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Norfolk and Waveney

Integrated Care Board

Meeting of the Board of NHS Norfolk and Waveney Integrated Care Board (ICB)
Tuesday, 26 March 2024, 1.30pm — 2.30pm
(In Public)
Hethel Engineering Centre, Chapman Way, Norwich, Norfolk NR14 8FB

Our mission: To help the people of Norfolk and Waveney live longer, healthier and happier
lives.

Our goals:

1. To make sure that people can live as healthy a life as possible.
2. To make sure that you only have to tell your story once.
3. To make Norfolk and Waveney the best place to work in health and care.

Chair: Rt Hon. Patricia Hewitt

Item

1.

Time | Agenda ltem Lead

1.30 Welcome and introductions - Apologies for absence Chair

2.

Minutes from previous meeting and matters arising Chair
To approve the part 1 public minutes of the previous Board meeting.

Declarations of interest Chair
To declare any interests that board members may have specific to
agenda items that could influence the decisions they make.
Declarations made by members of the ICB Board are listed in the
ICB’s Register of Interests. The Register is available via the ICB’s
website.

Chair’s Action Log Chair
To receive an update from the Chair on actions taken since the last
meeting. There are no Chairs Action to report at this meeting.

Action log — things we have said we will do Chair
To make sure the ICB completes all the actions it agrees are
needed. There are no outstanding actions from the last meeting
held in public.

°4.1.35 Chair and Chief Executive’s Report Chair and
5% To note an update from the Chair and the Chief Executive of the ICB | Tracey Bleakley
Qo about the work the ICB has done since the last meeting.
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Item

Time

1.45

2.00

Agenda Item

Learning from people, staff, and communities

Primary care support for people living with diabetes - We will hear
the lived experience of a patient in Norfolk and Waveney who has
had support from their local primary care team to live well in the
community with diabetes. We will also hear from local NHS staff
who lead diabetes care and provide diabetes care services in
NWICS

Items for Sharing and Board Consideration

Delegated Specialised Commissioning Update

To seek Board approval for the delegation of 59 specialised services
and authorise sign off the Delegation Agreement between the ICB
and NHS England. To also approve the Collaboration Agreement
between the ICBs in the East of England and NHS England

Tricia D’Orsi

Andrew Palmer

Joint Forward Plan Refresh for Approval
To present the refreshed 5-year Joint Forward Plan for 2024/25 to
2028/29 for approval by the ICB Board.

Finance and Corporate Affairs

Andrew Palmer

10. Financial Report for Month 10 Steven Course
To receive a summary of the financial position as at month 10
11. Fit and Proper Persons Test Report Chair
To update and provide assurance to the board, in respect of the Karen Barker
ICB’s compliance with the Fit and Proper Persons Test (FFPT).
12. Governance Handbook Karen Barker
To share details of amendments to two committee terms of reference
for Board approval.
e Specialised Commissioning
e PCCCToR
13.] 3.05 Board Assurance Framework Karen Barker

A review of the risks (things that might go wrong and how we can
alleviate them) within the Integrated Care system.

Committees Updates and Questions from the Public

14.] 3.10 Report from the Quality and Safety Committee Aliona Derrett
15. Report from the Finance Committee Hein Van Den
Wildenberg
16. Report from the Primary Care Commissioning Committee Debbie Bartlett
fc?ﬁo%} Report from the Performance Committee Dr Hilary Byrne
Q\—;/?/@/‘
18. V)VJ; Report from Patients and Communities Aliona Derrett
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Item Time | Agenda Iltem Lead

19. Report from the Audit and Risk Committee David Holt
20. Report from the Remuneration, People and Culture Committee Cathy Armor
21. Report from the Conflicts of Interest Committee Verbal update as David Holt

the meeting date of 19 March will not allow time for preparation of a
full written report.

22. Questions from the Public. Where questions in advance relate to Chair
items on the agenda.
Any other business Chair

Date, time and venue of next meeting: Virtual meeting via Microsoft teams, 1.30pm - 3.30pm,
Wednesday 22 May 2024

Any queries or items for the next agenda please contact:
nwccg.corporateaffairs@nhs.net

Some explanations of terms used in this Agenda.

Please see further terms defined on our website www.improvinglivesnw.org.uk

Integrated Care System (ICS) - new partnerships between the organisations that meet
health and care needs across an area, to coordinate services and to plan in a way that
improves population health and reduces inequalities between different groups.

Integrated Care Board (ICB) - an organisation with responsibility for NHS functions and
budgets. Membership of the board includes ‘partner’ members drawn from local authorities,
NHS trusts/foundation trusts and primary care.

Clinical Commissioning Group (CCG) — NHS bodies that will be replaced by ICBs on 1st
July 2022.

Integrated Care Partnership (ICP) - a statutory committee bringing together all system
partners to produce a health and care strategy. Representatives include voluntary, community
and social enterprise (VCSE) organisations and health and care organisations, and
representatives from the ICB board.

Health and Wellbeing Partnerships (HWP) - are local place-based partnerships work on
addressing the wider determinants of health, reducing health inequalities and aligning NHS
aad local government services and commissioning.

0 b
leéﬁea(perlence knowledge gained by people as they live their lives, through direct
mvolve?}}ent with everyday events. It is also the impact that social issues can have on people,

such as e%perlences of being ill, accessing care, living with debt etc.
Q
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NHS Norfolk and Waveney Integrated Care Board
DRAFT Minutes of the meeting on Tuesday, 23 January 2024

PART 1 — Meeting in public

Board members present:

Rt Hon. Patricia Hewitt (PH), Chair, NHS Norfolk and Waveney ICB

Tracey Bleakley (TB), Chief Executive, NHS Norfolk and Waveney ICB

Steven Course (SC), Executive Director of Finance, NHS Norfolk and Waveney ICB
Patricia D’Orsi (PD’O), Executive Director of Nursing, NHS Norfolk and Waveney ICB
Dr Frankie Swords (FS), Executive Medical Director, NHS Norfolk and Waveney ICB
Hein Van Den Wildenberg (HvdW), Non-Executive Member, NHS Norfolk and Waveney
ICB

David Holt (DH), Non-Executive Member, NHS Norfolk and Waveney ICB

Cathy Armor (CA), Non-Executive Member, NHS Norfolk and Waveney ICB

Aliona Derrett (AD), Non-Executive Member, NHS Norfolk and Waveney ICB

Clir Bill Borrett (BB), Chair, Norfolk Health and Wellbeing Board, and Chair, Norfolk and
Waveney ICP

Dr Hilary Byrne (HB), Partner Member — NHS Primary Medical Services

Jonathan Barber (JBa), Partner Member — NHS Trusts (Acutes)

Stuart Keeble (SK), Local Authority Partner Member

Debbie Bartlett (DB), Local Authority Partner Member

Participants and observers in attendance:

Andrew Palmer (AP), Executive Director of Performance, Transformation and Strategy,
and Deputy Chief Executive, NHS Norfolk and Waveney ICB

Karen Barker (KB), Executive Director of Corporate Affairs and ICS Development, NHS
Norfolk and Waveney ICB

Jocelyn Pike (JP), Acting Executive Director of Mental Health Transformation, NHS
Norfolk and Waveney ICB

lan Riley (IR), Executive Director of Digital and Data, NHS Norfolk and Waveney ICB
Andrew Jones (AnJ), Interim Deputy Director of People, NHS Norfolk and Waveney ICB
Stuart Lines (SL), Director of Public Health, Norfolk County Council

Alex Stewart (AS), Chief Executive, Healthwatch Norfolk

Andy Yacoub (AY), Chief Executive, Healthwatch Suffolk

Attending to support the meeting:

Q

<

o 4tem 11)

Lorna Bright (LB), Assistant Director of Integrated Operations, Mental Health and
Learning Disabilities, Adult Social Services, Norfolk County Council (for item 8)
Amanda Johnson (AmJ), Business Lead (Working Age Adults), Adult Social Services,
Norfolk County Council (for item 8)

~%, Andrew Jones (AnJ), Interim Deputy Director of People, NHS Norfolk and Waveney (for

o /v@}nfis Williams (CW), Senior Support Manager, NHS Norfolk and Waveney ICB (Minutes)
4

5
<o.
o

ICB Board Meeting 23/01/2024
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Welcome and introductions - apologies for absence

The Chair welcomed everyone to the meeting.

Apologies were received from the following Board members:
e Caroline Donovan (CD), Partner Member — NHS Trusts
¢ Emma Ratzer (ER), Voluntary, Community and Social Enterprise
Sector Board Member

Minutes from previous meeting and matters arising

Agreed:

The draft minutes from the meeting held on 28 November 2023 were
approved as an accurate record of the meeting, with two amendments:
firstly to page five, to change ‘community care’ to ‘secondary care’ under
bullet point five of the Primary Care Recovery Plan item, and secondly to
remove AP from the list of participants in attendance.

Declarations of interest

The Chair noted that declarations of interest were kept up-to-date and were
available on the ICS’s website.

Chair’s action log

KB explained that there was one action regarding procurement for the Child
and Families Therapeutic Service, as set-out in the papers for the meeting.

Action log

The report was noted.

Chair and Chief Executive’s Report

The Chair highlighted the significant progress the system had made with
reducing ambulance handover delays and improving ambulance response
times. She explained it was not perfect and there was more to do, adding
that the reason for the progress was the way we had built the partnership
and that everyone was sharing ownership of the problem, which was
important for the wider transformation the system wants to achieve.

TB thanked colleagues from across the system for their work on reducing
ambulance handover delays and improving ambulance response times, as
well as how the system had managed the industrial action. She also
explained there had been an extraordinary meeting of the Board to sign-off
the Electronic Patient Record Full Business Case.

TB noted that we had received three questions from members of the public
about Benjamin Court and explained that all the answers would be put on
website and sent to the people who had asked the questions.

Questions and comments from Board members:

e BB congratulated everyone involved in the work to improve
5 ambulance handovers and response times, noting that it
2> demonstrated we can make real change as a system.

%
o

The réport was noted.

IC

B Board Meeting 23/01/2024
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Learning from people, staff, and communities

Learning disability health checks

PD’O introduced the item and a short video was played about health
checks, which included the experiences of people with learning disabilities
who had received a health check.

PD’O asked all Board members to act as a champion for health checks.
She noted the importance of people knowing what was happening / going
to happen with their care, of good communications and making reasonable
adjustments. She asked that all Board members undertake the Oliver
McGowan training.

Questions and comments from Board members:
e The Chair committed to undertaking the Oliver McGowan training.

e DH asked how many people weren’t having health checks.

o CA asked about take-up rates for other checks, such as cervical
screening and mammograms, and whether a similar approach was
taken.

¢ BB noted that this was an issue the Primary Care Commissioning
Committee had looked at over a number of years and that there had
been a huge improvement in take-up, adding that health checks
were a great example of prevention.

e HB noted it was encouraging and helpful to hear the feedback on the
video. She added that there had been some challenges with the data
and that this continued to be worked on.

¢ SK commented that often the reasonable adjustments made for
particular groups of people are done to achieve the same things we
would want for other people too, such as better communication. He
highlighted that it was important to consider not just how many
checks were had, but also how good the health checks were.

¢ PD’O explained that there were 7,000 people on LD register, that we
want 100% to have a health check, but the target was 75%. She
added that this was very nearly achieved last year and that extra
resource had been identified this year to help. She explained that in
the checks they cover off areas such as breast examination, cervical
screening and CVD screening, which then correlate with the other
checks offered in primary care.

The report was noted.

Items for Sharing and Board Consideration

8. Learning Disability Plan
PD’O, AmJ and LB introduced the item by highlighting key points from the
o, report. PD’O noted it was a great example of collaborative work, and LB
QO/OS@J, asked that as well as signing-off the plan, that the Board go on to champion

<O/ﬁ>¢;oo.

o7

4
Q&é@tions and comments from Board members:
<

ICB Board Meeting 23/01/2024
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e AP welcomed the way the system had worked with people with LD.
He noted that the system was refreshing the Joint Forward Plan and
that he wanted to make sure this work was linked with and reflected
in the refreshed plan.

e The Chair highlighted that it was a great example of partnership
working and that all Board members would commit to championing
it.

Agreed:
The ICB Board approved the Learning Disabilities Plan for 2023-28, as part
of the agreed sign-off process set-out in the paper.

9. Mortality Review

PD’O introduced the item by highlighting key points from the report,
explaining that it was an update on the work and actions that had been
taken since the publication of the Grant Thornton and Forever Gone
reports.

It was noted that the same paper would be presented to the boards of NHS
Suffolk and North East Essex ICB and the Norfolk and Suffolk NHS
Foundation Trust (NSFT), that it had been to the Norfolk Health Overview
and Scrutiny Committee and it would be going to the Suffolk scrutiny
committee as well.

Questions and comments from Board members:
e AD asked if NSFT were part of the learning from deaths forum. PD’O
confirmed that they were.

e FS noted that wider work was being done to improve care and to
learn from when people die. She explained that all trusts have a
learning from deaths forum, and that the system forum enables us to
learn together, adding that the January deep dive had been on
NSFT deaths.

e BB welcomed the update, noting that transparency is important. He
added that he was glad the report would be going to both the Norfolk
and Suffolk Health Overview and Scrutiny Committees.

Agreed:

The ICB Board reviewed the report and noted the papers shared with both
Norfolk and Suffolk Health Overview and Scrutiny Communities, which
outlined the future governance arrangements and commitment to co-
production.

10. ICS Quality Strategy Implementation Plan and Matrix
PD’O introduced the item by highlighting key points from the report.

,,g@)uestions and comments from Board members:
2>~ e FS highlighted the development of the plan and matrix as a fantastic

.. piece of work as it would enable us to measure if the Quality
0.
2,

ICB Board Meeting 23/01/2024
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Strategy was having an impact. She added that the dashboard
would be crucial for the system.

e AD commented that it had been hard work to get to this point and
thanked everyone involved.

e SK asked if we have an ambition as a system to cut the data in data
lake by different protected characteristics, as doing more would
really help to tell the story. PD’O explained that there were still
conversations to be had about this, but that she was passionate
about using population health management.

e JB asked if we need to make a more specific ask of providers to
embed this in their quality strategies. PD’O explained this would be
in the paper that goes to each of the providers.

¢ DB noted it was great to see the commitment to getting the right
social care metrics included, as this would help us to avoid
unitended consequences.

Agreed:
The ICB Board:

e approved the ICS Quality Strategy Implementation Plan.

e approved the recommendation for the plan to be taken through
provider boards and other quality and clinical leadership forums to
ensure that a system approach is taken to delivering on the strategy
objectives.

e approved the recommendation for the plan to be tabled at the
Integrated Care Partnership meeting to support a joined up
partnership approach to deliver on the strategy objectives.

11.

Equality and Diversity Standard (EDS2) and WRES update

12,

AnJ introduced the item by highlighting key points from the report.

Questions and comments from Board members:
e DH asked if the report just covered the ICB or if it covered NHS
partners too. And explained it just covered the ICB, each NHS
partner has their own duty to do their own report.

e DH asked how we perform as a system. AnJ noted this was
something he would take away and report back to the Board on.

Action: EO to provide the Board with information about system
benchmarking against the EDS2 and WRES.

The report was noted.

Financial Report for Month 9

Finance and Corporate Affairs

Q
1 \q@

—,§C introduced the item, noting that the report covered month 8 and not
“month 9. He explained that the forecast outurn position for the ICB for the
yéaJr remained a break-even position in line with our plan.

0.

<5

IC
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He added that the organisation was likely to go beyond its cash drawdown
allowance, so colleagues were working with NHS England to try and find a
solution. He noted that this was a common issue amongst ICBs in the
financial climate and that the issue would be escalated if a resolution could
not be found by the end of January.

SC explained that the forecast outurn position for the Integrated Care
System was also break-even as planned, but that the system had a year-to-
date deficit position of £16.1m at month eight, which was adverse to our
plan by £5.6m. He added that this was before the industrial action in
January. He clarified that by Integrated Care System this referred to the
combined position of the five NHS trusts in Norfolk and Waveney and the
ICB.

Questions and comments from Board members:

e HvdW highlighted that the underlying deficit was a concern. He
noted the underspend in dental contracts and that there was unmet
need for dental care. He asked for assurance that the ICB was
making maximum use of flexible commissioning as allowed by the
dental contract.

e SC explained that the ICB had been investing in dental services
where it could, for example in the Urgent Treatment Service, but that
the limited supply of dentists made investment difficult.

e BB commented that the state of dentistry inherited by the system
was dreadful and reinforced that it had been difficult to invest, but
that the ICB was committed to improving dentistry.

e The Chair confirmed that the ICB was working hard to get dentists to
do more NHS work.

The report was noted.

13. Governance Handbook
KB introduced the item by highlighting key points from the report.

Agreed:

The ICB Board approved the proposed changes to the Governance
Handbook to enable the establishment of the Commissioning and
Performance Committee.

14. Board Assurance Framework
KB introduced the item by highlighting key points from the report.

Questions and comments from Board members:
¢ DH commented that he thought the Board should look again at some

2 stage at the level of risk in the system and the Board’s ambitions and
2% tolerance for risk.
\9/?'6/@/
0970;«
Z
\)“
0.
2
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The Board received and reviewed the risks presented on the Board
Assurance Framework.
Committees update and questions from the public

15. Report from the Quality and Safety Committee
AD noted that the committee had discussed adult eating disorder provision,
dementia pathways and the Neurological Rehabilitation Service.
The report was noted.

16. Report from the Finance Committee
HvdW reiterated the concern about the system’s underlying deficit.
The report was noted.

17. Report from the Primary Care Commissioning Committee
DB noted the committee’s operational delivery groups were enabling the
committee to have more strategic conversations. She added that at the last
meeting they had discussed optical services and also Pharmacy First, as
well as the resilience of dental services and general practice.
The report was noted.

18. Report from the Performance Committee
HB highlighted the very significant improvement in ambulance handovers.
The report was noted.

19. Report from the Patients and Communities Committee
AD noted that the committee had discussed community mental health
transformation and an update from the Ageing Well Programme Board, as
well as the monitoring of mortality rates and the extension of the medical
examiner system.
The report was noted.

20. Report from the Audit and Risk Committee
DH noted that the committee had discussed the ICB organisational review
and restructure, Specialised Commissioning, an update on whistleblowing
and freedom to speak-up and the front half of the annual report and
accounts.
The report was noted.

21 Report from the Remuneration, People and Culture Committee
CA noted that the committee had discussed the ICB organisational review

% | and restructure, as well as the ongoing industrial action.
%
SEG%
‘¢The report was noted.
1
22. Repart from the Conflicts of Interest Committee

ICB Board Meeting 23/01/2024
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DH noted that progress was being made with mandatory training.

The report was noted.

23. Questions from the public
The Chair noted that the responses to the three questions about Benjamin
Court would be put on the website.

24. Any other business

No other business was raised.

Date, time and venue of next meeting:
Tuesday, 26 March 2024, 1.30pm-3.30pm, Hethel Engineering Centre, Chapman Way,
Wymondham Road, Hethel, Norwich NR14 8FB

Any queries or items for the next agenda please contact:
nwccg.corporateaffairs@nhs.net

Minutes agreed as accurate record of meeting:

SIgNed: ... Date: oo,
Chair

ICB Board Meeting 23/01/2024
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NHS Norfolk and Waveney Integrated Care Board (ICB)
Register of Interests

Declared interests of the Board

Type of Interest Date of Interest

Is the interest
direct or Nature of Interest Action taken to mitigate risk
indirect?

Declared Interest- (Name of
the organisation and nature
of business)

Financial Interests
Non-Financial
Professional Interests
Non-Financial Personal
Interests

Patricia Hewitt Chair, Norfolk and Waveney FTI Consulting Direct Senior adviser, FTI Consulting Present Since January 2022 | have not done any work relating to
ICB Newnham College Direct Honorary associate, Newnham College 2018 Present No conflicts have arisen or foreseen
Cambridge X Cambridge
Oxford India Centre for Direct Chair, Advisory Board, Oxford India Centre for 2018 Present No conflicts have arisen or foreseen
Sustainable Development X Sustainable Development
ORA Singers X Direct Chair, Board of Trustees, ORA Singers 2020 Present No conflicts have arisen or foreseen
Age UK Norfolk X |Direct Volunteer, Age UK Norfolk 2020 Present Will declare in any relevant conversation
Future Public Services Direct Member, advisory board, Future Public Services |[Sep-23 Present No conflicts have arisen or foreseen
Taskforce X Taskforce, Demos
Catherine Armor  [Non-Executive Member, Educational Association X |Direct Trustee, Workers’ Educational Association Dec-23 Present Low risk. In the unlikely event that a risk arises | will
Norfolk and Waveney ICB Norwich University of the Arts Direct Deputy Chair of Council, Norwich University of the [2019 Present discuss and agree any appropriate steps which need to be
X Arts taken with the ICB Chair
Evolution Academy Trust X Direct Trustee, Evolution Academy Trust 2022 Present
Cambridge University Press Direct Trustee, Cambridge University Press Pension 2018 Present
Pension Schemes X Schemes
East of England Ambulance Indirect Daughter-in-law is Technician for East of England Present
Service NHS Trust Ambulance Service NHS Trust
Brundall Medical Practice Direct Patient at a Norfolk and Waveney GP Practice Ongoing To be raised at all relevant meetings where
X discussions/decisions relate to the conflict declared
Jon Barber Partner Member - Acute, Broadland St Benedicts Direct Non-executive Director of Broadland St Benedicts |2020 Present Although risks are minimal this will always be declared as
Norfolk and Waveney ICB X — the property development subsidiary of with Trust Board declaration of interests
Broadland housing Group
James Paget University X Direct Deputy CEO of James Paget University Hospitals |2022 Present In the interests of collaboration and system working, risks
Hospitals NHS FT will be considered by the ICB Chair, supported by the
Great Yarmouth & Waveney Direct GY&W Place Chair Ongoing Conflicts Lead and managed in the public interest.
X
V,O@L Acle GP Partnership Direct Patient at a Norfolk and Waveney GP Practice Ongoing Withdrawal from any discussions and decision making in
%o X which the Practice might have an interest
Debbie Bartletv”  |Partner Member - Local Norfolk County Council Direct Interim Executive Director Adult Social Services, Ongoing In the interests of collaboration and system working, risks
07\, Authority (Norfolk), Norfolk and Norfolk County Council will be considered by the ICB Chair, supported by the
‘Waveney ICB X Conflicts Lead and managed in the public interest.
Diss Parish Fields Direct Patient at a Norfolk and Waveney GP Practice Ongoing Withdrawal from any discussions and decision making in
X which the Practice might have an interest
1
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Professional Interests

NHS Norfolk and Waveney Integrated Care Board (ICB)
Register of Interests

Declared interests of the Board

Type of Interest

Non-Financial Personal

Interests

Is the interest
direct or
indirect?

Nature of Interest

Date of Interest

Action taken to mitigate risk

2/4

Tracey Bleakley Chief Executive Officer, Norfolk |Drayton & St Faiths Medical Direct Patient at a Norfolk and Waveney GP Practice Ongoing Withdrawal from any discussions and decision making in
and Waveney ICB Practice X which the Practice might have an interest
Bill Borrett Norfolk Health & Wellbeing North EImham Surgery X Direct Registered patient at a Norfolk and Waveney GP Ongoing Withdrawal from any discussions and decision making in
Board Chair Practice which the Practice might have an interest
Norfolk County Council X Direct Elected Member of Norfolk County Council, Ongoing Low risk. In attendance as a representative of the Local
Elmham and Mattishall Division Authority. Chair will have overall responsibility for deciding
Norfolk County Council Direct Cabinet Member for Adult Social Care and Public Ongoing whether | be excluded from any particular decision or
X Health discussion.
Norfolk County Council X Direct Chair of Norfolk Health and Wellbeing Board Ongoing
Breckland District Council X Direct Elected Member of Breckland District Council, Ongoing
Upper Wensum Ward
Norfolk County Council X Direct Chair of Governance and Audit Committee Ongoing
Manor Farm X Direct Farmer within Dereham patch Ongoing Low risk. If there is an issue it will be raised at the time.
Dr Hilary Byrne Partner Member - Primary Attleborough Surgeries Direct GP and partner Attleborough Surgeries 2001 Present To be raised at all meetings to discuss prescribing or
Medical Services similar subject. Risk to be discussed on an individual basis.
X Individual to be prepared to leave the meeting if necessary.
MPT Healthcare X Direct Director MPT Healthcare 2020 Present In the interests of collaboration and system working, risks
SNHIP PCN Direct Clinical Director SNHIP PCN 2023 Present will be considered by the ICB Chair, supported by the
Norfolk Community Health Indirect Husband is an employee of NCHC 2021 Present  |Conflicts Lead and managed in the public interest.
Care
Steven Course Executive Director of Finance, |March Physiotherapy Clinic Indirect Wife is a Physiotherapist for March Physiotherapy (2015 Present Removal from any decision making that may involve the
Norfolk and Waveney ICB Limited Clinic Limited supplier
Aliona Derrett Non-Executive Member, Norfolk and Norwich Indirect My son-in-law, Richard Wharton, is a consultant |2004 Present In the interests of collaboration and system working, risks
Norfolk and Waveney ICB University Hospital NHS FT surgeon at NNUHFT will be considered by the ICB Chair, supported by the
Hear Norfolk Direct | am the Chief Executive Officer of Hear for 2010 Present Conflicts Lead and managed in the public interest.
X Norfolk (Norfolk Deaf Association). The charity
o holds contracts with the N&W ICB
V)O/Z‘@J/ Derrett Consultancy Ltd Direct | am the Director of Derrett Consultancy Ltd 2018 Present Low risk. In the unlikely event that a risk arises | will
”’/g&/ X discuss and agree any appropriate steps which need to be
V’vcj taken with the ICB Chair
3.
%
O’JV, Norfolk and Waveney MIND Indirect My husband, Robin Derrett, is the HR Director at |2021 Present In the interests of collaboration and system working, risks
Norfolk & Waveney MIND. MIND holds contracts will be considered by the ICB Chair, supported by the
with the N&W ICB Conflicts Lead and managed in the public interest.
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Declared Interest- (Name of
the organisation and nature
of business)

Financial Interests

Non-Financial
Professional Interests

NHS Norfolk and Waveney Integrated Care Board (ICB)

Register of Interests

Declared interests of the Board

Type of Interest

Non-Financial Personal
Interests

Is the interest
direct or
indirect?

Nature of Interest

Date of Interest

Action taken to mitigate risk

MoldovaDAR Ltd Direct | am Director of MoldovaDAR Ltd 2019 Present Low risk. In the unlikely event that a risk arises | will
X discuss and agree any appropriate steps which need to be
taken with the ICB Chair
St Stephen’s Gate Medical Direct Patient at a Norfolk and Waveney GP Practice Ongoing To be raised at all relevant meetings where
Practice X discussions/decisions relate to the conflict declared
Caroline Donovan [Partner Member - Mental Norfolk and Suffolk NHS Direct Chief Executive Officer, Norfolk and Suffolk NHS 2023 Present In the interests of collaboration and system working, risks
Health and Community Foundation Trust X Foundation Trust will be considered by the ICB Chair, supported by the
Conflicts Lead and managed in the public interest.
CMD - Health Direct Director CMD - Health 2023 2023 Previous role in consultancy with no activity from October
X 2023
Patricia D'Orsi Executive Director of Nursing, |Royal College of Nursing Direct Member of Royal College of Nursing Ongoing Inform Chair and will not take part in any discussions or
Norfolk and Waveney ICB X decisions relating to RCN
David Holt Non-Executive Member, Solebay Health Centre Direct Patient at a Norfolk and Waveney GP Practice Ongoing Withdrawal from any discussions and decision making in
Norfolk and Waveney ICB X which the Practice might have an interest
Ministry of Defence Direct Non Executive Director, Audit and Risk Assurance|2022 Present In the unlikely event that a decision having an impact on
X Committee, Ministry of Defence either of the declared parties arises, a decision will be
— ' — : — ' made with the relevant chair to assess the risks.
Newberry Clinic Indirect Wife is Cons_u!tant Community Paediatrician, Ongoing Appropriate action will be taken accordingly.
Newberry Clinic (Great Yarmouth)
Stuart Keeble Director of Public Health and  |Nothing to Declare N/A N/A
Communities for Suffolk and
member elect of Norfolk and
Waveney ICB
Andrew Palmer Deputy Chief Executive Officer, |James Paget University Indirect My wife works at the JPUH, in a non-decision Ongoing Any decision relating specifically to the JPUH should ideally
Norfolk and Waveney ICB Hospitals making role be made by the ICB’s CEQ. However, in their absence the
decision will be taken in the best interests of the system
with the necessary due-diligence taking place prior to final
decision being made
.JO@,
Emma ’cﬂ?\&[& Partner Member - VCSE Access Community Trust Direct | am the Chief Executive Officer of Access 2009 Present Will not have an active role in any decision or discussion
/v’oj@. Community Trust, an organisation which holds relating to activity, delivery of services or future provision of
¥ 75 X contracts with NWICB services in regards Community Access Trust
i
VCSE Assembly Direct | am CEO of a voluntary sector organisation 2021 Present In the interests of collaboration and system working, risks
operating in NWCCG and Independent Chair of will be considered by the ICB Chair, supported by the
X NWVCSE Assembly Conflicts Lead and managed in the public interest.
3
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Financial Interests
Non-Financial
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Non-Financial Personal
Interests

High Street Surgery, Direct Patient at a Norfolk and Waveney GP Practice Ongoing Withdrawal from any discussions and decision making in
Lowestoft which the Practice might have an interest
X
Dr Frankie Swords |Executive Medical Director, Norfolk and Norwich Direct Honorary Consultant Physician and 2008 Present In the interests of collaboration and system working, risks
Norfolk and Waveney ICB University Hospitals Endocrinologist at Norfolk and Norwich University will be considered by the ICB Chair, supported by the
X Hospitals NHS FT (1 day a week) Conflicts Lead and managed in the public interest
Multiple patient charities Direct Ad hoc Clinical Advisor for multiple patient 2008 Present In the interests of collaboration and system working, risks
charities will be considered by the ICB Chair, supported by the
X - Addison Self Help Group Conflicts Lead and managed in the public interest
- Pituitary Patient Support Group
- Turner syndrome Society
British Medical Association Direct Member of the British Medical Association 1999 Present Inform Chair and will not take part in any discussions or
X decisions relating to BMA
Emerging Futures and St Indirect Husband is a mental health counsellor and Sep-22 Present Will not have an active role in any decision or discussion
Martin’s Housing Trust undertakes work independently and with the relating to activity, delivery of services or future provision of
private provider Better Help, and VCSE providers: counselling services by Emerging Futures, St Martin’s
Emerging Futures and St Martin’s Housing Trust Housing Trust or Better Help
Long Stratton Medical Direct Patient at a Norfolk and Waveney GP Practice Ongoing To be raised at all relevant meetings where
Partnership X discussions/decisions relate to the conflict declared
Hein van den Non-Executive Member, College of West Anglia Direct Governor at College of West Anglia 2021 Present Low risk. In the unlikely event that a risk arises | will
Wildenberg Norfolk and Waveney ICB (Note: the College hosts the School of Nursing, in discuss and agree any appropriate steps which need to be
X partnership with QEHKL and borough council) taken with the ICB Chair
Lakenham Surgery Direct Patient at a Norfolk and Waveney GP Practice Ongoing To be raised at all relevant meetings where
X discussions/decisions relate to the conflict declared
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NORFOLK & WAVENEY ICB Action Log Part 1 - Tuesday 26 March 2024

Following the EDI board deep dive we will incorporate this
EO to provide the Board with information about system benchmarking against the action in to a broader action to progress an ICS EDI plan
EDS2 and WRES. and delivery of the NHSE High Impact Actions. This will
23-jan-24 jul-24 | come back in Quarter 2.

Information about system benchmarking against the EDS2 and WRES.
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Agenda item: 06

Norfolk and Waveney

Integrated Care Board

Subject:

Chair and Chief Executive’s report

Presented by:

Rt Hon. Patricia Hewitt, Chair, NHS Norfolk and Waveney
ICB

Tracey Bleakley, Chief Executive, NHS Norfolk and Waveney
ICB

Prepared by:

Rt Hon. Patricia Hewitt, Chair, NHS Norfolk and Waveney
ICB

Tracey Bleakley, Chief Executive, NHS Norfolk and Waveney
ICB

Submitted to:

ICB Board

Date:

26 March 2024

Purpose of paper:

To update members of the Board on the work of the ICB.

Executive Summary:

support

moow

The report covers the following:

A. Norfolk and Waveney Integrated Care System progresses out of national

Norfolk and Waveney to become an innovation site
ICB organisational review and restructure
Volunteering in health and care

Meetings and visits
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Report

A. Norfolk and Waveney Integrated Care System progresses out of national
support

Board members will have seen the announcement that NHS England has confirmed
the Norfolk and Waveney Integrated Care System is no longer in NHS oversight
framework segment 4 and has been removed from the Recovery Support
Programme (RSP), formerly known as “special measures”. This is excellent news
and testament to our work as a system, the hard work of staff and the leadership that
each and every member of the Board has shown.

The announcement highlights some of the key improvements we’ve made. It is a list
that’s worth repeating and demonstrates that together we can make real and
sustained improvement:
e Key quality improvements and progress at two of the system’s providers. The
Queen Elizabeth Hospital King’s Lynn NHS Trust exited special measures in
April 2022 and last February the Norfolk and Suffolk NHS Foundation Trust
moved from a CQC rating of Inadequate to Requires Improvement.
e Sustained improvement in performance in urgent and emergency care
services, including the establishment of virtual wards at all three acute trusts.
e Improvements in discharge planning and patient flow, helping to reduce the
length of time people stay in hospital, decreasing their need to be readmitted
and improving their overall experience.
¢ Significant and sustained improvement in ambulance response times and
handovers, enabling ambulances to quickly get back on the road so they can
get to the next person who needs help.
e A system wide reduction in the longest waits for people who require a mental
health bed, with further ongoing improvements planned.
e Greater efficiencies and progress against financial plans through closer
collaborative working with partners.

We are absolutely delighted that the hard work and dedication of our 27,000 NHS
staff working in Norfolk and Waveney has been recognised, and that together we
have made the improvements needed to exit the Recovery Support Programme.

This is just the first step towards our ambition of improving individual services for
local people and making the whole health and care system work better together to
help people live longer, healthier and happier lives. There’s much to do over the
coming months and years, but we would like to say a huge thank you to everyone
who is working so hard in health, care and public services across Norfolk and
Waveney.

