropriate.
A member of the committee stated he was conscious of the crucial role of
staff in the pharmacies during the pandemic and asked if they had received
all the support they needed i.e. had the insurance issue of preventing
deployment staff on an emergency basis been resolved? Pharmacists were
not paid for the delivery of prescriptions – could the gap be plugged?
Pharmacists had to source their own Personal Protective Equipment (PPE) –
could this be funded? Ms Butterworth confirmed that the insurance issue
had been resolved; pharmacies were being paid for the delivery of medicines
for end of life drugs but in general there was no payment for delivery; this
service was being stood back up for shielded patients. It was also confirmed
that pharmacists now had access to PPE.

Mr M Patel confirmed that delivery of medicines had re-started for vulnerable
patients and been extended to two other vulnerable groups. Pharmacists were
signing on to the national supply of PPE. The staff deployment insurance issue had
been resolved very late and Ms Butterworth added that there had not been any
requests for a community pharmacy to help out.
Mr M Patel highlighted that the report explained what the LPC was and how it
worked with the local stakeholders to ensure pharmaceutical services were
provided. The report explained what had happened during the pandemic, the
services offered and the challenges ahead.
The Chairman asked for feedback from Mr K Patel on the practicalities of running a
pharmacy during the pandemic. At this point, K Patel declared a past interest as a
previous chair of the LPC.
K Patel advised it was his ‘worst nightmare’ to run a business ensuring his staff and
the public were safe and provide the medicines required. A system had been put in
place whereby electronic prescriptions could be diverted to another group if the
scenario arose where all the staff in one branch became ill. There were now three
dispensing robots which could be used overnight if needed. K Patel commended all
the staff who had known nothing about the virus at the beginning of the pandemic.
Pharmacies had moved their counter to the doorway to prevent people entering the
premises. There had been issues with the lack of PPE but he had been fortunate to
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source PPE from India and China until it was provided by NHS England. Volunteers
were prepared to cover other branches when staff were ill or self-isolating. There
had been an increase in demand, particularly in repeat prescriptions, and staff
worked over the weekend to process the orders; a recent increase had just been
seen due to the latest lockdown. Prescriptions were delivered to patients by
volunteers and the scheme had recently re-started.
Approximately 200 deliveries a day were carried out in the Chesham area alone and
the majority had been continued as the pandemic continues/. It was possible to
manage demand but not stock shortages. There had been a huge extra investment
in pharmacies; the government had made an advance payment but would claw it
back at a later date. The health economy needed to be better prepared going
forward and the system needed a review to address the problems.
The first drug which was in short supply was paracetamol; K Patel had six months’
supply but when he managed to source new stock in small quantities they were very
expensive so he had to dispense from larger packs to manage the supply problem.
Other products such as sanitising spray and thermometers were also very expensive
during the start of the pandemic.
During the discussion, Members asked the following questions:




The Chairman asked how the Government had helped pharmacies to access
supply. K Patel stated that he had not been able to wait to ask for help; he
had to take action before the systems were operational e.g. sourcing PPE.
No one had predicted the virus and the extent of the effect on the whole
economy and it would have been unrealistic to expect NHS England to supply
PPE when they were struggling to supply the hospitals. M Patel added that
he had worked closely with the PSNC (the negotiating committee for
pharmacies) who negotiated the medicine supply, pricing etc. The LPCs fed
back what happened locally and the PSNC carried out the negotiation. M
Patel stated he would like to engage with the MPs in the area to lobby as he
was concerned about the mental health and wellbeing of pharmacists. The
Chairman agreed mental health was a key issue right across healthcare.
In response to whether anything could be done to prepare for 1 January
2021; K Patel stated that the industry had been asked to have a six week
supply, but questioned whether six weeks was enough. He kept a three
week supply of drugs in his pharmacy but keeping a six month supply would
cost too much. He had the choice of losing half his staff due to the stress
after 1 January or to build up his stock so there was less stress in the system
Guidance was needed on what to do after 1 January because leaving it too
late would mean pharmacies would not be able to procure from alternative
sources as drugs had to have quality assurance. Ms Butterworth added that
the six weeks supply was in addition to what the wholesalers already had in
stock. Ms Butterworth also stated she understood the concerns on the
ground but assured that the Department of Health was looking at the issue;
the team had been increased and were working to manage drug shortages.
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A shortage protocol had also been introduced to allow substitutes. M Patel
added that there was a tracker system which was communicated to the
practices.
The Chairman asked how much involvement the pharmacists had with the
Health and Wellbeing Board (HWB) which consisted of a number of health
partners. M Patel advised that they were not members of the HWB and
were only involved during the Pharmaceutical Strategic Needs Assessment
(PSNA) which was carried out every four years but had been postponed to
April 2021 due to the pandemic. The Chairman agreed to contact the
Chairman of the Health & Wellbeing Board.
ACTION: Chairman to write to the Chairman of the Health & Wellbeing
Board
It was noted that there would be a soft launch on 1 November 2020 where
GPs could refer patients to the community pharmacy as a first port of call for
self-care and minor aliments; it was a six month national roll out which
would be deployed by the PCNs. M Patel stated that councillor and MP
support would be required and that patient education needed to be
improved.

Julia Wassell stated the pharmacists had been heroic during the pandemic; the
Chairman agreed and asked for the Committee’s thanks to be put on record.
The Chairman thanked J Butterworth, M Patel and K Patel for their input.
9

Buckinghamshire, Oxfordshire and West Berkshire Integrated Care System - joint
health scrutiny committee
Mr N Graham, Service Director, Legal and Democratic Services, stated that there was
a statutory requirement to set up a Joint Health Scrutiny Committee for the five
authorities in the Buckinghamshire, Oxfordshire and Berkshire West Integrated Care
System (BOB ICS). The draft Terms of Reference (TofR) were attached to the report.
Work had been carried out on defining the work of the scrutiny committee; Mr
Graham emphasised that there was no wish to take away the scrutiny arrangements
of each authority but there were certain things the ICS had been carrying out at a
strategic level which it would be helpful for all authorities affected to come together
and work on. The existing local scrutiny committees had the power to refer
decisions to the Secretary of State and this would also apply to the Joint Health
Scrutiny Committee. The size of the committee was still under discussion. The draft
TofR set out the practical arrangements and would need to be ratified by Full
Council. The next Full Council meeting was on 9 December 2020 and it was
proposed that if the Select Committee agreed to the content of the draft TofR, that
delegated power be given to the Chairman for final sign-off. If the content was
significantly changed the draft TofR would be brought back to the Select Committee
and ratified at a future Full Council meeting.
The Chairman thanked Mr Graham and Ms Wheaton for their work on the setting up
of the Buckinghamshire, Oxfordshire and West Berkshire Integrated Care System joint health scrutiny committee.
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RESOLVED:
 Members of the Health and Adult Social Care Select Committee DISCUSSED
the progress made to date in setting up a joint health scrutiny committee
for the BOB ICS which will aid continued negotiations.
 Members APPROVED the draft terms of reference and AGREED to delegate
the final sign-off of the terms of reference for the joint health scrutiny
committee to the Chairman of the Health & Adult Social Care Select
Committee.
Members APPROVED that the final terms of reference will be discussed and
ratified at Full Council.
10

Work programme
Committee Members discussed the draft work programme and agreed the following
items for the January meeting:


Hospital discharge to assess Buckinghamshire Integrated Care Partnership
(ICP)
 The Winter Plan and an assessment of Covid-19.
Access to GP surgeries during the second lockdown.
11

Director for Public Health Annual Report
It was agreed that an email would be circulated requesting comments on the
Director of Public Health Annual Report (DPHAR) which would be fed back to the
Director of Public Health and Councillor Gareth Williams, Cabinet Member for
Communities and Public Health.
ACTION: L Wheaton to circulate and email requesting feedback on the DPHAR

12

Date of next meeting
Thursday 7 January 2021 at 10am.
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HEALTH AND SOCIAL CARE
IN BUCKINGHAMSHIRE:
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PRESENTATION TITLE

PHASE 1 ONLINE SURVEY

DEMOGRAPHICS

Appendix

RE S P ON DENT DE MO G RAP HICS : O L DE R, WH I T E , WO ME N
N/S, 3% 16-24, 1%
25-34, 3%
Women
72%

Men
25%

35-44, 9%
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0.11% non-binary
0.14% transgender

45-54, 15%
65-79, 39%

White
90%

BAME
3.2%

BAME: 1.88% Asian, 0.46% Black,
0.60% Mixed race, 0.28% Other
6% ethnicity not stated

Age

RELATIONSHIP STATUS & SEXUAL
ORIENTATION:

 69% were part of a couple,14% single,
2% divorced/separated, 8% widowed,
6% Not stated
 84% heterosexual, 2% bisexual, 1%
lesbian/gay, 1% self-describe,
13% declined to answer
54% religious belief:
52% Christian, 2% Other faiths

55-64, 24%

21% no religious belief.
23% declined to answer
Areas: 29% Aylesbury Vale,
27% Wycombe, 19% Chiltern,
15% South Bucks. 10% unassigned.

Average age 61 years
2

Agenda Item 4

Responses to Public Questions submitted by Ozma, Save Wycombe Hospital
Campaign
Q1. Recently the Integrated partnership pushed out a survey on social media, therefore
excluding many people including some of the most vulnerable. It was shocking timing in the
middle of a pandemic and many people had issues with trying to respond to the survey,
some of these can be viewed here on this Bucks council Facebook
post: https://m.facebook.com/story.php?story_fbid=3403706273006098&id=20703285396
77218&anchor_composer=false and more concerns can be viewed on Dr Linda Derrick's
blog: http://lindaderrick.simplesite.com/432480734?fbclid=IwAR2hSmyNXEVF4yVR6elL08YbH3lq_vaVVAerN7lOWJ31vogCd32wDyD9Uo
There were SEVERAL issues with the survey, some people abandoned it completely, others
felt they were forced to chose options they didn't fully agree with. Surely any responses on
how things are going should be for the immediate short term i.e. to see us through the
'second wave' and short/medium/long term plans shouldn't be based on these responses?
'Your community your care' has lead to cuts to beds at Marlow, Thame and Amersham. At
what point will the committee stand up and say enough is enough when it comes to cutting
services across Buckinghamshire under the guise of 'care closer to home'?
Response – Thank you for raising concerns about the recent county-wide engagement
exercise. As you know, representatives from the Hospital Trust attended the November
Select Committee meeting and Members raised a number of concerns with him. This piece
of engagement work is continuing and Members will be receiving a further update at the
January meeting. The HASC Select Committee will continue to review, monitor and
challenge the outcomes from this engagement work as it develops.

Q2. We re-submitted our petition: https://you.38degrees.org.uk/petitions/no-furtherdowngrades-of-buckinghamshire-s-hospitals-including-community-hospitals to be included
as 'Health and Social Care in Buckinghamshire - Public Feedback'. The petition reads:
“No further downgrades of Buckinghamshire's Hospitals - including Community Hospitals”
We ask you to please:
-Keep our community hospitals and 'step down' wards open
-Halt the continued downgrades/centralisation/outsourcing of Bucks' hospitals & their
services
-Speak up about funding constraints and ensure patients/potential patients' needs are put
first




Beds at Amersham, Thame, Marlow and Wycombe need to be reopened as do the
step down wards for NSIC patients in Stoke.
Local, smaller GP surgeries and face to face appointments are also crucial and must
be protected.
No more cuts.
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As the population grows, we need to protect current services, reopen services and
invest in prevention. Moreover, we continue our calls to restore Wycombe hospital
to a fully functioning one once more with services including A&E and full maternity.
It's time for HASC to truly champion the needs of residents in Buckinghamshire, if we
continue down the hospital closure path we are on, what will be left?

