NHS

Derby and Derbyshire

Integrated Care Board

NHS DERBY AND DERBYSHIRE ICB BOARD

MEETING IN PUBLIC AGENDA

Thursday 16" November 2023 at 9am to 11.30am

Via MST

Questions from members of the public should be emailed to ddicb.enquiries@nhs.net and a response will be

provided within twenty working days

This meeting will be recorded — please notify the Chair if you do not give consent

Time Reference Item Presenter Delivery
09:00 Introductory Items
ICBP/2324/ | Welcome, introductions and apologies: Richard Wright Verbal
091
Tracy Allen, Suzanne Pickering, Stephen
Bateman, Julian Corner
ICBP/2324/ | Confirmation of quoracy Richard Wright Verbal
092
ICBP/2324/ | Declarations of Interest Richard Wright Papers
093
. Register of Interests
. Summary register for recording interests
during the meeting
. Glossary
09:05 Minutes and Matters Arising
ICBP/2324/ | Minutes from the meeting held on 21 Richard Wright Paper
094 September 2023
ICBP/2324/ | Action Log — September 2023 Richard Wright Paper
095
09:10 Strategy and Leadership
ICBP/2324/ | Chair's Report — October 2023 Richard Wright Paper
096
ICBP/2324/ | Chief Executive Officer's Report — October 2023 Dr Chris Clayton Paper
097
09:20 Risk Management
ICBP/2324/ | ICB Risk Register — October 2023 Helen Dillistone Paper
098
ICBP/2324/ | Board Assurance Framework Quarter 2 2023/24 Helen Dillistone Paper
099
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Time Reference Item Presenter Delivery
09:30 For Decision
ICBP/2324/ | Primary Care Model for Derby and Derbyshire Dr Andy Mott / Paper
100 Dr Duncan Gooch /
lan Potter
ICBP/2324/ | System-level Primary Care Access Improvement | Michelle Arrowsmith Paper
101 Plan / Clive Newman
10:15 Integrated Assurance & Performance
ICBP/2324/ | Integrated Assurance and Performance Report Dr Chris Clayton Paper
102
. Quality Dr Deji Okubadejo/
Dean Howells
. Performance Dr Deji Okubadejo/
Michelle Arrowsmith
. Workforce Margaret Gildea/
Linda Garnett
: Jill Dentith/
»  Finance Keith Griffiths
10:45 For Discussion
ICBP/2324/ | Operational Plan — October 2023 to March 2024 | Michelle Arrowsmith Paper
103
11:00 Corporate Assurance
ICBP/2324/ | Audit and Governance Committee Assurance Sue Sunderland Paper
104 Report — October 2023 and 2022/23 Annual
Report
ICBP/2324/ | Finance, Estates and Digital Committee Jill Dentith Paper
105 Assurance Report — September / October 2023
ICBP/2324/ | Derbyshire Public Partnership Committee Sue Sunderland Paper
106 Assurance Report — October 2023 and 2022/23
Annual Report
ICBP/2324/ | Population Health and Strategic Commissioning Dr Deji Okubadejo Paper
107 Committee Assurance Report — October /
November 2023 and 2022/23 Annual Report
ICBP/2324/ | Quality and Performance Committee Assurance Dr Deji Okubadejo Paper
108 Report — September 2023 and 2022/23 Annual
Report
ICBP/2324/ | People and Culture Committee 2022/23 Annual Margaret Gildea Paper
109 Report
ICBP/2324/ | 'Freedom To Speak Up' — Update on Margaret Gildea Paper
110 arrangements
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Time Reference Item Presenter Delivery
11:20 Items for Information
The following items are for information and will not be individually presented
ICBP/2324/ | Derbyshire County Council Director of Public Ellie Houlston Paper
111 Health Annual Report 2023
ICBP/2324/ | Ratified minutes of Health and Wellbeing Boards Richard Wright Papers
112

« Derby City Council —7.9.2023
* Derbyshire County Council — 5.10.2023

ICBP/2324/ | Ratified minutes of ICB Committee Meetings Richard Wright Papers

113

« Audit & Governance Committee — 10.8.2023

« Public Partnership Committee — 29.8.2023 /
26.9.2023

o Quality & Performance Committee —
31.8.2023 / 28.9.2023

11:25 Closing Items
ICBP/2324/ | Forward Planner Richard Wright Paper
114
ICBP/2324/ | 1. Did the items on the agenda address the Richard Wright
115 risks in a way that we feel will mitigate

them over the short and medium term. If
not, do we want to consider a deep dive
on any items in a future agenda?

2. Did any of the discussions prompt us to
want to change any of the risk ratings up
or down?
ICBP/2324/ | Any Other Business Richard Wright Verbal
116
ICBP/2324/ | Questions received from members of the public Richard Wright Verbal
117

Date and time of next Meeting in Public:

Date: Thursday, 18" January 2024
Time: 9am to 10.45am
Venue: via MS Teams




*denotes those who have left, who will be removed from the register six months after their leaving date

NHS DERBY AND DERBYSHIRE ICB BOARD REGISTER OF INTERESTS 2023/24

Tracy Participant to the Board for Place Primary & Community Care Delivery Board CEO of Derbyshire Community Health Services NHS Foundation Trust 01/07/22 Ongoing Declare interests when relevant and withdraw from all discussion and
Chair of Digital and Data Delivery Board voting if organisation is potential provider unless otherwise agreed by the
Integrated Place Executive Meeting Partner is a Director (not Board Member) for NHS Derby and Derbyshire ICB 01/07/22 Ongoing meeting chair
Trustee for NHS Providers Board 01/07/22 30/06/23
Sister-in-law is Business Development Director of Race Cottam Associates (who bid for, and 01/07/22 Ongoing
undertake projects for the Derbyshire system estates teams)
Arrowsmith Michelle Chief Strategy and Delivery Officer/ Finance & Estates Committee Director of husband's company - Woodford Woodworking Tooling Ltd 01/11/14 Ongoing No action required as not relevant to any ICB business
Deputy Chief Executive Officer Population Health & Strategic Commissioning
Committee
Quality & Performance Committee
Austin Jim Chief Digital & Information Officer Finance & Estates Committee Employed jointly between NHS Derby and Derbyshire Integrated Care Board and Derbyshire 01/11/22 Ongoing Declare interests when relevant and withdraw from all discussion and
Community Health Services NHS Foundation Trust voting if organisation is potential provider unless otherwise agreed by the
meeting chair
Spouse is a locum GP and the Local Place Alliance lead for High Peak (8 hours per week) 01/11/22 Ongoing
Bhatia Avi Participant to the Board for the Clinical & Professional Chair - Clinical and Professional Leadership GP partner at Moir Medical Centre 01/07/22 Ongoing Declare interests when relevant and withdraw from all discussion and
Leadership Group Group, Derbyshire ICS voting if organisation is potential provider unless otherwise agreed by the
Population Health & Strategic Commissioning GP partner at Erewash Health Partnership 01/07/22 Ongoing meeting chair
Committee
Part landlord / owner of premises at College Street Medical Practice, Long Eaton, Nottingham 01/07/22 Ongoing
Spouse works for Nottingham University Hospitals in Gynaecology 01/07/22 Ongoing
Clayton Chris Chief Executive Officer ICS Executive Team Meeting Spouse is a partner in PWC 01/07/22 Ongoing Declare interest when relevant and withdraw from all discussion and
voting if organisation is potential provider unless otherwise agreed by the
meeting chair
Corner Julian ICB Non-Executive Member Public Partnership Committee As the CEO of Lankelly Chase Foundation, | may have an interest in organisations being 01/03/22 30/06/25 Not aware of any grant relationships between Lankelly Chase and
Population Health & Strategic Commissioning commissioned by the JUCD if that would support a grant funding relationship that Lankelly Derbyshire based organisations, or organisations that might stand to
Committee Chase has with them. benefit from JUCD commissioning decisions. If that were to happen |
Remuneration Committee would alert the JUCD chair and excuse myself from decisions both at
Lankelly Chase and JUCD.
Dentith Jill Interim Non-Exective Member Audit & Governance Committee Self-employed through own management consultancy business trading as Jill Dentith 2012 Ongoing Declare interests when relevant and withdraw from all discussion and
Finance & Estates Committee Consulting voting if organisation is potential provider unless otherwise agreed by the
People & Culture Committee meeting chair
Quality & Performance Committee Director of Jon Carr Structural Design Ltd 06/04/21 Ongoing
Providing part-time, short term corporate governance support to Shaping Health International 09/03/23 30/09/23
Ltd (UK)
Providing part-time, short term corporate governance support to Conexus 01/06/23 Ongoing
Dillistone Helen Chief of Staff Audit & Governance Committee Nil No action required
Public Partnership Committee
Garnett Linda Interim Chief People Officer People & Culture Committee Husband, Wynne Garnett is providing services to the ICB via Amber Valley CVS 01/07/22 Ongoing None required currently
Population Health & Strategic Commissioning
Committee
Finance & Estates Committee
ICS Executive Team Meeting
Gildea Margaret Non-Executive Member / Senior Independent Director Audit & Governance Committee Director of Organisation Change Solutions Limited 01/07/22 Ongoing Declare interests when relevant and withdraw from all discussion and
People and Culture Committee voting if organisation is potential provider unless otherwise agreed by the
Remuneration Committee Coaching and organisation development with First Steps Eating Disorders 01/07/22 Ongoing meeting chair
Derby City Health & Wellbeing Board
Director, Melbourne Assembly Rooms 01/07/22 Ongoing
Griffiths Keith Chief Finance Officer Finance & Estates Committee Nil No action required
Population Health & Strategic Commissioning
Committee
Integrated Place Executive
ICS Executive Team Meeting
Houlston Ellie Director of Public Health — Derbyshire County Council System Quality Group Director of Public Health, Derbyshire County Council 01/09/22 Ongoing Declare interest if relevant and withdraw from all discussion and voting if
(Local Authority Partner Member) Integrated Care Partnership organisation is potential provider unless otherwise agreed by the meeting
Health and Wellbeing Board - Derbyshire chair.
County Council Director and Trustee of SOAR Community 01/09/22 Ongoing Sheffield based - unlikely to bid in work in Derbyshire




NHS DERBY AND DERBYSHIRE ICB BOARD REGISTER OF INTERESTS 2023/24

Howells Chief Nurse Officer Quality & Performance Committee Honorary Professor, University of Wolverhampton 13/09/23 Ongoing Declare interest if relevant and withdraw from all discussion and voting if
System Quality Group organisation is potential provider unless otherwise agreed by the meeting
Population Health & Strategic Commissioning chair.
Committee
Local Maternity and Neonatal System Board
Clinical and Professional Leadership Group
Information Governance Assurance Forum
ICS Executive Team Meeting
Jones* Zara Executive Director of Strategy & Planning Finance & Estates Committee Nil No action required
Population Health & Strategic Commissioning
Committee
Quality & Performance Committee
Lumsdon Paul Executive Director of Operations Quality & Performance Committee Nil No action required
System Quality Group
Population Health & Strategic Commissioning
Committee
Local Maternity and Neonatal System Board
Clinical and Professional Leadership Board
MacDonald* John ICB Chair Derby and Derbyshire Integrated Care Chair at University Hospitals of Leicester NHS Trust 01/07/22 Ongoing Declare interest when relevant and withdraw from all discussion and
Partnership Board voting if organisation is potential provider unless otherwise agreed by the
meeting chair
Mott Andrew GP Amber Valley (Primary Medical Services Partner System Quality Group GP Partner of Jessop Medical Practice 01/07/22 Ongoing Declare interests when relevant and withdraw from all discussion and
Member) Joint Area Prescribing Committee voting if organisation is potential provider unless otherwise agreed by the
Derbyshire Prescribing Group Practice is shareholder in Amber Valley Health Ltd (provides services to our PCN) 01/07/22 Ongoing meeting chair
Clinical and Professional Leadership Group
Primary Care Network Delivery & Assurance Medical Director, Derbyshire GP Provider Board 01/07/22 Ongoing
Group
End of Life Programme Board Wife is Consultant Paediatrician at UHDBFT 01/07/22 Ongoing
Okubadejo Adedeji Clinical Lead Member Population Health & Strategic Commissioning Director, Carwis Consulting Ltd — Provision of clinical anaesthetic services as well as 01/04/23 Ongoing Declare interests when relevant and withdraw from all discussion and
Committee it ing services to isations in the ir it e sector voting if organisation is potential provider unless otherwise agreed by the
Quality & Performance Committee meeting chair
Remuneration Committee Consultant Anaesthetist, University Hospitals Birmingham NHS Foundation Trust 01/04/23 30/04/23
Provision of private clinical anaesthetic services in the West Midlands area 01/04/23 Ongoing
Director & Chairman OBIC UK — Working to improve educational attainment of BAME children 01/04/23 Ongoing
in the UK
Posey Stephen CEOQ UHDBFT / Chair of the Provider Collaborative UEC Delivery Board (Chair) Chief Executive of UHDBFT 01/08/23 Ongoing Declare interests when relevant and withdraw from all discussion and
Leadership Board (NHS Trust & FT Partner Member) Provider Collaborative Leadership Board (Chair) voting if organisation is potential provider unless otherwise agreed by the
Board Trustee of the Intensive Care Society (ICS) 01/08/23 Ongoing meeting chair
Executive Well-Led Reviewer for the Care Quality Commission (CQC) 01/08/23 Ongoing
Chief Executive Member of the National Organ Utilisation Group (OUG) 01/08/23 Ongoing
Partner is Chief Executive Officer of the Royal College of Obstetricians and Gynaecologists 01/08/23 Ongoing
Partner is a Non-Executive Director for the Kent, Surrey & Sussex (KSS) AHSN 01/08/23 Ongoing
Partner is Trustee of Magpas Charity 01/08/23 Ongoing
Partner is a Non-Executive Director for Manx Care 17/05/23 Ongoing
Powell Mark CEO DHcFT (NHS Trust & FT Partner Member) People & Culture Committee CEO of Derbyshire Healthcare NHS Foundation Trust 01/04/23 Ongoing Declare interests when relevant and withdraw from all discussion and
Population Health & Strategic Commissioning voting if organisation is potential provider unless otherwise agreed by the
Committee Treasurer of Derby Athletic Club 01/03/22 Ongoing meeting chair
Rawlings* Amanda Chief People Officer People & Culture Committee Employed jointly between NHS Derby and Derbyshire Integrated Care Board and University 01/07/22 30/04/23 This position was agreed by both the ICB and UHDB. Declare interest
Population Health & Strategic Commissioning Hospitals of Derby and Burton NHS Foundation Trust, as Chief People Officer when relevant and withdraw from all discussion and voting if UHDB is
C i potential provider, unless otherwise agreed by the meeting chair
Smith Andy Strategic Director of People Services - Derbyshire County Clinical and Professional Leadership Group Director of Adult Social Care and Director of Children's Services, Derby City Council 01/07/22 Ongoing Declare interests when relevant and withdraw from all discussion and
Council (Local Authority Partner Member) voting if organisation is potential provider unless otherwise agreed by the
Member of Regional ADASS and ADCS Groups 01/07/22 Ongoing meeting chair




Stacey*

Brigid

Chief Nurse Officer and Deputy Chief Executive Officer

NHS DERBY AND DERBYSHIRE ICB BOARD REGISTER OF INTERESTS 2023/24

Quality & Performance Committee
System Quality Group
Population Health & Strategic Commissioning

No action required

Committee
Sunderland Sue Non-Executive Member - Audit & Governance Audit and Governance Committee Audit Chair NED, Nottinghamshire Healthcare Trust 01/07/22 Ongoing The interests should be kept under review and specific actions
Finance and Estates Committee determined as required - declare interests when relevant and withdraw
Public Partnership Committee Audit Chair of Joint Audit Risk & Assurance Committee for the Office of the Police & Crime 01/07/22 Ongoing from all discussion and voting if organisation is potential provider unless
IFR Panels Commissioner and Chief Constable of Derbyshire otherwise agreed by the meeting chair
CFl Panels
Husband is an independent person sitting on Derby City Audit Committee v 01/07/22 Ongoing Unlikely for there to be any conflicts to manage
Weiner Chris Chief Medical Officer Population Health & Strategic Commissioning Nil No action required
Committee
Quality & Performance Committee
System Quality Group
EMAS 999 Clinical Quality Review Group
Local Maternity & Neonatal System Board
Clinical and Professional Leadership Group
ICS Executive Team Meeting
Wright Richard Chair N/A Nil No action required
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A conflict of interest is defined as “a set of circumstances by which a reasonable person would consider that an Individual’s ability to apply
judgement or act, in the context of delivering, commissioning, or assuring taxpayer funded health and care services is, or could be, impaired or
influenced by another interest they hold” (NHS England, 2017).

Meeting

Date of
Meeting

Chair (name)

Director of
Corporate
Delivery/ICB
Meeting Lead

Name of
person
declaring
interest

Agenda item

Details of
interest
declared

Action taken




Abbreviations & Glossary of Terms

A&E Accident and Emergency Cfv Commissioning for Value CVvD Chronic Vascular Disorder
AfC Agenda for Change CHC Continuing Health Care CYP Children and Young People
AGM Annual General Meeting CHP Community Health D2AM Discharge to Assess and
AHP Allied Health Professional Partnership Manage
AQP Any Qualified Provider CMHT Community Mental Health DAAT Drug and Alcohol Action
Arden & Arden & Greater East Team Teams
GEM CSU Midlands Commissioning CMP Capacity Management Plan DCC Derbyshire County Council
Support Unit CNO Chief Nursing Officer or Derby City Council
ARP Ambulance Response coo Chief Operating Officer (s) DCHSFT Derbyshire Community
Programme COP Court of Protection Health Services NHS
ASD Autistic Spectrum Disorder COPD Chronic Obstructive Foundation Trust
BAF Board Assurance Pulmonary Disorder DCO Designated Clinical Officer
Framework CPD Continuing Professional DHcFT Derbyshire Healthcare NHS
BAME Black Asian and Minority Development Foundation Trust
Ethnic CPN Contract Performance DHSC Department of Health and
BCCTH Better Care Closer to Home Notice Social Care
BCF Better Care Fund CPRG Clinical & Professional DHU Derbyshire Health United
BMI Body Mass Index Reference Group DNA Did not attend
bn Billion cac Care Quality Commission DoF(s) Director(s) of Finance
BPPC Better Payment Practice CQN Contract Query Notice DoH Department of Health
Code CQUIN Commissioning for Quality DOI Declaration of Interests
BSL British Sign Language and Innovation DoLS Deprivation of Liberty
CAMHS Child and Adolescent CRG Clinical Reference Group Safeguards
Mental Health Services CRHFT Chesterfield Royal Hospital DPH Director of Public Health
CATS Clinical Assessment and NHS Foundation Trust DRRT Dementia Rapid Response
Treatment Service CSE Child Sexual Exploitation Team
CBT Cognitive Behaviour CSF Commissioner DSN Diabetic Specialist Nurse
Therapy Sustainability Funding DTOC Delayed Transfers of Care
CCG Clinical Commissioning Ccsu Commissioning Support ED Emergency Department
Group Unit EDS2 Equality Delivery System 2
CDI Clostridium Difficile CTR Care and Treatment EDS3 Equality Delivery System 3
CEO (s) Chief Executive Officer (s) Reviews




EIA

Equality Impact
Assessment

EIHR

Equality, Inclusion and
Human Rights

EIP

Early Intervention in
Psychosis

EMASFT

East Midlands Ambulance
Service NHS Foundation
Trust

EMAS Red 1

The number of Red 1
Incidents (conditions that
may be immediately life
threatening and the most
time critical) which resulted
in an emergency response
arriving at the scene of the
incident within 8 minutes of
the call being presented to
the control room telephone
switch.

EMAS Red 2

The number of Red 2
Incidents (conditions which
may be life threatening but
less time critical than Red
1) which resulted in an
emergency response
arriving at the scene of the
incident within 8 minutes
from the earliest of; the
chief complaint information
being obtained; a vehicle
being assigned; or 60
seconds after the call is
presented to the control
room telephone switch.

EMAS A19 The number of Category A
incidents (conditions which
may be immediately life
threatening) which resulted
in a fully equipped
ambulance vehicle able to
transport the patient in a
clinically safe manner,
arriving at the scene within
19 minutes of the request
being made.

EMLA East Midlands Leadership
Academy

EoL End of Life

ENT Ear Nose and Throat

EPRR Emergency Preparedness
Resilience and Response

FCP First Contact Practitioner

FFT Friends and Family Test

FGM Female Genital Mutilation

FIRST Falls Immediate Response
Support Team

FRP Financial Recovery Plan

GDPR General Data Protection
Regulation

GP General Practitioner

GPFV General Practice Forward
View

GPSI GP with Specialist Interest

HCAI Healthcare Associated
Infection

HDU High Dependency Unit

HEE Health Education England

HI Health Inequalities

HLE Healthy Life Expectancy

HNA Health Needs Assessment

HSJ Health Service Journal

HWB Health & Wellbeing Board

H1 First half of the financial
year

H2 Second half of the financial
year

IAF Improvement and
Assessment Framework

IAPT Improving Access to
Psychological Therapies

ICB Integrated Care Board

ICM Institute of Credit
Management

ICO Information Commissioner’s
Office

ICP Integrated Care Partnership

ICS Integrated Care System

ICU Intensive Care Unit

IG Information Governance

IGAF Information Governance
Assurance Forum

IGT Information Governance
Toolkit

IP&C Infection Prevention &
Control

IT Information Technology

IWL Improving Working Lives

JAPC Joint Area Prescribing
Committee

JSAF Joint Safeguarding

Assurance Framework




JSNA Joint Strategic Needs MMT Medicines Management PHM Population Health
Assessment Team Management
JUCD Joined Up Care Derbyshire MOL Medicines Order Line PICU Psychiatric Intensive Care
k Thousand MoM Map of Medicine Unit
KPI Key Performance Indicator MoMO Mind of My Own PID Project Initiation Document
LA Local Authority MRSA Methicillin-resistant PIR Post Infection Review
LAC Looked after Children Staphylococcus aureus PLCV Procedures of Limited
LCFS Local Counter Fraud MSK Musculoskeletal Clinical Value
Specialist MTD Month to Date POA Power of Attorney
LD Learning Disabilities NECS North of England POD Project Outline Document
LGBT+ Lesbian, Gay, Bisexual and Commissioning Services POD Point of Delivery
Transgender NEPTS Non-emergency Patient PPG Patient Participation Groups
LHRP Local Health Resilience Transport Services PSED Public Sector Equality Duty
Partnership PwC Price, Waterhouse, Cooper
LMC Local Medical Council NHSE/ | NHS England and Q1 Quarter One reporting
LMS Local Maternity Service Improvement period: April — June
LPF Lead Provider Framework NHS e-RS NHS e-Referral Service Q2 Quarter Two reporting
LTP NHS Long Term Plan NICE National Institute for Health period: July — September
LWAB Local Workforce Action and Care Excellence Q3 Quarter Three reporting
Board NUHFT Nottingham University period: October —
m Million Hospitals NHS Trust December
MAPPA Multi Agency Public OOH Out of Hours Q4 Quarter Four reporting
Protection arrangements PALS Patient Advice and Liaison period: January — March
MASH Multi Agency Safeguarding Service QA Quality Assurance
Hub PAS Patient Administration QAG Quality Assurance Group
MCA Mental Capacity Act System QIA Quality Impact Assessment
MDT Multi-disciplinary Team PCCC Primary Care Co- QIPP Quality, Innovation,
MH Mental Health Commissioning Committee Productivity and Prevention
MHIS Mental Health Investment PCD Patient Confidential Data QUEST Quality Uninterrupted
Standard PCDG Primary Care Development Education and Study Time
MIG Medical Interoperability Group QOF Quality Outcome
Gateway PCN Primary Care Network Framework
MIUs Minor Injury Units PHB’s Personal Health Budgets QP Quality Premium
PHE Public Health England

10




bound or so unwell that they
are unable to travel, staff
will arrange for a doctor or
nurse to visit them at home.

52wWw

52 week wait

Q&PC Quality and Performance SPA Single Point of Access
Committee sal Supporting Quality
RAP Recovery Action Plan Improvement
RCA Root Cause Analysis SRO Senior Responsible Officer
REMCOM Remuneration Committee SRT Self-Assessment Review
RTT Referral to Treatment Toolkit
RTT The percentage of patients STEIS Strategic Executive
waiting 18 weeks or less for Information System
treatment of the Admitted STHFT Sheffield Teaching Hospital
patients on admitted NHS Foundation Trust
pathways STP Sustainability and
RTT Non The percentage if patients Transformation Partnership
admitted waiting 18 weeks or less for T&O Trauma and Orthopaedics
the treatment of patients on TCP Transforming Care
non-admitted pathways Partnership
RTT The percentage of patients UEC Urgent and Emergency
Incomplete | waiting 18 weeks or less of Care
the patients on incomplete UHDBFT University Hospitals of
pathways at the end of the Derby and Burton NHS
period Foundation Trust
ROI Register of Interests uTC Urgent Treatment Centre
SAAF Safeguarding Adults YTD Year to Date
Assurance Framework 111 The out of hours service is
SAR Service Auditor Reports delivered by Derbyshire
SAT Safeguarding Assurance Health United: a call centre
Tool where patients, their
SBS Shared Business Services relatives or carers can
SDMP Sustainable Development speak to trained staff,
Management Plan doctors and nurses who will
SEND Special Educational Needs assess their needs and
and Disabilities either provide advice over
SIRO Senior Information Risk the telephone, or make an
Owner appointment to attend one
SOC Strategic Outline Case of our local clinics. For

patients who are house-

1"
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MINUTES OF NHS DERBY AND DERBYSHIRE ICB BOARD MEETING IN PUBLIC
Thursday, 21t September 2023
via Microsoft Teams

Unconfirmed Minutes

Present:

Richard Wright RW | ICB Chair (Meeting Chair)

Tracy Allen TA | Chief Executive DCHSFT / Participant to the Board for Place

Jim Austin JA | ICB Chief Digital and Information Officer

Dr Avi Bhatia AB | Participant to the Board for the Clinical & Professional Leadership
Group

Dr Chris Clayton CC | ICB Chief Executive Officer

Jill Dentith JED | ICB Interim Non-Executive Member

Helen Dillistone HD | ICB Chief of Staff

Linda Garnett LG | ICB Interim Chief People Officer

Margaret Gildea MG | ICB Non-Executive Member / Senior Independent Director

Keith Griffiths KG | ICB Chief Finance Officer

Zara Jones ZJ ICB Executive Director of Strategy and Planning

Prof Dean Howells DH | ICB Chief Nurse

Dr Andrew Mott AM | GP Amber Valley (Partner Member for Primary Care Services)

Dr Deji Okubadejo DO | ICB Board Clinical Other Member

Stephen Posey SPo | Chief Executive UHDBFT / Chair of the Provider Collaborative
Leadership Board (NHS Trust and FT Partner Member)

Mark Powell MP | Chief Executive DHCFT (NHS Trust and FT Partner Member)

Andy Smith AS | Strategic Director of People Services — Derby City Council
(Local Authority Partner Member)

Sue Sunderland SS | ICB Non-Executive Member

Dr Chris Weiner CW | ICB Chief Medical Officer

In Attendance:

Stephen Bateman SB | CEO, Derbyshire Health United

Jacinta Bowen- JBB | Interpreter

Byrne

Fraser Holmes FH | Interpreter

Dawn Litchfield DL | ICB Board Secretary

Fran Palmer FP | ICB Corporate Governance Manager

Suzanne Pickering SP | ICB Head of Governance

Sean Thornton ST | ICB Deputy Director Communications and Engagement

Apologies:

Julian Corner JC | ICB Non-Executive Member

Ellie Houlston EH | Director of Public Health — Derbyshire County Council
(Local Authority Partner Member)

ICBP/2324/ | Welcome and apologies
064
Richard Wright (RW) welcomed everyone to the meeting.

RW apologised to any patients affected by the current industrial action,
and acknowledged and thanked staff for the work they are undertaking to
minimise the effects.

Since the last meeting, two disturbing issues relating to the NHS have
been raised: the Lucy Letby verdict and the accusations on alleged sexual
harassment. These issues are not something that any decent person can
relate to; they are unbelievable and cannot be condoned. Itis just awful for

12 Page 1 of 14
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many staff in the NHS who just want to do the right thing and provide a
great service to support patients. Assurance was given that steps are in
hand to try to ensure this does not happen again. One of the most
disturbing aspects of this is that allegedly warnings were raised and
potentially ignored. Margaret Gildea (MG), as Chair of the People and
Culture Committee (P&CC), has agreed to work with the Executive Team
to re-assess the 'Freedom to Speak Up' arrangements across the system
to confirm they are fit and proper, providing people with confidence to
speak up and assurance that any 0020concerns raised will be dealt with
correctly. Work is being undertaken around the 'fit and proper person'
assessments and procedures to ensure that assessments are undertaken
before people are employed by the NHS and before they move to other
areas within the NHS.

RW welcomed Stephen Posey (SPo), CEO of UHDBFT, to his first ICB
Board meeting. The Board now has Senior Executive representation from
the Acute sector through SPo, Community and Place through Tracy Allen
(TA) and Mental Health through Mark Powell (MP); this representation will
be important going forward in improving the patient experience and joining
up the system.

Professor Dean Howells (DH) was welcomed as the Chief Nurse. DH's
portfolio includes quality and safety, which in these turbulent times is a
massive issue. To ensure, during the disruption from industrial action, that
safe operations are maintained is one of the core objectives.

Today is Zara Jones's (ZJ) last meeting. Although sad because ZJ is
leaving, RW is happy as where she is going is great for her career. ZJ has
done an amazing job over the last few years, especially during the
transition period. ZJ is amazing in the amount of detail she can retain; she
works incredibly hard to be on top of all the knowledge. RW thanked ZJ for
everything she has done and wished her all the best for the future.

Apologies for absence were noted as above.

Item No. Item Action

ICBP/2324/ | Confirmation of quoracy

065
It was confirmed that the meeting was quorate.

ICBP/2324/ | Declarations of Interest

066
The Chair reminded Committee Members of their obligation to declare any
interests they may have on issues arising at Committee meetings which
might conflict with the business of the ICB.
Declarations made by members of the Board are listed in the ICB’s
Register of Interests and included with the meeting papers. The Register
is also available either via the ICB Board Secretary or the ICB website at
the following link: https://joinedupcarederbyshire.co.uk/derbyshire-
integrated-care-board/integrated-care-board-meetings/ No further
declarations of interest were made.

ICBP/2324/ | Minutes of the meeting held on 20'" July 2023

067

The Board APPROVED the minutes of the above meeting as a true
and accurate record of the discussions held
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ICBP/2324/
068

Action Log — July 2023
There were no outstanding items on the action log.

The Board NOTED the Action Log

ICBP/2324/
069

Chair's Report

RW presented his report, a copy of which was circulated with the meeting
papers; the report was taken as read and no questions were raised. RW
highlighted his recent visit to the Urgent Treatment Centre (UTC) at
Whitworth Hospital with some of the System Chairs. This was an excellent
visit, with brilliant staff operating a one-stop-shop for patients. The visit
demonstrated the best bits and the further potential of the service. A
discussion held around wound dressings highlighted that as we introduce
and grow facilities like the UTC's we need to agree collectively the right
procedures and places for things to be done to fully join up services and
maximise the systems potential. It provided assurance on the amount of
work being taken away from the Acute Trusts and GP surgeries. There are
5 UTCs across the system, however these have not been fully
mainstreamed into the whole system.

The Board NOTED the Chair's report

ICBP/2324/
070

Chief Executive's Report

CC presented his report, a copy of which was circulated with the meeting
papers; the report was taken as read and the following points of note were
made:

* For years now, the Derbyshire Chief Executives' meeting, which
includes Local Authorities, himself on behalf of the NHS, the fire service,
education, and police leaders, have met monthly to review
developments across the whole public sector. This forum picks up areas
of importance and common interest and the report highlighted some of
the matters being worked through. The report predominantly highlights
NHS and care services, however there is a broader conversation in
which the NHS is connected and plays a full part. Linked to this is how
it translates into Places, and the work on the ground.

» Sections 2,3 and 4 highlight areas of local and national interest.

» CC gave his own personal thanks to ZJ for all great work she has done.
The next item is the Annual Reports for the CCG and ICB; ZJ was
instrumental in driving forward the work of the CCG and its transition
into an ICB. ZJs ability to capture complexity is exemplary; CC spotted
her talent in 2018 and appointed her into an Executive role; ZJ has more
than fulfilled her talent. ZJ was wished all the best for the future. She will
be missed, and her career will continue to be watched with pride.

The Board NOTED the Chief Executive's report

ICBP/2324/
071

NHS Derby and Derbyshire Clinical Commissioning Group Annual
Report and Accounts - April to June 2022 / NHS Derby and Derbyshire
Integrated Care Board Annual Report and Accounts - July 2022 to
March 2023

CC recognised that colleagues already have access to the full Annual
Report and Accounts for 2022/23 and presentation. A summary of the
pertinent points was provided for information.
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Keith Griffiths (KG) reported that the ICB ended 2022/23 with a £14.8m
deficit, and a whole System deficit of £31.6m. It is important to recognise
that at the start of the year a £60m system deficit was expected, therefore
significant progress was made to reduce it. Two sets of accounts were
produced in 2022/23. The CCG formally closed on 30" June 2022, at which
point it reported breakeven. The National finance team wanted to see the
year in its entirety until 315t March 2023. Both sets of accounts were given
a clean bill of health by the External Auditors. KG appreciated and
acknowledged the quality of the work of the finance team in managing the
transition from CCG to ICB.

Dr Avi Bhatia (AB) stated that the CCGs went from four into one, and then
from one CCG into an ICB; this was a high degree of change which was
well managed. Putting clinicians and professionals at the heart of decision
making was done well. The support of Primary Care Networks (PCNs)
helped to put General Practice (GP) around the table in the system. Covid
was a defining area in the CCG, particularly the vaccination programme
and its aftermath. A lot of work was done on the wider determinants of
health. During this period a lot of people were working in isolation, at home
on their own. The time of the system has now come, which is appropriate.
The main thing is that nothing can be done in isolation, everything is
everybody's issue, problem, and success. AB is happy to provide support
from a clinical and professional perspective and thanked everyone
involved in the CCG during this period.

RW thanked both AB and John MacDonald (the previous ICB Chair), and
everybody who pulled the reports together. From an assurance
perspective, Sue Sunderland (SS), Chair of the Audit and Governance
Committee, echoed her appreciation of the work done to prepare these
reports within such a short time frame. Positive feedback was provided by
the Auditors on how well everything had been prepared and how well the
staff could answer questions on the content; it is a success story in how
smoothly the process went.

The Board RECEIVED the formal presentation of NHS Derby and
Derbyshire Clinical Commissioning Group Annual Report and
Accounts - April to June 2022 and the NHS Derby and Derbyshire
Integrated Care Board Annual Report and Accounts - July 2022 to
March 2023

ICBP/2324/
072

ICB Annual Assessment and Development

CC thanked colleagues behind the scenes who made this happen. As in
previous iterations of NHS architecture, self-assessment assurance
continues. A version was introduced to think about how to do this from an
individual organisational perspective, the duties of the ICB and the wider
purpose and partnership actions.

Helen Dillistone (HD) acknowledged that this is an important piece of
feedback from the Regulator. Given that the ICB is only a little over 12
months old, this report reflects the first 9 months of its existence; it provides
feedback on where further development work is required and highlights
areas of good practice. An annual rating was not provided this year; this
will follow for year 2 and beyond. This work will be built into the broader
Organisational Development Plan for the ICB, to continuously improve and
develop as an organisation, taking feedback from the Regulator, the Staff
Survey, and areas of performance to continually work on with partner
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organisations. In terms of ongoing governance, it will be taken through the
Audit and Governance Committee and fed back to the Board.

Questions / comments:

« One of the items to be looked at is how to ensure system wide
transformation schemes can be fully realised; this is important in terms
of operational and financial efficiency, but also a system wide approach
to good patient care. It was asked how this will be taken forward in the
next year (MG). HD considered this to be an important part of the letter
and overarching strategy across the system which plays into the
priorities collectively described in the Joint Forward Plan, and the pace
and scale of the delivery needed. It will feature as part of the overall
System Improvement Plan underpinning the work required to address
the operational and financial challenges.

« One of the eight specific duties is to involve patients and the public. RW
would like to have seen one of the duties to be staff involvement, which
is just as important.

. The letter was deemed to be positive and gives a strong picture of where
the ICB is within such a short time. It has to be ensured that areas of
improvement are picked up in an orderly fashion and actioned going
forward, building on the work done and taking it into the next chapter
(JED).

« This is a great summary of the considerable progress made. A real focus
is needed on how to achieve system wide transformation through the
triangulation of finance, activity, and workforce, and understand how
they will change linked to outcomes for citizens. RW's report provided
an update on the community transformation programme and the
diagnostics; this is how to go forward and build the capability to deliver
whole system transformation and understand the links between
outcomes, the operational KPIs that impact them, and the resources
used across the different system partners. An options appraisal has
been completed to take this forward; details will be brought back on how
people might feel about 'investing to save' to build capacity and
capability and pick up on the challenge in section 4 over the next few
months. RW is keen to look at the proposals in the context of the whole
system, as opposed to looking at things in isolation.

« CC considered the question about improvement to be fundamental. This
is a highly complex system. It was asked how this Board, the ICP and
H&WBs assure themselves that they are making improvements. A
significant piece of work on ensuring that the various committees,
looking at different aspects, come together to present a whole picture to
the Board and take a collective view of improvement will commence at
the 19" October system-wide event. Improvement at a system level is a
key function of the ICB's role; this is different to the CCG's statutory role.
The ICB is not fully active in all spaces yet, it is still developing; Dr Chris
Weiner (CW) has a building role, thinking through the theme of
improvement and how to do it. Linked to the national impact work across
the NHS, this theme will be brought back to the Board in due course.
RW added that thinking in outcomes prevents thinking becoming siloed.

« DO highlighted the work on reducing health inequalities and the
importance of using local data and allowing Place to flourish.

The Board NOTED the contents of this report

ICBP/2324/
073

Corporate Risk Register — August 2023

Helen Dillistone (HD) presented the Risk Register as at 31t August 2023,
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which provides assurance to the Board on the operational risks faced by

the organisation. The report highlights changes to the 6 very high risks and

provides details of the actions implemented to mitigate them. The Chairs

of the ICB's Corporate Committees are familiar with the risks assigned to

them; it is an important feature of the Committees to report up to the Board

accordingly. The risks relate to operational, financial and performance
challenges across the system.

A new risk has been identified relating to contracts, and providers not being
able to fulfil some of their contractual obligations and duties, partially those
driven by additional costs. This risk was raised by the Audit and
Governance Committee and taken to the Finance and Estates Committee
where it was recommended that a new risk be added to the Risk Register
with a risk score of 12. The report demonstrates risk movement during
August; no changes have been made to risk scores. Further scrutiny will
be given to each risk during the autumn months to implement mitigations
and controls that will actively manage the risks.

Questions / comments

* Risk 21 — KG and JED were actioned to clarify the wording. It was
agreed that the wording of this risk would be amended to make it
stronger: 'There is a risk that contractors may not be able to fulfil their
obligations in the current financial climate. The ICB may have to find
alternative providers in some cases at short notice which may have a
significant financial impact'. (JED)

* Risk 6 — It is important that the first bullet point is clarified to demonstrate
the level of the risk. It reads that there was a £12.9m deficit against a
£12.6m planned when it is a £25.5m deficit against £12.6m planned
(SS).

* Risk 9 — It may be helpful to refer to the impact of strikes on the waiting
list, as this is a factor not planned for beforehand. Relating to the targets,
both Trusts have confirmed that processes will be in place for the
standards by the end of Quarter 4, however the target was to achieve
the KPIs by the end of Quarter 4, which is not the same as delivering
them; clarification was requested on the where Trusts are on the delivery
of this (SS).

* Risk 9 — Consideration of the risk that delays are having an adverse
effect on system workload and sustainability was suggested. For
example, the increase in General Practice workload as patients are
seeking places to go with their issues whilst waiting. Community service
colleagues report the delays are not only risking harm but generating
churn and non-value-added demand from all parts of the system at the
same time. This is a significant risk from a different aspect (TA).

+ CC noted that it is not easy to create a succinct Risk Register when
things are multi-faceted and complicated. It is harder to do, but important
to try to delineate and separate out the impacts of industrial action from
the general position of operational challenges. On that basis, a separate
piece of work will be commenced, linking with other ICBs, on the impacts
of the industrial action. CW will help with this, and the findings brought
to Board on the different impacts, from those that are directly operational
in the immediacy to those that are longer term. It is an important point
around the issue of knock implications of waiting times on other areas.
This is an area of work that needs to be better understood, often we
focus on the waiting list itself, whilst the Risk Register looks at the
broader impacts.
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HD noted the comments and will request the amendments to be made prior
to presentation at the next Board.

The Board RECEIVED and NOTED:

* The Risk Register Report

+ Appendix 1, as a reflection of the risks facing the organisation as
at 31t August 2023

* Appendix 2, which summarises the movement of all risks in
August 2023

HD

ICBP/2324/
074

ICB Corporate Committees' Terms of Reference (ToR)

HD advised that updates have been made to the ICB's Corporate
Committees' ToR in line with best practice to review them on an annual
basis. This links to the audit programme; a piece of work was
commissioned in the ICB's first year of existence on the effectiveness of
its seven Corporate Committees; part of this was to ensure that there are
up to date ToR which accurately reflect the work of the Board and confirm
that appropriate delegations are in place.

The ToR reflect the system wide membership of the Committees in terms
of membership, quoracy and recognise the Non-Executive Director
involvement from partner trusts.

The Board APPROVED the updates to the ICB's Corporate
Committees' Terms of References

ICBP/2324/
075

Integrated Assurance and Performance Report

RW recognised the ongoing work to improve this report and congratulated
the team on the information included which will help to provide confidence
to tackle the pertinent issues.

CC stated that this is a developing piece of work, for which feedback is
continuously welcome. The importance of Lead Executive and Lead Non-
Executive input into all areas was highlighted in terms of overall assurance
going forward. Bringing together quality, performance, activity, finance,
and workforce, with increasing clarity in each domain, demonstrating the
position in its totality to the Board, is the intent.

Quality — Professor Dean Howells (DH) outlined the key messages from a
quality perspective, as described in the meeting papers. The following
areas were highlighted:

* DH is looking forward to the next month and having an opportunity to
go through the CQRG work and system quality element, focusing on
the Healthcare Acquired Infection structures. Thanks to provider
colleagues for their refreshed focus in this area, and the support from
NHSE. For assurance, the safety structures will be brought through with
a refreshed targeted approach around c.difficile infections, which is one
of the key pressure areas being experienced in the system.

« The maternity structures will be moving into DH's portfolio shortly. The
Saving Babies Care Bundle, version 3, commenced this week at
UHDBFT, for which DH thanked colleagues. With agreement from
NHSE, the follow up Ockenden assessment will be completed in
January 2024; this will provide opportunity to undertake more of the
strategic work on maternity over next 2 months.
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« DH is impressed with how well positioned Derby and Derbyshire NHS
is on the broader safety improvement work nationally around Patient
Safety Incident Response Framework (PSIRF). The theme is around
the early warning signs work; via the quality structures there is a great
opportunity to finesse how, as a Board, the sub committees receive
indications to provide support at an early point and lock in the learning.
« There is great partnership working in place focused on 'right care, right
person' and DH will be meeting with DHCFT to ascertain how he can
further support this agenda personally.
« DO added that all issues have been very well presented.
« RW considered that there are some big challenges to be addressed,
with maternity being very much in the spotlight nationally; the ICB has
been working with the Ockenden report for some time now.

Performance — Zara Jones (ZJ) outlined the key messages from a
performance perspective, as described in the meeting papers. The
following key messages were highlighted:

« Primary Care — From a General Practice (GP) access perspective, the
data compares well to that planned, however the fragility in GP
continues, with issues around sustainability across some practices and
Primary Care Networks (PCNs). Work is being done by the PC Team
to stabilise the position where possible and ensure access where it
needs to be.

+ Dental — The activity planned year to date is significantly behind what
has been delivered. Although there is a time lag in relation to this data,
it is known that there are significant pressures around dental access.
Work continues, now the ICB is responsible for dental commissioning,
to look like areas with access issues and what could be done to improve
performance.

* Mental Health and Learning Disabilities — Progress has been made in
several key areas, although there are still some challenges. Good
partnership working has been undertaken for learning disabilities and
autism and supporting patients in the inpatient setting. The
Transforming Care Programme continues at pace to understand what
different partners and organisations need to do to help improve the
position this year. Although it has been a challenging summer, this has
helped to provide more confidence around delivery which will hopefully
yield good outcomes over the year ahead.

* Urgent and Emergency Care — A&E performance looks encouraging
against the set plan. Going into winter, it is important to continue at
pace and build headroom to ensure access is as good as it can be
during this more pressured operational period.

* Ambulance — There is a challenging hill to climb in relation to the
Category 2, 30-minute mean target, which is currently behind plan. As
the year started with pressures, the target is already behind by a few
minutes at a regional level. From a Derbyshire perspective, there is
some catching up to do. Areas are being looked at to improve response
times, including workforce and recruitment, and other key initiatives that
EMAS are taking to improve the position. This is an example of where
system working is required to improve and maintain the position.

* Planned care — There continues to be patients waiting over 78 weeks.
There are actions in train to reduce these numbers, however this has
not progressed as quickly as anticipated, and has been affected by the
industrial action. The reductions are predicated on mutual aid and
available capacity from other providers.

» Cancer — Although cancer has been in a pressured position for a while
now, improvements were seen in recent months. Unfortunately, the
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numbers have increased over the last few weeks; a partnership
approach is being taken to work together and improve the position. RW
added that industrial action is a big factor in this.

Workforce — Linda Garnett (LG) outlined the key messages from a
workforce perspective, as described in the meeting papers. The following
key messages were highlighted:

The position against the Workforce Plan, as submitted to NHSE, was
provided as at month 4. The data demonstrates that the system is
below plan overall in terms of numbers but over plan in terms of finance.
The UHDBFT data is currently being amended; it is expected that this
will be reconciled by next month to give a more accurate picture. There
has been an improvement in recruitment to substantive roles, which
means less reliance on temporary staff; this is important from a quality
perspective as it results in a consistency of team working.

Information was presented on the Primary Care (PC) workforce; this
data is provided from a difference source — the Digital PC System —and
is only available quarterly. The data demonstrated that PC is 210 below
plan against the intended position, which is concerning, and is
responsible for putting pressure on existing GP staff.

Work is being undertaken to bring together the actual position, as
opposed to what was indicated in the Plan. There are separate returns
for finance and workforce which report things differently and work on
different timescales. Closer working is being undertaken to provide a
more accurate picture of what is happening; LW is grateful to
colleagues helping with this. There is a need to work collaboratively to
understand how it is impacting on activity and quality.

RW added that the P&CC will need to look at the granularity of these
numbers, to ascertain where the staff are and where skills are missing
to help better understand the impacts. The triangulation of activity,
workforce and finance is critical.

Finance — Keith Griffiths (KG) outlined the key messages from a finance
perspective, as described in the meeting papers. The following key
messages were highlighted:

* Quality, activity, and workforce translate into a financial impact; it is

important that the report is provided in this order to demonstrate the
impact on finances from the challenges highlighted.

The year commenced with an efficiency requirement of £136m to
deliver a breakeven plan. It was recognised that the transformation will
take a while to mobilise. The plan was produced knowing that there
would be an overspend in the first half of the year, with improvements
demonstrated in the latter half, to deliver the net breakeven position by
the end of March 2024. The plan was to be overspent at the end of July
by £13m, however in reality there is an overspend of £25m due to an
additional £12-13m pressure emerging in the first four months of the
year. This pressure is driven by the cost of industrial action, inflation,
changes in funding policy by the Centre in supporting revenue costs for
capital and digital, and issues in the Derbyshire system around the legal
requirements to give staff a pay award, all of which have not been
funded.

At the end of July, the actual figures are consistent with plan, however,
they are being driven away from plan due to things out of our control.
There is a need to continue the great work being done to have a robust
view of how to manage winter, and its operational impact, particularly
on workforce and how that translates into finances.
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* The Treasury are putting £200m into the NHS in recognition of the extra
costs incurred for industrial action; at this stage it is not known how
much extra resource will emerge. Although breakeven is still predicted
there are risks around delivering this. The ICB must deliver what it
committed to in the plan, demonstrating efficiency savings of £106m.

* There is a direct impact of the industrial action on clinical and
managerial leadership to deliver safe services, maintain and improve
performance and create headroom to undertake transformation to
deliver cash savings. A lot of planning goes into the preparation for
industrial action, and the recovery from it, from which there are
significant financial implications.

* The issue is also triangulating into PC. Inflation of more than 10% is
being experienced on pharmaceuticals. The longer patients are waiting
for procedures, the more they are dependent upon prescribing and
medicinal treatment, which is driving up volume and cost pressures.
GPs are putting on extra clinics and subsequently prescribing more to
help keep people as well as they can be under the circumstances.

* There is a potential risk of a further £13m overspend to meet the
unfunded costs of the pay award. Intense conversations are being held
with national colleagues to secure another £13m into the Derbyshire
system to honour the contractual arrangements in place for the Agenda
For Change staff not employed by an NHS body. RW considered that
Derbyshire is right to fight for this funding.

+ Derbyshire, considering that it spends £3.3bn in public money, is one
of the biggest systems in the midlands area. The financial position at
the end of month 4, being £12-13m away from plan, means it is the best
performing system in the midlands.

Questions / comments

» Thanks were given to LG and her colleagues for the huge amount of
work put into the workforce actuals and reconciling the data; it is still a
work in progress in terms of understanding why the finances are over
plan and the staff numbers are under plan. A point was strongly made
at the P&CC that the more whole-time permanent roles there are, the
better it is in terms of activity, finance, and quality, thus avoiding the
pitfall that, if the numbers are low it will help to close the financial gap;
the implications of doing this, in terms of patients and the following
year's finances, will be considerable (MG).

* Assurance was provided that a deep dive will be held by the Finance
and Estates Committee shortly, picking up on the work around the
workforce agenda and its financial implications (JED).

* There is lots of information available on what we do and what the
challenges are regarding waiting times and patients in hospital that do
not need to be there; it is not however known what the impact and
consequences are on patients and their wellbeing. The work being
undertaken on the workforce and vacancy rate was acknowledged; it
was enquired what the plans are to manage vacancies and improve
workforce numbers (DO). LG responded that it is right to focus on
improving the ability to recruit substantively to enhance the pipeline.
The key priorities that People Services are working on are improving
workforce supply and managing pay costs to plan. Retention is an
important point; there is a focus on retaining the staff already employed
as the more this is done, the better the quality; this will avoid spending
time and effort on recruitment and temporary staffing. Going forward
LG will highlight further what is being done in this area. The wellbeing
offer is being focused on to help staff do a good job with the right tools
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and making a difference to patients. RW requested a discussion as to
when and how this is brought back to a future Board.

* Relating to the risk of providers running out of cash, it was enquired
what scenarios could follow on from this for delivery of care? (DO). KG
responded that, until the end of last week, the ICB was still chasing
£11m which was due to it in April/May; however, this has now been
received. There is cash in some organisations and very little in others;
collaborative working is taking place across all system providers to
manage short term cash flow issues. The £200m additional national
funding needs to translate into physical payments to provide respite to
the system; however, the timing of this cannot be guaranteed. It is
hoped that more money will flow in a timely fashion with
acknowledgement of the cost of industrial action and inflation. It is
critical to ensure organisations can pay their staff and suppliers; the last
resort is to apply for an interest-bearing loan from the Treasury, for
which the ICB will have to demonstrate its ability to repay. The System
is trying to avoid this as it will add to its financial pressures. It is hoped
that the expected cash will fulfil the capital investment obligations
contractually committed to. £2.2bn was received into the Derbyshire
system based on its population however it spends £3.2bn, as UHDBFT
provides services for Staffordshire residents; it must be ensured that
Staffordshire ICB receives funding based on its population, some of
which will support the pressures which UHDBFT incur. It is a material
boundary issue that will have implications on income flows this year
and baselines for future years. RW requested further discussions
around this.