The change also reflects the strong partnership that we have been developing within
the NHS and with many other partners including colleagues in local government;

v’o/‘;b@\}/oluntary, community and social enterprise organisations; and residential and
“demiciliary social care.
0970;-
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We hope that this achievement will give everyone confidence that, by working
together, we can continue to improve and ensure that all our residents get the high
quality, integrated care they deserve.

B. Norfolk and Waveney to become an innovation site

We are really excited that Norfolk and Waveney is to become one of the Clinical
Entrepreneur Programme Innovation Sites. Supported by NHS England, the
programme focuses on testing new and innovative ways of delivering patient care,
evaluating these in real-world settings, and preparing healthcare organisations to be
more readily able to adopt, scale, spread and sustain innovations. The ICB will join
the ten original participants from last year, along with seven other organisations that
are joining the programme this year.

A range of pioneering solutions were trialled in the first year, including using artificial
intelligence to predict non-attendance in outpatient clinics, developing a virtual reality
platform providing information and support to children and their families before,
during and after procedures, and testing a community-based lifestyle programme for
diabetic patients to reduce medications.

This year, the participating organisations will collaborate to address their key needs
such as reducing the waiting time for patients, creating more capacity in the system,
and supporting the NHS workforce.

More information about this can be read here: https://improvinglivesnw.org.uk/nhs-
norfolk-and-waveney-integrated-care-board-on-behalf-of-the-integrated-care-system-
becomes-an-nhse-supported-innovation-site-insite/

C. ICB organisational review and restructure

On 15 February we shared the final structure with our staff. We have worked closely
with our trade unions, staff and partners to get to this point. The process has taken
longer than we initially planned. We deliberately lengthened the timeline to undertake
a public engagement exercise about the Prescription Ordering Direct service and to
run the voluntary redundancy scheme to enable us to see how we could mitigate
compulsory redundancies within the organisation.

We are now going through the process of ringfencing, slotting and filling of posts. It
continues to be a difficult time for ICB staff and we are grateful for the understanding
being shown by partners.

The new structure will enable the ICB to better support system working and
collaboration, to meet our statutory duties and to deliver against our new operating
model shown below. The structure takes account of the organisation’s new functions
and role as a convener of the system, as well as what we have collectively learnt

<%, since the organisation was formed in July 2022.

208

5%
/96’

@ .
097/07
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| Why we are here ” Our mission is to help the people of Norfolk and Waveney to lead longer, healthier and happier lives. |

0|._|r 5_-]{519“1’5 1. Driving integration 2. Prioritising 3. Addressing 4. Enabling resilient
priorities prevention inequalities communities
| What we do to add value: the role of the ICB is to convene and lead the NHS in Norfolk and Waveney to: |
Plan and arrange health || Support integrated Develop and sustain Help create system- Work with partners to
services for our neighbourhood teams, system-wide standards level priorities, strategy secure the best
population. place boards and for quality, access and and plans through the outcomes and services
provider collaboratives. patient experience. Integrated Care with the budget
Partnership. available.
The ICB’s
ambitions 1. Transforming mental 2. Improving urgent and 3. Elective recovery and 4. Primary care resilience
health services emergency care improvement and transformation
6. Population health 7. Improving services for
5. Improving productivity management, reducing babies, children and 8. Transforming care in
and efficiency inequalities and young people and later life
supporting prevention maternity services
How we work We'll lead with compassion, ambition and commitment, we will be united and take ownership and accountability

for our outcomes, while empowering our teams to deliver and giving them permission fo act with speed.

D. Volunteering in health and care

We wanted to highlight some of the great work we are doing to improve volunteering
with our providers and Helpforce, a national charity dedicated to promoting
volunteering within health and care. Here are a few examples:

e Volunteer to Career in EEAST, which has established a new pathway that
provides volunteers with paramedic training and support through interviews
into a career with EEAST. The model is being looked at nationally to roll out to
other ambulance trusts.

¢ Volunteer to Career in Primary Care, which aims to develop new
volunteering roles in general practice and dentistry. The ICB will provide
support to both employers and volunteers. Volunteers will take on roles with
additional career mentoring and conversations with practitioners. The pilot site
is established and we are currently recruiting the first volunteers. It is the only
pilot across the Helpforce portfolio that is focusing on primary care. We are
looking to develop further pathways for the Armed Forces Community and
Adult Social Care.

¢ Volunteers reducing non-attendance of diagnostic appointments. We are
implementing a service whereby volunteers undertake phone calls to prevent
non-attendance (and on the day cancellations resulting from inappropriate
preparation) for patients having an outpatient diagnostic appointment. The
NNUH and QEH are piloting it in Norfolk and Waveney, along with the George
Eliot Hospital in Mid and South Essex. Based on the reduction of people not
attending their appointment at the George Eliot for physiotherapy services,
non-attendance could be reduced by up to 5.8%. We will have more data as

the work progresses.
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E. Meetings and visits

We wanted to highlight some of the meetings we’ve attended and visits we’ve made
to interesting local organisations.

As Chair, meetings and visits have included:

e NHS England held their Board meeting in Norwich in February, which Tracey
and Nick Hulme spoke at. The Board then spent a day visiting a range of our
services. | joined Amanda Pritchard, Richard Meddings and Sarah-Jane
Marsh at NSFT, where we had a really open and constructive discussion
about the actions we are taking as a system to improve people’s mental
health and wellbeing, as well as the challenges we face and next steps.
Feedback from NHS England colleagues was that they found the visits
incredibly helpful and they were impressed by the services they saw and the
innovation they witnessed.

e Tracey and | both attended a briefing for councillors about dentistry. It was
excellent to get so many colleagues from local government together to talk
through what we are doing as a system and what more we need to do to
improve access to dentistry and people’s oral health.

e | deputised for Clir Bill Borrett, chairing this month's meetings of the Norfolk
Health and Wellbeing Board and the Norfolk and Waveney Integrated Care
Partnership. These meetings are increasingly interesting and informative,
bringing together colleagues from every part of the ICS. Not surprisingly, an
important theme this month was the financial pressure that every organisation
and partner is facing, underlining the need for us all to work together even
more closely.

e | attended the Norfolk Public Sector Leaders Board. | am particularly grateful
to Mark Burgis for presenting the update from the ICB on primary care and
other matters. | have had a number of other meetings, including with the
Norfolk and Waveney Local Medical Committee (LMC).

e | attended a really interesting roundtable run by the Institute for Government
about how the government can shift spending towards preventative services.

e The Hewitt Review Stakeholder Steering Group continues to meet, looking at
how the recommendations from my review can be taken forward. At our last
meeting we focused on payment mechanisms, a national ICP Forum and
national targets.

e | spoke at a national event for the many local partnerships involved in
Complete Care Communities, a programme initiated and led by Dr James
Kingsland that tackles health inequalities through transformational
partnerships between primary care and local communities. It was a particular
pleasure to meet those involved in the excellent Lowestoft partnership.

90% e | also spoke at the District Councils Network's national conference in St
05 5 Albans which was very well-attended by councillor and senior executive
252 colleagues from almost all the district and borough councils in Norfolk and
“s. Waveney. And | spoke at a very well-attended Good Governance institute

2
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(GGI) webinar on the Hewitt Review 1 Year On, where again it was a pleasure
to see so many Norfolk and Waveney colleagues.

As Chief Executive, a significant focus has been on ICB’s organisational review and
managing operational pressures, but other meetings and visits have included:

e There have been a range of system, regional and national meetings about
financial and operational planning for 2024/25 that | and other executive
colleagues have attended.

e | continue to attend the Oversight Group for Mental Health Services across
Norfolk and Suffolk. These meetings are an important opportunity for us to
look in detail at progress with the actions we are taking to improve services
and people’s care.

e To ensure we sustain the recent improvements with urgent and emergency
care, particularly regarding ambulance handovers, colleagues and | continue
to attend meetings with Sarah-Jane Marsh, NHS England’s National Director
of Urgent and Emergency Care and Deputy Chief Operating Officer, as part of
the “Tier 1’ support programme.

e | really enjoyed meeting with Lesley Dwyer, the new Chief Executive at the
NNUH and then with Andy Wood, the new Chair of ECCH. Both will bring a
huge amount of expertise and experience to our system, from different
sectors and different parts of the world.

e | visited the Thetford Healthy Living Centre, which is nearly ready to be used.
When completed, it will be a modern, fully accessible and digitally enabled
facility where local people can access a range of health and care services in a
central location. It will be a real asset to the community and is one of four
primary care projects being undertaken using £25.2m of capital funding we
secured for the system.

e | attended a Prescribing Prevention roundtable organised by Age UK
colleagues. The session was excellent and fits well with the priority in our
Joint Forward Plan about living well in later life.

e | attended an East of England workshop about implementing the NHS
England Operating Framework, where the regional team provided an update
on work underway across NHS England to implement the principles outlined
in the operating framework. Systems shared the reciprocal changes they are
making to their system architecture and ways of working.

e | attended a reception for Doctors in Distress, which is a charity that exists to
promote and protect the mental wellbeing of the NHS workforce and to
prevent suicide across all healthcare workers. It is a really important charity
and the event was a stark reminder of why we are making changes to how we
work and investing in the health and wellbeing of our workforce.

6/6 22/456



NHS

Norfolk and Waveney

Integrated Care Board

Agenda item: 08

Subject: Delegation of 59 Specialised Services from NHS England to the
six ICBs in the East of England

Presented by: Andrew Palmer, Executive Director of Performance,
Transformation and Strategy and Deputy CEO

Prepared by: Geoff Stokes, NHS England Governance Lead Specialised

Commissioning (local amendments by Amanda Brown, ICB Head of
Corporate Governance)
Submitted to: ICB Board

Date: 26 March 2024

Purpose of paper:

To ask the Board to approve the delegation of 59 specialised services and authorise the
signing of the Delegation Agreement between the ICB and NHS England and to approve the
Collaboration Agreement between the ICBs in the East of England and NHS England.

Executive Summary:

1 Introduction

1.1 From 1 April 2024, the responsibility for commissioning 59 specialised services will
be delegated from NHS England to the six ICBs in the East of England. The six ICBs
will collaborate to commission these services, with NHS Bedfordshire, Luton and
Milton Keynes (BLMK) ICB acting as host ICB.

1.2 In order to fulfil the requirement for delegation to take place, a Delegation Agreement
between the ICB and NHS England, and a Collaboration Agreement between the six
ICBs and NHS England need to be signed and submitted to NHS England by the 31
March 2024.

1.3 This paper seeks approval from the Board for both documents to be signed.

Background

2
900%2.1 NHS England has an ambition to integrate specialised services with integrated care
/0\,?%,& systems and since 1 April 2023 there has been a joint committee in each of the nine
0§<7/ regions to oversee those services including members from the ICBs and the NHSE
%5, regional office.

XS

1/6 23/456



2/6

2.2

23

24

2.5

26

3.2

3.3

From 1 April 2024, 59 services are due to be delegated to the ICBs in the East of
England (and also to the ICBs in the Midlands and North West). A further tranche of
services is due to be delegated on 1 April 2025, which will also include the rest of
England.

A safe delegation checklist, produced by NHS England, has been used to test the
readiness for delegation and demonstrates that there are no significant ‘red flags’
which would indicate that delegation should not proceed.

On 7 December 2023, the Board of NHS England approved template documents to
be used in the delegation. These include a Delegation Agreement and a
Collaboration Agreement, which set out how the six ICBs will work together to
commission services, in conjunction with the Specialised Commissioning Team
(SCT).

The Delegation Agreement template only has a few areas that can be amended,
whereas the Collaboration Agreement can be amended to suit the purposes of the
ICBs. The Collaboration Agreement also includes as Schedule 6, the commissioning
team arrangements which has been adapted from a stand-alone template also
approved by the NHS England Board.

Work has been underway since the production of the templates to edit them to
ensure they are fit for purpose and to socialise amongst key ICB officers. Much of the
detailed content has been developed by the specialised commissioning leads,
directors of finance and governance leads from the ICBs and NHS England. This has
included drafts being circulated and amended based on feedback received.

Delegation Agreement

The Delegation Agreement is the formal basis on which responsibility for the
commissioning of specialised services will be delegated from NHS England to the
ICB. As a result, only the particulars and Schedule 8 have areas that can be
amended.

The Delegation Agreement makes clear that accountability for fulfilling the statutory
duties in respect of the commissioning of delegated specialised services remains
with NHS England. It is the responsibility for delivery of the functions that is being
delegated to the ICB.

There are a number of areas where further guidance is being provided by NHS
England, especially related to the annual planning guidance, which has yet to be
published.

Schedule 8 makes extensive reference to the Collaboration Agreement where more
details are provided.

Collaboration Agreement

The ICBs in the East of England have agreed a ‘collaborative endeavour’ to
collectively manage the commissioning of the delegated specialised services in
conjunction with the NHSE regional office.

JQ@J specialised services will be carried out in the East of England. Whilst the template
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4.3

4.4

5.2

5.3

5.4

agreed by NHS England was intended only to relate to the ICBs, with a separate
Commissioning Teams Agreement, it was felt to be more straightforward to have one
document that includes commissioning team arrangements as a schedule. This also
reflects the on-going partnership between NHS England, East of England Region and
ICBs in relation to non-delegated services.

Consequently, NHS England, East of England Region is also a signatory to the
Collaboration Agreement, although not all the clauses will apply. To make this clear,
clauses relating to the ICBs only are identified separately from those relating to the
‘Partners’, i.e. including NHS England.

Although there is no fixed term in the Collaboration Agreement, a review will take
place after six months as it is expected that it will be replaced for 1 April 2025 when
further services will be delegated and the NHSE staff will be TUPE transferred to
BLMK ICB.

Financial Arrangements and Risk Sharing

The allocation to cover the cost of specialised services being delegated, including
any uplift added in in the 2024/25 planning round, will be allocated to the ICB in order
to pay providers for the specialised services delegated.

The directors of finance of the six ICBs have agreed not to create a pool from which
to pay providers. Instead, ICBs will retain the allocation within their own ledger, which
will be debited every month to pay the ICB’s share of costs to providers.

For this ICB, the allocation for specialised services is £186.6m in 2024/25 (£1,297m
for the East of England in total). The finance pack shows the breakdown of those
costs by ICB. It will be presented to the Finance Committee and is available to Board
members on request.

It has also been agreed that each ICB will reserve 1% of their allocation as a
contingency to cover any in-year adjustments that may be needed between the ICBs.
This amount is expected to be sufficient to cover any anticipated volatility and any
unused reserve will be retained by the ICB. A further 0.5% has been reserved
centrally to cover developments and transformations that occur during the year.

Dispute Resolution

The nature of the arrangement is one of collaboration and therefore each ICB is
committed to working together to resolve any issues that arise.

Governance Arrangements

As referenced in 2.1, a joint committee (the Specialised Services Joint
Commissioning Committee) has been in place in the East of England since 1 April
2023 with representatives from all six ICBs and the NHS England regional office.
This has overseen the currently commissioned specialised services and the
preparation for delegation.

From 1 April 2024, the existing joint committee will be replaced by a Joint
Commissioning Consortium to oversee and make operational decisions in relation to

J% the delegated services and to advise NHS England on those specialised services

‘that are not being delegated.
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The Consortium is not a committee of the Board and decisions taken by the
Consortium will only be those that are already within the delegated authority of the
individual members. The ICB’s member of the Consortium will be Andrew Palmer,
Executive Director of Performance, Transformation and Strategy & Deputy Chief
Executive Officer.

Any decisions that fall outside of the delegated authority of the Consortium member
as set out in the ICB’s Scheme of Reservation and Delegation will be referred back to
the ICB for approval before being enacted.

The terms of reference for the Joint Commissioning Consortium have been drafted
based on the template agreed by the Board of NHS England.

Commissioning Team Arrangements

The existing SCT will remain employed by NHS England and deliver all the functions
currently delivered, including contract management, financial management, quality
and performance oversight of providers, amongst many other functions.

Schedule 6 of the Collaboration Agreement describes the commissioning team
arrangements and the table in appendix 4 of that schedule shows the functions to be
carried out by the SCT on behalf of all the ICBs.

The current expectation is that the SCT will transfer to BLMK ICB under TUPE
regulations on 1 April 2025, at which point BLMK ICB will take over responsibility for
the management of the team. Although BLMK ICB will act as host for the SCT from 1
April 2024, it will not be the ‘lead commissioner’ as each ICB will receive its own
financial allocation from NHS England and remain responsible for funding and
reporting its activity, under the terms of the Delegation Agreement.

A Managing Director for Specialised Commissioning is being appointed by BLMK ICB
on behalf of all the ICBs to work alongside the existing NHSE management in
2024/25 and take over line management responsibilities for the team from 1 April
2024.

The budget to employ the Managing Director will be transferred from NHS England to
BLMK ICB during 2024/25. From 13t April 2025, the budget for the Specialised
Commissioning Team will transfer, along with the staff, to BLMK ICB.

Risks

As with any major transition there are risks to all parties. The general mitigations in
place include the Safe Delegation Checklist, the phased approach by NHSE to
delegating services, their retention of the Specialised Commissioning Team until 1
April 2025 and their retention of the financial liability for high cost drugs associated
with the delegated specialised services.

The programme risk register is shown at appendix C and the highest rated risks are
described below. The ICB has also included this matter on the BAF as risk number
BAF 22.

Staffing
Members of the SCT are aware that they have been identified as potential

'Jo.ggansferees under TUPE so their employment status will change from 1 April 2025.
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This may lead to a level of anxiety and staff choosing to leave the team. This,
alongside existing vacancies could leave the team short of both numbers of staff and
the experience they hold.

Delays in moving to target allocation.
9.4 Recent analysis has shown that ICBs in the East of England are below their target

allocation of funds for specialised services and NHS England is committed to
addressing this. If this rebalancing takes too long then it will take longer for patients in
the East of England to realise those benefits.

9.5 This risk does not specifically relate to the transition programme, but to the wider
issue around equity of specialised commissioning services which will affect patients,
irrespective of whether the delegation takes place.

Insufficient leadership capacity within host ICB in 2024/25
9.6 The transition of the SCT from NHS England to BLMK ICB may stretch the existing

capacity of the BLMK ICB leadership team. The appointment of a Managing Director
will provide explicit leadership for specialised services.

10 Indicative Timetable

10.1  The Board of NHS England has determined that responsibility for the commissioning
of 59 services will be delegated to the ICBs in the East of England on 1 April 2024.
Similar arrangements are also taking place in the North West and Midlands regions.

10.2 The Specialised Commissioning Team will continue to be employed by NHS England
until 1 April 2025 from when they will be transferred to BLMK ICB under TUPE
arrangements.

10.3 From 1 April 2025, it is also anticipated that a further tranche of specialised services
will be delegated to ICBs.

11 Conclusions

11.1  Whilst there is likely to be little change to the current commissioning arrangements in
2024/25, the delegation of the commissioning of specialised services will enable the
ICB to work with providers to streamline and further integrate treatment pathways
and to develop more localised commissioning where it is safe to do so.

11.2 The Delegation Agreement and Collaboration Agreement are key documents in
enabling the delegation of specialised services.

List of appendices

Appendix A Delegation Agreement
Appendix B Collaboration Agreement
Appendix C  Programme risk register
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Recommendation to the Board:

12 Recommendations
12.1  The Board is asked to,

joint endeavour.

a) Approve the delegation of 59 specialised services and authorise the signing of
the Delegation Agreement between the ICB and NHS England. An updated
Delegation Agreement is being produced by NHS England with minor
amendments. The Board is asked to authorise the signing of the final version
Delegation Agreement/contract variation as appropriate.

b) Approve the Collaboration Agreement between the ICBs in the East of England
and NHS England to manage the commissioning of the specialised services in a

c) Agree that the ICB will be bound by decisions taken collectively with the other
ICBs in the East of England in line with the Collaboration Agreement, relating to
delegated specialised services.

Key Risks

Clinical and Quality:

This is a transfer of specialised commissioning
functions from NHS England to the ICB.

Finance and Performance:

As noted under section 5 of this report

Impact Assessment
(environmental and equalities):

Reputation:

Noted

Legal:

Statutory delegation pursuant to section 6525 of the
NHS Act

Information Governance:

Reviewed as part of the transition workgroup

the Board Assurance
Framework

Resource Required: N/A
Reference document(s): Attached
NHS Constitution: N/A
Conflicts of Interest: N/A
Reference to relevant risk on BAF22

Governance

<,°.| Process/Committee approval
/ngwith date(s) (as appropriate)

Board for approval

[N
o v)v’o,«
%
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Dated 2024

(1) NHS ENGLAND
-and -

(2) NHS NORFOLD AND WAVENEY INTEGRATED CARE BOARD

Delegation Agreement between NHS England and
Norfolk and Waveney ICB in relation to Specialised
Commissioning Functions
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DELEGATION AGREEMENT FOR SPECIFIED FUNCTIONS

1. PARTICULARS

1.1 This Agreement records the particulars of the agreement made between NHS England
and the Integrated Care Board (ICB) named below.

Integrated Care Board NHS NORFOLK AND WAVENEY ICB

Area The District of Breckland,

District of Broadland, Borough of Great
Yarmouth, Borough of King's Lynn and West
Norfolk, District of North Norfolk, City of
Norwich, District of South Norfolk and the
following Lower Layer Super Output Areas in
the District of East Suffolk:

E01030240, E01030241, E01030242,
E01030259, E01030260, E01030261,
E01030262, E01030277, E01030279,
E01030281, E01030266, E01030267,
E01030271, E01030278, E01030280,
E01030246, E01030248, E01030249
E01030250, E01030264, E01030265,
E01030255, E01030263, E01030270,
E01030289, E01030290, E01030233,
E01030235, E01030268, E01030269,
E01030288, E01030247, E01030254,

E01030256, E01030258, E01030276,
E01030257, E01030274, E01030275,
E01030287, E01030291, E01030234,
E01030236, E01030237, E01030238,
E01030223, E01030224, E01030225,
E01030227, E01030228, E01030226,
E01030286, E01030292, E01030293,
E01030294, E01030239, E01030251,
E01030252, E01030253, E01030272,
E01030273, E01030230, E01030231,

E01030232, E01030285, E01030282,
E01030283, E01030284, E01030295,
E01030229, E01030243, E01030244,
E01030245

Date of Agreement [Date]

Andrew Palmer, Executive Director of

ICB Representative Strategy and Deputy CEO

ICB Email Address for Notices nwicb.corporateaffairs@nhs.net
o NHS England Representative Ruth Derrett, Regional Director of Specialised
0% Commissioning
oS
T,
09;@ NHS_ England Email Address for ruth.derrett@nhs.net
{9? Notices alex.ridgeon@nhs.net
o.
25
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1.2 This Agreement comprises:

1.2.1
1.2.2
1.2.3
1.24

Signed by

Signed by

the Particulars (Clause 1),
the Terms and Conditions (Clauses 2 to 32),
the Schedules, and

the Mandated Guidance

NHS England

Clare Panniker
Regional Director - NHS England — East of England
(for and on behalf of NHS England)

NHS Norfolk and Waveney Integrated Care Board
Tracey Bleakley
Chief Executive Officer

for and on behalf of NHS Norfolk and Waveney Integrated Care
Board

Delegation Agreement for Specialised Services DRAFT v0,03
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TERMS AND CONDITIONS

2. INTERPRETATION

2.1

22

23

24

25

This Agreement is to be interpreted in accordance with Schedule 1 (Definitions and
Interpretation).

If there is any conflict or inconsistency between the provisions of this Agreement, that
conflict or inconsistency must be resolved according to the following order of priority:

2.21 the Developmental Arrangements,

222 the Particulars and Terms and Conditions (Clauses 1 to 32),

223 Mandated Guidance,

224 all Schedules excluding Developmental Arrangements and Local Terms, and
225 Local Terms.

This Agreement constitutes the entire agreement and understanding between the
Parties relating to the Delegation and supersedes all previous agreements, promises
and understandings between them, whether written or oral, relating to its subject matter.

Where it is indicated that a provision in this Agreement is not used, that provision is not
relevant and has no application in this Agreement.

Where a particular clause is included in this Agreement but is not relevant to the ICB
because that clause relates to matters which do not apply the ICB (for example, if the
clause only relates to functions that are not Delegated Functions in respect of the ICB),
that clause is not relevant and has no application to this Agreement.

3. BACKGROUND

3.1

3.2

3.3

3.4

NG 3.5

NHS England has statutory functions (duties and powers) conferred on it by legislation
to make arrangements for the provision of prescribed services known as Specialised
Services. These services support people with a range of rare and complex conditions.
They are currently set out in the Prescribed Specialised Services Manual. The
legislative basis for identifying these Specialised Services is Regulation 11 and
Schedule 4 of the National Health Service Commissioning Board and Clinical
Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012/2996.

The ICBs have statutory functions to make arrangements for the provision of services
for the purposes of the NHS in their Areas, apart from those commissioned by NHS
England.

Pursuant to section 6525 of the NHS Act, NHS England is able to delegate responsibility
for carrying out its Commissioning Functions to an ICB. NHS England will remain
accountable to Parliament for ensuring that statutory requirements to commission all
Specialised Services, and duties set out in the mandate, are being met.

By this Agreement, NHS England delegates the functions of commissioning certain
Specialised Services (the “Delegated Functions”) to the ICB under section 6525 of the
NHS Act.

This Agreement also sets out the elements of commissioning those Specialised
Services for which NHS England will continue to have responsibility (the “Reserved
Functions”).

Arrangements made under section 6525 may be made on such terms and conditions
(including terms as to payment) as may be agreed between NHS England and the ICB.

Delegation Agreement for Specialised Services DRAFT v0,03 Page 6
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3.7

4. TERM
41

This Agreement sets out the terms that apply to the exercise of the Delegated Functions
by the ICB. It also sets out each Party’s responsibilities and the measures required to
ensure the effective and efficient exercise of the Delegated Functions and Reserved
Functions.

This Agreement has effect from the Date of Agreement set out in the Particulars and
will remain in force unless terminated in accordance with Clause 27 (Termination)
below.

5. PRINCIPLES

5.1

In complying with the terms of this Agreement, NHS England and the ICB must:
511 at all times have regard to the Triple Aim,
51.2 at all times act in good faith and with integrity towards each other,

51.3 consider how they can meet their legal duties to involve patients and the
public in shaping the provision of services, including by working with local
communities, under-represented groups and those with protected
characteristics for the purposes of the Equality Act 2010,

514 consider how in performing their obligations they can address health
inequalities,

51.5 at all times exercise functions effectively, efficiently and economically,
5.1.6 act in a timely manner,

51.7 share information and Best Practice, and work collaboratively to identify
solutions and enhance the evidence base for the commissioning and
provision of health services, eliminate duplication of effort, mitigate risk and
reduce cost, and

5.1.8 have regard to the needs and views of the other Party and as far as is lawful
and reasonably practicable, take such needs and views into account.

6. DELEGATION

6.1

6.2

6.3
6.4

Y5%. 6.5

In accordance with its statutory powers under section 65Z5 of the NHS Act, NHS
England hereby delegates the exercise of the Delegated Functions to the ICB to
empower it to commission a range of services for its Population, as further described in
this Agreement (“Delegation”).

The Delegated Functions are the functions described as being delegated to the ICB as
have been identified and included within Schedule 3 to this Agreement but excluding
the Reserved Functions set out within Schedule 4.

The Delegation in respect of each Delegated Function has effect from the Effective Date
of Delegation.

Decisions of the ICB in respect of the Delegated Functions and made in accordance
with the terms of this Agreement shall be binding on NHS England and the ICB.

Unless expressly provided for in this Agreement, the ICB is not authorised by this
Agreement to take any step or make any decision in respect of Reserved Functions.
Any such purported decision of the ICB is invalid and not binding on NHS England
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unless ratified in writing by NHS England in accordance with the NHS England Scheme
of Delegation and Standing Financial Instructions.

6.6 NHS England may, acting reasonably and solely to the extent that the decision relates
to the Delegated Functions, substitute its own decision for any decision which the ICB
purports to make where NHS England reasonably considers that the impact of the ICB
decision could, in relation to the Delegated Functions, cause the ICB to be acting
unlawfully, in breach of this Agreement including Mandated Guidance, or in breach of
any Contract. The ICB must provide any information, assistance and support as NHS
England requires to enable it to determine whether to make any such decision.

6.7 The terms of Clauses 6.5 and 6.6 are without prejudice to the ability of NHS England to

enforce the terms of this Agreement or otherwise take action in respect of any failure by
the ICB to comply with this Agreement.

7. EXERCISE OF DELEGATED FUNCTIONS

71 The ICB must establish effective, safe, efficient and economic arrangements for the
discharge of the Delegated Functions.

7.2 The ICB agrees that it will exercise the Delegated Functions in accordance with:
7.2.1 the terms of this Agreement,
7.2.2 Mandated Guidance,
7.2.3 any Contractual Notices,
7.2.4 the Local Terms,
7.2.5 any Developmental Arrangements,
7.2.6 all applicable Law and Guidance,
7.2.7 the ICB’s constitution,

7.2.8 the requirements of any assurance arrangements made by NHS England,
and

7.29 Good Practice.
7.3 The ICB must perform the Delegated Functions in such a manner:

7.31 so as to ensure NHS England’s compliance with NHS England’s statutory
duties in respect of the Reserved Functions and to enable NHS England to
fulfil its Reserved Functions, and

7.3.2 having regard to NHS England’s accountability to the Secretary of State and
Parliament in respect of both the Delegated Functions and Reserved
Functions, and

7.3.3 so as to ensure that the ICB complies with its statutory duties and
requirements including those duties set out in Section 14Z32 to Section
14744 and the NICE Regulations.

90%@ 7.4 In exercising the Delegated Functions, the ICB must comply with all Mandated
/0\9/%4, Guidance as set out in this Agreement or as otherwise may be issued by NHS England
909@’0, from time to time including, but not limited to, ensuring compliance with National
7{9 Standards and following National Specifications.
2,
XS
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7.5

7.6

7.7

7.8

7.9

Where Developmental Arrangements conflict with any other term of this Agreement, the
Developmental Arrangements shall take precedence until such time as NHS England
agrees to the removal or amendment of the relevant Developmental Arrangements in
accordance with Clause 26 (Variations).

The ICB must develop an operational scheme(s) of delegation defining those individuals
or groups of individuals, including committees, who may discharge aspects of the
Delegated Functions. For the purposes of this clause, the ICB may include the
operational scheme(s) of delegation within its general organisational scheme of
delegation.

NHS England may by Contractual Notice allocate Contracts to the ICB such that they
are included as part of the Delegation. The Delegated Functions must be exercised both
in respect of the relevant Contract and any related matters concerning any Specialised
Service Provider that is a party to a Contract. NHS England may add or remove
Contracts where this is associated with an extension or reduction of the scope of the
Delegated Functions.

Subsequent to the Effective Date of Delegation and for the duration of this Agreement,
unless otherwise agreed any new Contract entered into in respect of the Delegated
Functions shall be managed by the ICB in accordance with the provisions of this
Agreement.

Subject to the provisions of this Agreement, the ICB may determine the arrangements
for the exercise of the Delegated Functions.

8. REQUIREMENT FOR ICB COLLABORATION ARRANGEMENT

8.1

8.2

8.3

8.4

Subject to the provisions of Clause 12 (Further Arrangements), the ICB must establish
appropriate ICB Collaboration Arrangements with other ICBs in order to ensure that the
commissioning of the Delegated Services can take place across an appropriate
geographical footprint for the nature of each particular Delegated Service with
consideration of population size, provider landscape and patient flow. Such ICB
arrangements in respect of the Delegated Functions must be approved in advance by
NHS England.

The ICB must establish, as part of or separate to the arrangements set out in Clause
8.1, an agreement that sets out the arrangements in respect of the Commissioning
Team as required by Clause 13.

The ICB must participate in discussions, review evidence and provide objective expert
input to the best of their knowledge and ability, and endeavour to reach a collective view
with the other ICBs within the ICB Collaboration Arrangement. The members of the ICB
Collaboration Arrangement shall have a collective responsibility for the operation of the
ICB Collaboration Arrangement.

The ICB shall ensure that any ICB Collaboration Arrangement is documented and such
documentation must include (but is not limited to) the following:

8.4.1 membership which is limited solely to ICBs unless otherwise approved by
NHS England,

8.4.2 clear governance arrangements including reporting lines to the ICBSs’
Boards,

843 provisions for independent scrutiny of decision making,

8.4.4 the Delegated Functions or elements thereof which are the subject of the
arrangements,
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8.5

8.4.5 the Delegated Services which are subject to the arrangements,

8.4.6 financial arrangements and any pooled fund arrangements,

8.4.7 data sharing arrangements including evidence of a Data Protection Impact
Assessment,

8.4.8 terms of reference for decision making, and

8.4.9 limits on onward delegation.

The ICB must not terminate an ICB Collaboration Arrangement in respect of the
Delegated Functions without the prior written approval of NHS England.

9. PERFORMANCE OF THE RESERVED FUNCTIONS AND COMMISSIONING SUPPORT
ARRANGEMENTS

9.1
9.2

9.3

9.4

9.5

9.6

9.7

9.8

NHS England will remain responsible for the performance of the Reserved Functions.

For the avoidance of doubt, the Parties acknowledge that the Delegation may be
amended, and additional functions may be delegated to the ICB, in which event
consequential changes to this Agreement shall be agreed with the ICB pursuant to
Clause 26 (Variations) of this Agreement.

Where it considers appropriate NHS England will work collaboratively with the ICB when
exercising the Reserved Functions.

If there is any conflict or inconsistency between functions that are named as Delegated
Functions and functions that are named as Reserved Functions, then such functions
shall be interpreted as Reserved Functions unless and until NHS England confirms
otherwise. If an ICB identifies such a conflict or inconsistency, it will inform NHS England
as soon as is reasonably practicable.

The Parties acknowledge that they may agree for the ICB to provide Administrative and
Management Services to NHS England in relation to certain Reserved Functions and
Retained Services in order to assist in the efficient and effective exercise of such
functions. Any such Commissioning Team Arrangements shall be set out in writing.

Notwithstanding any arrangement for or provision of Administrative and Management
Services in respect of the Retained Services and Reserved Functions, NHS England
shall retain statutory responsibility for, and be accountable for, the commissioning of the
Retained Services.

The Parties acknowledge that they may agree for NHS England to provide
Administrative and Management Services to ICBs in relation to certain Delegated
Functions and Delegated Services in order to assist in the efficient and effective
exercise of such Delegated Functions. Any such Administrative and Management
Services shall be set out in writing.

Notwithstanding any arrangement for or provision of Administrative and Management
Services in respect of the Delegated Services, the ICB shall retain delegated
responsibility for the commissioning of the Delegated Services.