Response – We note your comments and will continue to evaluate and challenge the
health & social care plans as these are developed.

Q3. The following question regarding PPE was asked at Health and wellbeing board as a
follow on question to one asked at BHT AGM and the response now received is below
however we are still concerned. If it's appropriate for two ladies (who weren't in the
younger age group) to be dealing with patients coming in through the main entrance of a
hospital - many with no mask on, whilst only wearing a surgical mask then that's very
concerning. Perhaps the Trust need to look into the risk assessments in depth and ensure
measures are actively taken to protect all staff above and beyond basic guidelines? Could
HASC investigate this? How many staff would pass a mask 'fit' test in their current attire?
-More than 500 NHS and social care staff are said to have died since the pandemic began.
More needs to be done to ensure their safety.
It's obvious that not all staff are wearing full protective clothing, e.g. those at the entrance
of the hospital wearing only surgical masks when assisting people entering the hospital with
sanitiser and masks.
Please ensure that ALL staff are wearing fit tested masks including those in outpatient
settings and 'non' covid wards. Please provide additional assistance to those who are in
greater risk groups and those who are at greater risk due to using public transport.
What further assistance and support will be made?
'All staff are provided with the appropriate PPE for the role and task that they are doing.
Support is provided to all staff and through our risk assessment process, any additional
measures are put in place for those who are at greater at risk.'
Response – We were concerned to read your comments about the use of Personal
Protective Equipment at the Hospital. We note that a response has already been provided
by the Trust but we have asked whether they can provide a further update.

Q4. How were the Marlow and Thame hospital buildings used during the first wave of the
pandemic? Would it be sensible to prepare to use them as step down wards for Covid
patients now that numbers in Bucks of Covid cases are on the increase again?
Response – This question has been sent to Buckinghamshire Healthcare Trust for a
response at the meeting.
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Agenda Item 6

Overview of Covid-19 work to date
This paper summarises the work we have undertaken in relation to health and social care
services during the pandemic, as aligned with the priorities of Joint Health & Wellbeing
strategy.

Live Well


Your experiences of services during Coronavirus outbreak Your experience of services
during the coronavirus outbreak — Healthwatch Bucks
An online survey which ran from 1st May – 23rd June. We asked people for their views on 1)
information and advice during the Coronavirus outbreak 2) experience of healthcare
services and of social care support 3) mental health and wellbeing support.
We received 520 online responses in total and made 6 recommendations to commissioners
and providers on ways services could improve in the future.



Coronavirus Community Voices report Coronavirus Community Voices Report —
Healthwatch Bucks
We worked with selected charities in Bucks to find out; 1) what their beneficiaries and
staff were worried about most in accessing health and social care services during the
lockdown period (from 23rd March to 31st July), 2) how their services were affected by
lockdown restrictions, 3) if we could share any information about their local services.
We contacted 40 VCS organisations by email and had in depth discussions with 20 about
the impact of the pandemic on their service provision to patients and their carers and the
effects on their services.
We made 6 recommendations to service providers and commissioners on ways that
support for more vulnerable individuals could be improved.



Information about services on dentist and GP websites during the coronavirus
outbreak Information about services on dentist and GP websites during the coronavirus
outbreak — Healthwatch Bucks
Local health and social services provided a wide range of information during the
coronavirus outbreak. The results from the ‘Your experiences during the coronavirus
outbreak’ survey showed that websites of local organisations were important to people
looking for information they could trust.
Using a mystery shopper approach to review dentist and GP website, we looked to see 1)
what information there was on dentist and GP websites about how to get treatment when
the surgeries had to be closed 2) what information there was on dentist websites about
how they were working when they could reopen 3) what GP websites said about how they
were delivering services.
Our recommendations were aimed at improving the way websites present changes to
services and ensuring that patients knew that websites could be relied upon to give upto-date information.
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Open for Business? Your experience of GP and hospital appointments during the
coronavirus outbreak Open for Business? — Healthwatch Bucks
We wanted to hear from people about their experience of appointments during the first
lockdown period. The survey ran from 15th June until the 20th July and we had 479
responses from Bucks residents, or from people who used Bucks services.
We asked people about 1) the communications and advice they received about their
appointment 2) the precautions that were taken if it was a face-to-face appointment,
and how safe they felt 3) whether the appointment had been successful or not, and 4)
whether there were any effects on their health and wellbeing if the appointment was
cancelled or postponed.



Working in a Care Home during the coronavirus outbreak Working in a care home
during the coronavirus outbreak — Healthwatch Bucks
We heard from staff about their experiences of working in a care home during the
coronavirus outbreak. We asked for feedback for the period of 16th March and 31st May
when care homes made the greatest changes. We worked with 3 staff members from
Fremantle Trust care homes to co-design the survey questions.
We asked staff about 1) Covid19 testing 2) Hygiene, Personal Protective Equipment (PPE)
and training 3) Raising concerns, mental health support and staffing 4) Movement around
the care home, meaningful activities and visitors.
We heard from 152 members of staff; positive feedback was given in many areas that we
looked at. Our recommendations focus on ways the current provision could be improved
based on the more negative aspects reported to us.

Age Well


Living in a Care Home during the coronavirus outbreak Living in a care home during the
coronavirus outbreak — Healthwatch Bucks
We wanted to hear about the experiences of people who lived in Buckinghamshire care
homes, and/or their relatives who would normally visit these homes. Feedback was
collected between 16th March and 31st May when care homes made the greatest changes.
We worked with 4 residents and 2 relatives from 3 different Fremantle Trust care homes
to co-design the survey questions. We asked people about 1) communication 2)
movement around the home 3) meals and snacks 4) meaningful activities and visitors and
5) keeping safe, hygiene and staffing levels.
We heard from 208 people and made a number of recommendations to providers and
commissioners which were mindful that services delivered in care homes may have
changed since people initially responded to our survey.

Community Engagement


Joint webinars with Buckinghamshire Healthcare Trust on Cancer services &
Planned (elective) surgery during the pandemic –

Cancer Webinar - Surgery webinar a great success! — Healthwatch Bucks The aim was for
members of the public who were concerned about cancer services in the county to hear from
specialists and to have the opportunity to put questions to cancer services specialists. 65
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people joined the event on the 20th October and the webinar is now available to access on our
website.
Planned (elective) surgery webinar - Surgery webinar a great success! — Healthwatch Bucks
The aim was for members of the public who were waiting for an operation (and/or their
relatives) to hear from specialists and have the opportunity to ask questions. 43 people joined
the event on the 12 November and were able to put questions to the eight panellists. The
webinar is available to access on our website.


Veterans Report Lesser Heard Voices - Veterans — Healthwatch Bucks

In 2019 Healthwatch Bucks created the role of Community Engagement Lead to work with
groups identified as ‘Lesser Heard Voices. This role involves building long term
relationships with community organisations and leaders, attending meetings and forums
and gaining trust over time. In August 2020, we published a report that looked at
veterans’ experiences of Health and Social Care in Bucks. We spoke to over 150 people,
including veterans, their spouses and others with Armed Forces and veteran connections.
The project received ‘Highly Commended’ status at the national Healthwatch England
awards.
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Agenda Item 7

Report to Health & Adult Social Care Select Committee
Date:

7th January 2021

Title:

Integrated Care System

Author:

Dr James Kent

Recommendations/Outcomes:

for noting

Background

1.

NHSE issued a policy document ‘Integrating Care’ after their November 2020 Board
meeting (attached). It outlines the way forward for integrated care systems (ICS)
and puts forward two options for how to put each ICS onto a statutory footing with a
recommendation for an option that would subsume CCGs into new statutory ICS
organisations. The paper is clear NHSE favours this latter option.

2.

Beyond outlining potential legislative options, the paper is clear that from April 21
the expectation is for health and care to work together as integrated care systems,
involving:
a) Strong partnerships in local places;
b) More formal provider collaboratives to allow operation at scale;
c) Developing strategic commissioning with a focus on population health
outcomes;
d) Use of digital and data to drive system working.

Reflections

3.

The majority of the policy paper is in line with our current direction of travel. It starts
with the need for strong Place, reinforces the role of Place and indicates the services
that should be commissioned at system level.

4.

There are a number of areas where the detail is still to be worked through; role of
Lays / NEDs / Councillors; governance at Place and system and their interrelationship; role of LA leaders in shaping place-based (NHS) budgets. I expect these
are common concerns and further detail will emerge.
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5.

There is a helpful acknowledgement of the importance of clinical and professional
leadership including Primary Care, and this will require working through if the CCG
membership model is decommissioned.

6.

There is some helpful wording / clarity around many of the new ICS roles; Place MD
(para 2.18); Finance Director (para; 2.39-40); Medical Director (para 2.24-26) and
Nursing and AHP Director (para 2.27).

7.

The paper I think makes a case for stronger Digital and Data leadership in the ICS
than is currently in the proposed. There is work therefore to do early in 2021 on how
to drive the digital agenda at both Place and system level.

Next steps

8.

The paper starts the clock on restructuring the commissioning resources so they are
in a new formation by April 22. This will likely mean a robust plan agreed September
2021.

9.

Proposal is to work with the ICP leadership to work through much of the relevant
detail and choices when bandwidth allows.
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Appendix

Integrating care
Next steps to building strong and effective integrated care systems
across England
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Introduction
This document builds on previous publications that set out proposals for legislative
reform and is primarily focused on the operational direction of travel. It opens up a
discussion with the NHS and its partners about how ICSs could be embedded in
legislation or guidance. Decisions on legislation will of course then be for
Government and Parliament to make.
This builds on the route map set out in the NHS Long Term Plan, for health and
care joined up locally around people’s needs. It signals a renewed ambition for how
we can support greater collaboration between partners in health and care
systems to help accelerate progress in meeting our most critical health and care
challenges.
It details how systems and their constituent organisations will accelerate
collaborative ways of working in future, considering the key components of an
effective integrated care system (ICS) and reflecting what a range of local leaders
have told us about their experiences during the past two years, including the
immediate and long-term challenges presented by the COVID-19 pandemic.
These are significant new steps towards the ambition set out in the NHS Long Term
Plan, building on the experience of the earliest ICSs and other areas. Our challenge
now is to spread their experience to every part of England. From April 2021 this will
require all parts of our health and care system to work together as Integrated Care
Systems, involving:
•

Stronger partnerships in local places between the NHS, local
government and others with a more central role for primary care in
providing joined-up care;

•

Provider organisations being asked to step forward in formal
collaborative arrangements that allow them to operate at scale; and

•

Developing strategic commissioning through systems with a focus
on population health outcomes;

•

The use of digital and data to drive system working, connect health
and care providers, improve outcomes and put the citizen at the heart
of their own care.

This document also describes options for giving ICSs a firmer footing in legislation
likely to take affect from April 2022 (subject to Parliamentary decision). These
proposals sit alongside other recommendations aimed at removing legislative
barriers to integration across health bodies and with social care, to help deliver
better care and outcomes for patients through collaboration, and to join up national
leadership more formally. NHS England and NHS Improvement are inviting views
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on these proposed options from all interested individuals and organisations by
Friday 8 January.
It builds on, and should be read alongside, the commitments and ambitions set out
in the NHS Long Term Plan (2019), Breaking Down Barriers to Better Health and
Care (2019) and Designing ICSs in England (2019), and our recommendations to
Government and Parliament for legislative change (2019).
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1. Purpose
1.1.