* KG is working hard to understand the difference between spend and
allocation; without it distracting from the important work of financial
recovery and management, CC enquired whether the Board would find
it useful, through the Finance and Estates Committee, to receive a
sense of what this is about and broaden ownership of the question and
hypothesis. RW agreed that it would be useful in the context of moving
to a position of knowing where the £3.2bn is spent and whether it is
spent to its best affect. JED added that the difference between spend
and allocation was discussed by the Finance and Estates Committee,
however she is happy to pick this up and report back to the Board.

The Board NOTED the Month 4 Operational Plan performance update
against the planned commitments and targets

LG

KG

JED

ICBP/2324/
076

Verdict in the trial of Lucy Letby

Dr Chris Weiner (CW) highlighted the importance of recognising the
outcome of the Letby trial and the extent of the appalling crimes it has
exposed within the NHS. It has sent shock waves through the country, the
wider community, the NHS, and its staff, who never expect to work
alongside people who might be capable of such crimes. Our thoughts are
with the families affected by this, who will live with the impact of these
crimes for the rest of their lives. The challenge is to prevent such crimes
occurring in the NHS again. There will be an enquiry which will both confirm
and challenge assumptions. Over the coming months/years, there will be
a clarity of focus on the governance of quality, safety, and culture. It will be
considered how leadership and management structures should be
governed, potentially leading to a management body. Actions have been
clearly identified around Freedom to Speak Up, whistleblowing, and
ensuring that fit and proper people are in positions of responsibility. MG
has been requested to provide Non-Executive oversight of this work. It is
important to recognise that since these crimes occurred, there have been
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changes in the NHS. Freedom to Speak Up has been strengthened over
the past few years. New roles have been introduced in the NHS, including
a Medical Examiner's role, which specifically challenges people's views.

The Board:

« NOTED the NHSE letter dated 18" August 2023 and DISCUSSED
the implications for the ICB and Joined Up Care Derbyshire

* DISCUSSED the requirement for proper implementation and
oversight of the national Freedom to Speak Up policy

* The People and Culture Committee were requested to review the
Freedom to Speak Up arrangements holistically across the
system and present them to the November Board

ICBP/2324/
077

Finance and Estates Committee Assurance Report — July / August
2023

Jill Dentith (JED) presented this report which was taken as read; no
questions were raised. JED highlighted that this is the first time this report
has been presented in the public domain; it will help provide ongoing
transparency on the financial position.

To provide assurance around the estates position, and recent issues on
RAAC, a report will be presented to the next Committee when a full survey
has been completed of the properties within the portfolio and PC premises.

There are concerns around the delivery of the efficiency target at this point
in the financial year and the significant work still required.

The good place that Derbyshire finds itself in the region was acknowledged
however it is not sitting on its laurels; further action is required to ensure
delivery of a financially balanced position at the end of the year.

The Board RECEIVED and NOTED the report for assurance purposes

ICBP/2324/
078

People and Culture Committee Assurance Report — September 2023

Margaret Gildea (MG) presented this report which was taken as read; no
questions were raised. MG added that a year in, time has been spent
thinking about how to absorb the findings of 360 Assurance. A
development session is planned to clarify the P&CC's role verses that of
other parts of the system help to prevent duplication.

The Board RECEIVED and NOTED the report for assurance purposes

ICBP/2324/
079

Audit and Governance Assurance Report — May / June 2023

Sue Sunderland (SS) presented this report which was taken as read; no
questions were raised. SS added that in previous reports, issues had been
flagged around a particular contract; these issues have now been resolved
and the contract has been retrospectively agreed. Lessons learnt were
highlighted to improve future oversight and management of procurement.

The Board RECEIVED and NOTED the report for assurance purposes
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ICBP/2324/
080

Derbyshire Public Partnership Assurance Report — August 2023
The report was taken as read and no questions were raised.

The Board RECEIVED and NOTED the report for assurance purposes

ICBP/2324/
081

Quality and Performance Committee Assurance Report — July /
August 2023

Dr Deji Okubadejo (DO) presented this report which was taken as read; no
questions were raised. DO highlighted the good report received from the
CQC on maternity services at CRHFT; the report from UHDBFT is awaited.
There is further work to do; the Committee will receive a further deep dive
in November. The increasing fragility of PC was recognised. It was realised
that there was no PC representation on the Committee; this has now been
rectified.

The Board RECEIVED and NOTED the report for assurance purposes

ICBP/2324/
082

Population Health and Strategic Commissioning Committee
Assurance Report — September 2023

This report which was taken as read; no questions were raised.

The Board RECEIVED and NOTED the report for assurance purposes

ICBP/2324/
083

National Patient Safety Strategy — Derbyshire Position Statement —
September 2023

Professor Dean Howells (DH) advised that an excellent governance and
assurance session was held with NHSE on 6" September, where a
comprehensive position statement was provided on preparations for the
Patient Safety Incident Response Framework (PSIRF) of the Derby and
Derbyshire System. Provider colleagues are currently completing their
PSIRF training. Broader assurance will be presented to the Board in due
course on the quality structures for the go-live of the whole system.

There is relief that the national focus on safety and quality has moved into
strategic insight involvement and, more importantly, sustained
improvement.

The Board NOTED the content of the report for assurance purposes

ICBP/2324/
084

2022/23 Quality Account ICB Statements

Professor Dean Howells (DH) confirmed that it is an ICB's statutory duty
to sign off the Quality Accounts; this process has now been completed.
Huge thanks were conveyed to providers for their work on this. There is a
need to anticipate change nationally on the focus of Quality Accounts from
next year. There is a real opportunity to scale up the good practice that
filters through Quality Accounts at a Place level to improve the quality
metrics across the whole system. It has been a challenging year therefore
to see the accounts published with such development has been a great
achievement for all providers.

The Board NOTED the 2022/23 Quality Account ICB Statements
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ICBP/2324/

Ratified minutes of the Derby and Derbyshire Health and Wellbeing

085 Boards
» Derby City Health & Wellbeing Board — 16.3.2023 / 27.7.23
» Derbyshire County Health & Wellbeing Board — 13.7.2023
The Board RECEIVED and NOTED the above minutes for information
ICBP/2324/ | Ratified Minutes of ICB Corporate Committees
086
* Audit & Governance Committee — 8.6.2023
* People & Culture Committee — 7.6.2023
* Public Partnership Committee — 27.6.2023
* Quality & Performance Committee — 29.6.2023 / 27.7.2023
The Board RECEIVED and NOTED the above minutes for information
ICBP/2324/ | Forward Planner
087
The Board NOTED the forward planner for information
ICBP/2324/ | Did the items on the agenda address the risks in a way that we feel will
088.1 mitigate them over the short and medium term. If not, do we want to
consider a deep dive on any items in a future agenda. Yes. An addition to
an existing risk on the unfunded pay award will be made for the next
iteration of the Risk Report.
ICBP/2324/ | Did any of the discussions prompt us to want to change any of the risk
088.2 ratings up or down? No
ICBP/2324/ | Any Other Business
089
Mark Powell (MP) suggested that it would be helpful to undertake a review
on the level of duplication of agenda items to ascertain which ones are
being taken to Provider Boards and the ICB Board, in order to prevent
unnecessary duplication. The Chair indicated that this had been started
but wanted to wait until after the development meeting on 19" October to
be assessed against our future vision.
ICBP/2324/ | Questions received from members of the public
090
No questions were received from members of the public.
Date and Time of Next Meetings
Date: Thursday, 16" November 2023
Time: 9am to 10.45am
Venue: via MS Teams

25 Page 14 of 14

ICB Board Meeting in Public — 21.9.2023



ICB BOARD MEETING IN PUBLIC

ACTION LOG - SEPTEMBER 2023

NHS

Derby and Derbyshire

Integrated Care Board

Item No. Item Title Action Required Action Implemented Due Date
ICBP/2324/050 | NHS Long Term Linda Garnett | It was agreed that the Plan Agenda item January
20.7.2023 Workforce Plan would return to a future Board 2024
for further discussion.
ICBP/2324/051 | Integrated Assurance | Richard Support was sought for the Ongoing
20.7.2023 and Performance Wright Board to have a conversation
Report on how to get this report right,
to ensure it has oversight of
the important matters and
understands the position
against plan. The sub-
committees need to be used to
their full effect to gain
assurance, whilst ensuring that
governance processes are
adhered to.
ICBP/2324/073 | Corporate Risk Helen HD noted the comments and Risk Register amended Item
21.9.2023 Register — August Dillistone will request the amendments accordingly complete
2023 to be made prior to
presentation at the next Board.
ICBP/2324/075 | Integrated Assurance | Linda Garnett | It was enquired what the plans | There is a continued focus Item
21.9.2023 and Performance are to manage vacancies and | across all providers on complete
Report improve workforce numbers. recruiting to substantive
positions and proactively
replacing temporary and
agency staff with substantive
appointments wherever
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possible, and work is about to
commence on getting
underneath non-contractual
pay costs to understand the
overspend on the pay bill.

A deep dive was held at the
FEC meeting in September
and feedback will be provided
to the Board as part of the
Assurance Report.

ICBP/2324/075
21.9.2023

Integrated Assurance
and Performance
Report

Keith Griffiths

UHDBFT provides services for
Staffordshire residents; it must
be ensured that Staffordshire
ICB receives funding based on
its population, some of which
will support the pressures
UHDBFT incur. It is a material
boundary issue that will have
implications on income flows
this year, and baselines for
future years.

RW requested further
discussions around this.

November
2023

ICBP/2324/075
21.9.2023

Integrated Assurance
and Performance
Report

Jill Dentith

The difference between spend
and allocation has been
discussed by the Finance and
Estates Committee (FEC).

A deep dive was held at the
FEC meeting in September
and feedback will be provided
to the Board as part of the
Assurance Report.

Item
complete
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Item: 096

Report Title Chair's Report — October 2023
Author Sean Thornton, Deputy Director Communications and Engagement
Sponsor . .
(Executive Director) Helen Dillistone, Chief of Staff
Presenter Richard Wright, ICB Chair
Paper purpose Decision O | Discussion | O | Assurance | O | Information
Appendices None
Assurance Report .
Signed off by Chair | ot Applicable
Which committee
has the subject .
matter been Not Applicable
through?

Recommendations
The ICB Board is recommended to NOTE the ICB Chair's Report.

Purpose

The report provides an update on key messages and developments relating to work across the
ICB and ICS.

Report Summary

System Now and Future

The NHS family is in a period where we are balancing focus on the immediate challenges of today
while setting out the longer-term solutions to deliver our vision. We continue to tackle a range of
issues which are creating delays and access issues for our patients, and seeing patients waiting
longer for care and treatment than we would wish. We are putting significant thought and effort
into managing this position, but we need to ensure that we are taking steps to break that cycle and
ensure we are not in this position in five years' time. This Board, and the Boards of our NHS
partners, will continue to focus on current performance and provide our updates and assurances
on progress to regulators, but we also need to provide focus on the delivery of the future vision.

We identified five guiding policies within our Derby and Derbyshire NHS 5-Year Plan back in June,
and colleagues from across the NHS family, along with key delivery partners from local councils
and the Voluntary, Community and Social Enterprise, met in October to assess our progress and
to determine what our actions need to look like for 2024/25 to ensure we remain on track to achieve
our ambition. This remains that we will be one united NHS partnership, collaborating with a clear
shared purpose to deliver an exceptional patient experience within sustainable healthcare
services. In five years, we will be able to offer our population easy access to expert care, address
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regional health inequalities, and routinely seize opportunities, in every care interaction, to
proactively support broader patient well-being.

The thrust of the October session was to confirm our shared agreement of the vision, to seek to
identify any concerns or objections with the guiding policies, and to seek to convert strategic vision
into deliverable and measurable actions. Critical success factors emerged that included being able
to demonstrate that patient and user experience has consistently improved, where we are
focussed on the opportunities available to us when spending our £3bn budget, reaching a position
where we have shared clarity on primary, secondary and tertiary prevention, shifting investment
to reduce the major risk factors for the 20% of people most in need, and where NHS staff feedback
that it is easy to work and innovate in the NHS and easy to integrate with other services providers.

At the end of the session, we stated that our three wider and immediate objectives were that:

1. In the spirit of co creation we did not want anybody across the system to be surprised about
what was included and what was not included in the 24/25 plan.

2. That we had the opportunity to think through the consequences of what was included and
what was not included in the 24/25 plan.

3.  Butthat we could rationalise all of these against a five-year vision of where we wanted to be
and how the public/patients would benefit with a better experience and service.

A further workshop is being planned for 14" December to continue these important conversations.

Reducing health inequalities

ICB Board members are undertaking a development programme to broaden and deepen our
understanding and approach to inclusion and equality of access to health and healthcare. Multiple
national reviews highlight that there remain unacceptable health inequalities within our health
system, including in Derby and Derbyshire. These are related to people's personal, protected
characteristics and linked to issues such as where they live, their income and other wider
determinants of health. Achieving equality of outcomes remains a priority of our Integrated Care
System; the establishment of our Prevention and Health Inequalities Board at the last Integrated
Care Partnership meeting is further evidence of how seriously we are taking this agenda. The ICB
Board will continue to seek improvements.

Of recent note, the Mental Health, Learning Disability and Autism Delivery Board has overseen
collective work to understand service access and gain insight into the service experiences of black
and deaf communities. Data and caseload analysis has confirmed that people from our Black
communities continue to be over-represented in community mental health caseloads, more likely
to be in receipt of inpatient mental healthcare and are also more likely to be detained under the
Mental Health Act than people from other ethnic groups. However further work needs to be done
to understand in better detail the service experience of people within the Black community.

There has been less data available to analyse the representation of people from the Deaf
community across mental health services and a shared priority going forwards is to increase
availability of data to better explore and understand issues relating to access and the experience
of Deaf people using local mental health services. However, good engagement has taken place
with Deaf community groups to provide insight into the experience of mental health services, which
has highlighted issues regarding ease of access to interpretation services, choice, flexibility and
achieving a greater awareness of the needs of Deaf people when accessing mental health
services.

Members of the Delivery Board supported a number of recommendations, including:

° Improving the recording of protected characteristics of people accessing services
° Increasing reliable access to interpretation services for Deaf people
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Increasing the diversity of the system’s collective workforce

° Greater involvement of the Deaf community in the design, delivery and procurement of
services

° Developing relationships and trust with members of our Black communities, through
meaningful engagement.

These recommendations will be implemented across all the organisations that form the Mental
Health, Learning Disabilities and Autism Delivery Board, with further updates being shared through
this bulletin as the Delivery Board maintains oversight of collective progress.

East Midlands Combined County Authority

The proposed East Midlands Combined County Authority (EMCCA) has moved one step closer to
reality after key legislation was approved in Westminster. The Levelling Up and Regeneration Bill
has been granted Royal Assent after completing its passage through Parliament, paving the way
for the creation of the EMCCA and the region’s very-first Mayoral elections next May.

The four councils will now decide on whether to move forward with devolution plans, with decisions
expected before the end of the year. The East Midlands devolution deal, agreed with Government
ministers last summer, would see Derbyshire Nottinghamshire, Derby and Nottingham benefit from
£1.14 billion of funding to invest in local projects related to transport, education and skills, housing,
the environment and economic development. The ICB proposed that the NHS should be a party
to those discussions during the consultation process earlier in 2023.

The King's Speech

This year's King’'s Speech, delivered on 7 November, focused on growing the economy,
strengthening society and crime reduction. Health-specific announcements included tackling
smoking by raising the age of sale for tobacco products and implementing the NHS Long Term
Workforce Plan. The promise to raise the age of sale for tobacco products, effectively eliminating
smoking for the next generation, aligns with our Stay Well focus on smoking. An accelerator
programme, looking to develop twelve weeks of intensive activity to boost our focus on help people
to stop smoking, is being developed in full partnership with our local authority smoking cessation
service providers, NHS Trusts and enabler functions,

Provider Selection Regime & Procurement Act

NHS England has written to ICB and trust leaders to advise that the Department of Health and
Social Care has introduced the Provider Selection Regime (PSR) to Parliament, and, subject to
parliamentary process, the regime will come into force on 1 January 2024. It has also published
draft statutory guidance to support the implementation of the regulations.

The PSR will cover all commissioning of health services by NHS England, ICBs, NHS
trusts/foundation trusts as well as local authorities (including children health visits, sexual &
reproductive services and substance misuse services). Meanwhile, the Procurement Bill, which
will set new rules for all procurement outside of the scope of the PSR (for instance including NHS
procurement of digital tools and social care services), received Royal Assent, becoming the
Procurement Act 2023. The Cabinet Office will be developing guidance and regulations to put the
Act into effect.

Terms of Lucy Letby Inquiry

Secretary of Health and Social Care Steve Barclay has published the terms of reference for the
inquiry following murders and attempted murders committed by former neonatal nurse Lucy Letby.
The inquiry will look at the experiences of families of all the babies named in the indictment; the
conduct of staff at the Countess of Chester Hospital, part of the Countess of Chester Hospital NHS
Foundation Trust; the effectiveness of NHS management and governance structures; and NHS
culture.
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The inquiry has powers to compel witnesses to produce evidence and is chaired by Lady Justice
Thirlwall, one of the country’s most senior and experienced judges. The inquiry will not review the
jury’s verdicts and will make no findings regarding liability in civil proceedings, and a final report
will be provided at a time to be confirmed, which will be received by the NHS Derby and Derbyshire

Board.

Identification of Key Risks

The increasing need for healthcare intervention is not met
in most appropriate and timely way, and inadequate Short term operational needs hinder the pace
SR1 | capacity impacts the ability of the NHS in Derby and [] | SR2 | and scale required to improve health outcomes [l
Derbyshire and upper tier Councils to deliver consistently and life expectancy.
safe services with appropriate levels of care.
The NHS in Derbyshire is unable to reduce
The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care ] SR4 ICB to move into a sustainable financial position | []
and outcomes. and achieve best value from the £3.1bn
available funding.
The system is not able to recr_uit a_nd r.etain suffici(_ant The system does not create and enable One
SR5 workforce to meet the strategic objectives and deliver the (]| SRé6 Workforce to facilitate integrated care. ]
operational plans.
Decisions and actions taken by individual organisations The SySte”.‘ do_es n_ot. .
SR7 are not aligned with the strategic aims of the system, SR8 @) es}atpllsh lntelhgen::te ?fndt_ana(;ytl(_:ql O
impacting on the scale of transformation and change rsnoauki:'?gs 0 support efiective decision
required. (b) deliver digital transformation.
The gap in health and care widens due to a range of There is a risk that the system does not identify,
SR9 factors (recognising that not all factors may be within the ] | SR10 prioritise and adequately resource digital O
direct control of the system) which limits the ability of the transformation in order to improve outcomes
system to reduce health inequalities and improve outcome. and enhance efficiency.

No further risks identified.

Financial impact on the ICB or wider Integrated Care System

Yes [J |

No[]

N/AX

Details/Findings
Not applicable.

a finance team member?
Not applicable.

Has this been signed off by

Have any conflicts of interest been identified throughout the decision making process?

Not applicable to this report.

Project Dependencies

Completion of Impact Assessments

) Details/Findings
Data Protection Yes [0 | NoO | NJAX
Impact Assessment

] Details/Findings
Quality Impact Yes O | Nod | N/AK
Assessment

) Details/Findings

Equality Impact Yes O | NoO | N/AK
Assessment

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?
Include risk rating and summary of findings below, if applicable

Yes [

NolJ N/AKX

Risk Rating:

Summary:

Has there been involvemen
Include summary

of findin

t of Patients, Public and other key stakeholders?
s below, if applicable

Yes [

No[l N/AX | Summary:
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Implementation of the Equality Delivery System is a mandated requirement for the ICB,
please indicate which of the following goals this report supports:

Improved patient access and
Better health outcomes experience U
A representative and supported O | Inclusive leadershi
workforce P

Are there any equality and diversity implications or risks that would affect the ICB's
obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

Not applicable to this report

When developing this project, has consideration been given to the Derbyshire ICS
Greener Plan targets?

Carbon reduction ‘ O ‘ Air Pollution | O | Waste O

Not applicable to this report.
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Presenter Dr Chris Clayton, Chief Executive Officer
Paper purpose Decision O | Discussion | O | Assurance | O | Information
Appendices None
Assurance Report .
Signed off by Chair | ot Applicable
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has the subject .
matter been Not Applicable
through?

Recommendations
The ICB Board are recommended to NOTE the ICB Chief Executive Officer's Report.

Purpose

The report provides an update on key messages and developments relating to work across the
ICB and ICS.

Report Summary

The ICB will commence a formal consultation with staff regarding our organisational structures,
starting on Friday 17" November until 7" January 2024. This consultation follows receipt of a letter
from NHS England in March 2023 which set out a requirement for all ICBs to reduce running costs
by a total of 30% by the end of the financial year 2025/26, with at least 20% of this saving by the
end of the financial year 2024/25, and a further 10% in 2025/26.

| wanted to ensure that we took a considered approach and | have been working with senior
colleagues to maximise savings from our non-pay budget and also to ensure that we have an
organisation structure that is fit for purpose. The creation of the new staffing structure across the
ICB will affect all staff and it is possible that some current roles may become redundant; we will
support any affected staff. The process has meant an inevitable period of uncertainty for ICB
colleagues, but everyone has continued to be committed to working on a range of important
matters across our system, and this is to their great credit during this period of change.

November has seen a period of sustained service pressure for our system, largely driven through
a reduction in patient flow through our services. We are not yet managing what we would describe
as winter pressure, given that there is limited indication of viral iliness in the community, although
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there has been a rise in patients with respiratory illness and an increase In patients requiring
hospital care due to the acuity of their condition. The weather has not been traditional for
November, so it is likely that increases associated with winter are yet to come, and we will need
to continue to prepare for that through the delivery of our winter plan.

The weather has created other challenges for NHS services in recent weeks. Storm Babet had a
significant impact on all citizens and staff, with extensive flooding occurring in Derby, Chesterfield
and many other parts of Derbyshire. Alongside the NHS role in our collective partnership response
with the Derbyshire Resilience Forum, the flooding resulted in challenges for staff getting to work
and delivering services which rely on the road networks. As is so often the case, NHS staff went
above and beyond the call of duty in finding ways to navigate the challenge, and to continue to
provide care and support for people who are already vulnerable in our communities. | am very
grateful to them and thank everyone who was involved in the immediate response and the ongoing
recovery.

ICBs are designated as a Category 1 responder under the Civil Contingencies Act, and we have
undertaken significant policy and training work to reflect this change in status since July 2022. The
NHS always plays its part in responses to emergencies, but ICBs now have a coordinating role
across the NHS family, and this has without doubt been significantly tested during 2023, with not
only the recent storms, but also with periods of industrial action, heatwaves and other incidents.
We also took part in a significant emergency planning exercise in October that created a terrorist
scenario, and it was important and interesting to further understand our role in managing a major
incident. All these events bring their own challenges, and we are constantly learning and seeking
improvements. We do not take for granted the collaboration that occurs across our NHS, and
reflect that emergency planning demonstrates another facet of our work where partners come
together effectively to plan and deliver the right outcomes for local citizens.

Finally, | wish to emphasise the success encountered by many of our NHS Teams in local and
national awards during the autumn. Links to more information about some of the awards are
included below, but the breadth of work being recognised across medicines management, our
staff wellbeing programme and for the recognition of Derbyshire Healthcare's support for the
armed services community is phenomenal, and | want to congratulate everyone involved in all of
these award-winning schemes and others on behalf of the Board.

Dr Chris Clayton
Chief Executive Officer

Chief Executive Officer calendar — examples from the regular meetings programme

Meeting and purpose Attended by Frequency
JUCD ICB Board meetings ICB Monthly
JUCD ICP Board meeting ICB Bi-Monthly
System Review Meeting Derbyshire NHSE/ICB Monthly
Quarterly System Review Meetings NHSE/ICB Quarterly
ICB Executive Team Meetings ICB Executives Weekly
Derbyshire Chief Executives CEOs Bi Monthly
EMAS Strategic Delivery Board EMAS/ICB Bi-Monthly
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Joint Health and Wellbeing Board DCC/ICB/LA Bi-Monthly
NHS Midlands Leadership Team Meeting NHSE/ICB Monthly
Partnership Board CEOQOs or nominees Monthly
East Midlands ICS Commissioning Board Regional CEOs/NHSE [ Monthly
Team Talk All staff Weekly
JUCD Finance & Estates Sub Committee ICB Monthly
Midlands ICS Executive & NHSEI Timeout ICB/NHSE Ad Hoc
2022/23 Financial Planning NHSE/ICB Ad Hoc
ICB Development Session with Deloitte ICB Ad Hoc
Meeting with Derby and Derbyshire MPs ICB CEO/Chair Ad Hoc
ICB Remuneration Committee ICB Ad Hoc
Place & Provider Collaborative ICB Ad Hoc
Derbyshire Dialogue ALL Ad Hoc
System Escalation Calls (SEC) ICS/LA Ad Hoc
NHS National Leadership Event - London NHSE Ad Hoc
NHS Clinical Leaders Network NHSE Ad Hoc
Joint Emergency Services Interoperability | ICB Ad Hoc
Protocol (JESIP) Training
ICS Connected Leadership Programme - | ICB Ad Hoc
Leeds
Derbyshire Distributed Leadership Meeting NHS Executives Ad Hoc
East Midlands Joint Committee East Midlands ICB | Bi-Monthly
CEOs
Derbyshire LHRP Meeting NHSE/LA/ICS Monthly

National developments, research and reports

Hundreds of thousands of NHS patients to be offered the chance to travel for treatment

As part of the NHS elective recovery plan, hundreds of thousands of NHS patients who have
been waiting the longest for treatment will be offered the opportunity to travel to a different
hospital, if it means they could be seen sooner. From 31 October, any patient who has been
waiting longer than 40 weeks and does not have an appointment within eight weeks will be
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contacted by their hospital via letter, text, or email.

Expanded NHS support available for patients in GP practices across the country

The support on offer for patients at their GP practice is expanding, thanks to thousands more
healthcare staff working in local communities and the new GP access recovery plan. More than
31,000 additional staff have been recruited into healthcare roles at general practices across the
country since 2019 — meaning an expanded team of health professionals are now available to
help patients get the right care when they need it, in addition to seeing their GP or practice
nurse.

Public asked to shape future use of health data by the NHS

Members of the public will be asked to help shape how the NHS uses their health data to
improve patient care, as part a series of major events next year. The events, starting in the new
year and continuing until March 2025, will gather public views on digital and data transformation
in the NHS. Among the programmes and topics to be discussed will be the Federated Data
Platform — a key software platform that joins up existing NHS data to help speed up diagnosis,
reduce waiting times and hospital stays.

See also: Open letter from NHS medical leaders to patients and the public

New treatment that could prove curative for blood cancer patients to be offered by the
NHS

Hundreds of people with an aggressive type of blood cancer, known as diffuse large B-cell
lymphoma (DLBCL) are set to benefit from a potentially curative new treatment option on the
NHS, with approval of the drug glofitamab. Glofitamab is to be made available for patients with
previously treated DLBCL after being given the green light by the Medicines and Healthcare
products Regulatory Agency (MHRA) and the National Institute of Health and Care Excellence
(NICE).

More than half a million people have made organ donations via NHS App

People across England are being encouraged to use the NHS App as an easy way to register

their organ donation decision — as more than 7,000 patients actively wait for a transplant. The

total number of organ donation decisions registered for the first time through the NHS App has
increased by over a fifth over the last year.

Local developments

“Significant progress” made by NHS Derby and Derbyshire, says NHS England

NHS Derby and Derbyshire made “significant progress” in its first nine months, according to NHS
England. The comments were made in NHS England’s annual assessment of Derby and
Derbyshire Integrated Care Board’s (ICB) performance in 2022/23.

PIDMAS (Patient Initiated Digital Mutual Aid System)

PIDMAS (Patient Initiated Digital Mutual Aid System) was launched on 31 October. This is a new
initiative as part of patient choice, where patients who have been waiting more than 40 weeks for
their treatment are offered the option to have their care transferred to another hospital where
they may be seen more quickly. The work is being led and managed by the Integrated Care
Board alongside our two acute hospitals. Eligible patients will be contacted directly by their NHS
trust or independent sector provider and people are asked to not contact their GP practice or
hospital. Further information can be found on the NHS England website.
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Virtual wards summit — examining the roll out of “virtual wards” across Joined Up Care
Derbyshire

Leaders from across health and care in Derby and Derbyshire came together to discuss current
progress with the roll out of virtual wards across Derby and Derbyshire and to understand the
opportunities available to support the success of virtual wards. The aim of the summit was for
colleagues to connect, collaborate and create.

See also: Health and care staff from across Joined Up Care Derbyshire invited to visit
Virtual Ward Hub at Chesterfield Royal Hospital

Plans approved for new health facilities in Belper

Plans for a new NHS community health services hub serving Belper have been granted planning
approval by Amber Valley Borough Council. It paves the way to begin the process of inviting
tenders and appointing a contractor for the development of state-of-the-art health facilities on the
site of the former Belper Clinic, on part of the Babington Hospital site on Derby Road, Belper.

Self management facilitator service

In February 2023 Derbyshire Community Health Services started piloting an innovative new ‘self-
management facilitator’ service in Derby. The self-management facilitation team, known as the
SMFs, is a team of specialist nurses and nursing assistants who are highly trained in advanced
communication skills, clinical procedures, teaching techniques and behavioural change models.
The aim of the pilot was to provide support to self-care at home and increase independence for
many people receiving care and also to embed a cultural shift in how patients and staff consider
self-care as an appropriate alternative option. The patients have been overwhelmingly positive
about their experience and the pilot scheme has proved successful in releasing vital capacity
back into our Derby city community nursing team. There is an ambition to scale-up the service
across Derbyshire in the future.

Four new community drop-in hubs opened for neurodiverse children and young people
Four new community neurodiversity drop-in hubs have opened across Derbyshire to support
children, young people, their families and their carers. Local charities and voluntary
organisations are providing advice, support and guidance to children and young people — and to
their families and carers — as part of a plan to improve services. Neurodivergence includes
conditions such as autism spectrum, attention deficit hyperactivity disorder, foetal alcohol
syndrome, dyslexia, dyspraxia, and social anxiety.

“Warmth” and “community’” make top Derbyshire practice among the best in the
Midlands

A Derbyshire GP practice that achieved some of the highest patient satisfaction scores in the
whole of the Midlands region has been congratulated by NHS leaders. Hartington Surgery, in the
Peak District, scored 97% positive patient satisfaction in the recent annual patient survey. This
places it in top spot among Derbyshire’s 113 GP practices and among the top 10 in the NHS
England Midlands region.

Neonatal team at Queen's Hospital Burton achieve Bliss Baby Charter Gold accreditation
The Neonatal team at Queen's Hospital Burton has been awarded the Bliss Baby Charter Gold
accreditation, which recognises exemplary care to the babies cared for in the unit and their
families. The team, which cares for babies who are unwell or have been born prematurely, is one
of only 13 departments to achieve Gold accreditation out of 191 units in the UK.
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Derbyshire Healthcare NHS Foundation Trust receives gold award from the Defence
Employer Recognition Scheme

Derbyshire Healthcare NHS Foundation Trust has received the highest badge of honour
employers can receive from The Ministry of Defence. The gold award recognises the Trust's
ongoing commitment and advocacy for our armed forces community, as an employer. The Trust
was recognised for its proactive approach to recruit and support veterans, reservists, cadet force
adult volunteers and military family members.

Joined Up Care Derbyshire ‘Opioid Change Management Programme’ receives highly
commended award

The Joined Up Care Derbyshire ‘Opioid Change Management Programme’ received highly
commended at the October Prescqipp awards.

JUCD win Most Inclusive Menopause Friendly Employer award

Joined Up Care Derbyshire has won the Most Inclusive Menopause Friendly Employer Award at
the prestigious 2023 Menopause Friendly Employer Awards. Joined Up Care Derbyshire
delighted the independent panel with its rich understanding of menopause inclusivity in the
workplace. Of special note is the Menopause Inequalities Programme which seeks to better
understand and support the impact of ethnicity and diverse gender identities.

JUCD wellbeing team win HPMA excellence in people awards

Joined Up Care Derbyshire (JUCD) Wellbeing took home the University of Bradford award for
cross-sector working at the recent Healthcare People Management Association (HPMA) Awards.
JUCD wowed the judging panel with its hugely successful wellbeing initiative - a collaboration of
over eight anchor organisations which focuses on a joined-up approach to working to develop
and deliver an improved wellbeing service to support a wider workforce across the system.

Publications that may be of interest:

Joined Up Care Derbyshire — October 2023 Newsletter
Joined Up Careers Autumn Newsletter
Team Up Bulletin - October 2023

Identification of Key Risks

The increasing need for healthcare intervention is not met

in most appropriate and timely way, and inadequate Short term operational needs hinder the pace
SR1 | capacity impacts the ability of the NHS in Derby and [1 | SR2 | and scale required to improve health outcomes ]
Derbyshire and upper tier Councils to deliver consistently and life expectancy.

safe services with appropriate levels of care.

The NHS in Derbyshire is unable to reduce

The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care ] SR4 ICB to move into a sustainable financial position | []
and outcomes. and achieve best value from the £3.1bn

available funding.

The system is not able to recruit and retain sufficient
SR5 | workforce to meet the strategic objectives and deliver the ]| SR6
operational plans.

The system does not create and enable One M
Workforce to facilitate integrated care.

The system does not:

Decisions and actions taken by individual organisations (a) establish intelligence and analytical

are not aligned with the strategic aims of the system, - . e
SR7 impacting on the scale of transformation and change O SR8 ;o;uktilr?;s to support effective decision O
required. (b) deliver digital transformation.

The gap in health and care widens due to a range of

SR9 factors (recognising that not all factors may be within the 0
direct control of the system) which limits the ability of the

system to reduce health inequalities and improve outcome.

Not applicable to this report.
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Financial impact on the ICB or wider Integrated Care System

Yes [J | Nol[J

N/AX

Details/Findings

Has this been signed off by

a finance team member?
Not applicable to this report.

Not applicable to this report.

Have any conflicts of interest been identified throughout the decision making process?

Not applicable to this report.

Project Dependencies

Completion of Impact Assessments

) Details/Findings
Data Protection Yes OO | NoO | NAX
Impact Assessment

_ Details/Findings
Quality Impact Yes [ | Noll N/AX
Assessment

_ Details/Findings

Equality Impact Yes [0 | NolJ N/AKX
Assessment

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?

Include risk rating and summary of findings below, if applicable
Yes [l No[l 7 N/AKX | Risk Rating:

Summary:

Has there been involvement of Patients, Public and other key stakeholders?
Include summary of findings below, if applicable

Yes [ No[] N/AX | Summary:

Implementation of the Equality Delivery System is a mandated requirement for the ICB,
please indicate which of the following goals this report supports:

Better health outcomes Impro_v ed patient access and
experience
A representative and supported . .
workforce L1 | Inclusive leadership U

Are there any equality and diversity implications or risks that would affect the ICB's
obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

Not applicable to this report.

When developing this project, has consideration been given to the Derbyshire ICS
Greener Plan targets?

Carbon reduction ‘ O ‘ Air Pollution | O | Waste O

Details/Findings
Not applicable to this report.
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MEETING IN PUBLIC

16t November 2023

Integrated Care Board

Item: 098
Report Title Integrated Care Board Risk Register Report — as at 315t October 2023
Author Rosalie Whitehead, Risk Management & Legal Assurance Manager
Sponsor - .
(Executive Director) Helen Dillistone, Chief of Staff
Presenter Chrissy Tucker, Director of Corporate Delivery
Paper purpose Decision L1 | Discussion Assurance Information | OO

Appendices

Appendix 1 — ICB Risk Register

Appendix 2 — Movement in risk summary — October 2023

Assurance Report
Signed off by Chair

Not applicable.

Which committee
has the subject
matter been
through?

Finance and Estates Committee

System Quality Group
Public Partnerships Committee
Audit and Governance Committee

Population Health and Strategic Commissioning Committee

Recommendations

The Board are requested to RECEIVE and NOTE:

the Risk Register Report;

Appendix 1, as a reflection of the risks facing the organisation as at 315t October 2023;

Appendix 2, which summarises the movement of all risks in October 2023;

APPROVE CLOSURE of Risk 02 relating to changes to the interpretation of the Mental

Capacity Act (MCA) and Deprivation of Liberty (DoLs) safeguards.

Purpose

The purpose of the Risk Register report is to appraise the ICB Board of the Risk Register.

Background

The ICB Risk Register is a live management document which enables the organisation to
understand its comprehensive risk profile and brings an awareness of the wider risk environment.
All risks in the Risk Register are allocated to a committee who review new and existing risks each
month and agree the latest position on the risk, advise on any further mitigating actions that might
be required, or approve removal of fully mitigated risks.
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Report Summary

The report details the ICB's very high operational risks in order to provide assurance that robust
management actions are being taken to mitigate them. It also summarises any movement in risk
scores, new risks to the organisation and any closed risks.

Identification of Key Risks

The increasing need for healthcare intervention is not met
in most appropriate and timely way, and inadequate

Short term operational needs hinder the pace

SR1 | capacity impacts the ability of the NHS in Derby and SR2 | and scale required to improve health outcomes
Derbyshire and upper tier Councils to deliver consistently and life expectancy.
safe services with appropriate levels of care.
The NHS in Derbyshire is unable to reduce
The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care SR4 ICB to move into a sustainable financial position
and outcomes. and achieve best value from the £3.1bn
available funding.
The system is not able to recruit and retain sufficient The system does not create and enable One
SR5 \(l)v;)erl:;ct)ilg::atlopraﬁﬁgt the strategic objectives and deliver the SR6 Workforce to facilitate integrated care.
S | a1 ot sl i h st i f o oy, srs | ImSak e doceret
|mpapt|ng on the scale of transformation and change support effective decision making.
required.
There is a risk that the gap in health and care widens due There is a risk that the system does not identify,
to a range of factors including resources used to meet rioritise and adequately resource diaital
SR9 | immediate priorities which limits the ability of the system to SR10 | P q Y 9

achieve long term strategic objectives including reducing
health inequalities and improve outcomes.

transformation in order to improve outcomes

and enhance efficiency.

The report covers each strategic risk.

Financial impact on the ICB or wider Integrated Care System

Yes \

NolJ

N/AL]

Details/Findings
Strategic risk SR4 describe the system's financial risk.

There is a risk that the NHS in Derby and Derbyshire is unable to
reduce costs and improve productivity to enable the ICB to move
to a sustainable financial position and achieve best value from the

£3.1billion available funding.

a finance team member?
Keith Griffiths,

Has this been signed off by

Executive Director of Finance

Have any conflicts of interest been identified throughout the decision-making process?

No conflicts of interest have been identified.

Project Dependencies

Completion of Impact Assessments

] Details/Findings
Data Protection Yes [0 | NolJ N/AX
Impact Assessment

_ Details/Findings
Quality Impact Yes [0 | NolJ N/AX
Assessment

_ Details/Findings

Equality Impact Yes O | NoO | N/AX
Assessment

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?
Include risk rating and summary of findings below, if applicable

Yes O

Nol N/AX | Risk Rating:

Summary:
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Has there been involvement of Patients, Public and other key stakeholders?
Include summary of findings below, if applicable

Yes [ No[l N/AX | Summary:

Implementation of the Equality Delivery System is a mandated requirement for the ICB,
please indicate which of the following goals this report supports:

Better health outcomes Improved patient access and

.
experience

A representative and supported

Inclusive leadership
workforce

Are there any equality and diversity implications or risks that would affect the ICB's
obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

There are no implications or risks which affect the ICB's obligations under the Public Sector
Equality Duty.

When developing this project, has consideration been given to the Derbyshire ICS
Greener Plan targets?

Carbon reduction | | | Air Pollution ‘ O ‘ Waste |

Details/Findings
The ICB Corporate Risk register defines the risk to the achievement of Net Zero Targets and the
delivery of the Derbyshire ICS Green Plan.
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CORPORATE RISK REGISTER REPORT

INTRODUCTION

The purpose of this report is to present the ICB Board with the very high (red)
operational risks from the ICB's Corporate Risk Register in order to provide assurance
that robust management actions are being taken to mitigate them.

VERY HIGH OPERATIONAL RISKS

The ICB currently has 8 very high
(red) operational risks in its

Corporate Risk Register. 5 — Catastrophic
The table to the right shows the 4 — Major
profile of the current risks scored for | & 7]
all operational risks on the g 3 — Moderate
Corporate Risk Register. Full details | = M
for each risk are described in —ner
Appendix 1. 1 - Negligible
A summary of the latest position > o
regarding these risks is outlined in ® g § > é
paragraph 2.1 below. €| 5| e | 3|25
el a| o] « |08
Probability
Very High (Red) Operational Risks
Risk . s Current Responsible
Reference M PEEEE Risk Score Committee
The Acute providers may not meet the new target in
respect of 76% of patients being seen, treated, admitted or
discharged within 4 hours by March 2024, resulting in the
failure to meet the ICB constitutional standards and quality
statutory duties.
Update: Overall score
Risk 01 e The System Operational Coordination Centre 20 System Quality
(OCC) have established daily system calls to Verv Hiah Group
check in with the system every morning. This (5yx 4)9

includes obtaining an operational update from each
provider and raise any concerns and/or issues.

e Areportis being developed as an output of this
meeting.
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Risk Risk Description Current Responsible
Reference Risk Score Committee
September performance:
e CRH reported 79.4% (YTD 79.0%) and UHDB
reported 73.6% (YTD 73.5%). This makes CRH
compliant with the local 75% target.
e CRH: The combined Type 1 and 3 streamed
attendances remain high, with an average of 234
Type 1 and 37 streamed attendances per day.
e UHDB: The volume of attendances remains high,
with Derby seeing an average of 212 Type 1 adult
attendances per day, 83 children's Type 1s and
151 at the co-located Urgent Treatment Centre. At
Burton there was an average of 203 Type 1
attendances per day and 20 per day through
Primary Care Streaming. The acuity of the
attendances was high, with Derby seeing an
average of 14 Resuscitation patients and 199
Maijor patients per day and Burton seeing 72
Major/Resus patients per day.
There is a risk to the sustainability of individual GP
practices (due to key areas detailed) across Derby and
Derbyshire resulting in failure of individual GP Practices to
deliver quality Primary Medical Care services resulting in
negative impact on patient care.
Update:
e Resilience meetings are in place looking both at Overall score Population
supporting individual and system resilience across 16 Health and
Risk 03 general practice. Strategic
o Early warning score development is progressing Very High Commissioning
and will be discussed within an upcoming (4x4) Committee
resilience meeting.
e The General Practice Improvement programme
take up is improving with a mixture of individual
practice and PCN involvement of which completion
of the Support Level framework is integral.
e The winter plan has been developed using a
scenario of funding/no funding and options for both
for consideration.
Risk of the Derbyshire health system being unable to
manage demand, reduce costs and deliver sufficient
savings to enable the ICB to move to a sustainable
financial position.
Overall score Ei
. 16 inance,
Risk 06 Update: Esta.tels and
Very High Digital
e Month 6 pressures faced by the System, in the (4 x 4) Committee

main, continue to be those outside the control of
JUCD partners. Operation activity pressures are
being identified; however, it is expected that
mitigations will be found by the Boards of each
JUCD partner. Efficiency delivery is now more
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Risk Risk Describtion Current Responsible
Reference P Risk Score Committee

aligned to plan, however there has been a greater
reliance on non-recurrent schemes, which will
impact 24/25 and beyond.

o Delivery Boards continue to monitor progress each
month and drive financial ownership against
competing priorities.

e Indicative Medium Term Financial Plans (MTFP)
are drafted, however further work is underway to
ensure full triangulation between activity, workforce
and finance. A proposal for the approach to
improve productivity has been set out, which will
impact all elements of the triangulated MTFP.

e The Estates Strategy is not yet in place; therefore
partners may not be able to support their estate
that will facilitate the end strategy. This is being
overseen by a Strategy Group; the national
timeline is now March 2024.

There is a risk to patients on Provider waiting lists due to
the continuing delays in treatment resulting in increased
clinical harm.

Update:

e |t should be noted there is significant 'lag’ in the
submission of information to the ICB in advance of
the report submission; on occasion a delay of two
quarters.

e The Providers advise that these delays are due to
their internal governance processes.

. . Overall score

e Assurances have been received from all Providers 16
that they have established processes to regularly System Quality
reassess clinical pathways in alignment with local Group
and national guidelines.

e DCHS currently holds an Amber rating for this KPI
due to the ongoing refinements of their Standard
Operating Procedure (SOPs). Nevertheless, there
is an overarching SOP in place for the Trust, and
all planned care and specialist services have
formulated their draft clinical harm SOP.

e The development of service specific SOPs is
underway, starting with key services, and the plan
is to gradually implement them across other
services. No moderate or severe harms were
reported in Quarter 1 and Quarter 2 across the
Derbyshire System.

Risk 09
Very High
(4x4)

Failure to deliver a timely response to patients due to
excessive handover delays and transfer of patients to the Overall score
appropriate care setting from Acute Hospitals. Risk of 20

Risk 19  leading to significant response times for patients whilst
waiting in the community for an ambulance response, Very High
resulting in potential significant levels of harm. (5x4)

System Quality
Group
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Current
Risk Score

Responsible
Committee

Update:

e There has been an extension of home care
provision to support discharges out of Royal Derby
Hospital and United Hospitals Derby and Burton
(UHDB), the contract negotiations are due to start
in November.

e Connex Voluntary Community and social
Enterprise (VCSE) has been launched supporting
10 discharges per week into the High Peak.

Risk 20

Under the Immigration and Asylum Act 1999, the Home
Office has a statutory obligation to provide those applying
for asylum in England with temporary accommodation
within Derby City and Derbyshire. Due to the number of
contingency Hotels in the city and county there is concern
that there will be an increase in demand and pressure
placed specifically upon Primary Care Services and
Looked After Children Services in supporting Asylum
Seekers and unaccompanied asylum seekers with
undertaking health assessments.

Update:
e There are no plans to reduce the number of

contingency hotels within Derby City or Derby
County, therefore no change in this risk.

Overall score

16 System Quality

Very High Group

(4 x4)

New Risk
22

National policy not to fund the Agenda for Change pay
award for bank staff or staff currently not on the payroll of
NHS statutory bodies (e.g. DHU, CRH subsidiary body,
UHDB PFI, DCHS outsourced staff) leaves the Derbyshire
system with potential £13m,recurrent liability. As this is a
national decision the ICB does not have any mitigations.

Update:

e As the ICB cannot mitigate against this risk it must
be accepted.

Overall score

o5 Finance,

Estates and
Digital

Very High Committee

(5x5)

New Risk
23

There is a risk to Joined Up Care Derbyshire (JUCD)
performance against the Cancer Standards, including 28
Day Faster Diagnosis Standard, 62 Day Waits and 104+
days due to an increase in referrals from Staffordshire into
UHDB resulting in significant capacity challenges to meet
increased level of demand for diagnostic investigations,
diagnosis and treatment.

Update:

e UHDB is in Tier 1 for cancer performance and is
monitored on a weekly basis by the national team.

Overall score

16 System Quality

Very High Group

(4 x4)
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Risk Risk Describtion Current Responsible
Reference P Risk Score Committee

e Development of UHDB Tumour Site Recovery
Action Plans (with support from NHSEI Intensive
Support Team (IST) are due for October 2023.

o A Lower Gastrointestinal (LGI) triage pathway has
been developed, pending full implementation at
UHDB.

e Gynaecology triage is in place at Royal Derby
Hospitals (RDH).

e Urology Triage piloted at RDH.

¢ Investment to develop Derbyshire Pathfinder
(Derbyshire Practices only) to support primary care
pathways.

RISK MOVEMENT

Appendix 2 details the movement of risk scores during October 2023 and the graphs
detail the movement since April 2023.

Two new risks were proposed in October 2023:

1. Risk 22: National policy not to fund the agenda for change pay award for bank staff
or staff currently not on the payroll of NHS statutory bodies (e.g. DHU, CRH
subsidiary body, UHDB PFI, DCHS outsourced staff) leaves the Derbyshire system
with potential £13m,recurrent, liability. As this is a national decision the ICB does
not have any mitigations.

This risk is scored at a very high 25 (probability 5 x impact 5) and is the
responsibility of the Finance, Estates and Digital Committee. The Committee
approved this new risk at the meeting held on 24™ October 2023.

2. Risk 23: There is a risk to Joined Up Care Derbyshire (JUCD) performance against
the Cancer Standards, including 28 Day Faster Diagnosis Standard, 62 Day Waits
and 104+ days due to an increase in referrals from Staffordshire into UHDB
resulting in significant capacity challenges to meet increased level of demand for
diagnostic investigations, diagnosis and treatment.

This risk is scored at a very high 16 (probability 4 x impact 4) and is the
responsibility of the System Quality Group. The Group approved this new risk at
the meeting held on 7" November 2023.

CLOSED RISKS
One risk is recommended to be closed.

1. Risk 02: Changes to the interpretation of the Mental Capacity Act (MCA) and
Deprivation of Liberty (DoLs) safequards, results in greater likelihood of challenge
from third parties, which will have an effect on clinical, financial and reputational
risks of the ICB.
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This risk is currently scored at a moderate 6 (probability 2 x impact 3).

This risk is now recommended to be closed further to an addendum paper being
presented to the Senior Leadership Team. As a result of this, the option to allow
Midlands and Lancs Commissioning Support Unit to continue to process the
applications was taken. Monitoring of progress will now be via the All Ages Continuing
Health Care (CHC) operational group.

Closure of this risk was approved by the System Quality Group at the meeting held on
3 October 2023.