10. FINANCE

0)
Q,
90/0\?@} 10.1 Without prejudice to any other provision in this Agreement, the ICB must comply with
/ég’@, the Finance Guidance and any such financial processes as required by NHS England
% . .
\_)7\} for the management, reporting and accounting of funds used for the purposes of the
S Delegated Functions.
0.
25
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10.2  The ICB acknowledges that it will receive funds from NHS England in respect of the
Delegated Functions (the “Delegated Funds”) and that these are in addition to the funds
allocated to it within its Annual Allocation.

10.3  Subject to Clause 10.4 and any provisions in the Schedules or Mandated Guidance, the
ICB may use:

10.3.1 its Annual Allocation and the Delegated Funds in the exercise of the
Delegated Functions, and

10.3.2 the Delegated Funds and its Annual Allocation in the exercise of the ICB’s
Functions other than the Delegated Functions.

10.4  The ICB’s expenditure on the Delegated Functions must be sufficient to:

10.4.1 ensure that NHS England is able to fulfil its functions, including without
limitation the Reserved Functions, effectively and efficiently,

10.4.2 meet all liabilities arising under or in connection with all Contracts in so far
as they relate to the exercise of the Delegated Functions,

10.4.3 appropriately commission the Delegated Services in accordance with
Mandatory Guidance, National Specifications, National Standards and
Guidance, and

10.4.4 meet national commitments from time to time on expenditure on specific
Delegated Functions.

10.5 NHS England may increase or reduce the Delegated Funds in any Financial Year, by
sending a notice to the ICB of such increase or decrease:

10.51 in order to take into account any monthly adjustments or corrections to the
Delegated Funds that NHS England considers appropriate, including without
limitation, adjustments following any changes to the Delegated Functions,
changes in allocations, changes in Contracts, to implement Mandated
Guidance or otherwise,

10.5.2 in order to comply with a change in the amount allocated to NHS England by
the Secretary of State pursuant to section 223B of the NHS Act,

10.5.3 to take into account any Losses of NHS England for which the ICB is required
to indemnify NHS England under Clause 17 (Claims and Litigation),

10.5.4 to take into account any adjustments that NHS England considers
appropriate (including without limitation in order to make corrections or
otherwise to reflect notional budgets) to reflect funds transferred (or that
should have been transferred) to the ICB in respect of the Delegated
Functions or funds transferred (or that should have been transferred) to the
ICB in respect of Administrative and Management Services, and

10.5.5 in order to ensure compliance by NHS England with its obligations under the
NHS Act (including, Part 11 of the NHS Act) or any action taken or direction
made by the Secretary of State in respect of NHS England under the NHS

Act.
B
O/OP@} 10.6  NHS England acknowledges that the intention of Clause 10.5 is to reflect genuine
\9/;)'%/ corrections and adjustments to the Delegated Funds and may not be used to change
097"3‘ the allocation of the Delegated Funds unless there are significant or exceptional
J&y circumstances that would require such corrections or adjustments.
0.
25
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10.7  The ICB acknowledges that it must comply with its statutory financial duties, including
those under Part 11 of the NHS Act to the extent that these sections apply in relation to
the receipt of the Delegated Funds.

10.8 NHS England may in respect of the Delegated Funds:

10.8.1 notify the ICB regarding the required payment of sums by the ICB to NHS
England in respect of charges referable to the valuation or disposal of assets
and such conditions as to records, certificates or otherwise,

10.8.2 by notice, require the ICB to take such action or step in respect of the
Delegated Funds, in order to ensure compliance by NHS England of its
duties or functions under the NHS (including Part 11 of the NHS Act) or any
action taken or direction made by the Secretary of State under the NHS Act.

10.9  The Schedules to this Agreement may identify further financial provisions in respect of
the exercise of the Delegated Functions.

10.10 NHS England may issue Mandated Guidance in respect of the financial arrangements
in respect of the Delegated Functions.

10.11  NHS England will pay the Delegated Funds to the ICB using the revenue transfer
process as used for the Annual Allocation or such other process as notified to the ICB
from time to time.

10.12 Without prejudice to any other obligation upon the ICB, for the purposes of the
Delegated Functions the ICB agrees that it must use its resources in accordance with:

10.12.1 the terms and conditions of this Agreement including any Mandated
Guidance issued by NHS England from time to time in relation to the use of
resources for the purposes of the Delegated Functions (including in relation
to the form or contents of any accounts),

10.12.2  any NHS payment scheme published by NHS England,

10.12.3 the business rules as set out in NHS England’s planning guidance or such
other documents issued by NHS England from time to time,

10.12.4  any Capital Investment Guidance,

10.12.5 the HM Treasury Guidance Managing Public Money (dated September
2022) as replaced or updated from time to time, and

10.12.6  any other Guidance published by NHS England with respect to the financial
management of Delegated Functions.

10.13  Without prejudice to any other obligation upon the ICB, the ICB agrees that it must
provide:

10.13.1  all information, assistance and support to NHS England in relation to the
audit and/or investigation (whether internal or external and whether under
Law or otherwise) in relation to the use of or payment of resources for the
purposes of the Delegated Functions and the discharge of those functions,

o 10.13.2  suchreports in relation to the expenditure on the Delegated Functions as set
90/%@} out in Mandated Guidance, the Schedules to this Agreement or as otherwise
0\9/;)% required by NHS England.
0\_)’0;«
b4
%
2,
2
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Pooled Funds

10.14 Subject to the provisions of this Agreement, the ICB may, for the purposes of exercising
the Delegated Functions under this Agreement, establish and maintain a pooled fund(s)
in respect of any part of the Delegated Funds with:

10.14.1
10.14.2

10.14.3

NHS England in accordance with sections 13V or 6526 of the NHS Act,

one or more ICBs in accordance with section 6526 of the NHS Act as part of
a Further Arrangement, or

NHS England and one or more ICBs in accordance with section 13V of the
NHS Act, and

10.15 NHS England and one or more ICBs in accordance with section 6526 of the NHS Act.
Where the ICB has decided to enter into arrangements under Clause 10.14 the
agreement must be in writing and must specify:

10.15.1
10.15.2

10.15.3
10.15.4
10.15.5

10.15.6
10.15.7

the agreed aims and outcomes of the arrangements,

the payments to be made by each partner and how those payments may be
varied,

the specific Delegated Functions which are the subject of the arrangements,
the Delegated Services which are subject to the arrangements,

the duration of the arrangements and provision for the review or variation or
termination of the arrangements,

the arrangements in place for governance of the pooled fund, and

the arrangements in place for assuring, oversight and monitoring of the ICB’s
exercise of the functions referred to in 10.15.3.

10.16 At the date of this Agreement, details of the pooled funds (including any terms as to the
governance and payments out of such pooled fund) of NHS England and the ICB are
set out in the Local Terms.

11. INFORMATION, PLANNING AND REPORTING

11.1 The ICB must provide to NHS England:

11.1.1

11.1.2

such information or explanations in relation to the exercise of the Delegated
Functions, as required by NHS England from time to time, and

all such information (and in such form), that may be relevant to NHS England
in relation to the exercise by NHS England of its other duties or functions
including, without limitation, the Reserved Functions.

11.2  The provisions of this Clause 11 are without prejudice to the ability of NHS England to
exercise its other powers and duties in obtaining information from and assessing the
performance of the ICB.

Forward Plan and Annual Report

0)
%
/03%,9 11.3  Before the start of each Financial Year, the ICB must describe in its joint forward plan
V’oj@ prepared in accordance with section 14252 of the NHS Act how it intends to exercise
% the Delegated Functions.
S,
2,
2
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1.4

The ICB must report on its exercise of the Delegated Functions in its annual report
prepared in accordance with section 14258 of the NHS Act.

Risk Register

11.5

The ICB must maintain a risk register in respect of its exercise of the Delegated
Functions and periodically review its content. The risk register must follow such format
as may be notified by NHS England to the ICB from time to time.

12. FURTHER ARRANGEMENTS

121

12.2

12.3

12.4

12.5

12.6

12.7

In addition to any ICB Collaboration Arrangement agreed in accordance with Clause 8
(ICB Collaboration Arrangements) the ICB must give due consideration to whether any
of the Delegated Functions should be exercised collaboratively with other NHS bodies
or Local Authorities including, without limitation, by means of arrangements under
section 6525 and section 75 of the NHS Act (“Further Arrangements”).

The ICB may only make Further Arrangements with another person (a “Sub-Delegate”)
with the prior written approval of NHS England.

The approval of any Further Arrangements may:
12.3.1 include approval of the terms of the proposed Further Arrangements, and

12.3.2 require conditions to be met by the ICB and the Sub-Delegate in respect
of that arrangement.

All Further Arrangements must be made in writing.

The ICB must not terminate Further Arrangements without the prior written approval of
NHS England.

If the ICB enters into a Further Arrangement it must ensure that the Sub-Delegate does
not make onward arrangements for the exercise of any or all of the Delegated Functions
without the prior written approval of NHS England.

The terms of this Clause 12 do not prevent the ICB from making arrangements for
assistance and support in the exercise of the Delegated Functions with any person,
where such arrangements reserve the consideration and making of any decision in
respect of a Delegated Function to the ICB.

Where Further Arrangements are made, and unless NHS England has otherwise given
specific prior written agreement, any obligations or duties on the part of the ICB under
this Agreement that are relevant to those Further Arrangements shall also require the
ICB to ensure that all Sub-Delegates comply with such obligations or duties and support
the ICB in doing so.

13. STAFFING, WORKFORCE AND COMMISSIONING TEAMS

13.1 Where there is an arrangement for NHS England to provide Administrative and
Management Services to the ICB, the ICB shall provide full co-operation with NHS
England and enter into any necessary arrangements with NHS England and, where

appropriate, other ICBs in respect of the Specialised Services Staff.
v)O@ 13.2 The ICB shall, if and where required by NHS England, enter into appropriate
O/OS@%& arrangements with NHS England in respect of the transfer of Specialised Services Staff.

/\—) <
097@‘ 13.3  The ICB shall, where appropriate, enter into an agreement with other ICBs, in order to
’&,J establish arrangements in respect of the Commissioning Team Where appropriate, this
0.@ agreement may be included as part of the ICB Collaboration Arrangement entered into
° in accordance with Clause 8.
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15/68

14. BREACH
14.1 If the ICB does not comply with the terms of this Agreement, then NHS England may:
14.1.1 exercise its rights under this Agreement, and

14.1.2 take such steps as it considers appropriate in the exercise of its other
functions concerning the ICB.

14.2  Without prejudice to Clause 14.1, if the ICB does not comply with the terms of this
Agreement (including if the ICB exceeds its delegated authority under the Delegation),
NHS England may (at its sole discretion):

14.2.1 waive its rights in relation to such non-compliance in accordance with Clause
14.3,

14.2.2 ratify any decision in accordance with Clause 6.5,
14.2.3 substitute a decision in accordance with Clause 6.6,

14.2.4 amend Developmental Arrangements or impose new Developmental
Arrangements,

14.2.5 revoke the whole or part of the Delegation and terminate this Agreement in
accordance with Clause 27 (Termination) below,

14.2.6 exercise the Escalation Rights in accordance with Clause 15 (Escalation
Rights), and/or

14.2.7 exercise its rights under common law.

14.3 NHS England may waive any non-compliance by the ICB with the terms of this
Agreement provided that the ICB provides a written report to NHS England as required
by Clause 14.4 and, after considering the ICB’s written report, NHS England is satisfied
that the waiver is justified.

144 If:
14.41 the ICB does not comply with this Agreement,
14.4.2 the ICB considers that it may not be able to comply with this Agreement,

14.4.3 NHS England notifies the ICB that it considers the ICB has not complied with
this Agreement, or

1444 NHS England notifies the ICB that it considers that the ICB may not be able
to comply with this Agreement,

then the ICB must provide a written report to NHS England within ten (10) Operational
Days of the non-compliance (or the date on which the ICB identifies that it may not be
able to comply with this Agreement) setting out:

14.4.5 details of and reasons for the non-compliance (or likely non-compliance) with
the Agreement and/or the Delegation, and

o 14.4.6 a plan for how the ICB proposes to remedy the non-compliance.
oS
-
& é@@ ESCALATION RIGHTS
b4
J@?15.1 If the ICB does not comply with this Agreement, NHS England may exercise the
0@9 following Escalation Rights:
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15.2

15.3

15.1.1 NHS England may require a suitably senior representative of the ICB to
attend a review meeting within ten (10) Operational Days of NHS England
becoming aware of the non-compliance, and

15.1.2 NHS England may require the ICB to prepare an action plan and report within
twenty (20) Operational Days of the review meeting (to include details of the
non-compliance and a plan for how the ICB proposes to remedy the non-
compliance).

If NHS England does not comply with this Agreement, the ICB may require a suitably
senior representative of NHS England to attend a review meeting within ten (10)
Operational Days of the ICB making NHS England aware of the non-compliance.

Nothing in Clause 15 (Escalation Rights) will affect NHS England’s right to substitute a
decision in accordance with Clause 6.76, revoke the Delegation or terminate this
Agreement in accordance with Clause 27 (Termination) below.

16. LIABILITY AND INDEMNITY

16.1

16.2

16.3

16.4

16.5

NHS England is liable in respect of any Losses arising in respect of NHS England’s
negligence, fraud, recklessness or deliberate breach in respect of the Delegated
Functions and occurring after the Effective Date of Delegation and, if the ICB suffers
any Losses in respect of such actions by NHS England, NHS England shall make such
adjustments to the Annual Allocation (or other amounts payable to the ICB) in order to
reflect any Losses suffered by the ICB (except to the extent that the ICB is liable for
such Losses pursuant to Clause 16.3).

For the avoidance of doubt, NHS England remains liable for a Claim relating to facts,
events or circumstances concerning the Delegated Functions before the Effective Date
of Delegation.

The ICB is liable to (and shall pay) NHS England for any Losses suffered by NHS
England that result from or arise out of the ICB’s negligence, fraud, recklessness or
breach of the Delegation (including any actions that are taken that exceed the authority
conferred by the Delegation) or this Agreement. In respect of such Losses, NHS
England may, at its discretion and without prejudice to any other rights, either require
payment from the ICB or make such adjustments to the Delegated Funds pursuant to
Clause 10.5. The ICB shall not be liable to the extent that the Losses arose prior to the
Effective Date of Delegation.

Each Party acknowledges and agrees that any rights acquired, or liabilities (including
liabilities in tort) incurred, in respect of the exercise by the ICB of any Delegated
Function are enforceable by or against the ICB only, in accordance with section 6525(6)
of the NHS Act.

Each Party will at all times take all reasonable steps to minimise and mitigate any
Losses or other matters for which one Party is entitled to be indemnified by or to bring
a claim against the other under this Agreement.

17. CLAIMS AND LITIGATION

17.1 Nothing in this Clause 17 (Claims and Litigation) shall be interpreted as affecting the
reservation to NHS England of the Reserved Functions.
0) . . . . .
90/%@ 17.2  Except in the circumstances set out in Clause 17.5 and subject always to compliance
0\9/129@‘ with this Clause 17 (Claims and Litigation), the ICB shall be responsible for and shall
909;0/ retain the conduct of any Claim.
2z
“,47.3  The ICB must:
25
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17.4

17.3.1 comply with any policy issued by NHS England from time to time in relation
to the conduct of or avoidance of Claims and the pro-active management of
Claims,

17.3.2 if it receives any correspondence, issue of proceedings, claim document or
other document concerning any Claim or potential Claim, immediately notify
NHS England and send to NHS England all copies of such correspondence,

17.3.3 co-operate fully with NHS England in relation to such Claim and the conduct
of such Claim,

17.3.4 provide, at its own cost, to NHS England all documentation and other
correspondence that NHS England requires for the purposes of considering
and/or resisting such Claim, and

17.3.5 at the request of NHS England, take such actions or step or provide such
assistance as may in NHS England’s discretion be necessary or desirable
having regard to the nature of the Claim and the existence of any time limit
in relation to avoiding, disputing, defending, resisting, appealing, seeking a
review or compromising such Claim or to comply with the requirements of
the provider of an Indemnity Arrangement in relation to such Claim.

Subject to Clauses 17.3 and 17.5 the ICB is entitled to conduct the Claim in the manner
it considers appropriate and is also entitled to pay or settle any Claim on such terms as
it thinks fit.

NHS England Stepping into Claims

17.5

NHS England may, at any time following discussion with the ICB, send a notice to the
ICB stating that NHS England will take over the conduct of the Claim and the ICB must
immediately take all steps necessary to transfer the conduct of such Claim to NHS
England unless and until NHS England transfers conduct back to the ICB. In such
cases:

17.5.1 NHS England shall be entitled to conduct the Claim in the manner it
considers appropriate and is also entitled to pay or settle any Claim on such
terms as it thinks fit, provided that if NHS England wishes to invoke Clause
17.5.3 it agrees to seek the ICB’s views on any proposal to pay or settle that
Claim prior to finalising such payment or settlement, and

17.5.2 the Delegation shall be treated as being revoked to the extent that and for
so long as NHS England has assumed responsibility for exercising those of
the Delegated Functions that are necessary for the purposes of having
conduct of the Claim, and

17.5.3 NHS England may, at its discretion and without prejudice to any other rights,
either require payment from the ICB for such Claim Losses or make an
adjustment to the Delegated Funds pursuant to Clause 10.5.3 for the
purposes of meeting any Claim Losses associated with that Claim.

Claim Losses

17.6  The ICB and NHS England shall notify each other as soon as reasonably practicable of

. becoming aware of any Claim Losses.
90/@0&@; 17.7  The ICB acknowledges that NHS England will pay to the ICB the funds that are
"%g’@,d attributable to the Delegated Functions. Accordingly, the ICB acknowledges that it must
<5 pay any Claim Losses out of either the Delegated Funds or its Annual Allocation. NHS
J\f.? England may, in respect of any Claim Losses, at its discretion and without prejudice to
0@9 any other rights, either require payment from the ICB for such Claim Losses or pursuant
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to Clause 10.5.3 make such adjustments to the Delegated Funds to take into account
the amount of any Claim Losses (other than any Claim Losses in respect of which NHS
England has retained any funds, provisions or other resources to discharge such Claim
Losses). For the avoidance of doubt, in circumstances where NHS England suffers any
Claim Losses, then NHS England shall be entitled to recoup such Claim Losses
pursuant to Clause 10.5.3. If and to the extent that NHS England has retained any funds,
provisions or other resources to discharge such Claim Losses, then NHS England may
either use such funds to discharge the Claim Loss or make an upward adjustment to
the amounts paid to the ICB pursuant to Clause 10.5.3.

18. DATA PROTECTION, FREEDOM OF INFORMATION AND TRANSPARENCY

18.1

18.2

18.3

18.4

18.5

18.6

The Parties must ensure that all Personal Data processed by or on behalf of them while
carrying out the Delegated Functions and Reserved Functions is processed in
accordance with the relevant Party’s obligations under Data Protection Legislation and
Data Guidance and the Parties must assist each other as necessary to enable each
other to comply with these obligations.

The ICB must respond to any information governance breach in accordance with
Information Governance Guidance for Serious Incidents. If the ICB is required under
Data Protection Legislation to notify the Information Commissioner’s Office or a Data
Subject of an information governance breach then as soon as reasonably practical and
in any event on or before the first such notification is made the ICB must fully inform
NHS England of the information governance breach. This clause does not require the
ICB to provide NHS England with information which identifies any individual affected by
the information governance breach where doing so would breach Data Protection
Legislation.

Whether or not a Party is a Data Controller or Data Processor will be determined in
accordance with Data Protection Legislation and any Data Guidance from a Regulatory
or Supervisory Body. The Parties acknowledge that a Party may act as both a Data
Controller and a Data Processor.

NHS England may, from time to time, issue a data sharing protocol or update a protocol
previously issued relating to the data sharing in relation to the Delegated Functions
and/or Reserved Functions. The ICB shall comply with such data sharing protocols.

Each Party acknowledges that the other is a public authority for the purposes of the
Freedom of Information Act 2000 (“FOIA”) and the Environmental Information
Regulations 2004 (“EIR”).

Each Party may be required by statute to disclose further information about the
Agreement and the Relevant Information in response to a specific request under FOIA
or EIR, in which case:

18.6.1 each Party shall provide the other with all reasonable assistance and co-
operation to enable them to comply with their obligations under FOIA or EIR,

18.6.2 each Party shall consult the other regarding the possible application of
exemptions in relation to the information requested, and

18.6.3 subject only to Clause 17 (Claims and Litigation), each Party acknowledges
that the final decision as to the form or content of the response to any request
is a matter for the Party to whom the request is addressed.

NHS England may, from time to time, issue a FOIA or EIR protocol or update a protocol
previously issued relating to the handling and responding to of FOIA or EIR requests in
relation to the Delegated Functions. The ICB shall comply with such FOIA or EIR
protocols.
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19.

20.

21.

18.8

Schedule 6 (Further Information Governance and Sharing Provisions) makes further
provision about information sharing, information governance and the Data Sharing
Agreement.

IT INTER-OPERABILITY

19.1

19.2

The Parties will work together to ensure that all relevant IT systems they operate in
respect of the Delegated Functions and Reserved Functions are inter-operable and that
data may be transferred between systems securely, easily and efficiently.

The Parties will use their respective reasonable endeavours to help develop initiatives
to further this aim.

CONFLICTS OF INTEREST AND TRANSPARENCY ON GIFTS AND HOSPITALITY

20.1

20.2

The ICB must ensure that, in delivering the Delegated Functions, all Staff comply with
Law, with Managing Conflicts of Interest in the NHS and other Guidance, and with Good
Practice, in relation to gifts, hospitality and other inducements and actual or potential
conflicts of interest.

Without prejudice to the general obligations set out in Clause 20.1, the ICB must
maintain a register of interests in respect of all persons making decisions concerning
the Delegated Functions. This register must be publicly available. For the purposes of
this clause, the ICB may rely on an existing register of interests rather than creating a
further register.

PROHIBITED ACTS AND COUNTER-FRAUD

21.1
21.2

213

214

215

The ICB must not commit any Prohibited Act.

If the ICB or its Staff commits any Prohibited Act in relation to this Agreement with or
without the knowledge of NHS England, NHS England will be entitled:

21.2.1 to revoke the Delegation,

21.2.2 to recover from the ICB the amount or value of any gift, consideration or
commission concerned, and

21.2.3 to recover from the ICB any loss or expense sustained in consequence of
the carrying out of the Prohibited Act.

The ICB must put in place and maintain appropriate arrangements, including without
limitation, Staff training, to address counter-fraud issues, having regard to any relevant
Guidance, including from the NHS Counter Fraud Authority.

If requested by NHS England or the NHS Counter Fraud Authority, the ICB must allow
a person duly authorised to act on behalf of the NHS Counter Fraud Authority or on
behalf of NHS England to review, in line with the appropriate standards, any counter-
fraud arrangements put in place by the ICB.

The ICB must implement any reasonable modifications to its counter-fraud
arrangements required by a person referred to in Clause 21.4 in order to meet the
appropriate standards within whatever time periods as that person may reasonably
require.

The ICB must, on becoming aware of:

21.6.1 any suspected or actual bribery, corruption or fraud involving public funds,
or
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21.6.2 any suspected or actual security incident or security breach involving Staff
or involving NHS resources,

promptly report the matter to NHS England and to the NHS Counter Fraud Authority.

21.7 On the request of NHS England or NHS Counter Fraud Authority, the ICB must allow
the NHS Counter Fraud Authority or any person appointed by NHS England, as soon
as it is reasonably practicable and in any event not later than five (5) Operational Days
following the date of the request, access to:

21.7.1 all property, premises, information (including records and data) owned or
controlled by the ICB, and

21.7.2 all Staff who may have information to provide.
relevant to the detection and investigation of cases of bribery, fraud or corruption, or

security incidents or security breaches directly or indirectly in connection with this
Agreement.

22. CONFIDENTIAL INFORMATION OF THE PARTIES

221 Except as this Agreement otherwise provides, Confidential Information is owned by the
disclosing Party and the receiving Party has no right to use it.

22.2  Subject to Clauses 22.3 to 22.5, the receiving Party agrees:

22.21 to use the disclosing Party’s Confidential Information only in connection with
the receiving Party’s performance under this Agreement,

22.2.2 not to disclose the disclosing Party’s Confidential Information to any third
party or to use it to the detriment of the disclosing Party, and

22.2.3 to maintain the confidentiality of the disclosing Party’s Confidential
Information.

22.3  The receiving Party may disclose the disclosing Party’s Confidential Information:
22.3.1 in connection with any dispute resolution procedure under Clause 25,
22.3.2 in connection with any litigation between the Parties,
22.3.3 to comply with the Law,
2234 to any appropriate Regulatory or Supervisory Body,

22.3.5 to its Staff, who in respect of that Confidential Information will be under a
duty no less onerous than the Receiving Party’s duty under Clause 22.2,

22.3.6 to NHS bodies for the purposes of carrying out their functions,

22.3.7 as permitted under or as may be required to give effect to Clause 21
(Prohibited Acts and Counter-Fraud), and

22.3.8 as permitted under any other express arrangement or other provision of this

Agreement.
B
0/0\9@1;& 224  The obligations in Clauses 22.1 and 22.2 will not apply to any Confidential Information
/90@0‘ which:
s
J\f.? 22.4.1 is in, or comes into, the public domain other than by breach of this
25 Agreement,
V)
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2242 the receiving Party can show by its records was in its possession before it
received it from the disclosing Party, or

22.4.3 the receiving Party can prove it obtained or was able to obtain from a source
other than the disclosing Party without breaching any obligation of
confidence.

225 This Clause 22 does not prevent NHS England making use of or disclosing any
Confidential Information disclosed by the ICB where necessary for the purposes of
exercising its functions in relation to the ICB.

22.6  The Parties acknowledge that damages would not be an adequate remedy for any
breach of this Clause 22 by the receiving Party, and in addition to any right to damages
the disclosing Party will be entitled to the remedies of injunction, specific performance
and other equitable relief for any threatened or actual breach of this Clause 22.

22.7  This Clause 22 will survive the termination of this Agreement for any reason for a period
of five (5) years.

22.8  This Clause 22 will not limit the application of the Public Interest Disclosure Act 1998 in
any way whatsoever.

23. INTELLECTUAL PROPERTY

23.1 The ICB grants to NHS England a fully paid-up, non-exclusive, perpetual licence to use
the ICB Deliverables for the purposes of the exercise of its statutory and contractual
functions.

23.2 NHS England grants the ICB a fully paid-up, non-exclusive licence to use the NHS
England Deliverables for the purpose of performing this Agreement and the Delegated
Functions.

23.3  The ICB must co-operate with NHS England to enable it to understand and adopt Best
Practice (including the dissemination of Best Practice to other commissioners or
providers of NHS services), and must supply such materials and information in relation
to Best Practice as NHS England may reasonably request, and (to the extent that any
Intellectual Property Rights (“IPR”) attaches to Best Practice) grants NHS England a
fully paid-up, non-exclusive, perpetual licence for NHS England to use Best Practice
IPR for the commissioning and provision of NHS services and to share any Best Practice
IPR with other commissioners of NHS services (and other providers of NHS services)
to enable those parties to adopt such Best Practice.

24. NOTICES
24 1 Any notices given under this Agreement must be sent by e-mail to the other Party’s
address set out in the Particulars or as otherwise notified by one Party to another as the
appropriate address for this Clause 24.1.

24.2  Notices by e-mail will be effective when sent in legible form, but only if, following
transmission, the sender does not receive a non-delivery message.

25. DISPUTES

251 This clause does not affect NHS England’s right to exercise its functions for the

90/@0%} purposes of assessing and addressing the performance of the ICB.
SE
/v’oj@ 25.2 If a Dispute arises out of, or in connection with, this Agreement then the Parties must
7,& follow the procedure set out in this clause:
2,
XS
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253

25.2.1 either Party must give to the other written notice of the Dispute, setting out
its nature and full particulars (“Dispute Notice”), together with relevant
supporting documents. On service of the Dispute Notice, the Agreement
Representatives must attempt in good faith to resolve the Dispute,

25.2.2 if the Agreement Representatives are, for any reason, unable to resolve the
Dispute within twenty (20) Operational Days of service of the Dispute Notice,
the Dispute must be referred to the Chief Executive Officer (or equivalent
person) of the ICB and a director of or other person nominated by NHS
England (and who has authority from NHS England to settle the Dispute)
who must attempt in good faith to resolve it, and

25.2.3 if the people referred to in Clause 25.2.2 are for any reason unable to resolve
the Dispute within twenty (20) Operational Days of it being referred to them,
the Parties may attempt to settle it by mediation in accordance with the
CEDR model mediation procedure. Unless otherwise agreed between the
Parties, the mediator must be nominated by CEDR. To initiate the mediation,
a Party must serve notice in writing (‘Alternative Dispute Resolution’ (“ADR)
notice”) to the other Party to the Dispute, requesting a mediation. A copy of
the ADR notice should be sent to CEDR. The mediation will start no later
than ten (10) Operational Days after the date of the ADR notice.

If the Dispute is not resolved within thirty (30) Operational Days after service of the ADR
notice, or either Party fails to participate or to continue to participate in the mediation
before the expiration of the period of thirty (30) Operational Dys, or the mediation
terminates before the expiration of the period of thirty (30) Operational Days, the Dispute
must be referred to the NHS England Board, who shall resolve the matter and whose
decision shall be binding upon the Parties.

26. VARIATIONS

26.1

26.2

26.3

The Parties acknowledge that the scope of the Delegated Functions may be reviewed
and amended from time to time including by revoking this Agreement and making
alternative arrangements.

NHS England may vary this Agreement without the ICB’s consent where:

26.2.1 it is reasonably satisfied that the variation is necessary in order to comply
with Legislation, NHS England’s statutory duties, or any requirements or
direction given by the Secretary of State,

26.2.2 where variation is as a result of amendment to or additional Mandated
Guidance,

26.2.3 it is satisfied that any Developmental Arrangements are no longer required,

26.2.4 it reasonably considers that Developmental Arrangements are required
under Clause 14 (Breach), or

26.2.5 it is satisfied that such amendment or Developmental Arrangement is
required in order to ensure the effective commissioning of the Delegated
Services or other Specialised Services.

Where NHS England wishes to vary the Agreement in accordance with Clause 26.2 it
must notice in writing to the ICB of the wording of the proposed variation and the date
on which that variation is to take effect which must, unless it is not reasonably
practicable, be a date which falls at least thirty (30) Operational Days after the date on
which the notice under that clause is given to the ICB.
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264

26.5

26.6

26.7

26.8

26.9

26.10

For the avoidance of doubt, NHS England may issue or update Mandated Guidance at
any point during the term of the Agreement.

Either Party (“the Proposing Party”) may notify the other Party (the “Receiving Party”)
of a Variation Proposal in respect of this Agreement including, but not limited to the
following:

26.5.1 a request by the ICB to add, vary or remove any Developmental
Arrangement, or

26.5.2 a request by NHS England to include additional Specialised Services or NHS
England Functions within the Delegation, and

the Proposing Party will identify whether the proposed variation may have the impact of
changing the scope of the Delegated Functions or Reserved Functions so that NHS
England can establish the requisite level of approval required.

The Variation Proposal will set out the variation proposed and the date on which the
Proposing Party requests the variation to take effect.

When a Variation Proposal is issued in accordance with 26.6, the Receiving Party must
respond within thirty (30) Operational Days following the date that it is issued by serving
notice confirming either:

26.7.1 that it accepts the Variation Proposal, or

26.7.2 that it refuses to accept the Variation Proposal and setting out reasonable
grounds for that refusal.

If the Receiving Party accepts the Variation Proposal issued in accordance with Clause
26.5, the Receiving Party agrees to take all necessary steps (including executing a
variation agreement) in order to give effect to any variation by the date on which the
proposed variation will take effect as set out in the Variation Proposal.

If the Receiving Party refuses to accept a Variation Proposal submitted in accordance
with 26.5 to 26.7, or to take such steps as are required to give effect to the variation,
then the provisions of Clause 15 (Escalation Rights) shall apply.

When varying the Agreement in accordance with Clause 26, the Parties must consider
the impact of the proposed variation on any ICB Collaboration Arrangements and any
Further Arrangements.

27. TERMINATION

271 The ICB may:
27.1.1 notify NHS England that it requires NHS England to revoke the Delegation,
and
27.1.2 terminate this Agreement,
with effect from the end of 31 March in any calendar year, provided that:
27.1.3 on or before 30 September of the previous calendar year, the ICB sends
o written notice to NHS England of its requirement that NHS England revoke
V’o/‘;b@} the Delegation and its intention to terminate this Agreement, and
SES
909@;@ 2714 the ICB meets with NHS England within ten (10) Operational Days of NHS
s England receiving the notice set out at Clause 27.1.3 above to discuss
. arrangements for termination and transition of the Delegated Functions to a
S successor commissioner in accordance with Clause 28.2, and
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27.1.5 the ICB confirms satisfactory arrangements for terminating any ICB
Collaboration Arrangements or Further Agreements in whole or part as
required including agreed succession arrangements for Commissioning
Teams,

in which case NHS England shall revoke the Delegation and this Agreement shall
terminate with effect from the end of 31 March in the next calendar year.

27.2  NHS England may revoke the Delegation in whole or in part with effect from 23.59 hours
on 31 March in any year, provided that it gives notice to the ICB of its intention to
terminate the Delegation on or before 30 September in the year prior to the year in which
the Delegation will terminate, and in which case Clause 27.4 will apply.

27.3  The Delegation may be revoked in whole or in part, and this Agreement may be
terminated by NHS England at any time, including in (but not limited to) the following
circumstances:

27.3.1 the ICB acts outside of the scope of its delegated authority,

27.3.2 the ICB fails to perform any material obligation of the ICB owed to NHS
England under this Agreement,

27.3.3 the ICB persistently commits non-material breaches of this Agreement,

27.3.4 NHS England is satisfied that its intervention powers under section 14261 of
the NHS Act apply,

27.3.5 to give effect to legislative changes, including conferral of any of the
Delegated or Reserved Functions on the ICB,

27.3.6 failure to agree to a variation in accordance with Clause 26 (Variations),

27.3.7 NHS England and the ICB agree in writing that the Delegation shall be
revoked and this Agreement shall terminate on such date as is agreed,
and/or

27.3.8 the ICB merges with another ICB or other body.

27.4  This Agreement will terminate upon revocation or termination of the full Delegation
(including revocation and termination in accordance with this Clause 27 (Termination))
except that the provisions referred to in Clause 29 (Provisions Surviving Termination)
will continue in full force and effect.

27.5  Without prejudice to Clause 14.3 and to avoid doubt, NHS England may waive any right
to terminate this Agreement under this Clause 27 (Termination). Any such waiver is only
effective if given in writing and shall not be deemed a waiver of any subsequent right or
remedy.