The NHS belongs to us all1 and any changes to it must bring clear
improvements for our health and care. Since 2018, integrated care systems
(ICSs) have begun doing just this, enabling NHS organisations, local
councils, frontline professionals and others to join forces to plan and provide
around residents’ needs as locally as possible.

1.2.

By doing this, they have driven a ‘bottom-up’ response to the big health and
care challenges that we and other countries across the world face and have
made a real difference to people’s lives. They have improved health,
developed better and more seamless services and ensured public resources
are used where they can have the greatest impact.

1.3.

These achievements have happened despite persistent complexity and
fragmentation. This document describes how we will simplify support to local
leaders in systems, making it easier for them to achieve their ambitions. Our
proposals are designed to serve four fundamental purposes:
•

improving population health and healthcare;

•

tackling unequal outcomes and access;

•

enhancing productivity and value for money; and

•

helping the NHS to support broader social and economic
development.

1.4.

The NHS Long Term Plan set out a widely supported route map to tackle our
greatest health challenges, from improving cancer care to transforming
mental health, from giving young people a healthy start in life to closing the
gaps in health inequalities in communities, and enabling people to look after
their own health and wellbeing.

1.5.

The COVID-19 pandemic has given the NHS and its partners their biggest
challenge of the past 70 years, shining a light on the most successful
approaches to protecting health and treating disease. Vulnerable people
need support that is joined up across councils, NHS, care and voluntary
organisations; all based on a common understanding of the risks different
people face. Similarly, no hospital could rise to the challenge alone, and new
pathways have rapidly developed across multiple providers that enable and
protect capacity for urgent non-COVID care.

1.6.

This has all been backed up by mutual aid agreements, including with local
councils, and shared learning to better understand effective response. It has

1

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
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required openness in data sharing, commitment to collaboration in the
interests of patients and communities, and agile collective decision-making.
1.7.

The significant challenges that face health and care as we recover from the
pandemic make it even more important to have strong and thriving systems
for the medium term. Important changes were driven by emergency
response but must be hard-wired into our future working so that the gains of
2020 can endure. DHSC’s ‘Busting Bureaucracy: Empowering frontline staff
by reducing excess bureaucracy in the health and care system in England’
report, published on the 24th November 2020, describes in detail some of
these important areas of change. The report found that there are many
sources of excess bureaucracy and that these are often exacerbated by
duplicative or disproportionate assurance systems and poorly integrated
systems at a national, regional and local level. The report also acknowledges
that the more levels of hierarchy in a system, the more likely it is that
bureaucracy will exist and grow. ICS’ therefore have the potential to reduce
bureaucracy through increased collaboration, leaner oversight through
streamlined assurance structures and smarter data-sharing agreements.

1.8.

To deliver the core aims and purposes set out above, we will need to devolve
more functions and resources from national and regional levels to local
systems, to develop effective models for joined-up working at “place”, ensure
we are taking advantage of the transformative potential of digital and data,
and to embed a central role for providers collaborating across bigger
footprints for better and more efficient outcomes. The aim is a progressively
deepening relationship between the NHS and local authorities, including on
health improvement and wellbeing.

1.9.

This reflects three important observations, building on the NHS Long Term
Plan’s vision of health and care joined up locally around people’s needs:
•

decisions taken closer to the communities they affect are likely to
lead to better outcomes;

•

collaboration between partners in a place across health, care
services, public health, and voluntary sector can overcome competing
objectives and separate funding flows to help address health
inequalities, improve outcomes, and deliver joined-up, efficient
services for people; and

•

collaboration between providers (ambulance, hospital and mental
health) across larger geographic footprints is likely to be more
effective than competition in sustaining high quality care, tackling
unequal access to services, and enhancing productivity.

1.10. This takes forward what leaders from a range of systems have told us about
their experiences during the past two years.

5 | Purpose

Page 34

Devolution of functions and resources
1.11. Joining up delivery is not enough on its own. In many areas,
we can shift national or regional resources and decisionmaking so that these are closer to the people they serve. For example, it will
make sense to plan, commission and organise certain specialised services at
ICS level, and to devolve a greater share of primary care funding and
improvement resource to this more local level.
1.12. ICSs also need to be able to ensure collectively that they are addressing the
right priorities for their residents and using their collective resources wisely.
They will need to work together across partners to determine:
•

distribution of financial resources to places and sectors that is
targeted at areas of greatest need and tackling inequalities;

•

improvement and transformation resource that can be used
flexibly to address system priorities;

•

operational delivery arrangements that are based on collective
accountability between partners;

•

workforce planning, commissioning and development to ensure
that our people and teams are supported and able to lead fulfilling and
balanced lives;

•

emergency planning and response to join up action at times of
greatest need; and

•

the use of digital and data to drive system working and improved
outcomes.

“Place”: an important building block for health and care
integration
1.13. For most people their day-to-day care and support needs will be
expressed and met locally in the place where they live. An important building
block for the future health and care system is therefore at ‘place.’
1.14. For most areas, this will mean long-established local authority boundaries (at
which joint strategic needs assessments and health and wellbeing strategies
are made). But the right size may vary for different areas, for example
reflecting where meaningful local communities exist and what makes sense
to all partners. Within each place, services are joined up through primary
care networks (PCNs) integrating care in neighbourhoods.
1.15. Our ambition is to create an offer to the local population of each place, to
ensure that in that place everyone is able to:
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•

access clear advice on staying well;

•

access a range of preventative services;

•

access simple, joined-up care and treatment when they need it;

•

access digital services (with non-digital alternatives) that put the
citizen at the heart of their own care;

•

access proactive support to keep as well as possible, where they are
vulnerable or at high risk; and to

•

expect the NHS, through its employment, training, procurement and
volunteering activities, and as a major estate owner to play a full part
in social and economic development and environmental
sustainability.

1.16. This offer will be met through providers of primary care, community health
and mental health services, social care and support, community diagnostics
and urgent and emergency care working together with meaningful delegated
budgets to join up services. It will also allow important links to be made to
other public or voluntary services that have a big impact on residents’ day-today health, such as by improving local skills and employment or by ensuring
high-quality housing.
1.17. Delivery will be through NHS providers, local government, primary care and
the voluntary sector working together in each place in ICSs, built around
primary care networks (PCNs) in neighbourhoods.

Developing provider collaboration at scale
1.18. At some times, many people will have more complex or acute
needs, requiring specialist expertise which can only be planned and
organised effectively over a larger area than ‘place’. This may be because
concentrating skills and resources in bigger sites improves quality or reduces
waiting times; because it is harder to predict what smaller populations will
need; or because scale working can make better use of public resources.
1.19. Because of this, some services such as hospital, specialist mental health and
ambulance needs to be organised through provider collaboration that
operates at a whole-ICS footprint – or more widely where required.
1.20. We want to create an offer that all people served by an ICS are able to:
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•

access a full range of high-quality acute hospital, mental health and
ambulance services; and

•

experience fair access to these services, based on need and not
factors such as geography, race or socio-economic background.

Page 36

1.21. We also need to harness the involvement, ownership and innovation of
clinicians, working together to design more integrated patient pathways
horizontally across providers and vertically within local place-based
partnerships.
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2. Putting this into practice
2.1.

There are many good examples of recent system working that have
improved outcomes and productivity, and helped to address inequalities. But
COVID has made the case for a step up in scope and ambition. NHS and
local government are increasingly pressing for a more driven and
comprehensive roll out of system working.

2.2.

So, in this section we set out a series of practical changes which will need to
be in place by April 2022 at the latest, to make a consistent transition to
system working focused on further devolution to systems, greater partnership
working at place and closer collaboration between providers on a larger
footprint. The main themes are:
1. Provider collaboratives
2. Place-based partnerships
3. Clinical and professional leadership
4. Governance and accountability
5. Financial framework
6. Data and digital
7. Regulation and oversight
8. How commissioning will change

2.3.

We will support preparatory work during 2021/22 with further guidance for
systems and in the NHS Operational Planning Guidance for 2021/22.

Provider collaboratives
2.4.

Provider organisations will play an active and strong leadership role in
systems. Through their mandated representation in ICS leadership and
decision-making, they will help to set system priorities and allocate
resources.

2.5.

Providers will join up services across systems. Many of the challenges
that systems face cannot be solved by any one organisation, or by any one
provider. Joining up the provision of services will happen in two main ways:
•

within places (for example, between primary, community, local acute,
and social care, or within and between primary care networks)
through place-based partnerships as described above (‘vertical
integration’); and
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•

between places at scale where similar types of provider organisation
share common goals such as reducing unwarranted variation,
transforming services, providing mutual aid through a formal provider
collaborative arrangement (‘horizontal integration’ – for example,
through an alliance or a mental health provider collaborative).

2.6.

All NHS provider trusts will be expected to be part of a provider
collaborative. These will vary in scale and scope, but all providers must be
able to take on responsibility for acting in the interests of the population
served by their respective system(s) by entering into one or more formal
collaboratives to work with their partners on specific functions.

2.7.

This greater co-ordination between providers at scale can support:
•

higher quality and more sustainable services;

•

reduction of unwarranted variation in clinical practice and outcomes;

•

reduction of health inequalities, with fair and equal access across
sites;

•

better workforce planning; and

•

more effective use of resources, including clinical support and
corporate services.

2.8.

For provider organisations operating across a large footprint or for those
working with smaller systems, they are likely to create provider
collaboratives that span multiple systems to provide an effective scale to
carry out their role.

2.9.

For ambulance trusts specifically we would expect collaboration and
integration at the right scale to take place. This should operate at scale to
plan resources and join up with specialist providers, and at a more local level
in places where focused on the delivery and redesign with other partners of
urgent and emergency care pathways.

2.10. We want to spread and build on good work of this type already under way.
The partnerships that support this collaboration (such as provider alliances)
often take place on a different footprint to ICS boundaries. This should
continue where clinically appropriate, with NHS England and NHS
Improvement helping to ensure consistent and coherent approaches across
systems, especially for smaller partnerships.
2.11. Local flexibility will be important but providers in every system, through
partnership or any new collaborative arrangements, must be able to:
•

deliver relevant programmes on behalf of all partners in the system;

•

agree proposals developed by clinical and operational networks, and
implement resulting changes (such as implementing standard
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operating procedures to support agreed practice; designating services
to ensure their sustainability; or wider service reconfiguration);
•

challenge and hold each other to account through agreed systems,
processes and ways of working, e.g. an open-book approach to
finances/planning;

•

enact mutual aid arrangements to enhance resilience, for example by
collectively managing waiting lists across the system.

2.12. In some systems, larger providers may also choose to use their scale to host
functions on behalf of other system partners.
2.13. NHS England and NHS Improvement will set out further guidance in early
2021, describing a number of potential models for provider collaboratives,
based on those that have been established in some parts of the country,
including looser federations and more consolidated forms.
2.14. We know that providers are already making progress towards effective,
collaborative working arrangements despite the constraints of relevant
legislation and frameworks. Indeed, many crucial features of strong system
working – such as trust between partners, good leadership and effective
ways of working – cannot be legislated for.
But we recognise that these could be supported by changes to legislation,
including the introduction of a ‘triple aim’ duty for all NHS providers to help
align priorities, and the establishment of ICSs as statutory bodies with the
capacity to support population-based decision-making and to direct
resources to improve service provision. Our recommendations for this are
set out in part 3.
2.15. Systems will continue to play an increasingly important role in developing
multidisciplinary leadership and talent, coordinating approaches to recruiting,
retaining and looking after staff, developing an agile workforce and making
best use of individual staff skills, experience and contribution.
2.16. From April 2022, this will include:
•

developing and supporting a ‘one workforce’ strategy in line with the
NHS People Plan and the People Promise, to improve the experience
of working in the NHS for everyone;

•

contributing to a vibrant local labour market, with support from partner
organisations and other major local employers, including the care
home sector and education and skills providers.