CONCLUSION

The Board are requested to RECEIVE and NOTE:

the Risk Register Report;

Appendix 1, as a reflection of the risks facing the organisation as at 315t October 2023;
Appendix 2, which summarises the movement of all risks in October 2023;
APPROVE CLOSURE of risk 02 relating to changes to the interpretation of the
Mental Capacity Act (MCA) and Deprivation of Liberty (DoLs) safeguards.
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Derby and Derbyshire ICB Risk Register - as at October 2023
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Goveraree: Fators e September 2023 performance
e 1B e e The foner evlomercto - Reve then EDs |CRH reported 79.4% (YTD 79.0%) and UHDB reported 73.6% (YTD 73.5%). This makes CRH compliant with the local 75% target.
o il |CRH: The combined Type eamed attendances remain high, in average of 234 Type 1 and 37 streamed attendances per day.
- rovers e the OPEL. o o e ety & S (Oocreio 1 Sevle Pora Access | UHDE: The volume of atendances remeains high, with Derby seeing an average of 212 Type 1 adult attendances per day, 83 chiidren's Type 1s and 151 co-ocated UTC. At Burton there was an average of 203 Type 1 attendances per day and 20 per day through Primary Care Steaming. The
(SPoR). DOCRH ke 0 Lppor Il Actonand Gk olys ) aculty o the attendances was high, with Derby seeing an average of 14 Resusciation patients & 199 Major patients per day and Burton seeing 72 Major/Resus patients per day.
§ Reeasin Time
The pupose of i sher orlkey o it th it of n fecive |-
operaton i s ser Sector imes. "
X %
, opersion 717 tosppona s access, morder to z
\isE on p e system ety rom o ] oy ward
cochprowier a1 anyconcem ancir Ssues. A 1eport . bin Gevloped 5 i ot of s et 2 my War
The Acuteprovidrs may not meet the new | oo s 1l develpes a an o f o e 5 e
get nrespect o 769% of patients being | £ | £ ot 2 Menole | et oo,
scen, reated, admitted or discharged flom | 5 | 5 e T rew ool oy am 9 h
the Emergency Department within I eise noe {actors e, sysem ey et | Decmber 2024, boh a6 1 e YO 38 i hi St f 1 UEC ahd OCC o | % wrowsmit
by March 2024, resuling i the falure 0 | 2| 45 v I chief Stategy. | Dan Mertison
meet the 08 consttutional stndaras and | & | B [ 3[4 [22 - Dy regioral ang 5 sla)e] § | &) oww | tew | mdoeen | seniorportomance &
ualty statutory uties zlz e i cer, an surance Manager
2| & Part o tis wil be 3 Deputy Chiet
sl & [morow ropoing by Inlemerting o St sysem ihch & carndly be experes by he UEC and OCC tean. 2 ecuiive Jasbir Dosanjn
s|le e OCE e 1o sl 2
H s mostng ¢
Z akaton of wa atuecc ows v beyond Noember 2023, o arch 2024, DOCNH & o
DOCHFH1SPoA il b Conoliated 1 o 01 9o T ket GO Lo Gt o he DOCAF I SFOA Bemers 2
s urc s T 108 & now workg wih UTC Kot whch il mrior
rese tandacs.
9
+The implementation date for Liberty Protection Safeguards (LPS) to replace Dol has been deferred by ot ot yet confirmed. practice is 2
2|y curently n et and s out o publi consulaon urd 7,07 2022 Mielands ad Lance CSU contue o roeew o) o s e e e i T government has e hepiansfor LPS 10 eplac Dol Thereloc h e tht was neede o tis and hrisk il b able o b reoved ot sk egse i due course. The ris can b reveed " S
Changes o e irprtaion of o venval | § | £ MCADOLS staffmembersarepreparng the papers o the CCG o ake 1 he Court of rotection s wordoad allws. The Re X DoLS Optons Papervas agred by the December Govening By meeting and s now bing implmented oG nee e 15 s See h s o e S0 o S (e Dk 1 i o e o e amprs and 1o 1o 5 i 0 G, ol o 1 Gt 22453 0 dece hihr 0 St P o 1. ik s Pobaby and i g Head o
Capacity Act (MCA) and Deprivation of 35 poliey P | A further paper was taken Q & P to seek permission for the Safeguarding Adults Team and the CSU MCA/DoLS worker to submit Re X| decreased accordingly for the current position. %) fegt 9
K - The ICB is required to submit 100% health funded packages of care that meet the Dol. threshold to the Court of Protecton (CoP) authorisation, there s an agreement with the LA for the 2| 8 Prof Dean
Liberty (oL safeguards, results in greater| 2 [ & DoLS applicaions that are 1009% funded directly to the CoP. This has been agreed and a framework for this to happen is i place. 8
5| 2| 2| 2| o iint unded cases which the La submit on both our behalves and charge the ICB 505 of the submission fee 2 a|afe| 2 0ct23 | Nowza | HowellsChier | michelle Grant,
lielinood of challenge from third partes, ] May: A paper is being prepared regarding the ongoing rsk to the ICB of having a number of cases (45) that are RAG rated Amber and Green which have notyet been submited to the CoP, <
HE There is a reputational risk 1o the ICB i found iy of an unauthorised Dol.for someone i receipt of CHC funding with assaciated compensation costs. 3|3 Nursing Offcer | ~ Designated Nurse
which wil have an effecton clinical, 3 This has been agreed and a framework for s to happen i being developed and an account with the COP has been set up. 2
o| & - Due o the delay in the implementation of LPS the CCG wil continue to make appliations under the existing Re X process. There is still a backiog of cases that the Court of Prolsction Safequarding
financial and reputational risks of the 1c8. | | 2 e e Junelauly: Paper prepared awaiting confirmation of which meeting the papers needs to be presented 10 a pSateguarding
5| ® - The this work is now the MLCSU Dol. Lead foll t between the former CCG and MLCSU. N
e R e o e e v oo August: Furiher paper to be presented to SLT for  decision to be made on the optons. o
September: The isk can now be closed from the rsk register. An addendum paper has been presented to SLT, the option o let CSU continue to process the applications was taken. Monitorng of progress wil b via the All Ages CHC operational group.
Covamance processes ¢ cnale elcalon o peerllpacces quing sppor Viove exsing actons across PLUS Augusy/September, Primary Care Resilence meeting 100k place end of Jly 23 and & meeting i planned for September 23, s s 0 Gevelop a system plan wih  focus on primary care Imelligence, core offer and SUPOr for racices n Griss, Furiher work s aking place prior o e
Development o Primary Care sub-group to flfl the ICB delegatior elai September meeting to deveiop a more advanced qualiy dashboard to supportthe early identifcation of ractices who would beneft from additional suppor
0 and 103 Summihasting meetinge 10 oo an e assurancere el pracices uho o 60 0o hewe hd & CQC inspecion resuling i arating of requies mprovement o |Workforce: nreasing numibersof GP's choasing salaied o locum rlesrather parnershp due f the adiional woroad and
. special measures. responsibilies expect October: Resilience meetings i place both looking at supporting indiidual and system resilience across general pracice, Early waring score development progressing and will b discussed within upcoming resilience meeting. General Practce Improvemen programme take up improving
2 Qualty Assurance programme including development of data dashboard,tiangulation of nformation, practice highligh report and Qulity Assurance / syste level ramevork development with a mixure of indiidua praciice and PCN involvement of which completion of the Support Level framevork i integral,
H Ciinical Govemance Leads network for sharing best pracice. Changing population health needs: Growing populaton generally, as wellas increasing number lving over 65 vith multiple complex [ Winter plan developed using scenario of funding/ o funding and options for both for consideration
5 medical conditons combined with changing public expectations around immediacy of senvice provision ”
g Primary Care Networks 2
H The Primary Care Networks will povide a way that practices can support each other n smaller groups and deliver services at scale. Over time this will provide a safe forum for practices to | Access: the ICB s supporting the General Practice Improvement Programme and Modernising General Pracice Programmes. GPIP @
g ek help from peers and another routefor help for sruggling practices, s an ntermediate and intensive programme supported by the System Level Framesvork (interal quality assurance plan) ICB 2
5 representative on the Midiands Region Primary Care (Access) Board. Patient expectations and the impact of modernising general 2 Hannah Belcher,
H Primary Care Assurance and Delvery Board anegative impact on p 2 Michelle | ASSistant Direcor of
There i a risk to the sustainabily of HIB Primary Care ofthe Primary Care o estates, IT, workforce - addiional oles, A et Commissioning
individual GP pracices (due tokey areas | 2| 2 access. Estates: Development of a System Estates forum. Inadequate estates (esp. PCN), The expansion of ARRS roles is causing significan o | 2 vy and Development
detaied) across Derby and Derbys! HEIR pressure on general practice estate vith many practices / PCNs unable to house the number of staff employed. N alale] 2 | 2| ouzs | movzs | maoen Primary Care
resultng in failure of indviual GP Practices| 6| < General Practice Provider Board g & Oltcor o
(o deliver qualiy Primary Medical Care gl 2 General Practice le, unified, appropriate d leamed voice into the Integrated Care System. formaion Tehnology: Tranion fnding i avlble o suppor h move o e Generl raie Aces odel (GPAY). A5 E ety et | 00y Dericot
services resulting in negative impact on EH v plen for primary care MGPAM h Better digital telephony, Simpler 2 e Assistant Director of
patient care. g Smine requests, Faster navigation, assessment and response. 3 Nursing and Quality:
g Cloud Based Telephony Systems - 33 practices within DDICB have been identified as having analogue telephony systems in place @ Primary Care
E |NHSE/I funding to move to CBT to support patient access (15 praciices agreed to upgrade to Cloud Based Telephony, 4 practices 2
e eclined to upgrade, 11 practces had already upgraded to Cloud Based Telephony and 3 practices missed deadiine) 2
g Inegraon i general pracice and ysem parinors o us ot constenl and onsiuciely 1 help practces and h sysem H
3 understand patient need/behaviours and system response.
H Winter Resilience: ICB are rocess where PCN's are theirachievements which is i line with the
commitment from the ICB to ensure thal PCN income is maintained s a result of the support provided to the system during the
ging  the ICB will aim o and agree the positon wih the PCN. - Practices abily 1o support
wintr system pressures.
1CB acive in Local Fealth Resilence Parinership (LHRP) and relevant sub groups
- On-cal staf are required to receive Met Office Weather Alrts. These will be cascaded to relevant teams who manage vulnerable groups
- Evocuiiv aondance at il sgency excrcises. -+ The On Call Forum has met regularty and has provided an opportunity to share experience and knowledge Polices and plans approved of Audit & by the deadiine of 31 August. Al relevant evidence has now been uploaded for the ICE. Providers are in
- Internal Audit T omr COG flyparicate n h espons o the COVIDpandemicand submited oudenco 1 NHSE! a part of o 202021 in il tages o uplading ek e e b st o ot Shalongy oteeS s s of e 4o oSS o0k 8o AgUS ik ovral ot ekpet a Ay 1SS o forrde 1o BT Tl st conimsd v e
- Derbyshire-wide Incident Plan in existence EPRR National Core St onth with Junior Doctors and Consultants with the ICB leading actions (o mitgate the impac.
N - Joint Emerg ( o on-call staff ~Continuod cllaorativ working with Prvide organisaton and oher takeholders Including the LRF and NHSEI Rogional teams
z N in member of pr body Septem!
g rain Loggists Sore it Submission hs been made o NHS England it sef assesse raing ofsubstanaly complant. The EPRR tea s currtychallnging all standands o syser prviders, cose o procss anicpaied o Octber 202, Frthe singand g planed or 2624, Full
f the 1CB does not suffcently resource | 3 Doty and Doy 1G5 optasonted on RS ang LRF aub-graups neluding, HEPOG, Traning and Exercsing sub-group. Rsk Assessment Working Group, LRF Tacca, Human EPRR workplan for 2024 being drawn up against key denifed EPRR risks. Industrial Acton continues to pressurise providers and the ICB EPRR team in conjunciion with the EPRR core standards proc 2
EPRR and Business Continuty functions | = Aspects and Derbyshire Health Proteciion Response G H
and surengihen emergency preparechess | £ | o - On-cal rota being revised to ntroduce two e system wilh improved resilence October ol ¢
policies and processes ftwillbe unableto | & 2|  Comprehensive training undertaken for On-call staff to National Standards. Core Standards Submission has been made to NHS England with self assessed grading of substantially compliant, likely due to challenges that this will be changed to partially compliant as was predicted, inordinate amount of challenge from NHS England this year however the ICB will 2] al s oo le] 2 Ed a2 Novza | Helen Dilistone - Chris Leach
effectively act as a Category 1responder | 5 [ & accept comments and work to improve standards position for 2023/24 submission. The EPRR team is currently challenging all standards for system providers, this has lead to an increase in non compliant providers in line with increased challenge from Regional team, close of process g P Chie of Staff Head of EPRR
which may lead to an ineffective response | 8 | & anticipated e/o October 2023. Further testing and training planned for 2024. Full EPRR workplan for 2024 being drawn up against key identified EPRR risks. Industrial Action continues to pressurise providers and the ICB EPRR team in conjunction with the EPRR core standards process 8 Ed
1o local and national pressures 2 4
g 2
3
ep update: %
z Sep updt sep Updte é
H F
H AL Month 5 YT system performance was £32.3m deficitagainst £17.3m planned, driven by pressures not included in the plan such as industrial action, pay award shortiall, and excess inflation, and Microsoft icensing. There s shorfalln eficiencies delivered YTD of £2.6m, which 8
n inue: m. Th has identifie ficiencie vy focus will have ignificant i liveri wgets for 2023/: %
o e upite et 7D and forecastautunn o o be moniored weekly. continues to be a concern. The FSE has identiied pay related efficiencies as a key focus area thatwill have a signicant impact on delivering targets for 2023124, 4
Risk of the Derbyshire health system being | & . . o recened o . o “ :
unabl tomanage demand, redce costs | 3 | o sctions are continally being taken agins the detae sk 0g 0 tke sl acons 0 iigatethe verling ik, Syste stateges surrounding estates and digtalplans, sharing sk | Delvery of the 23124 i elianton planned cash efeasingeffienies. Financil Sustainabity Bosr has been estabiished o support | P21V B0a1dsnave now recfved fnancialallocaions, and are monioring progres each mont o e G, | 0 Operatonal
ond el suficintsaungs o enabenne | 3| £ | ctos e Sysiem. and engagementno the ¢PNO (0 mproe reporing l play  pat e Mo erm ancial lans (MTFP) a curenity bing devloped, with a mul-cicipinary Systes planning worksho organisd o i morth, OD Frameor 2t approl sage . sfafo| 5 | §] oz | novas | Ghetenanca
position. 2l ® Development of the Delivery Boards' objectives, including their role in financial efficiency delivery and ownership of such. \mproving the Delivery Boards' understanding of the financial plans, and their access to BI, to support the development of efficiency | ™S PInning and ongoing reporting is supported by finance and workforce task & finish groups, with a local tool being developed to ensure full triangulation with activiy. Ei A m%;"z;:‘gm "
H schemes alongside organisations CIPs for system benefits realisation. >
o e System moves towards understanding its underlying position and how this impacts a triangulated Medium Term Financial Plan. The ongoing risks are Ed Finance Officer
g 71 SYSEET OV (A BTG 5 Unening POson o 15 PR anguied e Term Fninil Pl - effciency schemes neecing o embed and celve he increasing arge. I the TD shonfall cotinues and equaly nceases, th fancial posiion il be it 0 recover g
g Ensure al relevant stakeholders included in the planning process,fortiangulaton and consistency - e : ‘ cont B
] wiangulation of workforce, finance and acivty for reporting and plans, and hence the understanding of produciiy. 2
E - estates strategy s not yet i place, therefore partners may not be ablé o suppor thei estae that il faciate the end stralegy. This is being overseen by a siategy group: national timeline is now expected (o sfp o March 2024 s
g - liquidity risk should cash releasing efficiency schemes not be delivered. A revised application to NHSE by CRH was put forward early August, however System cash review is being considered. 2
> Sl o o ScrsdleSlo a0 [0 bo move 3 ockas o 1 TEH o T Wyl 1o rowspaco Gl s avtalo A project team has boen organised fo work on the Fisks, nsuring Tl a siandardised format and ek st s developed of he roevant
£ There are sil staf fles at d Cardinal Square they. n placed on hold as staff are il working from home. papenvork 0 keep i Rl T pce of vkl ake ascan amcun o me Bl th B can v consider ookingat . Aagust o hange - Linded rgies du i st 0 wordoad and holdayabsences i et
H document management system
H - EA/PA's at Cardinal Square have been contacted and a st is boing pulled togather o names and fils (curant o leavers)hold ensuring that thesa aro al securely saved i locked fing | Informaton Governance aro currently working to sacure a coniractfor archiving, this willensure that saff eavers fls aro socurely | September - No change - Limited progress due to wordoad and holiday absences wihin the HR tear.
Failure o hold accurate staf fles securely | o cabinets archived with the correct paperwork
may result i Information Governance gl e Work s being completed at Cardinal Square by staff who do regularly attend site to compile the st and confirm who may be missing ~Project with other NHS tions to consid October - No change - insuficient esource within the HR team to progress this work at the current time. Resources to be reviewed wih a view to completing priorto the move from Cardinal Square to the Council House. N m,
breaches and inaccurate personal details. | 2 [ 2| , 2 1 2f2] | 9| oczs | moves |HelenDiistone-| Head of People and
Following the merger to Derby and I . Consider an electronic central document management system (DMS) ® Ed Chief of Staif Organisational
Derbyshire CCG this data is not held HE This action remains once we are in a postion to move the project orward Development
consistenty across the sites. 2
H
El
- Monthly groups are in place with al 4 providers represented
- Compltonof ssurance ramework auroy s undriken b l proiders nd ot 0 PCDB quaroy and 10500
- dentied harm s reported on STEIS and all providers are monitorng this
A i waticaton e s 5ong e by poders 2
2
June 2023: Q3 data from paper to QPC - Every Provider is rated amber for one or more Key Performance Indicator (KPI). No indicator is rated red. However, a common theme that needs exploring in future tracking is Root Cause Analysis (RCA) and Harm Review and Equal Access to Al 2
The target 0 achieve al KPS is Month 12 22123, CRH, UHDE and DHCFT have all confirmed that the processes should be in place fo ezch of the standards by the end of Q4, Month 12 22123, I terms of completing allprocesses by Q4 DCHS have undertaken the implementation of the risk o
g i ” ierat wt i i vi Jut 10 vider services over tme (priory Services are w i uni ul 2
¢ - asranc roup s i ploca o monio aconsbing unrtan o st sl i s o PO and SQp | Ao a1 s v roces s i roces by [ S0P s Bl embeddec e ighest gty s vl ans 010wl s ver e (it erces i cr,podiy, and comrity ursng), DCHS i ope ht s S0P 2 Lot Hrs
There is a isk to patients on Provider H - sttt o oo , roviders are capturing and reporting any clinical harm identfied as a result of waits as per their uliy assurance processes i 4 d g Assistant Director of
waiting lists due to the continuing delaysin | o [ o Usk straification of waiting ists as per national 9“' jance A assorance ftamewark has been developed and completed by all pkuavs the results of which will be reported to PCDB. T E3 Prof Dean Clinical Quality
g lsts due o the contnuing delaysin | 2 2, ork is underviay to atempt 1o control the growth of the waitng ists — via MSK pathways, consultant connect, ophthalmology, reviews of the waiting lists with primary care elc. e e e o September: Each Provider is rated for one or more: 1). No indicator s ated red. . alalel E1 2] o | wowss | vomoen,
rear o 22 | Prdrs e prodn el odos ok et o ong vl 1 Ao reent oo - minimum standardin el f heso patets s bongconsidor The arget 1o aceve all P was Monih 12 2223, LHDE and DHcrT e previouly both confimed thatthe processes il be i place or eac ofthe sandards by theend of O, (V12 2223, Honever, ongoing ok coniues i the Equalaccesst all scton. A plece of ek s cutenty |2 Honells Chel | e
S P 9 'going ongoing o review waiting times by ethnicity and deprivation. This work is progressing through the Systems Intelligence Group into Planned Care Delivery Board. For monitoring and assurance purposes, the Patient Sa!ely Team, and Quality Team will liaise with Planned Care Board. It has 2 . Hoad of Gimeal
9 been acknowledged that full assurance in relation to the framework is difficult due to the volume of pauems waiting, and ongoing system and service pressures. There has however been substantial progress in relatior \d Waiting Well and Equality of H ity (Acutey
£ Access remain challenging. Equality of Access has been one area which is being looked at system 2 iy
Concrne and Complats vemai s some s, bt Proadrs e resoing ihese. s ot el an coninue 0 otk i thi procsses. i 1, e sk g prcpese 0D reduced 1012 @
Decrease in risk score not agreed at System Quality lue to the current risk the system. 2
October update: It should be noted there is significant lag’ in the submission of information to the ICB in advance of the report submission; on occasion a delay of 2 Quarters. The Providers advise that these delays are due to their internal governance processes. Assurances have been 2
received from all Providers that they have established processes 1o regulaly reassess clinical pathways in alignment with local and national guidelines. DCHS curtently holds an Amber rating for this KPI due to the ongoing refinements of their SOPs. Nevertheless, there is an overarching
S0P in place for the Trust, and al planned care and specialis servces have formulated theirdraft cinical harm SOP. The development o senvice specific SOPs is undenvay, starting wih key senvices, and the plan i to gradually implement them across other servces. No moderate or
severe harms were reported in QL and Q2 across the Derbyshire Syste.
9
2
z Helen Dilistone, Net Zero Executive Lead for Demysmre ics g
g NHSE Memorandum of Understanding i pla e Dilone, et ZeroExeutie Lad fr Dby 5 otober 2023 astr s MOU g conmimers aprov i 5 rsener G e 202 st SchmaProet e 12 v Aty Prjcih 2 D0ty Scoolinroces ard b vt e s 2
fthe 108 does not pririise the importance| & NHSE Mielios Greener Board esabished and meets monifly SE Memorandum of Understanding i p ics and 1a preserted o 1CS Green 1 repor sl "ough Medicns worksear ar agteed a ky prireyarea o focus forthe CS. Doty and 2
of cimate change it wil have anegative | 2 Derbyshie ICS and NHSE Mlands Greener Boad estabished an i i cs 20 . 8
impact on s requirement to_ meet h 2|, NHSE Mdlands regional pioies dentiied Derbyshire ICS Greener Delvery Group established and in place Green Plnviasrevieves b A ree Conm meeting an eportet 1o th ICE Board hrough he ICB Board Commiie Assurance Report A
NHS's Net Carbon Zero targets and improve| % | € Derbyshire Provider Trust lans approved by individual Trust Boards and submitted to NHSE NHSE Midlands regional prories deniied Quarer 2 September 23 HHGN: Repors epared O NHSE ' oer 2005, = |2 Helen Dilisone - | Suzanne pickerins
health and patient care and reducing healtn 3 [ | 4 Derbyshire ICS final draft Green Plan has been approved through the Derbyshire Trust Boards during March and May. The CCG Governing Body approved the Green Plan on the 7th Apri | Derbyshire Provider Trust Green Plans approved by individual Trust Boards and submitted (o NHSE Sr0 Rovew ety ke place quertery place 29 Sept HEIR afzfs] 2| 8| owzm | Nz 9
HE ystem Ambilon lor 2023724 detling 2324 piores o be fralsed. s |2 Chiefof tafl | Head of Governance.
inequaliies and build a more resilent E 2022 Derbyshire ICS fnal drat Green Plan will be approved through the Derbyshire Trust Boards during March and approved by the CCG [ 156 o Dereycte Coorn ety v S0 a0 1 et 5023 LI I
nealthcare system that understands and | 8 | & Approved ICS Green Plan submitted to NHSEI end March 2022 and confirmed CEO and GE sign off 7th Apil 2022 Governing Body on the 7th Aprl 2022. ety and Derbyshie ICB implmenie he Net Zero mandtory raining on ESR 1o all B stalf on 15t Octber 2023, 103 of staff have competed i st morh of faunch and take up il be moriored by cenral ESR team 2
responds to the direct and indirect threats | 9 Derbyshire ICS Green Plan Acton Plan in place and prioiies identied for 2022/23. Derbyshire ICS final it Green Plan has been approved through the Derbyshie Trust Boards during March and May. The CCG [ Travel and varsport Suvey - rienton st rn e suvey n e r 12 2
posed by climate change 3 Development of Derbyshire ICS Green Plan Dash Board. Governing Body approved the Green Plan on the 7th April 2022 ot working wit Local Aty ~IGB ar6mambers of an werk ogetheron th Al Qually Group — ks 0 (CB velbeing sy ]
E Monthly Highlight Reporting to NHSE in place. | Approved ICS Green Plan submitted to NHSE| end March 2022 and confirmed CEO and GB sign off 7th April 2022 e clsront vk score 63 = Hgh, s reasanatse e ics 2023124, The risk does not require an escalation in sk score, the score refiects the ICB position. g
H Quarterly review meetings with NHSE Green Diector Lead $
e
3
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Wrike planning toolin raining phase (31.5.22); implementation during July/August 2022
-Agreement (8.6.22) on positioning of PPI assessment and EIA tools within e-PMO gateway pro July 2022. Access to raining on system and assessment of activity to start August 2022,
Diuted sadership Sgrecment among &ysom communicatlons aroup: paper t Systom Loadership Toam (57.22) o con d flag risks deferred to
PP Gud sgroa st Engagement Comies, S Leadesip Tesm ! pessrc s Team Tak - il be developd o ining programme wih e i the approach progression and equipping project teams to progress their own
technical from
> A Revision and refresh of Communications and Engagement Team pomuhus and priorities undertaken July 2022
Existing human resource n the 5 Detailed work programme for the engagement team April: Mapping due to take place January & February has 0 other system priorities, including industrial e wik e vt st he System Commuricasons Group eeing o 4 Ed
Communications and Engagement Team | £ -c team 8
5 Vo DiShiuted comme leader<hip reviewed, Upcaies on progrees fecoed o PEC Commitee, Chidrens, Planned Care & DIl Futher IcB Discussions to assess priorities continue through May with stock o
may be insuficient. This may impacton | 3 + Assessment of transformation programmes in ePMO system underway to quanify engagement workioad. g
" 2 “implementation of planning tool to track and monitor required activty, outputs and capacity take in June. 2
the team's abillty o provide the g January: Ongoing assessment of ePMO programmes nearing conclusion.
il o Links with e-PMO to embed ind EJ into Mey: G5 structursconversaionscotinue i e i ruewing cos lowsnca eqirmers, Proacion ofssing resouros ey, 0 so01e o gowh 9 Sean Thorton -
necessary advice and oversight required | 2 | § January: System comms leads have agreed distributed leadership approach to assessing work programmes within delivery boards and other system groups. Mapping to take PR
1 P st g HEIAN . Distibuted leadership across system communications professionas being implemented o understand delivery  board and | May: Working vith regional ICB colleagues to confirm for delivery 512 y 2 | Heten Dilistone | Deputy Director
pport the system's ambitions and | 4 | place January & February, ith review session planned for 2 March s|s|ofs|s|efz2]2]a] = oct2s | Novzs
Ed enabler requirements June: Workshop with regional ICB communications leads looking at best practice vesuuvcmg models and comparing impact of RCh ducions, Cecking 1 focus on collaboratveldo once approach F hief of Staif | Communications and
duties on citizen engagement. This could| 3 | & 2|3
H “Ealblsfmen of workstee aporosh s pragrame xess 11k plscs kst 212210 snsureprioisationof st 3 Ongeing sssessmenk ofpiciies, nns wih ety amering 5year p\an 1 swatay. Origsing aiipaton o OB e s 85k o stk e and cor s 2 Engagement
resultin non-delivery of the agreed ICS | @ September: Team has agreed portfolios and tohelp ho d plan for future work e o oot ok arding e -
Engagement Strategy, lower levels of | 3 prol yster iporary apb rean going v 2
3 There 1 v oflose.of st he utormiter 2023 perod whion wil ormpaund e capaciy ek &
engagement in system transformati 2 ”
o o complines with situtony duties.| 5 Similarly, vacancies arising within the C um cannot be the ICB , further capacity risk. $
8 The combination may resultin the need to increase the score of this risk.
September: ICB structures due at REMCOM during October, followed by staff consulation period.
‘September: Head of Communications retires 10 November 2023, unable to permanently replace. Campaigns Manager leaves 13 October, replacing on temporary basis.
October: Remcom review of structures complete, now Subject to saff consultation in November 2023
> March: Joint Working by the end of this month, one to reflect arrangements between NHSE and ICB and a second to reflect working arrangements between ICBS in the East Midlands. Discussions are taking place
5 benwoen NHSE and pos 155, nowevr he operamnal it of b s o vl wor i oo B e et yet been confirmed.
3 9
H he former GG team worked closely withthe NHSE team 0 understand current and fture operating model,the work ransfrred, he taf require and the governance April: The operational details of the working relationship between the East Mids. ICBS are not yet confirmed in order to be able to assess any impacts on capacity of resource. Risk score remains the same. %
The ICB may not have sufficient resource [ £ [ € arrangements, Pre-delegation assurance framework process September 2022, June: Probability decreased o 2, on the basis that Notts ICB wil be the host organisation and a Standard Operating Framework has been shared. The current s that our ICB will not I resource as a result of the delegation of pharmacy, P Chrissy Tucker -
E 2520 an capciy 0 service e funtons 0| 5 | 5 | | JEEH vk enable undersanding of e ot of i wanstr and shape th ansfr s hal capacity coud b ensur o beter understand and plan oy 2. 1020 35| v NHSE! EsiWestMilanis tan wil b reianed bt risks e e poenal conracua costs andopomety and el sences. HOWEVer,Specialised Services arsc 1o b celegated i ADr 2024 and wrk  urenty undera 0 understan ny mpacts o ht. The score il ncreased atht me  appropriae slz| o |zfs| o] 2] 2|a] E| F| ouz | nowas [relmomsone-] oG o
be delegated by NHSEI HE \g place around the p 1 of the existing team remaining as presenty - as a centrally managed team. This would limit the risk that the team fragments | C2Pacity- Derbyshire is not required to take on delegated functions until 2023. Ju/AugustSeptember:No furthr update, posiion remains the same. o I} Delivery
9 and any loss of economy of scale uiylAugustiSeptember: No further update, pasiion remain g 9
El (October - tis notclear yet whether there will be any impacts on the ICB from the delegation of Speciaised Services. Bitmingham and SolihullICB will be the host ICE for those services but the detal s not et worked through to enable us to undersiand any impacts on Derby
H and Derbyshire ICB, therefore no change to the score currently.
N 3uly: Promotion of JUCD wellbeing self care pack, Body MOTS as well as wellbeing offers, activity imetable, mental health first aiders and access to our employee assistance provider - Confidential Care. Sickness absence levels reduced (o 2.3%.
g August: Promation of wellbeing offers and activty imetable at Team Talk. Continued promotion of mental health frst aiders and our employee provider - Confidental Care. Sick increased in July (0 2.86%.
H September: Updated provided by Chief Execuive ai Team Talk in September. Continued promotion of wellbeing offers, aciviy timetable, mental health first aiders and access to our employs b " increased in August 0 2.97% “
With the review of ICB struclures thereis | 2 | o eqular communication with staf. o | 2 Linda Garett .
15 saza sk of ncreased andiety amongstsafl | £ | 2| 4| 5| 42 [ Srarg informaton wi st ag soon as this became avaiable No signifcant change n sickness absence, October: Updated provided by Chief Execuive a Team Talk in October along with an overview o the HR Framework and proposed restructure timeline by HR. Continued promolion of wellbeing ofers, actvl imetable, menal health irst aders and access wour employee | o | o [l o) s 15a] [ 2 [6| B | 9| ouzs | nowas i G5 Gt Head of Peaple and
e 10 the uncertainty and the impacton | 3 | & assistance provider. HR have also communicated further support available for staff related to the upcoming organisational change, including the following:- s @ Organisational
HE Continuation of regular 110 1 wellbeing checks. I eople Offcer
wel-being HE o The NHS leadership Academy webinar on embracing change and uncertainty 9 Development
pliance with Organisation Change & Redundancy Policy. 2
2 Personal resilience
EH Looking after yourself
E -Supporting others in difficult times
H How to work with emotions and care for your teams Sickness
absence levels increased in September (0 3.6% (last year for September = 2.91%)
@
° April: JFP engagement planning now underway, as routine member of JFP Working Group. 2
S The system he d Engagement This includs supporting broadening our communications April: IC Stvalegy engagement underway, with sessions being pvommed in May for each area of focus. ]
Due to the pace of change, building and | each across stakeholders, understanding current and fuue desired elaionships and ensuring we ave reaching deeper intothe ICB and components pars o undersan May: IC St rategy g I stakeholders, 5
sustaining communication an 3 prioriies and opportunites for involvement - Continued and accelerated implementation of the Communications and Engagement Strategy actions plan prioriies across  [May: Fanmer onuagement and Goremance rutes being poted o Jont Romward . F
momentum and pacewith | 3| o The Pubic Parnership Commite i now stablshe and i dein s ol i assuranceof sofer communityan sakoholer engagement. stakeholder management, digital, media, internal communications and public involvement. June: Briefing to City HOSC secured; progression on stakeholder management database; CEO MP briefings to recommence summer 2023. Ongoing engagement planning to supportIC Strategy and NHS JFP. v Sean Thornton -
7 23124 stakeholders during a significant change | & | 5 | 4| 5 | 45 | Communications and Engagement Team leaders are linked wi approach, including pment of place alliances, seeking to understand | *- Continued formation of the remit of the Public Partnership Committee JuyAugust; P published; engagemen approach jth aim with wider stakeholder groups in autumn. Place Aliance communications and engagement approach progressing with case study development. | , [ o [ ol o f ol i | o [ 2 [ 6| & | 92| oczs | wowzs | FetenDilistone-|  Deputy Director
programme. may be compromised. HE 1 relonerins i deliver an Improved aralve of rogress. - Key role for C&E Tean to play in ICB OD programme. t progressing, most notably pilots to inform change programme and strengthen decision-making £ | 2 Ghief of Staf | Communications and
i g - Continued lnks with IC Strategy development programm & Engagement
g April: Engagement approach in IC Strategy y during May. \gagement and stakeholder management approach now in development - Continued lnks with Place Allances to understand and communicate pririties September Recrutmentcommerces o remainng PPC oy members i
El September: E leading of Lay . This will of the PPC. @
H August: JFP engagement approach remains in development. September. c1 pilot E
8 Geober sht view plots now bing esablshed Natonal ere m proces. Framewor aso flagged n ICP and NHS Plan saegi discussians s undepining our approach o serinvolvement n decison making 9
o
g NovemberDecember: Suneye llGeneral Pactic and as of 251 Noverber 17 pracies have applie he code not o shre fo oer 80%of her patint opulaion. Aspatof the suveypracices v subited a la f supportncreasing he el ofacces for thef patnts
H e v Contahas e Pt scess o il cords ince 261, i 1 ot b enfrce, NS COmMUIC8 |1 202 14SE hve st ractes o subilan fracess o (hose prcice i v aple code 10410 ver 803 of el population, TP il b enaing acesa f 1t iy, rcices have aga e h apion o pis f v, o chnge s scre
H systems during September 2022 o inform that this would go five on1st November annah Belcher,
5 el pdnts regiered ihpricics g Syt O and ENIS I yses i el e 1 poSpEcive Al |y 2025 S v st ractes o subiilan fracess o (hoseprcice o v applie code 10410 over 503 f hf populaton, TPP il b enaing aces a1t Febriay, rctces have s fecehe h apion o pis v o chnge 0 s scre " e | Aosstantdrector o
There is a risk of patient harm through 2| - Informatio cascadd o all pracices Getaing ucess needing be put i lac bfare i Nt A recorte whore v i motental o et oo e e ot el e oo e e s before he 15t of 2 e, | GP Commissioning
existing sateguarting concerns due i FH I Signposting to National webinars and hosting of local webin Novermber 2033, s reconde where here o an exsing saleguerding concom heed 10 be reviewed April: GP feedback has been gained at Ciinical Governance meeting. There were no risks highlighted from those present. Across the ICB, 21 praciices have code 104 applied to over 505 of their patients. The ICB will folow up these practces and signpost support from NECS. The risk will ol e hie ooy | and Development
. 2312 patients being abie to pro-actvely viewtheir [ & | 2 | 4| 5 | 45 |Local mformaton cascadeq including contact detais for Support hrough NECS CSU e o 2 maises of et o i il e eomle g Ahen eloling ~stomdons Gare Commuricatins! Loca remain unt all praciices are offering access (o patient records for more than 50% of their patients. Risk probabilty decreased from 310 2. sl s la]sl o]z alal § 2| ones | novas | ooy Primary Care
edical record from 1t November 2022. | & | < Work with Derbyshire LMC & FAQs ciculated including a range of optons for practces prior to 1st November including the application of a system code which f applied piorto the st of | T emain a number of g F D
This is a result of national changes tothe | 9 & November can block patient access — 1o no records ( practice ready for go live date) /to all records! to patients were records still need to be reviewex Y JunelJuly: GP feedback has been gained at Clinical Governance meeting. There were no risks highlighted from those present. Across the ICB, 20 practices have code 104 applied to over 50% of their patients. The ICB wil follow up these practices and signpost support from NECS. The 3 et Judy Derricott
GMS contract required by NHSE! HIE Linked with JUCD Communications team and patent facing information developed. sk wil emain unti all practices are offering access 10 palient records for more than 50% of ther patients. 2 Doy Chie | 0 reotorof
El A survey has been Wculmed ¢ asking for practices to inform which option they have adopted in order to target suppor to those E Executive |\ rsing and Quality:
é practices who require sup AugustSeptember 2023 - As of October 31st all practices are required o allow patients access to their records. The Primary Care Qualty Team have sent further updates o all practices in August with links for support through EMIS and NECS. Primary Care
H o comin 1 commonien apdatesto general pracice
2 Working with communications — cculate information to support patients and practioss ctoer T CB i supptyng weeky uscates 1 PCNS wih 6gads  pracos and aoessof palnts (01 NS g nclud SGces 1 s, Pracios have en Kt up 1 al Wil e and commuricatons regrdingal aspets o e Swic an, 0 safguardgconcens
) have been raised 1o the ICB 1o present, addilonal feedback has been sough at Clinical Govemance leads meetings. Review th risk following go five date in the event thal concerns are raised re practice implementation or safeguarding,
3
Discharge Gcage (April 23 - plans 0 be agreed (o allocale ASC Gischarge fund (o Support ncrease In discharges
1. ASCDF funded home care through CHS i end oct 23, lan to continue at current leve il Feb 24 for discharge and flow support L o 23: g eponing revew. Meve 0 weakly updat eponing.
2. DCHS led CRT providing reablement care for P1, ncreased investment through ASCDF (0 ncrease provision 2 F2 dek May 2: a flow
2. P1 Strategy o be finalised Oct 23 B e of e g pr Moy 23 A5G countyconaaton ende and vanstrmaton of P senies e commence
3. Transpor : Clncal Nav ensuring transport o comimunity bedded care i booked 0 reduce incomplets discharges out and lost bed days in communiy beds, started CRH to be rolled out[&,2¢02PL OPTICA it pa o May 23 - recruitment to pathway 1 team (DCHS) o support discharge, funded through DCHS
across all wards and 1o UHDB . avid use of tempor May 23 : workshops to lransform Pathway 1 process and flow commence with PDSA improvement cycle
4. Community Health Therapists working closely with County Adult Care and Community Response Teams to ensure P clents have clear goals and a planned date of discharge. This wil [ Gaay oo aacomes for ot for e ystem ”
Ihelp reduce the intensity and duration of care packages thus freeing p capaciy June 23 : Derby City disabilty direct launch scheme to support 10 PO discharges per week with transport and support at home. This is being wellutiised ]
5. ASCOF funding VCSE ‘home and setlle from hospital scheme to transport and support PO discharges home plus county schemes coming on fine in Oct/ Nov : will reduce delays for | ikely be deays o source July 23 : County LA transformation date delayed until Jan 24, Curtenty reviewing options appraisal o look al altemalive provision of P10 support discharge through IPE (Integrated Place Exec board) o
POIP1. patients awaiting discharge and reduce readmission rates as patients supported once discharger i / July 23 iniial ound of schemes o be funded through the health element of the ASCOF (Adult Social Care discharge fund) in July, approved Schemes to IPE board for ratfication before final approval at ICE for funding. Schemes include roles at CRH and UHDE 10 enable 7 day 2
o 6. County ASC transformation to provide increased and improved P1 capacly. Launch date Jan 24 5 hisis. discharges, County scheme to support PO discharges home with transport and support at home on discharge, Mental health transfomaion o reduce Length of stay in beds. P
Failure to deliver a timely response to b1 7. ASCDF funding staff to improve discharges out of CRH and UHDB, focus on weekend discharges [planning and decision making and access 1o transport 3
patients due to excessive handover delays | g 8. Care transfer hub process improvement work ° be o August - No update | g
and transfer of patints to the appropriate | 3 | 3 0PTICA oo T soltonfor dschage lnning enfing Gl nd supporing vl risaion f sk (41 reduce duplicaion andbeer dcsion making) il other 10Ul Qovermance 1oute of #00 gl 2 Or Chris Weiner | 3o Warburton
23124 care seting rom Acute Hospitas. Riskof | €1 2 ¢ 10, integration in Ciy of health and social care delivery to one reablement model of c: o v Sept 23  Igentifcation of P gap of approx. 49 discharges per week if CHS care ends in Nov, paper 1o execs to approve extension of CHS until ASC transformation is embedded (Feb 24), POG development support and agreement of system flow meeting, tice weekly, with al system 4 s 2l slw| 2| 9| owzs | Nowas | crermedicar
19 leading to significant response times for H 11. ASCD to mental health to improve flow through MH beds to enable increased capacity 1 14 partners to unblock flow from all providers. TOR agreed and to be shared with SDG. Require system support to facilitate this shiftin meetings to outcomes, challenge and delegated decision making. Care transfer hub work to commence Oct 23 at CRH, request transformation support into I Officer Dan Webster
patents whistwating n o communiy or | % | & 12 et an ULDB oo et o war procasses 1 gy Bow. ol oo of 1158 aength based sppeoach o cscharg (sarted ward 1) M
an ambulance response, resulting in 2 2
potential signiicant levels of harm. £ UEC interventions s, | Oct 23 : extension of home care provision to support discharge out of RDH and UHDB, conlract negotiations due o start Nov. Connex VCSE launched supporting 10 discharges per week ino high peak 3
1. SEC and SORG interventions, P
2. Overview of HHO delays and robust scrutiny of progress to delivery improvement trajectories. vec 3
3. performance management of workiorce and absiraction rates {o ensure necessary resources are in place o respond (o demand o
. Implementation of EMAS Hospital Handover Harm Prevention Tool at Acute Trusts. o o e o e e mprove their Type 1 performance, handover deleys 2
5. Ongoing work in commissioning Same Day Emergency Care and direct access (0 specialies such as surgery, gynaecology and urology and community providers implementing urgent e and
wo-nour community response to sutable patiens, thereby increasing the number of paients who can be salely reated in their onn homes. [Ambuiance Tasis 0 o ime,
6. Regular monitoring of Actions and risk by CQRG: ey
7. Local system governance structures 1o manage difficu decisions: Derbyshire System pressures qualty eview panel. Decisions and discussions held at SORG [Recruied 1 X HALO, start dat to be agreed.
5. HALO - recrued o support both Acutes and crews with handover delays, direciing appropriate patiens to SDEC, supporting pinning off elc
Under the Immigration and Asylum Act Local P o Together and meet reg The Home Offce, SERCO and the East Midlands Councis Sraleg'c Migration Team [0 GIScuss any Ssues, Regular meetings wih the Home Ofice, Serco and East Midland Councils Srategic Migralion (eam {0 dIScuss Conoerns ssues
9. the Home Offce has a stalutory concems or points to escalate in regar to the Contingency Hotels enfd anpos 1 escaat frhor - osings v bon kg o ekl ang v gong o bo gty 9
obligation to provide those applying for v DDICB are working cosely wil ractices 2
asylum in England with temporary g Health and Social Care are providing services to meet the needs of the servi users placed within our area placed with our geographical area - all hotels and IAA have GP praciice cove pite 24123 angoingcancms vl th e of coningency Nl 4 f e seting . 1 oy and th i i courty e cressig h capacty ol e vl the dmand f g sekers e b plac. A e s mesings i lac vh Serco nd H
accommodation within Derby City and 2 Bt Heolh o Socel Ca senices o coninue o mes e sy eads ofooked afe chiren - although i toasetting in used as dispersal ~this wil have a potential capacity of 247. in light of the recent developments there is no change in the ik - as concerns are ongoing. b4 Michelina Racioppi
Derbyshire. Due to the number of 2o pressure Looked after children services are being offer g 23 orof Dean | ASSiStant Ditector for
saza|contingency Hotels n the iy and couny | 2| 21, o parers oty ccasy ther iy ot et s of sylum ssekers and raiss any concams  the Home Offce, SERCO)| 21108122 Gngoing challegs it contingency hotes- el use continues. Two ofthe ciy Hotes ave e to cresss thekroom capacky t help methe demand of ssyur seskers needing o b ccommodatsd, ol . alalol &1 2a| oum | wows | wciCsn | sateouding
2 there is concern tha there wil be an HIE and East Midlands Councils Strategic Migration team - concerns/ issues identied are being raised via meetings. Formal lefters of 2| .2 Honells ch Chidrent Leat
increase in demand and pressure placed [ % & concern have also been written to the Home Office. 20/09/23 - There are no planned reductions in the use of contingency hotels in the city or the county. Concerns also regarding the number of unaccompanied asylum seeking children arriving in the city and county. b 2y ursing Officer | 1ot nated Nurse for
speciically upon Primary Care Services and| 3 & Safeguarding Children
Looked Alter Children Sevices in £ 20110123 No plans to reduce the number of contingency hotels within the ciy or county - therefore no change in fisk 9
<upporting Asylum Seekers and 2
unaccompanied asylum seekers with 2
undertaking health assessments
g Gontractors wil at short notice inform the ICE that they can no longer fulfl their contractual obligations. This ris should cover a wide F
e is aisk thatcontacors may natbe | 3 gl i 5 gy f i (ot e st s Pcags) 10 o H et
el s cigatons n e uren |3 nderstnd fnancialpressuresfacing ot provcer and senices, o8
fnancal cimate. Te ICB may then have 0 | 97 = nderstand fnancil pressures facing our proveders o | 3u o I
" | v sovaes naome casnat | 59 3 [, o Contract Datbace Mt a cosevering rlaonshiswith ke vt provers Septmberiocober The CB s close 0 agraing all contact prceved 10 b a ik f oot o i, th B would expect v been ot o assessd e probably of s ocouig. Amor obust ik beien canractexpy and rourementplanning hasbeen Aalals dalel €188 onm | o | CSimen | tonmomvesen
hor o, which may have sinifeant | 25| & estabished. g3 and Delvery
nancia impact e roacive Procurement Use contract database to understand which contracts are due for renewal and plan wel ahead. PH o ey
E Work closely with colleagues in we are aware oflatest information avallable n the various a Executive
E markets the ICB works in 2
9
National policy not to fund the agenda for E 2
change pay award fo bank sta or staf | @
currently not on the payroll of NHS statutory| o] ° 85
. bodies (e.0. DHU, CRH subsidiary body, | §8| 2 AS the ICB cannol mitigate against this risk it must be accepted. The organisations which are affected are aware of ths decision and o |38 Keith Griffihs,
NEWRISK | 2328 UnoE P, DCHS outsourced saf leaves | 3 2] Itis not possible to mitigate against ths risk occurring. This is a national decision and there is no current indication that ths wil change. the further risk (o the health and care system i thal staff may be demotivated, feel undervalued, feel that they are being treated No progress to report s S | 85| ooz | novas | chietFinancia | KU SIS fDaran
the Derbyshire system wih potential Bl unfaity and may leave the organisations, therefore increasing the risk of inadequate workiorce in Derbyshire {0 Support our palients 2| o2
£13m,recurtent,labiity. As this is a national| & 3 B
decision the ICEB does not have any E 3
mitgations. E 2
-UHDB is in Tier 1 for cancer performance so monitored on a weekly basis by the national team. 2
Development of UHDB tumor site recovery action plans (with support from NHSEI IST team) dus - Oct-23 2
LG Triage pathway developed. Pending full implementation at UHDE. 2
There i a isk o Joined Up Care Derbyshire] Gynae Triage in place at ROH. ]
(JUCD) performance against the Cancer | & There is a growth in 2 week wait referals seen by UHDB comparing Jul-22 - Jun 23to 2016/20. Overallthe activty for UHDB has increased by 20% compared to an overall growth nationally |+Recruitment to range of posts funded through EMCA o support recovery Urology Trage pilcted at ROH. o | &
Standards, including 28 Day Faster g of 18%. This postion is being driven by particularly large Increases for ptients from Staffodshire and to a lesser extend from LLR whist the increase for Derbyshire fs much closer to the - |-Prirtisation of Best Practce timed pathways across key tumour sites - LG, Urdlogy, Skin and Gynas invesiment to develop Derbyshire Pathfnder (Derbyshire Practiss Only) o support pimary care pathways £ e
. Diagnosis Standard, 62 Day watsand | o @ national average. Development of UHDE tumour site recovery acton plans (with support from NHSEI IST team) due — Oct-23 g2 Prof Dean
NEWRISK {23265 ayscu toan s mreeras | 5| 2 | 4 Develpmont of feal hage ncions: ynes Lo1and Urlogy Recment - o EMCA funded s angong. . sl efa| £ | §| oz | noves | rowstscner | Morcavestingon
rom Stafforashire into UHDB resuting in | & | & The East Midlands Cancer Allance has agreed to fund posts for 18 months at UHDB, s a Tier 1 Trustto support recovery, particularly for triage to build front end capacity to meet “Work underway to understand drivers for variance in Histology TAT at tumour site level. ST Support to develop exsting recovery acton plans, S8 Nursing Oficer
signifcant capaciy challenges tomeet | & addtional demand. “Work going to enhance access to PET scanning (Longer term ambiton to develop PET service within Detbyshie) BPTP development confinues. 812
ncreased level of demand for dagnostic | S Work with Stafordshire ICB to understand drvers for eferal increase -Oncology challenges supported through regional allance support ~ onger term workiorce development Data analysi completed with NHSEI support 1o develop understanding of changes to activty levels L
investigations, diagnosis and treatment s -SSICB Commissioning lead and GP Clinical Lead part of JUCD system workstreams to develop solutions to address this 3
+SSICB Primary Care Group now in place and UHDB partof this 2
Skin Recovery focus In place with additional capaciy identifed and outsourcing planned to support elective and cancer prorites 2
Plans to develop Cancer PGN Leads network across JUGD (included connection to Staffordshire practices) 2
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Appendix 2 - ICB Risk Register - Movement - October 2023