27.6  As an alternative to termination of the Agreement in respect of all the Delegated
Functions, NHS England may terminate the Agreement in respect of specified
Delegated Functions (or aspects of such Delegated Functions) only, in which case this
Agreement shall otherwise remain in effect.

28. CONSEQUENCE OF TERMINATION

V’O/Z@ 28.1 Termination of this Agreement, or termination of the ICB’s exercise of any of the
\9/;)'%/ Delegated Functions, will not affect any rights or liabilities of the Parties that have
097"3‘ accrued before the date of that termination or which later accrue in respect of the term

%, of this Agreement. For the avoidance of doubt, the ICB shall be responsible for any

JQ% Claims or other costs or liabilities incurred in the exercise of the Delegated Functions
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28.2

283

284

during the period of this Agreement unless expressly agreed otherwise by NHS
England.

Subject to Clause 28.4, on or pending termination of this Agreement or termination of
the ICB’s exercise of any of the Delegated Functions, NHS England, the ICB and, if
appropriate, any successor delegate will:

28.2.1 agree a plan for the transition of the Delegated Functions from the ICB to the
successor delegate, including details of the transition, the Parties’
responsibilities in relation to the transition, the Parties’ arrangements in
respect of the Staff engaged in the Delegated Functions and the date on
which the successor delegate will take responsibility for the Delegated
Functions,

28.2.2 implement and comply with their respective obligations under the plan for
transition agreed in accordance with Clause 28.2.1, and

28.2.3 act with a view to minimising any inconvenience or disruption to the
commissioning of healthcare in the Area.

For a reasonable period before and after termination of this Agreement or termination
of the ICB’s exercise of any of the Delegated Functions, the ICB must:

28.3.1 co-operate with NHS England and any successor delegate to ensure
continuity and a smooth transfer of the Delegated Functions, and

28.3.2 at the reasonable request of NHS England:

28.3.2.1 promptly provide all reasonable assistance and information to
the extent necessary for an efficient assumption of the
Delegated Functions by a successor delegate,

28.3.2.2 deliver to NHS England all materials and documents used by
the ICB in the exercise of any of the Delegated Functions, and

28.3.2.3 use all reasonable efforts to obtain the consent of third parties
to the assignment, novation or termination of existing contracts
between the ICB and any third party which relate to or are
associated with the Delegated Functions.

Where any or all of the Delegated Functions or Reserved Functions are to be directly
conferred on the ICB, the Parties will co-operate with a view to ensuring continuity and
a smooth transfer to the ICB.

29. PROVISIONS SURVIVING TERMINATION
29.1 Any rights, duties or obligations of any of the Parties which are expressed to survive,
including those referred to in Clause 29.2, or which otherwise by necessary implication
survive the termination for any reason of this Agreement, together with all indemnities,
will continue after termination, subject to any limitations of time expressed in this
Agreement.
29.2  The surviving provisions include the following clauses together with such other
provisions as are required to interpret and give effect to them:
0)
Q,
90/‘@} 29.2.1 Clause 10 (Finance),
0\% 5
09;"3‘ 29.2.2 Clause 13 (Staffing, Workforce and Commissioning Teams),
%,
‘JO’@ 29.2.3 Clause 16 (Liability and Indemnity),
v)
Delegation Agreement for Specialised Services DRAFT v0,03 Page 25

53/456



29.2.4 Clause 17 (Claims and Litigation),

29.2.5 Clause 18 (Data Protection, Freedom of Information and Transparency),
29.2.6 Clause 25 (Disputes),

29.2.7 Clause 27 (Termination),

29.2.8 Schedule 6 (Further Information Governance and Sharing Provisions).

30. COSTS

301 Each Party is responsible for paying its own costs and expenses incurred in connection
with the negotiation, preparation and execution of this Agreement.

31. SEVERABILITY

31.1 If any provision or part of any provision of this Agreement is declared invalid or otherwise
unenforceable, that provision or part of the provision as applicable will be severed from
this Agreement. This will not affect the validity and/or enforceability of the remaining part
of that provision or of other provisions.

32. GENERAL

321 Nothing in this Agreement will create a partnership or joint venture or relationship of
principal and agent between NHS England and the ICB.

32.2 A delay or failure to exercise any right or remedy in whole or in part shall not waive that
or any other right or remedy, nor shall it prevent or restrict the further exercise of that or
any other right or remedy.

32.3  This Agreement does not give rise to any rights under the Contracts (Rights of Third
Parties) Act 1999 to enforce any term of this Agreement.
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SCHEDULE 1 DEFINITIONS AND INTERPRETATION

1. The headings in this Agreement will not affect its interpretation.

2. Reference to any statute or statutory provision, Law, Guidance, Mandated Guidance or Data
Guidance, includes a reference to that statute or statutory provision, Law, Guidance, Mandated
Guidance or Data Guidance as from time to time updated, amended, extended, supplemented,
re-enacted or replaced in whole or in part.

3. Reference to a statutory provision includes any subordinate legislation made from time to time
under that provision.

4. References to clauses and schedules are to the clauses and schedules of this Agreement,
unless expressly stated otherwise.

5. References to any body, organisation or office include reference to its applicable successor
from time to time.

6. Any references to this Agreement or any other documents or resources includes reference to
this Agreement or those other documents or resources as varied, amended, supplemented,
extended, restated and/or replaced from time to time and any reference to a website address
for a resource includes reference to any replacement website address for that resource.

7. Use of the singular includes the plural and vice versa.
8. Use of the masculine includes the feminine and all other genders.
9. Use of the term “including” or “includes” will be interpreted as being without limitation.

10.  The following words and phrases have the following meanings:

Administrative and means administrative and management support provided in
Management Services accordance with Clause 9.5 or 9.7,
Agreement means this agreement between NHS England and the ICB

comprising the Particulars, the Terms and Conditions, the
Schedules and the Mandated Guidance,

Agreement Representatives means the ICB Representative and the NHS England
Representative as set out in the Particulars or such person
identified to the other Party from time to time as the relevant
representative,

Annual Allocation means the funds allocated to the ICB annually under section
223G of the NHS Act,

Area means the geographical area covered by the ICB,

Assurance Processes has the definition given in paragraph 3.1 of Schedule 3,
Best Practice means any methodologies, pathway designs and processes
relating to this Agreement or the Delegated Functions
Q) developed by the ICB or its Staff for the purposes of delivering
90/0”@} the Delegated Functions and which are capable of wider use in
\9/;)'%/ the delivery of healthcare services for the purposes of the NHS,
097@‘ but not including inventions that are capable of patent protection
%, and for which patent protection is being sought or has been

JO’%;; obtained, registered designs, or copyright in software,

Schedule 1: Definitions and Interpretations
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Capital Investment Guidance

CEDR

Claims

Claim Losses

Clinical Commissioning
Policies

Clinical Reference Groups

Collaborative Agreement

Collaborative Commissioning
Agreement

Commissioning Functions

means any Mandated Guidance issued by NHS England from
time to time in relation to the development, assurance and
approvals process for proposals in relation to:

- the expenditure of Capital, or investment in property,
infrastructure or information and technology, and

- the revenue consequences for commissioners or third
parties making such investment,

means the Centre for Effective Dispute Resolution,

means, for or in relation to the Delegated Functions

(i) any litigation or administrative, mediation, arbitration or other
proceedings, or any claims, actions or hearings before any
court, tribunal or the Secretary of State, any governmental,
regulatory or similar body, or any department, board or
agency or

(ii) any dispute with, or any investigation, inquiry or enforcement
proceedings by, any governmental, regulatory or similar
body or agency,

means all Losses arising in relation to any Claim,

means a nationally determined clinical policy setting out the
commissioning position on a particular clinical treatment issue
and defines accessibility (including a not for routine
commissioning position) of a medicine, medical device,
diagnostic technique, surgical procedure or intervention for
patients with a condition requiring a specialised service,

means a group consisting of clinicians, commissioners, public
health experts, patient and public voice representatives and
professional associations, which offers specific knowledge and
expertise on the best ways that Specialised Services should be
provided,

Means the ‘Collaboration Agreement for the Commissioning of
Delegated Specialised Services in the East of England’ agreed
between all ICBs in the East of England and NHS England, East
of England Regional Team,

means an agreement under which NHS Commissioners set out
collaboration arrangements in respect of commissioning
Specialised Services Contracts,

means the respective statutory functions of the Parties in
arranging for the provision of services as part of the health
service,

means those Specialised Services Staff that support the
commissioning of Delegated Services immediately prior to this
Agreement and, at the point that Staff transfer from NHS
England to an identified ICB, it shall mean those NHS England

Schedule 1: Definitions and Interpretations
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Staff and such other Staff appointed by that ICB to carry out a
role in respect of commissioning the Delegated Services,

Commissioning Team means the arrangements through which the services of a
Arrangements Commissioning Team are made available to another NHS body
for the purposes of commissioning the Delegated Services,

Confidential Information means any information or data in whatever form disclosed,
which by its nature is confidential or which the disclosing Party
acting reasonably states in writing to the receiving Party is to be
regarded as confidential, or which the disclosing Party acting
reasonably has marked ‘confidential’ (including, financial
information, strategy documents, tenders, employee
confidential information, development or workforce plans and
information, and information relating to services) but which is not
information which is disclosed in response to an FOIA request,
or information which is published as a result of NHS England or
government policy in relation to transparency,

Contracts means any contract or arrangement in respect of the
commissioning of any of the Delegated Services,

Contracting Standard means the Contracting Standard Operating Procedure
Operating Procedure produced by NHS England in respect of the Delegated Services,
Contractual Notice means a contractual notice issued by NHS England to the ICB,

from time to time and relating to allocation of contracts for the
purposes of the Delegated Functions,

cQcC means the Care Quality Commission,
Data Controller shall have the same meaning as set out in the UK GDPR,
Data Guidance means any applicable guidance, guidelines, direction or

determination, framework, code of practice, standard or
requirement regarding information governance, confidentiality,
privacy or compliance with Data Protection Legislation to the
extent published and publicly available or their existence or
contents have been notified to the ICB by NHS England and/or
any relevant Regulatory or Supervisory Body. This includes but
is not limited to guidance issued by NHS Digital, the National
Data Guardian for Health & Care, the Department of Health and
Social Care, NHS England, the Health Research Authority, the
UK Health Security Agency and the Information Commissioner,

Data Protection Impact means an assessment to identify and minimise the data
Assessment protection risks in relation to any data sharing proposals,
Data Protection Officer shall have the same meaning as set out in the Data Protection
Legislation,
O@ . .
V’o/ob@} Data Processor shall have the same meaning as set out in the UK GDPR,
S
(S
Ovﬁa‘ta Protection Legislation means the UK GDPR, the Data Protection Act 2018 and all
’&,J applicable Law concerning privacy, confidentiality or the
Q. processing of personal data including but not limited to the

"2

Schedule 1: Definitions and Interpretations
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Human Rights Act 1998, the Health and Social Care (Safety and
Quality) Act 2015, the common law duty of confidentiality and
the Privacy and Electronic Communications (EC Directive)
Regulations 2003,

Data Sharing Agreement means a data sharing agreement which should be in
substantially the same form as a Data Sharing Agreement
template approved by NHS England,

Data Subject shall have the same meaning as set out in the UK GDPR,

Delegated Commissioning means the advisory forum in respect of Delegated Services set

Group (DCG) up by NHS England currently known as the Delegated
Commissioning Group for Specialised Services,

Delegated Functions means the statutory functions delegated by NHS England to the
ICB under the Delegation and as set out in detail in this
Agreement,

Delegated Funds means the funds defined in Clause 10.2,

Delegated Services means the services set out in Schedule 2 of this Agreement and

which may be updated from time to time by NHS England,

Delegation means the delegation of the Delegated Functions from NHS
England to the ICB as described at Clause 6.1,

Developmental Arrangements = means the arrangements set out in Schedule 9 as amended or
replaced,

Dispute a dispute, conflict or other disagreement between the Parties
arising out of or in connection with this Agreement,

Effective Date of Delegation means for the Specialised Services set out in Schedule 2, the
date set out in Schedule 2 as the date delegation will take effect
in respect of that particular Specialised Service and for any
future delegations means the date agreed by the parties as the
date that the delegation will take effect,

EIR means the Environmental Information Regulations 2004,

Escalation Rights means the escalation rights as defined in Clause 15 (Escalation
Rights),

Finance Guidance means the guidance, rules and operating procedures produced

by NHS England that relate to these delegated arrangements,
including but not limited to the following:

- Commissioning Change Management Business Rules,

%) - Contracting Standard Operating Procedure,
%
O\P/S&@A - Cashflow Standard Operating Procedure,
[ON(7
Sh
VJ& - Finance and Accounting Standard Operating
. Procedure,
25
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- Service Level Framework Guidance,

Financial Year shall bear the same meaning as in section 275 of the NHS Act,
FOIA means the Freedom of Information Act 2000,
Further Arrangements means arrangements for the exercise of Delegated Functions

as defined at Clause 12,

Good Practice means using standards, practices, methods and procedures
conforming to the law, reflecting up-to-date published evidence
and exercising that degree of skill and care, diligence, prudence
and foresight which would reasonably and ordinarily be
expected from a skilled, efficient and experienced
commissioner,

Guidance means any applicable guidance, guidelines, direction or
determination, framework, code of practice, standard or
requirement to which the ICB has a duty to have regard (and
whether specifically mentioned in this Agreement or not), to the
extent that the same are published and publicly available or the
existence or contents of them have been notified to the ICB by
any relevant Regulatory or Supervisory Body but excluding
Mandated Guidance,

High Cost Drugs means medicines not reimbursed though national prices and
identified on the NHS England high cost drugs list,

Host ICB Means the designated host ICB that will employ the
Commissioning Team as part of the Commissioning Team
Arrangements after 2024/25. During 2024/25 they will take the
lead ICB role for managing the work of the Commissioning
Team employed within NHS England on behalf of the ICBs.

ICB means an Integrated Care Board established pursuant to
section 147225 of the NHS Act and named in the Particulars,

ICB Collaboration means an arrangement entered into by the ICB and at least one

Arrangement other ICB under which the parties agree joint working
arrangements in respect of the exercise of the Delegated
Functions,

ICB Deliverables all documents, products and materials developed by the ICB or

its Staff in relation to this Agreement and the Delegated
Functions in any form and required to be submitted to NHS
England under this Agreement, including data, reports, policies,
plans and specifications,

ICB Functions the Commissioning Functions of the ICB,
0)
V’o/‘;@ Information Governance means the checklist Guidance for Reporting, Managing and
%@uidance for Serious Investigating Information Governance and Cyber Security
ricidents Serious Incidents Requiring Investigation’ (2015) as may be
2N amended or replaced,
~0.
2
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Indemnity Arrangement means either:
(i) a policy of insurance,

(i) an arrangement made for the purposes of indemnifying a
person or organisation, or

(iii) a combination of (i) and (ii),

IPR means intellectual property rights and includes inventions,
copyright, patents, database right, trademarks, designs and
confidential know-how and any similar rights anywhere in the
world whether registered or not, including applications and the
right to apply for any such rights,

Law means any applicable law, statute, rule, bye-law, regulation,
direction, order, regulatory policy, guidance or code, rule of
court or directives or requirements of any regulatory body,
delegated or subordinate legislation or notice of any regulatory
body (including any Regulatory or Supervisory Body),

Local Terms means the terms set out in Schedule 8 (Local Terms) and/or
such other Schedule or part thereof as designated as Local
Terms,

Losses means all damages, loss, liabilities, claims, actions, costs,

expenses (including the cost of legal and/or professional
services) proceedings, demands and charges whether arising
under statute, contract or common law,

Managing Conflicts of Interest the NHS publication by that name available at:
in the NHS https://www.england.nhs.uk/publication/managing-conflicts-of-
interest-in-the-nhs-quidance-for-staff-and-organisations/ ,

Mandated Guidance means any protocol, policy, guidance, guidelines, framework or
manual relating to the exercise of the Delegated Functions and
issued by NHS England to the ICB as Mandated Guidance from
time to time, in accordance with Clause 7.35 which at the
Effective Date of Delegation shall include the Mandated
Guidance set out in Schedule 7,

National Commissioning means the advisory forum in respect of the Retained Services
Group (NCG) currently known as the National Commissioning Group for
Specialised, Health and Justice and Armed Forces Services,

National Standards means the service standards for each Specialised Service, as
set by NHS England and included in Clinical Commissioning
Policies or National Specifications,

National Specifications the service specifications published by NHS England in respect
o of Specialised Services,
%
N
%ggjeed to Know has the meaning set out in paragraph 1.2 of Schedule 6 (Further
v’;fj Information Governance and Sharing Provisions),
&70.
25
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NICE Regulations

NHS Act

NHS Counter Fraud Authority

NHS Digital Data Security and
Protection Toolkit

NHS England

NHS England Deliverables

NHS England Functions

Non-Personal Data

Operational Days

Oversight Framework

Party/Parties

Patient Safety Incident
Response Framework

Personal Data

means the National Institute for Health and Care Excellence
(Constitution and Functions) and the Health and Social Care
Information Centre (Functions) Regulations 2013 as amended
or replaced,

means the National Health Service Act 2006 (as amended by
the Health and Social Care Act 2012 and the Health and Care
Act 2022 and other legislation from time to time),

means the Special Health Authority established by and in
accordance with the NHS Counter Fraud Authority
(Establishment, Constitution, and Staff and Other Transfer
Provisions) Order 2017/958,

means the toolkit published by NHS Digital and available on the
NHS Digital website at: https://digital.nhs.uk/data-and-
information/looking-after-information/data-security-and-
information-governance/data-security-and-protection-toolKkit ,

means the body established by section 1H of the NHS Act,

means all documents, products and materials NHS England in
which NHS England holds IPRs which are relevant to this
Agreement, the Delegated Functions or the Reserved Functions
in any form and made available by NHS England to the ICB
under this Agreement, including data, reports, policies, plans
and specifications,

means all functions of NHS England as set out in legislation
excluding any functions that have been expressly delegated,

means data which is not Personal Data,

a day other than a Saturday, Sunday, Christmas Day, Good
Friday or a bank holiday in England,

means the NHS Oversight Framework, as may be amended or
replaced from time to time, and any relevant associated
Guidance published by NHS England,

means a party or both parties to this Agreement,

means the framework published by NHS England and made
available on the NHS England website at:
https://www.england.nhs.uk/patient-safety/incident-response-
framework/ ,

shall have the same meaning as set out in the UK GDPR and
shall include references to Special Category Personal Data
where appropriate,

means the individuals for whom the ICB has responsibility in
respect of commissioning the Delegated Services,

Schedule 1: Definitions and Interpretations
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Prescribed Specialised
Services Manual

Provider Collaborative

Provider Collaborative
Guidance

Prohibited Act

Regional Quality Group

Regulatory or Supervisory
Body

means the document which may be amended or replaced from
time to time which is currently known as the prescribed
specialised services manual which describes how NHS England
and ICBs commission specialised services and sets out the
identification rules which describe how NHS England and ICBs
identify Specialised Services activity within data flows,

means a group of Specialised Service Providers who have
agreed to work together to improve the care pathway for one or
more Specialised Services,

means the guidance published by NHS England in respect of
Provider Collaboratives,

means the ICB:

(i) offering, giving, or agreeing to give NHS England (or an
of their officers, employees or agents) any gift or
consideration of any kind as an inducement or reward
for doing or not doing or for having done or not having
done any act in relation to the obtaining of performance
of this Agreement, the Reserved Functions, the
Delegation or any other arrangement with the ICB, or
for showing or not showing favour or disfavour to any
person in relation to this Agreement or any other
arrangement with the ICB, and

(i) in connection with this Agreement, paying or agreeing
to pay any commission, other than a payment,
particulars of which (including the terms and conditions
of the agreement for its payment) have been disclosed
in writing to NHS England, or

(iii) committing an offence under the Bribery Act 2010,

means a group set up to act as a strategic forum at which
regional partners from across health and social care can share,
identify and mitigate wider regional quality risks and concerns
as well as share learning so that quality improvement and best
practice can be replicated,

means any statutory or other body having authority to issue
guidance, standards or recommendations with which the
relevant Party and/or Staff must comply or to which it or they
must have regard, including:

(iy CQC,

(i) NHS England,

(iii) the Department of Health and Social Care,

(iv) the National Institute for Health and Care Excellence,

(v) Healthwatch England and Local Healthwatch,

(vi) the General Medical Council,
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(vii) the General Dental Council,

(viii) the General Optical Council,

(ix) the General Pharmaceutical Council,

(x) the Healthcare Safety Investigation Branch, and

(xi) the Information Commissioner,

Relevant Clinical Networks means those clinical networks identified by NHS England as
required to support the commissioning of Specialised Services
for the Population,

Relevant Information means the Personal Data and Non-Personal Data processed
under the Delegation and this Agreement, and includes, where
appropriate, “confidential patient information” (as defined under
section 251 of the NHS Act), and “patient confidential
information” as defined in the 2013 Report, The Information
Governance Review — “To Share or Not to Share?”),

Reserved Functions means statutory functions of NHS England that it has not
delegated to the ICB including but not limited to those set out in
the Schedules to this Agreement,

Retained Services means those Specialised Services for which NHS England shall
retain commissioning responsibility, as set out in Schedule 5,

Secretary of State means the Secretary of State for Health and Social Care,

Shared Care Arrangements means arrangements put in place to support patients receiving
elements of their care closer to home, whilst still ensuring that
they have access to the expertise of a specialised centre and
that care is delivered in line with the expectation of the relevant
National Specification,

Single Point of Contact means the member of Staff appointed by each relevant Party in
accordance with Paragraph 9.6 of Schedule 6,

Special Category Personal shall have the same meaning as in UK GDPR,

Data

Specialised Commissioning means the budget identified by NHS England for the purpose of
Budget exercising the Delegated Functions,

Specialised Commissioning means the statutory functions conferred on NHS England under
Functions Section 3B of the NHS Act and Regulation 11 and Schedule 4

of the National Health Service Commissioning Board and
Clinical Commissioning Groups (Responsibilities and Standing
Rules) Regulations 2012/2996 (as amended or replaced),

90/@0@ Specialised Services means the services commissioned in exercise of the
\9/;;9@‘ Specialised Commissioning Functions,
0\_)’0;«
4
s,
o,
2
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Specialised Services Contract means a contract for the provision of Specialised Services
entered into in the exercise of the Specialised Commissioning
Functions,

Specialised Services Provider = means a provider party to a Specialised Services Contract,

Specialised Services Staff means the Staff of roles identified as carrying out the Delegated
Services Functions immediately prior to the date of this
Agreement,

Specified Purpose means the purpose for which the Relevant Information is shared

and processed, being to facilitate the exercise of the ICB’s
Delegated Functions and NHS England’s Reserved Functions
as specified in paragraph 2.1. of Schedule 6 (Further
Information Governance and Sharing Provisions) to this
Agreement,

Staff or Staffing means the Parties’ employees, officers, elected members,
directors, voluntary staff, consultants, and other contractors and
sub-contractors acting on behalf of either Party (whether or not
the arrangements with such contractors and sub-contractors are
subject to legally binding contracts) and such contractors’ and
their sub-contractors’ personnel,

Sub-Delegate shall have the meaning in Clause 12.2,

System Quality Group means a group set up to identify and manage concerns across
the local system. The system quality group shall act as a
strategic forum at which partners from across the local health
and social care footprint can share issues and risk information
to inform response and management, identify and mitigate
quality risks and concerns as well as share learning and best
practice,

Triple Aim means the duty to have regard to wider effect of decisions,
which is placed on each of the Parties under section 13NA (as
regards NHS England) and section 14243 (as regards the ICB)
of the NHS Act,

UK GDPR means Regulation (EU) 2016/679 of the European Parliament
and of the Council of 27th April 2016 on the protection of natural
persons with regard to the processing of personal data and on
the free movement of such data (General Data Protection
Regulation) as it forms part of the law of England and Wales,
Scotland and Northern Ireland by virtue of section 3 of
the European Union (Withdrawal) Act 2018,

Variation Proposal means a written proposal for a variation to the Agreement, which
complies with the requirements of Clause 26.5.
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SCHEDULE 2 DELEGATED SERVICES

Delegated Services

NHS England delegates to the ICB the statutory function for commissioning the Specialised Services
set out in this Schedule 2 (Delegated Services) subject to the reservations set out in Schedule 4
(Retained Functions) and the provisions of any Developmental Arrangements set out in Schedule 9.

The following Specialised Services were delegated to the ICB on 1 April 2024.

2 Adult congenital heart disease services 13X Adult congenital heart disease services (non-surgical)
13Y Adult congenital heart disease services (surgical)
3 ::\:rL\J/Iitczzemallst pain management 31Z Adult specialist pain management services
4 Adult specialist respiratory services 29M Interstitial lung disease (adults)
29S Severe asthma (adults)
29L Lung volume reduction (adults)
Adult specialist rheumatology services 267 Adult specialist rheumatology services
Adult Specialist Cardiac Services 13A Complex device therapy
13B Cardiac electrophysiology & ablation
13C Inherited cardiac conditions
13E Cardiac surgery (inpatient)
13F PPCI for ST- elevation myocardial infarction
13H Cardiac magnetic resonance imaging
13T Complex interventional cardiology (adults)
132 Cardiac surgery (outpatient)
9 Adult specialist endocrinology services 27E Adrenal Cancer (adults)
277 Adult specialist endocrinology services
11 Adult specialist neurosciences services 080 Neurology (adults)

08P Neurophysiology (adults)

08R Neuroradiology (adults)

08S Neurosurgery (adults)

08T Mechanical Thrombectomy

Neurosurgery LVHC national: surgical removal of clival

58A chordoma and chondrosarcoma

5B Neurosurge_ry LVHC national: EC-IC bypass
(complex/high flow)

58C Neurosurgery LVHC national: transoral excision of dens

58D Neurosurgery LVHC regional: anterior skull based
tumours

58E Neurosurgery LVHC regional: lateral skull based
tumours

58F Neurosurgery LVHC regional: surgical removal of

brainstem lesions

58G Neurosurgery LVHC regional: deep brain stimulation
58H Neuro_surgery LVHC regional: pineal tumour surgeries -
resection

Neurosurgery LVHC regional: removal of arteriovenous
malformations of the nervous system

58J Neurosurgery LVHC regional: epilepsy

58K Neurosurge(y LVHC regional: insula glioma’s/ complex
low grade glioma’s

50 58L Neurosurgery LVHC local: anterior lumbar fusion

58l

/0\;"1;& Adult specialist neurosciences services 58M Neurosurgery LVHC local: removal of intramedullary
I '30@(;% (continued) spinal tumours
V’y’ 58N Neurosurgery LVHC local: intraventricular tumours
4N resection
0. 580 Neurosurgery LVHC local: surgical repair of aneurysms
0 (surgical clipping)
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58P Neurosurgery LVHC local: thoracic discectomy
58Q Neurosurgery LVHC local: microvascular decompression
for trigeminal neuralgia
58R Neurosurgery LVHC local: awake surgery for removal of
brain tumours
Neurosurgery LVHC local: removal of pituitary tumours
58S . . )
including for Cushing’s and acromegaly
12 Adult specialist ophthalmology services 37C Artificial Eye Service
372 Adult specialist ophthalmology services
13 Adult specialist orthopaedic services 34A Orthopaedic surgery (adults)
34R Orthopaedic revision (adults)
15 Adult specialist renal services 11B Renal dialysis
11C Access for renal dialysis
Adult specialist services for people . ) L .
16 living with HIV 14A Adult specialised services for people living with HIV
17 Adult specialist vascular services 30Z Adult specialist vascular services
18 Adult thoracic surgery services 29B Complex thoracic surgery (adults)
297 Adult thoracic surgery services: outpatients
30 Bon«_a conduction hea”f?g implant 32B Bone anchored hearing aids service
services (adults and children)
32D Middle ear implantable hearing aids service
35 Sgﬁgr!}%)and palate services (adults and 152 Cleft lip and palate services (adults and children)
36 Cochle_ar implantation services (adults 32A Cochlear implantation services (adults and children)
and children)
Complex spinal surgery services . . .
40 (adults and children) 062 Complex spinal surgery services (adults and children)
Complex neuro-spinal surgery services (adults and
08z 8
children)
54 Fetal medicine services (adults and 04C Fetal medicine services (adults and adolescents)
adolescents)
Specialist adult gynaecological surgery
58 and urinary surgery services for 04A Severe Endometriosis
females
04D Complex urinary incontinence and genital prolapse
58A Spet_:lallst adult urological surgery 1P Penile implants
services for men
418 Surgical sperm removal
41U Urethral reconstruction
59 ?ﬁiﬂ:ﬂ?t allergy services (adults and 17z Specialist allergy services (adults and children)
61 Spec'a."St dermatology services (adults 247 Specialist dermatology services (adults and children)
and children)
Specialist metabolic disorder services Specialist metabolic disorder services (adults and
62 : 362 .
(adults and children) children)
63 Speugllst pain management services 23Y Specialist pain management services for children
for children
%) 64 Specialist palliative care services for E23 Specialist palliative care services for children and young
v’o/%% children and young adults adults
o\F - - :
3 3’5’@/65 _Spem_allst services for adults with 18A Specialist services for adults with infectious diseases
Ov’ (A infectious diseases
b4
4N 18E Specialist Bone and Joint Infection (adults)
0.
XS
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72 'V'"?‘J°r trauma services (adults and 34T Major trauma services (adults and children)
children)
Neuropsychiatry services (adults and . . .
78 children) 08Y Neuropsychiatry services (adults and children)
83 Paediatric cardiac services 23B Paediatric cardiac services
94 qulotherapy services (adults and 01R Radiotherapy services (Adults)
children)
51R Radiotherapy services (Children)
018 Stereotactic Radiosurgery / radiotherapy
105 Specialist cancer services (adults) 01C Chemotherapy
01J Anal cancer (adults)
01K Malignant mesothelioma (adults)
01M Head and neck cancer (adults)
01N Kidney, bladder and prostate cancer (adults)
01Q Rare brain and CNS cancer (adults)
01U Oesophageal and gastric cancer (adults)
01V Biliary tract cancer (adults)
01w Liver cancer (adults)
01Y Cancer Outpatients (adults)
01z Testicular cancer (adults)
04F Gynaecological cancer (adults)
19V Pancreatic cancer (adults)
24Y Skin cancer (adults)
19C Biliary tract cancer surgery (adults)
19M Liver cancer surgery (adults)
19Q Pancreatic cancer surgery (adults)
51A Interventional oncology (adults)
51B Brachytherapy (adults)
51C Molecular oncology (adults)
61M Head and neck cancer surgery (adults)
61Q Ophthalmic cancer surgery (adults)
61U Oesophageal and gastric cancer surgery (adults)
61Z Testicular cancer surgery (adults)
33C Transanal endoscopic microsurgery (adults)
Distal sacrectomy for advanced and recurrent rectal
33D
cancer (adults)
106 Specialist cancer services for children 01T Teenage and young adult cancer
and young adults
23A Children's cancer
106A (Sa%?mz;ISt colorectal surgery services 33A Complex surgery for faecal incontinence (adults)
33B Complex inflammatory bowel disease (adults)
107 Specialist dentistry services for children 23P Specialist dentistry services for children
108 Spem_allst ear, nose and throat services 23D Specialist ear, nose and throat services for children
for children
Specialist endocrinology services for Specialist endocrinology and diabetes services for
109 ; 23E .
children children
Specialist gastroenterology, hepatology Specialist gastroenterology, hepatology and nutritional
110 and nutritional support services for 23F - LY
. support services for children
o) children
<59
0/0<"1/ Specialist gynaecology services for
Sl-4112 . 9y 9y 73X Specialist paediatric surgery services - gynaecology
b'e. children
(N7
" Specialist haematology services for . . .
118, children 23H Specialist haematology services for children
; "v’
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Specialist maternity care for adults

Specialist maternity care for women diagnosed with

115B diagnosed with abnormally invasive 04G . .
abnormally invasive placenta
placenta
118 Neonatal critical care services NIC Specialist neonatal care services
119 ?ﬁﬁﬂ:ﬁ:ﬁ neuroscience services for 23M Specialist neuroscience services for children
07y Paediatric neurorehabilitation
08J Selective dorsal rhizotomy
120 ?r?iled?:::St ophthalmology services for 23N Specialist ophthalmology services for children
121 fﬁlecj?::St orthopaedic services for 23Q Specialist orthopaedic services for children
122 Paediatric critical care services PIC Specialist paediatric intensive care services
125 gﬁﬁﬁ:ﬁ:m plastic surgery services for 23R Specialist plastic surgery services for children
Specialist rehabilitation services for . o . . T
126 patients with highly complex needs 077 Specialist rehabilitation services for patients with highly
. complex needs (adults and children)
(adults and children)
127 Specialist renal services for children 238 Specialist renal services for children
128 gﬁﬁﬂ:ﬁ:ﬁ respiratory services for 23T Specialist respiratory services for children
129 ?r?iled?:::St rheumatology services for 23W Specialist rheumatology services for children
130 .Spec[allst services for children with 18C Specialist services for children with infectious diseases
infectious diseases
Specialist services for complex liver,
131 biliary and pancreatic diseases in 19L Specialist services for complex liver diseases in adults
adults
19P Specialist services for complex pancreatic diseases in
adults
Specialist services for complex liver, biliary and
192 T .
pancreatic diseases in adults
19B Specialist services for complex biliary diseases in adults
Specialist services for haemophilia and . . -
132 other related bleeding disorders (adults 03X Spemghst services for haemophilia and other related
- bleeding disorders (Adults)
and children)
03y Specialist services for haemophilia and other related
bleeding disorders (Children)
Specialist services to support patients
134 with cor_nplex phyS'C?' d'sa.b'“t'es 05P Prosthetics (adults and children)
(excluding wheelchair services) (adults
and children)
135 Specialist paediatric surgery services 23X Specialist paediatric surgery services - general surgery
136 Specialist paediatric urology services 23Z Specialist paediatric urology services
139A fﬁﬁj‘f:r'ft morbid obesity services for 352 | Specialist morbid obesity services for children
Termination services for patients with o . . . .
) . L Termination services for patients with medical
medical complexity and or significant - S S .
139AA o o ) 04P complexity and or significant co-morbidities requiring
co-morbidities requiring treatment in a f g -
L . treatment in a specialist hospital
specialist hospital
ACC Adult Critical Care ACC Adult critical care
v’o@p
%%
S
0%,
<7
J\S.\.
0.
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SCHEDULE 3

DELEGATED FUNCTIONS

1 Introduction

1.1

Subject to the reservations set out in Schedule 4 (Reserved Functions) and the
provisions of any Developmental Arrangements, NHS England delegates to the ICB the
statutory function for commissioning the Delegated Services. This Schedule 3 sets out
the key powers and duties that the ICB will be required to carry out in exercise of the
Delegated Functions being, in summary:

1.1.1 decisions in relation to the commissioning and management of Delegated
Services,

1.1.2 planning Delegated Services for the Population, including carrying out needs
assessments,

1.1.3 undertaking reviews of Delegated Services in respect of the Population,

1.1.4 supporting the management of the Specialised Commissioning Budget,

1.1.5 co-ordinating a common approach to the commissioning and delivery of

Delegated Services with other health and social care bodies in respect of the
Population where appropriate, and

1.1.6 such other ancillary activities that are necessary to exercise the Specialised
Commissioning Functions.