•

enabling employees to have rewarding career pathways that span the
entire system, by creating employment models, workforce sharing
arrangements and passporting or accreditation systems that enable
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their workforce to be deployed at different sites and organisations
across (and beyond) the system, and sharing practical tools to
support agile and flexible working;
•

valuing diversity and developing a workforce and leadership which is
representative of the population it serves; and

•

supporting organisational and leadership development at all levels,
including talent management. This should encompass investment in,
and the development of improvement expertise.

Place-based partnerships
2.17. In many places, there are already strong and effective place-based
partnerships between sectors. Every area is different, but common
characteristics of the most successful are the full involvement of all partners
who contribute to the place’s health and care; an important role for local
councils (often through joint appointments or shared budgets); a leading role
for clinical primary care leaders through primary care networks; and a clear,
strategic relationship with health and wellbeing boards.
2.18. The place leader on behalf of the NHS, as set out above, will work with
partners such as the local authority and voluntary sector in an inclusive,
transparent and collaborative way. They will have four main roles:
•

to support and develop primary care networks (PCNs) which join up
primary and community services across local neighbourhoods;

•

to simplify, modernise and join up health and care (including
through technology and by joining up primary and secondary care
where appropriate);

•

to understand and identify – using population health management
techniques and other intelligence – people and families at risk of
being left behind and to organise proactive support for them; and

•

to coordinate the local contribution to health, social and economic
development to prevent future risks to ill-health within different
population groups.

2.19. Systems should ensure that each place has appropriate resources,
autonomy and decision-making capabilities to discharge these roles
effectively, within a clear but flexible accountability framework that enables
collaboration around funding and financial accountability, commissioning and
risk management. This could include places taking on delegated budgets.
2.20. Partnerships within local places are important. Primary care networks in
neighbourhoods and thriving community networks are also provider
collaboratives, and for integration to be successful we will need primary care
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working with community, mental health, the voluntary sector and social care
as close to where people live as possible.
2.21. The exact division of responsibilities between system and place should be
based on the principle of subsidiarity – with the system taking responsibility
only for things where there is a clear need to work on a larger footprint, as
agreed with local places.

The NHS’s offer to local government
2.22. We will work much more closely with local government and the voluntary
sector at place, to ensure local priorities for improved health and care
outcomes are met by the NHS becoming a more effective partner in the
planning, design and delivery of care. This will ensure residents feel well
supported, with their needs clearly understood; and with services designed
and delivered in the most effective and efficient way for each place.
2.23. As ICSs are established and evolve, this will create opportunities to further
strengthen partnership working between local government, the NHS, public
health and social care. Where partnership working is truly embedded and
matured, the ability to accelerate place-based arrangements for local
decision-making and use of available resources, such as delegated functions
and funding, maximises the collective impact that can be achieved for the
benefit of residents and communities.

Clinical and professional leadership
2.24. Clinical and other frontline staff have led the way in working across
professional and institutional boundaries, and they need to be supported to
continue to play a significant leadership role through systems. ICSs should
embed system-wide clinical and professional leadership through their
partnership board and other governance arrangements, including primary
care network representation.
2.25. Primary care clinical leadership takes place through critical leadership
roles including:
•

Clinical directors, general practitioners and other clinicians and
professionals in primary care networks (PCNs), who build
partnerships in neighbourhoods spanning general practice,
community and mental health care, social care, pharmacy, dentistry,
optometry and the voluntary sector.

•

Clinical leaders representing primary care in place-based
partnerships that bring together the primary care provider leadership
role in federations and group models
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•

A primary care perspective at system level.

2.26. Specialist clinical leadership across secondary and tertiary services must
also be embedded in systems. Existing clinical networks at system,
regional and national level have important roles advising on the most
appropriate models and standards of care, in particular making decisions
about clinical pathways and clinically-led service change. System-wide
clinical leadership at an ICS and provider collaborative footprint through
clinical networks should:
•

be able to carry out clinical service strategy reviews on behalf of the
ICS;

•

develop proposals and recommendations that can be discussed and
agreed at wider decision-making forums; and

•

include colleagues from different professional backgrounds and from
different settings across primary care, acute, community and mental
health care.

2.27. Wider clinical and professional leadership should also ensure a strong
voice for the wide range of skills and experience across systems. From
nursing to social care, from allied health professionals to high street dentists,
optometrists and pharmacists, and the full range of specialisms and care
settings, people should receive services designed and organised to reflect
the expertise of those who provide their care.

Governance and public accountability
2.28. Systems have told us from recent experience that good partnership working
must be underpinned by mutually-agreed governance arrangements, clear
collective decision-making processes and transparent information-sharing.
2.29. In the NHS Long Term Plan and NHS planning and contracting guidance for
2020/21, we described a set of consistent operating arrangements that all
systems should put in place by 2021/22. These included:
•

system-wide governance arrangements (including a system
partnership board with NHS, local councils and other partners
represented) to enable a collective model of responsibility and
decision-making;

•

quality governance arrangements, notably a quality lead and quality
group in systems, focused on assurance, planning and improvement;

•

a leadership model for the system, including an ICS leader with
sufficient capacity and a chair appointed in line with NHSEI guidance;
and

•

agreed ways of working with respect to financial governance and
collaboration.
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2.30. ICSs now need to put in place firmer governance and decision-making
arrangements for 2021/22, to reflect their growing roles and responsibilities.
With the below consistent framework, these should be flexible to match local
needs.
2.31. As part of this, each system should define:
•

‘place’ leadership arrangements. These should consistently involve:
i. every locally determined ‘place’ in the system operating a
partnership with joined-up decision-making arrangements for
defined functions;
ii. the partnership involving, at a minimum, primary care provider
leadership, local authorities, including Director of Public Health
and providers of community and mental health services and
Healthwatch;
iii. agreed joint decision-making arrangements with local
government; and
iv. representation on the ICS board.
They may flexibly define:
i. the configuration, size and boundaries of places which should
reflect meaningful communities and scale for the
responsibilities of the place partnership;
ii. additional membership of each place partnership that is likely
to include acute providers, ambulance trusts, the voluntary
sector and other partners;
iii. the precise governance and decision-making arrangements
that exist within each place; and
iv. their voting arrangements on the ICS board.

•

provider collaborative leadership arrangements for providers of
more specialist services in acute and mental health care. These
should consistently involve:
i. every such provider in a system operating as part of one or
more agreed provider collaboratives with joined up decisionmaking arrangements for defined functions;
ii. provider collaboratives represented on the appropriate ICS
board(s).
They may flexibly define:
i. the scale and scope of provider collaboratives. For smaller
systems, provider collaboratives are likely to span multiple
systems and to be represented on the board of each. These
arrangements should reflect a meaningful scale for their
responsibilities;
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ii. the precise membership of each collaborative (acute providers,
specialist providers, ambulance trusts at an appropriate
footprint, mental health providers);
iii. the precise governance and decision-making arrangements
that exist within each collaborative; and
iv. their voting arrangements on the ICS board.
•

individual organisation accountability within the system governance
framework. This will consistently involve:
i. the responsibility and accountability of the individual provider
organisations for their current range of formal and statutory
responsibilities (which are unchanged); and
ii. the accountability relationship between the provider
organisation and all place-based partnerships and provider
collaboratives of which it is a member.
It may flexibly define:
iii. Any lead provider responsibility that the organisation holds on
behalf of a place partnership or a provider collaborative.

2.32. Integrated care systems draw their strength from the effectiveness of their
constituent parts. Their governance should seek to minimise levels of
decision-making and should set out defined responsibilities of organisations,
partnerships at place, provider collaboratives and the core ICS role. Each
ICS should seek to ensure that all the relevant bodies feel ownership and
involvement in the ICS.
2.33. The local test for these governance arrangements is whether they enable
joined-up work around a shared purpose. Provider collaboratives and placebased partnerships should enable peer support and constructive challenge
between partners delivering services and accelerate partners’ collective
ability to improve services in line with agreed priorities.
2.34. The greater development of working at place will in many areas provide an
opportunity to align decision-making with local government, including
integrated commissioning arrangements for health and social care, and local
responsiveness through health and wellbeing boards. There is no one way to
do this, but all systems should consider how the devolution of functions and
capabilities to systems and places can be supported by robust governance
arrangements.
2.35. ICS governance is currently based on voluntary arrangements and is
therefore dependent on goodwill and mutual co-operation. There are also
legal constraints on the ability of organisations in an ICS to make decisions
jointly. We have previously made a number of recommendations for
legislative change to Government and Parliament to increase flexibility in
decision making by enabling decision making joint committees of both
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commissioners and providers and also committees of Providers. Section 3 of
this document captures these options and also describes our thinking on
clarifying arrangements for an ICS.
2.36. Many systems have shown great ways to involve and take account of the
views and priorities of local residents and those who use services, as a
‘golden thread’ running through everything they do. During 21/22, every ICS
should work to develop systematic arrangements to involve lay and resident
voices and the voluntary sector in its governance structures, building on the
collective expertise of partners and making use of pre-existing assets and
forums such as Healthwatch and citizen’s panels.
2.37. In particular, governance in ICSs should involve all system partners in the
development of service change proposals, and in consulting and engaging
with local people and relevant parts of local government (such as with
overview and scrutiny committees and wider elected members) on these. It
should appropriately involve elected councillors, and other local politicians
such as metro mayors where relevant, and reflect transparency in wider
decision-making.
2.38. Each system should also be able to show how it uses public involvement and
insight to inform decision-making, using tools such as citizens’ panels, local
health champions, and co-production with people with lived experience.
Systems should make particular efforts to understand and talk to people who
have historically been excluded.