Residual/
Previous Rating| Current Risk
(September) Rating
§ (October)
=
)
% Risk Description Movement - October Rationale Executive Lead Action Owner Graph detailing movement
3 slal3|s
@ s122]8|2| 2
sla|a|2|e]fa
< <
Risk 01
The Acute providers may breach thresholds The S_ystem Operational . Catherine Bainbridge, %
. - Coordination Centre (OCC) have Michelle 20
in respect of the A&E operational standards " by - Head of Urgent Care
X established daily system calls to Arrowsmith
of 95% to be seen, treated, admitted or L ; 15
) o - check in with the system every | Chief Strategy and .
01 |discharged within 4 hours, resulting in the 5 4 4 . L L " : Dan Merrison 10
N - morning. This includes obtaining| Delivery Officer, .
failure to meet the ICB constitutional . j Senior Performance & | ¢
" N an operational update from each| and Deputy Chief
standards and quality statutory duties. i y d Assurance Manager
provider and raise any concerns Executive 0 : - - - - - -
- = > @ > = = . . . - > =
and/or issues. 5 2 s 3 3 2 2 2 K] 5 5 o
< = g € 2 € € 2 2 s
E) g 8 ] ] g 5
s o 3 3 - 2
3 4 (=)
Bill Nicol,
Changes to the interpretation of the Mental The risk can now be closed from gaefz d Sgg?nun
Capacity Act (MCA) and Deprivation of the risk register. An addendum 9 9
Liberty (DoLs) safeguards, results in greater Risk recommended aper has been presented to Prof Dean Howells
02 -Iberty 9 S 9 2 3 6 3 6 pap =n p Chief Nursing Michelle Grant, Risk recommended for closure
likelihood of challenge from third parties, for closure SLT, the option to let CSU Officer Designated Nurse
which will have an effect on clinical, financial continue to process the 9 .
and reputational risks of the ICB applications was taken, Safeguarding
: ’ Adults/MCA Lead
Risk 03
Hannah Belcher, 18
Assistant Director of | 16
There is a risk to the sustainability of the Michelle GP Commissioning and i:
individual GP practices across Derby and Resilience meetings in place Arrowsmith Development: Primary 10
03 Derbyshire resulting in failure of individual GP both looking at supporting Chief Strategy and Care
3 . . . . 4 4 16 4 16 Lo - . . 8
Practices to deliver quality Primary Medical individual and system resilience | Delivery Officer, 6
Care services resulting in negative impact on across general practice. and Deputy Chief Judy Derricott 4
patient care. Executive Assistant Director of | 5
Nursing and Quality: 0 . . . . . .
i = z ] = % 5 5 5 5 z > 5
Primary Care g g g 3 : é % é é 5 g §
< 2 I H g g K
5 g 3 £
Risk 05
If the ICB does not review and update 7
existing business continuity contingency plans Core Standards Submission has 6
and processes, strengthen its emergency been made to NHS England with 5
05 preparedness and engage with the wider self as;essed gr:?\dmg .Of Helen Dillistone - Chris Leach, 4
health economy and other key stakeholders 2 3 6 3 6 substantially compliant, likely .
AN N Chief of Staff Head of EPRR 3
then this will impact on the known and due to challenges that this will be )
unknown risks to the Derby and Derbyshire changed to partially compliant as 1
ICB, which may lead to an ineffective was predicted. 0
response to local and national pressures. T 3 ] = g 5 5 5 5 z z 5
g 2 & -
Risk 06
20
Risk of the Derbyshire health system being The System moves towards 15
06 unable to manage demand, reduce costs and understanding its underlying Keith Griffiths, Darran Green, 10
deliver sufficient savings to enable the ICBto | 4 4 16 [ 16 “ position and how this impacts a Chief Financial Acting Operational 5
move to a sustainable financial position. triangulated Medium Term Officer Director of Finance o
Financial Plan. = z ¢ = % 5 5 v 85 z = =5
g S S 3 2 o E-1 ) E) s s £
< = F & g & & 2 £ 2
& O 3 8 = 2
& z a
Risk 07
Failure to hold accurate staff files securely Insufficient resource W't.hm the 6
) . HR team to progress this work 5
may result in Information Governance N . James Lunn,
- . at the current time. Resources to Linda Garnett 4
07  |breaches and inaccurate personal details. . ] - X ) Head of People and
) 2 3 6 2 3 6 be reviewed with a view to Interim Chief L 3
Following the merger to the former Derby and X ; ) Organisational
. N : completing prior to the move People Officer 2
Derbyshire CCG this data is not held f Development
: N from Cardinal Square to the 1
consistently across the sites. ) 0
Council House. — - _ - -
T § £ 5 ¢ 3 &2 3 53 § § ¢
< 2 2 7 5 5 ¢ 5 0t oz : %
s © 3 8 = 2
3 4 o
Risk 09
There is a risk to patients on waiting lists as a 20
result of their delays to treatment as a direct 15
09 result of the COVID 19 pandemic. Provider No moderate or severe harms | Prof Dean Howells Letitia Harris 10
waiting lists have increased in size and it is 3 4 16 3 4 16 “ were reported in Q1 and Q2 Chief Nursing Clinical Risk Manager 5
likely that it will take significant time to fully across the Derbyshire System. Officer 9 o
recover the position against these. = > v > o 5 5 5 5 > >
o s S 3 o <] Q Qo o ® © o
< = s € S £ £ 2 2 2
< 9] S 9] I} 5 S
5 © 3 g - ¢
3 b= a
Risk 11
If the ICB does not prioritise the importance
of climate change it will have a negative 12
impact on its requirement to meet the NHS's Derby and Derbyshire ICS s the .
Net Carbon Zero targets and improve health ; : - . .
11 N ; best performing ICS in the Helen Dillistone Suzanne Pickering 4
and patient care and reducing health 3 3 9 3 3 9 . L !
. - ) - Midlands for reduction in Inhalers|  Chief of Staff Head of Governance | ,
inequalities and build a more resilient of 28%
healthcare system that understands and o 0 — T T T T T T T
h S = > > & . o = o = > =
responds to the direct and indirect threats <E(. 2 S 3 ER % & 8 5 5 2
posed by climate change - 2 5 b} 5 5 s 5 =
s O 3 @ = &
% =z a

Pa£11 of 3




Previous Rating

Residual/
Current Risk

(September) Rating
% (October)
=
)
% Risk Description Movement - October Rationale Executive Lead Action Owner Graph detailing movement
3 slal3|s
@ s122]8|2] 2
sla|a|2|e]fa
< <
Risk 13
Existing human resource in the 10
Communications and Engagement Team 9
may be insufficient. This may impact on 8
. . . 7
the team's ability to provide the 6
. . . . Sean Thornton -
necessary advice and oversight required Remcom review of structures - ; 5
13 8 et } Helen Dillistone Deputy Director
to support the system's ambitions and 3 3 9 3|3 9 complete, now subject to staff . - 4
. - . S Chief of Staff Communications and | 3
duties on citizen engagement. This could consultation in November 2023. Engagement 2
result in non-delivery of the agreed ICS 1
Engagement Strategy, lower levels of 0 +—— : : : :
engagement in system transformation 51 g g :: 5 % 3z k] b § § g
. . . = o
and non-compliance with statutory duties. 2 g 5 § § S &5 =
5§ ° 2 & - ¢
Risk 15
10
9
s AN
7 N\
- i 6
The ICB may not have sufficient resource 't.'s not C'E'.’” yet whether there - Chrissy Tucker -
15 . . . will be any impacts on the ICB Helen Dillistone . 5
and capacity to service the functions to 2 3 6 2|3 6 . . Director of Corporate | 4
be delegated by NHSE| from the delegation of Chief of Staff Deliver
€ delegated by Specialised Services. y ;
1
0 - - - - -
= > > = . . o . > >
I o k3] < o S S >
a © 3 3 - &
& z e
Risk 16
14
12
10
Risk of increased anxiety amongst staff . S'Ckne.s s absence levels Linda Garnett James Lunn, 8
16 X ; increased in September to 3.6% X ) Head of People and 6
due to the uncertainty and the impacton | 4 3 22| 4| 3] 12 “ o Interim Chief o
I-bein (last year for September = People Officer Organisational 4
we g- 2.91%). Development
2
0 - - - - -
T 3 ¢ z % 3 ® 8§ & T T %
< g § ¢ 8 & § =
§ ° 2 & © ¢
Risk 17
14
12
- 10
Due to the pace of change, building and Sean Thornt
sustaining communication and ) ) ) ) - ean thornton - 8
17 . Insight review pilots now being Helen Dillistone Deputy Director
engagement momentum and pace with 4 3 12| 4| 3| 12 " . P 6
. Lo established. Chief of Staff Communications and
stakeholders during a significant change Engagement 4
programme may be compromised. 2
0 -
= > ® > = o N = . > <
58 5 2 % 02 3 32 2§ §5 %
2 5] k] 5] @ s 5 =
a © 3 3 - g
8 2 s -
Hannah Belcher, Risk 18
Assistant Director of
There is a risk of patient harm through . . Michelle GP Commissioning and 5
L ’ The ICB is supplying weekly - o
existing safeguarding concerns due to f Arrowsmith Development: Primary | 10
- . . . . updates to PCNs with regards to .
18 patients being able to pro-actively view their - . Chief Strategy and Care
. 2 3 6 213 6 “ practices and access of patients " : 5
medical record from 1st November 2022. to the NHS app including access Delivery Officer,
This is a result of national changes to the toezcords 9 and Deputy Chief Judy Derricott 0 - . . - LT - - o -
GMS contract required by NHSE/I. ’ Executive Assistant Director of 5} 2 s 3 3 2 § s 32 5 E g
Nursing and Quality: - z £ g § § 5§ 5 =
Primary Care & - =
Risk 19
Failure to deliver a timely response to 25
patients due to excessive handover delays . 20
and transfer of patients to the appropriate Extension of home care
19 |care settin fror?w Acute Hos ita?sp RFi)sk of provision to support discharge Dr Chris Weiner Jo Warburton 15
! g fron pita’s. 5 4 out of RDH and UHDB, contract|  Chief Medical 10
leading to significant response times for L )
- ) J . negotiations due to start Officer Dan Webster 5
patients whilst waiting in the community for an
L . November 2023. 0 r T T
ambulance response, resulting in potential = > o > 2 . - = N N -
L = T e 3 14} o ) T o} < z S
significant levels of harm. g = 3 = = € 5 € <2 E E} 5
3 € S £ € 2 2 2
P [ 5 Q [ o Q
a © 3 3 - &
& z =
Under the Immigration and Asylum Act 1999, Risk 20
the Home Office has a statutory obligation to 25
provide those applying for asylum in England 20
with temporary accommodation within Derby Michelina Racioppi
City and Derbyshire. Due to the number of No plans to reduce the number Assistant Director for | 15
. ; ) . L Prof Dean Howells " y
20 contingency Hotels in the city and county of contingency hotels within the ¥ . Safeguarding Children/ || 19
. f - 4 4 - Chief Nursing y
there is concern that there will be an increase city or county - therefore no ) Lead Designated Nurse
. . A Officer . 5
in demand and pressure placed specifically change in risk. for Safeguarding
upon Primary Care Services and Looked Children 0 T T T T T T T
After Children Services in supporting Asylum T & & F & 3 3 &8 3 z z 3
) < > 3 = & € -] € € S S s
Seekers and unaccompanied asylum seekers E; £ 8 H g £ 5 s
with undertaking health assessments. =& © 3 ¢ ~ &
%] z Q
Risk 21
25
20
There is a risk that contractors may not be The ICB is close to agreeing all Michelle 15
able to fulfil their obligations in the current contracts perceived to be at risk Arrowsmith Lana Davidson
financial climate. The ICB may then have to of inflation/cost of living, the ICB | Chief Strategy and . 10
21 ) . . . 3 4 12 | 3 4 12 - - Senior Contract
find alternative providers, in some cases at would expect to have been Delivery Officer, Manager 5
short notice, which may have significant notified or assessed the and Deputy Chief 9 o
financial impact. probability of this occurring. Executive = = o =g L U
5 & s 3 2§ & & & 8 § § ¢
< = - B £ o £ £ > 2 ]
2 3] S o [} S S =
a © 3 3 - &
& z a

Pa&% of 3




Previous Rating

Residual/
Current Risk

(September) Rating
% (October)
=
)
% Risk Description Movement - October Rationale Executive Lead Action Owner Graph detailing movement
3 slal3|s
@ s122|g|2]| 28
sla|a|2|e]fa
< <
National policy not to fund the agenda for
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22 |the Derbyshire system with potential accepted. Officer
£13m,recurrent, liability. As this is a national
decision the ICB does not have any
mitigations.
There is a risk to Joined Up Care Derbyshire
(JUCD) performance against the Cancer
Standards, including 28 Day Faster Diagnosis -
NEW |Standard, 62 Day Waits and 104+ days due ;;?2;&2 -srl)erm:t):\(i)trof:gi)i:'a Prof Dean Howells Monica McAllindon
RISK |to an increase in referrals from Staffordshire 4 4 NEW RISK p . : Chief Nursing NEW RISK
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Recommendations

The ICB Board are recommended to:

. APPROVE the Quarter 2 BAF strategic risks 1 to 10;

o NOTE the decrease in risk scores for Strategic Risk 1 and Strategic Risk 2 from a very high
score of 20 to a very high score of 16; and

o NOTE the split of Strategic Risk 8 into two separate risks and the transfer of ownership of
Strategic Risk 8 from the Finance, Estates and Digital Committee to the Population Health
and Strategic Commissioning Committee.

Purpose

The purpose of this report is to present to the Board the Quarter 2 2023/24 Board Assurance
Framework.

Background

A fundamental aspect of the ICB’s governance structure is the establishment and implementation
of sound risk management arrangements. The effective design and embedment of these
arrangements will ensure that the Board is kept informed of the key risks facing the ICB and the
wider system and is assured that robust processes are in place to manage and mitigate them.

The Board Assurance Framework is a structured way of identifying and mapping the main sources
of assurance in support of the achievement of the ICB’s aims and objectives. The BAF provides
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the Board with a framework to support identification of key areas of focus for the system and
updates as to how those key areas are being addressed.

Nine Strategic Risks were initially identified at the ICB Board's BAF development workshops to
determine the strategic risks to achieving the ICB’s three core aims. These were agreed at the
ICB Board on the 17" November 2022 and these were used as the basis for developing the full
Board Assurance Framework.

The strategic risks are the risks that face the system, including the ICB. The ICB however will take
a system coordination role to develop the framework that underpins the delivery and will require
system partners input to mitigate complex risks. It will require strong alignment with system partner
BAFs and assurance will be drawn from a range of internal and external sources.

System organisations have a duty to support the ICB in the management of the BAF and the
achievement of the ICB's objectives.

Report Summary

Quarter 2 BAF 2023/24

Following previous feedback from the ICB Board and Internal Audit, further development and
strengthening of the Strategic Risks has been undertaken and is reflected in the Quarter 2 BAF.
During quarters 1 and 2, the BAF has been modified to include the cross referencing of gaps in
control and assurance to the relevant actions. A significant review has been undertaken of gaps
in controls and assurances to ensure they address the risk areas and where gaps did not address
the risk areas they have been removed. Actions to address gaps in controls and assurances have
been reviewed, updated and marked as complete where required. Updates for quarter 2 are
highlighted in blue.

Appendix 1 provides the summary of the Quarter 2 BAF and Appendix 2 provides the detailed
Quarter 2 2023/24 BAF strategic risks 1 to 10.

1. Quality and Performance Committee — Strategic Risks 1 and 2

Strategic Risk 1: There is a risk that increasing need for healthcare intervention is not met
in the most appropriate and timely way and inadequate capacity impacts the ability of the
NHS in Derby and Derbyshire and both upper tier Councils to deliver consistently safe
services with appropriate standards of care.

Strategic Risk 2: There is a risk that short term operational needs hinder the pace and scale
required to improve health outcomes and life expectancy.

The Quality and Performance Committee BAF Task and Finish Working Group meets on a
monthly basis to review their BAF Strategic Risks.

Following the last meeting and discussions held, the Working Group recommended to
decrease the risk score for both Strategic Risks 1 and 2. This is as a result of the Integrated
Care System increasing in maturity, the work carried out and progress so far this year.

Strategic Risks 1 and 2 were recommended to be decreased from a very high score of 20
to a very high score of 16, effective from September 2023. This decrease was approved at
the Quality and Performance Committee meeting held on 2" November 2023.
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Population Health and Strategic Commissioning Committee (PHSCC) — Strategic
Risks 7, 8 and 9

Strategic Risk 7: There is a risk that decisions and actions taken by individual organisations
are not aligned with the strategic aims of the system, impacting on the scale of
transformation and change required.

Strategic Risk 8: There is a risk that the system does not establish intelligence and analytical
solutions to support effective decision making.

Strategic Risk 9: There is a risk that the gap in health and care widens due to a range of
factors including resources used to meet immediate priorities which limits the ability of the
system to achieve long term strategic objectives including reducing health inequalities and
improve outcomes.

A thorough review of both strategic risks 7 and 9 has been undertaken during quarter 2,
several system gaps in control and system gaps in assurance have been removed from the
risks. These were identified as gaps where they did not address the risk areas, gaps not
being relevant any longer as the ICB continues to mature or duplicated elsewhere in the risk.

BAF Strategic Risk 7

Strategic Risk 7 has been refreshed regarding the gaps in controls and assurances to ensure
they addressed the risk areas and where gaps did not address the risk areas they have been
removed. Following the review of actions, the Committee have agreed that the risk profile
for this risk remains at risk score 12.

BAF Strategic Risk 9 — Risk Description

During Quarter 2, a new strategic risk was proposed at the System Finance, Estates and
Digital Committee. The proposed description for the risk was: Risk that available resources
are distributed to meet immediate priorities and do not take account of long-term System
strategic objectives.

After consideration of the new strategic risk with Senior Officers, it was felt that the risk was
a contributing factor to risk 9, therefore it was proposed that the risk is incorporated into
Strategic Risk 9 with a revised risk description. This then eliminates the need for a further
separate strategic risk and duplication.

Original Strategic Risk 9 description: There is a risk that the gap in health and care widens
due to a range of factors (recognising that not all factors may be within the direct control of
the system) which limits the ability of the system to reduce health inequalities and improve
outcome.

New Strategic Risk 9 description: There is a risk that the gap in health and care widens due
to a range of factors including resources used to meet immediate priorities which limits the
ability of the system to achieve long term strategic objectives including reducing health
inequalities and improve outcomes.

BAF Strategic Risk 9 - Strateqic Threats

The original four strategic threats were proposed to be reduced to two strategic threats:

o Threat 1 - Original description: Resource required for restoration of services post-
Covid impacts progress of health inequalities programme. Revised description: The
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breadth of requirements on the system outstrips/surpasses our ability to prioritise our
resources (financial/capacity) towards reducing health inequalities.

o Threat 2 - The cost of living crisis worsens health inequalities. PHSCC agreed that this
threat was removed, due to this threat being out of the control of the ICB and System.

o Threat 3 -The population may not engage with prevention programmes. This threat
remains the same.

. Threat 4 - The ICS aim to achieve too much in too many areas with limited resources.
PHSCC agreed that this threat was removed as this is incorporated into the revised
wording in respect of threat 1.

The risk profiles of risk 9 have been reviewed and considered by the Committee and have
not changed during quarter 2 and the risk score remains a 16 due to the nature of the long-
term risk.

Transfer of BAF Strategic Risk 8

The original risk description for Strategic Risk 8 was - There is a risk that the system does

not:

A. establish intelligence and analytical solutions to support effective decision making;
and

B.  deliver digital transformation.

During quarter 2, the original Strategic risk 8, which was the responsibility of the Finance,
Estates and Digital Committee, was split into two separate risks. This was to clearly identify
the data and intelligence element and digital transformation as two separate strategic risks.

o Strateqgic Risk 8: There is a risk that the system does not establish intelligence and
analytical solutions to support effective decision making.
This risk is now the responsibility of the Population Health and Strategic
Commissioning Committee.

o Strategic Risk 10: There is a risk that the system does not identify, prioritise and
adequately resource digital transformation in order to improve outcomes and enhance
efficiency.

This risk remains the responsibility of the Finance, Estates and Digital Committee.

The changes were approved at the Population Health and Strategic Commissioning
Committee meeting held on 12" October 2023. Following the review of actions, the
Committee have agreed that the risk profile for this risk remains at risk score 12.

Finance, Estates and Digital Committee — Strategic Risks 4 and 10

Strategic Risk 4: There is a risk that the NHS in Derbyshire is unable to reduce costs and
improve productivity to enable the ICB to move into a sustainable financial position and
achieve best value from the £3.1bn available funding.

Strategic Risk 10: There is a risk that the system does not identify, prioritise and adequately
resource digital transformation in order to improve outcomes and enhance efficiency.

Following discussions at the Finance, Estates and Digital Committee meeting held on 26"
September, it was agreed that, as the intelligence and analytical solution risk is led by Dr
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Chris Weiner, this risk should be owned by the Population Health and Strategic
Commissioning Committee and not the Finance, Estates and Digital Committee.

The ownership of this risk has now been transferred to the Population Health and Strategic
Commissioning Committee. This was presented and agreed at the Population Health and
Strategic Commissioning Committee meeting held on 12" October 2023.

o Strateqic risk 8: There is a risk that the system does not establish intelligence and
analytical solutions to support effective decision making.

The risk profiles have been reviewed and considered by the Committee, the risk score
remains at a high score of 12 for quarter 2

o Strategic Risk 10: There is a risk that the system does not identify, prioritise and
adequately resource digital transformation in order to improve outcomes and enhance
efficiency.

The risk profiles have been reviewed and considered by the Committee, the risk score
remains at a high score of 12 for quarter 2 due to the work required and the recurrency
of programme funding is still outstanding.

o Strateqgic Risk 4: There is a risk that the NHS in Derbyshire is unable to reduce costs
and improve productivity to enable the ICB to move into a sustainable financial position
and achieve best value from the £3.1bn available funding.

The Finance, Estates and Digital Committee have reviewed the final quarter 2 position
for the risk and the risk profile remains at a very high 16.

People and Culture Committee — Strategic Risks 5 and 6

Strategic Risk 5: There is a risk that the system is not able to recruit and retain sufficient
workforce to meet the strategic objectives and deliver the operational plans.

Strategic Risk 6: There is a risk that the system does not create and enable One Workforce
to facilitate integrated care.

Actions have been reviewed and completed for Strategic Risks 5 and 6, however the profile
of the risk scores for both risks have not changed during quarter 2. This is due to the long-
term nature of the risks and many of the drivers are out of the control of the system.

Public Partnership Committee — Strategic Risk 3

There is a risk that the population is not sufficiently engaged in designing and developing
services leading to inequitable access to care and outcomes.

An outline set of actions have been developed to address the threats posed by the risk, and
the Committee has reviewed the deep review of actions which supports greater visibility on
progress through the course of the year as the risk is mitigated.

The risk profile has been considered and remains a very high 16.
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6. Actions completed during Quarter 2

The following table details actions which have been completed during quarter 2 across the

Strategic Risks.

Action Action Action date
Reference completed
Number
1T1.2A Development of Integrated Care Strategy / Joint Forward | 30.06.23
Plan
1T1.3A Triangulation with Provider System BAF 30.06.23
Development of a system Health Inequalities strategy as | 30.06.23
1T2.1A, 2T3.1A | part of the wider Integrated Care Partnership strategy
1T3.2A, 4T3.4A | Development of Operational Plan 30.06.23
2T1.2A Clarification of the scope and Terms of References of | 30.09.23
Provider Collaborative Leadership Board and System
Delivery Boards
2T3.1A Development of a system Health Inequalities strategy as | 30.09.23
part of the wider Integrated Care Partnership strategy
4T3.2A CIP Engagement Plan being implemented 30.06.23
5T1.1A Refresh of 22/23 workforce plan 30.06.23
5T1.2A Develop 2023/24 workforce plan 30.06.23
10T1.1A Secure agreement on digital and technology resource | Complete for
funding - budget being formalised for 23/24 budget only, | 23/24 funding
still to agree recurrent funding 30.06.23
10T1.4A Formally incorporate Primary Care digital and | 30.06.23
technology governance within D3B
3T1.5A Assess current team skills in cultural engagement and
communications.
o Health literacy bite-sized training (various team | 30.06.23
members and team discussion)
3T2.1A Delivery of Communications and Engagement Strategy
Stakeholder chapter to scope processes on relationship
managing and stakeholder perceptions, resulting in
business case.
o Management tool identified with Head of Digital 30.06.23
3T2.4A Develop proposal and business case for UEC | 31.07.23
behaviour/insight programme following social marketing
principles.

Each responsible Executive and the Committee reviewed and approved their final Quarter 2
2023/24 strategic risks at the Committee meetings in October prior to this report being presented

to the ICB Board on 16" November 2023.

Identification of Key Risks

The increasing need for healthcare intervention is not met
in most appropriate and timely way, and inadequate

Short term operational needs hinder the pace

SR1 | capacity impacts the ability of the NHS in Derby and SR2 | and scale required to improve health outcomes
Derbyshire and upper tier Councils to deliver consistently and life expectancy.
safe services with appropriate levels of care.
The NHS in Derbyshire is unable to reduce
The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care SR4 ICB to move into a sustainable financial position

and outcomes.

available funding.

and achieve best value from the £3.1bn
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The system is not able to recruit and retain sufficient
SR5 | workforce to meet the strategic objectives and deliver the SR6
operational plans.

The system does not create and enable One
Workforce to facilitate integrated care.

Decisions and actions taken by individual organisations

There is a risk that the system does nor

t aligned with the strategic aims of the system, o f . .

SR7 | arenot . SR8 | establish intelligence and analytical solutions to
:-25&?229 on the scale of transformation and change support effective decision making.
There is a risk that the gap in health and care widens due
to a range of factors including resources used to meet There is a risk that the system does not identify,
immediate priorities which limits the ability of the system to prioritise and adequately resource digital

SR9 achieve long term strategic objectives including reducing SR10 transformation in order to improve outcomes
health inequalities and improve outcomes. and enhance efficiency

The report covers each strategic risk.

Financial impact on the ICB or wider Integrated Care System

Yes | No[J

N/AL]

Details/Findings

Strategic risk SR4 describe the system's financial risk.

There is a risk that the NHS in Derby and Derbyshire is unable to
reduce costs and improve productivity to enable the ICB to move
to a sustainable financial position and achieve best value from the
£3.1billion available funding.

Has this been signed off by
a finance team member?
Keith Griffiths,

Executive Director of Finance

Have any conflicts of interest been identified throughout the decision-making process?

No conflicts of interest have been identified.

Project Dependencies

Completion of Impact Assessments

Data Protection Yes O | NoO | N/AX

Details/Findings

Impact Assessment

Quality Impact Yes [0 | Noll N/AKX

Details/Findings

Assessment

Equality Impact

Details/Findings

Yes [0 | Noll N/AKX
Assessment

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?
Include risk rating and summary of findings below, if applicable

Yes [ No[l N/AX | Risk Rating: Summary:

Has there been involvement of Patients, Public and other key stakeholders?

Include summary of findings below, if applicable

Yes [ Nol N/AX | Summary:

Implementation of the Equality Delivery System is a mandated requirement for the ICB,
please indicate which of the following goals this report supports:

Better health outcomes Impro_ved patient access and
experience

A representative and supported Inclusive leadership

workforce
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Are there any equality and diversity implications or risks that would affect the ICB's

obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

There are no implications or risks which affect the ICB's obligations under the Public Sector
Equality Duty.

When developing this project, has consideration been given to the Derbyshire ICS Greener
Plan targets?

Carbon reduction | O | Air Pollution ‘ O ‘ Waste O

Details/Findings

The ICB Corporate Risk register defines the risk to the achievement of Net Zero Targets and the
delivery of the Derbyshire ICS Green Plan.
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Appendix 1 - ICB Board Assurance Framework (BAF) - Quarter 2 2023/24 Summary

The key elements of the BAF are:
e A description of each Strategic Risk, that forms the basis of the ICB’s risk framework
e Risk ratings — initial, current (residual), tolerable and target levels
e (lear identification of strategic threats and opportunities that are considered likely to increase or reduce the Strategic Risk

Joined Up Care

Derbyshire

e Key elements of the risk treatment strategy identified for each threat and opportunity, each assigned to an executive lead and individually rated by the lead committee for the level of assurance they can take that the

strategy will be effective in treating the risk (see below for key)

e Sources of assurance incorporate the three lines of defence: (1) Management (those responsible for the area reported on); (2) Risk and compliance functions (internal but independent of the area reported on); and (3)

Independent assurance (Internal audit and other external assurance providers)

e Clearly identified gaps in the control framework, with details of planned responses each assigned to a member of the Senior Leadership Team (SLT) with agreed timescales

Key to lead committee assurance ratings:

Green = Assured: the Committee is satisfied that there is reliable evidence of the appropriateness of the current risk
treatment strategy in addressing the threat or opportunity

- no gaps in assurance or control AND current exposure risk rating =
target OR
- gaps in control and assurance are being addressed

Amber = Partially assured: the Committee is not satisfied that there is sufficient evidence to be able to make a judgement
as to the appropriateness of the current risk treatment strategy

> Red = Not assured: the Committee is not satisfied that there is sufficient reliable evidence that the current risk treatment
strategy is appropriate to the nature and/or scale of the threat or opportunity
This approach informs the agenda and regular management information received by the relevant lead committees, to enable
them to make informed judgements as to the level of assurance that they can take and which can then be provided to the
Board in relation to each Strategic Risk and also to identify any further action required to improve the management of those

Risk scoring = Probability x Impact (P x 1)

Impact

Probability
1 2 3 4 5
Rare Unlikely Possible Likely Almost certain

Catastrophic

10

Major 4 8
Moderate 3 6

Minor 2 4 6 8 10
Negligible 1 2 3 4 5

This BAF includes the following Strategic Risks to the ICB's strategic priorities:

Reference Strategic risk Responsible committee Executive lead

There is a risk that increasing need for
healthcare intervention is not met in the
most appropriate and timely way and
SR1 inadequate capacity impacts the ability of Quality & Performance | Prof Dean Howells 02.10.2023
the NHS in Derby and Derbyshire and upper
tier Councils to delivery consistently safe
services with appropriate levels of care.

Last Target
reviewed risk score

10

Previous risk
score

There is a risk that short term operational
needs hinder the pace and scale required to
improve health outcomes and life
expectancy.

SR2 Quality & Performance | Prof Dean Howells 02.10.2023

10

There is a risk that the population is not
sufficiently engaged in designing and Public Partnership
developing services leading to inequitable Committee

access to care and outcomes.

SR3 Helen Dillistone 31.10.2023

Current risk

score

Risk appetite Movement in

Overall
Assurance

risk score risk score

rating

12 Partially assured
12 Partially assured
12 “ Partially assured




Reference

Strategic risk

Responsible committee

Executive lead

Last
reviewed

Previous risk| Current risk

Risk appetite Movement in

Overall
Assurance
rating

There is a risk that the NHS in
Derbyshire is unable to reduce costs
and improve productivity to enable Finance. Estates and
SR4 the ICB to move into a sustainable L . Keith Griffiths 13.10.2023 Partially assured
. ) o ) Digital Committee
financial position and achieve best
value from the £3.1bn available
funding.
There is a risk that the system is not able to
SRS recruit and retalr.1 suff.|C|e.nt workforc.e to People & .CuIture Linda Garnett 26.10.2023 O Wp—
meet the strategic objectives and deliver Committee
the operational plans.
There is a risk that the system does not Peoble & Culture
SR6 create and enable One Workforce to P . Linda Garnett 26.10.2023 Partially assured
s . Committee
facilitate integrated care.
There is a risk that decisions and actions
ta_ken by |_nd|V|duaI orga_nls?tlons are not Popu!atlon He_alt_h & Michelle Arrowsmith .
SR7 aligned with the strategic aims of the system,| Strategic Commissioning 05.10.2023 Partially assured
impacting on the scale of transformation and Committee
change required.
There is a risk that the system does not ]
establish intelligence and analytical solutions Population Health &
SR8 ] . ) Strategic Commissioning| Dr Chris Weiner 05.10.2023 Partially assured
to support effective decision making. )
Committee
There is a risk that the gap in health and care
widens due to a range of factors including
resources used to meet immediate priorities b lation Health &
e - opulation Hea
which limits the ability of the system to
SR9 ) Y ) y ] Strategic Commissioning [Michelle Arrowsmith| 05.10.2023 Partially assured
achieve long term strategic objectives .
i ] ) ) o Committee
including reducing health inequalities and
improve outcomes.
There is a risk that the system does not
identify, prioritise and adequately resource i . .
SR10 . v, P L g y. Fln.ahce, Estate.s and Jim Austin 17.10.2023 Partially assured
digital transformation in order to improve Digital Committee
outcomes and enhance efficiency.




Joined Up Care

Appendix 2 - ICB — Board Assurance Framework (BAF) Derbyshire

Strategic Risk SR1 — Quality and Performance Committee

Strategic Aim — To improve overall health outcomes Committee overall assurance level Partially assured
including life expectancy and healthy life expectancy
rates for people (adults and children) living in Derby ICB Lead: Prof Dean Howells, Chief Nursing Officer System lead: Prof Dean Howells, Chief Nursing Officer, Dr | Date of identification:
and Derbyshire. ICB Chair :Adedeji Okubadejo, Chair of Quality & Performance Robyn Dewis 17.11.2022
Committee System forum: Quality and Performance Committee Date of last review: 02.10.2023
Strategic risk There is a risk that increasing need for Risk appetite: target, tolerance and current score Initial Current Target
(what could t . . . .
achieving this healthcare intervention is not met in the Ol ERABLE LEVEL OF Strategic Risk 1
SO CEE) most appropriate and timely way and RISK 2s agreed by
inadequate capacity impacts the ability of >
the NHS in Derby and Derbyshire and both 20
upper tier Councils to deliver consistently \
safe services with appropriate standards of 15
care. 12 = = em e e em em em em e e e e 10
10
5
0
Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23
Currentrisk level == = Tolerable risk level Target risk level
Strategic threats (what might cause this risk to materialise) Impact (what are the impacts of each of the strategic threats)
1. Lack of timely data to improve healthcare intervention 1. No intelligence and data to support the improvement healthcare intervention
2. Lack of system ownership and capacity by the Integrated Care Partnership (ICP) and County and City 2. Lack of clarity of direction and expectations, with all parts of the system identifying their own role in achieving
Councils the objectives
3. Ineffective Commissioning of services across Derby and Derbyshire 3. Inability to deliver safe services and appropriate standards of care across Derbyshire

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

Assurance
Ref No

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,
external)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

Control
Ref No

what controls/ systems
System Controls (wh Is/ sy &
processes do we already have in place to assist us in

Threat status

managing the risk and reducing the likelihood/ impact
of the threat)

Threat 1 e Derbyshire ICS Integrated Quality and | 171.1C Intelligence and evidence are required | ¢ Quality and Performance Committee 1T1.1AS The Integrated Assurance and
Lack of timely data to Performance Report has been refined to understand health inequalities, assurance to the ICB Board via the Performance Report is in place and will
improve healthcare and is reported and managed by the make decisions and review ICS Assurance Report and Integrated continue to be developed further as
intervention System Quality and Performance progress. Quality Assurance and Performance reported to ICB Board.

Committee monthly. These will Report.

highlight areas of significant concern. | 1T1.2C Plan for data and digital need to be e System Quality Group assurance to the | 1T1.2AS Consistent escalation reporting across

e System Deep Dives provide further developed further. Quality and Performance Committee the system to be agreed.

assurance at the Quality and and ICB Board.

Performance Committee. Deep dives 1T1.3C Lack of real time data collections. e System Quality Group assurance on

are identified where there is lack of System risks and ICB Risks.

performance/ or celebration of good 1T1.4C Requirement for streamlining Data e Monthly reporting provided to ICB/ ICS

performance and Digital needs of all Partners Executive Team/ ICB Board and NHSE.

e The Integrated Assurance and (Including LA's). o Agreed ICB Quality Risk escalation

Performance Report has been o . Policy.

developed and is reported to public 1T1.5C Finalised and implemented System e Risk Escalations from SQG to Q&P.

ICB Board bimonthly. Specific section BAF.  Quality and Safety Forum provides

focuses on Quality. . . assurance into the System Quality

Health inequalities programme of work | 1T1.6C Lack of confidence with data Group and meets bi-monthly. This

supported by the strategic intent associated with the Transforming Care provides the detailed sense check of

function of the ICS, the anchor Programme (TCP). reporting.

institution and the plans for data and




Threat status

System Controls (what controls/ systems & Control

processes do we already have in place to assist us in Ref No | issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance
of the threat) level)

System Gaps in control (specificareas System Sources of Assurance (Evidence Assurance
that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance

external) level)

System Gaps in Assurance (Specific

digital management. This reports to the | 1T1.7C Lack of confidence in the delivery of Recovery Action Plan submitted at the
PHSCC. the 3 year maternity plan. Learning Disabilities and Autism (LDA)
Agreed ICB Quality Risk Escalation Mental Health Delivery Board.
Policy.
Risk Escalations from System Quality Maternity Reporting into the Local
Group to Quality and Performance Maternity and Neo natal System
Committee. (LMNS).
Integrated Care Partnership (ICP) was
established in shadow form and met in
Public for the first time February 2023.
ICB and ICS Exec Teams in place.
Integrated Care Strategy in place and
published.
Threat 2 Agreed System Quality infrastructure Dr Robyn Dewis, Director of Public
Lack of system in place across Derbyshire Health Derby City is the Chair of Health
ownership and capacity Integrated Care Partnership (ICP) was Inequalities Group across the System
by the Integrated Care established in shadow form and met in Approved Integrated Care Partnership
Partnership (ICP) and Public for the first time February 2023. (ICP) Terms of Reference by the ICP
County and City Agreed System Quality and and ICB Board.
Councils Performance Dashboard to include ICP is now formally meeting in Public
inequality measures from February 2023.
Agreed NHSE Core20PLUS5 County and City Health and Wellbeing
Improvement approach to support the Boards support the delivery of the
reduction of health inequalities. Health Inequalities Strategy and Plan.
ICB Board and Derbyshire Trusts Agreed Core20PLUSS5 approach across
approved and committed to the Derbyshire.
delivery of the Derbyshire ICS Green Derbyshire ICS Health Inequalities
Plan. Strategy has been developed and
Agreed Derby and Derby City Air woven into the ICS Strategy and has
Quality Strategy. been approved by the ICP.
Integrated Care Strategy in place and
published.
Derbyshire ICS Health Inequalities
Strategy has been developed and
woven into the ICS Strategy and has
been approved by the ICP.
Threat 3 Derbyshire Cost Improvement 1T3.1C Commissioning to focus on patient Agreed ICS 5 Year Strategy in place 1T3.1AS 2023/24 Operational Plan in place and
Ineffective Programme (CIP) in progress and cohorts, with measures around Quality and Performance Committee submitted to NHSE
Commissioning of Service Benefit Reviews challenge services to be put in place to support assurance to the ICB Board via the
services across Derby process is in place to support reduction of inequalities. Assurance Report and Integrated
and Derbyshire efficiencies. Quality Assurance and Performance
Agreed Prioritisation tool is in place. 1T3.2C Increase Patient Experience feedback Report.
Population Health Strategic and engagement. Population Health Strategic
Commissioning Committee providing Commissioning Committee assurance
clinical oversight of commissioning and | 173.3C Cost Improvement Programme (CIP) to the ICB Board via the Assurance
decommissioning decisions. Subject to Electronic Programme Report.
Robust system QEIA process for Management Officer (EPMO) and the System Quality Group assurance to the
commissioning/ decommissioning Quality and Equality Impact Quality and Performance Committee
schemes Assessment processes. and ICB Board.
Agreed targeted Engagement Strategy System Quality Group assurance on
— to implement engagement element of System risks and ICB Risks
Comms & Engagement strategy. Public Partnerships Committee Public
Robust Citizen engagement across assurance to ICB Board.
Derbyshire and reported through
Public Partnerships Committee.

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)




Threat status

System Controls (what controls/ systems &

Control System Gaps in control (specific areas
processes do we already have in place to assist us in Ref No | issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance
of the threat) level)

System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific
that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance

external) level)

e Integrated Care Strategy in place and o NHSE Assurance Reviews and
published. Assurance Letters provide evidence of
¢ Joint Forward Plan in place and now compliance and any areas of concern.
published. e Winter Plan in development for
discussion at ICB Board on 19.10.23

Actions to treat threat

Threat Action ref Action Control/

no

Assurance
Ref No

Action Owner

Due Date

Has work
started?

Committee level of assurance (eg assured, partially assured, not

assured)

Committee/Sub Group Assurance

Committee level
of assurance

Threat1- | 1T1.1A Development of Intelligence and dashboardto | 1T1.1C Dr Robyn Dewis Quarter 2 2023/24 Commenced Population Health and Strategic Partially assured
evidence Core20PLUS5 principles 1T1.2C Commissioning Committee
1T1.3C
1T1.4C
1T1.2A Development of Integrated Care Strategy / 1T1.1C Michelle Arrowsmith Quarter 2 2023/24 Completed ICB Board/ Integrated Care Partnership/ Partially assured
Joint Forward Plan 1T3.3C 30.06.23 Population Health and Strategic
Commissioning Committee
1T1.3A Triangulation with Provider System BAF 1T1.5C Chrissy Tucker Quarter 2 2023/24 Completed ICB Board/Corporate Committees Partially assured
30.06.23
1T1.4A Development of Recovery Action Plan which is | 1T1.6C Jo Hunter Quarter 3 2023/24 Commenced Learning Disabilities and Autism (LDA) Partially assured
submitted at the Learning Disabilities & Autism Mental Health Delivery Board
(LDA) Mental Health Delivery Board.
1T1.5A Production of Maternity Reporting process into | 1T1.7C Jo Hunter Quarter 3 2023/24 Commenced Local Maternity and Neo natal System Partially assured
the Local Maternity and Neo natal System Board
(LMNS).
Threat 2 1T2.1A Development of a system Health Inequalities 1T2.1C Dr Robyn Dewis Quarter 2 2023/24 Completed Population Health and Strategic Partially assured
strategy as part of the wider Integrated Care 1T2.1AS 30.06.23 Commissioning Committee
Partnership strategy
Threat 3 1T3.1A Development of Patient Experience Plan 1T3.2C Elaine Belshaw 31.12.23 Commenced System Quality Group Partially assured
1T3.2A Development of Operational Plan 1T3.1C Executive Team Quarter 1 2023/24 Completed ICB Board Partially assured
IT3.1AS 30.06.23

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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ICB — Board Assurance Framework (BAF)

Derbyshire

Strategic Risk SR2 — Quality and Performance Committee

Strategic Aim — To improve overall health outcomes Committee overall assurance level Partially assured
including life expectancy and healthy life expectancy
rates for people (adults and children) living in Derby

and Derbyshire.

Date of identification:
17.11.2022
Date of last review: 02.10.2023

ICB Lead: Prof Dean Howells, Chief Nursing Officer
ICB Chair :Adedeji Okubadejo, Chair of Quality & Performance
Committee

System lead: Prof Dean Howells, Chief Nursing Officer, Dr
Robyn Dewis
System forum: Quality and Performance Committee

Strategic risk There is a risk that short term operational needs Risk appetite: target, tolerance and current score Initial Current Target
(what could prevent us H H H RISK APPETITE OR
Sehieving this hinder the pace and sqale required to improve TOLERABLE LEVEL OF Stratesic Risk 2
strategic objective) health outcomes and life expectancy. RISK as agreed by g
committee

25

20 \

15

10

e— Current risk level

== = Tolerable risk level

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

Target risk level

Strategic threats (what might cause this risk to materialise)

Impact (what are the impacts of each of the strategic threats)

Threat status

1. Lack of system ownership and collaboration

2. The ICS short term needs are not clearly determined

3. Lack of coordination across Derby and Derbyshire results in health outcomes and life expectancy
improvements not being achieved

what controls/ systems
System Controls (wh Is/ sy &
processes do we already have in place to assist us in

managing the risk and reducing the likelihood/ impact

Control
Ref No

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,

Assurance
Ref No

1. No intelligence and data to support the improvement healthcare intervention

2. Lack of clarity of direction and expectations, with all parts of the system identifying their own role in achieving
the objectives

3. Inability to deliver safe services and appropriate standards of care across Derby and Derbyshire

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

of the threat)

level)

external)

level)

Threat 1 e |CB and ICS Exec Teams in place 2T1.1C Intelligence and evidence to ¢ Quality and Performance Committee 2T1.1AS The Integrated Assurance and
Lack of system e Agreed System Quality infrastructure understand health inequalities, make assurance to the ICB Board via the Performance Report is in place but will
ownership and in place across Derbyshire decisions and review ICS progress. Assurance Report and Integrated continue to be developed further as
collaboration e System Committees are in place and Quality Assurance and Performance reported to ICB Board.
established since July 2022. 2T1.2C In some cases, the 'scope’ of System Report.
e Integrated Care Partnership (ICP) was Delivery Board focus is not sufficiently | ¢ System Quality Group assurance to the
established in shadow form and met in broad enough to tackle the root cause Quality and Performance Committee
formally Public from February 2023. of problems and thus there is an issue and ICB Board.
e JUCD Transformation Co-ordinating that system partners are crowded out | «  System Quality Group assurance on
Group in place with responsibility for from influencing the business of the System risks and ICB Risks.
delivery of transformation plans across Board. ¢ Monthly reporting provided to ICB/ ICS
system. ] ) Executive Team/ ICB Board and NHSE
e Provider Collaborative Leadership 2T1.3C Level of maturity of Delivery Boards o Consistent management reporting
Board in place overseeing Delivery and PCLB across the system to be agreed
Boards and other delivery groups. ) NHS Executive Team in place
o System Delivery Boards in place - 211.4C Level of maturity of the ICP/ICS/ICB e NHSE Assurance Reviews and
providing a mechanism to share Assurance Letters provide evidence of
decisions and challenge actions compliance and any areas of concern.
enhancing transparency and shared (EA)
understanding of impact. e Winter Plan in development for
o Agreed System Quality and discussion at ICB Board on 19.10.23




Assurance
Ref No

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

level)

Threat status System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

of the threat)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,
external)

Performance Dashboard to include
inequality measures.

Threat 2 Agreed ICS 5 Year Strategy sets out 272.1C Commissioning to focus on patient The ICB Board Development Sessions
The ICS short term the short-term priorities cohorts, with measures around provide dedicated time to agree ICB/
needs are not clearly Agreed ICB Strategic Objectives services to be put in place to support ICS Priorities.
determined Integrated Care Partnership (ICP) was reduction of inequalities. ICB Board agreement of Strategic
established in shadow form and met in Objectives
formally Public from February 2023. 212.2C Increase Patient Experience feedback BAF Operational Group - Regular
System planning & co-ordination group and engagement. review of the ICB BAF via established
managing overall approach to planning working group prior to reporting to
Agreed Commissioning Intentions in Quality and Performance Committee.
place
ICP Strategy now approved.
Threat 3 Agreed NHSE Core20PLUS5 273.2C Ensuring prevention is embedded in County and City Health and Wellbeing
Lack of coordination Improvement approach to support the all Care pathways. Boards support the delivery of the
across Derby and reduction of health inequalities Health Inequalities Strategy and Plan.
Derbyshire results in Agreed System Quality & Performance | 2T3.3C Alignment between the ICS and the Public Partnerships Committee Public

health outcomes and
life expectancy
improvements not
being achieved

dashboard to include inequality
measures

County and City Health and Wellbeing
Boards support the delivery of the
Health Inequalities Strategy and Plan.
Integrated Care Partnership (ICP) was
established in shadow form and met in
formally Public from February 2023.
Robust Citizen engagement across
Derbyshire and reported through
Public Partnerships Committee
Derbyshire ICS Health Inequalities
Strategy has been developed and
woven into the ICS Strategy and has
been approved by the ICP.

City and County Health and Wellbeing
Boards.

assurance to ICB Board.

Derbyshire ICS Health Inequalities
Strategy has been developed and
woven into the ICS Strategy and has
been approved by the ICP.

Winter Plan in development for
discussion at ICB Board on 19.10.23.

Actions to treat threat

Threat Action ref

no

Action

Control/

Action Owner

Assurance

Ref No

Due Date

Has work

started? assured)

Committee/Sub Group Assurance

Committee level of assurance (eg assured, partially assured, not

Committee level
of assurance

Threat1 | 2T1.1A Develop the Intelligence and evidence to 2T1.1C Dr Robyn Dewis Quarter 2 2023/24 Commenced Population Health & Strategic Partially assured

understand health inequalities Commissioning Committee

2T1.2A Clarification of the scope and Terms of 2T71.2C Tamsin Hooton Quarter 2 2023/24 Complete Provider Collaborative Leadership Board/ Partially assured
References of Provider Collaborative 2T71.3C 30.09.23 System Delivery Boards
Leadership Board and System Delivery Boards

2T1.3A ICB Board Development Session to discuss 2T71.2C Helen Dillistone Quarter 4 2023/24 Commenced ICB Board Partially assured
Provider Collaborative Leadership Board and 2T71.3C
System Delivery Boards

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)



Annual Review of the Integrated Care 2T1.4C Helen Dillistone/ICP Quarter 4 2023/24 Not yet Integrated Care Partnership Partially assured
2T1.4A Partnership to determine alignment and 2T1.3C Chair commenced
relationships between ICP, Health and
Wellbeing Boards and the ICS
Threat2 | 2T2.1A Develop Patient Experience Plan 2T2.1C Elaine Belshaw 31/12/2023 Commenced System Quality Group Partially assured
272.2C
Threat 3 | 2T3.1A Development of a system Health Inequalities 2T73.1C Dr Robyn Dewis Quarter 2 2023/24 Completed Population Health & Strategic Partially assured
strategy as part of the wider Integrated Care 2T3.1AS 30.06.23 Commissioning Committee
Partnership strategy 273.2C

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)




ICB — Board Assurance Framework (BAF)

Strategic Risk SR3 — Public Partnership Committee

Strategic Aim — To improve overall health outcomes

including life expectancy and healthy life expectancy

rates for people (adults and children) living in Derby

Committee overall assurance level

ICB Lead: Helen Dillistone, Chief of Staff

Joined Up Care

Derbyshire

Partially assured

System lead: Helen Dillistone, Chief of Staff

Date of identification:

and Derbyshire. ICB Chair: Julian Corner, Chair of Public Partnership Committee System forum: Public Partnership Committee 17.11.2022
Date of last review:
31.10.2023
Strategic risk There is a risk that the population is not sufficiently [Bi{EIE e eI ERRET e T8 {o] [T T [0 1) To Mol Vg (=101 T eTo] (=) Initial Current Target
;Vgﬂfgvf.r‘]’;'fhi‘;re."e”t us engaged in designing and developing services RISK APPETITEOR o
strategic objective) leading to inequitable access to care and RISK as agreed by Strategic Risk 3
outcomes. committee 18
16
14
12 - e an en e e e e e e = -
10
12 3 9
6
4
2
0
Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23
Currentrisk level — == == Tolerable risk level Target risk level
Strategic threats (what might cause this risk to materialise) Impact (what are the impacts of each of the strategic threats)
1. The public are not being engaged and included in the strategy development and early planning stage of 1. Potential legal challenge through variance/lack of process.
service development therefore the system will not be able to suitably reflect the public's view and benefit 2. Failure to secure stakeholder support for proposals.
from their experience in its planning and prioritisation. 3. inability to deliver the volume of engagement work required; risk of transformation delay due to legal
2. Due to the pace of change, building and sustaining communication and engagement momentum and pace challenge; reputational damage and subsequent loss of trust among key stakeholders.
with stakeholders during a significant change programme may be compromised. 4. Services do not meet the needs of patients, preventing them from being value for money and effective.
3. The complexity of change required, and the speed of transformation required leads to patients and public
being engaged too late in the planning stage, or not at all leading to legal challenge where due process is
not being appropriately followed.
4. The communications and engagement team are not sufficiently resourced to be able to engage with the
public and local communities in a meaningful way.

Threat status

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

Control

Ref No

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence

that the controls/ systems which we are placing reliance

on are effective — management, risk and compliance,

Assurance System Gaps in Assurance (Specific

Ref No

areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

Threat 1

The public are not
being engaged and
included in the strategy
development and early
planning stage of
service development
therefore the system
will not be able to
suitably reflect the
public's view and
benefit from their
experience in its
planning and
prioritisation.

of the threat)

e Agreed system Communications &
Engagement Strategy.

o Agreed targeted Engagement Strategy
— to implement engagement element of
C&E strategy.

o Agreed Guide to Public Involvement,
now being rolled out to ICB and then
broader system.

e Public Partnership Committee now
established and identifying role in

e assurance of softer community and
stakeholder engagement.

e Communications and Engagement
Team leaders are linked with the
emerging system strategic approach,

3T1.3C

3T1.4C

level)

All aspects of the Engagement
Strategy need to be developed and
implemented. This includes the Insight
Framework, Co-production Framework
and Evaluation Framework. The
Governance Framework also needs
further development.

Once Insight Framework proof of
concept work is up and running,
establish how we make better use of
insight in the system. Collect it, collate
it, analyse and interpret it, and put it in
a format that the system can use to
ensure public participation is informing

external)

e Senior managers have membership of
IC Strategy Working Group to influence

o Comprehensive legal duties training
programme for engagement
professionals

e Public Partnership Committee
assurance to ICB Board

e Public Partnership Committee
Assurance to ICB Board on identified
risks

o ePMO gateway structure ensures
compliance with PPI process

¢ National Oversight Framework ICB
annual assessment evidence

3T1.2AS

3T1.3AS

3T1.4AS

level)

Further work is needed with providers
to embed the guide to PPI,

especially around system
transformation programmes.

Assurance on skills relating to cultural
engagement and communication across
all JUCD partners

ICB self-assessment and submission
(EA)

L)




Threat status

System Controls (what controls/ systems &

System Gaps in control (specific areas
processes do we already have in place to assist us in | issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance
of the threat) level)

System Sources of Assurance (Evidence Assurance

that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance
external) level)

System Gaps in Assurance (Specific

including the development of place
alliances.

decision making.

Benchmarking against comparator ICS
approaches.