1.2 When exercising the Delegated Functions, ICBs are not acting on behalf of NHS
England but acquire rights and incur any liabilities in exercising the functions.
2 General Obligations
21 The ICB is responsible for planning the commissioning of the Delegated Services in
accordance with this Agreement. This includes ensuring at all times that the Delegated
Services are commissioned in accordance with the National Standards.
2.2 The ICB shall put in place arrangements for collaborative working with other ICBs in
accordance with Clause 8 (Requirement for ICB Collaboration Arrangement).
2.3 The Developmental Arrangements set out in Schedule 9 shall apply.
Specific Obligations
3 Assurance and Oversight
3.1 The ICB must at all times operate in accordance with:
3.1.1 the Oversight Framework published by NHS England,
3.1.2 any national oversight and/or assurance guidance in respect of Specialised
Services and/or joint working arrangements, and
3.1.3 any other relevant NHS oversight and assurance guidance,
collectively known as the “Assurance Processes”.
o 3.2 The ICB must:
90/@0%} 3.2.1 develop and operate in accordance with mutually agreed ways of working in
‘9/%5’% line with the Assurance Processes,
>
7{9 3.2.2 oversee the provision of Delegated Services and the outcomes being
0. delivered for its Population in accordance with the Assurance Processes,
<
v)

Schedule 3: Delegated Functions
Delegation Agreement for Specialised Services DRAFT v0,03 Page 41

69/456



42/68

3.2.3 assure that Specialised Service Providers are meeting, or have an
improvement plan in place to meet, National Standards,

3.24 provide any information and comply with specific actions in relation to the
Delegated Services, as required by NHS England, including metrics and
detailed reporting.

4 Attendance at governance meetings

41

4.2

4.3

The ICB must ensure that there is appropriate representation at forums established
through the ICB Collaboration Arrangement.

The ICB must ensure that an individual(s) has been nominated to represent the ICB at
the Delegated Commissioning Group (DCG) and regularly attends that group. This
could be a single representative on behalf of the members of an ICB Collaboration
Arrangement. Where that representative is not an employee of the ICB, the ICB must
have in place appropriate arrangements to enable the representative to feedback to the
ICB.

The ICB should also ensure that they have a nominated representative with appropriate
subject matter expertise to attend National Standards development forums as requested
by NHS England. This could be a single representative on behalf of the members of an
ICB Collaboration Arrangement. Where that representative is not an employee of the
ICB, the ICB must have in place appropriate arrangements to enable the representative
to feedback to the ICB.

5 Clinical Leadership and Clinical Reference Groups

5.1

5.2

The ICB shall support the development of clinical leadership and expertise at a local
level in respect of Specialised Services.

The ICB shall support local and national groups including Relevant Clinical Networks
and Clinical Reference Groups that are involved in developing Clinical Commissioning
Policies, National Specifications, National Standards and knowledge around
Specialised Services.

6 Clinical Networks

6.1

6.2

6.3

6.4

The ICB shall participate in the planning, governance and oversight of the Relevant
Clinical Networks, including involvement in agreeing the annual plan for each Relevant
Clinical Network. The ICB shall seek to align the network priorities with system priorities
and to ensure that the annual plan for the Relevant Clinical Network reflects local needs
and priorities.

The ICB will be involved in the development and agreement of a single annual plan for
the Relevant Clinical Network.

The ICB shall monitor the implementation of the annual plan and receive an annual
report from the Relevant Clinical Network that considers delivery against the annual
plan.

The ICB shall actively support and participate in dialogue with Relevant Clinical
Networks and shall ensure that there is a clear and effective mechanism in place for
giving and receiving information with the Relevant Clinical Networks including network
reports.

The ICB shall support NHS England in the management of Relevant Clinical Networks.

The ICB shall actively engage and promote Specialised Service Provider engagement
in appropriate Relevant Clinical Networks.
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6.7

6.8

Where a Relevant Clinical Network identifies any concern, the ICB shall seek to
consider and review that concern as soon as is reasonably practicable and take such
action, if any, as it deems appropriate.

The ICB shall ensure that network reports are considered where relevant as part of
exercising the Delegated Functions.

7 Complaints

71

7.2

7.3

7.4

The ICB shall provide full co-operation with NHS England in relation to any complaints
received in respect of the Delegated Services which shall retain the function of
complaints management in respect of the Delegated Services.

The ICB shall provide the relevant individuals at NHS England with appropriate access
to data held by the ICB necessary to carry out the complaints function.

At such time as agreed between the ICB and NHS England, the management of
complaints function in respect of the Delegated Services shall be delegated to the ICB
and the following provisions shall apply:

7.31 NHS England shall provide the relevant individuals at the ICB with
appropriate access to complaints data held by NHS England necessary to
carry out the complaints function as set out in the Complaints Sharing
Protocol.

7.3.2 The ICB shall provide information relating to key performance indicators
(“KPIs”) as requested by NHS England. These KPIs shall include information
reporting on the following:

7.3.21 acknowledgements provided within three (3) Operational Days,
7.3.2.2 responses provided within forty (40) Operational Days,
7.3.2.3 response not provided within six (6) months

7.3.24 open cases with the Parliamentary and Health Services
Ombudsman and providing information on any fully or partly
upheld complaints, and

7.3.2.5 overall activity by volume (not as a KPI).

7.3.3 The ICB shall co-operate with NHS England in respect of the review of
complaints related to the Delegated Services and shall, on request, share
any learning identified in carrying out the complaints function.

7.3.4 The ICB shall take part in any peer review process put in place in respect of
the complaints function.

Where NHS England has provided the ICB with a protocol for sharing complaints in
respect of any or all Specialised Services then those provisions shall apply and are
deemed to be part of this Agreement.

8 Commissioning and optimisation of High Cost Drugs

8.1

8.2

The ICB must ensure the effective and efficient commissioning of High Cost Drugs for
Delegated Services.

Where necessary the ICB must collaborate with NHS England in respect of the payment
arrangements for High Cost Drugs.

The ICB must develop and implement Shared Care Arrangements across the Area of
the ICB.

The ICB must provide clinical and commissioning leadership in the commissioning and
management of High Cost Drugs. This includes supporting the Specialised Service
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10

8.5

8.6

8.7

8.8

Provider pharmacy services and each Party in the development access to medicine
strategies, and minimising barriers that may exacerbate health inequalities.

The ICB must ensure:

8.5.1 safe and effective use of High Cost Drugs in line with national Clinical
Commissioning Policies,

8.5.2 effective introduction of new medicines,

8.5.3 compliance with all NHS England commercial processes and frameworks for
High Cost Drugs,

8.5.4 Specialised Services Providers adhere to all NHS England commercial
processes and frameworks for High Cost Drugs,

855 appropriate use of Shared Care Arrangements, ensuring that they are safe
and well monitored, and

8.5.6 consistency of prescribing and unwarranted prescribing variation are
addressed.

The ICB must have in place appropriate monitoring mechanisms, including prescribing
analysis, to support the financial management of High Cost Drugs.

The ICB must engage in the development, implementation and monitoring of initiatives
that enable use of better value medicines. Such schemes include those at a local,
regional or national level.

The ICB must provide support to prescribing networks and forums, including but not
limited to, Immunoglobulin Assessment panels, prescribing networks and medicines
optimisation networks.

Contracting

9.1

9.2

The ICB shall be responsible for ensuring appropriate arrangements are in place for the
commissioning of the Delegated Services which for the avoidance of doubt includes:

9.1.1 co-ordinating or collaborating in the award of appropriate Specialised
Service Contracts,

9.1.2 drafting of the contract schedules so that it reflects Mandatory Guidance,
National Specifications and any specific instructions from NHS England, and

9.1.3 management of Specialised Services Contracts.

In relation to the contracting for NHS England Retained Services where the ICB has
agreed to act as the co-ordinating commissioner, to implement NHS England’s
instructions in relation to those Retained Services and, where appropriate, put in place
a Collaborative Commissioning Agreement with NHS England as a party.

Data Management and Analytics

10.1

The ICB shall:

10.1.1 lead on standardised collection, processing, and sharing of data for
Delegated Services in line with broader NHS England, Department of Health
and Social Care and government data strategies,

10.1.2 lead on the provision of data and analytical services to support
commissioning of Delegated Services,

10.1.3 ensure collaborative working across partners on agreed programmes of work
focusing on provision of pathway analytics,

10.1.4 share expertise and existing reporting tools with partner ICBs in the ICB
Collaboration Arrangement,
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10.1.5 ensure interpretation of data is made available to NHS England and other
ICBs within the ICB Collaboration Arrangement,

10.1.6 ensure data and analytics teams within ICBs and NHS England work
collaboratively on jointly agreed programmes of work focusing on provision
of pathway analytics,

10.2  The ICB must ensure that the data reporting and analytical frameworks, as set out in
Mandated Guidance or as otherwise required by NHS England, are in place to support
the commissioning of the Delegated Services.

11 Finance

111 The provisions of Clause 10 (Finance) of this Agreement set out the financial
requirements in respect of the Delegated Functions.

12 Freedom of Information and Parliamentary Requests

121 The ICB shall lead on the handling, management and response to all Freedom of
Information and parliamentary correspondence relating to Delegated Services.

13 Incident Response and Management

13.1 The ICB shall:

13.1.1 lead on local incident management for Delegated Services as appropriate to
the stated incident level,

13.1.2 support national and regional incident management relating to Specialised
Services, and

13.1.3 ensure surge events and actions relating to Specialised Services are
included in ICB escalation plans.

13.2  In the event that an incident is identified that has an impact on the Delegated Services
(such as potential failure of a Specialised Services Provider), the ICB shall fully support
the implementation of any requirements set by NHS England around the management
of such incident and shall provide full co-operation to NHS England to enable a co-
ordinated national approach to incident management. NHS England retains the right to
take decisions at a national level where it determines this is necessary for the proper
management and resolution of any such incident and the ICB shall be bound by any
such decision.

14 Individual Funding Requests
14.1 The ICB shall provide any support required by NHS England in respect of determining
an Individual Funding Request and shall implement the decision of the Individual
Funding Request panel.

15 Innovation and New Treatments

15.1 The ICB shall support local implementation of innovative treatments for Delegated
Services.

16 Mental Health, Learning Disability and Autism NHS-led Provider Collaboratives

0L
0/0\9/@%,5, 16.1 The ICB shall co-operate fully with NHS England in the development, management and
905@ operation of mental health, learning disability and autism NHS-led Provider
7{9 Collaboratives including, where requested by NHS England, to consider the Provider
0. Collaborative arrangements as part of the wider pathway delivery.
25
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17 Provider Selection and Procurement

171 The ICB shall:

17.1.1

17.1.2

17.1.3

17.1.4

run appropriate local provider selection and procurement processes for
Delegated Services,

align all procurement processes with any changes to national procurement
policy (for example new legislation) for Delegated Services,

support NHS England with national procurements where required with
subject matter expertise on provider engagement and provider landscape,
and

monitor and provide advice, guidance and expertise to NHS England on the
overall provider market and provider landscape.

17.2 In discharging these responsibilities, the ICB must comply at all times with Law and any
relevant Guidance including but not limited to Mandated Guidance, any applicable
procurement law and Guidance on the selection of, and award of contracts to, providers
of healthcare services.

17.3  When the ICB makes decisions in connection with the awarding of Specialised Services
Contracts, it should ensure that it can demonstrate compliance with requirements for
the award of such Contracts, including that the decision was:

17.3.1
17.3.2
17.3.3
17.3.4

18 Quality

made in the best interest of patients, taxpayers and the Population,
robust and defensible, with conflicts of interests appropriately managed,
made transparently, and

compliant with relevant Guidance and legislation.

18.1 The ICB must ensure that appropriate arrangements for quality oversight are in place.
This must include:

18.1.1
18.1.2
18.1.3
18.1.4
18.1.5
18.1.6
VDO%L@
s, 18.1.7
(O
4
s,
.
2,

clearly defined roles and responsibilities for ensuring governance and
oversight of Delegated Services,

defined roles and responsibilities for ensuring robust communication and
appropriate feedback, particularly where Delegated Services are
commissioned through an arrangement with one or more other ICBs,

working with providers and partner organisations to address any issues
relating to Delegated Services and escalate appropriately if such issues
cannot be resolved,

developing and standardising processes that align with regional systems to
ensure oversight of the quality of Delegated Services, and participating in
local System Quality Groups and Regional Quality Groups, or their
equivalent,

ensuring processes are robust and concerns are identified, mitigated and
escalated as necessary,

ensuring providers are held to account for delivery of safe, patient-focused
and quality care for Delegated Services, including mechanisms for
monitoring patient complaints, concerns and feedback, and

the implementation of the Patient Safety Incident Response Framework for
the management of incidents and serious events, appropriate reporting of
any incidents, undertaking any appropriate patient safety incident
investigation and obtaining support as required.
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18.2  The ICB must establish a plan to ensure that the quality of the Delegated Services is
measured consistently, using nationally and locally agreed metrics triangulated with
professional insight and soft intelligence.

18.3  The ICB must ensure that the oversight of the quality of the Delegated Services is
integrated with wider quality governance in the local system and aligns with the NHS
England National Quality Board’s recommended quality escalation processes.

18.4  The ICB must ensure that there is a System Quality Group (or equivalent) to identify
and manage concerns across the local system.

18.5 The ICB must ensure that there is appropriate representation at any Regional Quality
Groups or their equivalent.

18.6  The ICB must have in place all appropriate arrangements in respect of child and adult
safeguarding and comply with all relevant Guidance.

19 Service Planning and Strategic Priorities

19.1 The ICB is responsible for setting local commissioning strategy, policy and priorities and
planning for and carrying out needs assessments for the Delegated Services.

19.2 In planning, commissioning and managing the Delegated Services, the ICB must have
processes in place to assess and monitor equitable patient access, in accordance with
the access criteria set out in Clinical Commissioning Policies and National
Specifications, taking action to address any apparent anomalies.

19.3  The ICB must ensure that it works with Specialised Service Providers and Provider
Collaboratives to translate local strategic priorities into operational outputs for Delegated
Services.

19.4  The ICB shall provide input into any consideration by NHS England as to whether the
commissioning responsibility in respect of any of the Retained Services should be
delegated.

20 National Standards, National Specifications and Clinical Commissioning Policies

20.1 The ICB shall provide input into national decisions on National Standards and national
transformation regarding Delegated Services through attendance at governance
meetings.

20.2  The ICB shall facilitate engagement with local communities on National Specification
development.

20.3 The ICB must comply with the National Specifications and relevant Clinical
Commissioning Policies and ensure that all clinical Specialised Services Contracts
accurately reflect Clinical Commissioning Policies and include the relevant National
Specification, where one exists in relation to the relevant Delegated Service.

20.4  The ICB must co-operate with any NHS England activities relating to the assessment of
compliance against National Standards, including through the Assurance Processes.

20.5 The ICB must have appropriate mechanisms in place to ensure National Standards and
National Specifications are being adhered to.

20.6  Where the ICB has identified that a Specialised Services Provider may not be complying
with the National Standards set out in the relevant National Specification, the ICB shall
consider the action to take to address this in line with the Assurance Processes.

%
02 Transformation
\—)0\_)@/‘0;
Y, 211 The ICB shall:
S,
2,
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21.1.1

211.2

21.1.3

2114

21.1.5

21.1.6

21.1.7

prioritise pathways and services for transformation according to the needs
of its Population and opportunities for improvement in ICB commissioned
services and for Delegated Services,

lead ICB and ICB Collaboration Arrangement driven transformation
programmes across pathways for Delegated Services,

lead the delivery locally of transformation in areas of national priority (such
as Cancer, Mental Health and Learning Disability and Autism), including
supporting delivery of commitments in the NHS Long Term Plan,

support NHS England with agreed transformational programmes for
Retained Services,

support NHS England with agreed transformational programmes and identify
future transformation programmes for consideration and prioritisation for
Delegated Services where national co-ordination and enablement may
support transformation,

work collaboratively with NHS England on the co-production and co-design
of transformation and improvement interventions and solutions in those
areas prioritised, and

ensure Relevant Clinical Networks and other clinical networks use levers to
facilitate and embed transformation at a local level for Delegated Services.
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SCHEDULE 4 RESERVED FUNCTIONS

Introduction
Reserved Functions in Relation to the Delegated Services
1.1 In accordance with Clause 6.2 of this Agreement, all functions of NHS England other

than those defined as Delegated Functions, are Reserved Functions.

1.2 This Schedule sets out further provision regarding the carrying out of the Reserved
Functions as they relate to the Delegated Functions.

1.3 The ICB will work collaboratively with NHS England and will support and assist NHS
England to carry out the Reserved Functions.

14 The following functions and related activities shall continue to be exercised by NHS
England.

Retained Services

2.1 NHS England shall commission the Retained Services set out in Schedule 5.

Reserved Specialised Service Functions

3.1 NHS England shall carry out the functions set out in this Schedule 4 in respect of the
Delegated Services.

Reserved Functions
Assurance and Oversight

4.1 NHS England shall:

411 have oversight of what ICBs are delivering (inclusive of Delegated Services)
for their Populations and all patients,

41.2 design and implement appropriate assurance of ICBs’ exercise of Delegated
Functions including the Assurance Processes,

41.3 help the ICB to coordinate and escalate improvement and resolution
interventions where challenges are identified (as appropriate),

414 ensure that the NHS England Board is assured that Delegated Functions are
being discharged appropriately,

4.1.5 ensure specialised commissioning considerations are appropriately included
in NHS England frameworks that guide oversight and assurance of service
delivery, and

4.1.6 host a Delegated Commissioning Group (“DCG”) that will undertake an
assurance role in line with the Assurance Processes. This assurance role
shall include assessing and monitoring the overall coherence, stability and
sustainability of the commissioning model of Specialised Services at a
national level, including identification, review and management of
appropriate cross-ICB risks.
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5 Attendance at governance meetings

5.1 NHS England shall ensure that there is appropriate representation in respect of
Reserved Functions and Retained Services at local governance forums (for example,
the Regional Leadership Team) and at NCG.

5.2 NHS England shall:

5.2.1 ensure that there is appropriate representation by NHS England subject
matter expert(s) at National Standards development forums,

5.2.2 ensure there is appropriate attendance by NHS England representatives at
nationally led clinical governance meetings, and

5.2.3 co-ordinate, and support key national governance groups.

6 Clinical Leadership and Clinical Reference Groups

6.1 NHS England shall be responsible for the following:

6.1.1 developing local leadership and support for the ICB relating to Specialised
Services,

6.1.2 providing clinical leadership, advice and guidance to the ICB in relation to
the Delegated Services,

6.1.3 providing point-of-contact and ongoing engagement with key external
bodies, such as interest groups, charities, NICE, DHSC, and Royal Colleges,
and enabling access to clinical trials for new treatments and medicines.

6.2 NHS England will host Clinical Reference Groups, which will lead on the development
and publication of the following for Specialised Services:

6.2.1 Clinical Commissioning Policies,

6.2.2 National Specifications, including National Standards for each of the
Specialised Services.

7 Clinical Networks

71 Unless otherwise agreed between the Parties, NHS England shall put in place
contractual arrangements and funding mechanisms for the commissioning of the
Relevant Clinical Networks.

7.2 NHS England shall ensure development of multi-ICB, and multi-region (where
necessary) governance and oversight arrangements for Relevant Clinical Networks that
give line of sight between all clinical networks and all ICBs whose Population they serve.

7.3 NHS England shall be responsible for:

7.3.1 developing national policy for the Relevant Clinical Networks,

7.3.2 developing and approving the specifications for the Relevant Clinical
Networks,

7.3.3 maintaining links with other NHS England national leads for clinical networks
not focused on Specialised Services,

7.34 convening or supporting national networks of the Relevant Clinical Networks,

A 7.3.5 agreeing the annual plan for each Relevant Clinical Network with the
90/0”@} involvement of the ICB and Relevant Clinical Network, ensuring these reflect
\9/;)0%/ national and regional priorities,
(72
97]& 7.3.6 managing Relevant Clinical Networks jointly with the ICB, and
‘0. 7.3.7 agreeing and commissioning the hosting arrangements of the Relevant
XS

Clinical Networks.
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8 Complaints

8.1 NHS England shall manage all complaints in respect of the Delegated Services at the
date of this Agreement and until such time as it agrees the delegation of complaints to
the ICB.

8.2 NHS England shall manage all complaints in respect of the Reserved Services.

9 Commissioning and optimisation of High Cost Drugs
9.1 In respect of pharmacy and optimisation of High Cost Drugs, NHS England shall:

9.11

10 Contracting

10.1
B
s

05~ 10.2

/\—)6’@/‘
o \_)70;«
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JQ.
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comply as appropriate with the centralised process for the reimbursement of
Specialised Services High Cost Drugs and, where appropriate, ensuring that
only validated drugs spend is reimbursed, there is timely drugs data and
drugs data quality meets the standards set nationally,

support the ICB on strategy for access to medicines used within Delegated
Services, minimising barriers to health inequalities,

provide support, as reasonably required, to the ICB to assist it in the
commissioning of High Cost Drugs for Delegated Services including shared
care agreements,

seek to address consistency of prescribing in line with national
commissioning policies, introduction of new medicines, and addressing
unwarranted prescribing variation,

provide input into national procurement, homecare and commercial
processes,

provide expert medicines advice and input into immunoglobin assessment
panels and support to the national Programmes of Care and Clinical
Reference Groups,

provide expert medicines advice and input into the Individual Funding
Request process for Delegated Services, and

collaborate with commissioners of health and justice services to ensure
detained people can access High Cost Drugs using the NHS England or ICB
commissioning policies in line with community patient access, including who
prescribes and supplies the medicine.

NHS England shall retain the following obligations in relation to contracting for
Delegated Services:

10.1.1

10.1.2
10.1.3

10.1.4

ensure Specialised Services are included in national NHS England
contracting and payment strategy (for example, Aligned Payment
Incentives),

provide advice for ICBs on schedules to support the Delegated Services,

set, publish or make otherwise available the Contracting Standard Operating
Procedure and Mandated Guidance detailing contracting strategy and policy
for Specialised Services, and

provide and distribute contracting support tools and templates to the ICB.

In respect of the Retained Services, NHS England shall:

10.2.1

where appropriate, ensure a Collaborative Commissioning Agreement is in
place between NHS England and the ICB(s), and
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10.2.2

where appropriate, construct model template schedules for Retained
Services and issue to ICBs.

1 Data Management and Analytics

111 NHS England shall:

11.1.1

11.1.2

11.1.3

11.1.4

11.1.5

11.1.6

11.1.7

12 Finance

support the ICB by collaborating with the wider data and analytics network
(nationally) to support development and local deployment or utilisation of
support tools,

support the ICB to address data quality and coverage needs, accuracy of
reporting Specialised Services activity and spend on a Population basis to
support commissioning of Specialised Services,

ensure inclusion of Specialised Services data strategy in broader NHS
England, DHSC and government data strategies,

lead on defining relevant contractual content of the information schedule
(Schedule 6) of the NHS Standard Contract for Clinical Services,

work collaboratively with the ICB to drive continual improvement of the
quality and coverage of data used to support commissioning of Specialised
Services,

provide a national analytical service to support oversight and assurance of
Specialised Services, and support (where required) the national Specialised
Commissioning team, Programmes of Care and Clinical Reference Groups,
and

provide access to data and analytic subject matter expertise to support the
ICB when considering local service planning, needs assessment and
transformation.

12.1 The provisions of Clause 10 shall apply in respect of the financial arrangements in
respect of the Delegated Functions.

13 Freedom of Information and Parliamentary Requests

13.1 NHS England shall:

13.1.1 lead on handling, managing and responding to all national FOIA and
parliamentary correspondence relating to Retained Services, and
13.1.2 co-ordinate a response when a single national response is required in
respect of Delegated Services.
14 Incident Response and Management

141 NHS England shall:

14.1.1
14.1.2
VDO%L@

0\9%,& 14.1.3
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%, 14.1.4
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provide guidance and support to the ICB in the event of a complex incident,

lead on national incident management for Specialised Services as
appropriate to stated incident level and where nationally commissioned
services are impacted,

lead on monitoring, planning and support for service and operational
resilience at a national level and provide support to the ICB, and

respond to specific service interruptions where appropriate, for example,
supplier and workforce challenges and provide support to the ICB in any
response to interruptions.
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15

16

Individual Funding Requests

15.1

NHS England shall be responsible for:

15.1.1 leading on Individual Funding Requests (IFR) policy, IFR governance and
managing the IFR process for Delegated Services and Retained Services,

15.1.2 taking decisions in respect of IFRs at IFR Panels for both Delegated Services
and Retained Services, and

15.1.3 providing expertise for IFR decisions, including but not limited to pharmacy,

public health, nursing and medical and quality.

Innovation and New Treatments

16.1

16.2

16.3

NHS England shall support the local implementation of innovative treatments for
Delegated Services.

NHS England shall ensure services are in place for innovative treatments such as
advanced medicinal therapy products recommended by NICE technology appraisals
within statutory requirements.

NHS England shall provide national leadership for innovative treatments with significant

service impacts including liaison with NICE.

17 Mental Health, Learning Disability and Autism NHS-led Provider Collaboratives

17.1 NHS England shall commission and design NHS-led Provider Collaborative
arrangements for mental health, learning disability and autism services. Where it
considers appropriate, NHS England shall seek the input of the ICB in relation to
relevant Provider Collaborative arrangements.

18 Provider Selection and Procurement
18.1 In relation to procurement, NHS England shall be responsible for:
18.1.1 setting standards and agreeing frameworks and processes for provider
selections and procurements for Specialised Services,
18.1.2 monitoring and providing advice, guidance and expertise on the overall
provider market in relation to Specialised Services, and
18.1.3 where appropriate, running provider selection and procurement processes
for Specialised Services.
19 Quality

19.1 In respect of quality, NHS England shall:

19.1.1 work with the ICB to ensure oversight of Specialised Services through quality

surveillance and risk management and escalate as required,
19.1.2 work with the ICB to seek to ensure that quality and safety issues and risks
are managed effectively and escalated to the National Specialised
Commissioning Quality and Governance Group (QGG), or other appropriate

forums, as necessary,
eoe 19.1.3 work with the ICB to seek to ensure that the quality governance and
0/0%} processes for Delegated Services are aligned and integrated with broader
T, clinical quality governance and processes in accordance with National
S
%7 Quality Board Guidance,
%
“o.
25
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19.1.4

facilitate improvement when quality issues impact nationally and regionally,
through programme support, and mobilising intensive support when required
on specific quality issues,

19.1.5 provide guidance on quality and clinical governance matters and benchmark
available data,

19.1.6 support the ICB to identify key themes and trends and utilise data and
intelligence to respond and monitor as necessary,

19.1.7 report on quality to both NCG and DCG as well as QGG and Executive
Quality Group as required,

19.1.8 facilitate and support the national quality governance infrastructure (for
example, the QGG), and

19.1.9 identify and act upon issues and concerns that cross multiple ICBs,
coordinating response and management as necessary.

20 National Standards, National Specifications and Clinical Commissioning Policies

201 NHS England shall carry out:

20.1.1

20.1.2

20.1.3

20.14

21 Transformation

development, engagement and approval of National Standards for
Specialised Services (including National Specifications, Clinical
Commissioning Policies, quality and data standards),

production of national commissioning products and tools to support
commissioning of Specialised Services,

maintenance and publication of the Prescribed Specialised Services Manual
and engagement with the DHSC on policy matters, and

determination of content for national clinical registries.

211 NHS England shall be responsible for:

21.1.1

21.1.2

2113

2114

21.1.5

21.1.6

co-ordinating and enabling ICB-led specialised service transformation
programmes for Delegated Services where necessary,

supporting the ICB to implement national policy and guidance across its
Populations for Retained Services,

supporting the ICB with agreed transformational programmes where national
transformation support has been agreed for Delegated Services,

providing leadership for transformation programmes and projects that have
been identified as priorities for national coordination and support, or are
national priorities for the NHS, including supporting delivery of commitments
in the NHS Long Term Plan,

co-production and co-design of transformation programmes with the ICB and
wider stakeholders, and

providing access to subject matter expertise including Clinical Reference
Groups, national clinical directors, Programme of Care leads for the ICB
where it needs support, including in relation to local priority transformation.
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SCHEDULE 5§ RETAINED SERVICES

NHS England shall retain the function of commissioning the Specialised Services that are not Delegated
Services and as more particularly set out by NHS England and made available from time to time.
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SCHEDULE 6

FURTHER INFORMATION GOVERNANCE AND SHARING PROVISIONS

PART 1

1 Introduction

1.1

1.2

1.3

This Schedule sets out the scope for the secure and confidential sharing of information
between the Parties on a Need To Know basis, in order to enable the Parties to exercise
their functions in pursuance of this Agreement.

References in this Schedule (Further Information Governance and Sharing Provisions)
to the Need to Know basis or requirement (as the context requires) should be taken to
mean that the Data Controllers’ Staff will only have access to Personal Data or Special
Category Personal Data if it is lawful for such Staff to have access to such data for the
Specified Purpose in paragraph 2.1 and the function they are required to fulfil at that
particular time, in relation to the Specified Purpose, cannot be achieved without access
to the Personal Data or Special Category Personal Data specified.

This Schedule and the Data Sharing Agreements entered under this Schedule are
designed to:

1.3.1 provide information about the reasons why Relevant Information may need
to be shared and how this will be managed and controlled by the Parties,

1.3.2 describe the purposes for which the Parties have agreed to share Relevant
Information,

1.3.3 set out the lawful basis for the sharing of information between the Parties,
and the principles that underpin the exchange of Relevant Information,

1.34 describe roles and structures to support the exchange of Relevant
Information between the Parties,

1.3.5 apply to the sharing of Relevant Information relating to Specialised Services
Providers and their Staff,

1.3.6 apply to the sharing of Relevant Information whatever the medium in which
it is held and however it is transmitted,

1.3.7 ensure that Data Subjects are, where appropriate, informed of the reasons
why Personal Data about them may need to be shared and how this sharing
will be managed,

1.3.8 apply to the activities of the Parties’ Staff, and

1.3.9 describe how complaints relating to Personal Data sharing between the
Parties will be investigated and resolved, and how the information sharing
will be monitored and reviewed.

2 Purpose

2.1

22

The Specified Purpose of the data sharing is to facilitate the exercise of the Delegated
Functions and NHS England’s Reserved Functions.

Each Party must ensure that they have in place appropriate Data Sharing Agreements
to enable data to be received from any third party organisations from which the Parties
must obtain data in order to achieve the Specified Purpose. Where necessary specific
and detailed purposes must be set out in a Data Sharing Agreement that complies with
all relevant legislation and Guidance.
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Benefits of information sharing

3.1 The benefits of sharing information are the achievement of the Specified Purpose, with
benefits for service users and other stakeholders in terms of the improved delivery of
the Delegated Services.

Lawful basis for sharing

4.1 The Parties shall comply with all relevant Data Protection Legislation requirements and
Good Practice in relation to the processing of Relevant Information shared further to this
Agreement.

4.2 The Parties shall ensure that there is a Data Protection Impact Assessment (“DPIA”)

that covers processing undertaken in pursuance of the Specified Purpose. The DPIA
shall identify the lawful basis for sharing Relevant Information for each purpose and
data flow.

4.3 Where appropriate, the Relevant Information to be shared shall be set out in a Data
Sharing Agreement.

Restrictions on use of the Shared Information

5.1 Each Party shall only process the Relevant Information as is necessary to achieve the
Specified Purpose and, in particular, shall not use or process Relevant Information for
any other purpose unless agreed in writing by the Data Controller that released the
information to the other. There shall be no other use or onward transmission of the
Relevant Information to any third party without a lawful basis first being determined, and
the originating Data Controller being notified.

5.2 Access to, and processing of, the Relevant Information provided by a Party must be the
minimum necessary to achieve the Specified Purpose. Information and Special
Category Personal Data will be handled at all times on a restricted basis, in compliance
with Data Protection Legislation requirements, and the Parties’ Staff should only have
access to Personal Data on a justifiable Need to Know basis.

5.3 Neither the provisions of this Schedule nor any associated Data Sharing Agreements
should be taken to permit unrestricted access to data held by any of the Parties.

54 Neither Party shall subcontract any processing of the Relevant Information without the
prior consent of the other Party. Where a Party subcontracts its obligations, it shall do
so only by way of a written agreement with the sub-contractor which imposes the same
obligations as are imposed on the Data Controllers under this Agreement.

5.5 The Parties shall not cause or allow Data to be transferred to any territory outside the
United Kingdom without the prior written permission of the responsible Data Controller.

5.6 Any particular restrictions on use of certain Relevant Information should be included in
a Personal Data Agreement.

Ensuring fairness to the Data Subject

6.1 In addition to having a lawful basis for sharing information, the UK GDPR generally
requires that the sharing must be fair and transparent. In order to achieve fairness and
transparency to the Data Subjects, the Parties will take the following measures as
reasonably required:

6.1.1 amendment of internal guidance to improve awareness and understanding
among Staff,
6.1.2 amendment of respective privacy notices and policies to reflect the
processing of data carried out further to this Agreement, including covering
. the requirements of articles 13 and 14 UK GDPR and providing these (or

making them available to) Data Subjects,
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6.1.3 ensuring that information and communications relating to the processing of
data is clear and easily accessible, and

6.1.4 giving consideration to carrying out activites to promote public
understanding of how data is processed where appropriate.

6.2 Each Party shall procure that its notification to the Information Commissioner’s Office,
and record of processing maintained for the purposes of Article 30 UK GDPR, reflects
the flows of information under this Agreement.

6.3 The Parties shall reasonably co-operate in undertaking any DPIA associated with the
processing of data further to this Agreement, and in doing so engage with their
respective Data Protection Officers in the performance by them of their duties pursuant
to Article 39 UK GDPR.

6.4 Further provision in relation to specific data flows may be included in a Personal Data
Agreement between the Parties.

7 Governance: Staff

71 The Parties must take reasonable steps to ensure the suitability, reliability, training and
competence, of any Staff who have access to Personal Data, and Special Category
Personal Data, including ensuring reasonable background checks and evidence of
completeness are available on request.