Financial framework
2.39. In order that the collective leadership of each ICS has the best possible
opportunity to invest in and deliver joined-up, more preventative care,
tailored to local people’s needs, we will increasingly organise the finances
of the NHS at ICS level and put allocative decisions in the hands of local
leaders. We are clear that we want ICSs to be key bodies for financial
accountability and financial governance arrangements will need to reflect
that. NHSEI will update guidance to reflect these changes.
2.40. That means that we will create a ‘single pot,’ which brings together current
CCG commissioning budgets, primary care budgets, the majority of
specialised commissioning spend, the budgets for certain other directly
commissioned services, central support or sustainability funding and
nationally-held transformation funding that is allocated to systems.
2.41. ICS leaders, working with provider collaboratives, must have the freedom –
and indeed the duty – to distribute those resources in line with national rules
such as the mental health, and the primary and community services
investment guarantees and locally-agreed strategies for health and care, for
example targeting investment in line with locally-agreed health inequalities
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priorities, or responding flexibly as new, more preventative services are
developed and patient journeys change.
2.42. ICS leaders will also have a duty to ensure that they deploy the resources
available to them in order to protect the future sustainability of local services,
and to ensure that their health and care system consumes their fair share of
resources allocated to it.
2.43. It also means that ICS leaders will be expected to use new freedoms to
delegate significant budgets to ‘place’ level, which might include resources
for general practice, other primary care, community services, and continuing
healthcare. Similarly, through active involvement at place level, providers will
have a greater say in how transformation funding is deployed. Decisions
about the use of all of these budgets will usually be made at the lowest
possible level, closest to those communities they serve and in partnership
with their local authority. New powers will make it easier to form joint budgets
with the local authority, including for public health functions.
2.44. Providers will through their role in ICS leadership have the opportunity to
shape the strategic health and care priorities for the populations they serve,
and new opportunities – whether through lead provider models at place level
or through fully-fledged integrated care provider contractual models – to
determine how services are funded and delivered, and how different bodies
involved in providing joined-up care work together.
2.45. We will deliver on the commitment set out in the Long Term Plan to mostly
move away from episodic or activity-based payment, rolling out the blended
payment model for secondary care services. This will ensure that provider
collaboratives have greater certainty about the resources available to them to
run certain groups of services and meet the needs of particular patient
groups. Any variable payments will be funded within the ICS financial
envelope, targeted to support the delivery of locally-identified priorities and
increasingly linked to quality and outcomes metrics. Each ICS will be
expected to agree and codify how financial risk will be managed across
places and between provider collaboratives.
2.46. These changes will reduce the administrative, transactional costs of the
current approach to commissioning and paying for care, and release
resources for the front line - including preventative measures - that can be
invested in services that are planned, designed and delivered in a more
strategic way at ICS level. This is just one way in which we will ensure that
each ICS has to capacity and capability to take advantage of the
opportunities that these new approaches offer.
2.47. Finally, we will further embed reforms to the capital regime introduced in
2019/20 and 2020/21, bringing together at ICS level responsibility for
allocating capital envelopes with responsibility for allocating the revenue
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budgets which fund day-to-day services. This will ensure that capital
investment strategies:
•

are not only coordinated between different NHS providers, but also
aligned with local authorities’ management of their estates and wider
assets;

•

reflect local judgments about the balance between competing
priorities for capital expenditure; and

•

give priority to those investments which support the future
sustainability of local services for future generations.

2.48. We will set out in the 2021/22 planning guidance how we will support ICSs to
begin operating more collective financial governance in 2021/22 and to
prepare for the powers and duties set out above.

Data and Digital
2.49. Data and digital technology have played a vital role helping the NHS and
care respond to the pandemic. They will be at the heart of creating effective
local systems, helping local partners in health and social care work together.
They can help improve productivity and patient outcomes, reduce
bureaucracy, drive service transformation and stimulate improvement and
research.
2.50. But digital maturity and data quality is variable across the health and care.
Data has too often been held in siloes, meaning that clinicians and care
professionals do not have easy access to all of the information that could be
useful in caring for their patients and service users.
2.51. To fulfil the potential of digital and data to improve patient outcomes and
drive collaborative working, systems will need to:
(1) build smart digital and data foundations
(2) connect health and care services
(3) use digital and data to transform care
(4) put the citizen at the centre of their care
Build smart digital and data foundations
● Have clear board accountability for data and digital, including a member
of the ICS Partnership Board being a named SRO.
● Have a system-wide digital transformation plan. This should outline the
three year journey to digitally-driven, citizen-centred care, and the benefits
that digital and data will realise for the system and its citizens.
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● Build the digital and data literacy of the whole workforce as well as
specific digital skills such as user research and service design.
● Invest in the infrastructure needed to deliver on the transformation plan.
This will include shared contracts and platforms to increase resiliency,
digitise operational services and create efficiencies, from shared data
centres to common EPRs.
Connect health and care services
•

Develop or join a shared care record joining data safely across all health
and social care settings, both to improve direct care for individual patients
and service users, and to underpin population health and effective system
management.

● Build the tools to allow collaborative working and frictionless movement of
staff across organisational boundaries, including shared booking and
referral management, task sharing, radiology reporting and pathology
networks.
● Follow nationally defined standards for digital and data to enable
integration and interoperability, including in the data architecture and
design.

Use digital and data to transform care
•

Use digital technology to reimagine care pathways, joining up care across
boundaries and improving outcomes.

•

Develop shared cross-system intelligence and analytical functions that
use information to improve decision-making at every level, including:

•

•

actionable insight for frontline teams;

•

near-real time actionable intelligence and robust data (financial,
performance, quality, outcomes);

•

system-wide workforce, finance, quality and performance planning;

•

the capacity and skills needed for population health management.

Ensure transparency of information about interventions and the outcomes
they produce, to drive more responsive coordination of services, better
decision-making and improved research.
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Put the citizen at the centre of their care
● Develop a road map for citizen-centred digital channels and services,
including access to personalised advice on staying well, access to their own
data, and triage to appropriate health and care services.
● Roll out remote monitoring to allow citizens to stay safe at home for
longer, using digital tools to help them manage long-term conditions.
● We want to build on the experience of data sharing during COVID so that
data is shared, wherever it can and should be. This will inform the upcoming
Department of Health and Social Care Data Strategy. While this will be
mainly about embedding a culture of sharing data with appropriate
safeguards, we would support legislative change that clarifies that sharing
data for the benefit of the whole health and care system is a key duty and
responsibility of all health and adult social care organisations. This will
require a more flexible legislative framework than currently exists to support
further evolution and empower local systems to lead and drive that agenda.

Regulation and oversight
2.52. We have consistently heard that regulation needs to adapt, with more
support from national regulators for systems as well as the individual
organisations within them, and a shift in emphasis to reflect the importance
of partnership working to improve population health.
2.53. Regulation best supports our ambitions where it enables systems and the
organisations within them to make change happen. This means a focus on
how effective local arrangements are at implementing better pathways,
maximising use of collective capacity and resources, and acting in
partnership to achieve joint financial and performance standards.
2.54. We have already taken steps to bring together NHS England and NHS
Improvement to provide a single, clear voice to the system and our legislative
proposals haven’t changed – this merger should be formalised in future
legislation.
2.55. As a formally merged body, NHS England will of course remain answerable
to Parliament and to the Secretary of State for Health and Social Care for
NHS performance, finance and healthcare transformation. There will need to
be appropriate mechanisms in law to ensure that the newly merged body is
responsive and accountable. We envisage Parliament using the legislation to
specify the Secretary of State’s legal powers of direction in respect of NHS
England in a transparent way that nevertheless protects clinical and
operational independence.
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2.56. There are a further practical steps that we can take to support systems:
•

working with the CQC to seek to embed a requirement for strong
participation in ICS and provider collaborative arrangements in the
“Well Led” assessment;

•

issuing guidance under the NHS provider licence that good
governance for NHS providers includes a duty to collaborate; and

•

ensuring foundation trust directors’ and governors’ duties to the public
support system working.

2.57. We expect to see greater adoption of system- and place- level
measurements, which might include reporting some performance data such
as patient treatment lists at system level. Next year, we will introduce new
measures and metrics to support this, including an ‘integration index’ for use
by all systems.
2.58. The future System Oversight Framework will set consistent expectations of
systems and their constituent organisations and match accountability for
results with improvement support, as appropriate.
2.59. This approach will recognise the enhanced role of systems. It will identify
where ICSs and organisations may benefit from, or require, support to help
them meet standards in a sustainable way and will provide an objective basis
for decisions about when and how NHSEI will intervene in cases where there
are serious problems or risks.
The proposed future Intensive Recovery Support Programme will give
support to the most challenged systems (in terms of quality and/or finance) to
tackle their key challenges. This will enable intervention in response to CQC
findings or where other regulatory action is required. This approach enables
improvement action and targeted support either at organisation/provider level
(with system support) or across a whole system where required and may
extend across health and social care, accessing shared learning and good
practice between systems to drive improvement.
2.60. Greater collaboration will help us to be more effective at designing and
distributing services across a local system, in line with agreed health and
care priorities and within the resources available. However there remains an
important role for patient choice, including choice between qualified
providers, providers outside the geographic bounds of the system and choice
of the way in which services need to be joined up around the individual
person as a resident or patient including through personal health budgets.
2.61. Our previous recommendations to government for legislation include

rebalancing the focus on competition between NHS organisations by
reducing the Competition and Market Authority’s role in the NHS and
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abolishing Monitor’s role and functions in relation to enforcing competition.
We also recommended regulations made under section 75 of the Health and
Social Care Act 2012 should be revoked and that the powers in primary
legislation under which they are made should be repealed, and that NHS
services be removed from the scope of the Public Contracts Regulations
2015. We have committed to engage openly on how the future procurement
regime will operate subject to legislation being brought before Parliament.

How commissioning will change
2.62. Local leaders have repeatedly told us that the commissioning functions
currently carried out by CCGs need to become more strategic, with a clearer
focus on population-level health outcomes and a marked reduction in
transactional and contractual exchanges within a system. This significant
change of emphasis for commissioning functions means that the
organisational form of CCGs will need to evolve.
2.63. The activities, capacity and resources for commissioning will change in three
significant ways in the future, building on the experience of the most mature
systems:
•

Ensuring a single, system-wide approach to undertake strategic
commissioning. This will discharge core ICS functions, which
include:
o assessing population health needs and planning and modelling
demographic, service use and workforce changes over time;
o planning and prioritising how to address those needs,
improving all residents’ health and tackling inequalities; and
o ensuring that these priorities are funded to provide good value
and health outcomes.

•

Service transformation and pathway redesign need to be done
differently. Provider organisations and others, through partnerships at
place and in provider collaboratives, become a principal engine of
transformation and should agree the future service model and
structure of provision jointly through ICS governance (involving
transparency and public accountability). Clinical leadership will remain
a crucial part of this at all footprints.

•

The greater focus on population health and outcomes in contracts and
the collective system ownership of the financial envelope is a chance
to apply capacity and skills in transactional commissioning and
contracting with a new focus. Analytical skills within systems should
be applied to better understanding how best to use resources to
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improving outcomes, rather than managing contract performance
between organisations.
2.64. Many commissioning functions are now coterminous with ICS boundaries,
and this will need to be consistent across the country before April 2022.
Under the legislative provisions recommended in section 3 current CCG
functions would subsequently be absorbed to become core ICS business.
2.65. However, with the spread of place-based partnerships backed by devolved
funding, simplified accountability, and an approach to governance
appropriate to local circumstances along with further devolution of
specialised commissioning activity, there will be flexibility for local areas to
make full use of the local relationships and expertise currently residing in
CCGs.
2.66. Systems should also agree whether individual functions are best delivered at
system or at place, balancing subsidiarity with the benefits of scale
working. Commissioners may, for example, work at place to complete
service and outcomes reviews, allocate resources and undertake needs
assessments alongside local authorities. But larger ICSs may prefer to carry
out a wider range of functions in their larger places, and smaller ones to do
more across the whole system.
2.67. Commissioning support units (CSUs) operate within the NHS family across
England, providing services that have been independently evaluated for
quality and value for money. We expect that CSUs will continue to develop
as trusted delivery partners to ICSs, providing economies of scale which may
include joining up with provider back office functions where appropriate and
helping to shape services through a customer board arrangement.