Insight summarisation is informing the | 3T1.5C Further work is needed with providers
priorities within the strategy. to embed the guide to PPI, especially
Insight Framework has been around system transformation
developed and its implementation will programmes.
ensure that we have insight around
what matters to people to feed into 3T1.6C Assurance on skills relating to cultural
future strategic priorities. Proof of engagement and communication
Concept Project starting in New Year. across all JUCD partners
Agreed gateway for PPI form on the
ePMO system.
Threat 2 Agreed system Communications & 3T2.1C Development of system stakeholder NHS/ICS ET membership and 3T2.1AS ICB self-assessment and submission
Due to the pace of Engagement Strategy, with ambitions communication methodologies ability/requirement to provide updates (EA)
change, building and on stakeholder relationship understand and maintain/improve ePMO progression
sustaining management. relationships and maximise reach Public Partnership Committee
communication and Membership of key strategic groups, Assurance to ICB Board on identified
engagement including Executive Team, Delivery 3T2.2C Systematic change programme risks
momentum and pace Board, Senior Leadership Team and approach to system development and ePMO gateway structure ensures
with stakeholders others to ensure detailed transformation not yet articulated/live. compliance with PPI process
during a significant understanding of progression. Benchmarking against comparator ICS
change programme Functional and well-established 3T2.3C Staff awareness of work of ICS and approaches
may be compromised. system communications and ICB programme, to enable to National Oversight Framework ICB
engagement group. recruitment of advocates for the work annual assessment evidence
3T2.4C Behaviour change approach requires
development to support health
management and service navigation.
Proposal required for UECC Delivery
Board and other areas to develop this,
requiring resource.
Threat 3 Agreed system Communications & 3T3.1C Clear roll out timescale for Comprehensive legal duties training 3T3.1AS ICB self-assessment and submission

The complexity of
change required, and
the speed of
transformation required
leads to patients and
public being engaged
too late in the planning
stage, or not at all
leading to legal
challenge where due
process is not being
appropriately followed.

Engagement Strategy.

Agreed Guide to Public Involvement,
now being rolled out to ICB and then
broader system.

Public Partnership Committee now
established and identifying role in
assurance of softer community and
stakeholder engagement.

ePMO gateway process includes
engagement assessment check
Training programme underway with
managers on PPI governance
requirements and process

transformation programmes

programme for engagement
professionals

PPI Governance Guide training for
project/programme managers
Public Partnership Committee
assurance to ICB Board

ePMO progression

Public Partnership Committee
Assurance to ICB Board on identified
risks

ePMO gateway structure ensures
compliance with PPI process
National Oversight Framework ICB
annual assessment evidence

(EA)

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Threat status

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact
of the threat)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,
external)

Assurance
Ref No

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

level)

Threat 4

The communications
and engagement team
are not sufficiently
resourced to be able to
engage with the public
and local communities
in a meaningful way.

o Detailed work programme for the
engagement team

e Clearly allocated portfolio leads across
team to share programmes

o Distributed leadership across system
communications professionals
supports workload identification and
delivery.

3T4.1C

3T4.2C

3T4.3C

Clear roll out timescale for
transformation programmes to enable
resource assessment

Quantification of required capacity
challenging

Delivery of Communications &
Engagement Strategy infrastructure
work requires completion and is
competing factor

o Wrike Planning Tool
¢ Risk/threat monitored by Public
Partnership Committee

3T4.1AS

Benchmarking against comparator ICS
approaches (EA)

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat

Action ref
no

Action

Control/
Assurance
Ref No

Action Owner

Has work
started?
Update

Committee level of assurance (eg assured, partially assured, not

assured)

Committee/Sub Group Assurance

Committee level
of assurance

Threat1 | 3T1.2A Ongoing implementation of Engagement 3T1.3C Karen Lloyd 31 March 2024 Commenced Public Partnership Committee Partially assured

Strategy frameworks 3T1.1AS
Evaluation Framework — planning workshop HM 3.7.23 Commenced
Co-production Framework — first scoping session BF 20.6.23 Commenced
Insight Framework — Tool drafted and socialised.
BcIJard development session ahead of seeking KL 17.8.23 Commenced
pilots.
Governance Framework — PPl and HOSC Guides KL 31.3.24
developed. Final framework to follow conclusion of Commenced
other frameworks.

3T1.3A Ongoing implementation of Insight Framework | 3T71.4C Karen Lloyd 31 March 2024 Commenced Public Partnership Committee Partially assured
Tool drafted and socialised. KL 8.6.23 Commenced
Board development session KL/ST/HD 17.8.23 Commenced
Piloting of tool KL 31.3.24+ Commenced

3T1.4A Programme of work to roll out PPI Guide with 3T1.5C Karen Lloyd 31 March 2024 Commenced Public Partnership Committee Partially assured
system partners, including general practice 3T1.1AS
Clarification of PPI expectations for GP 3T1.2AS KL 30.09.23 Commenced
Clarification of NHS FT resource and role in ST 30.9.23 Commenced
engagement delivery
Meeting with ICB commissioning directors to KL/ST 8.9.23 Commenced
discuss process
Ongoing opportunities to promote approach. KL 31.3.24+ Commenced

3T1.5A Assess current team skills in cultural Sean Thornton 30 September 2023+ — ,
engagement and communications, including gﬂ ?28 Commenced Communications and Engagement Team Partially assured
channel assessment, and devise action plan to 3T1 '3 AS
close gaps/implement training and :
development.
Health literacy bite-sized training (various team Various 30.6.23 Completed
members and team discussion)
Team skills audit and PDPs MH 30.6.23 Commenced
Community profiles development, including ST/KL 31.7.23 Commenced
knowledge of communications preferences for
population segments. Confirm pilot areas.
Internal channels benchmarking and evaluation DLB 30.9.23 Commenced
External channels benchmarking and evaluation DB 30.9.23 Commenced
Forge closer team links and shared work
programmes with behavioural psychology team. DB 30.9.23 Commenced
C leti f ICB self: tand 3T1.4AS Helen Dillist End of Quarter 3

3T1.6A °g”p. o o NHSSEe -assessment an 3T2.1AS elen Lifistone na ot Luarter Commenced Corporate Delivery Team/Public Partnership | Partially assured
submission fo 3T3.1AS Committee/Audit and Governance

Committee
Threat 2 | 3T2.1A Delivery of Communications and Engagement | 3T2.1C Andy Kemp 31 March 2024+ Commenced Public Partnership Committee Partially assured
Strategy Stakeholder chapter to scope
processes on relationship managing and 3T2.1C
372.2C

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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stakeholder perceptions, resulting in business

3T2.4C

case. AK 30.06.23 Completed Communications and Engagement Team Partially assured
Management tool identified with Head of Digital GC-T 30.6.23 Commenced
Configuration of tool for ICB purposes AK 31.8.23 Commenced
Population of tool with local data, inc. GDPR
compliance AK From 1.9.23
Use of tool for distribution purposes AK/LM 31.12.23 ggmmg:gzg
Development of tool for stakeholder management
purposes, including profiling
3T2.2A g$§:138 Sean Thornton 30 June 2023+ Commenced Communications and Engagement Team Partially assured
Meet with ePMO colleagues to understand :
change model approach to system
transformation, including financial context for
23/24.
Sl s714c | David Liley-Brown 31 March 2024 c 4 e et JE T Bartial .
Delivery of Communications and Engagement . ommence ommunications and Engagement Team artially assure
Strategy Internal Communications chapter to
create platform for engagement with ICB and
system staff, building on existing mechanisms. DLB 30.9.23 Commenced
Internal channels benchmarking and evaluation DLB Ongoing Commenced
Team Derbyshire programme continues ST 30.9.23 Commenced
Scope communications support for GP Provider
Board (inc. PCNs) and GP Task Force DLB/ST 1.10.23 Commenced
System leader key message briefings to start DLB/HofC 1.2.24 Commenced
Roll out of online engagement platform tool for staff
3T2.4A 3T2.1C Donna Broughton 31 July 2023 Completed Communications and Engagement Team Partially assured
Develop proposal and business case for UEC
behaviour/insight programme following social
marketing principles.
3T2.5A _ Helen Dillistone End of Quarter 3 Commenced Corporate Delivery Team/Public Partnership | Partially assured
Completion of ICB self-assessment and 3T2.1AS Committee/Audit and Governance
submission to NHSE Committee
Threat 3 | 3T3.1A Allied to ePMO programme review, implement | 3T3.1C Sean Thornton 30 September 2023+ | Commenced Communications and Engagement Team Partially assured
scoping exercise across system/ICB delivery
boards and other groups to establish baseline
of work
System C&E leads undertake delivery board and System C&E 30.6.23 Commenced
committee scoping
ICB tgam undertgkg §coping in Iine_ with portfolios ICB C&E 30.6.23 Commenced
Collation of all priorities and capacity assessment ICB/System C&E 31.8.23 Commenced
Resour_ce/capacﬂy assessment presented to NHS ST 30.9.23 Commenced
Executive Team
Programme of work to roll out PPI Guide with Karen Lloyd 31 March 2024+ Commenced Public Partnership Committee Partially assured
3T3.2A system partners, including general practice 3T3.2A
3T3.3A C ; -
ompletion of ICB self-assessment and
P 3T3.1AS Helen Dillistone End of Quarter 2/ Commenced Corporate Delivery Team/Public Partnership | Partially assured
submission to NHSE Quarter 3 ) )
Committee/Audit and Governance
Committee
Threat 4 | 3T4.1A Allied to ePMO programme review, implement | 3T4.1C Sean Thornton 30 September 2023 Commenced Communications and Engagement Team Partially assured

scoping exercise across system/ICB delivery
boards and other groups to establish baseline
of work

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)




3T4.2A

3T4.3A

Confer with regional ICB leads on appetite for
potential benchmarking approach to
understand approaches, team roles, capacity.

Implement remaining elements of
Communications and Engagement Strategy
chapters

3T4.1C
3T4.2C
3T4.1AS

3T4.1C
3T4.3C

Sean Thornton

Sean Thornton & team

31 March 2024

31 March 2024+

Commenced

Commenced

Communications and Engagement Team

Public Partnership Committee

Partially assured

Partially assured

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Joined Up Care

ICB — Board Assurance Framework (BAF)

Derbyshire

Strategic Risk SR4 — Finance, Estates and Digital Committee

Strategic Aim — To improve health and care gaps Committee overall assurance level Partially assured
currently experienced in the population and engineer
best value, improve productivity, and ensure financial
sustainability of health and care services across Derby

and Derbyshire.

Date of identification:
17.11.2022
Date of last review: 13.10.2023

ICB Lead: Keith Griffiths, Chief Finance Officer
ICB Chair: Jill Dentith, Finance, Estates and Digital Committee
Chair

System lead: Keith Griffiths, Chief Finance Officer
System forum: Finance, Estates and Digital Committee

Strategic risk There is a risk that the NHS in Derbyshire is unable G T oI ERR 10 [T M8 {e) [T 1o [0 1o [o Mo VI (=101 fETedo] () Initial Current Target
e S to reduce costs and improve productivity to enable | RISKAPPETITEOR o
strategic objective) the ICB to move into a sustainable financial RISK as agreed by Strategic Risk 4
position and achieve best value from the £3.1bn committee 18
available funding. 16
14
12 -—ee—— e ——————— —
10
12 g 9
6
4
2
0
Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23
e Current risk level == == Tolerable risk level Target risk level

Strategic threats (what might cause this risk to materialise) Impact (what are the impacts of each of the strategic threats)

1. Rising activity needs, capacity issues, and availability and cost of workforce 1. Unable to meet financial plan / return to sustainable financial position. Severe cash flow issues and
2. Shortage of out of hospital provision across health and care impacts on productivity levels additional cost of borrowing
3. The scale of the challenge means break even can only be achieved by structural change and real 2. Increasing bed occupancy to above safe levels and poor flow in/out of hospital
transformation. failure to deliver against plan and/or to transform services 3. Provider performance levels drop and costs increase
4. National funding model does not reflect clinical demand and operational / workforce pressures 4. Any material shortfall in funding means even with efficiency and transformation and structural change there

could still be a gap to breakeven, whilst also preventing any investment in reducing health inequalities and
improving population health
5. Allocations received by the ICB do not recognise the breadth and location of services delivered by Providers

5. National funding model does not recognise that Derbyshire Providers receive £900m from other ICBs

System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific
that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance

external) level)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

Control
Ref No

what controls/ systems
System Controls (wh Is/ sy &
processes do we already have in place to assist us in

Threat status

managing the risk and reducing the likelihood/ impact
of the threat) level)

Threat 1 Given the scale of the challenge there | 4T1.1C New Workforce and Clinical Models Financial data and information is trusted | 4T1.1AS The Integrated Assurance and
Rising activity needs, is no single control that can be put in Plan. but needs further work to translate into Performance Report is in place and will
capacity issues, and place to totally mitigate this risk now. a sustainable plan. Workforce planning continue to be developed further as
availability and cost of Detailed triangulation of activity, 47T1.2C Triangulated activity, workforce, and is in its infancy and improving but is not reported to ICB Board.
workforce workforce and finances in place financial plan. yet robust enough to be fully
Provider Collaborative overseeing triangulated with demand, capacity, and
'performance’ and transformation 4T71.3C Do not understand the low productivity financial plans.
programmes to deliver improvement in to address the clinical workforce Five-year financial plan has been
productivity modelling. prepared to accelerate and influence
change.
4T1.4C Benchmark against pre Covid data Operational Plan and strategic plan
and activity as a starting point to get to being agreed at Board level.
sustainable levels. Integrated Assurance and Performance
Report.
4T1.5C Do not have the management
processes in place to deliver the plans
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Threat status

System Controls (what controls/ systems &

processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence

that the controls/ systems which we are placing reliance

on are effective — management, risk and compliance,

Assurance
Ref No

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

of the threat)

level)
and level of productivity / efficiency
required.

external)

level)

4T71.6C The integrated assurance and
performance report needs to be
developed further to triangulate areas
of activity, workforce, and finance.
Threat 2 e Not aware of effective controls now, 472.1C National shortage in supply of out of e Integrated assurance and performance | 4T2.1AS The Integrated Assurance and
Shortage of out of and the solution requires integrated hospital beds and services for report and tactical responses agreed at Performance Report is in place and will
hospital provision changes across social care and the medically fit for discharge patients Board level. Assurances for permanent, continue to be developed further as
across health and care NHS prevents full mitigation. long-term resolution not available. reported to ICB Board.
impacts on productivity | ¢ Collaborative escalation arrangements ¢ National productivity assessment tool
levels in place across health and care to 472.2C New Workforce strategy and Clinical now available to assist all systems
ensure maximum cover out of hospital Model required, alongside clear across the country, which will be used
and flow in hospital is improved. priorities for improving population to influence 23/24 planning and
e Programme delivery boards for urgent health. delivery.(EA)
and elective care review
472.3C Triangulated activity, workforce, and
financial plan.
4T2.4C Do not fully understand the low
productivity levels and the
opportunities to improve via the
clinical workforce.
472.5C Benchmark against pre Covid data
and activity as a starting point to get to
sustainable levels.
Threat 3 e The CIP and Transformation 4T3.1C Need to embed and cascade ICB e Reconciliation of financial ledger to 4T3.1AS 2023/24 Operational Plan in place and
The scale of the Programme is not owned by leads, savings target / CIP plan — staff at all EPMO System. submitted to NHSE.
challenge means break managed, implemented, and reported levels to understand imperative and e SLT monthly finance updates provided
even can only be on for Finance to build into the system role in identification of savings / — including recalibration of programme
achieved by structural financial plan. innovation. in response to emerging issues.
change and real e EPMO system has been established e Finance and Estates Committee
transformation. failure and is led by Transformation Director. | 473.2C Ownership of system resources held oversight.
to deliver against plan | « EPMO has list of efficiency projects appropriately. e Weekly system wide Finance Director
and/or to transform only that are not developed to a level meetings focussed on long term
services where the financial impact can be 4T3.3C The EPMO System is not fully financial stability, with real evidence of
assured. developed, owned, and managed to effective distributive leadership and
¢ Long term national funding levels are make the savings required. collegiate decision making.
insufficient and uncertain, meaning .
despite radical improvements in 4T73.4C Programme delivery boards need to
efficiency and structural, refocus on delivering cash savings as
transformational change, a financial well as pathway change.
gap to breakeven will remain.
4T3.5C The provider collaborative needs to

¢ Development of Financial
Sustainability Board to understand and
alleviate the financial challenges.

drive speed and scope through the
programme delivery boards

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Threat status System Controls (what controls/ systems & Control System Gaps in control (specificareas System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific

processes do we already have in place to assist us in Ref No | issues where further work is required to that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance
of the threat) level) external) level)

Threat 4 e National political uncertainty alongside | 474.1C No assurance can be given ¢ All opportunities to secure resources 4T4.1AS No assurance can be given

National funding model national economic and cost of living are being maximised, alongside which a

does not reflect clinical crisis means long term, stable and strong track record of delivery within

demand and adequate financial allocations are existing envelopes is being maintained.

operational / workforce unlikely to emerge in the short to This should give assurance regionally

pressures medium term and nationally.

e Executive and non-executive
influencing of regional and national
colleagues needs to strengthen, and a
positive, inspiring culture maintained
across the local health and care

system.
Threat 5 o ICB allocations are population based 475.1C No assurance can be given e The impact of this will continue to be 4T5.1AS No assurance can be given
National funding model and take no account of the fact that calculated and will be demonstrated
does not recognise that UHDB manages and Acute and two when appropriate.
Derbyshire Providers Community hospitals outside the
receive £900m from Derbyshire boundary added to this
other ICBs EMAS only provide 20% of their

activity in Derbyshire. Regional and
National teams have been made
aware of this anomaly and recognise
this disadvantages Derbyshire.

Actions to treat threat

Threat Action ref Action Control/ Action Owner Due Date Has work Committee level of assurance (eg assured, partially assured, not
no Assurance started? assured)
Ref No Committee/Sub Group Assurance  Committee level of
assurance
Threat1 | 4T1.1A Development of Triangulated Demand, 4T1.1C Michelle Arrowsmith 31.01.24 Commenced Finance/Performance/Quality Partial assurance given
Workforce and Financial plan for 24/25 4T71.2C Committees the transparency and
4T1.6C ICB Board debate at Board level,
recognising the socio-
4T1.2A Benchmark exercise and Report against pre 4T1.1C Linda Garnett, Keith Ongoing - Q4 2023/24 | Commenced People and Culture/Finance Estates | economic environment
covid levels of activity 4T1.4C Griffiths and Digital Committee the health and care
sectors are currently
4T1.3A Develop management processes to deliver 4T1.1C Chair of Provider Ongoing - 2024/25 Commenced PCLB/ Director of Finance Group navigating and the scale
plans and level of productivity required 4T71.3C Collaborative/ Tamsin of the tasks that lie
Implementation and maintenance of the e- 4T1.5C Hooton/Provider DOFs ahead — both
PMO to track efficiencies operationally and
culturally.

Delivery boards looking at efficiency and
productivity in addition to internal provider
actions e.g. planned care board and Get it right
first time (GIRFT)

4T1.4A Development of Integrated Assurance and 4T1.1C Executive Team Ongoing — 2024/25 Commenced ICB Board
Performance Report to ensure Board 4T1.1AS
expectations are met
Threat2 | 4T2.1A Development of new Workforce and Clinical 4T71.2C Linda Garnett/ Chris End of Quarter 3 Commenced People and Culture Committee/ Partial assurance given
Models Plan 4T72.2C Weiner 2023/24 CPLG the transparency and
4T72.4C Angela Deakin debate at board level,

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat Actionref Action Control/ Action Owner Has work Committee level of assurance (eg assured, partially assured, not
no Assurance started? assured)
Ref No Committee/Sub Group Assurance = Committee level of
assurance
Cardio Vascular plan currently being recognising the socio-
developed to target population health economic environment
management and health inequalities across the health and care
Derby and Derbyshire on a PLACE based sectors are currently
approach. navigating and the scale
of the tasks that lie
4T2.2A Development of Triangulated Demand, 472.1C Executive Team End of Quarter 3 Commenced People and Culture Committee/ ahead - both
Workforce and Financial plan 472.3C 2023/24 Finance Estates and Digital operationally and
Committee culturally
4T2.3A Benchmark exercise and report against pre 4T2.1C Executive Team End of Quarter 3 Commenced People and Culture/Finance Estates
covid levels of activity 4T72.5C 2023/24 and Digital Committee
Threat 3 | 4T3.1A Develop and embed EPMO System 4T3.3C Tamsin Hooton Ongoing — Q4 2023/24 | Commenced Finance, Estates and Digital Partial assurance
The system e-PMO has developed significantly | 4T3.4C Committee / PCLB through evidence of
in Quarter 2. It is now being used by all 4T73.5C improving reporting and
providers (to varying degrees) Delivery Boards accountability, although
and programmes. Financial efficiencies are real delivery is yet to be
being recorded, and we now have £98m plans seen
on e-PMO. A report on system efficiencies is
being generated from the e-PMO for Financial
Sustainability Board (FSB) and SFEDC as well
as going to the TCG and PCLB.
CIP Engagement Plan being implemented . , ,
4T3.2A Currently all CIPs are provider based (the ICB 4T73.1C Tamsin Hooton End of Quarter 1 2023 | Completed Delivery and Trust Boards Partially assured
has a £44.2m CIP challenge), except for £4m 473.4C 30.06.23
System Delivery Boards. At a system level, 473.5C
this is being supported by sharing of schemes
and good practice from the e-PMO, via DoFs
and provider PMO/improvement teams, system
wide workshop to share schemes in
Sept. Work has been done with Delivery
Boards to support them in developing their
schemes, including sharing data pack on
opportunities. Further process looking at
waste in clinical pathways will commence Q3
2023/204.
Development of a consistent approach to . ) )
4T3.3A measuring productivity 4T73.2C Tamsin Hooton Quarter 3 2023/24 Commenced Delivery and Trust Boards Partially assured
4T3.4A Development of Operational Plan 4T3.1AS Executive Team Quarter 1 23/24 ggrgglge ICB Board
Threat 4 | 4T4.1A National Allocations unclear 4T4.1C Executive Directors / Ongoing — 2024/25 Commenced TBC Not assured
4T4.1AS NEMs
Threat 5 | 4T5.1A The ICB will continue to lobby the Regional 4T75.1C Keith Griffiths Ongoing — 2023/25 Commenced TBC A significant change in
and National teams 4T5.1AS allocation policy at
National level will need
to take place to rectify
this issue.

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Joined Up Care

ICB — Board Assurance Framework (BAF) Derbyshire

Strategic Risk SR5 — People and Culture Committee

Strategic Aim — To improve health and care gaps Committee overall assurance level Partially assured

currently experienced in the population and engineer
[ ATE VM) Te ol =R oY (oo e A1 A T L ETT R G EL G E TR ICB Lead: Linda Garnett, Interim Chief People Officer System lead: Linda Garnett, Interim Chief People Officer Date of identification:
CIVELETET TR R CETL BT (e ReE TR TSGR LT A ICB Chair: Margaret Gildea, Chair of People and Culture System forum: People and Culture Committee 17.11.2022
and Derbyshire. Committee Date of last review:

26.10.2023
Strategic risk There is a risk that the system is not able to recruit [Bi{EI@ET LI ERR 10 [STM {o] [T T [0 1) To Mol Vg (=T01 T edo] () Initial Current Target
(what could prevent us and retain sufficient workforce to meet the strategic o

Strategic Risk 5

achieving this . . . .
strategic objective) objectives and deliver the operational plans.

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

Currentrisk level ~ == <= Tolerable risk level Target risk level

Strategic threats (what might cause this risk to materialise) Impact (what are the impacts of each of the strategic threats)

1. Lack of system alignment between activity, people and financial plans 1. There is an under supply of people to meet the activity planned and the funding available

2. Staff resilience and wellbeing is negatively impacted by environmental factors e.g. the industrial relations 2. Increased sickness absence, deterioration in relationships and higher turnover particularly people retiring

climate and the financial challenges in the system early leading to gaps in the staffing required to deliver services

3. Employers in the care sector cannot attract and retain sufficient numbers of staff to enable optimal flow of 3. People are going to better paid jobs in other sectors which means that patients cannot be discharged from

service users through the pathways and the scale of vacancies across health and care and some specific hospital due to lack of care packages causing long waiting times in the Emergency pathways, poorer quality
professions of care.

Threat status System Controls (what controls/ systems & Control System Gaps in control (Specificareas System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific
processes do we already have in place to assist us in Ref No | issues where further work is required to that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance
of the threat) level) external) level)

Threat 1 e An Integrated planning approach has | 5T1.1C There is not an agreed integrated e Monthly monitoring of workforce 5T1.1AS Work is underway to develop an

Lack of system been agreed across the system planning tool or system across all numbers and temporary staffing spend integrated performance assurance

alignment between covering finance activity and partners due to affordability. vs budget and agency spend. report which includes Quality,

activity, people and workforce. e Approved System 'One Workforce' Performance, Workforce and Finance.

financial plans e Agreed System level SRO for 5T1.2C The Primary Care workforce plans are Strategy and Workforce plan Activity delivered should be informing

Workforce Planning supported by not aligned with other system plans. e Monthly reporting provided to ICB/ ICS everything but there are further issues
Workforce Strategy and Planning Executive Team/ ICB Board and NHSE. requiring resolution in that area.
Assistant Director 5T1.3C Develop 2024/25 workforce plan. e The Workforce Advisory Group brings
e The System People and Culture together all component part to discuss | 9T1.2AS Consistent escalation reporting across
Committee provides oversight of workforce and planning and system the system to be agreed.
workforce across the system engagement of the plan.
e People and Culture Committee

assurance to the Board via the ICB

Board Assurance Report and Integrated

Assurance and Performance Report

which includes workforce.
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Assurance
Ref No

Threat status System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,

external)

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance

level)

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact
of the threat)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

Threat 2 e A Comprehensive staff wellbeing offer | 5T2.1C Funding for wellbeing offer is not e Monthly monitoring of absence and 5T2.1AS Work is underway to develop an
Staff resilience and is in place and available to Derbyshire recurrent turnover integrated performance assurance
wellbeing is negatively ICS Employees e People and Culture Committee report which includes Quality,
impacted by e Engagement and Annual staff opinion | 5T2.3C The Leadership Development offer is assurance to the Board via the ICB Performance, Workforce and Finance.
environmental factors surveys are undertaken across the not yet fully embedded in each Board Assurance Report and Integrated Activity delivered should be informing
e.g. the industrial Derbyshire Providers and ICB organisation. Assurance and Performance Report everything but there are further issues
relations climate and e The System People and Culture which includes workforce. requiring resolution in that area.
the financial challenges Committee provides oversight of e System Wellbeing Group provides
in the system workforce across the system performance information to the People | 5T2.2AS Despite measures being in place the
e Enhanced Leadership Development Services Collaborative Delivery Board. situation is deteriorating in terms of staff
offer to support Managers and health and being due to a range of
promoting Health and Wellbeing. factors (NA)
Threat 3 e Promotion of social care roles as part | 5T3.1C More work required to understand how | e« Monthly monitoring of vacancies via 5T3.1AS Work is underway to develop an
Employers in the care of Joined Up careers programme the NHS can provide more support to Skills for Care data integrated performance assurance
sector cannot attract e The System People and Culture care sector employers ¢ People and Culture Committee report which includes Quality,
and retain sufficient Committee provides oversight of assurance to the Board via the ICB Performance, Workforce and Finance.
numbers of staff to workforce across the system 5T3.2C Lack of Workforce representation on Board Assurance Report and Integrated Activity delivered should be informing
enable optimal flow of e Integrated Care Partnership (ICP) was the ICP. Assurance and Performance Report everything but there are further issues
service users through established in shadow form and now which includes workforce. requiring resolution in that area.
the pathways and the meets in Public from February 2023 5T3.3C Insufficient connection with People e Approved Integrated Care Partnership
scale of vacancies onwards and Culture and the ICP (ICP) Terms of Reference by the ICP 5T3.2AS Insufficient connection with People and
across health and care and ICB Board. Culture and the ICP (NA)
and some specific e County and City Health and Wellbeing
professions Boards support the delivery of the
Health Inequalities Strategy and Plan.
e Better Care funding supports the Joined
Up Careers team to work in partnership
with Health and Social Care.
¢ Action Plan including range of widening
participation and resourcing proposals
to support with DCC Homecare
Strategy 23/24

Actions to treat threat

Threat Action ref

no

Action

Control/

Action Owner

Assurance

Ref No

Due Date

Has work

started? assured)

Committee/Sub Group Assurance

Committee level of assurance (eg assured, partially assured, not

Committee level
of assurance

Threat1 | 5T1.1A Refresh of 2022/23 workforce plan 5T1.2C Sukhi Mahil Q1 2023/23 Complete People & Culture Committee Partially assured
30.06.23
5T1.2A Develop 2023/24 workforce plan 5T1.1C People & Culture Committee Partially assured
Sukhi Mahil Q1 2023/24 Complete
30.06.23 People & Culture Committee Partially assured
5T1.3A Develop the workforce planning approach to
inform the 2024/25 plan and future projections | 5T1.3C Sukhi Mahil Q3 2023/24 Commenced People & Culture Committee Partially assured

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Threat 2

5T2.1A

5T2.2A

5T2.3A

Continue to spread and embed well-being
offer.

Review and evaluate feedback from Health
and Wellbeing survey to continue to develop
and improve wellbeing service offering.

Work is ongoing with good levels of
engagement across JUCD in activities, and
over 4000 colleagues participating in activities
each month. The evaluation from the HNA is
underway and will be completed in Sept.

Review Occupational Health Services to
ensure they are focused on promoting health
and wellbeing.

The health promotional activity largely sits
within the JUCD Wellbeing programmes of
work including activity timetable, lifestyle and
wellbeing and health inequalities, with
Occupational Health supporting the health
Surveillance programmes. There is a
significant programme of work around health
surveillance as well as a quarterly activity
programme that is produced for all staff across
Derbyshire.

Pursue alternative funding sources, consider
measures to mitigate impact of services
reducing, utilise wellbeing support in place
across the system.

Funding is likely to be received through NHS
Midlands a combined bid with Northants ICB,
this will be confirmed by end of Sept '23

5T2.3C
5T2.2AS

5T2.2AS

5T2.1C

Nicola Bullen

Nicola Bullen

Nicola Bullen

September 2023

Quarter 2 2024/25

Ongoing from Quarter
2 2023/24

Commenced

Ongoing

Commenced

People & Culture Committee
People Services Collaborative Delivery
Board

People & Culture Committee
People Services Collaborative Delivery
Board

People & Culture Committee
People Services Collaborative Delivery
Board

Partially assured

Partially assured

Partially assured

Threat 3

5T3.1A

Continue to develop system wide recruitment
campaigns to meet demand for health and care
across Derbyshire

5T3.1C
5T3.2C
5T3.3C

Susan Spray

System Recruitment
campaigns planned
as arolling
programme

Commenced

People & Culture Committee

Partially assured

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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ICB — Board Assurance Framework (BAF)

Strategic Risk SR6 — People and Culture Committee

Joined Up Care

Derbyshire

Strategic Aim — To improve health and care gaps Committee overall assurance level

currently experienced in the population and engineer

Partially assured

ICB Lead: Linda Garnett, Interim Chief People Officer
ICB Chair: Margaret Gildea, Chair of People and Culture
Committee

There is a risk that the system does not create and
enable One Workforce to facilitate integrated care.

best value, improve productivity, and ensure financial
sustainability of health and care services across Derby
and Derbyshire.
Strategic risk
(what could prevent us

achieving this
strategic objective)

12

System lead: Linda Garnett, Interim Chief People Officer

System forum: People and Culture Committee

Risk appetite: target, tolerance and current score
RISK APPETITE OR
TOLERABLE LEVEL OF
RISK as agreed by
committee. 14

Strategic Risk 6

10

=®o cam WO CEED 0 CED O CEED 0 CED O D 0 CED

Current risk level == = Tolerable risk level

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

Target risk level

Date of identification:
17.11.2022
Date of last review: 26.10.2023

Initial Current  Target

12 12 9

Strategic threats (what might cause this risk to materialise)

Impact (what are the impacts of each of the strategic threats)

1. There is not an agreed definition of what "One Workforce" means. 1.
2. There is insufficient funding to undertake skills and cultural development needed to support integration. 2.
3. Lack of system ownership and commitment to 'One Workforce'

System Gaps in control (specific areas /
issues where further work is required to manage
the risk to accepted appetite/tolerance level)

Control
Ref No

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

Threat status

System Sources of Assurance (Evidence

that the controls/ systems which we are placing reliance

on are effective — management, risk and compliance,

System partners are not aligned in workforce development and integration.
It is more challenging to transition from current ways of working to a more integrated approach.
3. The system is not integrated on the Workforce Strategy and workforce development

Assurance System Gaps in Assurance (Specific areas

Ref No

| issues where further work is required to manage
the risk to accepted appetite/tolerance level)

of the threat)

Threat 1 e Work is underway to develop a One

There is not an agreed Workforce Strategy and plan aligned to

definition of what "One the Integrated Care Strategy and Joint

Workforce" means Forward Plan involving all system
partners.

o The Draft Integrated Care Strategy is
in development by the ICB Board and
ICP

¢ Development and implementation of
the One Workforce Strategy will be
overseen by the Workforce Advisory
Group and assurance given to the
People and Culture Committee

e The System People and Culture
Committee provides oversight of
workforce across the system.

e Agreed People Services Collaborative
Programme

6T1.1C Development and implementation of
the One Workforce Strategy will be
overseen by the HRD's Delivery
Group and assurance given to the

PCC

external)

e Monthly monitoring of workforce
numbers and temporary staffing spend
vs budget and agency spend.

e Approved System Workforce Strategy
and implementation plan

¢ Monthly reporting provided to ICB/ ICS

Executive Team/ ICB Board and NHSE.
e The Workforce Advisory Group provides

assurance to the System People and
Culture Committee

o People and Culture Committee
assurance to the Board via the ICB

Board Assurance Report and Integrated

Assurance and Performance Report
which includes workforce.

e The Workforce Advisory Group brings
together all component part to discuss
workforce and planning and system
engagement of the plan.

6T1.1AS

6T1.2AS

The Integrated Care Strategy approved
by the ICB Board and ICP

The Integrated Assurance and
Performance Report is in place and will
be developed further as reported to ICB
Board.
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Threat status

System Controls (what controls/ systems &

processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact
of the threat)

System Gaps in control (specific areas /
issues where further work is required to manage
the risk to accepted appetite/tolerance level)

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,

Assurance System Gaps in Assurance (Specific areas

Ref No

| issues where further work is required to manage
the risk to accepted appetite/tolerance level)

external)

Threat 2 e A system wide training needs analysis | 6T2.1C Agreement needed that any education | ¢ The outcome of the training needs 6T2.1AS The Integrated Assurance and
There is insufficient is to be carried out so that learning and and training funding will be invested in analysis and decisions on investment of Performance Report is in place and will
funding to undertake development needs can be identified accordance with the priorities education and training funding will be be developed further as reported to ICB
skills and cultural and prioritised for investment. identified. overseen by the Workforce Advisory Board.
development needed to | ¢ The System People and Culture Group.
support integration Committee provides oversight of e Monthly reporting provided to ICB/ ICS | 6T2.2AS Consistent escalation reporting across
workforce triangulation across the Executive Team/ ICB Board and NHSE. the system to be agreed.
system. o The Workforce Advisory Group brings
together all component part to discuss
workforce and planning and system
engagement of the plan.
o People and Culture Committee
assurance to the Board via the ICB
Board Assurance Report and Integrated
Assurance and Performance Report
which includes workforce.
Threat 3 e The Workforce Integrated Assurance | 6T3.1C Development and implementation of * Monthly reporting provided to ICB/ ICS | 6T3.1AS Work is underway to develop a One
Lack of system and Performance Report is in place the One Workforce Strategy will be Executive Team/ ICB Board and NHSE. Workforce Strategy and plan aligned to a
ownership and and will be developed further as overseen by the Workforce Advisory e The Workforce Advisory Group provides developing Integrated Care Strategy
commitment to 'One reported to ICB Board Group and assurance given to the assurance to the System People and involving all system partners.
Workforce' e Work is underway to develop a One People and Culture Committee Culture Committee
Workforce Strategy and plan aligned to e People and Culture Committee 6T3.2AS The Integrated Assurance and
the Integrated Care Strategy and Joint assurance to the Board via the ICB Performance Report is in place and will
Forward Plan involving all system Board Integrated Assurance Report and continue to be developed further as
partners Integrated Assurance and Performance reported to ICB Board.
Report which includes workforce.
6T3.3AS Consistent escalation reporting across
the system to be agreed.

Actions to treat threat.

Threat Action ref Action Control/ Action Owner Due Date Has work Committee level of assurance (eg assured, partially assured, not
no Assurance started? assured)
Ref No Committee/Subgroup Assurance Committee level
of assurance
Threat1 | 6T1.1A Develop One Workforce Strategy aligned to 6T1.1C Sukhi Mahil Initial draft by Autumn | Commenced ICS Executive Partially assured
support delivery of the Integrated Care Strategy, (aligned to JFP
and Joint Forward Plan (JFP) and includes the timescales)
response to the NHS Long Term Workforce Plan
and NHS People plan.
Threat2 | 6T2.1A System Wide TNA process to be developed and | 6T2.1C Faith Sango Quarter 3 2023/24 Commenced Workforce Advisory Group Partially assured
implemented
Threat 3 | 6T3.1A Develop One Workforce Strategy in response to | 6T3.1C Sukhi Mahil Initial draft by Autumn | Commenced ICS Executive Partially assured
the Integrated Care Strategy, JFP and 6T3.1AS (aligned to JFP
anticipated People plan timescales)

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Joined Up Care

ICB — Board Assurance Framework (BAF)

Derbyshire

Strategic Risk SR7 — Population Health and Strategic Commissioning Committee

Strategic Aim — To improve health and care gaps Committee overall assurance level Partially assured
currently experienced in the population and engineer
[ AVE VM) Te ol =R ol (oY N 1A A T EL ST R ED G ETRE ICB Lead: Michelle Arrowsmith, Chief Strategy and Delivery System lead: Michelle Arrowsmith, Chief Strategy and Date of identification:

sustainability of health and care services across Derby Nejjil¢:{¢ Delivery Officer 17.11.2022

and Derbyshire. ICB Chair: Julian Corner, Chair of PHSCC System forum: Population Health and Strategic Date of last review: 05.10.2023
Commissioning Committee

Strategic risk There is a risk that decisions and actions taken by i ite: , tolerance and current score Initial Current Target

(what could prevent us . i : : H H RISK APPETITE OR

achieving this |nd|V|dt_1aI ?rganlsatlons are n.ot allgped with the TOLERABLE LEVEL OF Strateic Risk 7

strategic objective) strategic aims of the system, impacting on the RISK as agreed by g
scale of transformation and change required. el 14

12
10
8
12 6 12 12 9
4
2
0
Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23
Current risk level == = Tolerable risk level Target risk level

Strategic threats (what might cause this risk to materialise) Impact (what are the impacts of each of the strategic threats)

1. Lack of joint understanding of strategic aims and requirements of all system partners. 1. System partners interpret aims differently resulting in reduced focus or lack of co-ordination.

2. Demand on organisations due to system pressures/restoration may impact ability to focus on strategic 2. System partners may be required to prioritise their own organisational response ahead of strategic aims.

aims. 3. If the system does not think and act as one system, support is less likely to be there to achieve strategic aims.

3. Time for system to move more significantly into "system think". 4. Individual boards to take decisions which are against system aims.

4. Statutory requirements on individual organisations may conflict with system aims.

Threat status System Controls (what controls/ systems & System Gaps in control (specificareas System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific
processes do we already have in place to assist us in | issues where further work is required to that the controls/ systems which we are placing reliance Gap Ref areas / issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance level)
of the threat) level) external) No

Threat 1 e Strategic objectives agreed at ICB 7T1.1C In some cases, the 'scope' of System | ¢ Monthly reporting provided to ICB/ICS | 7T1.1AS The Integrated Assurance and

Lack of joint Board; dissemination will occur via Delivery Board focus is not sufficiently Executive Team/ ICB Board and NHSE Performance Report is in place and

understanding of Board members who represent system broad enough to tackle the root cause | ¢ PHSCC assurance to the ICB Board via continues to be developed further as

strategic aims and partners. of problems and thus there is an issue the Assurance Report and Integrated reported to ICB Board.

requirements of all e ICB and ICS Exec Teams in place that system partners are crowded out Quality Assurance and Performance

system partners. e JUCD Transformation Co-ordinating from influencing the business of the Report. 7T1.2AS Consistent management reporting across

Group in place with responsibility for Board. e Audit and Governance committee the system to be agreed
delivery of transformation plans across oversight and scrutiny
system. 7T1 2C Level Of maturity Of Delivery BoardS ° Board Assurance Framework

e System Delivery Boards in place - . e Internal and external audit of plans (EA)
providing a mechanism to share 7T1.3C Values based approach to creating e Health Oversight Scrutiny Committees
decisions and challenge actions shared vision and strong relationships | | g girategic objectives and strategic
enhancing transparency and shared across partners in line with population risks
understanding of impact needs e System Delivery Board agendas and

e Programme approach in place in key —r Scoping. baselini rateqi minutes
areas of transformation to support : coping, baselining, strategic « Provider Collaborative Leadership
'system think' via system-wide cost: overview, and solution choice to be Board minutes
impact analysis carried out to ensure right solution is Health and Well Being Board minutes

o Delivery Boards engagement with adopted to fit the business problem « ICB Scheme of Reservation and
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Threat status

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,

Assurance System Gaps in Assurance (Specific

Gap Ref
[\ [o)

areas / issues where further work is required to
manage the risk to accepted appetite/tolerance level)

of the threat) level) external)
JUCD Transformation Board. 7T1.5C Understand impact of changes, how Delegation
¢ Provider Collaborative Leadership they support operational models, how | e Agreed process for establishing and
Board in place overseeing Delivery best value can be delivered, and monitoring financial and operational
Boards and other delivery groups. prioritised. benefits
¢ System planning & co-ordination group e GPPB proposal for future operating
managing overall approach to planning model and funding planned for ICB
e Formal risk sharing arrangements in Board discussion in April 23.
place across organisations (via Section o 2023/24 Operational Plan in place
75s/ Pooled Budgets) Integrated Care Strategy approved by
e Health Oversight Scrutiny Committees the ICB Board and ICP.
(HOSCs)/ Health and Wellbeing ¢ Joint Forward Plan, Derby and
Boards are in place with an active Derbyshire NHS Five Year Plan 23/24 to
scrutinising role 27/28 in place and published
¢ Dispute resolution protocols jointly
agreed in key areas e.g. CYP joint
funded packages — reducing disputes
e Currently the system part funds the GP
Provider Board (GPPB) which provides
a collective voice for GP practices in
the system at a strategic and
operational level
¢ Integrated Care Partnership (ICP) was
established in shadow form and met in
Public for the first time February 2023.
Threat 2 As above and: 7T2.1C Prolonged operational pressures e NHSEI oversight and reporting (EA) 7T2.1AS The Integrated Assurance and
Demand on e System performance reports received ahead of winter and expected e Quality and Performance Committee Performance Report is in place and
organisations due to at Quality & Performance Committee pressures to continue / increase. assurance to the ICB Board via the continues to be developed further as
system will highlight areas of concern. Assurance Report and Integrated reported to ICB Board.
pressures/restoration ¢ |CB involvement in NOF process and Quality Assurance and Performance
may impact ability to oversight arrangements with NHSE. 7T2.2C Level of maturity of Delivery Boards Report. 7T2.2AS Consistent management reporting across
focus on strategic aims. | « As above — GPPB and LMC both e System Quality Group assurance to the the system to be agreed
provide some resourced 'headspace’ Quality and Performance Committee
giving GP leaders time and opportunity and ICB Board.
to focus on strategic aims. o System Quality and Performance
¢ PCN funding gives GP Clinical Report
Directors some time to focus on the e Monthly reports provided to ICB/ ICS
development of their Primary Care Executive Team/ ICB Board and NHSE
Networks o Measurement of relationship in the
e System Planning and Co-ordination system: embedding culture of
Group ensuring strategic focus partnership across partners
alongside operational planning e Coproduction
e Workforce resilience
e Demand in the system
e Audit and Governance Committee
oversight and scrutiny
e Board Assurance Framework
o 2023/24 Operational Plan in place
Integrated Care Strategy approved by
the ICB Board and ICP.
e Joint Forward Plan, Derby and
Derbyshire NHS Five Year Plan 23/24
to 27/28 in place and published
Threat 3 e SOC/ICC processes — ICCs supporting | 7T3.1C As above, extent of operational e Daily reporting of performance and 7T3.1AS The Integrated Assurance and

ICB to collate and submit information

pressures and time required to focus
on reactive management.

breach analysis — identification of
learning or areas for improvement

Performance Report is in place and

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance level)

Threat status

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact
of the threat)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance
level)

System Sources of Assurance (Evidence Assurance
that the controls/ systems which we are placing reliance Gap Ref

on are effective — management, risk and compliance, N

external) o

Time for system to
move more significantly
into "system think".

As above — GPPB and LMC both
provide some resourced 'headspace'
giving GP leaders time to focus on
system working

Development and delivery of

Measurement of relationship in the
system: embedding culture of
partnership across partners
Resilience of OCC in operational
delivery including clinical leadership

continues to be developed further as
reported to ICB Board.

Integrated Care System Strategy e Coproduction
Embedded Place Based approaches ¢ Workforce resilience
that focus partners together around ¢ Demand in the system
community / population aims not e NHSE oversight and daily reporting
sovereign priorities (EA)
e 2023/24 Operational Plan in place
Integrated Care Strategy approved by
the ICB Board and ICP.
e Joint Forward Plan, Derby and
Derbyshire NHS Five Year Plan 23/24
to 27/28 in place and published
Threat 4 Strategic objectives agreed at ICB 7T4.1C Process to ensure consistent ¢ Monthly reporting provided to ICB/ ICS
Statutory requirements Board; dissemination will occur via approach is adopted to share outputs Executive Team/ ICB Board and NHSE
on individual Board members who represent system from ICS and ICB Exec team e Audit and Governance committee
organisations may partners. meetings. oversight and scrutiny
conflict with system ICB and ICS Exec Teams in place e ICB Strategic objectives and strategic
aims. JUCD Transformation Co-ordinating 7T4.2C Lack of process to measure impact of risks
Group in place with responsibility for agreed actions across the system. e System Delivery Board agendas and
delivery of transformation plans across minutes
system. 7T4.3C Prolonged operational pressures e Provider Collaborative Leadership
System Delivery Boards in place - ahead of winter and expected Board minutes
providing a mechanism to share pressures to continue / increase. ¢ Health and Well Being Board minutes
decisions and challenge actions ] ) e Measurement of relationship in the
enhancing transparency and shared 7T4.4C Level of maturity of Delivery Boards system: embedding culture %f
understanding of impact . . artnership across partners
Programme approach in place in key 7T4.5C Sys_te_m Over§|ght of Ind|V|du§I boards . goproductli)on p
areas of transformation to support decisions which may be against e 2023/24 Operational Plan in place

'system think' via system-wide cost:
impact analysis

Delivery Boards engagement with
JUCD Transformation Board.
Provider Collaborative Leadership
Board in place overseeing Delivery
Boards and other delivery groups.
GPPB and LMC both provide some
resourced 'headspace’ giving GP
leaders time and opportunity to focus
on strategic aims.

PCN funding gives GP Clinical
Directors some time to focus on the
development of their Primary Care
Networks

System Planning and Co-ordination
Group ensuring strategic focus
alongside operational planning

system aims.

Integrated Care Strategy approved by
the ICB Board and ICP.

Joint Forward Plan, Derby and
Derbyshire NHS Five Year Plan 23/24
to 27/28 in place and published

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat Action ref

no

Action

Control/
Assurance
Ref No

Action Owner

Has work
started?

Committee level of assurance (eg assured, partially assured, not

assured)

Committee/Sub Group Assurance

Committee level
of assurance

Threat1 | 7T1.1A Produce and embed the use of a universal 7T1.1C Michelle Arrowsmith Quarter 3 — Quarter 4 | Commenced PHSCC Partially Assured
prioritisation framework to guide resource 7T7T1.3C 2023/24
allocation decisions. 7T1.4C
7T1.5C
7T1.2A Development of Integrated Assurance and 7T1.1AS Michelle Arrowsmith Ongoing- Bi-monthly | Bi-monthly ICB Board Partially Assured
Performance Report to ensure Board
expectations are met.
7T1.3A Delivery Boards to develop a process to share | 7T1.2C Tamsin Hooton Quarter 4 2023/24 Commenced Delivery Boards/ Provider Collaborative Partially assured
decisions and challenge actions enhancing Leadership Board
transparency and shared understanding of
impact.
Threat2 | 7T2.1A Surge planning process established / all year- | 7T2.1C UECC Board / UECC SRO/ | End of Quarter 2 Commenced UECC Board Partially assured
round planning approach — this does not MA 2023/24.
prevent operational pressures but helps to
predict and plan better the response
H2 planning — first draft 25.09.23. Awaiting Sam Kabiswa H2 planning
formal feedback. completed 25.09.23,
awaiting feedback
Partially assured
7T2.2A Delivery Boards to develop a process to share | 7T2.2C Tamsin Hooton Quarter 4 2023/24 Commenced Delivery Boards/ Provider Collaborative
decisions and challenge actions enhancing Leadership Board
transparency and shared understanding of
impact.
Threat 3 | 7T3.1A Prioritisation process agreed in the system to 7T3.1C ICB/ICP Quarter 3 — Quarter 4 | Commenced PHSCC Partially assured
better manage our time and use of resource 2023/24
7T3.2A Development of Integrated Assurance and 7T3.1AS Michelle Arrowsmith On-going bi-monthly | Bi-monthly ICB Board Partially assured
Performance Report to ensure Board
expectations are met.

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat Action ref

no

Threat4 | 7T4.1A

7T4.2A

7T4.3A

7T4.4A

7T4.5A

Action

Development of log System ICB/ICP Board
decisions

Develop a process to measure impact of
agreed actions across the system.

To be delivered as part of the Joint Forward
Plan implementation — System wide Evaluation
Strategy of the impact of the Joint Forward
Plan and the Integrated Care Strategy.

Surge planning process established / all year-
round planning approach — this does not
prevent operational pressures but helps to
predict and plan better the response.

Delivery Boards to develop a process to share
decisions and challenge actions enhancing
transparency and shared understanding of
impact.

Workshop session held 27/9/23, to agree a
process to develop plans in a co-ordinated
way, including a system wide benefits
realisation approach to understand impact, and
interface with a system prioritisation approach.
The proposed approach will be further
discussed via the TCG and taken to the PCLB
and System planning group for support.

Development of a process to support system
oversight and delivery of system aims and
Joint Forward Plan.

Control/
Assurance
Ref No

7T4.1C

7T4.2C

7T4.3C

7T4.4C

7T4.5C

Action Owner

Chrissy Tucker

Sam Kabiswa

Michelle Arrowsmith

Tamsin Hooton

Chrissy Tucker

Quarter 4 2023/24

Quarter 4 2023/24

End of Quarter 3
2023/24

Quarter 4 2023/24

On-going — Q4
2023/24

Has work
started?

Commenced

Commenced

Commenced

Commenced

Not yet
commenced

Committee level of assurance (eg assured, partially assured, not

assured)

Committee/Sub Group Assurance

ICB Board/ICP Board

ICB Board/ICP Board

Urgent Care Delivery Board

Delivery Boards/ Provider Collaborative
Leadership Board

ICB Board/ICP Board

Committee level
of assurance

Partially assured

Partially assured

Partially Assured

Partially Assured

Partially Assured

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Joined Up Care

ICB — Board Assurance Framework (BAF) Derbyshire

Strategic Risk SR8 — Population Health and Strategic Commissioning Committee

Strategic Aim — To improve health and care gaps Committee overall assurance level Partially assured
currently experienced in the population and engineer
best value, improve productivity, and ensure financial
sustainability of health and care services across Derby

and Derbyshire.