7.2 The Parties agree to treat all Relevant Information as confidential and imparted in
confidence and must safeguard it accordingly. Where any of the Parties’ Staff are not
healthcare professionals (for the purposes of the Data Protection Act 2018), the
employing Parties must procure that Staff operate under a duty of confidentiality which
is equivalent to that which would arise if that person were a healthcare professional.

7.3 The Parties shall ensure that all Staff required to access Personal Data (including
Special Category Personal Data) are informed of the confidential nature of the Personal
Data. The Parties shall include appropriate confidentiality clauses in
employment/service contracts of all Staff that have any access whatsoever to the
Relevant Information, including details of sanctions for acting in a deliberate or reckless
manner that may breach the confidentiality or the non-disclosure provisions of Data
Protection Legislation requirements, or cause damage to or loss of the Relevant
Information.

7.4 Each Party shall provide evidence (further to any reasonable request) that all Staff that
have any access to the Relevant Information whatsoever are adequately and
appropriately trained to comply with their responsibilities under Data Protection
Legislation and this Agreement.

7.5 The Parties shall ensure that:

7.5.1 only those Staff involved in delivery of the Agreement use or have access to
the Relevant Information,

7.5.2 that such access is granted on a strict Need to Know basis and shall
implement appropriate access controls to ensure this requirement is satisfied
and audited. Evidence of audit should be made freely available on request
by the originating Data Controller, and

7.5.3 specific limitations on the Staff who may have access to the Relevant
Information are set out in any Data Sharing Agreement entered into in
o accordance with this Schedule.
N5CS
5 %,. ~Governance: Protection of Personal Data
[ON(7
SR
7{9 8.1 At all times, the Parties shall have regard to the requirements of Data Protection
Vo@ Legislation and the rights of Data Subjects.

<
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8.2

8.3
8.4
8.5
8.6
8.7
EY
%,
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Wherever possible (in descending order of preference), only anonymised information,
or, strongly or weakly pseudonymised information will be shared and processed by the
Parties. The Parties shall co-operate in exploring alternative strategies to avoid the use
of Personal Data in order to achieve the Specified Purpose. However, it is accepted that
some Relevant Information shared further to this Agreement may be Personal Data or
Special Category Personal Data.

Processing of any Personal Data or Special Category Personal Data shall be to the
minimum extent necessary to achieve the Specified Purpose, and on a Need to Know
basis.

If any Party becomes aware of:

8.4.1 any unauthorised or unlawful processing of any Relevant Information or that
any Relevant Information is lost or destroyed or has become damaged,
corrupted or unusable, or

8.4.2 any security vulnerability or breach in respect of the Relevant Information,

it shall promptly, within 48 hours, notify the other Parties. The Parties shall fully co-
operate with one another to remedy the issue as soon as reasonably practicable, and
in making information about the incident available to the Information Commissioner and
Data Subjects where required by Data Protection Legislation.

In processing any Relevant Information further to this Agreement, the Parties shall
process the Personal Data and Special Category Personal Data only:

8.5.1 in accordance with the terms of this Agreement and otherwise (to the extent
that it acts as a Data Processor for the purposes of Article 27-28 GDPR) only
in accordance with written instructions from the originating Data Controller in
respect of its Relevant Information,

8.5.2 to the extent as is necessary for the provision of the Specified Purpose or as
is required by law or any regulatory body, and

8.5.3 in accordance with Data Protection Legislation requirements, in particular
the principles set out in Article 5(1) and accountability requirements set out
in Article 5(2) UK GDPR, and not in such a way as to cause any other Data
Controller to breach any of their applicable obligations under Data Protection
Legislation.

The Parties shall act generally in accordance with Data Protection Legislation
requirements. This includes implementing, maintaining and keeping under review
appropriate technical and organisational measures to ensure and demonstrate that the
processing of Personal Data is undertaken in accordance with Data Protection
Legislation, and in particular to protect Personal Data (and Special Category Personal
Data) against unauthorised or unlawful processing, and against accidental loss,
destruction, damage, alteration or disclosure. These measures shall:

8.6.1 take account of the nature, scope, context and purposes of processing as
well as the risks, of varying likelihood and severity for the rights and freedoms
of Data Subjects, and

8.6.2 be appropriate to the harm which might result from any unauthorised or
unlawful processing, accidental loss, destruction or damage to the Personal
Data and Special Category Personal Data, and having the nature of the
Personal Data and Special Category Personal Data which is to be protected.

In particular, each Party shall:

8.7.1 ensure that only Staff as provided under this Schedule have access to the
Personal Data and Special Category Personal Data,

8.7.2 ensure that the Relevant Information is kept secure and in an encrypted
form, and shall use all reasonable security practices and systems applicable
to the use of the Relevant Information to prevent and to take prompt and
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8.8

8.9

8.10

proper remedial action against, unauthorised access, copying, modification,
storage, reproduction, display or distribution, of the Relevant Information,

8.7.3 obtain prior written consent from the originating Party in order to transfer the
Relevant Information to any third party,

8.74 permit any other party or their representatives (subject to reasonable and
appropriate confidentiality undertakings), to inspect and audit the data
processing activities carried out further to this Agreement (and/or those of its
agents, successors or assigns) and comply with all reasonable requests or
directions to enable each Party to verify and/or procure that the other is in
full compliance with its obligations under this Agreement, and

8.75 if requested, provide a written description of the technical and organisational
methods and security measures employed in processing Personal Data.

The Parties shall adhere to the specific requirements as to information security set out
in any Data Sharing Agreement entered into in accordance with this Schedule.

The Parties shall use best endeavours to achieve and adhere to the requirements of the
NHS Digital Data Security and Protection Toolkit.

The Parties’ Single Points of Contact set out in paragraph 13 will be the persons who,
in the first instance, will have oversight of third party security measures.

9 Governance: Transmission of Information between the Parties

9.1
9.2

9.3

94

9.5

9.6

This paragraph supplements paragraph 8 of this Schedule.

Transfer of Personal Data between the Parties shall be done through secure
mechanisms including use of the N3 network, encryption, and approved secure
(NHS.net or gcsx) e-mail.

Wherever possible, Personal Data should be transmitted and held in pseudonymised
form, with only reference to the NHS number in 'clear' transmissions. Where there are
significant consequences for the care of the patient, then additional data items, such as
the postcode, date of birth and/or other identifiers should also be transmitted, in
accordance with good information governance and clinical safety practice, so as to
ensure that the correct patient record and/or data is identified.

Any other special measures relating to security of transfer should be specified in a Data
Sharing Agreement entered into in accordance with this Schedule.

Each Party shall keep an audit log of Relevant Information transmitted and received in
the course of this Agreement.

The Parties’ Single Point of Contact notified pursuant to paragraph 13 will be the
persons who, in the first instance, will have oversight of the transmission of information
between the Parties.

10 Governance: Quality of Information

10.1

The Parties will take steps to ensure the quality of the Relevant Information and to
comply with the principles set out in Article 5 UK GDPR.

1 Governance: Retention and Disposal of Shared Information

o 11.1

A non-originating Party shall securely destroy or return the Relevant Information once
the need to use it has passed or, if later, upon the termination of this Agreement,
howsoever determined. Where Relevant Information is held electronically, the Relevant
Information will be deleted and formal notice of the deletion sent to the Party that shared
the Relevant Information. Once paper information is no longer required, paper records
will be securely destroyed or securely returned to the Party they came from.

Schedule 6: Further Information Governance and Sharing Provisions
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11.2  Each Party shall provide an explanation of the processes used to securely destroy or
return the information, or verify such destruction or return, upon request and shall
comply with any request of the Data Controllers to dispose of data in accordance with
specified standards or criteria.

11.3 If a Party is required by any law, regulation, or government or regulatory body to retain
any documents or materials that it would otherwise be required to return or destroy in
accordance with this Schedule, it shall notify the other Parties in writing of that retention,
giving details of the documents or materials that it must retain.

11.4  Retention of any data shall comply with the requirements of Article 5(1)(e) GDPR and
with all Good Practice including the Records Management NHS Code of Practice, as
updated or amended from time to time.

11.5  The Parties shall set out any special retention periods in a Data Sharing Agreement
where appropriate.

11.6  The Parties shall ensure that Relevant Information held in paper form is held in secure
files, and, when it is no-longer needed, destroyed using a cross cut shredder or
subcontracted to a confidential waste company that complies with European Standard
EN15713.

11.7 Each Party shall ensure that, when no longer required, electronic storage media used
to hold or process Personal Data are destroyed or overwritten to current policy
requirements.

11.8  Electronic records will be considered for deletion once the relevant retention period has
ended.

11.9  In the event of any bad or unusable sectors of electronic storage media that cannot be
overwritten, the Party shall ensure complete and irretrievable destruction of the media
itself in accordance with policy requirements.

12 Governance: Complaints and Access to Personal Data

12.1 The Parties shall assist each other in responding to any requests made under Data
Protection Legislation made by persons who wish to access copies of information held
about them (“Subject Access Requests”), as well as any other exercise of a Data
Subject’s rights under Data Protection Legislation or complaint to or investigation
undertaken by the Information Commissioner.

12.2  Complaints about information sharing shall be reported to the Single Points of Contact
and the ICB. Complaints about information sharing shall be routed through each Parties’
own complaints procedure unless otherwise provided for in the Agreement or
determined by the ICB.

12.3  The Parties shall use all reasonable endeavours to work together to resolve any dispute
or complaint arising under this Schedule or any data processing carried out further to it.

12.4 Basic details of the Agreement shall be included in the appropriate log under each
Party’s publication scheme.

13 Governance: Single Points of Contact

13.1 The Parties each shall appoint a Single Point of Contact to whom all queries relating to
the particular information sharing should be directed in the first instance.

0)
0% o .
/o% Monitoring and review
\P/;’o“
/O,"
QVJ 14.1 The Parties shall monitor and review on an ongoing basis the sharing of Relevant
‘970 Information to ensure compliance with Data Protection Legislation and best practice.
2
v)
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Specific monitoring requirements must be set out in the relevant Data Sharing
Agreement.
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SCHEDULE 7 MANDATED GUIDANCE
Generally applicable Mandated Guidance

- National Guidance on System Quality Groups.

- Managing Conflicts of Interest in the NHS.

- Arrangements for Delegation and Joint Exercise of Statutory Functions.

- Guidance relating to procurement and provider selection.

- Information Governance Guidance relating to serious incidents.

- All other applicable IG and Data Protection Guidance.

- Any applicable Freedom of Information protocols.

- Any applicable Guidance on Counter Fraud, including from The NHS Counter Fraud Authority.

- Any applicable Guidance relating to the use of data and data sets for reporting.

- Guidance relating to the processes for making and handling individual funding requests,
including:

- Commissioning policy: Individual funding requests,

- Standard operating procedures: Individual funding requests.

Workforce

- Guidance on the Employment Commitment.

Finance

- Guidance on NHS System Capital Envelopes.

- Managing Public Money (HM Treasury).

Specialised Services Mandated Guidance
- Commissioning Change Management Business Rules.
- Cashflow Standard Operating Procedure.
- Finance and Accounting Standard Operating Procedure.
- Provider Collaborative Guidance.
- Clinical Commissioning Policies.
- National Specifications.
- National Standards.

- The Prescribed Specialised Services Manual

Schedule 7: Mandated Guidance
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https://www.england.nhs.uk/publication/national-guidance-on-system-quality-groups/
https://www.england.nhs.uk/ourwork/coi/
https://www.england.nhs.uk/publication/commissioning-policy-individual-funding-requests/
https://www.england.nhs.uk/publication/standard-operating-procedures-individual-funding-requests/
https://www.england.nhs.uk/wp-content/uploads/2021/06/B0724-employment-commitment-guidance-supporting-ics-v1.pdf
https://www.england.nhs.uk/wp-content/uploads/2021/12/B1256-capital-guidance-for-2022-25.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1075007/MPM_Spring_21_with_annexes_040322__1_.pdf
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SCHEDULE 8 LOCAL TERMS

The ICB, along with the other five ICBs in the East of England region and NHS England, has signed a
Collaboration Agreement that sets out the detail needed to ensure that delegated specialised
commissioned services are delivered safely and effectively.

This Schedule 8 (Local Terms) makes reference to appropriate clauses or schedules within the
Collaboration Agreement, where necessary.

General

Where there is a Dispute as to the content of this Schedule, the Parties should follow the Disputes
procedure set out at Clause 25.

Following signature of the Agreement, this Schedule can be amended by the Parties using the Variations
procedure at Clause 26.

NHS England can amend this Schedule without the ICB’s consent by using the variation procedure set
out in Clause 26.2 but the expectation is that variations should be by consent.

Part 1 — the services to be planned or commissioned at an ICB level

In the first instance, all delegated services will be commissioned collectively by all six ICBs. Any changes
to this arrangement will be reflected in the Collaboration Agreement, Schedule 3 (Individual Schemes).

Part 2 — the services to be planned or commissioned by an ICB Collaboration Arrangement

In the first instance, all delegated services will be commissioned collectively by all six ICBs. Any changes
to this arrangement will be reflected in the Collaboration Agreement, Schedule 3 (Individual Schemes).

Part 3 — Funding arrangements

Funding arrangements are set out in the Collaboration Agreement, Schedule 4 (Financial
Arrangements).

Part 3 — Workforce and Commissioning Team Arrangements

Workforce and commissioning team arrangements are set out in the Collaboration Agreement, Schedule
5 (Commissioning Team Arrangements).

Part 4 — ICB Collaboration Arrangements

These are detailed in the Collaboration Agreement signed by the six ICBs in the East of England region
and NHS England.

Part 5 — Pooled Funds and Non-Pooled Funds

The ICBs have determined that they will not seek to create Pooled or Non-Pooled Funds. Financial
arrangements are set out in the Collaboration Agreement, Schedule 4 (Financial Arrangements).

Part 6 — Provider Collaboratives
There are currently no arrangements to delegate functions to provider collaboratives.
Part 7 — Further Governance Arrangements

The Partners have established a Joint Commissioning Consortium to oversee and take decisions in

eo%relatlon to the Delegated Services. The Joint Commissioning Consortium will also oversee and advise

\alﬁl%s England on its retained commissioning activity. Terms of reference for the Consortium have been
a%gé’ed as a separate document.

The f@g@t Commissioning Consortium is not a formal committee of the Board and its members will be
Authorised Officers from each of the ICBs and NHS England. The ICB shall ensure that their Authorised
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Officer and any substitutes have appropriate delegated authority, in accordance with the ICB’s Scheme
of Reservation and Delegation, to represent the interests of the ICB on the Consortium and any other
sub-groups established by the Consortium.

Further details are set out in the Collaboration Agreement, Schedule 2 (Governance Arrangements).
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SCHEDULE 9 DEVELOPMENTAL ARRANGEMENTS

These Development Arrangements take precedence over the terms of this Agreement including other
Schedules, and the Agreement shall be read as varied by these Developmental Arrangements. Save as
varied by these Developmental Arrangements the Agreement remains in full force and effect.

The Developmental Arrangements

There are no developmental arrangements in place for the ICB for this agreement.
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SCHEDULE 10 ADMINISTRATIVE AND MANAGEMENT SERVICES

Administrative and management services are set out in the Collaboration Agreement, Schedule 6
(Commissioning Team Arrangements).

Schedule 10: Administrative and Management Services
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THIS AGREEMENT is made on the day of 2024

BETWEEN:

(1)

()

(7)

NHS Bedfordshire, Luton and Milton Keynes Integrated Care Board of 3rd Floor, Arndale
House, The Mall, Luton, LU1 2LJ ("BLMK") and

NHS Cambridgeshire and Peterborough Integrated Care Board of Gemini House,
Bartholomew's Walk, Cambridgeshire Business Park, Angel Drove, Ely, Cambridgeshire CB7
4EA ("C&P") and

NHS Hertfordshire and West Essex Integrated Care Board of Charter House, Parkway,
Welwyn Garden City, AL8 6JL ("HWE") and

NHS Mid and South Essex Integrated Care Board of PO BOX 6483, Basildon, SS14 0UG
("MSE") and

NHS Norfolk and Waveney Integrated Care Board of County Hall, Martineau Lane, Norwich,
NR1 2DH ("N&W") and

NHS Suffolk and North East Essex Integrated Care Board of Aspen House, Stephenson
Road, Severalls Business Park, Colchester, CO4 9QR ("SNEE") and

NHS England of Quarry House, Quarry Hill, Leeds LS2 7UE (acting under the name NHS
England) ("NHS England"),

each a "Partner" and together the “Partners”.

BLMK, C&P, HWE, MSE, N&W and SNEE are together referred to in this Agreement as the “ICBs”,
and “ICB” shall mean any of them.

BACKGROUND

(A)

(B)

(C)

(D)

(E)

(F)
0
9,
208

Q5=
/6%/.

O}'

"4

NHS England has statutory functions to make arrangements for the provision of prescribed
services for the purposes of the NHS.

The ICBs have statutory functions to make arrangements for the provision of services for the
purposes of the NHS in their areas, apart from those commissioned by NHS England.

Pursuant to section 6525 of the NHS Act, NHS England and the ICBs are able to establish and
maintain joint arrangements in respect of the discharge of their commissioning functions.

Under the Delegation Agreement made pursuant to section 6525 NHS England has delegated
responsibility for the Delegated Functions to ICBs in relation the Specialised Services as listed
in Schedule 3 (Delegated Services). NHS England has retained responsibility for the NHS
England Reserved Functions and commissioning of the Retained Services.

It is agreed that in order to exercise the Delegated Functions in the most efficient and effective
manner that some of the Delegated Services would be best commissioned on a multi-ICB
footprint.

This Agreement sets out the arrangements that will apply between the ICBs and NHS England
in relation to the ICBs’ joint commissioning of Specialised Services for the ICBs’ Populations.

This Agreement is intended to govern the relationship between the Partners in respect of the
commissioning of delegated Specialised Services on a multi-ICB footprint.
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(H)

(1)

Some clauses will apply specifically only to the ICBs. Where this is the case ‘the ICBs’ will be
used as opposed to ‘the Partners’, which will include NHS England.

The Partners consider this arrangement as a collaborative endeavour with all having equal
responsibility to ensure the effective commissioning of services for the population of the East of
England.

NOW IT IS HEREBY AGREED as follows:

2.2

COMMENCEMENT AND DURATION

This Agreement has effect from the date of this Agreement and will remain in force until it is
terminated in accordance with Clause 23 (Termination and Default) or superseded.

PRINCIPLES AND AIMS

The Partners acknowledge that, in exercising their obligations under this Agreement, each
Partner must comply with the statutory duties set out in the NHS Act and must:

211 consider how it can meet its legal duties to involve patients and the public in shaping
the provision of services, including by working with local communities, under-
represented groups and those with protected characteristics for the purposes of the
Equality Act 2010,

2.1.2  consider how, in performing its obligations, it can address health inequalities,
2.1.3 atall times exercise functions effectively, efficiently and economically, and
2.1.4  actat all times in good faith towards each other.

The Partners agree:

2.21 that the needs of patients and the population of the East of England are at the centre
of all decision making,

2.2.2 that successfully implementing the agreement will require strong relationships and an
environment based on trust, collaboration, openness and transparency,

2.2.3 to seek to continually improve whole pathways of care including specialised services
and to design and implement effective and efficient integration,

2.2.4  to act at all times in accordance with the scope of their statutory powers,

2.2.5 to have regard to each other’s needs and views, irrespective of the relative
contributions of the Partners to the commissioning of any services and, as far as is
reasonably practicable, take such needs and views into account,

2.2.6  to acknowledge shared responsibility and accountability, balancing joint decisions
making with organisational sovereignty,

2.2.7  to share information and best practice, and work collaboratively to identify solutions,
eliminate duplication of effort, mitigate risks and reduce cost.

2.2.8 toactin atimely manner,

2.2.9 to share information and best practice, and work collaboratively to identify solutions,
eliminate duplication of effort, mitigate risks and reduce cost,

2.2.10 to act at all times to ensure the Partners comply with the requirements of the

% Delegation Agreements,
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2.3

2.2.11
2212

to act at all times in accordance with the scope of their statutory powers, and

to have regard to each other’s needs and views, irrespective of the relative
contributions of the Partners to the commissioning of any Delegated Services and, as
far as is reasonably practicable, take such needs and views into account.

The Partners’ aims are:

2.3.1

2.3.2

2.3.3

234

2.3.5
2.3.6

237

To maximise the benefits to patients of integrating the Delegated Functions with the
ICBs’ Commissioning Functions through designing and commissioning Specialised
Services as part of the wider pathways of care of which they are a part and, in doing
so, promote the Triple Aim,

Improving access to treatment, especially for those with the worst health outcomes
(e.g. relating to inequalities others who currently struggle to access treatment).

Services commissioned more locally as part of a whole pathway of care that will be
more sensitive to local need.

Potential to shift resource towards more early intervention and prevention and
facilitate transformational changes generating efficiencies.

Ability to attract staff to providers and other organisations in the East of England.

Build closer relationships and alliances with commissioners and providers of services
outside the East of England who service our population.

To enable partners to review and discuss NHSE’s Reserved Functions and Retained
Services.

SCOPE OF THE ARRANGEMENTS

This Agreement sets out the arrangements through which the ICBs will work together to
commission Services in accordance with the Delegation Agreement This includes the

following.

3.1.1

3.1.2

Delegation by NHS England of the Delegated Functions to each individual ICB in
accordance with the relevant Delegation Agreement.

Development of a Specialised Commissioning Team through which these
Specialised Services will be commissioned as set out in Schedule 6 (Commissioning
Team Arrangements).

Establishment of a Joint Commissioning Consortium as described in part 2 of
Schedule 2 (Governance Arrangements).

The designation of NHS Bedfordshire, Luton and Milton Keynes ICB to act as ‘host’
on behalf of the other ICBs.

Establishment of the following arrangements in line with the national guidance NHS
England Specialised and Direct Commissioning Contracting Process 24-25 (NHS
Standard Contract Model Collaborative Commissioning Agreement — Multiple
Contract Option).

(a) Collaborative commissioning agreements (for individual contracts)

(b) Collaborative forums (for individual contracts)
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4.2

4.3

4.4

8.2

8.3

FUNCTIONS

The purpose of this Agreement is to establish a framework through which the ICBs can secure
the commissioning of health services in accordance with the terms of this Agreement.

This Agreement shall include such functions as shall be agreed from time to time by the ICBs
and set out in this Agreement.

The ICBs shall work in cooperation and shall endeavour to ensure that Services in fulfilment of
the Delegated Functions are commissioned with all due skill, care and attention irrespective of
the Flexibilities utilised.

On behalf of the ICBs in the East of England, BLMK as Host ICB will oversee the functions
carried out by the SCT as set out Schedule 6, Appendix 4.

SPECIALISED COMMISSIONING TEAM

The Partners agree to utilise the existing Specialised Commissioning Team as set out in
Schedule 6 (Commissioning Team Arrangements).

STAFFING

The staffing arrangements shall be as set out in Schedule 6 (Commissioning Team
Arrangements).

JOINT COMMISSIONING CONSORTIUM

The Partners have formed a Joint Commissioning Consortium and the arrangements for this
are set out in Schedule 2 (Governance Arrangements) and the terms of reference.

GOVERNANCE

Overall strategic oversight of partnership working between the Partners shall be as set out in
Schedule 2 (Governance Arrangements).

Each Partner has secured internal reporting arrangements to ensure the standards of
accountability and probity required by each Partner's own statutory duties and organisation are
complied with.

ICBs shall provide overall approval of variations to each commissioned service through the
Joint Commissioning Consortium.

RISK SHARING

The ICBs have agreed Risk Sharing in accordance with Schedule 4 (Financial Arrangements).

REVIEW

Save where the ICBs agree alternative arrangements (including alternative frequencies) the
ICBs shall undertake a review after six months of the operation of this Agreement and the
provision of the Specialised Services.

Reviews shall be conducted in good faith.
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11
11.1

12
121

12.2

13
13.1

13.2

13.3

13.4

4
v
0?'\,Orelevant Partner’s obligations under Data Protection Legislation and Data Guidance, and the

COMPLAINTS

Compilaints received in relation to the delegated Specialised Services shall be processed in
accordance with the Local Authority, Social Services and National Health Service Complaints
Regulations 2009 and the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014 and reported back to the respective ICB, and as set out within the Delegation
Agreement. This shall be set out in Schedule 6 (Commissioning Team Arrangements).

FINANCES

The financial arrangements shall be as agreed between the ICBs in Schedule 4 (Financial
Arrangements).

Unless expressly provided otherwise in this Agreement or otherwise agreed in advance in
writing by the Partners, each Partner shall bear its own costs as they are incurred.

VARIATION

The Partners acknowledge that the scope of the Arrangements may be reviewed and
amended from time to time.

This Agreement may be varied by the agreement of the Partners at any time in writing in
accordance with the Partners' internal decision-making processes.

No variations to this Agreement will be valid unless they are recorded in writing and signed for
and on behalf of each of the Partners.

The following approach shall, unless otherwise agreed, be followed by the ICBs.

13.4.1  On receipt of a request from one of the ICBs to vary the Agreement , the ICBs will
first undertake an impact assessment and identify the likely impact of the variation.
Unless the ICBs agree otherwise, the onus will be on the ICB(s) proposing the
variation to carry out the impact assessment,

13.4.2 The ICBs will agree any action to be taken as a result of the proposed variation. This
shall include consideration of:

(a) whether any Service Contracts affected by the proposed variation should
continue, be varied or terminated, taking note of the Service Contract terms
and conditions and ensuring that the ICBs holding the Service Contract/s is
not put in breach of contract, its statutory obligations or financially
disadvantaged, and/or

(b) whether the proposed variation could have an impact on the Specialised
Commissioning Team and/or any Staff,

13.4.3 Wherever possible agreement will be reached to reduce the level of funding in the
Service Contract(s) in line with any reduction in budget, and

13.4.4 Should this not be possible and one ICB is left financially disadvantaged as a result
of the proposed variation, then the financial risk will, unless otherwise agreed, be
shared equitably between the ICBs.

DATA PROTECTION

The Partners must ensure that all Personal Data processed by or on behalf of them in the
course of carrying out the Joint Working Arrangements is processed in accordance with the

2y
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Partners must assist each other as necessary to enable each other to comply with these
obligations.

14.2 Processing of any Personal Data or Special Category Personal Data shall be to the minimum
extent necessary to achieve the Specified Purpose, and on a Need to Know basis.

14.3 If any Partner becomes aware of any unauthorised or unlawful processing of any Relevant
Information or that any Relevant Information is lost or destroyed or has become damaged,
corrupted or unusable or becomes aware of any security breach, in respect of the Relevant
Information, it shall promptly notify the Joint Commissioning Consortium and NHS England.
The Partners shall fully cooperate with one another to remedy the issue as soon as reasonably
practicable.

14.4 In processing any Relevant Information further to this Agreement, each Partner shall at all
times comply with their own policies and any NHS England policies and guidance on the
handling of data.

14.5 Any information governance breach must be responded to in accordance with Data Security
and the Protection Incident Reporting tool. If any Partner is required under Data Protection
Legislation to notify the Information Commissioner’s Office or a Data Subject of an information
governance breach, then, as soon as reasonably practical and in any event on or before the
first such notification is made, the relevant Partner must fully inform NHS England and the
Joint Commissioning Consortium of the information governance breach. This Clause does not
require the relevant Partner to provide information which identifies any individual affected by
the information governance breach where doing so would breach Data Protection Legislation.

14.6  Whether or not a Partner is a Data Controller or Data Processor will be determined in
accordance with Data Protection Legislation and any Data Guidance from a Regulatory or
Supervisory Body. The Partners acknowledge that a Partner may act as both a Data Controller
and a Data Processor.

14.7 The Partners will share information to enable joint service planning, commissioning, and
financial management subject to the requirements of law, including in particular the Data
Protection Legislation in respect of any Personal Data.

14.8  Other than in compliance with judicial, administrative, governmental or regulatory process in
connection with any action, suit, proceedings or claim or otherwise required by any Law, no
information will be shared with any third parties save as agreed by the Partners in writing.

14.9 Schedule 5 makes further provision about information sharing and information governance.

15 IT INTER-OPERABILITY

15.1  The Partners will work together to ensure, wherever possible, that all relevant IT systems
operated by the Partners in respect of the Functions are inter-operable and that data may be
transferred between systems securely, easily and efficiently.

15.2 The Partners will use their respective reasonable endeavours to help develop initiatives to
further this aim.

» 16 FURTHER ARRANGEMENTS

/0\,?& .1 The ICBs must give due consideration to whether any of the Functions should be exercised
/V’o%‘y,. collaboratively with other NHS bodies or Local Authorities including, without limitation, by
7, Mmeans of arrangements under section 6525 and section 75 of the NHS Act. The Partners
““zmust comply with any Guidance around the commissioning of Joint Specialised Services by
means of arrangements under section 65Z5 or 75 of the NHS Act.
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17 FREEDOM OF INFORMATION

17.1 Each Partner acknowledges that the others are a public authority for the purposes of the
Freedom of Information Act 2000 (“FOIA”) and the Environmental Information Regulations
2004 (“EIR").

17.2 Each Partner may be statutorily required to disclose further information about the Agreement
and the Relevant Information in response to a specific request under FOIA or EIR, in which
case:

17.2.1 each Partner shall provide the other with all reasonable assistance and co-operation
to enable them to comply with their obligations under FOIA or EIR,

17.2.2 each Partner shall consult the other regarding the possible application of exemptions
in relation to the information requested, and

17.2.3 each Partner acknowledges that the final decision as to the form or content of the
response to any request is a matter for the Partner to whom the request is
addressed.

18 CONFLICTS OF INTEREST AND TRANSPARENCY ON GIFTS AND HOSPITALITY

18.1 The ICBs must ensure that, in delivering the Delegated Functions, all Staff comply with Law,
with Managing Conflicts of Interest in the NHS and other Guidance, and with Good Practice, in
relation to gifts, hospitality and other inducements and actual or potential conflicts of interest.

18.2 A register of interests in respect of all persons involved in decisions concerning the Delegated
Functions will be maintained.

19 CONFIDENTIALITY

19.1 Except as this Agreement otherwise provides, Confidential Information is owned by the
disclosing Partner and the receiving Partner has no right to use it.

19.2 Subject to Clause 19.3, the receiving Partner agrees,

19.2.1 to use the disclosing Partner’'s Confidential Information only in connection with the
receiving Partner’s performance under this Agreement,

19.2.2 not to disclose the disclosing Partner’s Confidential Information to any third party or
to use it to the detriment of the disclosing Partner, and

19.2.3 to maintain the confidentiality of the disclosing Partner’'s Confidential Information.

19.3 The receiving Partner may disclose the disclosing Partner’s Confidential Information:

19.3.1 in connection with any dispute resolution procedure,
19.3.2 to comply with the law,
19.3.3 to any appropriate regulatory or supervisory body,

19.3.4 toits staff, who in respect of that Confidential Information will be under a duty no less
onerous than the receiving Partner’s duty under Clause 19.2,

90/(90;@% 19.3.5 to NHS Bodies for the purposes of carrying out their functions,
e .
057’0/ 19.3.6 as permitted under any other express arrangement or other provision of this
% Agreement.

.
19.4 The obligations in Clause 19 will not apply to any Confidential Information which,
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19.5

19.6

19.7

20
20.1

20.2

20.3

o

19.4.1 isin or comes into the public domain other than by breach of this Agreement,

19.4.2 the receiving Partner can show by its records that it was in its possession before it
received it from the disclosing Party, or

19.4.3 the receiving Partner can prove it obtained or was able to obtain the Confidential
Information from a source other than the disclosing Partner without breaching any
obligation of confidence.

This Clause 19 does not prevent NHS England making use of or disclosing any Confidential
Information disclosed by an ICB where necessary for the purposes of exercising its functions
in relation to that ICB.

This Clause 19 will survive the termination of this Agreement for any reason for a period of five
years.

This Clause 19 will not limit the application of the Public Interest Disclosure Act 1998 in any
way whatsoever.

LIABILITIES

Subject to Clauses 20.2, and 20.3, if an ICB(s) (“First ICB(s)”) incurs a Loss arising out of or in
connection with this Agreement as a consequence of any act or omission of another ICB(s)
(“Other ICB(s)”) which constitutes negligence, fraud or a breach of contract in relation to this
Agreement then the Other ICB(s) shall be liable to the First ICB(s) for that Loss.

Clause 20.1 shall only apply to the extent that the acts or omissions of the Other ICB(s)
contributed to the relevant Loss. Furthermore, it shall not apply if such act or omission
occurred as a consequence of the Other ICB(s) acting in accordance with the instructions or
requests of the First ICB(s) or the Joint Commissioning Consortium.

If any third party makes a claim or intimates an intention to make a claim against any ICB,
which may reasonably be considered as likely to give rise to liability under this Clause 20, the
ICB(s) that may claim against the Other ICB(s) will:

20.3.1 as soon as reasonably practicable give written notice of that matter to the Other
ICB(s) specifying in reasonable detail the nature of the relevant claim,

20.3.2 not make any admission of liability, agreement or compromise in relation to the
relevant claim without the prior written consent of the Other ICB(s) (such consent not
to be unreasonably conditioned, withheld or delayed),

20.3.3 give the Other ICB(s) and its professional advisers reasonable access to its premises
and personnel and to any relevant assets, accounts, documents and records within
its power or control so as to enable the Other ICB(s) and its professional advisers to
examine such premises, assets, accounts, documents and records and to take
copies at their own expense for the purpose of assessing the merits of, and if
necessary defending, the relevant claim.

Each ICB shall at all times take all reasonable steps to minimise and mitigate any loss for
which one party is entitled to bring a claim against the other pursuant to this Agreement.

Unless expressly agreed otherwise, nothing in this Agreement shall affect,

20.5.1 the liability of NHS England to any person in respect of NHS England’s functions, or

75 20.5.2 the liability of any of the ICBs to any person in respect of that ICB’s Commissioning
.

) Functions.
xS
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20.6

21
21.1

21.2

21.3

22

22.1

22.2

22.3

23
23.1

Each ICB must comply with any requirements set out in the Clause 17 of the Delegation
Agreements and any policy issued by NHS England from time to time in relation to the conduct
of or avoidance of Claims or the pro-active management of Claims.

DISPUTE RESOLUTION

Where any dispute arises between the Partners in connection with this Agreement, the
Partners must use their best endeavours to resolve that dispute

Where any dispute is not resolved under Clause 21.1 on an informal basis, the matter will be
referred to a meeting of the chief executives of the six ICBs as necessary to attempt to resolve
the dispute.