Specialised commissioning
2.68. Specialised services are particularly important for the public and patients,
with the NHS often working at the limits of science to bring the highest levels
of human knowledge and skill to save lives and improve health.
2.69. The national commissioning arrangements that have been in place for these
services since 2013 have played a vital role in supporting consistent,
equitable, and fast access for patients to an ever-expanding catalogue of
cutting edge technologies - genomic testing, CAR-T therapy, mechanical
thrombectomy, Proton Beam Therapy and CFTR modulator therapies for
patients with cystic fibrosis to name just a few.
2.70. But these national commissioning arrangements can sometime mean
fragmented care pathways, misaligned incentives and missed opportunities
for upstream investment and preventative intervention. For example, the
split in commissioning responsibilities for mental health services has
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potentially slowed the ambition to reduce the number of children admitted for
inpatient treatment and, where they are admitted, making sure they are as
close to home as possible. Bringing together the commissioning of mental
health services has aligned incentives and enabled resources to be moved
into upstream services, reducing over-reliance on geographically distant
inpatient care.
2.71. Integrated care systems provide an opportunity to further align the design,
development and provision of specialised services with linked care
pathways, where it supports patient care, while maintaining consistent
national standards and access policies across the board.
2.72. The following principles will underpin the detailed development of the
proposed arrangements:
-

Principle One: All specialised services, as prescribed in regulations,
will continue to be subject to consistent national service
specifications and evidence-based policies determining treatment
eligibility. NHS England will continue to have responsibility for
developing and setting these standards nationally and whoever is
designated as the strategic commissioner will be expected to follow them.
Over time, service specifications will need to become more outcomes
focused to ensure that innovative and flexible solutions to unique system
circumstances and/or opportunities can be easily adopted. But policies
determining eligibility criteria for specific treatments across all specialised
services will remain precise and consistently applied across the country.

-

Principle Two: Strategic commissioning, decision making and
accountability for specialised services will be led and integrated at
the appropriate population level: ICS, multi-ICS or national. For
certain specialised services, it will make sense to plan, organise and
commission these at ICS level. For others, ICSs will need to come
together across a larger geographic footprint to jointly plan and take joint
commissioning decisions. And many services, such as those in the highly
specialised services portfolio, will continue to be planned and
commissioned on a national footprint. Importantly, whichever level
strategic commissioning occurs the national standards will apply.

-

Principle Three: Clinical networks and provider collaborations will
drive quality improvement, service change and transformation
across specialised services and non-specialised services. Clinical
networks have long been a feature of the NHS. But, during the COVID
pandemic they have become critical in supporting innovation and system
wide collaboration. Looking ahead they will be supported to drive
clinically-led change and service improvement with even greater
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accountability for tackling inequalities and for improving population
health.
-

Principle Four: Funding of specialised services will shift from
provider-based allocations to population-based budgets, supporting
the connection of services back to ‘place’. We are considering from
April 2021 allocating budgets on a population basis at regional level and
are considering the best basis for allocating funding and will provide
further information in due course. In this first year, adjustments will then
be made to neutralise any changes in financial flows and ensure stability.
We intend to publish a needs-based allocation formula, before using it to
inform allocations against an agreed pace of change in future years. A
needs-based allocations formula will further strengthen the focus on
tackling inequalities and unwarranted variation.
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3. Legislative proposals
3.1.

The detailed policy work described above will be necessary to deliver our
vision but will not by itself be sufficient. While legislation is only part of the
answer, the existing legislation (the National Health Service Act 2006 and the
Health and Social Care Act 2012 does not present a sufficiently firm
foundation for system working.

3.2.

In September 2019, NHSEI made a number of recommendations for an NHS
Bill2. These aimed to remove current legislative barriers to integration across
health and social care bodies, foster collaboration, and more formally join up
national leadership in support of the ambitions outlined above.

3.3.

Recommendations included:
•

rebalancing the focus on competition between NHS organisations by
reducing the Competition and Markets Authority’s role in the NHS and
abolishing Monitor’s role and functions in relation to enforcing
competition;

•

simplifying procurement rules by scrapping section 75 of the 2012
Act and remove the commissioning of NHS healthcare services from
the jurisdiction of the Public Contracts Regulations 2015;

•

providing increased flexibilities on tariff;

•

reintroducing the ability to establish new NHS trusts to support the
creation of integrated care providers;

•

ensuring a more coordinated approach to planning capital
investment, through the possibility of introducing FT capital spend
limits;

•

the ability to establish decision-making joint committees of
commissioners and NHS providers and between NHS providers;

•

enabling collaborative commissioning between NHS bodies – it is
currently easier in legislative terms for NHS bodies and local
authorities to work together than NHS bodies;

•

a new “triple aim” duty for all NHS organisations of ‘better health for
the whole population, better quality care for all patients and financially
sustainable services for the taxpayer; and

2

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/8
75711/The_government_s_2020-2021_mandate_to_NHS_England_and_NHS_Improvement.pdf
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•

merging NHS England and NHS Improvement – formalising the
work already done to bring the organisations together.

3.4.

These recommendations were strongly supported and backed across the
health and social care sector3. We believe these proposals still stand.

3.5.

One of the key considerations in our recommendations was how, and to what
extent, ICSs should be put on a statutory footing. Responses to our
engagement were ultimately mixed – balancing the relatively early stage of
development of some ICSs against a desire to enable further progress and to
put ICSs on a firmer footing.

3.6.

At the time, we proposed a new statutory underpinning to establish ICS
boards through voluntary joint committees, an entity through which members
could delegate their organisational functions to its members to take a
collective decision. This approach ensured support to those systems working
collectively already and a future approach to those systems at an earlier
stage of development.

3.7.

Many respondents to our engagement and specifically Parliament’s Health
and Social Care Select Committee raised a number of questions as to
whether a voluntary approach would be effective in driving system working.
There was particular focus on those areas at an earlier stage of their
development and whether a voluntary model offered sufficient clarity of
accountability for health outcomes and financial balance both to parliament
and more directly to the public.

3.8.

The response of the NHS and its partners to COVID-19 and a further year of
ICS development has increased the appetite for statutory “clarity” for ICSs
and the organisations within them. With an NHS Bill included in the last
Queen’s Speech, we believe the opportunity is now to achieve clarity and
establish a “future-proofed” legislative basis for ICSs that accelerates their
ability to deliver our vision for integrated care.

3.9.

We believe there are two possible options for enshrining ICSs in legislation,
without triggering a distracting top-down re-organisation:
Option 1: a statutory committee model with an Accountable Officer that
binds together current statutory organisations.
Option 2: a statutory corporate NHS body model that additionally brings
CCG statutory functions into the ICS.

3

https://www.aomrc.org.uk/wp-content/uploads/2019/09/190926_Support_letter_NHS_legislation_proposals.pdf
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3.10. Both models share a number of features – broad membership and joint
decision-making (including, as a minimum, representatives from
commissioners; acute, community and primary care providers; and local
authorities); responsibility for owning and driving forward the system plan;
operating within and in accordance with the triple aim duty; and a lead role in
relating to the centre.

Option 1 – a statutory ICS Board/ Joint Committee with an
Accountable Officer
3.11. This option is closer to our original proposal. It would establish a mandatory,
rather than voluntary, statutory ICS Board through the mechanism of a joint
committee and enable NHS commissioners, providers and local authorities to
take decisions collectively.
3.12. Unlike previously proposed versions of this model it would have a system
Accountable Officer, chosen from the CEOs/AOs of the Board’s mandatory
members. This Accountable Officer would not replace individual organisation
AOs/CEOs but would be recognised in legislation and would have duties in
relation to delivery of the Board’s functions. There would be a duty for the
Board to agree and deliver a system plan and all members would have an
explicit duty to comply with it.
3.13. In accordance with our stated ambition, there would be one aligned CCG
only per ICS footprint under this model, and new powers would allow that
CCGs are able to delegate many of its population health functions to
providers.
3.14. This option retains individual organisational duties and autonomy and relies
upon collective responsibility. Intervention against individual NHS
organisations (not working in the best interests of the system) would continue
to be enhanced through the new triple aim duty and a new duty to comply
with the ICS plan.
3.15. The new Accountable Officer role would have duties to seek to agree the
system plan and seek to ensure it is delivered and to some extent offer
clarity of leadership. However, current accountability structures for CCG and
providers would remain.
3.16. There remain potential downsides to this model. In effect, many of the
questions raised through our engagement in 2019 about accountability and
clarity of leadership would remain. While the addition of an Accountable
Officer strengthens this model, there remains less obvious responsibility for
patient outcomes or financial matters. Having an ICS Accountable Officer
alongside a CCG Accountable Officer may in some cases confuse rather
than clarify accountability. The CCG governing body and GP membership is
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also retained, and it is questionable whether these are sufficiently diverse
arrangements to fulfil the different role required of CCGs in ICSs.
3.17. Furthermore, many may not consider this model to be the “end state” for

ICSs and opportunities for primary legislative change are relatively rare.
There are therefore strong arguments to go further when considering how
the health and care system might evolve over the next ten years and more.

Option 2 – a statutory ICS body
3.18. In this option, ICSs would be established as NHS bodies partly by “repurposing” CCGs and would – among other duties – take on the
commissioning functions of CCGs. Additional functions would be conferred
and existing functions modified to produce a new framework of duties and
powers.
3.19. The CCG governing body and GP membership model would be replaced by
a board consisting of representatives from the system partners. As a
minimum it would include representatives of NHS providers, primary care
and local government alongside a Chair, a Chief Executive and a Chief
Financial Officer. The ICS body should be able to appoint such other
members as it deems appropriate allowing for maximum flexibility for
systems to shape their membership to suit the needs of their populations.
The power of individual organisational veto would be removed. The ICS
Chief Executive would be a full-time Accounting Officer role, which would
help strengthen lines of accountability and be a key leadership role in
ensuring the system delivers.
3.20. The ICS’s primary duty would be to secure the effective provision of health
services to meet the needs of the system population, working in collaboration
with partner organisations. It would have the flexibility to make arrangements
with providers through contracts or by delegating responsibility for arranging
specified services to one or more providers.
3.21. This model would deliver a clearer structure for an ICS and avoids the risk of
complicated workarounds to deliver our vision for ICSs. Although there would
be a representative for primary care on the Board, there would no longer be
a conflict of interests with the current GP-led CCG model (created by the
2012 Act) and it could be possible to allocate combined population-level
primary care, community health services and specialised services population
budgets to ICS.
3.22. Many commissioning functions for which NHSE is currently responsible
could, for the most part, be transferred or delegated to the ICS body, but with
the ability to form joint committees as proposed through our original
recommendations, with NHSE, if and where appropriate.
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3.23. Through greater provider involvement, it could also reduce some of the
transactional burdens of the current contracting processes. There would be
powers for the ICS to delegate responsibility for arranging some services to
providers, to create much greater scope for provider collaboration to use
whole-population budgets to drive care pathway transformation.

Our approach
3.24. Either model would be sufficiently permissive in legislation to allow different
systems to shape how they operate and how best and most appropriately
deliver patient care and outcomes support at place.
3.25. Under either model we would want local government to be an integral, key
player in the ICS. Both models offer a basis for planning and shaping
services across healthcare, social care, prevention and the wider
determinants of health. Both would allow for the delegation of functions and
money to place-based statutory committees involving NHS bodies and local
government. Both would enable NHS and local government to exploit
existing flexibilities to pool functions and funds.
3.26. While both models would drive increased system collaboration and achieve
our vision and our aims for ICSs in the immediate term, we believe Option 2
is a model that offers greater long term clarity in terms of system leadership
and accountability. It also provides a clearer statutory vehicle for deepening
integration across health and local government over time. It also provides
enhanced flexibility for systems to decide who and how best to deliver
services by both taking on additional commissioning functions from NHS
England but also deciding with system colleagues (providers and local
councils) where and how best service provision should take place.
3.27. Should these proposals be developed further and proposed by Government
as future legislation, we would expect a full assessment of the impact of
these proposals on equalities and public and parliamentary engagement and
scrutiny as is appropriate.