Date of identification:
17.11.2022
Date of last review: 05.10.2023

ICB Lead: Chris Weiner ICB Medical Director
ICB Chair: Julian Corner, Chair of PHSCC

System lead: Chris Weiner, ICB Medical Director
System forum: Population Health and Strategic
Commissioning Committee

Strategic risk , tolerance and current score Initial Current Target

(what could prevent us
achieving this
strategic objective)

There is a risk that the system does not establish
intelligence and analytical solutions to support
effective decision making.

RISK APPETITE OR
TOLERABLE LEVEL OF
RISK as agreed by
committee 14

Strategic Risk 8

12

10

12 6 12 12 8

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

Current risk level ~ «= == Tolerable risk level Target risk level

Impact (what are the impacts of each of the strategic threats)
As a result of incomplete and non-timely data provision/analysis, the ICB will be hampered in the making
optimal strategic commissioning decisions and it will require complex and inefficient people structures to
ensure system oversight of daily operations. This will result in a:

o reduced ability to effectively support strategic commissioning and service improvement work
failure to meet national requirements on population health management,
reduced ability to analyse how effectively resources are being used within the ICB
failure to deliver the required contribution to regional research initiatives
continued paucity of analytical talent development and recruitment resulting in inflated costs

Strategic threats (what might cause this risk to materialise)
1. Agreement across the ICB on prioritisation of analytical and Bl activity is not realised and therefore funding | 1.
and associated resources are not identified to deliver the analytical capacity.

Assurance
Ref No

System Gaps in Assurance (Specific
areas / issues where further work is required to
manage the risk to accepted appetite/tolerance level)

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,
external)

System Gaps in control (specific areas

Threat status

System Controls (what controls/ systems & Control

processes do we already have in place to assist us in Ref No | issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance
of the threat) level)

Threat 1 Agreed and publicly published Digital 8T1.1C Senior system analytical leadership Data and Digital Strategy 8T1.1AS The Integrated Assurance and
Agreement across the and Data Strategy role to be created within ICB CMO and CDIO from ICB executive Performance Report is in place and
ICB on prioritisation of Digital and Data Board (D3B) in place. structures team are vice chairs of the D3B. continues to be developed further as
analytical and Bl This provides board support and Regional NHSE and AHSN reported to ICB Board.
activity is not realised governance for the delivery of the 8T1.2C Senior analytical leadership role to co- representation at D3B provide
and therefore funding agreed Digital and Data strategy. ordinate: independent input.
and associated D3B responsible for reporting - Delivering value from NECS D3B minutes demonstrating challenge
resources are not assurance to ICB Finance and Estates contract and assurance levels
identified to deliver the Committee and assurance and - Co-ordinating work across SIG Provider Collaborative Leadership
analytical capacity direction from the Provider - Identifying opportunities for Board Minutes demonstrating
Collaborative Leadership Board. more effective delivery of PHM challenge and assurance levels
Strategic Intelligence Group (SIG) N o Monthly Reporting to Finance and
established with oversight of system 8T1.3C Identified three priority areas of Estates Committee, ICB Board, NHSE
wide data and intelligence capability strategic working: and NHS Executive Team
and driving organisational Evidence of compliance with the ICB
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Threat status

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific
that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance level)

of the threat)
improvement to optimise available
workforce and ways of working

e Analytics and business intelligence
identified as a key system enabler and
priority for strategic planning and

level)
- System surveillance
intelligence
- Deep dive intelligence
- Population Health
Management.

external)
Scheme of Reservation and Delegation

e A staffed, budgeted establishment for
ICB analytics (workforce BAF link
required)

o Data Sharing Agreements in place

operationally delivery in the Digital and | 8T1.4C across all NHS providers, ICB,

Data strategy Strategic Intelligence Group (SIG) hospices and local authorities for direct
e NHSE priorities and operational needs formalising and structured care purposes.

planning guidance 23/24 requires the reporting through to D3B and direct

right data architecture in place for link to ICB Strategic Intent function

population health management and ICB planning cell
 Digital and Data identified as a key 8T1.5C

enabler in the Integrated Care JUCD Information Governance Group

Partnership strategy needs formalisation and work required

on using data for planning purposes.

Actions to treat threat

Threat Action ref Action Control/ Action Owner Due Date Has work Committee level of assurance (eg assured, partially assured, not
no Assurance started? assured)
Ref No Committee/Sub Group Assurance Comnmittee level
of assurance
Threat 1
8T1.2A Agree structure of ICB analytics team and role of | 8T1.2C Chris Weiner December 2023 Commenced Executive Team Partially assured
Chief Data Analyst

Work dependent on restructure agreement.

8T1.3A Recruitment of analytics team 8T1.2C Chris Weiner Quarter 4 2023/24 Not started To be agreed Partially assured
Work dependent on restructure agreement.

8T1.4A Co-ordination and local prioritisation through SIG | 8T1.3C Chris Weiner April 2024 Commenced Business Intelligence Team Partially assured
with leadership provided by internal business 8T1.4C
intelligence team

8T1.5A Execution of planned investment in analytical 8T1.4C Chris Weiner October 2023 Commenced Business Intelligence Team Partially assured
skills development in line with ICB plan
Work dependent on restructure agreement.

8T1.6A Formalise JUCD IG group and draft data sharing | 8T1.6C Chris Weiner/ Ged /CT Quarter 2 2023/24 Commenced JUCD IG Group Partially assured
agreements for using data for purposes other
than direct care

8T1.7A SIG being reconstituted and reset 8T1.5C Chris Weiner Quarter 3 2023/24 Commenced Strategic Intelligence Group Partially assured
8T1.6C
8T1.8A Continue to strengthen the ICB Board Integrated | 8T1.1AS Executive Officers Ongoing/ Bi monthly | Commenced / ICB Board Partially assured
Assurance and Performance Report data and on going
information.

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)

All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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ICB — Board Assurance Framework (BAF)

Strategic Risk SR9 — Population Health and Strategic Commissioning Committee

Strategic Aim — Reduce inequalities in health and be

an active partner in addressing the wider determinants

of health.

Strategic risk
(what could prevent us
achieving this
strategic objective)

Officer

Committee overall assurance level

Joined Up Care

Derbyshire

Partially assured

ICB Lead: Michelle Arrowsmith, Chief Strategy and Delivery

ICB Chair: Julian Corner, Chair of PHSCC

There is a risk that the gap in health and care
widens due to a range of factors including

resources used to meet immediate priorities which
limits the ability of the system to achieve long term
strategic objectives including reducing health

inequalities and improve outcomes.

System lead: Dr Robyn Dewis

System forum: Population Health and Strategic

Commissioning Committee

Risk appetite: target, tolerance and current score

Strategic Risk 9

RISK APPETITE OR
TOLERABLE LEVEL OF
RISK as agreed by
committee 18
16
14
12
10
12 8
6
4
2
0

0 o o

Current risk level == = Tolerable risk level

MR CaED 0 CEDO CEED 0 CED O CEED 0 CED

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

Target risk level

Date of identification:
17.11.2022

Date of last review: 05.10.2023

Initial Current  Target

12

Strategic threats (what might cause this risk to materialise)

Impact (what are the impacts of each of the strategic threats)

Threat status

2. The population may not engage with prevention programmes.

System Controls (what controls/ systems &
processes do we already have in place to assist us in
managing the risk and reducing the likelihood/ impact

1. The breadth of requirements on the system adversely affect our ability to prioritise our resources 1.
(financial/capacity) towards reducing health inequalities.

Control
Ref No

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

System Sources of Assurance (Evidence
that the controls/ systems which we are placing reliance
on are effective — management, risk and compliance,

2. The population are not able to access support to improve health.

Assurance
Ref No

Delay or non-delivery of the health inequalities programme. The ICS fails to make any impact rather than
focusing on a small number of priority areas where the ICS can make an impact.

System Gaps in Assurance (Specific
areas / issues where further work is required to

manage the risk to accepted appetite/tolerance level)

Threat 1

The breadth of
requirements on the
system
outstrips/surpasses our
ability to prioritise our
resources
(financial/capacity)
towards reducing
health inequalities.

of the threat)

e Integrated Care Partnership Board in
place with Terms of Reference and
strategy agreed.

¢ Integrated Care Partnership (ICP) was
established in shadow form and met in
Public for the first time February 2023.

e NHS and ICS Executive teams in
place.

Core 20 Plus 5 work programme.

o Delivery Boards remit to ensure work
programme supports HI.

e Programme approach in place in key
areas of transformation to support
'system think' via system-wide cost:
impact analysis inclusive of access
and inequality considerations

o System-wide EQIA process supports
identification of equalities risks and
mitigations and reduces risk of
projects/ programmes operating in

9T1.1C

9T1.2C

9T1.3C

9T1.4C

level)

Financial position and requirement to
break-even / lack of funds to invest or
double-run whilst transforming.

Capacity to support strategy and its
delivery

The national formula for funding GP
practices (Carr-Hill) probably provides
insufficient weighting for deprivation

Under performance against key
national targets and standards (Core
20 Plus 5 work programme)

external)

e Measurement of relationship in the
system: embedding culture of
partnership across partners

e PHSCC assurance to the ICB Board via
the Assurance Report and Integrated
Quality Assurance and Performance
Report.

e System Delivery Board agendas and
minutes

e Provider Collaborative Leadership

Board minutes

Health and Well Being Board minutes

ICP Agenda and minutes

Coproduction

Workforce resilience

Demand in the system

Audit and Governance Committee

oversight and scrutiny

e Health Overview and Scrutiny
Committee (HOSC)

9T1.1AS

The Integrated Assurance and
Performance Report is in place and
continues to be developed further as
reported to ICB Board.
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Threat status System Controls (what controls/ systems & System Gaps in control (specificareas System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific

processes do we already have in place to assist us in | issues where further work is required to that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance level)
of the threat) level) external)

isolation — and specifically o EDI Committee reporting

decommissioning decisions e Derbyshire ICS Greener Delivery Group
e Ambulance handover action plan and minutes

developed — improvement trajectory o 2023/24 Operational Plan in place

agreed with NHSI — monthly Integrated Care Strategy approved by

improvement trajectories monitored at the ICB Board and ICP.

Boards ¢ Joint Forward Plan, Derby and

Derbyshire NHS Five Year Plan 23/24
to 27/28 in place and published
Development of Health Inequalities
Group, Provider facing for Mental
Health

e Performance Data from MHSDB

Threat 2 e Prevention work - winter plan and 9T2.1C Core 20 plus 5 work - This programme | e Alignment between the ICS and the City
The population may not evidence base of where impact can be forms a focus of the Health and County Health and Wellbeing
engage with prevention delivered Inequalities requirement for the NHS Boards
programmes. e General Practice is still trusted by the but does not cover the entire e Quality and Performance Committee
vast majority of people and has a opportunity for the system to tackle assurance to the ICB Board via the
proven track record of helping people Health Inequalities. Assurance Report and Integrated
engage with prevention programmes Quality Assurance and Performance
e Integrated Care Partnership (ICP) 9T2.2C Time and resource for meaningful Report.
established. engagement e Population Health Strategic
e |CP Strategy in place which will Commissioning Committee assurance
support improving health outcomes to the ICB Board via the Assurance
and reducing health inequalities. Report.

¢ ICB Board and minutes
ICP and minutes

e Derbyshire ICS Health Inequalities
Strategy has been developed and
approved.

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat Actionref Action Control/ Action Owner Has work Committee level of assurance (eg assured, partially assured, not
no Assurance started? assured)
Ref No Committee/Sub Group Assurance Committee level
of assurance
Threat1 | 9T1.1A Monthly monitoring of financial position and the | 9T1.1C Darran Green Quarter 4 2023/24 On-going - Finance, Estates and Digital Committee/ Partially assured
ICB requirement to break-even. Annually ICB Board
9T1.2A Prioritisation of actions needed to implement 9T1.2C Kate Brown Quarter 3 2023/24 Commenced ICB Board/ICP Board Partially assured
strategy
9T1.3A Review alternative funding formula to Carr Hill - | 9T1.3C GPPB/Clive April 2024 Commenced GPPB/PHSCC Partially assured
scope cost and logistics Newman/Finance
9T1.4A NHS England Regional Prevention Group 9T1.4C Angela Deakin Ongoing — 2024/25 Commenced Long Term Plan Prevention Programmes Partially assured
monitor Core 20 plus 5 performance and review Working Group meeting

and agree any mitigations should targets fall
below threshold.

9T1.5A Development of Integrated Assurance and 9T1.1AS Michelle Arrowsmith On-going- bimonthly Bi-monthly ICB Board Partially assured
Performance Report to ensure Board
expectations are met

Threat 2 | 9T2.1A Prevention and Health Inequalities Board being | 9T2.1C Chris Weiner / Angela November 2023 Monthly Population Health Strategic Commissioning | Partially assured
set up Deakin Committee

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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ICB — Board Assurance Framework (BAF)

Strategic Risk SR10 — Finance, Estates and Digital Committee

Strategic Aim — To improve health and care gaps Committee overall assurance level
currently experienced in the population and engineer
best value, improve productivity, and ensure financial
sustainability of health and care services across Derby
and Derbyshire.
Strategic risk
(what could prevent us
achieving this

strategic objective)

Committee

There is a risk that the system does not

identify, prioritise and adequately resource digital
transformation in order to improve outcomes and
enhance efficiency.

12

ICB Lead: Jim Austin, Chief Digital Technology Officer
ICB Chair: Jill Dentith, Chair of Finance, Estates and Digital

Risk appetite: target, tolerance and current score
RISK APPETITE OR
TOLERABLE LEVEL OF
RISK as agreed by
committee

Joined Up Care

Derbyshire

Partially assured

Date of identification:
17.11.2022
Date of last review: 17.10.2023

Initial Current  Target

System lead: Keith Griffiths, Executive Director of Finance
System forum: Finance and Estates Committee
Data and Digital Board

Strategic Risk 10

14

12
10

Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23

——— Series] == e Series? Series3

Strategic threats (what might cause this risk to materialise)

Impact (what are the impacts of each of the strategic threats)

1. Agreement across the ICB on prioritisation of digital and technology activity may not be realised and
therefore budget allocation and reconciliation process across ICB for digital and technology are not agreed.

2. Digital improvements and substitutions to clinical pathways are not delivered through either a lack of citizen
engagement and/or clinical engagement

Threat status System Controls (what controls/ systems &

processes do we already have in place to assist us in

managing the risk and reducing the likelihood/ impact
of the threat) level)

System Gaps in control (specific areas
| issues where further work is required to
manage the risk to accepted appetite/tolerance

Threat 1 — Processes are not agreed and the ICS fail to meet the opportunities and efficiencies that digital

enablement can realise.

Threat 2

o Failure to secure patient, workforce and financial benefits from digitally enabled care and implementation of
alternative care pathways highlighted in ICB plan; e.g. limited adoption of alternative (digital) clinical solutions
(e.g. PIFU, Virtual Ward, self-serve on line)

e Failure to meet the national Digital and Data strategy key priorities (eg attain HIMMS level 5; cyber resilience

System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific

that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to

on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance level)
external)

budget allocation and
reconciliation process
across ICB for digital
and technology are not
agreed.

D3B responsible for reporting
assurance to ICB Finance and Estates
Committee and assurance and
direction from the Provider
Collaborative Leadership Board.
Representation from Clinical
Professional Leadership Group on
D3B

Digital programme team leading and
supporting key work in collaboration
with system wide Delivery Boards e.g.,
Urgent and Emergency Care, Elective

Threat 1 Agreed and publicly published Digital 10T1.1C | ICB prioritisation and investment .
Agreement across the and Data Strategy decision making process is required to
ICB on prioritisation of Digital and Data Board (D3B) in place. fully implement the digital and data

digital and technology This provides board support and strategy priorities.

activity may not be governance for the delivery of the

realised and therefore agreed Digital and Data strategy. 10T1.2C Digital literacy programme to support

staff build confidence and competency
in using technology to deliver care.

Data and Digital Strategy approved by
ICB and NHSE

CMO and CDIO from ICB executive
team are vice chairs of the D3B.
Regional NHSE and AHSN
representation at D3B provide
independent input.

D3B minutes demonstrating challenge
and assurance levels

Provider Collaborative Leadership
Board Minutes demonstrating challenge
and assurance levels

Clinical Professional Leadership Board
Minutes demonstrating challenge and
assurance levels

Evidence of compliance with the ICB
Scheme of Reservation and Delegation
exploitation of Derbyshire Shared Care
Record capabilities; demonstrated

95




Threat status System Controls (what controls/ systems & System Gaps in control (specificareas System Sources of Assurance (Evidence Assurance System Gaps in Assurance (Specific

processes do we already have in place to assist us in | issues where further work is required to that the controls/ systems which we are placing reliance Ref No areas / issues where further work is required to
managing the risk and reducing the likelihood/ impact manage the risk to accepted appetite/tolerance on are effective — management, risk and compliance, manage the risk to accepted appetite/tolerance level)
of the threat) level) external)

to embed digital enablement in care through usage data

delivery ¢ Acceptance and adoption of digital
¢ Digital and Data identified as a key improvements by operational teams

enabler in the Integrated Care (COO, primary care and comms support

Partnership strategy needed — links to digital people plan
e NHSE priorities and operational and Delivery Board outcomes)

planning guidance 23/24 requires the o A staffed, budgeted establishment for

right data architecture in place for ICB digital and technology (workforce

population health management BAF link required)

¢ Digital and Data has contributed to ICB
5 year plan Clear prioritisation of
clinical pathway transformation
opportunities need formalising through
Provider Collaborative and ICB 5 year
plan.

e Formal link to the GP IT governance
and activity to the wider ICB digital and
technology strategy in place via Chief
Data Information Officer.

eGP presence on Derbyshire Digital and

Data Board
Threat 2 e Digital and Data Board (D3B) enabling | 10T2.1C | Data and Digital communication and e ICB and provider communications plans
Digital improvements delivery board and support governance engagement strategy required to with evidence of delivery
and substitutions to established and responsible for the increase awareness of digital o Staff surveys showing ability to adopt
clinical pathways are delivery of the agreed Digital and Data technology and solutions available to and influence change
not delivered through strategy support care delivery. e Patient surveys and D7F results
either a lack of citizen | ¢« D3B responsible for reporting e D3B minutes demonstrating challenge
engagement and/or assurance to ICB Finance and Estates and assurance levels
clinical engagement Committee and assurance and 10T2.2C Development of a ‘use case’ libraryto | 4 provider Collaborative Leadership
direction from the Provider help promote the benefits of digitally Board Minutes demonstrating challenge
Collaborative Leadership Board enabled care and now under and assurance levels
o Citizen's Engagement forums have a construction for Shared Care Record | §  gjinjcal Professional Leadership Board
digital and data element _ ) Minutes demonstrating challenge and
e ICB and provider communications 10T2.3C | Improved information and assurance levels
team engaged with messaging (e.g. understanding of Citizen and e Evidence of compliance with the ICB
Derbyshire Shared Care Record) Community forums that could be Scheme of Reservation and Delegation

accessed to discuss digitally enabled
care delivery

10T2.4C Increased collaboration with the
Voluntary Sector across Derby and
Derbyshire to harness capacity and
expertise in place with Rural Action
Derbyshire

e Data and Digital Strategy adoption
reviewed through Internal Audit

e |CB Board Finance and Estates
Committee Assurance Report to
escalate concerns and issues.

o Public Partnerships Committee minutes
demonstrating challenge and assurance
levels

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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Actions to treat threat

Threat

Action ref

no

Action

Control/
Assurance
Ref No

Action Owner

Has work started?

Committee level of assurance (eg assured, partially assured, not

assured)

Committee/Sub Group Assurance

Committee level
of assurance

Threat1 | 10T1.1A Secure agreement on digital and technology 10T1.1C Jim Austin / Darran June 2023 Complete for 23/24 | D3B Partially assured
resource funding - budget being formalised for Green funding 30.06.23
23/24 budget only, still to agree recurrent
funding
Partially assured
10T1.2A Develop and roll out staff digital literacy 10T1.2C Jim Austin / Workforce From 24/25 financial | Commenced D3B , Digital Implementation Group
programme. Linked to Project Derbyshire lead/AR year
(Digital HR) — no resource allocated / prioritised
at this time. Planning work commenced
10T1.3A Adopt ICB prioritisation tool to enable correct 10T1.1C Jim Austin / Darran TBC — requires Not started D3B Partially assured
resource allocation Green prioritisation tool
10T1.4A Formally incorporate Primary Care digital and 10T1.1C Jim Austin / Chrissy June 2023 — Complete 30.06.23 | D3B Partially assured
technology governance within D3B Tucker Completed
Threat2 | 10T2.1A Formalise link to Public Partnership Committee, | 10T2.1C Jim Austin /Sean Quarter 3 2023/24 Commenced Public Partnership Committee Partially assured
Scheduled for August 2023. Some engagement Thornton
now delivered.
Partially assured
10T2.2A Work with ICB communications team and 10T2.3C Jim Austin /Sean Ongoing — 2024/25 Commenced Public Partnership Committee
Provider communications teams to integrate Thornton
digital strategy messaging into current
engagement programme.
10T2.3A Deliver digital (and data) messaging through 10T2.3C Jim Austin /Sean June 2023+ Commenced Public Partnership Committee/ DB3 Partially assured
ICB communications plan. Thornton
10T2.4A Meetings with Rural Action Derbyshire 10T2.4C Jim Austin /Sean Ongoing — 2024/25 Commenced Public Partnership Committee/ DB3 Partially assured

completed and Derbyshire County Council lead
role, joint engagement strategy being
developed.

Thornton

Key: All assurances are classified as internal assurances unless specified as an External Assurance (EA)
All assurances are classified as positive assurance unless specified as a Negative Assurance (NA)
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NHS DERBY AND DERBYSHIRE ICB BOARD

MEETING IN PUBLIC
16t November 2023

Item: 100
Report Title Primary Care Model for Derby and Derbyshire
lan Hall, External Advisor, Arden GEM NHS Commissioning Support
Unit
ST lan Potter, Managing Director, Derby & Derbyshire GP Provider Board
Limited
Sponsor

(Executive Director) Dr Chris Weiner, Chief Medical Officer

Dr Andy Mott, Medical Director, Derbyshire GP Provider Board
Dr Duncan Gooch, GP, Derbyshire GP Provider Board

HEEEERE lan Potter, Managing Director, Derby & Derbyshire GP Provider Board
Limited

Paper purpose Decision Discussion | O | Assurance | [ | Information | O

Appendices Appendix 1 — Primary Care Model for Derby and Derbyshire

Assurance Report

Signed off by Chair | "ot applicable

ICB Board (development session)

ICB Primary care team

ICB Population Health and Strategic Commissioning Committee
ICB Integrated Place Executive

Primary and Community Care Delivery Board
Place Alliance Managers

LMC

GP practices

PCN Clinical Directors and PCN Managers
Primary Care Leadership Group

Provider Collaborative Leadership Board

Which committee
has the subject
matter been
through?

Recommendations
The ICB Board is requested to:

° ENDORSE the new Primary Care Model for Derby and Derbyshire;

. APPROVE the attached document - “The Primary Care Model for Derby and Derbyshire”;
o SUPPORT the proposed approach to implementation, and the need to ensure governance
and architecture arrangements reflect the central role that primary care will play in the

development and delivery of integrated care in Derby and Derbyshire; and
o DISCUSS the approach by which the GP Provider Board will discuss and access support
for implementation.
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Purpose

The document titled “The Primary Care Model for Derby and Derbyshire” is attached at
Appendix 1. The core purpose of this document is to seek support for a new, sustainable Primary
Care Model for Derby and Derbyshire.

The Integrated Care Board is asked to consider the document, approve the content and discuss
support for its implementation, in line with the Recommendations section of this report.

Background

Summary
The Primary Care Model seeks to provide a new, shared vision for improving quality of care and

staff working lives, building on improvement work already in train and the considerable strengths
of our current services. The document seeks to provide hope and demonstrate how we can
mitigate the crisis facing primary care.

The GP Provider Board (GPPB) has been asked by the ICB to lead this important piece of work
and will oversee further development and implementation of the model. This will involve working
collaboratively with JUCD partners in agreeing improvement plans and close connections with the
JUCD system governance architecture, primarily through the Primary and Community Care
Delivery Board, the Integrated Place Executive and the Provider Collaborative Leadership Board.

The proposed Model and draft versions of the document attached have been widely considered,
as outlined in the section above. There has generally been strong support expressed for the
Model, with suggestions made to further strengthen the approach. Key themes that have emerged
from this engagement and resulted in changes to the content of this document are:

° increased recognition of the need for interpretation and adaptation of the Model to reflect
local context;

. need to ensure the implementation of the Model is aligned with existing or emerging policy
requirements in primary care to avoid confusion amongst staff and competing priorities;

. a broader set of outcomes the Model will need to contribute to;

. the opportunities for collaboration with system partners on implementing the Model and
supporting delivery;
the need for an integrated approach with Place and community transformation;

. the need to describe the changes through the positive impact it will have for patients in each
cohort; and

. the opportunities for elevating the role of primary care in supporting the delivery of system
priorities, and benefits that impact all providers.

Scope
The core scope of the Model is the care delivered or overseen by General Practices and Primary

Care Networks (PCNs). However, the new model is consistent with and will inter-relate with the
Joined Up Care Derbyshire (JUCD) approach for transforming community services, including the
Team Up service, reflecting the critical role community services have in supporting primary care.
The model also assumes co-ordinated input from mental health, secondary, local authority funded
and VCSE provided care, and other elements of primary care - community pharmacy, optometry,
and dentistry services.

Strategic Context and Current State

The Model is based upon key national policy recommendations (primarily the Fuller Stocktake)
and the document provides a comprehensive set of national and system level drivers for the
changes included within the Model. It also summarises key strengths of primary care in Derby and
Derbyshire, the key challenges it faces and opportunities for change.
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The aims and key areas of focus from the Derby and Derbyshire Integrated Care Strategy have
been used to inform the Primary Care Model and the Year 1 Improvement Goals — specifically
please refer to Goals no.’s 4 and 5. The Model is also consistent with and will actively support the
prioritised actions to strengthen primary care included within the Derby and Derbyshire NHS' Five
Year Plan 2023/24 to 2027/28.

Vision

The vision is for a sustainable, thriving primary care system that is at the core of integrated care
delivery in Derby and Derbyshire, at all levels of scale. Delivering this vision requires a radical re-
imagining of how primary care services are provided, with the population stratified into three
cohorts — (1) low complexity, (2) high and rising complexity, and (3) extreme complexity — please
see below:

1

Low Complexity

p 3

High/Rising Extreme
Complexity Complexity
People who are generally
well who experience
episodic ill health and
access care infrequently
and irregularly

People who experience ill People who access
health who require multiple services regularly

regular input over a who are approaching a
prolonged period ceiling of care

Informational Continuity Relational Continuity Team-based Continuity

Approx. 60% of pop. Approx. 35% of pop. Approx. 5% of pop.

There will be standardised care models for each cohort that optimise care quality within the
constraints we face, providing all people with access to comprehensive, coordinated, and
continuous services. This innovative clinical model is informed by the Fuller Stocktake, feedback
from users and local stakeholders, and clinical models that are operational and delivering
significant benefits in other Integrated Care Systems. Further detail on the Model and the cohorts
is included in the document.

Aims for the Model
The following aims have been developed:

. provide a consistent offer of access to primary care for all people;

. provide responsive primary care for people with low complexity through a neighbourhood
hub model;

improve the relational continuity for all people with high and rising complexity;

provide enhanced care coordination for those with extreme complexity;

support local practices that are under strain and improve primary care staff wellbeing; and
support the achievement of key system objectives, through plans that are integrated with
Place, the Provider Collaborative and JUCD Delivery Boards.

Year 1 Improvement Goals and Enabling Actions

The following improvement goals are designed to support delivery of the Integrated Care Strategy
and the guiding policies for action from the Five-Year Plan and illustrate how primary care is central
to the delivery of JUCD health and care system objectives. Further detail under these goals is
included in the document:
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1. undertake population stratification and mobilise the Primary Care Model through an
operating framework that maximises care quality and staff wellbeing;

2. implement a digital triage process in support of our aim for a consistent offer of primary care
access for all people;

3.  ensurethereis access to enhanced care-coordination for all people with extreme complexity;

4. deliver primary and secondary prevention activities for circulatory disease, respiratory
disease, and cancer, that have been prioritised by JUCD prevention and inequalities leads.

5. agree and deliver specific primary care actions that best support Age Well priority actions,
releasing benefits from community services transformation including recommendations from
the recent diagnostic review undertaken by Newton Europe; and

6. deliver reactive and proactive care that supports key system objectives for UEC and patient
flow.

Outcomes and Evaluation
A set of sentinel measures and an outline outcomes measures framework has been produced,
and an approach to evaluation will form part of the Implementation Plan.

Next Steps
The GPPB will oversee production of an Implementation Plan by December 2023 which will inform

the 2024/25 JUCD Operational Plan from a General Practice and primary care service perspective.
The Implementation Plan will need to reflect the following requirements:

further development of outcomes framework with high-level evaluation methodology.
risk management framework — Including initial risk and issues logs;

communications and engagement plan;

resource requirements for programme management and delivery of the Plan;
governance arrangements for overseeing implementation;

roll-out methodology and timescales;

alignment with Community transformation.

There is also a focus in the document on the enabling functions/ actions that will be critical to the
successful delivery of the improvement goals. Not all of the areas set out below are in the gift of
GPPB and offer an opportunity for greater coordination and leadership across the ICB and
partners. Key areas:

Culture and Organisational Development (including quality management and leadership);
Governance;

Workforce;

Digital/ Al, data;

Estates; and

Engagement and Communications.

Matters for Consideration

Within the Implementation Plan there will be a need to rapidly develop plans for the delivery of the
Year 1 Goals for the Primary Care Model. The intention is to produce driver diagrams for each
Goal and identify the critical path drivers, the improvement projects that will need mobilising, and
the support that will be needed from JUCD partners and the ICB, such as analytical expertise,
programme management, quality improvement, and digital support. The aim is to undertake this
work in time to inform the discussions regarding the 2024/25 JUCD Operational Plan.

Given the scale of transformation, interdependencies with other integration initiatives the next
stage of the model can be informed by learning from similar large scale transformation initiatives

101



NHS

Derby and Derbyshire

Integrated Care Board

and must be rooted in robust methodology for creating sustainable change. It is envisaged that
by having clear scope and goals, it will be possible to build on existing relationships and draw on
the diverse expertise across Derbyshire and to develop shared system leadership.

Building on the work undertaken to date, it will be critical that the Implementation Plan is integrated
with the outputs from the JUCD Community Transformation Group. This will mean the ICB, other
providers and partners can have joined up conversations with primary care and community
services about what is required to support these major transformation programmes.

“The Primary Care Model for Derby and Derbyshire” states that the GP Provider Board will connect
into the JUCD system governance architecture primarily through the Primary and Community Care
Delivery Board, the Provider Collaborative Leadership Board, and the Integrated Place Executive
given the critical relationships between Place and the Primary Care Model and the IPE’s delegated
role for implementing the Derby and Derbyshire Integrated Care Strategy, and its leadership of
the Community Transformation Programme. The ICB is asked to consider how we can best
ensure that JUCD governance and architecture arrangements reflect the central role that primary
care will play in the development and delivery of integrated care in Derby and Derbyshire.

Identification of Key Risks

The increasing need for healthcare intervention is not met

in most appropriate and timely way, and inadequate Short term operational needs hinder the pace
SR1 | capacity impacts the ability of the NHS in Derby and SR2 | and scale required to improve health outcomes
Derbyshire and upper tier Councils to deliver consistently and life expectancy.

safe services with appropriate levels of care.

The NHS in Derbyshire is unable to reduce
The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care SR4 ICB to move into a sustainable financial position | []
and outcomes. and achieve best value from the £3.1bn
available funding.

The system is not able to recruit and retain sufficient
SR5 | workforce to meet the strategic objectives and deliver the ]| SR6
operational plans.

The system does not create and enable One M
Workforce to facilitate integrated care.

Decisions and actions taken by individual organisations There is a risk that the system does not

SR7 ia:rr]e 2 gttina II%r;et%ggz;geoit{gﬁg;grﬁr:ﬁo%f ;?13 ifatﬁmé SR8 | establish intelligence and analytical solutionsto | []
rec?uiredg 9 support effective decision making.

There is a risk that the gap in health and care widens due
to a range of factors including resources used to meet
SR9 | immediate priorities which limits the ability of the system to SR10
achieve long term strategic objectives including reducing
health inequalities and improve outcomes.

There is a risk that the system does not identify,
prioritise and adequately resource digital 0
transformation in order to improve outcomes
and enhance efficiency.

No further risks identified.

Financial impact on the ICB or wider Integrated Care System

Yes | No[J N/AC]
Details/Findings Has this been signed off by
Financial modelling has not been undertaken at this stage. a finance team member?
Further data analysis is required to establish the population Not applicable.

numbers for each segmented cohort, after which financial

modelling can commence. It is anticipated however that there

will be significant system level financial benefits that will arise
from implementation of the Model, given:

» successful General Practice improves economic activity in a
local area and influences how productive our local towns and
cities are. Every pound invested in the NHS results in around
£4 back to the economy (reference no. 6 in document) and
there is evidence to show that increasing spending in primary
and community care will have a greater impact than
commensurate spending in acute care (ref. 7);
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» significant workforce benefit can be gained from the
automation of administrative processes - some studies have
shown that over 70% of a clinician’s working time is spent on
administrative tasks (ref. 8) and 44% of all administrative
work in general practice can be mostly or fully automated (ref.

9).”;

¢ the benefits of improved prevention activities in primary care.
For example, improved diagnosis and management of
hypertension can see a return on investment of 3.8 within a
year for over 65-year-olds, and within 3 years for all adults

(ref. 23); and

+ there is significant failure demand in primary care, which if
reduced, will increase capacity to deal with value demand,

thereby improving productivity.

Have any conflicts of interest been identified throughout the decision-making process?

None identified.

Project Dependencies

Completion of Impact Assessments

Data Protection
Impact Assessment

Yes [] | NoKX N/AC]

Details/Findings

Quality Impact
Assessment

Yes I | NoK N/AC]

Details/Findings

Equality Impact
Assessment

Yes [1 | NoKX N/AC]

Details/Findings

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?

Include risk rating and summary of findings below, if applicable

Yes [ NoX N/AL] | Risk Rating: TBC

delivery of services.

Summary: An equality impact
assessment will be undertaken, with
support provided by the ICB, with
outcomes included in the
Implementation Plan. It is expected that
the Model will help to address health
inequalities, given the intention to
address unwarranted variation in the

Has there been involvement of Patients, Public and other key stakeholders?

Include summary of findings below, if applicable

Summary: The implementation of the new Primary Care Model will
be subject to a planned approach to public engagement led by the
Yes NoX N/AL] | ICB given its duties in relation to primary care services. A Patient
and Public Involvement, Assessment and Planning Form is in the
process of being completed.

Implementation of the Equality Delivery System is a mandated requirement for the ICB,

Better health outcomes

Improved patient access and

please indicate which of the foIIowing_foals this report supports:

experience
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A representative and supported

Inclusive leadership
workforce

Are there any equality and diversity implications or risks that would affect the ICB's
obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

There are currently no implications or risks which affect the ICB's obligations under the Public
Sector Equality Duty.

When developing this project, has consideration been given to the Derbyshire ICS
Greener Plan targets?

Carbon reduction ‘ O ‘ Air Pollution | O | Waste O

Details/Findings

It is anticipated that a better understanding will be gained through discussions about the estate
and building requirements for supporting implementation of the Model. This work will be
undertaken with JUCD estates leads and the required environmental impact assessments will be
undertaken under their guidance, with the outcomes included in the Implementation Plan.

104



Appendix 1

Derbyshire GP ‘ i
Provider Board ‘

The Primary Care Model
for Derby and Derbyshire

November 2023



Derbyshire GP 6
Provider Board ‘

Key Points at a Glance

Our Vision
Our vision is for a sustainable, thriving primary care system that is at the core of integrated
care delivery in Derby and Derbyshire, at all levels of scale.

Delivering this vision requires a radical re-imagining of how primary care services are
provided, with the population stratified into three cohorts — 1. low complexity, 2. high and
rising complexity, and 3. extreme complexity.

There will be standardised care models for each cohort that optimise care quality within the
constraints we face, providing all people with access to comprehensive, coordinated, and
continuous services.

This innovative clinical model is informed by the Fuller Stocktake, feedback from users and
local stakeholders, and clinical models that are operational and delivering significant benefits
in other Integrated Care Systems.

Successful implementation will require a joined up approach to ensure there is alignment
with existing primary care developments and policy asks, and enabling support from across
the GP Provider Board, the ICB and Joined Up Care Derbyshire (JUCD) partners.

Our aims are to;

¢ Provide a consistent offer of access to primary care for all people

e Provide responsive primary care for people with low complexity through a
neighbourhood hub model
Improve the relational continuity for all people with high and rising complexity
Provide enhanced care coordination for those with extreme complexity
Support local practices that are under strain and improve primary care staff wellbeing
Support the achievement of key system objectives, through plans that are integrated
with Place, the Provider Collaborative and JUCD Delivery Boards

Our Year 1 Goals are to;

1. Undertake population stratification and mobilise the Primary Care Model through an
operating framework that maximises care quality and staff wellbeing

2. Implement a digital triage process in support of our aim for a consistent offer of
primary care access for all people

3. Ensure there is access to enhanced care-coordination for all people with extreme
complexity

4. Deliver primary and secondary prevention activities for circulatory disease, respiratory
disease, and cancer, as prioritised by JUCD prevention and inequalities leads

5. Agree and deliver specific primary care actions that best support Age Well priority
actions, releasing benefits from community services transformation including
recommendations from the recent diagnostic review undertaken by Newton Europe

6. Deliver reactive and proactive care that supports key system objectives for urgent and
emergency care and patient flow
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1. Introduction

“General practice is the beating heart of the NHS and when it fails the NHS fails”
The future of general practice, House of Commons Health and Social Care Committee, October 2022 (1)

1.1 What is primary care?
Primary care is a critical component of any health system. It provides the majority of health
care to the population, delivering up to ¢.90% of interventions (2).

Primary care aims to support first contact, accessible, continuous, comprehensive and
coordinated person-focused care, as illustrated in the following infographic.

First contact accessibility creates a strategicentry point
for and improves access to health services.

Continuity promotes the development of long-term
personal relationships between a person and a health
professional or a team of providers.

Comprehensiveness ensures that a diverse range of
promotive, protective, preventive, curative,
rehabilitative, and palliative services are provided.

Coordination organises services and care across levels
of the health system and over time.

People-centred care ensures that people have the
educationand support needed to make decisions and
participatein their own care.

Primary care is also the key process in a health system for providing promotive, protective,
preventative, curative, rehabilitative and palliative services throughout the life course (3) and
provides care coordination across different levels of the system.

The majority of primary care in Derby and Derbyshire is provided by General Practice and
Primary Care Networks (PCNs), supported by services which include community pharmacy,
optometry, and dentistry. It is important to note the distinction between General Practitioners
(GPs), General Practice and broader primary care as these terms can often become blurred
and incorrectly used interchangeably.

Successful General Practice plays a key role in the health of the population in England, with
over 1 million people attending a General Practice surgery every day (1), and GPs are
critical to this provision and to delivering improved population health outcomes. 4.7 lives are
saved by each GP in England each year, just through the preventative medicine they
practice (4), and mortality levels are more closely associated with the supply of GPs than
hospital physicians — with a 6% reduction in mortality observed for every extra GP per
10,000 people (5) and a correlation observed between continuity of care and improved
outcomes.
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Successful General Practice also improves economic activity in a local area and influences
how productive our local towns and cities are. Every pound invested in the NHS results in
approximately £4 back to the economy (6) and there is evidence to show that increasing
spending in primary and community care will have a greater impact than commensurate
spending in acute care (7).

1.2 Purpose and scope of this document

The core purpose of this document is to seek agreement to a new, sustainable Primary Care
Model for Derby and Derbyshire. The aim is to give people hope, by demonstrating how we
can mitigate the crisis facing primary care, through a shared vision for improving quality of
care and staff working lives. In doing so we will build on improvement work already in train
and the considerable strengths of our current services.

The core scope of this document is the care that is delivered or overseen by General
Practices and PCNs. However the new model is consistent with and will inter-relate with the
Joined Up Care Derbyshire (JUCD) approach for transforming community services, including
the Team Up service, reflecting the critical role community services have in supporting
primary care. The model also assumes co-ordinated input from mental health, secondary,
local authority funded and VCSE provided care, and other elements of primary care -
community pharmacy, optometry, and dentistry services.

1.3 Implementation

We have proposed six Year 1 Improvement Goals and initial actions for key enabling
functions (see Section 6) that will be pivotal to gaining momentum and delivering our stated
aims. Detailed actions will be included in an Implementation Plan that will be produced by
December 2023. This will describe how the GP Provider Board, working with the Primary
and Community Care Delivery Board, the Integrated Place Executive, the Provider
Collaborative Leadership Board, the Integrated Care Board (ICB) and partners across the
JUCD system, will plan the changes necessary and ensure the new Primary Care Model
works optimally, at the core of integrated care.

The need for support from the ICB and all sectors within the JUCD system is a theme that
runs throughout this document. General Practice is pivotal to the delivery of the Derby and
Derbyshire Integrated Care Strategy and the NHS' Five Year Plan 2023/24 to 2027/28, and
enabling resources need to be made available, as they are for other JUCD organisations, to
support this delivery.

To be fully effective the Primary Care Model will need to be adopted across all
neighbourhoods in Derby and Derbyshire, whilst recognising the need for adaptation to meet
the specific needs of local populations through the engagement of local staff and users, and
the avoidance of top-down planning. PCNs will drive localised implementation plans,
working under the auspices of our Place Partnerships.
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2. Strategic Context

2.1 National Context

Next Steps for Integrating Primary Care: Fuller Stocktake Report, 2022

The Fuller Stocktake is the primary national reference document for the development of the
new Primary Care Model with the ‘essential offers’ (see below) informing our vision and
improvement aims;

Fuller Stocktake - Three essential offers

e Streamlining access to care and advice for people who get ill but only use health
services infrequently: providing them with much more choice about how they access
care and ensuring care is always available in their community when they need it

¢ Providing more proactive, personalised care with support from a multidisciplinary
team of professionals to people with more complex needs, including, but not limited
to, those with multiple long-term conditions

o Helping people to stay well for longer as part of a more ambitious and joined-up
approach to prevention

The Stocktake also identifies that the cultural shifts to support “a more psychosocial model of
care” and the “realignment of the wider health and care system to a population-based
approach”, will be hindered if there is a top-down approach to driving change and
improvement, due to the impact on the development of trusting relationships with the
workforce and communities. Our approach to leadership development and culture
described will need to reflect this steer.

“The future of general practice”, House of Commons Health and Social Care
Committee, 2022

This Report references strong support for the Fuller Stocktake and provides a review of
General Practice in England, using input from a number of GPs and primary care leaders. It
highlights concerns relating to General Practice including a demoralised profession, people
leaving as fast as they can be recruited, and patients becoming increasingly dissatisfied with
access to care. There is a focus on the central role of the GP and the need for continuity of
care in General Practice, ideally through individual GP lists.

The need for the GP to be core and central to a service that embraces continuity of care has
shaped our new model, but in responding to this report we have had to take into account the
inadequate number of GPs in Derby and Derbyshire, both now and in the foreseeable future,
compared to the numbers needed to service a list-based model for the whole population.
Our approach therefore incorporates the prioritisation of patients (via cohorts) for whom
continuity with the same GP will be provided.

Hewitt Review — “An independent review of integrated care systems,” 2023

This report was primarily focused on the development of Integrated Care Systems, but
includes a section titled “Unlocking the potential of primary and social care and their
workforce.” The recommendations build upon the Fuller Stocktake and articulate the need
for ICSs to play a greater role in driving primary care transformation, a point which is
reflected in the Introduction to this document. This includes the need for more to be done
within ICSs to facilitate integrated neighbourhood teams and to integrate care across the

6
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whole patient pathway. It also includes recommendations on the changes needed within
primary care contracting.

NHS Long Term Workforce Plan, 2023
Extracts from the Plan that relate to the primary care workforce are included below:

e Increase the number of GP training places by 50% to 6,000 by 2031/32. We will work
towards this ambition by increasing the number of GP specialty training places to
5,000 a year by 2027/28. The first 500 new places will be available from September
2025.

o Grow the number and proportion of NHS staff working in mental health, primary and
community care to enable the service ambition to deliver more preventative and
proactive care across the NHS. This Plan sets out an ambition to grow these roles by
73% by 2036/37.

o ...extending the success of the Additional Roles Reimbursement Scheme (ARRS),
which has delivered an additional 29,000 multi-professional roles in primary care.
This would build extra capacity and free up available appointments by increasing the
number of non-GP direct patient care staff by around 15,000 and primary care nurses
by more than 5,000 by 2036/37.

The Plan also highlights the importance of administrative automation noting that “significant
workforce benefit can be gained from the automation of administrative processes, including
through Al applications such as speech recognition” and the impact this could have on
easing the time burden on General Practice staff - “some studies have shown that over 70%
of a clinician’s working time is spent on administrative tasks (8) and 44% of all administrative
work in general practice can be mostly or fully automated (9).”

Whilst the commitments to additional GP training places included in the Plan are welcomed,
the new Primary Care Model for Derby and Derbyshire has been designed and is expected
to be implemented in a context where there is no material improvement in the net number of
full-time General Practitioners for the foreseeable future, based upon the timescales stated
for increasing GP training places and continuing concerns regarding retention and retirement
rates. This position is supported by the data and forecasts included in the Derby and
Derbyshire NHS' Five Year Plan 2023/24 to 2027/28 (10) (p39).

The assumption is also made that there will not be a material increase in non-GP staff
working in General Practice or in the multi-disciplinary staff that underpin core elements of
the new model in the near future. This is a balanced view based upon some recent
increases in primary care staff, but also concerns raised by the King’'s Fund about the
implementation and impact of the Additional Roles Reimbursement Scheme (ARRS) (11),
the timescales included in the NHS Workforce Plan for staffing increases (2036/37), and
data and forecasts included in the Derby and Derbyshire NHS' Five Year Plan 2023/24 to
2027/28 (p39) on primary care nursing numbers.

General Practice contracts

2023/24 is the final year of the current five-year framework agreement. Engagement is
taking place this year, building on the Fuller Stocktake, but there is currently uncertainty
about the contractual framework that will be in place from 2024/25 under which the new
Primary Care Model will operate.

2.2 Derby and Derbyshire Context
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Integrated Care Strategy
The Derby and Derbyshire Integrated Care Strategy (12) includes the following strategic
aims;
e Prioritise prevention and early intervention to avoid ill health and improve outcomes
e Reduce inequalities in outcomes, experience, and access
o Develop care that is strengths based and personalised
e Improve connectivity and alignment across Derby and Derbyshire, to ensure people
experience joined up care, and to create a sustainable health and care system

These aims have been used to inform the new Primary Care Model and the ‘Improvement
Goals’ included in Section 6. As we implement the model the key areas of focus included in
the Integrated Care Strategy (see below) will be regarded as priorities for improvement and
innovation by General Practice to ensure alignment with the Integrated Care Partnership;

Key areas of focus - Derby and Derbyshire Integrated Care Strategy

Start Well
e To improve outcomes and reduce inequalities in health, social, emotional, and
physical development of children in the early years (0-5) via school readiness

Stay Well
e To improve prevention and early intervention of the 3 main clinical causes of ill
health and early death in the JUCD population - Circulatory disease, respiratory
disease and cancer

Age and Die Well
e To enable older people to live healthy, independent lives at their normal place of
residence for as long as possible. Integrated and strength based services will
prioritise health and wellbeing, help people in a crisis to remain at home where
possible, and maximise a return to independence following escalations

Derby and Derbyshire NHS' Five Year Plan 2023/24 to 2027/28

This Plan (10) states that primary care is the cornerstone of the Derby and Derbyshire NHS'
contribution to improving population health and prioritised actions will be taken to strengthen
primary care, through a programme of work covering;

e Primary care and community-based services, including social care, to deliver a model
of proactive, preventative, and integrated community care built on integrated
neighbourhood teams at PCN level

¢ Improving access to urgent and same day care in primary and community settings

¢ Reducing inequalities of access, outcomes, and experience associated with care

o Developing and making best use of JUCD resources - workforce, financial and
physical

e Supporting the integration of pharmacy, optometry, and dental primary care services.

The Plan includes the following guiding policies for action that “will drive annual NHS
operational planning over the next five years and guide the development of a joined up and
strategic approach to the commissioning and provision of healthcare across Derby and
Derbyshire - to address the challenges we face...”;
o Allocate greater resource to activities that will prevent, postpone, or lessen disease
complications and reduce inequity of provision
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¢ Give the teams working in our localities, the authority to determine the best ways to
deliver improvements in health and care delivery for local people

e Give people more control over their care

¢ Identify and remove activities from the provision of care which result in time and cost
being expended but do not materially improve patient outcomes

o Prioritise the improvement of the System's Intelligence Function and the capacity and
capability of its research programme

The first four guiding policies are directly translatable into the aims and requirements of the
Primary Care Model. The fifth is also relevant in the context of the need for high quality data
and intelligence to support implementation of the model, however this is a responsibility that
primarily sits with the ICB, rather than the GP Provider Board.

In developing the new Primary Care Model the following assumptions have been made,
based upon the Guiding Policies;
e A higher proportion of the resources under the control of the ICB will be allocated to
activities that sit under the control of General Practice and primary care
e Primary care teams will have the freedom and ability to deliver the new model in
ways that best suit their local population
o Patients will experience care that is strengths based and ensures respect of patient’s
needs and preferences and provides them with greater control over the services they
receive
e General Practice working with the wider primary care team and teams from other
providers will collaboratively address activities that result in time and cost being
expended without materially improving quality i.e. failure demand, and will focus on
ways to ensure demand generated creates value

2.3 Culture, leadership and quality management

The national and local publications cited in this Strategic Context emphasise the importance
of culture, leadership and quality management/ improvement, as key enablers to delivering
their recommendations and policies, for example;

Fuller Stocktake;
e “The key ingredient to delivering this way of working is leadership — fostering an
improvement culture and a safe environment for people to learn and experiment.”

(p6)

Hewitt Review;

o “Quality improvement should be supported by system leadership and at a system
level, including through the adoption of common improvement methodologies across
systems... This will help ensure systems drive a learning culture in all system
partners and enable future-focussed thinking.” (3.50)

Derby and Derbyshire NHS' Five Year Plan 2023/24 to 2027/28;
o “The Derby and Derbyshire Health System recognises that implementing all aspects
of the Fuller stocktake requires a significant change in culture and approach
underpinned by strong local leadership.” (p18)

We need to build on the developing leadership infrastructure for primary care in Derby and
Derbyshire, including the triumvirate of the GPPB, the Local Medical Committee (LMC), and
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the GP Taskforce (GPTF) and explore the options for developing overt, system-wide
approaches to culture, leadership and quality management in primary care to accompany
the new Primary Care Model. These approaches need to be jointly sponsored by the ICB
and implemented by all PCNs and will require flexibility and adaptation by the community
provider to ensure that their approaches to quality management, leadership, and workforce
development align with primary care, given the need for integrated working and care.
Without such actions the expected benefits of the new clinical model will be jeopardised.

Please refer to Section 6, where we explore these issues further.