If the dispute is not resolved in accordance with Clause 21.2 then any ICB may refer the
matter to the East of England Regional Leadership Team for resolution.

BREACHES OF THE AGREEMENT

If any ICB (“Relevant ICB”) fails to meet any of its obligations under this Agreement, the other
ICBs (acting jointly) may by notice require the Relevant ICB to take such reasonable action
within a reasonable timescale as the other ICBs may specify to rectify such failure. Should the
Relevant ICB fail to rectify such failure within such reasonable timescale, the matter shall be
referred for resolution in accordance with Clause 21 (“Dispute Resolution”).

Without prejudice to Clause 22.1, if any ICB does not comply with the terms of this Agreement
(including if any ICB exceeds its authority under this Agreement), the other ICBs may at their
discretion agree to;

22.2.1 waive their rights in relation to such non-compliance,

22.2.2 terminate this Agreement in accordance with Clause 23 (Termination and Default)
below,

22.2.3 exercise the dispute resolution procedure in accordance with Clause 21 (Dispute
Resolution),

22.2.4 Agree to enact a variation under Clause 13.

For the avoidance of doubt, there is no provision in this Clause 22 that enables the agreement
to be terminated upon breach by any ICB.

TERMINATION AND DEFAULT

If an ICB wishes to end its participation in this Agreement, the relevant ICB must provide at
least six months’ notice to the other ICBs of its intention to end its participation in this
Agreement and must have prior agreement by NHS England. Such notification shall only take
effect from the end of 31 March in any calendar year and shall only take effect where
alternative arrangements for the provision of the Delegated Services and effective exercise of
the Delegated Functions are in place for the period immediately following termination.

An ICB considering ending, or intending to end, its participation in this Agreement will ensure
that the ICBs are aware of this intention before formal notice is provided of termination. This
will enable the ICBs and NHSE to work together to ensure that there are suitable alternative
arrangements in place in relation to the exercise of the Delegated Functions.

23.3s Upon termination of this Agreement (in whole or in part), for any reason whatsoever, the

"’C]Z@rtners agree that they will work together and co-operate to ensure that the winding down of
v)
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234

24
241

25
25.1

252

26
26.1

27
27.1

27.2

28
28.1

29
29.1

these arrangements is carried out smoothly and with as little disruption as possible to patients,
employees, the Partners and third parties, so as to minimise costs and liabilities of each
Partner in doing so.

The provisions of Clauses 14 (Data Protection), 17 (Freedom of Information), 19
(Confidentiality), and 20 (Liabilities) shall survive termination or expiry of this Agreement.

PUBLICITY

The Partners shall use reasonable endeavours to consult one another before making any
public announcements concerning the subject matter of this Agreement.

EXCLUSION OF PARTNERSHIP OR AGENCY

Nothing in this Agreement shall create or be deemed to create a legal partnership under the
Partnership Act 1890 or the relationship of employer and employee between the Partners, or
render any Partner directly liable to any third party for the debts, liabilities or obligations of any
Partner.

Save as specifically authorised under the terms of this Agreement, no Partner shall hold itself
out as the agent of any other Partner.

THIRD PARTY RIGHTS

The Contracts (Rights of Third Parties) Act 1999 shall not apply to this Agreement and
accordingly the Partners to this Agreement do not intend that any third party should have any
rights in respect of this Agreement by virtue of that Act.

NOTICES

Any notices given under this Agreement must be sent by e-mail to the relevant Authorised
Officers or their nominated deputies.

Notices by e-mail will be effective when sent in legible form, but only if, following transmission,
the sender does not receive a non-delivery message.

ASSIGNMENT AND SUBCONTRACTING

This Agreement, and any right and conditions contained in it, may not be assigned or
transferred by an ICB, without the prior written consent of the other ICBs, except to any
statutory successor to the relevant function.

SEVERABILITY

If any term, condition or provision contained in this Agreement shall be held to be invalid,
unlawful or unenforceable to any extent, such term, condition or provision shall not affect the
validity, legality or enforceability of the remaining parts of this Agreement.

WAIVER

No failure or delay by an ICB to exercise any right or remedy provided under this Agreement or
by law shall constitute a waiver of that or any other right or remedy, nor shall it prevent or
restrict the further exercise of that or any other right or remedy. No single or partial exercise of

JOT;} such right or remedy shall prevent or restrict the further exercise of that or any other right or

Orievgnedy.
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31
31.1

STATUS

The Partners acknowledge that they are health service bodies for the purposes of section 9 of
the NHS Act. Accordingly, this Agreement shall be treated as an NHS contract and shall not be
legally enforceable.

32 ENTIRE AGREEMENT

32.1 This Agreement constitutes the entire agreement and understanding of the Partners and
supersedes any previous agreement between the Partners relating to the subject matter of this
Agreement.

33 GOVERNING LAW AND JURISDICTION

33.1 Subject to the provisions of Clause 21 (Dispute Resolution) and Clause 31 (Status), this
Agreement shall be governed by and construed in accordance with English Law, and the
Partners irrevocably agree that the courts of England shall have exclusive jurisdiction to settle
any dispute or claim that arises out of or in connection with this Agreement.

34 FAIR DEALINGS

34.1 The Partners recognise that it is impracticable to make provision for every contingency which
may arise during the life of this Agreement and they declare it to be their intention that this
Agreement shall operate between them with fairness and without detriment to the interests of
any of them and that, if in the course of the performance of this Agreement, unfairness to
either of them does or may result, then the others shall use their reasonable endeavours to
agree upon such action as may be necessary to remove the cause or causes of such
unfairness.

35 COUNTERPARTS

35.1 This Agreement may be executed in one or more counterparts. Any single counterpart or a set
of counterparts executed, in either case, by all Partners shall constitute a full original of this
Agreement for all purposes.

QOO@LQ
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This Agreement has been entered into on the date stated at the beginning of it.

SIGNED by e Signature  .....oooceiiee e

for and on behalf of Bedfordshire, Luton and Milton Date e
Keynes Integrated Care Board

SIGNED by Signature ...

for and on behalf of Cambridgeshire and Peterborough Date ...
Integrated Care Board

SIGNED by Signature ...

for and on behalf of Hertfordshire and West Essex Date e
Integrated Care Board

SIGNED by Signature ...
for and on behalf of Mid and South Essex Integrated Date
Care Board

SIGNED by Signature ...
for and on behalf of Norfolk and Waveney Integrated Date
Care Board

SIGNED by e Signature  .....eeeeeeiee
for and on behalf of Suffolk and North East Essex Date

Integrated Care Board

SIGNED by Signature ..o

for and on behalf of NHS England Date e
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SCHEDULE 1

1. In this Agreement, unless the context otherwise requires, the following words and expressions

DEFINITIONS AND INTERPRETATIONS

shall have the following meanings:

Agreement

Area

Authorised Officer

Claim

Collaboration Agreement

Collaborative
Commissioning
Agreement

Commencement Date

Commissioning Functions

Commissioning Team
Arrangements

Confidential Information

oL
250
Ok
4

0%,
%}g Controller
2,
xS

This agreement between the Partners comprising these terms and
conditions together with all schedules attached to it.

Means the geographical area covered by the ICBs.

The individual(s) appointed as Authorised Officer by the respective
organisation in relation to specialised commissioning.

For, or in, relation to the Commissioning Functions,

(a) any litigation or administrative, mediation, arbitration or other
proceedings, or any claims, actions or hearings before any
court, tribunal or the Secretary of State, any governmental,
regulatory or similar body, or any department, board or agency
or

(b) any dispute with, or any investigation, inquiry or enforcement
proceedings by any governmental, regulatory or similar body or
agency.

This relates to this agreement, the Collaboration Agreement for the
Commissioning of Delegated Specialised Services in the East of
England, except for specific areas in Schedule 6 Commissioning
Teams Arrangements, where this phrase may relate to other types of
collaboration agreements.

An agreement under which NHS commissioners set out collaboration
arrangements in respect of commissioning Specialised Services
Contracts.

1 April 2024

The respective statutory functions of the ICBs in arranging for the
provision of services as part of the health service.

The arrangements through which the services of the Specialised
Commissioning Team are made available to other ICBs as set out in
Schedule 6.

Information, data and/or material of any nature which any Partner may
receive or obtain in connection with the operation of this Agreement
or arrangements made pursuant to it and,

(a) which comprises Personal Data or which relates to any patient
or his treatment or medical history,

(b) the release of which is likely to prejudice the commercial
interests of a Partner or

(c) which is a trade secret.

The natural or legal person, public authority, agency or other body
which, alone or jointly with others, determines the purposes and
means of the processing of personal data.

Schedule 1: Definitions and Interpretation
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Data Guidance

Data Processor

Data Protection
Legislation

Data Protection Officer

Data Security and
Protection Incident
Reporting tool

Data Subject

Delegated Commissioning
Group (DCG)

Delegation Agreement(s)

Delegated Functions

Delegated Services

Dispute Resolution
Procedure

Flexibilities

Any applicable guidance, guidelines, direction or determination,
framework, code of practice, standard or requirement regarding
information governance, confidentiality, privacy or compliance with
Data Protection Legislation to the extent published and publicly
available or their existence or contents have been notified to the ICB
by NHS England and/or any relevant Regulatory or Supervisory Body.
This includes but is not limited to guidance issued by NHS Digital, the
National Data Guardian for Health & Care, the Department of Health
and Social Care, NHS England, the Health Research Authority, the
UK Health Security Agency and the Information Commissioner.

A natural or legal person, public authority, agency or other body which
processes personal data on behalf of the controller.

Means the UK General Data Protection Regulation, the Data
Protection Act 2018, the Regulation of Investigatory Powers Act 2000,
the Telecommunications (Lawful Business Practice) (Interception of
Communications) Regulations 2000 (SI 2000/2699), the Privacy and
Electronic Communications (EC Directive) Regulations 2003 (SI
2426/2003), the common law duty of confidentiality and all applicable
laws and regulations relating to the processing of personal data and
privacy, including where applicable the guidance and codes of
practice issued by the Information Commissioner.

Shall have the same meaning as set out in the Data Protection
Legislation.

The incident reporting tool for data security and protection incidents,
which forms part of the Data Security and Protection Toolkit available
at https://www.dsptoolkit.nhs.uk/

The identified or identifiable living individual to whom personal data
relates.

Means a group hosted by NHS England whose terms shall include
providing an assurance role in compliance with the Assurance
Processes

The Delegation Agreements under which NHS England delegates
some of its Commissioning Functions to each ICB.

Commissioning Functions of NHS England delegated to each ICB
under a Delegation Agreement.

Those services commissioned in exercise of the Delegated Functions.

The procedure set out in Clause 21 (Dispute Resolution).

The flexibilities that the ICBs may use to work in a co-ordinated
manner as set out at Clause 3 (Scope of the Arrangements).

The Freedom of Information Act 2000 and any subordinate legislation
made under it from time to time, together with any guidance or codes
of practice issued by the Information Commissioner or relevant
government department concerning this legislation.

Schedule 1: Definitions and Interpretation

Collaboration Agreement for the Commissioning of Delegated Specialised Services in the East of England DRAFT
v0,08 Page 17 of 49

17/49 113/456



Guidance Any applicable guidance, guidelines, direction or determination,
framework, code of practice, standard or requirement to which the
ICBs have a duty to have regard (and whether specifically mentioned
in this Agreement or not), to the extent that the same are published
and publicly available or the existence or contents of them have been
notified by any relevant Regulatory or Supervisory Body.

Governance The governance arrangements in respect of the Arrangements agreed

Arrangements by the Partners and as set out in Schedule 2 (Governance
Arrangements).

Host ICB NHS Bedfordshire, Luton and Milton Keynes ICB (BLMK) is the host

for the Specialised Commissioning Team. Further details can be
found under section 4 of Schedule 6 (Commissioning Team
Arrangements).

High Cost Drugs Medicines not reimbursed though national prices and identified on the
NHS England high cost drugs list.

ICB Functions The Commissioning Functions of an ICB.
Information As defined under section 84 of FOIA.
Indemnity Arrangement Either
(a) a policy of insurance,
(b) an arrangement made for the purposes of indemnifying a
person or organisation or
(c) a combination of (a) and (b).
Information Sharing Any information sharing agreement entered into in accordance with
Agreement Schedule 5 (Further Information Governance and Sharing Provisions).
Joint Commissioning The meeting established under this Agreement on the terms set out
Consortium in the Terms of Reference to oversee this Collaboration Agreement.
(a) Any statute or proclamation or any delegated or subordinate
Law legislation,
(b) Any guidance, direction or determination with which the

Partner(s) or relevant third party (as applicable) are bound to
comply to the extent that the same are published and publicly
available or the existence or contents of them have been
notified to the Partner(s) or relevant third party (as applicable),

(c) any judgment of a relevant court of law which is a binding
precedent in England.

Need to Know Has the meaning set out in Schedule 5
NHS Act The National Health Service Act 2006.
o. Non-Personal Data Means data which is not Personal Data.
T)O@LG)
N
O\P/vﬁgrtners The parties to this Agreement. This Agreement shall not be
097‘7/ interpreted or construed to create a partnership between the parties
de.\} (within the meaning of the Partnership Act 1890).
0.;,9

Schedule 1: Definitions and Interpretation
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Personal Data
Population

Regional Leadership
Team (RLT)

Regulatory or Supervisory
Body

Relevant Information

Request for Information

Reserved Functions

Retained Services

As defined in the Data Protection Legislation.

The population for which an ICB or all of the ICBs have the
responsibility for commissioning health services.

A regular meeting of senior leaders from the East of England Regional
Office of NHS England and ICBs.

Any statutory or other body having authority to issue guidance,
standards or recommendations with which the relevant Party and/or
Staff must comply or to which it or they must have regard, including,

(i) cCaQc,

(i) NHS England,

(iii) the Department of Health and Social Care’

(iv) NICE,

(v) Healthwatch England and Local Healthwatch,
(vi) the General Medical Council,

(vii) the General Dental Council,

(viii) the General Optical Council,

(ix) the General Pharmaceutical Council,

(x) the Healthcare Safety Investigation Branch and

(xi) the Information Commissioner.

Personal Data and Non-Personal Data processed under this
Agreement, and includes, where appropriate, “confidential patient
information” (as defined under section 251 of the NHS Act), and
“patient confidential information” as defined in the 2013 Report, The
Information Governance Review — “To Share or Not to Share?”).

As defined in the Freedom of Information Act 2000.
The Specialised Services for which NHS England still retains
commissioning responsibility or the Specialised Services delegated to

ICBs for which they retain responsibility.

Those Specialised Services for which NHS England shall retain
commissioning responsibility, as set out the Delegation Agreement.

Risk Sharing An agreed arrangement for risk and benefit sharing between the
o ICBs.
o
0@j§phedule of Payments The schedule agreed with each ICB which sets out the payments that
90§’@~ will be made on a monthly basis to providers for the provision of
7\{9 specialised services.
.
25

Schedule 1: Definitions and Interpretation
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Special Category Personal
Data

Specialised
Commissioning Functions

Specialised
Commissioning Team
(SCT)

Specialised Services

Specialised Services and
Health and Justice
Operational Group
(SSHJOG)

Specialised Services
Contract

Specialised Services
Provider

Staff

Terms of Reference

Triple Aim

Has the meaning set out in the Data Protection Legislation.

The statutory functions conferred on NHS England under Section 3B
of the NHS Act 2006 and Regulation 11 of the National Health Service
Commissioning Board and Clinical Commissioning Groups
(Responsibilities and Standing Rules) Regulations 2012/2996 (as
amended or replaced).

Means those Specialised Service Staff within NHS England that carry
out a role in respect of commissioning the Delegated Services.

The services commissioned in exercise of the Specialised
Commissioning Functions as defined as defined in Schedule 3
(Delegated Services).

Operational group reporting to the Joint Commissioning Consortium.

A contract for the provision of Specialised Services entered into in the
exercise of the Specialised Commissioning Functions.

A provider party to a Specialised Services Contract.

The Partners’ employees, officers, elected members, directors,
voluntary staff, consultants, and other contractors and sub-contractors
acting on behalf of any Partner in respect of specialised
commissioning (whether or not the arrangements with such
contractors and sub-contractors are subject to legally binding
contracts) and such contractors’ and their sub-contractors’ personnel.

The Terms of Reference for the Joint Commissioning Consortium
agreed between the Partners at the first meeting of the Joint
Commissioning Consortium.

Relates to the duty on each of the ICBs in making decisions about the
exercise of their functions, to have regard to all likely effects of the
decision in relation to,

(a) the health and well-being of the people of England,
(b) the quality of services provided to individuals by the NHS,

(c) efficiency and sustainability in relation to the use of resources
by the NHS.

Means Regulation (EU) 2016/679 of the European Parliament and of
the Council of 27th April 2016 on the protection of natural persons with
regard to the processing of personal data and on the free movement
of such data (General Data Protection Regulation) as it forms part of
the law of England and Wales, Scotland and Northern Ireland by virtue
of section 3 of the European Union (Withdrawal) Act 2018.

Schedule 1: Definitions and Interpretation
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2. References to statutory provisions shall be construed as references to those provisions as
respectively amended or re-enacted (whether before or after the Commencement Date) from
time to time.

3. The headings of the Clauses in this Agreement are for reference purposes only and shall not
be construed as part of this Agreement or deemed to indicate the meaning of the relevant
Clauses to which they relate. Reference to Clauses are clauses in this Agreement.

4. References to Schedules are references to the schedules to this Agreement and a reference to
a Paragraph is a reference to the paragraph in the Schedule containing such reference.

5. References to a person or body shall not be restricted to natural persons and shall include a
company, corporation or organisation.

6. Words importing the singular number only shall include the plural.

7. Use of the masculine includes the feminine and all other genders.

8. Where anything in this Agreement requires the mutual agreement of the Partners, then unless
the context otherwise provides, such agreement must be in writing.

9. Any reference to the Partners shall include their respective statutory successors, employees
and agents.

10. In the event of a conflict, the conditions set out in the Clauses to this Agreement shall take
priority over the Schedules.

11. Where a term of this Agreement provides for a list of items following the word "including" or
"includes”, then such list is not to be interpreted as being an exhaustive list.

QOO@L
oS
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SCHEDULE 2 GOVERNANCE ARRANGEMENTS

1.1

1.2

1.3

1.4

2.2

2.3

24

2.5

GENERAL

The ICBs have established a Joint Commissioning Consortium (the Consortium) to oversee and
take decisions in relation to the delegated Specialised Services. NHS England is a Partner in
the Consortium to enable NHS England to advise ICBs on delegated specialised and to enable
the Consortium to advise NHS England on its retained commissioning activity. Terms of
Reference for the Consortium have been agreed as a separate document.

The Joint Commissioning Consortium is not a formal committee of the board for any of the
Partner ICBs or a formal committee of NHS England. The Consortium has the authority to make
decisions relating to the powers delegated to the Authorised Officer from each Partner as set
out in their respective Schemes of Reservation and Delegation. Where decisions fall outside of
those delegations, then the Authorised Officer will ensure that they have sufficient authority from
their organisation for decision making, for example, obtaining approval from the relevant
committees or board.

It is the responsibility of each Partner to determine the route by which it receives assurance
from, and contributes to, the decision making of the Consortium. It is the responsibility of each
Authorised Officer of the Consortium to operate within the governance structure of their
organisation in order to provide such assurance using the route agreed by their organisation.

It is acknowledged that each Partner remains a sovereign organisation for decision making.

JOINT COMMISSIONING CONSORTIUM

The Consortium (and each member of the Consortium) will act at all times in accordance with
the Terms of Reference.

The Partners shall nominate one Authorised Officer and substitutes/deputies to the Consortium
in accordance with the Terms of Reference.

The Partners may establish sub-groups of the Consortium with such terms of reference as may
be agreed between them from time to time, such group(s) shall have no delegated authority from
the Partners other than by virtue of the officers represented at the group(s).

The Partners shall ensure that their Authorised Officer and substitutes/deputies have
appropriate delegated authority, in accordance with their organisational governance
arrangements, to represent the interests of their organisation on the Consortium and any other
sub-groups established by the Consortium.

The Partners recognise the need to ensure that any potential conflicts of interest on the part of
any Partner, including its representatives, in respect of this Agreement and the establishment or
operation of the Consortium and any sub-group of the Consortium must be appropriately
identified, recorded and managed.

The Consortium must establish effective, safe, efficient and economic arrangements for the
discharge of ICB functions.

The members of the Consortium must act in accordance with:

the terms of this Agreement,
all applicable Law,

guidance,
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2.8

the Schemes of Reservation and Delegation of Partners
the Terms of Reference, and
good practice.

the Delegation Agreement signed by each ICB and NHS England

NHS England East of England will be formal members of the Consortium in respect of those
specialised services it is retaining. Where the Consortium addresses business relating to the
delegated specialised services, then NHSE will be observers.
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SCHEDULE 3 DELEGATED SERVICES

The following table shows the 59 services that have been delegated from NHS England as of the
Commencement Date. Service specifications will be as set out on the NHS England website.

2 Adult congenital heart disease services 13X Adult congenital heart disease services (non-surgical)
13Y Adult congenital heart disease services (surgical)
3 sgrL\J,I;[CZZeCIaIISt pain management 31Z Adult specialist pain management services
4 Adult specialist respiratory services 29M Interstitial lung disease (adults)
298 Severe asthma (adults)
29L Lung volume reduction (adults)
Adult specialist rheumatology services 26Z Adult specialist rheumatology services
Adult Specialist Cardiac Services 13A Complex device therapy
13B Cardiac electrophysiology & ablation
13C Inherited cardiac conditions
13E Cardiac surgery (inpatient)
13F PPCI for ST- elevation myocardial infarction
13H Cardiac magnetic resonance imaging
13T Complex interventional cardiology (adults)
132 Cardiac surgery (outpatient)
9 Adult specialist endocrinology services 27E Adrenal Cancer (adults)
277 Adult specialist endocrinology services
11 Adult specialist neurosciences services 080 Neurology (adults)

08P Neurophysiology (adults)

08R Neuroradiology (adults)

08S Neurosurgery (adults)

08T Mechanical Thrombectomy

Neurosurgery LVHC national: surgical removal of clival

58A chordoma and chondrosarcoma

588 Neurosurgery LVHC national: EC-IC bypass
(complex/high flow)

58C Neurosurgery LVHC national: transoral excision of dens

58D Neurosurgery LVHC regional: anterior skull based
tumours

58E Neurosurgery LVHC regional: lateral skull based
tumours

58F Neurosurgery LVHC regional: surgical removal of

brainstem lesions

58G Neurosurgery LVHC regional: deep brain stimulation
58H Neuro_surgery LVHC regional: pineal tumour surgeries -
resection

Neurosurgery LVHC regional: removal of arteriovenous
malformations of the nervous system

584 Neurosurgery LVHC regional: epilepsy

58K Neurosurger_y LVHC regional: insula glioma’s/ complex
low grade glioma’s

58L Neurosurgery LVHC local: anterior lumbar fusion
Neurosurgery LVHC local: removal of intramedullary

58I

Adult specialist neurosciences services

(continued) 58M spinal tumours
58N Neurosurgery LVHC local: intraventricular tumours
resection
580 Neurosurgery LVHC local: surgical repair of aneurysms
v)O@ (surgical clipping)
O/OL('W 58P Neurosurgery LVHC local: thoracic discectomy
S 3’5@ 58Q Neurosurgery LVHC local: microvascular decompression
09/0’/ for trigeminal neuralgia
7\;\3\ 58R Negrosurgery LVHC local: awake surgery for removal of
';’0 brain tumours
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Neurosurgery LVHC local: removal of pituitary tumours
58S . ) -
including for Cushing’s and acromegaly
12 Adult specialist ophthalmology services 37C Artificial Eye Service
372 Adult specialist ophthalmology services
13 Adult specialist orthopaedic services 34A Orthopaedic surgery (adults)
34R Orthopaedic revision (adults)
15 Adult specialist renal services 11B Renal dialysis
11C Access for renal dialysis
Adult specialist services for people . . - .
16 living with HIV 14A Adult specialised services for people living with HIV
17 Adult specialist vascular services 302 Adult specialist vascular services
18 Adult thoracic surgery services 29B Complex thoracic surgery (adults)
297 Adult thoracic surgery services: outpatients
30 Bont_a conduction hearlqg implant 32B Bone anchored hearing aids service
services (adults and children)
32D Middle ear implantable hearing aids service
35 S},I]?Igtrg?‘)and palate services (adults and 15Z Cleft lip and palate services (adults and children)
36 Cochle.ar implantation services (adig 32A Cochlear implantation services (adults and children)
and children)
Complex spinal surgery services . ) .
40 (adults and children) 062 Complex spinal surgery services (adults and children)
Complex neuro-spinal surgery services (adults and
08z -
children)
54 Fetal medicine seiuEeeliRmlts and 04C Fetal medicine services (adults and adolescents)
adolescents)
Specialist adult gynaecological surgery
58 and urinary surgery services for 04A Severe Endometriosis
females
04D Complex urinary incontinence and genital prolapse
58A Spe(_:lahst adult urological surgery 41P Penile implants
services for men
418 Surgical sperm removal
41U Urethral reconstruction
59 Specnallst allergy services (adults and 17Z Specialist allergy services (adults and children)
children)
61 Spe0|a_llst gtigrmatology servig@Bj(adults 247 Specialist dermatology services (adults and children)
and children)
Specialist metabolic disorder services Specialist metabolic disorder services (adults and
62 : 36Z .
(adults and children) children)
63 Spem_ahst pain martegeEsgPservices 23Y Specialist pain management services for children
for children
Specialist palliative care services for Specialist palliative care services for children and young
64 . E23
children and young adults adults
65 .Spec[ahst services for adults with 18A Specialist services for adults with infectious diseases
infectious diseases
18E Specialist Bone and Joint Infection (adults)
) 72 Ma_Jor trauma services (adults and 34T Major trauma services (adults and children)
V)O % children)
/0\;'%,& 78 Nquropsychlatry services (adults and 08Y Neuropsychiatry services (adults and children)
M % . children)
u%;gﬁ Paediatric cardiac services 23B Paediatric cardiac services
AN Radiotherapy services (adults and . .
94 \/0" | children) 01R Radiotherapy services (Adults)
3 51R Radiotherapy services (Children)
Schedule 3: Delegated Services
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018 Stereotactic Radiosurgery / radiotherapy

105 Specialist cancer services (adults) 01C Chemotherapy
01J Anal cancer (adults)
01K Malignant mesothelioma (adults)
01M Head and neck cancer (adults)

01N Kidney, bladder and prostate cancer (adults)
01Q Rare brain and CNS cancer (adults)

01U Oesophageal and gastric cancer (adults)
01V Biliary tract cancer (adults)

01w Liver cancer (adults)

01Y Cancer Outpatients (adults)

012 Testicular cancer (adults)

04F Gynaecological cancer (adults)

19V Pancreatic cancer (adults)

24Y Skin cancer (adults)
19C Biliary tract cancer surgery (adults)

19M Liver cancer surgery (adults)
19Q Pancreatic cancer surgery (adults)
51A Interventional oncology (adults)
51B Brachytherapy (adults)
51C Molecular oncology (adults)
61M Head and neck cancer surgery (adults)
61Q Ophthalmic cancer surgery (adults)
61U Oesophageal and gastric cancer surgery (adults)
61Z Testicular cancer surgery (adults)
33C Transanal endoscopic microsurgery (adults)
Distal sacrectomy for advanced and recurrent rectal
33D
cancer (adults)
Specialist cancer services for children
106 and young adults 01T Teenage and young adult cancer
23A Children's cancer
106A (Sa%iﬂ:;m colorectNgGggery SeqiEs 33A Complex surgery for faecal incontinence (adults)
33B Complex inflammatory bowel disease (adults)
107 Specialist dentistry services for children 23P Specialist dentistry services for children
108 Spemgllst ear, noSegiiel throat SQikes 23D Specialist ear, nose and throat services for children
for children
Specialist endocrinology services for Specialist endocrinology and diabetes services for
109 ) 23E .
children children
Specialist gastroenterology, hepatology Specialist gastroenterology, hepatology and nutritional
110 and nutritional support services for 23F P ga 'ogy, hep 9y
. support services for children
children
112 (S;r?”edcrl:::st gynaecology services for 73X Specialist paediatric surgery services - gynaecology
113 S}?"ed?:::St haematology services for 23H Specialist haematology services for children
Specialist maternity care for adults . . . .
115B diagnosed with abnormally invasive 04G Spemallsltl m.aternllty c?re for women diagnosed with
placenta abnormally invasive placenta
118 Neonatal critical care services NIC Specialist neonatal care services
QO@ 119 Spemallst neuroscience services for 23M Specialist neuroscience services for children
2 Lq children
0\9’%& 07y Paediatric neurorehabilitation
)Oj/é«,. 08J Selective dorsal rhizotomy
> e .
S
120\/0 Specialist ophthalmology services for 23N Specialist ophthalmology services for children

0.1, children

hY
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Specialist orthopaedic services for

121 children 23Q Specialist orthopaedic services for children

122 Paediatric critical care services PIC Specialist paediatric intensive care services

125 Sﬁﬁﬁ:gﬁ plastic surgery services for 23R Specialist plastic surgery services for children
Specialist rehabilitation services for L I . . .

126 patients with highly complex needs 072 Specialist rehabilitation services for patients with highly

) complex needs (adults and children)

(adults and children)

127 Specialist renal services for children 238 Specialist renal services for children

128 Sr?"edcr':::St respiratory services for 23T Specialist respiratory services for children

129 (S;r?"edcr':::St rheumatology services for 23W Specialist rheumatology services for children

130 _SpeC|_aI|st services for children with 18C Specialist services for children with infectious diseases
infectious diseases
Specialist services for complex liver,

131 biliary and pancreatic diseases in 19L Specialist services for complex liver diseases in adults

adults

Specialist services for complex pancreatic diseases in

19P
adults
Specialist services for complex liver, biliary and
19z - .
pancreatic diseases in adults
19B Specialist services for complex biliary diseases in adults

Specialist services for haemophilia and
132 other related bleeding disorders (adults 03X
and children)

Specialist services for haemophilia and other related
bleeding disorders (Adults)

Specialist services for haemophilia and other related

Lo bleeding disorders (Children)

Specialist services to support patients
with complex physical disabilities

134 (excluding wheelchair services) (adults 05P Prosthetics (adults and children)
and children)
135 Specialist paediatric surgery services 23X Specialist paediatric surgery services - general surgery
136 Specialist paediatric urology services 237 Specialist paediatric urology services
139A (S;r?i?dc,-l:::St morbid U gServiceRRg 352 Specialist morbid obesity services for children
Termination services for patients with Terminati ) f ) ith medical
medical complexity and or significant ermlnatllon services for patients wit medical
139AA o, o . 04P complexity and or significant co-morbidities requiring
co-morbidities requiring treatment in a f g -
L . treatment in a specialist hospital
specialist hospital
ACC Adult Critical Care ACC Adult critical care
v’o@p
%%
o,
(A
<%
‘[\5.\‘
©
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SCHEDULE 4 FINANCIAL ARRANGEMENTS

1.2

1.3

2.2

2.3

3.1

3.2

ESTABLISHMENT OF A MULTI-LEDGER HUB

The ICBs have agreed not to establish and maintain pooled funds for revenue expenditure.
Instead, they have agreed to establish multi ledger access hub for 2024/25 which will be
operated by the current specialised commissioning finance team. All transactions will be posted
into ICB ledgers in accordance with the agreed annual plan and will reflect the authorisation and
authority to pay requirements as delegated by NHSE. Until agreed, a default payment based on
the previous financial year will be paid, followed by an in year reconciliation following final
contract agreements Chart of accounts and detailed cost centres will be established in each
ICB’s area of the ledger for the delegated specialised commissioning allocation and spend.

ICBs will individually receive the notified allocation from NHSE, and this will include the
calculated share of the national specialised commissioning position for that ICB based on the
recurrent 2023/24 allocation and will also include growth resources as directed by the expected
planning guidance. It is assumed that this will reflect a base level increase for all ICBs and then
additional resources determined in accordance with calculated distance from target.

Monthly transactions will be processed on the 15" of each month in accordance with the ICBs’
agreed Schedule of Payments. Quarterly and annual reconciliations will be undertaken with the
nominated ICB finance staff. The specialised commissioning finance team will communicate
regularly with ICB staff.

FINANCIAL ALLOCATIONS

The financial allocation for 2024/25 shall be as set out by the NHSE national specialised team
in the agreed schedules with each ICB. Growth funding will be applied in accordance with
national guidance for baseline levels. Any discretionary growth funding allocated nationally will
be agreed by ICBs for consistent application into risk and investment reserves held by each ICB.

A running costs allowance (RCA) adjustment to individual ICB allocations is expected in 2025/26
financial year. This RCA adjustment to support specialised commissioning delegation will be
ringfenced to resource the Specialised Commissioning Team.

Unless otherwise agreed, no provision of this Agreement shall preclude the ICBs from making
additional contributions of Non-Recurrent Payments from time to time by mutual agreement.
Any such additional contributions of Non-Recurrent Payments shall be explicitly recorded in the
budget statement as a separate item.

RISK SHARE ARRANGMENTS, OVERSPENDS AND UNDERSPENDS

Risk share arrangements

The ICBs have agreed risk share arrangements described in 3.2 and 3.3, arising within the
commissioning of services as set out in National Guidance.

A risk share for 2024/25 has been agreed by ICB Chief Finance Officers. This will meet the
known risks for the 59 services to be delegated from 1 April 2024. The material risk has been
quantified and relates to chemotherapy and non-mental health independent sector activity. The
risk share agreement is based on each ICB holding 1% variable risk reserve and funding any
ICB specific overspend from this reserve. If an ICB overspend exceeds the reserve, then the
additional impact will be funded from other ICB reserves pro-rata to their allocation. Any
distribution of reserves will be agreed at the Finance and Contracting sub-group of the Joint
Commissioning Consortium.
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3.3 In addition, ICB Directors of Finance have agreed to recognise the need to develop and
transform patient care services which may require specific financial support and have agreed to
hold a further 0.5% of allocation as an investment reserve, pending negotiations with providers,
which will be deployed following a collective decision, supported by clear plans, by the Joint
Commissioning Consortium.

4 CAPITAL EXPENDITURE

4.1 Unless agreed by the ICBs, no funds shall normally be applied towards any one-off expenditure
on goods and/or services, which will provide continuing benefit and would historically have been
funded from the capital budgets of one of the ICBs. If a need for capital expenditure is identified
this must be agreed by the ICBs.
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SCHEDULE 5§ FURTHER INFORMATION GOVERNANCE AND SHARING PROVISIONS

1 INTRODUCTION

1.1 This Schedule sets out the scope for the secure and confidential sharing of information between
the Partners on a Need To Know basis, in order to enable the Partners to exercise their functions
in pursuance of this Agreement.