Questions
Q. Do you agree that giving ICSs a statutory footing from 2022, alongside other
legislative proposals, provides the right foundation for the NHS over the next
decade?
Q. Do you agree that option 2 offers a model that provides greater incentive for
collaboration alongside clarity of accountability across systems, to Parliament and
most importantly, to patients?
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Q. Do you agree that, other than mandatory participation of NHS bodies and Local
Authorities, membership should be sufficiently permissive to allow systems to
shape their own governance arrangements to best suit their populations needs?
Q. Do you agree, subject to appropriate safeguards and where appropriate, that
services currently commissioned by NHSE should be either transferred or
delegated to ICS bodies?
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4. Implications and next
steps
4.1.

The ambitious changes set out here are founded on the conviction that
collaboration will be a more effective mechanism for transformation against
long term population health priorities and also for driving sustainable
operational performance against the immediate challenges on quality,
access, finance and delivery of outcomes that make difference to people’s
experience of services today.

4.2.

International evidence points to this being the case as across the world
health systems change to pursue integration as the means of meeting health
needs and improving health outcomes. We have seen this reinforced through
our experiences in tackling COVID-19.

4.3.

The rapid changes in digital technology adoption, mutual cooperation and
capacity management, provision of joined up support to the most vulnerable
that have been essential in the immediate response to the pandemic have
only been possible through partners working together to implement rapid
change as they focus on a shared purpose.

4.4.

As we embed the ways of working set out above, partners in every system
will be able to take more effective, immediate operational action on:
•

managing acute healthcare performance challenges and marshalling
collective resource around clear priorities, through provider
collaboratives;

•

tackling unwarranted variation in service quality, access and
performance through transparent data with peer review and support
arrangements organised by provider collaboratives;

•

using data to understand capacity utilisation across provider
collaboratives, equalising access (tackling inequality across the
system footprint) and equalising pressures on individual
organisations.

The NHS England and NHS Improvement’s operating model
4.5.

NHSEI will support systems to adopt improvement and learning
methodologies and approaches which will enable them to improve services
for patients, tackle unwarranted variation and develop cultures of continuous
improvement.
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4.6.

This will be underpinned by a comprehensive support offer which includes:
•

access to our national transformation programmes for outpatients and
diagnostics;

•

support to tackle unwarranted variation and increase productivity (in
partnership with the Getting it Right First Time programme);

•

the data they need to drive improvement, accessed through the
‘model health system’;

•

the resources and guidance that they need to build improvement
capability; and

•

assistance from our emergency and electivity intensive support teams
(dependent on need).

4.7.

Much of this support offer will be made available to systems through regional
improvement hubs, which will ensure that improvement resource supports
local capacity- and capability-building. Systems will then able to flexibly and
rapidly deploy the support into place partnerships and provider
collaboratives.

4.8.

NHSEI developed a joint operating model during 2019, with input from senior
NHS leaders including those in systems and regions, as well as frontline staff
and other stakeholders. This resulted in a description of the different ways
NHSEI will operate in future, underpinned by a set of principles including
subsidiarity, and a set of ‘levers of value’ that NHSEI can use at national and
regional level to support systems.

4.9.

NHSEI will continue to develop this operating model to support the vision set
out above, and any legislative changes. This will include further evolving how
we interact with systems nationally and regionally; and ensuring that its
functions are arranged in a way that support and embed system working to
deliver our priorities.

4.10. The new operating environment will mean:
•

increased freedoms and responsibilities for ICSs, including greater
responsibility for system development and performance, as well as
greater autonomy regarding assurance.

•

the primary interaction between NHSEI and systems will be between
regions and the collective ICS leadership, with limited cause for
national functions to directly intervene with individual providers within
systems.

•

as systems take on whole population budgets they will increasingly
determine how resource is to be used to ‘move the dial’ on outcomes,
inequalities, productivity and wider social and economic development
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against their specific health challenges and population health
priorities.
•

NHSEI regional teams will become ‘thinner’ as we move direct
commissioning responsibility out to systems (individually and
collectively). They will increasingly continue to enable systems to take
on greater autonomy, working with them to identify their individual
development priorities and support needs.

Transition
4.11. The experience of the earliest ICSs shows that great leadership is critical to
success and can come from any part of the health and care system. But, to
be effective, it must be felt right across, and draw on the talents of leaders
from every part of, a system.
4.12. These systems have developed a new style of behaviour, which makes the
most of the leadership teams of all constituent organisations and empowers
frontline leaders. System leaders have impact through a collaborative and
distributive leadership style that operates across boundaries, leading for
communities.
4.13. This shared approach to leadership is based on qualities such as openness
and transparency, honesty and integrity, a genuine belief in common goals
and an ability to build consensus.
4.14. ICSs need to be of sufficient size to carry out their ‘at scale’ activities
effectively, while having sufficiently strong links into local communities at a
much more local level in places and neighbourhoods.
4.15. Pragmatically we are supporting ICSs through to April 2022 at their current
size and scale, but we recognise that smaller systems will need to join up
functions, particularly for provider collaboration. We will support the ability for
ICSs to more formally combine as they take on new roles where this is
supported locally.
4.16. We will work with systems to ensure that they have arrangements in place to
take on enhanced roles from April 2022. We will set out a roadmap for this
transition that gives assurance over system readiness for new functions as
these become statutory.
4.17. We know that under either legislative proposal we need to ensure that we
support our staff during organisational change by minimising uncertainty and
limiting employment changes. We are therefore seeking to provide stability of
employment while enabling a rapid development of role functions and
purpose for all our teams, particularly in CCGs directly impacted by
legislative Option 2.
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4.18. We want to take a different approach to this transition; one that is
characterised by care for our people and no distraction from the ‘day job’: the
critical challenges of recovery and tackling population health.
4.19. Stable employment: As CCG functions move into new bodies we will make
a ‘continued employment promise’ for staff carrying out commissioning
functions. We will preserve terms and conditions to the new organisations
(even if not required by law) to help provide stability and to remove
uncertainty.
4.20. New roles and functions: For many commissioning functions the work will
move to a new organisation and will then evolve over time to focus on
system priorities and ways of working. The priority will be the continuation of
the good work being carried out by the current group of staff and we will
promote best practice in engaging, consulting and supporting the workforce
during a carefully planned transition, minimising disruption to staff.
4.21. Other functions will be more directly impacted, principally the most senior
leaders in CCGs (chief officers and other governing body / board members).
ICSs need to have the right talent in roles leading in systems.
4.22. Our commitment is:
•

not to make significant changes to roles below the most senior
leadership roles;

•

to minimise impact of organisational change on current staff
during both phases (in paragraphs 4.19 and 4.20 above) by
focusing on continuation of existing good work through the
transition and not amending terms and conditions; and

•

offer opportunities for continued employment up to March 2022
for all those who wish to play a part in the future.

Next steps
4.23. We expect that every system will be ready to operate as an ICS from April
2021, in line with the timetable set out in the NHS Long Term Plan. To
prepare for this, we expect that each system will, by this time, agree with its
region the functions or activities it must prioritise (such as in service
transformation or population health management) to effectively discharge its
core roles in 2021/22 as set out in this paper.
4.24. All ICSs should also agree a sustainable model for resourcing these
collective functions or activities in the long term across their constituent
organisations.
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4.25. To support all of the above, all systems should agree development plans with
their NHSEI regional director that clearly set out:
•

By April 2021: how they continue to meet the current consistent
operating arrangements for ICSs and further planning
requirements for the next phase of the COVID-19 response

•

By September 2021: implementation plans for their future roles
as outlined above, that will need to adapt to take into account
legislative developments.

4.26. Throughout the rest of 2020, the Department of Health and Social Care and
NHSEI will continue to lead conversations with different types of health and
care organisations, local councils, people who use and work in services, and
those who represent them, to understand their priorities for further policy and
legislative change.
4.27. The legislative proposals set out in this document takes us beyond our
original legislative recommendations to the government. We are therefore
keen to seek views on these proposed options from all interested
individuals and organisations. These views will help inform our future
system design work and that of government should they take forward our
recommendations in a future Bill.
4.28. Please submit your response to this address:
www.engage.england.nhs.uk/survey/building-a-strong-integrated-caresystem
4.29. Alternatively you can also contact england.legislation@nhs.net or write with
any feedback to NHS England, PO Box 16738, Redditch, B97 9PT by Friday
8 January.
4.30. For more information about how health and care is changing, please visit:
www.england.nhs.uk/integratedcare and sign up to our regular e-bulletin at:
www.england.nhs.uk/email-bulletins/integrated-care-bulletin
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Agenda Item 8

Report to Health & Adult Social Care Select Committee
Date:

7th January 2021

Title:

Health & Social Care in Buckinghamshire: Public Feedback Survey

Author:

David Williams, Director of Strategy, Buckinghamshire Healthcare NHS Trust

Report sponsor:

Buckinghamshire Integrated Care Partnership

Recommendations/Outcomes:
The Health and Adult Social Care Select Committee is asked to review the analysis of a
community survey which will be used to shape the development of health and social care
services in Buckinghamshire. The Committee is asked to note further work in focus groups
and one to one interviews during December 2020 to provide additional engagement
especially from BAME communities and disadvantaged groups.

Background

1.

During August we launched phase 1 of a public engagement programme to ask people what
they think about changes we have made, or are considering, in health and social care.
Findings from phase 1 of public engagement have been used to support the design and
delivery of phase 2. The following is a summary of initial findings and it is important to
caveat that there is variation within the findings determined by several factors e.g. ethnicity,
age, sexual orientation.




2,818 response to the online survey. The majority of respondents (72%) were
women. 90% of respondents were white. The average age of respondents was 61
years and 44% were over 65.
2/3rd of people said they would like healthier lifestyles. There was great
receptiveness to professional advice to help lose weight or improve mental health
and wellbeing. Less for alcohol and smoking although still receptive.
People were generally satisfied with digital (phone/video) appointments and would
be willing to have similar appointments in the future (69%). This trend reduces with
age. The main concern people have is that when a physical examination is needed
they would want to be seen in-person.
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62% of people stated they would be willing to travel to neighbouring county for a
planned hospital procedure if it meant they had a shorter wait. The main concerns
for people were frequency (they would not want to do it often), the time it would
take and lack of familiarity of the location. There was less acceptance of this with
older respondents (over 80).
People are generally satisfied with their experiences of urgent care services. Over
half (55%) said they would be happy to book an urgent care appointment with 26%
unsure and 19% said no. There is work to clearly articulate the distinction between
urgent and emergency services and to assure people about the clinical credibility of
the system to get people to the right place and avoid long waits in hospital A&E.
Community services are more difficult to interpret because of the relatively low
response of people with experience of community hospitals (9%). However, from the
responses 66% of people said they would prefer to recover at home than in hospital
as long where it is safe.

Summary of Consultation and communication

2.

A summary of the results of the survey are as follows:









3.

It seems that many people would be receptive to messaging and promotions about
healthier lifestyle choices, especially around weight loss and mental wellbeing.
Work is needed to ensure that patients understand when and why digital
appointments are offered, as the major concern raised was the inability to have
physical examinations during digital appointments.
Many people expressed a willingness to travel on a one-time basis for treatment
further from home, however, older people found this more problematic, especially
travelling on public transport. For many the getting an earlier appointment was
considered more important that distance to travel. In future considerations for
referral to care further from patients’ homes should include the number of visits
needed and the age of the patient.
Dissatisfaction with services tended to relate to waiting times and delays; it is
possible that having a better system to direct people to appropriate care and care
settings could reduce delays and improve satisfaction.
There is scope for raising awareness of when it is appropriate to use NHS111 and to
provide clinical credibility to the service to encourage usage.
Whilst two thirds of people said they would prefer to complete their recovery at
home, if medically safe to do so, the proportion preferring to recover in a community
hospital increased with age.