3. Current State

3.1 Strengths and successes

General Practice in Derby and Derbyshire is well organised, through the establishment of the
GP Provider Board and the GPPB/LMC/GPTF triumvirate and is in a good position to
provide a co-ordinated voice on service improvement and quality management. There are
excellent clinical leaders and although time capacity is a constraint, the benefits of clinical
leadership can be seen through the way in which key innovations have been managed,
including the development of this new Primary Care Model and Team Up for example.

Service-wise General Practice has managed to accommodate a large-scale increase in GP
appointments over recent years, with a 9.1% increase in appointments when comparing
2022/23 against 2019/20 (see Figure 1). Whilst it is recognised that this accommodation has
likely resulted in quality being adversely affected, the ability to accommodate over half a
million extra appointments, despite decreasing numbers of full-time GPs, demonstrates the
resilience and service dedication of GPs and practice teams;

Figure 1 - Increase in GP appointments

| 2019720 2020/21 2021/22 2022/23 2023/24

April 486,212 340,705 485,491 580,087 471,753
May 501,570 351,229 477,121 547,579 538,841
June 475,259 435,955 535,190 511,848 568,802
July 533,015 467,423 517,602 513,401 536,175
August 467,466 413,247 482,942 522,404

September 524,984 541,363 569,652 559,432

October 623,133 573,364 636,625 645,236

November 545,896 504,679 630,938 617,991

December 489,784 487,639 510,966 531,156

January 546,514 455,103 509,041 583,123

February 491,491 443,532 508,256 536,546

March 514,620 583,321 595,068 617,034

TOTAL 6,199,944 5,567,560 6,458,892 6,765,787

A further success story is how the Derby and Derbyshire system has the highest proportion
of GP appointments that are held face to face in the Midlands (as of June 2023) — see Figure
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114



2 below. There has been strong comparative performance against this metric for a number
of months.

Figure 2 — Proportion of appointments with a GP that are face to face, by Midlands ICSs

% Appts with
System a GP that are
Face to Face

Birmingham and Solihull ICB

Black Country ICB

Coventry and Warwickshire ICB

Derby and Derbyshire ICB

Herefordshire and Worcestershire ICB
Leicester, Leicestershire and Rutland ICB

Lincolnshire ICB

Northamptonshire ICB

Nottingham and Nottinghamshire ICB
Shropshire, Telford and Wrekin ICB
Staffordshire and Stoke-on-Trent ICB
Midlands 62%
England 61%

With regards to service improvement there has been a strong emphasis on strength based
approaches as a facilitative method for catalysing change and improvements in primary and
community based services. Champions training for a selection of acute, local authority,
NHS, and VCSE staff has been arranged since December 2022, with the aim of embedding
strength-based approaches in practice, improving communication / understanding across the
system and exploring system risks.

3.2 Challenges

JUCD-wide

The Derby and Derbyshire NHS' Five Year Plan 2023/24 to 2027/28 describes in detail the
challenges facing the health and care system. The following infographic taken from the Plan
provides a summary of the opportunities to improve specific aspects of healthcare over the
next five-years.
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Starting Well Staying Well Ageing Well

O. O, Theproportion of babies born prematurely : D Stroke— The Derby and Derbyshire Health O  Hospitalisation: Against 15 peers of similar
lf-‘ and/or with @ low birth rate living in Derby has (e System is 17% behind the trajectory that is demographic make-up, Derby and
not materially changed over the last 10 years, -, necessary to hit the LTP objective of reducing Derbyshire and Derby ranks first and third
and remains one of the highest compared to the incidence of strokes. highest respectively, in terms of the

peers. emergency admissions rate for people with
COPD: Matching the performance of the best dementia_

health systems in England would mean that

Against the national ambition to half the .
& ° 15% fewer people would be admitted to Dementia: The rate at which people are
necnatal mortality rate by 2025 {(number of - B - N
hospital — freeing up resource worth £0.7m being diagnesed with Dementia is
deaths under 28 days, per 1,000 live births) -

" . pa significantly lower than 6 years ago (7.5
the Derby position has remained on an L ints | in Derb d 116 points |
upward trajectory and is the highest rate Heart Attacks — The Derby and Derbyshire _pog\ sbo\':‘t_ar N Deroy and 11,6 points lawer
compared to peers. Furthermore, early years Health System is 4% behind the trajectory that in Derbyshire)

mortality in Derby (the number of infant
deaths under 1 year, per 1,000 live hirths) is
one of the highest compared to peers.

is necessary to hit the LTP objective of

reducing the incidence of heart attacks. Polypharmacy: The adverse impacts of
Polypharmacy in clder adults is estimated to
Diabetes: Matching the performance of the be costing the Derby & Derbyshire Health
System around £6m per annum.

@ S &

Despite the increasing need, the number of best health systems in England would mean
children and young people receiving at least that 20% fewer pecple would be admitted to
one contact over a 12 month period is hospital - freeing up resource worth £0.5m End of life: We are in the bottom 30% of all
flatlining. pa. ICBs when it comes to number of people
) with 3 or more emergency admissions in the
R4 5 Cancer:Matching the performance of the best last three months of life - with care costing

health systems in England would mean that

Whilst only 54% and 44% of children aged 5 REAAR 30% fewer people with cancer would be £3-1m mare than the top 30% of [CBs.
have received dental care in the past 12 'g 1 R admitted to hospital for complications relating

maonths in Derby and Derbyshire to their care — freeing up resource warth Independent Living: The proportion of
respectively, the proportion with visually £15mpa. people aged 65+ years wha are discharged
obvious dentinal decay is comparatively low from hospital still living at home 3 manths

Health Checks: Matching the performance of
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(16-20%) relative to peers, and has been on
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after- remains high in Derby and Derbyshire,
compared to peers

¥

a downward trend over the last 10 years.

The Plan also cites the following as critical issues to be addressed,;

¢ Recruitment and retention of General Practitioners and community-based nurses

e The need to change the way in which the NHS targets the conditions which drive the
greatest disease burden across the Derby and Derbyshire population - cancer;
cardiovascular disease, musculoskeletal disorders; mental disorders, neurological
disorders, and chronic respiratory disease

e A deterioration in avoidable mortality and infant mortality in Derby and the reduction
in the wellbeing of the Derbyshire population

e The growth in multi-morbidity intersected with older age requiring a fundamental shift
in how the NHS in Derby and Derbyshire operates

e Financial and productivity challenges and the opportunities to reduce non value-
adding activities, especially in the acute sector, including reducing acute care
demand and the number of patients who are ready to go home but are in delay

e Environmental challenges

General Practice specific — Demand and capacity gap

The need for primary care services — This has increased significantly over the last few years
and as the proportion of the population aged over 85 continues to grow (peaking in
approximately 2037 at 55% greater than today (10)), the ongoing provision of primary care
will become even more important to supporting the health of the population.

Increase in demand for appointments - The King’s Fund recognised that between 2010 and
2014 the number of consultations in General Practice grew by more than 15% (13), and as
stated in Section 3.1 there has been a 9.1% increase in appointments in Derby and
Derbyshire when comparing 2022/23 against 2019/20 data. The reasons for this increase in
demand are multifactorial, with long secondary care waiting, increasing prevalence of mental
health problems (14) and long term conditions contributing to this position (15).

Lack of growth in fully qualified GP numbers - As noted in the Derby and Derbyshire NHS'
Five Year Plan 2023/24 to 2027/28 the historic way that the NHS has been funded, has
incentivised a greater proportion of the monies available to be invested in specialist and
acute care - rather than primary and community-based physical and mental health care. This
has resulted in a 163 per cent increase in hospital consultants over the past 25 years,
compared to no growth in GP numbers.
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Figure 3 — Growth rate in NHS occupations (per cent), relative to 1998 (16)

GP numbers have flatlined while the hospitals doctor workforce has burgeoned
Growth rate in NHS occupations (per cent), relative to 1998
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Without intervention, NHS workforce projections for General Practitioners show a supply
versus demand gap of 1 in 2 GP posts by 2030/31 (17). The current reduction in FTE GPs in
Derby and Derbyshire from 722 in March 2021 to 704 in December 2022 follows a national
trend. Some of the clinical service provision has been replaced by other members of the
multidisciplinary team, however the contribution of the expert medical generalist to the
provision of primary care is less easily replaced.

The movement of clinical staff from other professions into primary care provides new
opportunities, but these staff still require the input of the expert medical generalist to support
the breadth of possible presentation, manage risk, and provide supervision (18)(19).

The increasing demand for primary care, the reduction and widening gap between GPs
numbers needed and in post, and the increasingly supervisory role of expert medical
generalist leads to the inference that there will be a reduction in the number of appointments
with GPs. We must consider how we deliver primary care in an effective way in the face of
these challenges.

The NHS Long Term Workforce Plan forecasts increasing numbers of staff and expert
medical Generalists in primary care, but this will not change the existing paradigm for a
number of years, and there is therefore a need to act now to safeguard care quality, by
introducing a new model of care.

General Practice specific — Same day access
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The current problems with same day access are recognised in both the Fuller Stocktake and
the 2022 report from the House of Commons Health and Social Care Committee;

Fuller Stocktake;

o “We should start by recognising the current system is not fit for purpose — it is
fragmented and causing frustration among patients and staff” (p11).

Health and Social Care Committee;

e “As part of a broader overhaul of primary care, the NHS should dramatically simplify
the patient interface. Currently patients with urgent care needs are left wondering
whether to call their surgery, the out of hours service, 111 or to go to A&E. Many
people are not clear about the difference between such services and the most
appropriate option, further adding to the pressures on general practice.” (para 13)

General Practice specific — Increase in list size and reduction in partners

The average list size for each GP practice has increased by approximately 30% over the last
seven years. This is a fundamental driver for making the current service model
unsustainable (without immediate increases in funding and staffing).

This problem is exacerbated by the fall in the number of partners providing leadership
expertise and capacity in General Practice, to help address this challenge and the others
outlined in this section.

General Practice Patient Survey — 2023

The following summary infographic for Joined Up Care Derbyshire highlights a deterioration
in overall experience in 2022 which has continued in 2023;

Figure 4- General Practice Survey results for Overall Experience

Overall experience of GP practice

JOINED UP CARE DERBYSHIRE

Q32. Overall, how would you describe your experience of your GP practice?
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The Survey also illustrates a continued worsening in the overall experience of making an

appointment (22% reported very good and 31% fairly good in 2023) but high satisfaction
levels once care is accessed.
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National Voices
Through insights gathered within their coalition of health and care charities, National Voices
has identified nine proposals for the reform of primary care to make a significant difference
for people living with health conditions and disability, and in particular people from groups
that experience health inequalities, whilst also supporting the primary care workforce (20).
The proposals have been signed and supported by over 50 organisations. The nine
proposals are;
1. Revamp access and triage, putting choice, personalisation and equity at the centre
2. Modernise and revamp communications, putting choice, personalisation and equity at
the heart
3. Make support for people with multiple long term conditions more joined up within
primary care
Develop clearer standardised processes for diagnosis of health conditions
Make it easier for people to book longer appointments in General Practice
Better equip primary care professionals to meet people’s needs in holistic ways
Tackle the inverse care law for GPs and dentists in areas of socioeconomic
inequality
Bring an end to wrongfully refused registrations in GPs and dentists
9. Work in partnership with people, communities and voluntary sector organisations for
everyone’s benefit

No os

o

Some of the proposals do not directly relate to the scope of the Primary Care Model,
however the new model will directly support the achievement of the ambitions that sit under
proposals 1,3,5 6, and 9, and in particular for patients in cohorts 2 & 3 (see next Section).

Healthwatch

Discussions have been held with Healthwatch Derbyshire to inform the model. A key
consideration is how the changes to the service model with be communicated with patients
and the public. There was a general agreement to tailoring the service provision to meet
people’s need, as described in the model.

Recent feedback from Derby and Derbyshire patients and population

The following comments are local to Derby and Derbyshire and have been taken from an
unpublished Insights Report (v2) produced in early 2023 to support the development of the
Integrated Care Strategy. They highlight patient concerns which include the time it takes to
access a GP, and also the feeling of being rushed during appointments, both of which are
issues the new model of care is seeking to tackle.

“Access: GP : Still the most common negative sentiment in Primary Care sector reports. This
was around time taken to get through to the GP by telephone, lack of available appointments
when a patient does get through, or how long the time is between securing an appointment
and the actual day of that appointment.” (p4)

“Discussion predominantly focused on primary care and thoughts were typically negative,
expressing frustration with long waiting times, feeling rushed during appointments and the
impact of COVID on seeing a doctor face-to-face... there were positive comments on repeat
prescriptions services and the use of online services in facilitating their ease of seeing a
GP.” (p22)

Further specific engagement undertaken in relation to the Primary Care Model
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The following organisations, groups and teams will have been engaged with in advance of
this document being considered by the ICB Board in November 2023;

ICB Board (development session)

ICB Primary care team

ICB Population Health and Strategic Commissioning Committee
Integrated Place Executive

Provider Collaborative Leadership Board

GP Provider Board

Primary and Community Care Delivery Board
Transformation Co-ordinating Group

Place Alliance Managers

Local Medical Committee

GP practices

City, South and North PCN area boards

PCN Clinical Directors and PCN Managers

Primary Care Operations Group

Primary Care Annual Conference 2023

DHU Healthcare Board

Derbyshire Community Health Services NHS FT Board
Patient Participation Groups

Key themes that have emerged from this engagement and resulted in changes to the
content of this document include:

Increased recognition of the need for interpretation and adaptation of the Model to
reflect local context

Need to ensure the implementation of the Model is aligned with existing or emerging
policy requirements in primary care to avoid confusion amongst staff and competing
priorities

A broader set of outcomes the Model will need to contribute to

The opportunities for collaboration with system partners on implementing the Model
and supporting delivery

The need for an integrated approach with Place and community transformation

The need to describe the changes through the positive impact it will have for patients
in each cohort

The opportunities for elevating the role of primary care in supporting the delivery of
system priorities, and benefits that impact all providers

An engagement plan is currently being developed for the period following ICB approval and
to accompany our Implementation Plan. This will include consideration of how best to
engage with the VCSE Alliance and the Health and Wellbeing Boards, as well as further
engagement with the organisations, groups and teams listed above. There will be a specific
focus on public engagement and involvement in co-design of the operational aspects of the
new Primary Care Model.

3.3 Opportunities to address the General Practice challenges
Role of the ICB and other sectors

As noted in the Derby and Derbyshire NHS' Five Year Plan 2023/24 to 2027/28 there is an
opportunity for the ICB to strengthen primary care, specifically General Practice — both in
terms of financial investment and clinical workforce.
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It also notes the opportunity to restructure the way that clinicians are deployed across
different settings of care and to combine the collective expertise of the specialist and the
expert generalist within integrated clinical networks. This can include plans for aligning
acute care specialists (physical and mental health) to neighbourhood teams, as
recommended in the Fuller Stocktake.

Artificial Intelligence

The potential impact of artificial intelligence in the medium term is expected to be sizeable.
As noted in the Strategic Context section approximately 70% of a GPs time is spent on
administrative tasks, and approximately 44% of administrative tasks in General Practice are
mostly or completely automatable.

Non-Al based digital triage systems have already demonstrated some opportunity to improve
patient experience and increase productivity (21), and the NHS England ‘Modern General
Practice Access Model’ identifies ways in which GP appointments can be avoided through
digital telephony, making online requests ‘simpler’ and offering ‘faster’ navigation,
assessment and responses for patients.

The NHS Workforce Plan notes that a number of general practices have already begun to
use speech recognition technology to record clinical documentation, allowing staff to focus
on patients as well as minimising manual record keeping and improving the quality of data
input. The Topol Review (22) used a conservative estimate of one minute saved per patient
consultation, which equates to 5.7 million hours of GP consultation time, with further savings
possible should all functionalities be optimised.

Workforce

The NHS Workforce Plan also refers to changing regulation which permits a wider range of
healthcare professionals to undertake tasks previously reserved to doctors, which means
that the workforce model to provide care can be reimagined. This however has an inherent
risk. A focus on improved access threatens the core function of primary care unless there is
an equal focus on continuity, coordination and comprehensiveness.

Prevention

Prevention activities within primary care provide the greatest benefits for health improvement
and a return on investment for our population. For example, improved diagnosis and
management of hypertension can see a return on investment of 3.8 within a year for over 65
year olds, and within 3 years for all adults (23). Local public interventions, including those
that support primary care show a return on investment of 4.1 and a cost benefits ratio of 10.3
(24). Rethinking how we capitalise on the preventative capabilities of primary care is likely to
be the largest opportunity that our local health system needs to grasp.
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4. ldentification and Prioritisation of Needs

4.1 Introduction

The new Primary Care Model responds to needs that have been identified through a review
of documented evidence, national and local strategies and plans, patient and public insights,
and extensive dialogue with colleagues from General Practice, primary care, the ICB and
partner organisations in Derby and Derbyshire. Please refer to Section 3.2 for the list of
discussions held to date. These conversations will accelerate as we develop the
implementation plan for the new Model.

4.2 What do we need to do?

The paucity in supply of General Practitioners combined with a diminishing resource
allocation creates the greatest threat to the delivery of high quality primary care. A model of
General Practice with a small, registered list and a stable clinical team is not a reality for
most. Therefore, we must consider alternative models to augment current service provision.
We need to re-consider how we target our resources in ways that ensure we have a
sustainable and resilient model of primary care, which delivers optimal outcomes, including
continuity for those that benefit from it the most.

When considering what we need to do it is helpful to consider the delivery of primary care
within two broad facets — prevention/ proactive care and reactive care.

Prevention/ proactive care represents primary, secondary, tertiary and quaternary prevention
interventions (25). Examples of prevention work within primary care include case finding for
conditions such as hypertension, atrial fibrillation, COPD, diabetes, falls risk assessments,
optimising medications/ reducing overmedicalisation, and anticipatory care planning. It can
also incorporate improving access to lifestyle services. Prevention activities cut across the
whole population from cradle to grave.

Reactive care responds to the presenting needs of people and includes a variety of
urgencies that need to be dealt with. Within most settings the presenting need undergoes
some form of prioritisation. Reactive care has a broad range — it might include symptom
control in someone who is in the final stages of their life, a minor illness in an otherwise well
individual, or someone who is concerned about their mental health.

The concepts of urgent and planned care lack relevance to General Practice. The urgency of
presentation is a function of triage (initial assessment) and is relative to itself. Presenting
with a breast lump may feel urgent to the person and to a diagnosis of cancer but we may
not define that as urgent care. Urgent care, within General Practice, is not a distinct entity. It
is part of a continuum of reactive care. It is important that we recognise this when
considering how primary care provision can integrate with existing programmes of work
within our system.

It is clear that the required skills, staff and services to deliver the facets of prevention/
proactive care and reactive care will vary according to the needs of the individuals who
present. We must therefore develop a clinical model that allows us to differentially meet the
broad range of population needs, including continuity of care for those who will benefit the
most, as illustrated by the following extract from a recent report by the Institute for Public
Policy Research;
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“Embedding continuity for those who can benefit most does not necessitate a ‘one size fits
all’ approach. It is clear — from wider evidence, as well as our own deliberative work — that
some people will be happy with a transactional, quick appointment with the best suited
professionals, while others (particularly those with long-term or complex needs) will prioritise
long-term, ongoing relationships. Embedding continuity means a consistent, accessible and
variable offer based on patient need and priorities.” (16)

4.3 Population Stratification

Continuing to deliver high quality services as resources become increasingly constrained
requires a deliberate allocation towards the needs of the population instead of demand (26).
We know that approximately 5% of the population accounts for 50% of the healthcare spend
(27) and that predicting health outcomes and utilisation through stratification can support
tailored proactive care, and a restructuring of health care provision as well as clinical
insights.

Stratifying the population according to their needs gives us an opportunity to plan and
organise services in a different way. In the longer term this can lead to improved quality and
reduced cost to the health system (28). Numerous population stratification tools exist for use
in primary care (29), they can be summarised in numerous ways, but based on the literature
and the extensive engagement undertaken to date in developing the vision and the new
Primary Care Model it has been decided that the risk profile of the population can be
stratified simply, and intuitively into three cohorts. These are listed below and illustrated in
Figure 5;

e Low Complexity

e High and Rising Complexity

e Extreme Complexity

Figure 5 — Three population cohorts to underpin the Primary Care Model

L 2

3

Extreme

Low Complexity High/Rising Complexity

Complexity

People who are generally
well who experience
episodic ill health and
access care infrequently
and irregularly

People who experience ill
health who require
regular input over a

prolonged period

People who access
multiple services regularly
who are approaching a
ceiling of care

Informational Continuity Relational Continuity Team-based Continuity

Approx. 60% of pop. Approx. 35% of pop. Approx. 5% of pop.

Low Complexity

e This cohort describes people who are generally well and who typically have short
lived episodes of ill health
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¢ They may have simple to manage long-term conditions that are well controlled

e They require irregular and infrequent contact with primary care services

e There is a large opportunity for the primary prevention of ill health in this cohort

o Feedback from people within this cohort suggests that relational continuity of care is
less important

o People are more willing to travel to access care and feel that convenience of access
iS most important

e This cohort represents approximately 60% of the population

High and Rising Complexity

e Relational continuity takes primacy in this cohort

e People within this cohort may have multiple long-term conditions that require regular
input from primary care

e They may have recurrent or enduring health conditions that mean they have regular
contact with their primary care team

e They may require input from several different providers to meet their needs including
community and specialist teams

e Prevention opportunities sit around primary and to a larger extent secondary
prevention interventions

e This cohort represents approximately 35% of the population

Extreme Complexity

e Those receiving input from multiple agencies who have reached or are approaching a
ceiling in their medical care best defines this group

e Their needs are extremely complex and cross multiple agencies including (and not
limited to) primary care, secondary care, community care, social care, police, drugs
and alcohol, ambulance, and mental health

e Their prevention needs are most frequently tertiary prevention although there will still
be the opportunity for primary and secondary prevention

e This cohort represents approximately 5% of the population

These cohorts of the population have different needs, and services must be planned and
delivered around those needs to address reactive and preventative requirements. The
intention of cohorting is to provide higher quality and more sustainable primary care services
to the whole population.

The needs of the population are a continuous variable, and through the course of someone’s
life they will transition between the different cohorts as their needs change, and so whilst
there will be discussion over small groups of patients that sit very close to the edge of the
definitions in the second and third cohorts this does not negate the approach itself. There
needs to be flexibility when applying any model of care and this is no exception, there is a
key role for the expert generalist in determining which cohort a patient belongs to and when
a patient needs to move between cohorts.

4.4. Point of Access

As people access or are recalled to primary care this creates a point of access. Whilst this is
an exceptionally complex and detailed area, which requires a dedicated focus and plan, it is
clear that there are some important features to consider, when assessing what we need to
do to improve access.
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It is argued that an explosion in choice has created confusion for people trying to access
care with multiple avenues leading to different outputs. The Fuller Stocktake confirms that
the current system is not fit for purpose — it is fragmented and causing frustration among
patients and staff. We must also be aware that improving access in a universal way leads to
an increase in health inequalities, where we see the inverse care law play out (30).
Improvements to access must therefore be designed and implemented in ways that include
specific arrangements for disadvantaged and more vulnerable segments of our population.

Technology is rapidly advancing. Predictive data analytics supported by Al based triage tools
are currently in use internationally. There are early pilots within England emerging,
particularly within out of hours settings. These shows promise in supporting the flow of
people into the most appropriate services.

4.5 Culture, leadership and quality management

As referenced in the Strategic Context section we need to improve leadership and
management capability and capacity and address cultural and quality management factors
that currently adversely affect outcomes and contribute to failure demand in the system.

We need to ensure that primary care is fully plugged into the networks and development
work taking place in JUCD on quality improvement, and that improvement science is used to
support and facilitate the implementation of the new Primary Care Model, focused on the
inter-locking activities of quality planning, quality control and quality improvement.

5. Vision and New Primary Care Model

5.1 Our Vision

Our vision is for a sustainable, thriving primary care system that is at the core of integrated
care delivery in Derby and Derbyshire, at all levels of scale, and is instrumental in delivering
JUCD priorities and wider system benefits

Delivering this vision requires a radical re-imagining of how primary care services are
provided, with the population stratified into three cohorts — (1) low complexity, (2) high and
rising complexity, and (3) extreme complexity.

There will be standardised care models for each cohort that optimise care quality within the
constraints we face, providing all people with access to comprehensive, coordinated, and
continuous services.

This innovative clinical model is informed by the Fuller Stocktake, feedback from users and
local stakeholders, and clinical models that are operational and delivering significant benefits
in other Integrated Care Systems.

Successful implementation will require joined up planning, delivery, and enabling support
across the GP Provider Board, the ICB and Joined Up Care Derbyshire (JUCD) partners.

Figure 6 — lllustrating the Vision

21

125



Population
stratification
deliberately and
consistently
applied

Registered
population with
registered lists
within it

Access that is
consistent and
easy for users

5.2 Our aims are to;

¢ Provide a consistent offer of access to primary care for all people

e Provide responsive primary care for people with low complexity through a
neighbourhood hub model
Improve the relational continuity for all people with high and rising complexity
Provide enhanced care coordination for those with extreme complexity
Support local practices that are under strain and improve primary care staff wellbeing
Support the achievement of key system objectives, through plans that are integrated
with Place, the Provider Collaborative and JUCD Delivery Boards

5.3 New Primary Care Model

5.3.1 Overview
The new Primary Care Model is constructed around two dimensions — the facets of primary
care (prevention/ proactive and reactive care) and the patient cohorts previously described.

The facets of care have been labelled as;
e Creating Healthier Lives (prevention)
e Supporting Care Tomorrow (proactive)
e Providing Care Today (reactive)

Figure 7 — Summary of how the three facets of care interrelate, around the reqgistered
patient.
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The populations that sit in each cohort have similar characteristics that can be used to
design and plan primary care processes, workforce and services. Some of these
characteristics have already been recognised by General Practice in England resulting in a
variety of different staff roles being employed to undertake a range of tasks (31). For
example, we commonly see Nurse Associates and Health Care Assistants undertaking blood
pressure checks and phlebotomy in the low complexity cohort; and bespoke multidisciplinary
teams providing care to complex housebound patients in the second cohort. There will need
to be further and ongoing developments in the workforce to meet the needs of the population
in the face of increasing constraints, and to support the new Primary Care Model.

The following sections describe the new model, structured under the three cohorts.

5.3.2 Low complexity cohort

2 (I
» == « People who are healthy or with a stable y . Prevention
x long-term condition. i Creatmg Pri P ton Hub:
: .
« Experience short lived episodic ill health Healthier LTy (SR (3T
w /= Addressing Health Inequalities
* Improved uptake of screening
- S
Q = Delivery of services is planned and
coordinated at a larger population level
across multiple locations. Requires 3
E collaboration between primary care Proactive Care
providers (including community * Improved access to diagnostics
pharmacy) . . o
o * Management and diagnosis of stable long term conditions
( ’ * Improved access and opportunity for lifestyle interventions
* Continuity delivered through individual
episodes of care and via information
recorded within share medical record. Reactive Care
o Role of GP a * Prioritisation and triage
* Same day urgent care

» Expert medical generalist (GP) available * Right person, right time, right place
to receive escalation and consider X
breadth of possible diagnosis

Convenience of access across all facets of care is important for people in this cohort,
coupled with a willingness to travel. Service delivery for this group of people is therefore
planned and coordinated at a larger population level across multiple locations and over a
wider geographical area. This requires close collaboration between primary care providers
and communications and system support to enable a robust triage system, recognising this
is an area that practices could struggle with.

Whilst the need for relational continuity of care is less, informational continuity is very
important in this group (32). A medical record that is easily shared across providers; where
information can be easily extracted to support decision making, is an essential enabling
requirement. There must be an effective mechanism which takes into account patient history
information alongside the information gathered at contact, to help a patient see the right
professional, in the most appropriate time frame that can be offered.

Under ‘Creating Healthier Lives’ this model will focus on primary prevention hubs and
increasing the ease of access to preventative interventions, such as hypertension screening,
as we know that making services easier to access will increase uptake rates for this cohort.
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Specific interventions to reduce health inequalities, by monitoring differences in outcomes,
will be developed at the population level.

Under ‘Providing Care Today’ there will be improved access to same day care through the
larger population based services, including hub-based models for acute illness e.g. Acute
Respiratory Infection (ARI) hubs.

Community pharmacy services is an essential element for this cohort. It is estimated that 6-
8% of all GP consultations could be safely transferred to a community pharmacist for the
management of minor illnesses. General practice referrals to the Community Pharmacy
Consultation service (CPCS) include or will include conditions such as sore throat, sinusitis,
shingles, UTI, impetigo, infected insect bites and otitis media. Community pharmacy is
however currently facing significant capacity pressures, which will impact on the degree to
which it can accommodate the transfer of activity currently dealt with by General Practice.

Expert generalism, and the role of the General Practitioner, is a central factor for this cohort,
given for the breadth of possible presentations that may be seen.

5.3.3 High and rising complexity cohort
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To ensure that the benefits of continuity of care are realised care will be provided by a small
clinical team that gets to know the person over a long period of time (33), caring for people
who experience ill health with conditions that move in and out of stability or suffer from
persistent unexplained symptoms. The small, registered list provides the greatest
opportunity for successful outcomes.

The care provided is generalist and personalised whilst maintaining high quality relational
continuity (3). Informal networks are developed around patients to meet their needs,
including input from specialist and community teams.

24

128




The delivery of this care is close to where people live and in a familiar environment.
Provision covers all facets of delivery including the more urgent components of primary care.
A person with an exacerbation of heart failure should be supported by a team that knows
them in the same way a review of someone with significant mental health problems should
be done.

Prevention work includes prescribing optimisation and improving long term condition
outcomes and given the close relationship between patient and team there will be
opportunities to effectively promote secondary prevention activities.

5.3.4 Extreme complexity cohort
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Role of GP

Extreme Complexity

Care for this cohort of patients will be best delivered through teams that are built around the
specific needs of individuals given the very heterogenous needs.

Continuity is delivered through the three paradigms of information, relationships and team-
based continuity (33). The teams are inherently multiagency because, by definition, these
are people that are receiving and needing multiagency input.

A large part of the care is personalised around individual needs and is anticipatory. The
care team will plan for and consider future changes to support in partnership with the patient,
ensuring the plan aligns with their wishes. Care coordination plays an important role in
supporting this group of people with senior clinicians with expert generalist skills (General
Practitioners) being critical to managing risk and recognising ceilings of care.

It is crucial that the processes arranged for this small cohort of the population ensure the
patient is appropriately and efficiently navigated to the right professional, at the right time.
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5.3.5 Cohort Summary
Figure 8 — Summarising the model by cohort

Stratification

Population group

Clinical Model

Continuity

Staff Mix

Escalation/de-
escalation

Activity examples

Low Complexity

~60% of population
People that are stable
and healthy that have
health conditions that
can be easily managed.

Delivery at population

level (large population

registered list) Multiple
locations.

Delivered around
episodes of care and
around information.

Access to medical

record.

ACPs, FCPs Clinical
Pharmacists, HCAs,
Nursing associates, GP
oversight. Comm
pharmacists. Optom

Escalation up where
clinical need dictates.
Eg persistent
unexplained symptoms.
Escalation for invx
should stay in service.

Reactive illness service.
FCP. Mental health.
NHS health checks.

CVD primary
prevention.
Smears. CPCS. etc

Rising/High Complexity

~35% of population.
Chronic conditions that

move in and out of

stability. Increasing
frailty. Persistent and/or
uncontrolled symptoms.

Delivered at small
registered sub lists
based within a small
number of distributed
locations.

Focus on relational
continuity with a small
team.

GPs, Practice nurses,
Clinical Pharmacists,
ACPs

Seeks to de-escalate
where possible back to
low complexity. Eg
Cancer patient that
achieves cure.

Reactive illness service.
Medication
optimisation.
Structured medication
reviews.

Long term condition
management. Care
planning.

Extreme Complexity

<5% of population.
Heterogenous group.
Multiple complex iliness
combined with
significant psychosocial
complexity. Would
include EOL and severe
frailty

Delivery at population
utilising an integrated,
multi-agency, multi
disciplinary neighbourh
ood teams. Delivered in
the location most
appropriate to the
needs of the patient.

Team based continuity.

GPs, ACPs, DNs, HCAs,
Physio, OT, Social
worker, MH, Clinical
pharmacist. Specialist
input where required.

Receives escalation
where multi agency
approach is required.
De-escalated where
possible eg super users.

Personalised
anticipatory care
planning. Reactive
service to need. SMRs
focused around frailty
and polypharmacy.

Illustrations of how the Primary Care Model will support patients in each cohort

Low complexity cohort
Sunita is 45 years old and thinks she may have a water infection. She had a
previous infection about 2 years ago. She accesses her General Practice via
a digital platform. This sends her a booking link to a remote consultation with
a prescribing clinical pharmacist. There is a general practitioner available to
support. It also recognises that she is overdue for her smear and provides
her with booking information for multiple locations where she can have this
done. The information is recorded in the medical record so that it may be
used for future presentations.

High/Rising complexity
Jason is a 50 year old man who has diabetes and learning difficulties. His
diabetes requires treatment with multiple medications. His General Practice
contacts him to review his health, he has not been in contact for over one
year, so the practice asks a Care Coordinator to speak with him and
understand the issues or barriers he is experiencing. An appointment is
booked for Jason to see a nurse who has known him for 10 years. During
that appointment Jason also complains of some shortness of breath, so the
nurse arranges an appointment with a General Practitioner who has seen him
consistently over the last 5 years.
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Extreme complexity

Mabel is 90 years old, and her mobility has been deteriorating. Her daughter
contacts the ambulance service because she is concerned she may have an
infection. After an initial triage process the ambulance service pass the
information to the primary care team supporting Mabel. A Care Coordinator
contacts Mabel and her daughter and arranges for a General Practitioner to
visit and an occupational therapist to assess and provide support for her
mobility. The contact is discussed with the multi-disciplinary team to identify
opportunities for coordinating support for Mabel across multiple services.

5.3.6 Point of Access
The new service model will incorporate the following key principles in relation to access;

e Access will be multi-modal. We should not force people to online, to telephone or
face to face appointments, there will be a choice. We must accept that different
people need and desire different access methods.

¢ Information gathered will include pre-existing data from the medical record as well as
information from the patient about the reason for their current contact. The
information will be gathered in a consistent way to support achieving a consistent
outcome.

o Based on the information gathered a decision will be made as to who, when and
where there is an appropriate appointment available. The decision will take into
account pressures within the system and manage the complex risk associated with
triage and primary care.

e This decision will then be communicated to the professional along with the booking
mechanism (including a waiting function) e.g. booking link, appointment time, warm
transfer.

Figure 9 — Summarising key points in relation to access

v a2 @ ®

Distributed access Multimodality offer Supported by digital Records and transfer Refers directly into Care Coordination
points with consistent tech and Al information directly to external providers
offer correct service
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6. Improvement goals

6.1 Introduction

This section includes an initial set of high level goals to guide how the vision and new
Primary Care Model will be translated from the principles and aims described above into
targeted, prioritised improvement activities. The details that sit behind the improvement
activities will be developed through an Implementation Plan to be produced by the end of
2023.

Some improvement activities are already underway and in some cases well developed,
whilst others need to be initiated. For some the challenge is to standardise good practice
across the breadth of Derby and Derbyshire.

We want to ensure there is a strong momentum that builds on the support received to date
for the vision, therefore timelines for improvement actions will be ambitious.

The improvement goals are designed to support delivery of the Integrated Care Strategy and
the guiding policies for action from the Derby and Derbyshire NHS' Five Year Plan 2023/24
to 2027/28 and illustrate how primary care is central to the delivery of JUCD health and care
system objectives.

There is also a focus in this section on the enabling functions/ actions that will be critical to
the successful delivery of the improvement goals.

6.2 Our Year 1 Goals

1. Undertake population stratification and mobilise the Primary Care Model through an
operating framework that maximises care quality and staff wellbeing

2. Implement a digital triage process in support of our aim for a consistent offer of
primary care access for all people

3. Ensure there is access to enhanced care-coordination for all people with extreme
complexity

4. Deliver primary and secondary prevention activities for circulatory disease,
respiratory disease, and cancer, as prioritised by JUCD prevention and inequalities
leads

5. Agree and deliver specific primary care actions that best support Age Well priority
actions, releasing benefits from community services transformation including
recommendations from the recent diagnostic review undertaken by Newton Europe

6. Deliver reactive and proactive care that supports key system objectives for urgent
and emergency care and patient flow

1. Undertake population stratification and mobilise the Primary Care Model through an
operating framework that maximises care quality and staff wellbeing

Population stratification

There is further work to be done to confirm the population numbers that sit within each of the
stratified cohorts, building on data analysis which is currently being undertaken. This is
priority work for mobilising the model.

Operating framework and change management
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Implementing the Primary Care Model across a large, diverse geographical area consisting
of 18 PCNs that range in size from 32,000 — 100,000 population, and in a way that allows for
local variation, due to the differences in population needs, current workforce etc. will require
a clear operating framework and intelligent change management methods that align with the
GP Provider Board’s (GPPB) principles and values.

There will be the opportunity to learn from other systems around the country that have
partially or fully implemented similar models and potentially replicate some of their
frameworks and methods, but we will also need to be assured that the approaches we use
are designed around the Derby and Derbyshire system and existing operating frameworks
e.g. for Community Transformation.

2. Implement a digital triage process in support of our aim for a consistent offer of
primary care access for all people

The Primary Care Model will see a move away from the ‘8am phone call queue’ and ‘first
come first served’ process for allocating appointments.

Consistent structured information will be collected at the point of contact including about
symptoms, and to allow patients to ask a question, make a request or follow up about
something — with patients being able to provide this information via an online form (via the
practice website and via tools like the NHS App) or to reception staff who capture the
information about their needs.

Patient needs will be consistently assessed and prioritised (triaged), allowing practices to
provide patients with the most appropriate care or other response, from the right member of
the practice team, including signposting or referring patients to other appropriate services.

The ability to better allocate patients to the right health professional or service supports
effective use of all staff time and skills and supports improved ability and capacity to provide
continuity of care for those that will benefit the most, including vulnerable patients and those
with long-term conditions in the second and third stratified cohorts.

The GPPB will work closely with JUCD digital leads to develop the digital triage processes
for the new Primary Care Model, based upon the principles outlined above, which are taken
from the “Modern General Practice” model.

3. Ensure there is access to enhanced care-coordination for all people with extreme
complexity

This goal will be achieved by working alongside Derbyshire Community Health Services
NHS FT and their developing approach to local navigation hubs.

Care co-ordinators are personalised care roles. They focus on what matters to individuals
and support people from diverse backgrounds, including those with a range of conditions
and disabilities. They co-ordinate and navigate care across the health and care system,
helping people make the right connections, with the right teams at the right time. They are
skilled in personalised conversations, assessing people’s needs, facilitating joint working,
ensuring the effective flow of information, monitoring needs and responding to change.
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There is a national NHS England framework for workforce development for care co-
ordinators (34) that will be used to support achievement of this Year 1 Goal. The Framework
has been developed to;
e Set clear and consistent standards for care co-ordinators
e Demonstrate the benefits of care co-ordinators working in health and care
¢ Provide information about the training, support, supervision, and continuing professional
development needed to enable care co-ordinators to succeed
e Support the development of a strong and capable workforce of care co-ordinators
e Support improved quality and consistency of care co-ordination and reduce variation in
outcomes and access standards

The approach in Derby and Derbyshire will utilise this framework and integrate with the care
co-ordination support already provided through Team Up to home-bound patients and as
previously referenced, the ongoing work to develop local navigation hubs.

4. Deliver primary and secondary prevention activities for circulatory disease,
respiratory disease, and cancer, as prioritised by JUCD prevention and inequalities
leads

The Derby and Derbyshire NHS' Five Year Plan 2023/24 to 2027/28 identified a series of
actions across primary, secondary and tertiary prevention, including under the three disease
areas prioritised in the Integrated Care Strategy (Circulatory, Respiratory, Cancer) and under
the ‘Plus 5’ priorities for reducing health inequalities.

Based upon these sources and other intelligence it is proposed the implementation of the
Primary Care Model will incorporate prioritisation of the following activities in 2023/24;

Figure 10 — Proposed prevention priorities for Year 1

* Increase hypertension case-finding: to allow for interventions to optimise
blood pressure and minimise the risk of myocardial infarction and stroke

* Increase prescribing of LLT to those with elevated risk
+ |dentification of undiagnosed AF

* Increase diagnosis of heart failure prior to hospital admission

Circulatory + Identification of undiagnosed diabetes

diseases, ) S o

including stroke + Increase in number of people with diabetes receiving all care processes
and diabetes « Increase the percentage of patients aged between 25 and 84 years with a

CVD risk score greater than 20 percent on lipid lowering therapies to 60%

» For those people who are pre-diabetic, increase the take-up of the
diabetes prevention programme — with a particular focus on people living in
deprived communities, ensuring the approach is adapted for our high-risk
health inequality groups who require a tailored offer to support greater
engagement and impact

» Increase COPD diagnoses prior to hospital admission
» Increase utilisation of personalised care plans for those with Asthma and

Respiratory COPD

disease . L ) L e .
+ Improving vaccination uptake: reducing inequalities in uptake of life course,
for COVID, flu and pneumonia vaccines
Cancer + Increase uptake of the National Cancer Screening Programmes
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» Increase diagnoses of cancer at stage 1 and 2

» Increase the number of referrals to smoking cessation and treatment
services — including a particular focus on people living in deprived
communities and people with a severe mental iliness, who are four times
more likely to smoke

Smoking

« Ensure annual health checks take place for at least 60% of people living
with severe mental iliness or learning disabilities

» Increase the number of people with a high BMI referred to weight
management services — with a particular focus on people living in deprived
communities, people with learning disabilities or Autism (who are more
likely to be over or underweight due to sensory processing and associated
dietary choices) and people with severe mental illness (who are more likely
to have lower levels of income and may not be prioritising their physical
healthcare)

Severe mental
illness (SMI) and
learning
disabilities

5. Agree and deliver specific primary care actions that best support Age Well priority
actions, releasing benefits from community services transformation including
recommendations from the recent diagnostic review undertaken by Newton Europe

The specific objectives under this Improvement Goal will be agreed in conjunction with the
JUCD Community Transformation Group and will seek to exploit the opportunities identified
by Newton Europe in 2023 including;

e Support people proactively before needs escalate

e Supporting older adults in the community with appropriate wrap around support
¢ Minimising avoidable admissions to hospital, resulting in reduced de-conditioning
¢ Identify and mitigate causes of long waits in the acute sector

The objectives will cover opportunities to improve multi-disciplinary team working through the
further development of integrated neighbourhood teams, aligned with Team Up.

6. Deliver reactive and proactive care that supports key system objectives for urgent
and emergency care and patient flow

One of the aims for the Primary Care Model is to ‘Support the achievement of key system
objectives, through plans that are integrated with Place, the Provider Collaborative and
JUCD Delivery Boards.” As ‘Urgent Care’ is one of the GPPB’s four priority areas it is
proposed that supporting improvement in urgent and emergency care and patient flow is a
priority Year 1 goal for the new model, due to the impact improvements can have on
improving service quality and system efficiency including reductions in failure demand.

The specific objectives under this improvement goal will be agreed in conjunction with the
Integrated Place Executive given it leads on areas where primary care is most integral e.g.,
system flow, discharge, intermediate care and community transformation. Connection with
the UEC Delivery Board will also be made.

6.3 Enabling actions

The following sections provide a high-level overview of current thinking on enabling
requirements for the Primary Care Model. The Implementation Plan that will be produced
following agreement of the Model will build on this initial content.
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6.3.1 Culture and Organisational Development
The development of an improvement culture across practices, hubs, PCNs and the GPPB
will be critical to the success of the new Primary Care Model.

As a start point the leadership and operating principles that were developed and agreed by
the GPPB (see below) will provide an excellent platform for discussions and ambitions
relating to culture and organisational development (OD). Support from the System through
the availability of OD expertise will be required.

No decision about me, without me

Transparency

Authenticity

Right person(s) in the right place about the right topics
Distributed leadership

Quality Management

There is not currently an agreed, systematic approach to quality management in primary
care in Derby and Derbyshire. It is recommended therefore that exploration of ways to
address this gap is undertaken to support the delivery of the new Model.

One framework that could be helpful is from the Institute for Healthcare Improvement (IHI)
which has long been instrumental in shaping NHS thinking on quality management. It has
recently published a White Paper that proposes a holistic approach - ‘Whole System Quality
— A Unified Approach to Building Responsive, Resilient Health Care Systems’ (35), at the
core of which is the deliberate integration of quality planning, quality control, and quality
improvement activities across multiple levels of the system.

The IHI approach is consistent with NHS quality improvement approaches, both nationally
through the recently launched ‘NHS IMPACT’ and locally through the QSIR (Quality, Service
Improvement and Redesign) Programme. It could therefore build upon existing expertise and
provide a joint quality management framework which can capitalise on the commitment from
Derbyshire Community Health Services NHS FT to work with the GPPB to develop a
consistent approach to OD, leadership development and quality management across
primary and community care.

Leadership
There is a need for an enhanced focus and investment in PCN and practice leadership

development to address current variability in capability and capacity.

The Primary Care Model will operate in a complex environment, and therefore effective
leadership practice will need to draw on the evidence base for leading well in complexity,
alongside the set of principles agreed by the GPPB. It will also be important to have an
integrated approach with community services leadership development.

The Fuller Stocktake is clear on the need to avoid top-down leadership and for trusting
relationships with the workforce and communities to be developed. In this context the
leadership principles that underpin the Institute for Healthcare Improvement’s ‘Whole
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Systems Quality’ approach are recommended as a good starting point for guiding a new
approach to leadership development;

Build a shared sense of purpose

Practice systems thinking

Engage in collective learning and dialogue
Practice personal inquiry and reflection

6.3.2 Governance

The GP Provider Board has been asked by the ICB to lead this important piece of work and
will oversee further development and implementation of the model. The GPPB will work
collaboratively with JUCD partners in agreeing improvement plans and will connect into the
JUCD system governance architecture (see below) primarily through the Primary and
Community Care Delivery Board, the Provider Collaborative Leadership Board, and the
Integrated Place Executive given the critical relationships between Place and the Primary
Care Model and the IPE’s delegated role for implementing the Derby and Derbyshire
Integrated Care Strategy, and its leadership of the Community Transformation Programme.

Figure 11 - Joined Up Care Governance Architecture
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Consideration will need to be given by all JUCD partners to reviewing existing system and
organisational governance arrangements to ensure they reflect the role primary care needs
to play at the centre of the Derby and Derbyshire integrated care system, through the new
Model. Itis recommended that further discussions on this subject are integral to the
Implementation Plan.

6.3.3 Workforce
The workforce model for care delivery for the three population cohorts needs to be
developed, building upon the initial outline requirements as summarised below;

Figure 12 — Outline staff mix requirements by cohort

33

137



Stratification Staff Mix
Low Complexity ACPs, FCPs Clinical Pharmacists, HCAs, Nursing
associates, GP oversight. Comm pharmacists.
Optometrists
Rising/High Complexity GPs, Practice nurses, Clinical Pharmacists, ACPs
Extreme Complexity GPs, ACPs, DNs, HCAs, Physio, OT, Social worker, MH,
Clinical pharmacist. Specialist input where required.

Detailed workforce planning will need to be undertaken and this will need to be integrated
with JUCD-wide workforce planning and with Team Up, given the inter-relationships. The
plans will need to consider broader requirements including training, education and
development, supervision, and staff wellbeing support.

The availability of a sufficiently capable workforce will be a key determining factor in how
quickly the Model can be rolled out across all locations.

6.3.4 Digital/ Al and data

Digital capability will be a key determining factor for the pace at which the Primary Care
Model can be rolled out, with a first priority being to deliver the Year 1 Goal ‘Implement a
digital triage process’. There will need to be dedicated digital support provided, funded by
the System, given there is not the capability within existing GPPB or PCN resources to
facilitate the scale of work required.

In relation to data requirements the Fuller Stocktake states the need for business intelligence
tools and timely data to be made readily available to practices and neighbourhood teams in
easy-to-use formats, supported by the development of real-time data visualisation and
standardisation of approaches to data to enable comparability tools, with support to be
provided by NHS England working with ICSs and IT suppliers.

6.3.5 Estates

The JUCD Estates Strategy will be central to creating coherence across services and
sectors, and it should help drive the transition to a modern, fit-for-purpose primary care
estates offering — including future development of hubs within each neighbourhood and
places to co-locate integrated neighbourhood teams, as well as linking into the wider rollout
of community diagnostic hubs, for the provision of more integrated services.

Work will take place through the Implementation Plan to establish estates-related priorities
for roll out of the Model, with discussions and plans aligned across community and primary
care and other sectors, to ensure all potential opportunities for co-location are explored.

6.3.6 Engagement and Communications

Engagement
The implementation of the new Primary Care Model and how patients can receive most

benefit will be subject to a planned approach to public engagement led by the ICB given its
duties in relation to primary care services.
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Involvement

It will be critical to involve the public and the voluntary sector in the detailed design and
implementation of the Model to ensure services are reflective of lived experience. This
involvement will need to include representation for each of the three cohorts. The JUCD
engagement model will be used and support from the ICB will be required to help organise
and deliver this involvement over what is likely to be an extended period of time.

Communications

Materials are currently being developed to help communicate the new Primary Care Model

across a wide variety of constituents, including the general population, patients and existing
representative groups, general practice, community, social care, other JUCD organisations
and the voluntary sector. The ICB Communications Team is supporting this work.

7. Outcomes and Evaluation

7.1 Sentinel measures
The following high-level sentinel measures have been developed to provide clarity on the
key benefits we expect the Primary Care Model to deliver.

Improve patient experience

Improve staff wellbeing

Improve productivity by reducing failure demand
Improve quality of care provided

Improve value for money to the whole system

abrwbdPE

7.2 Outcome measures framework

Figure 13 incudes a suggested list of outcome domains for measuring the impact of the
Primary Care Model. These are informed by the USA Institute for Medicine definition of
guality domains (safe, effective, patient-centred, timely, efficient, equitable) (36), the
strategic aims for the Derby and Derbyshire Integrated Care Strategy, key NHS and ICS
policy requirements, and the need for a specific focus on General Practice and primary care.

Example outcome measures are included to illustrate the domains, the actual measures will
be agreed as part of the Implementation Plan, through engagement with primary care staff,
wider stakeholders and the public.

The framework will help to illustrate progress against the sentinel measures referenced in
Section 7.1, and broader requirements such as increasing social value and General Practice
resilience.
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Figure 13 - Suggested list of outcome domains and example outcome measures

and which produce a clear benefit

Domain Summary description Example outcome measures
Safe Avoiding harm to patients from care « Clinical incidents

that is intended to help them * Near misses
Effective Providing services based on evidence * Relevant QoF indicators

Personalised

Providing care that is strengths based
and ensures respect of patient’s needs
and preferences and ensures people
experience joined up care

« Patient experience indicators

patient impact

Timely Reduces waits and sometimes harmful | < Access standards
delays
Proactive Prioritises prevention and early » Measures aligned to agreed
intervention to avoid ill health and prevention priorities - as agreed through
improve outcomes the Integrated Place Executive for the
implementation of the Integrated Care Strategy
Efficient Avoiding waste * Productivity measures
Social value Adds value to wider community, » Population sickness levels related to
including anchor institution measures absence from work
* Employment opportunities for local
people in primary care
Equitable Reduce inequalities in outcomes, » Health inequality specific measures
experience and access aligned to the agreed prevention
priorities
Non-clinical Minimising additional journey times * Travel costs

Staff

Improves staff working lives

« Staff survey indicators

* GP recruitment and retention rates

* Practice staff recruitment and
retention rates

Structural

Ensure strong, sustainable primary
care services

» Reduction in practice closures

7.3 Evaluation

An evaluation approach, based upon the agreed outcome domains and measures will be
developed as part of the Implementation Plan for the new model.
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8. Next Steps

The GPPB will oversee production of an Implementation Plan by December 2023 which will
inform the 2024/25 JUCD Operational Plan from a General Practice and primary care
service perspective.

As referenced in Section 6 the Implementation Plan will build upon the initial content
included in this document and on the improvement plans for each Year 1 goal and key
enabling actions.

There will need to be SMART objectives agreed that align with 2024/25 ICP and JUCD
goals, and a reflection of the further engagement activities that will take place between now
and the production of the Plan.

Further areas for inclusion within the Implementation Plan are;
o Further development of outcomes framework with high-level evaluation methodology
¢ Risk management framework — Including initial risk and issues logs.
e Communications and engagement plan
¢ Resource requirements for programme management and delivery of the Plan
e Governance arrangements for overseeing implementation
¢ Roll-out methodology and timescales

As referenced at the start of this document for the Primary Care Model to be fully effective it
will need to be adopted across all neighbourhoods in Derby and Derbyshire, but with
adaption to meet the specific needs of local populations identified through the engagement
of local staff and users.
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Which committee

Not Applicable

has the subject Primary Care Sub Committee — 10.10.2023
matter been Population Health and Strategic Commissioning Committee — 9.11.2023
through?

Recommendations
The ICB Board is requested to APPROVE the System-Level Access Improvement Plan.

Purpose

As part of the national Primary Care Access Recovery Plan, ICBs are required to take a System
Level Primary Care Access Improvement Plan through their ICB Public Boards in October /
November 2023 with a further update in March 2024.

Background

A joint NHS and Department of Health and Social Care plan was published on 9" May 2023. The
Primary Care Access Recovery Plan (PCARP) focuses on recovering access to general practice
and supports two key ambitions:

1. To tackle the 8am rush and reduce the number of people struggling to contact their
practice. End to patients requested to call back another day to book an appointment.

2. For patients to know on the day they contact their practice how their request will be
managed

a) Iftheir need is clinically urgent it will be assessed on the same day by a telephone or
face-to-face appointment. If the patient contacts their practice in the afternoon they
may be assessed on the next day, where clinically appropriate.
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b)  If their need is not urgent, but it needs a telephone or face-to-face appointment, this
will be scheduled within two weeks.

c)  Where appropriate, patients will be signposted to self-care or other local services (e.g.
community pharmacy or self-referral services).

The GP Commissioning & Development Team have produced a System Level Access
Improvement Plan with the support of wider system colleagues including GP Provider Board.

Report Summary

The report outlines the key asks of the national PCARP and describes the local actions we are
taking to implement this.

In summary the report describes:

Derby and Derbyshire and our GP practices

National Context - Delivery Plan for Recovering Access to Primary Care
Our long-term vision for access in Derby & Derbyshire

How we will deliver the Primary Care Access and Recovery Plan

How we will organise ourselves to deliver and govern the plan

How we will help those who need help the most — managing inequalities
How we will invest local and national funding to deliver the plan

How we will involve patients and communicate our work

How we will manage risks to the delivery of our plan

©CoONOOARWN >

The report has already been presented to the Primary Care Subgroup (10.10.2023), Primary Care
Operational Group (10.10.2023), DDICB Executive Team (25.10.2023) and Population Health &
Strategic Commissioning Committee (09.10.2023). Useful feedback was received from all groups
and has been incorporated into this report.

For ease the appendices to the System-level Primary Care Access Improvement Plan have not
been included in the paper to the Board however they are available on request.

Identification of Key Risks

The increasing need for healthcare intervention is not met

in most appropriate and timely way, and inadequate Short term operational needs hinder the pace
SR1 | capacity impacts the ability of the NHS in Derby and SR2 | and scale required to improve health outcomes ]
Derbyshire and upper tier Councils to deliver consistently and life expectancy.

safe services with appropriate levels of care.

The NHS in Derbyshire is unable to reduce

The population is not sufficiently engaged in designing and costs and improve productivity to enable the
SR3 | developing services leading to inequitable access to care ] SR4 ICB to move into a sustainable financial position | []
and outcomes. and achieve best value from the £3.1bn

available funding.

The system is not able to recruit and retain sufficient
SR5 | workforce to meet the strategic objectives and deliver the SR6
operational plans.

The system does not create and enable One M
Workforce to facilitate integrated care.

Decisions and actions taken by individual organisations There is a risk that the system does not

SR7 ﬁ;‘;g (c;)ttina ;I%r;et%;ngatlr;}eoit{gﬁggri;r:tfozf ;?13 iﬁsatr?;ne [1 | SR8 | establish intelligence and analytical solutionsto | []
required support effective decision making.

There is a risk that the gap in health and care widens due
to a range of factors including resources used to meet
SR9 | immediate priorities which limits the ability of the systemto | [] | SR10
achieve long term strategic objectives including reducing
health inequalities and improve outcomes.

There is a risk that the system does not identify,
prioritise and adequately resource digital
transformation in order to improve outcomes
and enhance efficiency.

No further risks identified.
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Financial impact on the ICB or wider Integrated Care System

Yes O | NoX N/AC]

Details/Findings Has this been signed off by
The PCARP plan is a nationally funded programme of work — | a finance team member?
section 7 of the plan details the funding streams and how it is | Section 7 of the plan relating
being used in the ICB. to funding was produced by
Rebecca Monck, Assistant
Chief Finance Officer.

Have any conflicts of interest been identified throughout the decision-making process?

None identified.

Project Dependencies

Completion of Impact Assessments

Data Protection Details/Findings

Yes [J | NolJ | N/AK
Impact Assessment

Quality Impact Details/Findings

Assessment

Yes 1 | No N/AKX

Equality Impact Details/Findings

Assessment

Yes [J | Noll N/AKX

Has the project been to the Quality and Equality Impact Assessment (QEIA) panel?
Include risk rating and summary of findings below, if applicable

Yes [ No[] N/AX | Risk Rating: Summary:

Has there been involvement of Patients, Public and other key stakeholders?
Include summary of findings below, if applicable

Summary: Plan was produced in collaboration with Primary Care
Yes No[l N/AL] | Colleagues. The plan has also been presented to Health Watch
AGM and the feedback is enclosed at Appendix 1.

Implementation of the Equality Delivery System is a mandated requirement for the ICB,
please indicate which of the following goals this report supports:

Improved patient access and

.
experience

Better health outcomes

A representative and supported
workforce

I | Inclusive leadership Ul

Are there any equality and diversity implications or risks that would affect the ICB's
obligations under the Public Sector Equality Duty that should be discussed as part of this
report?

There are no implications or risks which affect the ICB's obligations under the Public Sector
Equality Duty.

When developing this project, has consideration been given to the Derbyshire ICS
Greener Plan targets?

Carbon reduction ‘ O ‘ Air Pollution | O | Waste O

Details/Findings
Not applicable to this report.
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Appendix 1

1. Introduction

This is Derby & Derbyshire Integrated Care Board’s (ICB) response to the national Delivery Plan for
Recovering Access to Primary Care (PCARP).

Our plan sets out:

Introduction

Description of Derby and Derbyshire and our GP practices

National Context - Delivery Plan for Recovering Access to Primary Care
Our long-term vision for access in Derby & Derbyshire

How we will deliver the Primary Care Access and Recovery Plan

How we will organise ourselves to deliver and govern the plan

How we will help those who need help the most — managing inequalities
How we will invest local and national funding to deliver the plan

How we will involve patients and communicate our work

10. How we will manage risks to the delivery of our plan

Lo N WNRE

The planis a ‘work in progress’. It is not intended as a definitive final statement but is the summary
of discussion to date and the starting point for further discussion with General Practice and other
providers. The focus is on the immediate actions up to 31t March 2024, though work will continue
beyond that.

This plan should be read alongside the other plans that we have developed. Our planning
assumptions and outcomes have been aligned to and are interdependent with:

e Fuller Report

e Derby & Derbyshire ICB Joint Forward Plan

e Derby & Derbyshire ICB Integrated Care Strategy
e Derby & Derbyshire ICB Operational Plan 23/24
e Recovery Plan for Urgent & Emergency Care

e Recovery Plan for Planned Care

The primary interdependency is with the Primary Care Clinical Model for Derby & Derbyshire which
is being developed by the GP Provider board. This plan should be considered as an adjunct to that
strategy and this is described in section 4.
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2. Derby and Derbyshire ICB and our GP practices

Derbyshire is a diverse county, with a population of over 1m people, 261,400 of which live in Derby.
Our most deprived wards are largely in the city and the east of the county. We spend nearly £4b a
year in health and social care and employ 53,000 people.

Our Derby and Derbyshire System
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Derby and Derbyshire's Practices and Primary Care Networks

Primary Care Networks (PCN) were formed in 2019, as a key building block of the NHS Long-term
Plan and 5-year framework for GP core contract.

PCNs bring together practices to work at scale without creating new statutory bodies. They were
set up as a vehicle for delivering the Long-Term Plan and providing a wider range of services to
patients.

They have played a role in stabilising general practice and aim to support integrated care and reduce
health inequalities.

There are 18 PCNs (113 practices) in Derby and Derbyshire, ranging in size from 32,000 — 100,000
population. The map illustrates the location and size of our PCNs in Derby & Derbyshire.

Derbyshire Primary Care Networks (May 23)

The last three years have seen unprecedented demand on health and social care services. General Practices
have had to make significant changes to the way they deliver services to adapt and respond to the COVID-19
pandemic. Our PCNs delivered the majority of the covid vaccination programme in Derbyshire, responding
very rapidly to set up and administer vaccines within our communities.

As we moved out of the pandemic response, we are now faced with a number of challenges including a
significant increase in the demand for General Practice. In 2022 we provided over 6.5 million appointments
to our population. In January 2021 general practices provided 468,632 appointments increasing to 583,123
in January 2023, an increase of 24.4%. This increase in activity was delivered with a diminishing workforce
and during one of the most challenging periods in the NHS.

Many practices are heading into the autumn period in a more precarious position than previous years. This
is down to a combination of factors including but not limited to increasing workload, increasing demand,
fatigue and increased financial pressures.

150



NHS

Derby and Derbyshire

Integrated Care Board

Appendix 1

3. National Context - Delivery Plan for Recovering Access to Primary Care

This section describes the national plan for recovering access to primary care, why it was brought in
and what it aims to do. This plan describes how we will locally implement that national plan, with
the detailed response in section 5.

Why was the national plan developed — drivers for change?

Like many parts of the NHS, general practice is under intense pressure. Where demand is greater
than capacity it means general practice cannot always be effective, and patient experience and access
are negatively impacted.

The diagram below describes the situation general practice has found itself in with strained capacity
and a decrease in patient satisfaction.

l Strained capacity I Decreasing patient satisfaction

20-40% increase in contacts since pre-
pandemic, exacerbated by care backlogs

- Average satisfaction with general practice
fell from 83% to 72% last year.

(
4

>30% increase in people >70 since 2010,
with more long-term conditions

« Over 85% of practices saw their
satisfaction fall

=

12% more appointments since pre-
pandemic

« 1in 5 people unable to get through or get
a reply from their practice when last tried

i}
@ »

~Ny » Only ~7% increase in doctors working in 9 - Poor contact creates patient
m\“‘& general practice since pre-pandemic C dissatisfaction with practice overall

These patient experiences sentiments are also echoed on a local level. They are highlighted in the
Insight theming document that was developed for the ICS strategy. This document looked at 2 years
of patient experience reports mainly from the Derby and Derbyshire system and their key messages.
Primary Care access was a key theme throughout the document around decreasing patient
satisfaction. Here is the full document.

In May 2022, the Next Steps for Integrating Primary Care: Fuller Stocktake Report! was published.
This was commissioned by Amanda Pritchard (NHS England CEQO) and outlines a new vision for
primary care that reorientates the health and care system to a local population health approach
through building integrated neighbourhood teams, streamlining access and helping people to stay
healthy.

This key report provides practical steps that integrated care systems (ICS) and national leaders need
to take to create this shift through locally driven change. The report was published prior to
formation of ICSs and provides specific and practical advice on how they should accelerate the
implementation of integrated primary care. All ICS Chief Executives were signatories to this report.

lhttps://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/

5
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In October 2022, The Health and Social Care Select Committee published a report exploring the
future of NHS general practice?. The inquiry examined the future challenges facing general practice
in the next five years as well as the current and ongoing barriers to access. The report outlines a
challenging picture of general practice in crisis, with the government and NHS England neither
acknowledging nor remedying the situation. The crisis is caused by a depleting GP workforce and
ever-increasing demands on services from an ageing, more clinically complex population, resulting
in the increased use of expensive locum doctors. The report includes a number of
recommendations focused in four areas: access to general practice; continuity of care; general
practice and new NHS organisations; and the GP partnership model.

Appendix 1

What are the main elements of the national plan?

To try and address the challenges being faced NHS England published the Delivery Plan for Recovering
Access to Primary Care in May 2023(PCARP). The plan has two central ambitions:

1. To tackle the 8am rush and reduce the number of people struggling to contact their
practice. Patients should no longer be asked to call back another day to book an appointment, and
we will invest in general practice to enable this.

2. For patients to know on the day they contact their practice how their request will be managed.

a) If their need is clinically urgent it should be assessed on the same day by a telephone or face-
to-face appointment. If the patient contacts their practice in the afternoon they may be
assessed on the next day, where clinically appropriate.

b) Iftheir need is not urgent, but it requires a telephone or face-to-face appointment, this should
be scheduled within two weeks.

c) Where appropriate, patients will be signposted to self-care or other local services (e.g.,
community pharmacy or self-referral services).

The plan seeks to support recovery by focusing this year on four areas:

e Empowering patients

e Implementing Modern General Practice Access
e Building capacity

e Cutting bureaucracy

To deliver the central ambitions of the national plan there needs to be a sustained focus on the 4
areas mentioned above. NHS England have identified specific initiatives against each of these to
support delivery of the plan. They are:

2 https://committees.parliament.uk/publications/30383/documents/176291/default/

6

152


https://committees.parliament.uk/publications/30383/documents/176291/default/
https://committees.parliament.uk/publications/30383/documents/176291/default/

NHS

Derby and Derbyshire

Integrated Care Board

Appendix 1

Empowering patients

Empower patients to manage their own health including using the NHS App, self-referral pathways
and through more services offered from community pharmacy. This will relieve pressure on
general practice. By rolling out tools patients can use to manage their own health, and invest up to
£645 million over two years to expand services offered by community pharmacy.

1. Enable patients in over 90% of practices to see their records and practice messages, book
appointments and order repeat prescriptions using the NHS App by March 2024.

2. Ensure integrated care boards (ICBs) expand self-referral pathways by September 2023, as
set out in the 2023/24 Operational Planning Guidance.

3. Expand pharmacy oral contraception (OC) and blood pressure (BP) services this year, to
increase access and convenience for millions of patients, subject to consultation.

4. Launch Pharmacy First so that by end of 2023 community pharmacies can supply
prescription-only medicines for seven common conditions. This, together with OC and BP
expansion, could save 10 million appointments in general practice (nationally) a year once
scaled, subject to consultation.

Implementing Modern General Practice Access

The plan is to change how practices work by implementing the 'Modern General Practice Access'
programme. This aims to tackle the 8am rush, provide rapid assessment and response, and avoid
asking patients to ring back another time. The aim is that patients know on the day how their
request will be handled, based on clinical need and continuing to respect their preference for a call,
face-to-face appointment, or online message. Nationally the NHS is re-targeting £240 million, with
much of that funding to move practices from analogue to digital phone systems.

5. Support all practices on analogue lines to move to digital telephony, including call back
functionality, if they sign up by July 2023.

6. Provide all practices with the digital tools and care navigation training for Modern General
Practice Access and fund transition cover for those that commit to adopt this approach
before March 2025.

7. Deliver training and transformation support to all practices from May 2023 through a new
National General Practice Improvement Programme.
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Building Capacity

The national plan aims to build capacity to deliver more appointments from more staff than ever
before and add flexibility to the types of staff recruited and how they are deployed. So practices
can offer more appointments from more staff than ever before.

8. Make available an extra £385 million in 2023/24 to employ 26,000 more direct patient care
staff and deliver 50 million more appointments by March 2024 (compared to 2019).

9. Further expand GP specialty training — and make it easier for newly trained GPs who require
a visa to remain in England.

10. Encourage experienced GPs to stay in practice through the pension reforms announced in
the Budget and create simpler routes back to practice for the recently retired.

11. Change local authority planning guidance this year to raise the priority of primary care
facilities when considering how funds from new housing developments are allocated.

Cut Bureaucracy

The national plan aims to cut bureaucracy and reduce the workload across the interface between
primary and secondary care, and the burden of medical evidence requests so practice have more
time to meet the clinical needs of their patients. The aim is to give practice teams more time to
focus on their patients’ clinical needs.

12. Reduce time spent liaising with hospitals — by requiring ICBs to report progress on improving
the interface with primary care, especially the four areas we highlight from the Academy of
Medical Royal Colleges report, in a public board update this autumn.

13. Reduce requests to GPs to verify medical evidence, including by increasing self-certification,
by continuing to advance the Bureaucracy Busting Concordat.

14. Streamline the Investment and Impact Fund (lIF) from 36 to five indicators — retarget £246
million — and protect 25% of Quality and Outcomes Framework (QOF) clinical indicators.
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4. Our long-term vision for access in Derby & Derbyshire

As referenced at the start of this document, the GPPB are working on developing a 'Sustainable
Clinical Model for Primary Care in Derby & Derbyshire'.

The core purpose of the work is to support the development of a new, sustainable Primary Care
Model for Derby and Derbyshire. The aim is to give people hope, by demonstrating how we can
mitigate the crisis facing primary care, through a shared vision for improving quality of care and
staff working lives. In doing so we will build on improvement work already in train and the
considerable strengths of our current services.

The core scope of this document is the care that is delivered or overseen by General Practices and
Primary Care Networks (PCNs). However, the new model is consistent with and will inter-relate
with the Joined-Up Care Derbyshire (JUCD) approach for transforming community services,
including the Team Up service, reflecting the critical role community services have in supporting
primary care. The model also assumes co-ordinated input from mental health, secondary, local
authority funded and VCSE provided care, and other elements of primary care - community
pharmacy, optometry, and dentistry services.

The vision is for a sustainable, thriving primary care system that is at the core of integrated care
delivery in Derby and Derbyshire, at all levels of scale.

Delivering this vision requires a radical re-imagining of how primary care services are provided, with
the population stratified into three cohorts — (1) low complexity, (2) high and rising complexity, and
(3) extreme complexity.

There will be standardised care models for each cohort that optimise care quality within the
constraints we face, providing all people with access to comprehensive, coordinated, and
continuous services.

This innovative clinical model is informed by the Fuller Stocktake, feedback from users and local
stakeholders, and clinical models that are operational and delivering significant benefits in other
Integrated Care Systems.

Successful implementation will require a joined up approach to ensure there is alignment with
existing primary care developments and policy asks, and enabling support from across the GP
Provider Board, the ICB and Joined Up Care Derbyshire (JUCD) partners.

To be fully effective the Primary Care Model will need to be adopted across all neighbourhoods in
Derby and Derbyshire, whilst recognising the need for adaptation to meet the specific needs of
local populations through the engagement of local staff and users, and the avoidance of top-down
planning.

This strategy is led by the GPs themselves, through Derbyshire's GP Provider Board. It isin the
context of this vision that we are delivering our Primary Care Access Recovery Plan
9
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e Provide a consistent offer of access to primary care for all people
e Provide responsive primary care for people with low complexity through a neighbourhood hub

model

e Improve the relational continuity for all people with high and rising complexity
e Provide enhanced care coordination for those with extreme complexity
e Support local practices that are under strain and improve primary care staff wellbeing

e Support the achievement of key system objectives, through plans that are integrated with

Place, the Provider Collaborative and JUCD Delivery Boards

A summary table of the new model is detailed below:

Stratification

Population group

Clinical Model

Continuity

Staff Mix

Escalation/de-
escalation

Activity examples

Low Complexity

~60% of population
People that are stable
and healthy that have
health conditions that
can be easily managed.

Delivery at population

level (large population

registered list) Multiple
locations.

Delivered around
episodes of care and
around information.

Access to medical

record.

ACPs, FCPs Clinical
Pharmacists, HCAs,
Nursing associates, GP
oversight. Comm
pharmacists. Optom

Escalation up where
clinical need dictates.
Eg persistent
unexplained symptoms.
Escalation for invx
should stay in service.

Reactive illness service.

FCP. Mental health.
NHS health checks.
CVD primary
prevention.
Smears. CPCS. etc

Rising/High Complexity

~35% of population.
Chronic conditions that

move in and out of

stability. Increasing
frailty. Persistent and/or
uncontrolled symptoms.

Delivered at small
registered sub lists
based within a small
number of distributed
locations.

Focus on relational
continuity with a small
team.

GPs, Practice nurses,
Clinical Pharmacists,
ACPs

Seeks to de-escalate
where possible back to
low complexity. Eg
Cancer patient that
achieves cure.

Reactive illness service.

Medication
optimisation.
Structured medication
reviews.

Long term condition
management. Care
planning.

Extreme Complexity

<5% of population.
Heterogenous group.
Multiple complex illness
combined with
significant psychosocial
complexity. Would
include EOL and severe
frailty

Delivery at population
utilising an integrated,
multi-agency, multi
disciplinary neighbourh
ood teams. Delivered in
the location most
appropriate to the
needs of the patient.

Team based continuity.

GPs, ACPs, DNs, HCAs,
Physio, OT, Social
worker, MH, Clinical
pharmacist. Specialist
input where required.

Receives escalation
where multi agency
approach is required.
De-escalated where
possible eg super users.

Personalised
anticipatory care
planning. Reactive
service to need. SMRs
focused around frailty
and polypharmacy.

Community Pharmacy

Community pharmacy remains a critical partner in primary care. Across Joined Up Care Derbyshire

community pharmacies dispensed 6,450,329 medicines, 7,057 CPCS referrals, 1391 discharge
medicines reviews, 50959, new medicines service reviews over the last year, as well as providing
contraception services, smoking cessation consultations hypertension case finding.

The Fuller stocktake highlighted that the wider primary care team could also be much more
effectively harnessed, specifically the potential to increase the role of community pharmacy,
dentistry, optometry, and audiology in prevention, working together to ‘make every contact count’
into more services. Examples include in cancer diagnosis pathways, where community pharmacy
plays a more active role in signposting eligible people to screening and supporting early diagnosis,
building on a number of successful pilots such as those from the Accelerate, Coordinate, Evaluate
(ACE) programme.
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Community pharmacy embedded into ICB's provides future opportunities to deliver clinical services
at locations that are readily accessible where people can reach them through a variety of
transportation means by professionals who are highly skilled to deliver these. This was seen during
the COVID pandemic with access to community pharmacies at easy to reach locations. A move
toward a service-based contract with opportunities with independent prescribing and a greater use
of technologies.

The Nuffield Trust and Kings fund publication October 2023 sets out a vision and strategy for
Community Pharmacy in England over the next ten years.

Community pharmacies already provide essential support to patients through medicines supply and
delivering a number of the nationally and regionally commissioned services e.g. CPCS, DMS, NMS,
contraception, smoking cessation and flu and COVID vaccinations, but there is variation across the
pharmacy sector in terms of capacity and capability.

The vision is to increase the capability and capacity to all pharmacies offering services including:

e Help with common illnesses with implementation of pharmacy first.

e Prescriptions for certain conditions, making use of pharmacists' independent prescribing
skills (JUCD is already participating in the community pharmacy independent pathfinder
which is due to commence in four sites across JUCD at end November /December 2023.

e Smoking cessation and weight management

e Targeted health checks, e.g., blood pressure and lipids.

e Support in managing some long-term conditions, e.g., CVD, Asthma, COPD, Diabetes

e A wider range of vaccinations and other public health services.

Community pharmacy continues to play an important part in communities and there is a real ability
to deliver population health needs, play a vital role in primary and secondary prevention priorities
and address meeting the needs in CORE20PLUSS.

Community pharmacy transition into ICB's and supporting the development of their capability can
support a sustainable clinical model for the low complexity patients. The increased skills with
independent prescribers and incorporating community pharmacy into clinical pathway services
could support those with rising complexity as part of this plan.

11
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5. How we will deliver the Primary Care Access Recovery
plan

In the previous section we talked about the transformation to General Practice in Derby and
Derbyshire and how that will change and improve how patients access services. In this section
we're going to talk about the immediate plans to deliver the national access recovery plan for
Primary Care.

Our approach

The NHSE Capacity, Access and Improvement Plan (CAIP) guidance states that for PCNs to receive
the 30% CAIP funding, the ICBs will make an assessment based on the local improvement across the
three key areas detailed in the guidance.

THE CAP CONSISTS OF TWO PARTS:

National Capacity & Access Support Payment
(CASP)
70% Payment

Local Capacity & Access Improvement Payment
(CAIP)
part or all of 30%

* The Capacity and Access Support Payment for
the period 1 April 2023 to 31 March 2024 is
calculated as £2.765 multiplied by the PCN’s
Adjusted Population.

* This funding will be unconditionally paid to
PCNs, proportionally to their Adjusted

The maximum a PCN could earn is £1.185
multiplied by the PCN’s Adjusted Population as of 1
January 2023.

The commissioner will instruct PCSE Online to
make the appropriate payment to the Nominated
Payee of the PCN by no later than 31 August 2024.

Population
* Paid via PCSE 1 in 12 equal payments over
the 2023/24 financial year

DD total funding £3,061,941 DD total funding £1,312,260

We have worked with our 18 PCNs to develop their CAIPs earlier in the year. As part of those plans
they incorporated all of the requirements of the PCARP with the ambition to achieve or work
towards the target where appropriate.

The plans were signed off by the Access Working Group following feedback on the draft plans
submitted. We are holding mid-year reviews with the PCNs to assess their progress against the
targets and provide support where necessary.

12
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A summary of PCN plans

Collaboration with PPGs and working towards and improvement against a 5 patient survey
guestions relating to ease of access

Develop bespoke in-house surveys to engage with patients to support the results of the
patient survey

Facilitated learning time for practices on care navigation and awareness of services to enable the
ability to support getting people to the right place, first time (use of QUEST sessions)

Increase in onboarding and usage of CPCS services

Review of websites website to ensure fit for purpose

Development of hubs in the PCN to deliver services from

Segmentation of population

Triangulation of CBT / Online consultation data — addressing demand/capacity and staff
management

Integrated working with partners / voluntary organisation

Detailed Action Plans

The tables on the next pages describes the key actions from the national recovery plan, actions we
are taking to achieve them, how we are going to measure them and who is responsible for delivery.

Progress to date against the key deliverables of the workstream is also included. This detail also
forms a monthly highlight report that is shared through the governance structure for this
programme of work.

13

159



NHS

Derby and Derbyshire

Integrated Care Board

Commitment What do we want to do (ambition) Actions to get there How will we track progress Who's
(indicators) responsible

Appendix 1
Empowering patients

160

Indication RAG
Improving All Practices to have enabled all four NHS App functions for patients. All PCNs have included in their POMI % of practices Head of
information 1. Apply system changes or manually update patient settings to provide Capacity & Access plans and that have enabled Digital
and NHS App prospective record access to all patients by 31.10.23 improvement in the use of the prospective records,
functionality 2. Ensure directly bookable appointments are available online by 31.07.23  NHS App for the 4 functionalities. repeat prescriptions,
3. Offer secure NHS App messaging to patients where practices have the secure messaging, and
technology to do so in place - ongoing managing
4. Encourage patients to order repeat medications via App supported by appointments)
comms toolkit - ongoing multiplied by % of
population with app
Increasing self-  Expand self-referral routes as set out in 2023/24 operational planning We will continue to review and Our baseline self- Assistant
directed care guidance by 30.09.23. work with providers to build self- referrals is: 1,100 Director of
where 1. Falls services referral pathways in the few Community
clinically 2. Musculoskeletal services services where this is not yet Our target (50% Services
appropriate 3. Audiology for older people including loss of hearing aid provision available unless routes are not in increase from baseline):
4. Weight management services place due to clinical reasons. 1,650
5. Community podiatry
6. Wheelchair and community equipment services
ICBs should also note operational planning action to expand direct access
where GP involvement is not clinically necessary.
Expanding Build on the success so far of the increasing role of pharmacies and expand 1. National roll out expected 1. Implementation of Director of
Community the services offered, increasing convenience for the public by: early 2024 and webinar along Pharmacy First Medicines
pharmacy 1. Introducing a Pharmacy First service for patients by end of 2023 that with national comms planand 2. Increase in blood Management
services enables pharmacists to supply prescription only medicines including — patient facing material. pressure checks and
antibiotics and antivirals where clinically appropriate, to treat (sinusitis, 2. Roll out BP check and oral contraceptive
sore throat, earache, infected insect bite, impetigo, shingles, and contraception services services — awaiting
uncomplicated urinary tract infections in women) 3. Digital planning data
2. Expand blood pressure check and oral contraceptive services 4. On-going engagement with 3. Improved
3. Invest to improve the IT system connectivity between CP & GP PCN's to support increasing connectivity
4. We will build on work already underway with regards to the CPCS engagement and 4. Increase in CPCS
service to promote community pharmacy capacity implementation referrals
14
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Implementing Modern General Practice Access

Commitment What do we want to do (ambition

Actions to get there How will we track progress

(indicators)
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Who's
responsible

Better digital Ensure all practices who need to move from analogue to digital
telephony telephony do so by 31/12/23 and the remainder by 31/03/24
Simpler online Ensure that all practices are providing the contractual requirement of
requests providing online access. A new digital framework will be provided by

NHS England in December 2023

Faster navigation, Make it easier for people to contact their practice and to make getting

assessment and a response the same day the norm, so patients know how their
response request will be dealt with.
15

Indication

1. Co-ordinate access to All practices on CBT

specialist procurement

support through NHS

England’s commercial hub
2. Determine whether ICB wants

to follow scale approach to

telephony
3. Use peer networks and

demonstrations with

practices/PPGs/PCNs to help

practices and PCNs identify

and adopt digital telephony
ICBs will work with PCNs and All practices delivering
practices to decide which tools online access and
will best enable them to shift to working towards
the Modern General Practice 260/1000 referrals
Access model
ICBs will work with PCNs and All digital tools in place to
practices to decide which tools support Modern General
will best enable them to shift to Practice Access

the Modern General Practice
Access model

All practices to nominate 1

member of staff to attend the member of staff attend
Care Navigation Training and the training.

share the learning with their

practice

161

Every practice has had a

RAG

Head of
Digital

Head of
Digital

ICB/PCNs
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Building capacity

Commitment

Larger Multi-
Disciplinary
Teams

More Doctors

Retention and
return of
experienced GPs

Higher priority
for primary care
in housing
developments

16

What do we want to do (ambition)

Continue to grow the practice team, especially roles with
responsibility for direct patient care which can be part of larger MDTs.

Support the Manifesto commitment of 26,000 additional FTE direct
care staff in General Practice

We want to continue to have more new doctors in general practice by
training more GPs and supporting other doctors to transition to
general practice. From autumn 2023 government will introduce an
additional four months at the end of a visa for newly trained GPs to
remain in the UK.

Encourage GPs to return to general practice or to support NHS 111 In
flexible roles where, for example, working from home is possible as
described in the UEC recovery plan

Ensure new developments are accompanied by primary care
infrastructure, and that this is supported by the planning system.

Actions to get there

Support PCNs to use their full
ARRS budget (£26,340,697 by
end of March 2024) and report
accurate complement of staff
using NWRS portal

Addressing pension challenges
and annual and lifetime
allowances

Make the GP Return to Practice
and International Induction
programmes easier and more
attractive

Practices/PCN’s review and take
up local offers for retention

Utilise full allocation of GP
retention funding by March 2024

ICBs have delegated
responsibility to ensure that the
population has adequate primary
medical services. As part of
normal planning processes, ICBs
should work with local
stakeholders and take account of
areas where housing
developments are putting
pressure on existing services.
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Who's
responsible

How will we track progress
(indicators)

Indication RAG

Assistant
Director of GP
Commissioning
(transformation)

100% ARRS budget spent
by March 2024

Recruit to 670.47 WTE

Data automatically
collected via NWRS

NHS England

October 23 — 22 GP
retainers funded.

GPTF

Full allocation spend of
£346k

Link to local estates
strategy

NHS England
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Commitment What do we want to do (ambition) Actions to get there How will we track progress Who's
(indicators) responsible

Improving the
primary —
secondary care
interface

Improving the
primary —
secondary care
interface

17

Alliance for Clinical
Transformation (ACT) group
(senior GP/consultant group) well
established. It has developed a
concordant for use across the
interface. It identifies problems
and develops solutions.
Additional capacity required to
support continued development.

ICB Chief Medical Officers to establish a local mechanism, which will
allow both general practice and consultant-led teams to raise local
issues, to jointly prioritise working with LMCs, and to tackle the high-
priority issues including those in the AoMRC report. In addition, ICBs
must address four areas outlined below.

Recommendations go for sign off
by system Clinical Professional
Leadership Group (CPLG) and
implementation by providers via
the Provider Collaborative
Leadership Board (PCLB)

Onward referrals: if a patient has been referred to secondary care
and they need another referral, for an immediate or a related need,
the secondary care provider should make this for them, rather than
sending back to General Practice which causes a further delay.

Refresh existing consultant to
consultant referral policies with
input from primary care.

Review and optimise use of advice

and guidance between
consultants within hospital

163

Indication

ACT group established,

discussing issues and
generating solutions

ICB CMO attending and

supporting

RAG

Recommendations going to
CPLG and PCLB for sign off

and implementation

Standing agenda item at

CPLG led by ICB CMO, with
input from GPPB and LMC

CPLG working through list
of issues prioritised by ACT

Consultant to consultant
policies updated and signed

off by CPLG and PCLB

Consultant to consultant
A&G reviewed and updated

ACT; GPPB;
LMC; acute
MDs

ICB Chief
Medical
Officer

CPLG

ICB Chief
Medical
Officer
overseeing
work by Acute
Trusts with
GPPB and LMC
input
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Improving the
primary —
secondary care
interface

Improving the
primary —
secondary care
interface

18

Complete care (fit notes and discharge letters): trusts should ensure
that on discharge or after an outpatient appointment, patients
receive everything they need, rather than leaving the patients to
return prematurely to their practice. By 30" November 2023,
provider of NHS-funded secondary care services should have
implemented the capability to issue a fit note electronically.

Call & recall: for patients under their care, NHS Trusts should
establish their own call/recall systems for patients for follow-up test
or appointments meaning patients will have a clear route to contact
secondary care and not have to ask their practice to follow up on
their behalf.

Discharge policies already include
requirement for patients to have
what they need on discharge
(including fit notes)

Further work needed to develop IT
infrastructure to support acute
trusts to issue electronic fit notes

E-prescription roll out due for
summer 2024

Acute Trusts have range of
call/recall options including
patient initiated follow ups and
open appointments

Clinics communicate direct points
of contact for patients, though this
is not yet fully standardised

Acute Trusts to roll out monthly
calls to patients on waiting lists as
touch point and reassurance and
to check appointment still
required

Optimise use of 'my planned care'
to increase take up and provide
more accurate indicative waiting
times
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Programme of review and
audit of discharges to
ensure that patients have
what they need

Electronic fit notes issued
by hospitals

E prescription rolled out

Audit %age of GP work that
relates to acutes. Currently
estimated at c23%. Aim to
reduce.

Standardise comms to
patients with clear direct
contact points for patients

Roll out of monthly calls —
commencing October 23

Improved accuracy of
waiting list times on MPC

Higher patient take up and
use

Winter priority/opportunity
to support GenP resilience
by releasing 20% of daily
contacts related to
management of patients on
waiting lists.

Integrated Care Board

Acute hospital
leads

Assured by ICB
CMO

Acute hospital
leads

Assured by ICB
CMO
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Improving the
primary —
secondary care
interface

Building on the
Bureaucracy
Busting
Concordat

19

Clear point of contact: ICBs should ensure providers establish single
routes for general practice and secondary care teams to
communicate rapidly e.g., single outpatient department email for GP
practices.

Reduce the demands on practice time from unnecessary or low value
asks and improve processes for only the most important requests for
medical evidence.

Optimise and standardise use of
'advice and guidance'

Optimise use of consultant
connect

Ensure standard and
straightforward comms point for
GP practices to reach acute clinical
teams and vice versa

Annual audit of primary secondary
care contract requirements and
action plan

Continue to reduce medical

evidence requests and increase
self-certification

165

NHS

Derby and Derbyshire

Integrated Care Board

Standard and optimised
uptake of A&G and
Consultant Connect —
monitored through audit

Acute hospital
leads

Assured by ICB

with feedback loop in place CMO

to support use

'‘Backdoor' phone and email

contact points for GP &

acute teams with

agreement on how they

will be used

Annual audit and ICB

implementation plan in commissioning

place team to co-
ordinate

Reduction in medical overseen by

evidence requests and CMO, with

increase self-certification input from
LMC & GPPB
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Cloud-based Telephony

National support is available to enable 1,000 practices to transition to digital telephony by December 2023.
The expectation is that all remaining analogue practices will move to digital telephony by March 2024. Of
the 113 practices across Derbyshire, DDICB has 34 practices who are listed by NHSE as critical and need to
migrate to Cloud-based Telephony (CBT) by 31 March 2024. One practice has reached an agreement with
their chosen provider and is on track with their migration.

Progress against this deliverable is tracked monthly with the NHSE/I Procurement Hub who can assist with
any issues.

NHS App

To make better use of data and digital technology practices are to utilise the new NHS App as a

digital ‘front door’. As of August 2023, 98.2% of practices were offering the book and cancel
appointment's function and all practices are offering the repeat prescriptions within the NHS App. The two
practices that are not currently offering the appointments function have all been contacted to understand
any issues with enabling this function.

Work is ongoing with practices to ensure full functionality within the NHS App, including secure app
messaging.

Online Consultations

Whilst national level engagement with the market continues, and the timeline for the launch of the
framework is confirmed, DDICB will work with practices to fully understand the contracting position for
their online consultation solutions currently in use.

As of August 2023, 48 practices were on track to achieve the Online Consultation Usage target (although
not contractual) of 260 per 1000 registered patients per annum, and 24 practices are already surpassing
the target. There are a small number of practices that have none or very low numbers of online
consultations. However, there are national issues with retrieving data from the footfall platform resulting
in data quality issues. Work is taking place to rectify these issues, so DDICB has an accurate picture of
performance.

Engagement with PCN Operation Managers to encourage increased uptake of Online Consultation is
ongoing and will be discussed with PCN's during their PCARP mid-year review meetings.

Digital Framework

DDICB are awaiting the release of the national digital framework. In the meantime, our PCN Managers
have been working together to develop a specification of requirements for a front end triage tool to
support navigation. They are currently engaging with staff and patients regarding options.

20
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General Practice Appointment Data (GPAD)

GPAD category mapping was introduced by NHSE in 2021/22. Practices were incentivised to map all active
appointment slots by 30 June 2021 to the new set of national appointment categories via the Investment
and Impact Fund, as part of the Primary Care Network Contract DES. One of the specified GPAD categories
is percentage of appointments seen within 14 days from booking.

As of August 2023, 60 practices are seeing at least 85% patients within 14 days of booking an appointment,
with more than half of these are seeing 90%+ patients within 14 days. We expect this figure to improve
once the exemption flags are operational within the clinical systems, which will allow practices to indicate
whether the appointment is a follow-up/patient choice and not required to be seen within the 14 days.

Data is shared on a regular basis with PCNs to support them to achieve this target and DDICB will continue
to work with the practices who are outliers.

Care Navigation Training

This training is being offered by NHSE and plays a crucial aspect of implementing modern general practice
access and is aimed at reception staff. To date, 54 practices have signed up to participate in the national
Care Navigation Training.

DDICB will continue to communicate out to PCN Operation Managers to encourage uptake of the training.
This will also be discussed with PCN's during their PCARP mid-year review meetings.

General Practice Improvement Programme (NGPiP)

This national programme includes Universal, Intermediate, Intensive and Local levels of

support. Programmes focuses on implementing ‘modern general practice’ operating models and
introduces the Support Level Framework (SLF) tool. DDICB have 35 practices signed up to NGPiP and one
PCN. We are awaiting details from NHSE/I regarding the number of practices who have signed up to
participate in the Leadership element of the programme.

Following participation in the NGPIP these practices will be implementing the Modern General Practice
Access Model and will therefore be ringfenced for Transition Funding to make these changes.

21

Offer type Confirmed spaces % of practices
Practice Intensive 15 13.2%
Practice Intermediate 20 17.7%
PCN Intermediate 1 5%
Leadership TBC TBC
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Local Improvement Offer

The Access Working Group have designed a process for accessing funding for those practices who are
implementing the Modern General Practice Access Model during 2023/24 but not taking part in the NGPiP.
The criteria for application is based on the NGPiP and the outcome measures also reflect what is required
as part of the national programme. We are keen to implement a 'train the trainer' model working with out
GP Task Force to support this.

GP Community Pharmacy Consultation Service (GP-CPCS)

The General Practice Community Pharmacist Consultation Service is a pathway general practices use to
refer patients with minor illness or low acuity conditions to a community pharmacist. Launched by NHSE in
October 2019, it aims to facilitate same day appointments with a community pharmacist for minor illness
or an urgent supply of a regular medicine, improving access to services and providing more convenient
treatment closer to patients’ homes.

All DDICB practices are engaged with the GP-CPCS scheme. Locally, we have made the decision to include
the scheme within the PCARP with the aim of increasing the number of referrals into the service by the end
of March 2024.

Stage Stage 1: Pre-engaged | Stage 2: Engaged Stage 3: Live
Number of practices 12 27 74
% of practices 11% 24% 65%

However, despite the engagement there are several challenges with this scheme. Three of our PCNs are
making low or no referrals into the scheme and have requested support from DDICB to discuss the
difficulties they are experiencing.

The GP-CPCS Steering Group and GP-CPCS Operational Group are held monthly, and any issues/next steps
are discussed and agreed between these groups. DDICB will continue to focus on the practices in stage 1,
using information from the PCARP to identify practices.

Support Level Framework (SLF)

The Support level framework (SLF) is a tool to support practices in understanding their development needs
and where they are on the journey to embedding modern general practice. The SLF has been co-produced
with general practice teams and clinically developed based on knowledge and experience, research, and
best practice, where available.

As part of the SLF, visits will be undertaken by NHSE. Of the 33 practices signed up to NGPiP, 3 have already
had their visits completed by NHSE. DDICB have not started undertaking visits yet but are engaging with
practices to encourage them to sign up to the NGPiP programme. A bulletin has been circulated to all
other practices explaining the programme and its benefits. Whist it is not a contractual requirement, as an
ICB we are recommending that practices take advantage of this offer. A small working group has been
established focusing on uptake and our approach.

22
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GP Registration Service

The Register with a GP surgery service gives all GP practices in England a standardised way of taking
registrations online. Currently, DDICB have the lowest sign-up rate, 16.8%, compared to other ICB's in the
Midlands region, who have achieved 25.1%. NHSE have set a target of 33% for the region to be achieved
by 31 December 2023.

DDICB are promoting all upcoming webinars to practices and are considering arranging a local webinar to
be delivered by NHSE to encourage practice sign up.

Self-referral Pathway

The clinical development and promotion of self-referral pathways for professionals and service users is key
to managing demand and preserving access to general practice in Derbyshire. This will mean patients do
not need to contact their practice, or will provide another, clinically appropriate, alternative care option.

DDICB have undertaken the initial national self-assessment, with a second self-assessment completed in
late September. Our baseline figure for self-referrals is 1,100 and our target is 1,650, which is a 50%
increase from baseline.

We will continue to review and work with providers to build self-referral pathways into the few services
where this is not yet available, unless clinically inappropriate. We are awaiting data outlining the levels of
self-referrals that have been delivered so we can accurately understand our position against the 1,650
target. Once available, the data will be built into our community performance.

Empowering patients to safely utilise self-referral pathways, and supporting our practices to empower
their patients, is a key strand of our Recovery Plan Communications strategy.

GPN Workstream

General Practice Nursing is a key component of delivering proactive and reactive care in line with the
Access Improvement Plan, yet it remains an incredibly vulnerable area of the workforce. A significant
proportion of our workforce is > 40 with approximately 33% of Derbyshire GPNs over the age of 55. Whilst
there has been support for advanced practice and nursing associate roles via ARRS, the core workforce has
not received the same spotlight.

With GPN numbers teetering on a cliff edge, and in line with the 2021 Sonnet Report, a significant amount
of work, led by The Hub Plus, is underway to elevate the GPN role, strengthen GPN leadership and
fundamentally support and retain our nurses.
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Practice Management

Practice Managers are the linchpin of a strong general practice, playing a key role in maintaining quality
care and ensuring a practice is future ready. The role can feel relentless and isolating. As a system we
appreciate how important accessible, responsible, and relevant training is for busy practice mangers. It is
also imperative we foster a strong pipeline of future practice managers. The ICB is supporting The Hub
Plus to continue to deliver their successful Practice Manager Induction Programmes and Step UP.

Staff wellbeing

With plans to build capacity and improve access we must be cognisant of our responsibility to ‘look after
our people’. Lessons learnt over the pandemic and ongoing post-pandemic recovery have emphasised the
need to provide and promote a catalogue of wellbeing offers for both individuals and organisations. Since
2020 we have had a dedicated Primary Care wellbeing workstream which works alongside the Joined-Up
Care Derbyshire Wellbeing team. Whilst funding for these workstreams is no longer provided centrally it
remains a local priority to ensure service delivery changes are delivered by a supported and well
workforce, building on the principles of the NHS People Plan.

Fellowships (GP & nurses)

Provision of fellowship schemes that offer a two-year programme of support, to all newly qualified GPs and
nurses, including new to practice nurses, working substantively in general practice — with an explicit focus
on working within and across PCNs. Participants will receive funded mentorship and CPD opportunities
and rotational placements within or across PCNs of up to one session per week, to develop experience and
support transition into the workforce.

Supporting Mentors Scheme

Provision of opportunities for experienced GPs working in primary care, to support less experienced GPs
through high quality mentoring. With a key aim of increasing retention of experienced GPs through access
to mentor training and opportunities, and increased retention of less experienced GPs through high quality
mentoring support, leading to increased GP FTE.

Local GP Retention

Provision of continued support through the scheme to encourage and support local action to minimise
attrition of the GP workforce. To work with local practices and networks to develop a local action plan to
support the retention of GPs within the workforce, aiming to:

a. retain GPs at points of transition in their career (e.g., nearing retirement or seeking to return from a
career break);
b. support new ways of working and embed flexibility for GPs
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6 How we will organise ourselves to deliver and govern the plan

The Primary Care access recovery work is overseen by Clive Newman, Director of Primary Care (SRO). The
ICB work collaboratively with other partners on this programme of work including, but not limited to the
following:

* Primary Care Networks — this is with both Clinical Directors and PCN managers.

* GP Provider Board who provide a collaborative voice for developing the future of general practice
provision within the Derby & Derbyshire health and care system.

* Derby & Derbyshire Local Medical Committee

* General Practice Task Force (GPTF) who now deliver the Training Hub for Derby & Derbyshire
amongst many other things including System Development Fund schemes.

* Community Pharmacy Derbyshire (formally LPC)

The PCARP programme of work is managed via the Access Working Group which is a subgroup of the
Primary Care Network Delivery & Assurance Group that oversees the PCN DES. The group has
representation from the ICB, GP Provider Board, LMC & GPTF. The group meet monthly to discuss progress
against the plan and advise on any issues/barriers that are being met. Overall accountability (particularly
financial) for the work sits with the Derby & Derbyshire Primary Care Subgroup. Assurance of delivery for
the programme of work is also provided by the Primary & Community Care Delivery Board that comprises
of stakeholders from multiple other organisations in the Derby & Derbyshire system. The diagram below
illustrates the governance for the programme of work.

It is important to note that whilst this is a general practice plan it needs to be owned by the system. There
are a number of things within the action plan are outside the control of general practice and will require
the commitment of system partners.
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7. How we will help those who need help the most — managing inequalities

Many people in Derby and Derbyshire live for a long time with long-term and often multiple conditions and there are
stark differences in rates of healthy life expectancy between populations. There are similarly striking differences in life
expectancy rates when comparing the least and most deprived populations.

Life expectancy

Females in Females in Females

L

b=
&4 ____,——""_d_

' B
e
e = = T8
SEarS TE

74
T2

189

Maleas in Males in
Derbyshire &, i Derby City m- 02 03 04~ O5- 06- OF- 05 O9- 10- M- - 13 B- 15 16- I 1B
T O3 D2 0S5 06 OF D8 09 0 11 12 @ 1 15 B 17 18 M= 20
Bolsowver had a sigmnificantly worsa life expectancy
FomPATS e e svermas fer Enaians
Malas
=]
|—_i'|'E' EKP'E"—'-'B“C—'!-" WWES Lifa expectancy was B4
significantly worse for  gignificantly worse for =2 ——
WAOHImIEem 'EE“_""F'E'EH:’ to both man and wormen &0 __-r”’ﬂf_
Emnglarnd. Life camparad to Englarnd. T8 V
expactancy for men H=althny life exgpactancy s \/—/N\
wras similar to was significantiy
England. Healthy life worse for men P o ngand —Oertyshie —Bolsowar — Derbyshine Da
expactancy for both comparaed to England T2
men and womean was  Healthy life expsactancy 03 D% 0= 08 OF o8 08 m 17 12 I 1e 15 W 17 18 @ 20
significanthy worse for warman was similar
compared to England. to Bngland. Bolsowver had a significantly worse life expaectancy

ocomparad to the average for England.

LE = Life expectancy HLE = Healthy e axgpeciancy

90+ Male | ] Female
Cost of Living gs-a89 o
Vulnerability Index 75-79 T

= I S —
Local Authority Rating | Ranking™ ;2_;; I S —
Derby City 1193 T8 :g:; I S ——
orsaver srar s o —
Chesterfield 1035 119 4D-44 R S
Arbervetioy 100 | 120 Ty
Erewash 955 144 25-20
High Peak iz 152 fg:f; I S —
Morth East Derbyshire | 863 1S 10-14 I
Derbyshire Dales G40 gﬁ I ——
South Derbyshire 522 252

5§54 554543

Lousce: SHAPE atias acoessed 31,/03/3023

“Ranking (owt of 307). 1 = most vulnarable.

26

172



NHS

Derby and Derbyshire

Integrated Care Board

Appendix 1

Population outcomes

Work has been undertaken by JUCD System colleagues to develop a set of priority population outcomes and key
indicators (known as Turning the Curve indicators) based upon the Derby and Derbyshire Joint Strategic Needs
Assessments (JSNAs). These focus on increasing life expectancy, increasing healthy life expectancy, and reducing
inequalities.

The following statements have been developed by the JUCD System to describe if the population was living in good
health, it would be experienced as follows:

e Start Well - To improve outcomes and reduce

A inequalities in health, social, emotional, and physical

[ ] development of children in the early years (0-5) via

an I]I school readiness
g O

e Stay Well - To improve prevention and early intervention
of the 3 main clinical causes of ill health and early death
in the JUCD population - circulatory disease, respiratory
disease and cancer

e Age/ Die Well - To enable older people to live healthy,
independent lives at their normal place of residence
for as long as possible. Integrated and strength based
services will prioritise health and wellbeing, help people
in a crisis to remain at home where possible, and
maximize a return to independence following escalations

Health Inequalities

'Health inequalities are unfair and avoidable differences in health across the population, and between different groups
within society. Health inequalities arise because of the
conditions in which we are born, grow, live, work and
age. These conditions, or determinants, influence our
opportunities for good health, and how we think, feel

Protected
characteristics

Age, disability, gender

Socio-economic
deprived population

Includes impact of wider

reassignment, marriage det ts f | . .

and civi parnership,