Next steps and review

We have begun phase 2 of the programme and we are currently identifying people to
participate in 12 focus groups from some specific groups e.g. carers, people living with
disability, people living in deprived areas as well as 20 individual interviews. Final analysis
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and reports from both phases of the engagement will be available in January 2021 and will
be used to inform future health and social care service delivery.

David Williams
Director of Strategy
Buckinghamshire Healthcare NHS Trust
on behalf of
Buckinghamshire Integrated Care Partnership
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Agenda Item 9

Report to Health & Adult Social Care Select Committee
Date:

7th January 2021

Title:

Winter and Covid Update

Author:

Caroline Capell, Director of Urgent and Emergency Care

Officer support:
Recommendations/Outcomes:
The committee are asked to consider the content of this report and recommend
assurance for the Winter and Covid Plan across Buckinghamshire.

1.

Background
Winter plans incorporating the Covid Surge Plan and Flu Plan across Buckinghamshire
have been in place since October and the System Providers have been actively
implementing actions to help support the growing demands across this period.
The Buckinghamshire Winter Delivery Plan remains an iterative plan to support the
Buckinghamshire System across Winter 2020/21.
The Buckinghamshire system’s winter approach is governed by the following five
principles:
1. Patient Outcomes – Delivering safe and effective care for all patients receiving
care from the Buckinghamshire system.
2. Prevention - Infection Control: build on COVID-19 lessons regarding Personal
Protective Equipment (PPE) / Handwashing etc, Flu Planning etc.
3. Avoiding Attendances - Attendances at the Emergency Dept should be avoided
where possible and clinically justified. The provision of suitable and safe alternatives
to hospital attendance must be utilised or enhanced.
4. Avoiding Admissions - The use of various streaming, Same Day Emergency Care
(SDEC) and pathway initiatives to both alleviate Emergency Dept use and avoid
unnecessary admissions will be vital to patient flow
5. Rapid Discharge - Delays to discharges from hospital must be minimised
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All parts of the system adhere to these principles and to the actions set out in the
action tracker.
The plan also recognises that all individual providers may have their own plans in
place.
Actions have been taking place for each of the five principles and this includes the
delivery of national deliverables via the Recovery Programme. This is described in
more detail in the next section.
Buckinghamshire has been actively planning the roll out of the Covid-19 vaccination
and is already over target the flu vaccination for the most vulnerable, recognising the
importance of prevention this year.
The promotion and development of NHS 111 pathways remains high on our
communication and engagement agenda to help ensure our patients receive the
right care at the right time in the most appropriate setting.
With regards to the Rapid Discharge Principle, guidance for managing discharge from
hospital during the Covid-19 Pandemic was issued on 19th March 2020 by the
Department of Health and Social Care. Significant additional domiciliary care capacity
and care home beds were purchased, social care staff adapted their workforce and
assessments were moved out of hospital. This approach enabled the numbers of
medically fit patients in hospital to be significantly reduced very quickly.
As Buckinghamshire has progressed towards recovery, whilst continuing to operate
within the Covid-19 Pandemic, there has been challenge regarding the longer-term
effectiveness of the Buckinghamshire discharge to assess model.
NHS England have given support to the Buckinghamshire system to review the
discharge processes and the revised discharge guidance issued on 21st August 2020
has also provided the opportunity to re-evaluate our progress, current gaps and future
vision.

2.

Main content of report
As part of the Buckinghamshire Winter Plan published in October 2020 the following
actions have been delivered to date:
-

Think 111 First, booking from NHS 111 into the Emergency Dept at Stoke
Mandeville Hospital since 12th October 2020 providing 16 appointments slots per
day to NHS 111 where appropriate.

-

Implementation of a physical deterioration and escalation tool known as
RESTORE2 (Nursing Homes) and RESTORE2 Mini (Residential Care Homes)
continues. A total of four homes have now installed to help protect and manage
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residents with support across professional decision making. Buckinghamshire
Council will further support to increase engagement.
-

Two patient Covid swabbing teams are in place and Covid Hot hubs (where
patients are suspected Covid positive) continue with the management of
suspected paediatric and adult Covid cases.

-

FedBucks winter pressure clinics are in place to further support Primary Care.
Management of patients in the community continues delivering initial triage and
supporting base appointments or home visiting during the out of hours setting.

-

Winter health TeamNet page is now operational and linked up with the Clinical
Commissioning Group page aiming to support communications campaign on selfcare.

-

24/7 all age mental health line remains hosted within Buckinghamshire Crisis
Team. With Mental Health services within the SCAS Operational site to provide
direct support to both the 999 and 111 service.

-

Support to Community Service (Crisis & CMHTs) around change in process/culture
continues, with focus on gatekeeping and early discharge.

-

Project Butterfly, testing Urgent and Emergency Care and Winter Planning
principles took place across the Buckinghamshire System 12-16 October 2020 and
30th November-4th December.

-

Roll out of Covid Lateral Flow Testing across providers.

-

Communication across Buckinghamshire supported by all providers promoting
services during the winter period and aligning to the national Flu campaign and
Just Think 111 Campaign.

In Buckinghamshire we have seen an increase in the uptake of the flu vaccination
compared to previous years. The system has been working together to increase this
and across the wider Buckinghamshire, Oxfordshire and Berkshire West (BOB)
Integrated Care System (ICS). The numbers continue to increase with the latest below:

Age Range /
Group

Registered
Population

Vaccinated

%

Aged 2

6,149

3,569

58.04

Aged 3

6,210

3,712

59.77

Aged 65+

108,025

86,540

80.11

Under 65 in
Risk Group

72,700

35,515

48.85
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Pregnant
Group

5,275

2,187

41.46

Buckinghamshire practices have now started to vaccinate the ages 50 to 64 cohort
and we are starting to see a steady increase in uptake for this. Numbers will be
following shortly.
All providers now have well established Workforce Wellbeing services in place to
support staff during the pandemic. The Lateral Flow testing – ensuring key staff are
tested for Covid twice weekly has been rolled out across providers to protect both
staff and patients alike. A System wide workforce group continues to develop
improvements to maintain the wellbeing of our staff.
The Same Day Emergency Care (SDEC) Unit – enabling same day emergency treatment
without the need for an admission opened on 30th November on the Stoke Mandeville
Hospital site. This caters for all ambulant adults who meet the criteria for receiving
same day treatment alongside a Frailty Unit. This aligns with the NHS Long Term Plan
to ensure patients receive the right care in the right setting.
Alongside these specific actions listed above there has also been considerable focus
on supporting discharges from our Acute beds back into the community.
Since March 2020, there have been significant developments in the discharge pathway
and processes from hospital. The improvements in the discharge pathways have
happened at pace. The amount of medically fit Buckinghamshire residents in hospitals
have reduced when compared to previous years and this has demonstrated some
success in ensuring only those who are acutely unwell or those who require inpatient
therapy are in hospital. There have been in the region of 800 people discharged from
hospital using Discharge to Assess pathways since March 2020, and approximately 50
people discharged using the Home First model since 1st November.
From the 1st November 2020, Buckinghamshire launched its Home First model. The
Home First model represents a significant change in the discharge pathway. This Home
First proposal has been developed in partnership between the CCG, BHT and
Buckinghamshire Council, involving the key professional groups who will deliver the
model.
The Home First model has seen an increase in social care staff and therapists with the
aim of helping patients home and improving their outcomes. The Home First model
has been developed to ensure that patients are fully supported and provided with the
best level of care to get them home safely after their medical needs have been treated.
If the patient is well enough to leave hospital but needs support at home, the hospital
will make sure patients have a full assessment within their home on the day they leave
the hospital. This will assess any additional needs the patient has and ensure they are
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fully supported in carrying out daily activities, such as preparing meals or getting
around the house.
The Home First model represents a significant step change and it is acknowledged that
a number of discharge to assess beds in care homes will be required to support the
discharge pathway. However, there is a clear aim to reduce the number of beds as
the Home First service develops.
Covid remains a challenge across Buckinghamshire with numbers increasing. A new
Covid Dashboard is available via the Buckinghamshire Council Website highlighting
the Covid numbers on a daily basis.
https://covid-dashboard.buckinghamshire.gov.uk/
The screen shots below highlights our current position as at the time of writing this
report (14th December) from the dashboard:

The data below is as at 14th December:
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3.

Next steps and review
Buckinghamshire will continue throughout the winter to ensure all actions are
implemented across the system in order to support both winter demands and Covid
demands. The System Surge and Winter plans provides support for that. Maintaining
the Incident Management Approach across Buckinghamshire ensures we can react to
situations in a more consistent and controlled manner.
The enhancement of the Same Day Emergency Care Unit and the direct bookings
through Think 111 First will continue throughout this period along with a strong
Comms and Engagement plan.
The impact of the Home First model on improving the patient pathway is being
monitored closely. We are measuring the impact of the model against some overall
performance and quality indicators. The indicators we are monitoring are:






At least 95% of patients return home following acute hospital admission
90% of Home First patients are discharged on the day they become medically fit
Community Hospital beds only admit patients requiring active inpatient
rehabilitation
Reduction in overall number of people requiring ongoing bedded care (due to
increased therapy input and planning in Home First model).
Development of opportunity to get patient experience feedback
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The success of the two Project Butterfly weeks has enabled the Buckinghamshire
System to test and improve a number of our pathways. This work and approach will
continue over the next quarter.
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Health and Adult Social Care Select Committee (Chairman: Jane MacBean, Scrutiny officer: Liz Wheaton)
Topic

Description & Purpose

Lead Presenters

Contributors

4 March 2021

Support for Carers
and key workers

The HASC undertook a one day inquiry
into support for carers in October 2018.
The previous Committee reviewed the
progress in implementing the
recommendations after 9 months so this
item will look at the latest situation. In
light of Covid-19, the Committee will also
hear from Buckinghamshire Council and
Buckinghamshire Healthcare NHS Trust on
the ongoing support available for key
workers.

Angela Macpherson,
Cabinet Member for
Adult Social Care

Gill Quinton, Corporate
Director for Housing and
Adult Social Care

Neil Macdonald, Chief
Executive,
Buckinghamshire
Healthcare NHS Trust

Lisa Truett,
Commissioning Manager
(ASC)
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Date

TBC – representative from
BHT’s health & wellbeing
team
Representatives from
Oxford Health

4 March 2021

Access to Dentists

TBC

TBC

Agenda Item 10

For the Committee to hear from local
dentists about their experiences over the
last few months and the impact Covid has
had on their dental practices. Members
will also examine the county’s dentistry
provision.

Due to the Elections taking place in May, the items below are to be scheduled once the meeting dates have been confirmed:






Obesity/Healthy Lifestyles - item to be developed but could build on the Child Obesity Inquiry undertaken by the HASC in 2018 (have
the child obesity rates been affected by lockdown and the plans to address any negative impact). Could also explore the impact on
adult and children’s eating habits/lifestyle during the Covid-19 crisis;
Primary Care planning;
ASC Service Transformation – evaluation of the Better Lives Strategy;
ASC Quality Assurance Framework.
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