1.2 References in this Schedule (Further Information Governance and Sharing Provisions) to the

Need to Know basis or requirement (as the context requires) should be taken to mean that the

Data Controllers’ Staff will only have access to Personal Data or Special Category Personal

Data if it is lawful for such Staff to have access to such data for the Specified Purpose in

paragraph 2.1 and the function they are required to fulfil at that particular time, in relation to the

Specified Purpose, cannot be achieved without access to the Personal Data or Special Category

Personal Data specified.

1.3 This Schedule and the Data Sharing Agreements entered into under this Schedule are designed
to:

1.3.1 provide information about the reasons why Relevant Information may need to be
shared and how this will be managed and controlled by the Partners,

1.3.2 describe the purposes for which the Partners have agreed to share Relevant
Information,

1.3.3  set out the lawful basis for the sharing of information between the Partners, and the
principles that underpin the exchange of Relevant Information,

1.34 describe roles and structures to support the exchange of Relevant Information
between the Partners,

1.3.5 apply to the sharing of Relevant Information relating to Specialised Services Providers
and their Staff,

1.3.6 apply to the sharing of Relevant Information whatever the medium in which it is held
and however it is transmitted,

1.3.7 ensure that Data Subjects are, where appropriate, informed of the reasons why
Personal Data about them may need to be shared and how this sharing will be
managed,

1.3.8  apply to the activities of the Partners’ Staff, and

1.3.9 describe how complaints relating to Personal Data sharing between the Partners will
be investigated and resolved, and how the information sharing will be monitored and
reviewed.

PURPOSE

2.1 The Specified Purpose of the data sharing is to facilitate the exercise of the Delegated Functions
and NHS England’s Reserved Functions.
9)
90/@0%%2 Each Partner must ensure that they have in place appropriate Data Sharing Agreements to
%%/, enable data to be received from any third party organisations from which the Partners must
097‘7/ obtain data in order to achieve the Specified Purpose. Where necessary specific and detailed
2z
0?'\’0,
25
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4.2

43

5.2

5.3

5.4

5.5

5.6

28

@ .
o 97/07
‘/\i\‘

purposes must be set out in a Data Sharing Agreement that complies with all relevant Legislation
and Guidance.

BENEFITS OF INFORMATION SHARING

The benefits of sharing information are the achievement of the Specified Purpose, with benefits
for service users and other stakeholders in terms of the improved delivery of the Joint
Specialised Services.

LAWFUL BASIS FOR SHARING

The Partners shall comply with all relevant Data Protection Legislation requirements and good
practice in relation to the processing of Relevant Information shared further to this Agreement.

The Partners shall ensure that there is a Data Protection Impact Assessment (“DPIA”) that
covers processing undertaken in pursuance of the Specified Purpose. The DPIA shall identify
the lawful basis for sharing Relevant Information for each purpose and data flow.

Where appropriate, the Relevant Information to be shared shall be set out in a Data Sharing
Agreement.

RESTRICTIONS ON USE OF THE SHARED INFORMATION

Each Partner shall only process the Relevant Information as is necessary to achieve the
Specified Purpose and, in particular, shall not use or process Relevant Information for any other
purpose unless agreed in writing by the Data Controller that released the information to the
other. There shall be no other use or onward transmission of the Relevant Information to any
third party without a lawful basis first being determined, and the originating Data Controller being
notified.

Access to, and processing of, the Relevant Information provided by a Partner must be the
minimum necessary to achieve the Specified Purpose. Information and Special Category
Personal Data will be handled at all times on a restricted basis, in compliance with Data
Protection Legislation requirements, and the Partners’ Staff should only have access to Personal
Data on a justifiable Need to Know basis.

Neither the provisions of this Schedule nor any associated Data Sharing Agreements should be
taken to permit unrestricted access to data held by any of the Partners.

Neither Partner shall subcontract any processing of the Relevant Information without the prior
consent of the other Partner. Where a Partner subcontracts its obligations, it shall do so only by
way of a written agreement with the sub-contractor which imposes the same obligations as are
imposed on the Data Controllers under this Agreement.

The Partners shall not cause or allow Data to be transferred to any territory outside the United
Kingdom without the prior written permission of the responsible Data Controller.

Any particular restrictions on use of certain Relevant Information should be included in a
Personal Data Agreement.

ENSURING FAIRNESS TO THE DATA SUBJECT

In addition to having a lawful basis for sharing information, the UK GDPR generally requires that
the sharing must be fair and transparent. In order to achieve fairness and transparency to the
Data Subjects, the Partners will take the following measures as reasonably required:

\2)

"T)v)
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6.2

6.3

6.4

7.2

7.3

7.4

6.1.1 amendment of internal guidance to improve awareness and understanding among
Staff,

6.1.2 amendment of respective privacy notices and policies to reflect the processing of data
carried out further to this Agreement, including covering the requirements of articles
13 and 14 UK GDPR and providing these (or making them available to) Data Subjects,

6.1.3  ensuring that information and communications relating to the processing of data is
clear and easily accessible, and

6.1.4  giving consideration to carrying out activities to promote public understanding of how
data is processed where appropriate.

Each Partner shall procure that its notification to the Information Commissioner’s Office, and
record of processing maintained for the purposes of Article 30 UK GDPR, reflects the flows of
information under this Agreement.

The Partners shall reasonably cooperate in undertaking any DPIA associated with the
processing of data further to this Agreement, and in doing so engage with their respective Data
Protection Officers in the performance by them of their duties pursuant to Article 39 UK GDPR.

Further provision in relation to specific data flows may be included in a Personal Data Agreement
between the Partners.

GOVERNANCE: STAFF

The Partners must take reasonable steps to ensure the suitability, reliability, training and
competence, of any Staff who have access to Personal Data, and Special Category Personal
Data, including ensuring reasonable background checks and evidence of completeness are
available on request.

The Partners agree to treat all Relevant Information as confidential and imparted in confidence
and must safeguard it accordingly. Where any of the Partners’ Staff are not healthcare
professionals (for the purposes of the Data Protection Act 2018) the employing Partners must
procure that Staff operate under a duty of confidentiality which is equivalent to that which would
arise if that person were a healthcare professional.

The Partners shall ensure that all Staff required to access Personal Data (including Special
Category Personal Data are informed of the confidential nature of the Personal Data. The
Partners shall include appropriate confidentiality clauses in employment/service contracts of all
Staff that have any access whatsoever to the Relevant Information, including details of sanctions
for acting in a deliberate or reckless manner that may breach the confidentiality or the non-
disclosure provisions of Data Protection Legislation requirements, or cause damage to or loss
of the Relevant Information.

Each Party shall provide evidence (further to any reasonable request) that all personnel that
have any access to the Relevant Information whatsoever are adequately and appropriately
trained to comply with their responsibilities under Data Protection Legislation and this
Agreement.

The Partners shall ensure that:

7.5.1 only those Staff involved in delivery of the Agreement use or have access to the
Relevant Information, and

7.5.2  that such access is granted on a strict Need to Know basis and shall implement

A appropriate access controls to ensure this requirement is satisfied and audited.
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8.2

8.3

8.4

8.5

Evidence of audit should be made freely available on request by the originating Data
Controller, and

7.5.3  specific limitations on the Staff who may have access to the Information are set out in
any Data Sharing Agreement entered into in accordance with this Schedule.

GOVERNANCE: PROTECTION OF PERSONAL DATA

At all times, the Partners shall have regard to the requirements of Data Protection Legislation
and the rights of Data Subjects.

Wherever possible (in descending order of preference), only anonymised information, or,
strongly or weakly pseudonymised information will be shared and processed by the Partners.
The Partners shall cooperate in exploring alternative strategies to avoid the use of Personal
Data in order to achieve the Specified Purpose. However, it is accepted that some Relevant
Information shared further to this Agreement may be Personal Data or Special Category
Personal Data.

Processing of any Personal Data or Special Category Personal Data shall be to the minimum
extent necessary to achieve the Specified Purpose, and on a Need to Know basis.

If any Partner

8.4.1 becomes aware of any unauthorised or unlawful processing of any Relevant
Information or that any Relevant Information is lost or destroyed or has become
damaged, corrupted or unusable, or

8.4.2 becomes aware of any security vulnerability or breach in respect of the Relevant
Information,

it shall promptly, within 48 hours, notify the other Partners. The Partners shall fully cooperate
with one another to remedy the issue as soon as reasonably practicable, and in making
information about the incident available to the Information Commissioner and Data Subjects
where required by Data Protection Legislation.

In processing any Relevant Information further to this Agreement, the Partners shall process the
Personal Data and Special Category Personal Data only:

8.5.1 in accordance with the terms of this Agreement and otherwise (to the extent that it acts
as a Data Processor for the purposes of Article 27-28 GDPR) only in accordance with
written instructions from the originating Data Controller in respect of its Relevant
Information,

8.5.2 tothe extentasis necessary for the provision of the Specified Purpose or as is required
by law or any regulatory body,

8.5.3 in accordance with Data Protection Legislation requirements, in particular the
principles set out in Article 5(1) and accountability requirements set out in Article 5(2)
UK GDPR, and not in such a way as to cause any other Data Controller to breach any
of their applicable obligations under Data Protection Legislation.

The Partners shall act generally in accordance with Data Protection Legislation requirements.
This includes implementing, maintaining and keeping under review appropriate technical and
organisational measures to ensure and demonstrate that the processing of Personal Data is
undertaken in accordance with Data Protection Legislation, and in particular to protected the
Personal Data (and Special Category Personal Data) against unauthorised or unlawful

"T)v)

Schedule 5: Further Information Governance and Sharing Provisions
Collaboration Agreement for the Commissioning of Delegated Specialised Services in the East of England DRAFT

v0,08

Page 33 of 49

129/456



34/49

8.7

8.8

8.9

processing, and against accidental loss, destruction, damage, alteration or disclosure. These
measures shall:

8.6.1 take account of the nature, scope, context and purposes of processing as well as the
risks, of varying likelihood and severity for the rights and freedoms of Data Subjects,
and

8.6.2  be appropriate to the harm which might result from any unauthorised or unlawful
processing, accidental loss, destruction or damage to the Personal Data and Special
Category Personal Data, and having the nature of the Personal Data (and Special
Category Personal Data) which is to be protected.

In particular, each Partner shall:

8.7.1 ensure that only Staff as provided under this Schedule have access to the Personal
Data and Special Category Personal Data,

8.7.2 ensure that the Relevant Information is kept secure and in an encrypted form, and shall
use all reasonable security practices and systems applicable to the use of the Relevant
Information to prevent and to take prompt and proper remedial action against,
unauthorised access, copying, modification, storage, reproduction, display or
distribution, of the Relevant Information,

8.7.3 obtain prior written consent from the originating Partner in order to transfer the
Relevant Information to any third party,

8.74 permit any other Partner or their representatives (subject to reasonable and
appropriate confidentiality undertakings), to inspect and audit the data processing
activities carried out further to this Agreement (and/or those of its agents, successors
or assigns) and comply with all reasonable requests or directions to enable each
Partner to verify and/or procure that the other is in full compliance with its obligations
under this Agreement, and

8.7.5 if requested, provide a written description of the technical and organisational methods
and security measures employed in processing Personal Data.

The Partners shall adhere to the specific requirements as to information security set out in any
Data Sharing Agreement entered into in accordance with this Schedule.

The Partners shall use best endeavours to achieve and adhere to the requirements of the NHS
Digital Data Security and Protection Toolkit.

The Partners’ Single Points of Contact set out in paragraph 13 will be the persons who, in the
first instance, will have oversight of third party security measures.

GOVERNANCE: TRANSMISSION OF INFORMATION BETWEEN THE PARTNERS
This paragraph supplements paragraph 8 of this Schedule.

Transfer of Personal Data between the Partners shall be done through secure mechanisms
including use of the N3 network, encryption, and approved secure (NHS.net or gcsx) e-mail.

Wherever possible, Personal Data should be transmitted and held in pseudonymised form, with
only reference to the NHS number in 'clear' transmissions. Where there are significant
consequences for the care of the patient, then additional data items, such as the postcode, date
of birth and/or other identifiers should also be transmitted, in accordance with good information

2,
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9.4

9.5

9.6

10
10.1

11
11.1

governance and clinical safety practice, so as to ensure that the correct patient record / data is
identified.

Any other special measures relating to security of transfer should be specified in a Data Sharing
Agreement entered into in accordance with this Schedule.

Each Partner shall keep an audit log of Relevant Information transmitted and received in the
course of this Agreement.

The Partners’ Single Point of Contact notified pursuant to paragraph 13 will be the persons who,
in the first instance, will have oversight of the transmission of information between the Partners.

GOVERNANCE: QUALITY OF INFORMATION

The Partners will take steps to ensure the quality of the Relevant Information and to comply with
the principles set out in Article 5 UK GDPR.

GOVERNANCE: RETENTION AND DISPOSAL OF SHARED INFORMATION

A non-originating Partner shall securely destroy or return the Relevant Information once the
need to use it has passed or, if later, upon the termination of this Agreement, howsoever
determined. Where Relevant Information is held electronically, the Relevant Information will be
deleted and formal notice of the deletion sent to the that shared the Relevant Information. Once
paper information is no longer required, paper records will be securely destroyed or securely
returned to the Partner they came from.

Each Partner shall provide an explanation of the processes used to securely destroy or return
the information, or verify such destruction or return, upon request and shall comply with any
request of the Data Controllers to dispose of data in accordance with specified standards or
criteria.

If a Partner is required by any law, regulation, or government or regulatory body to retain any
documents or materials that it would otherwise be required to return or destroy in accordance
with this Schedule, it shall notify the other Partners in writing of that retention, giving details of
the documents or materials that it must retain.

Retention of any data shall comply with the requirements of Article 5(1)(e) GDPR and with all
good practice including the Records Management NHS Code of Practice, as updated or
amended from time to time.

The Partners shall set out any special retention periods in a Data Sharing Agreement where
appropriate.

The Partners shall ensure that Relevant Information held in paper form is held in secure files,
and, when it is no-longer needed, destroyed using a cross cut shredder or subcontracted to a
confidential waste company that complies with European Standard EN15713.

Each Partner shall ensure that, when no longer required, electronic storage media used to hold
or process Personal Data are destroyed or overwritten to current policy requirements.

Electronic records will be considered for deletion once the relevant retention period has ended.

In the event of any bad or unusable sectors of electronic storage media that cannot be
overwritten, the Partner shall ensure complete and irretrievable destruction of the media itself in
accordance with policy requirements.

Schedule 5: Further Information Governance and Sharing Provisions
Collaboration Agreement for the Commissioning of Delegated Specialised Services in the East of England DRAFT

v0,08

Page 35 of 49

131/456



36/49

12
121

12.2

12.3

12.4

GOVERNANCE: COMPLAINTS AND ACCESS TO PERSONAL DATA

The Partners shall assist each other in responding to any requests made under Data Protection
Legislation made by persons who wish to access copies of information held about them (“Subject
Access Requests”), as well as any other exercise of a Data Subject's rights under Data
Protection Legislation or complaint to or investigation undertaken by the Information
Commissioner.

Complaints about information sharing shall be reported to the Single Points of Contact and the
Joint Commissioning Consortium. Complaints about information sharing shall be routed through
each Partners’ own complaints procedure unless otherwise provided for in the Joint Working
Arrangements or determined by the Joint Commissioning Consortium.

The Partners shall use all reasonable endeavours to work together to resolve any dispute or
complaint arising under this Schedule or any data processing carried out further to it.

Basic details of the Agreement shall be included in the appropriate log under each Partner’s
Publication Scheme.

13 GOVERNANCE: SINGLE POINTS OF CONTACT
13.1 The Partners each shall appoint a Single Point of Contact to whom all queries relating to the
particular information sharing should be directed in the first instance.
14 MONITORING AND REVIEW
14.1 The Partners shall monitor and review on an ongoing basis the sharing of Relevant Information
to ensure compliance with Data Protection Legislation and best practice. Specific monitoring
requirements must be set out in the relevant Data Sharing Agreement.
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SCHEDULE 6 COMMISSIONING TEAM ARRANGEMENTS

1.2

1.3

1.4

SCOPE OF THE ARRANGEMENTS

In accordance with the Delegation Agreements, NHS England agrees to provide to the ICBs the
Administrative and Management Services as set out in this Agreement.

The Partners agree that the costs associated with the provision of the Administrative and
Management Services by the Specialised Commissioning Team (SCT) shall not be included
within the Delegated Funds allocated or transferred to the ICBs for the Period and that NHS
England shall meet those costs.

The Commissioning Team Arrangements are intended to be for one year, covering the 2024/25
financial year and the specific arrangements required (i.e. NHS England providing administration
and management services to ICBs). It is envisaged that from 1 April 2025, The Specialised
Commissioning Team will transfer to the host ICB and therefore the arrangements described in
this appendix will either no longer be required or will require revision to support those
arrangements.

The table at Appendix 5 describes the functions and services covered by the Schedule and
allocates accountability and responsibility accordingly.

ADMINISTRATIVE AND MANAGEMENT SERVICES

NHS England, through the Specialised Commissioning Team, shall provide the Administrative
and Management Services as set out in Appendix 1 or as otherwise agreed in writing between
the Partners.

STAFFING

The provisions of Appendix 2 shall apply in respect of the NHS England Staff providing
Administrative and Management Services.

HOST ICB

NHS Bedfordshire, Luton and Milton Keynes (BLMK) ICB is the host for the regional Specialised
Commissioning Team and will fulfil the following functions.

411 Line manage the Managing Director, to whom the SCT will report.

4.1.2  Ensure the SCT effectively delivers the commissioning functions on behalf of the six
ICBs in the East of England and NHS England (NHSE).

4.1.3 Ensure professional leadership is provided to senior managers and commissioning
functions within the team.

414 Provide leadership for specialised commissioning in external fora (both within the East
of England and across regional boundaries) on behalf of the six ICBs. Leadership in
these fora may also be provided by other East of England ICBs directors and senior
managers.

4.1.5 Employ and manage the SCT following the transfer of staff.
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APPENDIX1 ADMINISTRATIVE AND MANAGEMENT SERVICES

@)
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GENERAL

NHS England will provide such Services as it agrees with the ICBs as required for the ICBs to
exercise the Statutory Functions as set out in Schedule 3 to the Delegation Agreement which
shall include, but is not limited, to the Administrative and Management Services set out below.

CONTRACT MANAGEMENT

The Specialised Commissioning Team shall provide contract management and support in
respect of the Delegated Services in order to facilitate the ICBs to meet the Delegated Functions
set out in Schedule 3 of the Delegation Agreement (Delegated Functions). Such support shall
be in compliance with the agreed regional contracting strategy and Standard Operating
Procedures.

FINANCE

The financial arrangements in respect of the provision of the Administrative and Management
Services by NHS England to the ICBs shall be as set out in Appendix 4 (Financial
Arrangements).

DATA MANAGEMENT AND ANALYTICS

The Specialised Commissioning Team shall provide such data management and analytic
services as NHS England considers necessary to ensure that the ICB meets its obligations under
Schedule 3 of the Delegation Agreement (Delegated Functions).

FREEDOM OF INFORMATION AND PARLIAMENTARY REQUESTS

The Specialised Commissioning Team shall provide such reasonable support as required by an
ICB to ensure the appropriate handling, management and response to all freedom of information
and parliamentary correspondence relating to Delegated Specialised Services.

INCIDENT RESPONSE AND MANAGEMENT

The Specialised Commissioning Team shall provide such reasonable support as required by an
ICB in relation to local incident management for Delegated Specialised Services

PROVIDER SELECTION AND PROCUREMENT

The Specialised Commissioning Team shall act on instructions from the ICBs in relation to
provider selection and procurement processes for the Delegated Specialised Services.

QUALITY

The Specialised Commissioning Team shall ensure appropriate arrangements for quality
oversight are in place in respect of the provision of the Administrative and Management
Services.

AUDIT
During 2024/25, it is anticipated that an audit will be conducted by NHS England's auditors on

7 the administrative and management services provided to the ICBs by the Specialised
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Commissioning Team. The scope of the audit is to be determined. The ICBs will be asked by
NHS England to provide input to the audit.

10 STRATEGY, PLANNING AND TRANSFORMATION

10.1  The Specialised Commissioning Team will support the development of strategies and plans for
Specialised Services, liaising and coordinating with ICB staff who are leading on the
development of strategies and plans for non-specialised services. This will include development
of a joint resource prioritisation approach and work programmes for both Delegated and
Retained Services. The transformation team will provide transformation project, programme, and
portfolio management support for Specialised Services on a multi-ICB footprint.
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APPENDIX2 STAFFING MODEL

1 SPECIALISED COMMISSIONING TEAM STAFF MODEL

1.1 NHS England will ensure such resource as it considers reasonably required is allocated to the
provision of the Administrative and Management Services.

1.2 Under this Agreement NHS England shall be providing the Administration and Management
Services to the ICB to assist the ICB in meeting its obligations in respect of the Delegated
Functions under the Delegation Agreement for Specialised Services.

1.3 There is no delegation of the accountability for statutory functions under this Agreement but the
responsibility for the Delegated Specialised Services, along with the decision-making
responsibility, rests with the ICBs.

AVAILABILITY OF NHS ENGLAND STAFF

2.1 In addition to any Staff deployed in any communicated arrangement, NHS England may deploy
additional Staff to the Specialised Commissioning Team to perform Management Services.

2.2 NHS England will take all reasonable steps to ensure that the NHS England Staff deployed for
the purposes of carrying out the Delegated Functions shall:

(a) faithfully and diligently perform duties and exercise such powers as may from
time to time be reasonably assigned to or vested in them, and

(b) perform all duties assigned to them pursuant to this Schedule 6
(Commissioning Team Arrangements).

2.3 The host ICB shall notify NHS England if the host ICB becomes aware of any act or omission by
any NHS England staff which may have a material adverse impact on the provision of the
Services or constitute a material breach of the terms and conditions of employment of the NHS
England staff.

24 NHS England shall use all reasonable efforts to make its services available whilst the NHS
England staff are absent:

(a) by reason of industrial action,

(b) as a result of the suspension or exclusion of employment or secondment of
any Staff by NHS England,

(c) in accordance with the NHS England Staff’s respective terms and conditions

of employment and policies, including, but not limited to, by reason of
training, holidays, sickness, injury, trade union duties, paternity leave or
maternity or where absence is permitted or required by Law,

(d) if making the NHS England Staff available would breach or contravene any
Law,

(e) as a result of the cessation of employment of any individual NHS England
Staff, and/or

() at such other times as may be agreed between NHS England and the ICB.

o 3 EMPLOYMENT OF THE NHS ENGLAND STAFF

<L
0/0\,53,;;] NHS England shall employ its Staff and shall be responsible for the employment of its Staff at
/0@(‘7/ all times on whatever terms and conditions as NHS England and its Staff may agree from time
A . totime.
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3.2

3.3

4.2

5.2

NHS England shall pay its Staff their salaries and benefits and make any deductions for income
tax liability and national insurance or similar contributions it is required to make from salaries
and other payments.

NHS England shall not hold out its Staff as employees of the ICBs, and shall ensure that its Staff
do not hold themselves out as employees of the ICB.

MANAGEMENT OF NHS ENGLAND STAFF

NHS England where appropriate, shall in consultation with the ICBs, make arrangements to
ensure the day-to-day control of the activities of their Staff is shared with the ICBs and deal with
any relevant management issues concerning their Staff including, without limitation,
performance appraisal, discipline and leave requests.

The ICBs agree to provide all such assistance and co-operation that NHS England may
reasonably request from time to time to resolve grievances raised by NHS England Staff and to
deal with any disciplinary allegations made against NHS England Staff arising out of or in
connection with the provision of the Services which shall include, without limitation, supplying
NHS England with all information and the provision of access to all documentation and NHS
England Staff as NHS England requires for the purposes of considering and dealing with such
issues and participating promptly in any action which may be necessary.

CONDUCT OF CLAIMS

If an ICB becomes aware of any matter that may give rise to a claim by or against a member of
NHS England Staff, notice of that fact shall be given as soon as possible to NHS England. NHS
England and the ICB shall co-operate in relation to the investigation and resolution of any such
claims or potential claims.

No admission of liability shall be made by or on behalf of an ICB and any such claim shall not
be compromised, disposed of or settled without the consent of NHS England.
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APPENDIX 3 FINANCIAL ARRANGEMENTS

1 SPECIALISED COMMISIONING TEAM

1.1 Staff in the Specialised Commissioning Finance Team will have access to each of the ICBs’
ledgers in order to process transactions in line with the agreed ICB Schedule of Payments.

1.2 The Specialised Commissioning Team will have discretion relating to finances in accordance
with the agreed ICB Schedule of Payments.

1.3 Where decisions are needed outside of the agreed ICB Schedule of Payments or to operate a
risk and investment reserve (if agreed), then approval will be sought from the ICB(s) through the
Joint Commissioning Consortium.

1.4 Regular payments in line with the agreed ICB Schedule of Payments. will be made on the 15th
day of each month.

1.5 The Specialised Commissioning Finance Team will produce monthly financial reports for each
ICB.

1.6 Where queries or disputes arise, then these should be dealt with between the specialised
commissioning finance team and the relevant ICB finance team, in the first instance. Where this
does not resolve the issue, then the dispute resolution process as set out in Clause 21 (Dispute
Resolution) of the Collaboration Agreement will be followed.

1.7 The Managing Director and the Finance Director for the Specialised Commissioning Team
(SCT) have the authority to make decisions within the limits as agreed by the Joint
Commissioning Consortium and in line with Schemes of Reservation and Delegation.

e SCT can make financial decisions on expenditure within the agreed annual budgets to
ensure there is a balanced position across the region or to improve existing services.
e SCT will need to consult and obtain agreement from the JCC on:
o Use of agreed reserve and/or investment funds.
o Recurrent financial commitments to developments of new services.
¢ Financial arrangements are set out in Schedule 4.

1.8 A financial plan will be submitted to the JCC for approval.

1.9 The budget within which the SCT will operate and can make decisions on will be agreed by the
JCC at the beginning of each financial year in line with ICB Schemes of Reservation and
Delegation.

1.10 If there is a dispute relating to finance or the activities undertaken by the NHSE Specialised
Commissioning Team, this will be escalated to the JCC.
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APPENDIX 4 RESPONSIBILITIES

1
1.1

Schedule 6: Commissioning Team Arrangements

INTRODUCTION

The following table shows the responsibilities covered by this Schedule 6 (Commissioning Team Arrangements) and allocates them accordingly.

Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

e Develop a strategic plan and
supporting financial plan.

e Develop an annual operating
plan/work plan.

¢ Allocate financial budgets to
services that will be
commissioned to secure the
delivery of the annual operating
plan.

e Operate within financial
thresholds for decisions.

e Procure services in line with
workplan.

e Specialised
Commissioning
Team (SCT)

e JCC approval

¢ |CB service leads
to contribute to
strategy
development

e Exercise statutory duties and
functions for the delivery of the
commissioned services to ICB
populations and patients.

e |ICB Boards

e Review of services
o Finance

o Performance

e SCT

e JCC review

¢ ICB executive
leads for
Specialised
Services,
strategy, finance
and/or quality.

¢ Relevant leads
within wider
ICB/ICS teams

e Service leads
e Clinical leads
e Finance

e National SCT
e RCC

¢ Regional
Leadership
Team/Regional
Executive Team

e JCC
e DCG
e NHS England

¢ Monthly
integrated
performance
reports covering:

o Finance
o Activity
o Quality
o KPIs

¢ Reports for ICB
Boards

e Contribution to
ICB Forward and
Annual Plans
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Schedule 6: Commissioning Team Arrangements

Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

o Quality and safety
e Agreed interventions

e Implement service standards

e Commissioning Specialised e SCT ¢ JCC review e Contract leads e As above
Services at providers outside the whether NHSE or
East of England (EoE) ICBs
e Commissioning of specialised e SCT ¢ JCC review e ICB and NHSE  |e Specialised e Annual work plan
commissioning funded networks service leads Services and
- . Health and Justice | * Regular updates
e Liaison with Operational Group of progress
networks for EOE against plans
populations that |¢ JCC by exception
are managed
within other
regions
e Draw up and agree contracts e Acute SCT o ¢ ICB executive e National SC e Service reports

e Review and initiate recovery or
improvement plans with
providers.

¢ Carry out service reviews

¢ Lead on service procurements

(including wider
matrix team from
functional areas)

leads for
commissioning
and/or finance

¢ |CB contract
leads

¢ |[CB/ICS service
leads

e Provider
commissioning
leads

contract leads

e Provider contract
meetings

as required
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Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

e Provider service
leads

e Programme of
care (PoC) &
clinical reference
group (CRG)
leads

e NHSE national
commissioning
teams

e Cancer Alliance

¢ Regional service
leads

Draw up and agree contracts.

Review and initiate recovery or
improvement plans with
providers.

Lead on service procurements

Carry out service reviews.

e Mental Health
SCT (including
wider matrix team
from functional
areas)

¢ |CB executive
leads for
commissioning
and/or finance

e Provider
collaboratives

¢ Provider service
leads

¢ |[CB/ICS service
leads

e National SC
service leads

e Provider contract
review meetings

¢ National/Regional
Heads of
Specialised Mental
Health

e Lead Provider
Business meetings

e Service reports
as required

o
. « POC/CRG leads | NHSE/Provider
KX Collaborative
J»?;, Assurance
0~;> meetings

1.
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Schedule 6: Commissioning Team Arrangements

Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

o NHSE national
commissioning
leads

¢ Regional
MH/LDA team

Manage budgets on Specialised
Services by ICB, Provider and
Service.

e SCT finance

¢ |ICB FD review
and approval

¢ ICB FDs

¢ |ICB finance

¢ NHSE Specialised
Service Finance

¢ Budget position
and accounts for

Leadership Group each ICB
. teams

Keep track of costs attributable (SSFLG) « ICB financial
to individual ICBs.

performance
Transact costs for individual reports
ICBs (invoices/transfers).
Ensure providers are submitting ¢ SCT business ¢ ICB Bl leads ¢ Monthly reports

quality, timely data. intelligence . by ICB, provider
¢ ICB service leads .
Ensure data is accessible to SCT & service
and ICB B BI teams. ¢ National Bl leads
Provide analytical service.
Manage work plan. e SCT e JCC review ¢ ICB Service e Monthly work
transformation development/ plan progress

Lead on and contribute to service
transformation projects.

Develop Strategy and work plan.

transformation
leads

report

Work with providers to implement
national, regional and local
schemes for improved cost and
quality effectiveness in use of
medicines.

e SCT Medicines
Management

e JCC review

¢ ICB medicine
management
leads

e Provider
pharmacy leads

e Monthly report on
high cost drugs
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Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

o National
pharmacy leads

Review services against service | ¢ SCT Quality e JCC review ¢ ICB quality leads | e National SC e NHSE
standards i iali

, . * NHSSEF aually: 22?\2fehssecsualit
Support peer reviews and visits. quality leads ¢ Regional Director Dashboard Y
Lead on any quality/patient « Service providers of Nursing. (SSQD)

safety issues that require SCT
oversight.

Escalate to national, regional or
system quality groups.

e System quality
Groups.

¢ National/regional
specialised mental
health meetings

Lead on engagement with
patients and the public.

Seek and report provider and
patient feedback.

Advise and support
commissioning teams with
engagement with patients and
the public.

Work with providers, ICBs and
other stakeholders to ensure
patient feedback is considered in
commissioning activity.

Provide assurance to NHSE as
required concerning legal duties..

e SCT partnerships
and engagement

¢ ICB and provider
patient and public
engagement
leads

¢ Regional forum

¢ Annual report

Public Health leadership

Public Health review

e SCT public health
(PH)

¢ ICB PH leads

¢ Regional forum
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Schedule 6: Commissioning Team Arrangements

Function

Primary
Responsibility for
development

Responsibility
outside the SCT

Key relationships
outside the SCT

Formal Meetings

Reports produced

Representation on PoC

Clinical leadership

Clinical review

e SCT Medical

¢ |CB Medical
Directors

¢ Provider Medical
Directors

¢ Regional forum

Specification development
Policy development
National Strategies

Information Standards

e National SCT

e JCC
representative

e SCT

¢ Delegated
Commissioning
Group (DCG)

e Monthly report on
devices

Complaints e SCT investigates | o ICBs’ complaints | e National SCT
and drafts teams receive and .
\ . e Providers
response assign complaints
¢ ICBs sign off
complaint
response
FOI e SCT, where SCT | o ICB to respond e Providers

holds the
information or a
common regional
response is
required for all
ICBs.

e Where a single
national response
is required NHSE
will provide the
response.

where the
information is held
by the ICB outside
the SCT

Collaboration Agreement for the Commissioning of Delegated Specialised Services in the East of England DRAFT v0,08

48/49

Page 48 of 49

144/456



Primary
Function Responsibility for
development

Responsibility Key relationships

outside the SCT | outside the SCT | Formal Meetings | Reports produced

IG incident reporting Relevant
organisation

responsible for the

IG incident
v’o@z,
(25
N
T,
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Strategic Risks to 315t March 2024 Appendix C

Risk Type Leading To Probability Impact  Score Mitigations
’ Insuffl.c fen . z?llocatlon Fo meet current . A Allocations to be confirmed as part of the expected
commissioning commitments and Financial risks to ICBs and / or demand ; )
. . 1 4 4 planning guidance for 24/25
volatile nature of demand for for services not met

specialised services in 24/25 ICBs to manage within resources available

. Lack of visibility of historic cost and . N Detailed packs have been produced which identify and
L . L Financial risks to ICBs and / or demand . o L .
activity to assess financial risk and of . 1 3 3 assure concerning historic finance and activity details
. - . for services not met
service and quality related issues

e Timescale for moving to target Allocations and movement to target to be determined

Financial allocation is too long DELEY I (el DENES ol (LI 2 4 E nationally as part of the planning guidance expected
. Inability of ICBs to agree effective risk- | Financial risks to ICBs and inequality of Gz e agregd on el Siels (Eomtieemey) :
. . 1 3 3 arrangement principles and have agreed on consistent
share arrangements for 24/25 access for different ICB populations Y
application.
. Following delegation to 6 ICBs there Leading to more work and costs for
. . . . . 3 2 6 TBC
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Norfolk and Waveney

Integrated Care Board

Agenda item: 09

Subject: 5-year Joint Forward Plan (JFP) refresh for 2024/25 to
2028/29

Presented by: Andrew Palmer, Executive Director of Performance,
Transformation and Strategy and Deputy Chief Executive

Prepared by: Liz Joyce, Head of System Transformation

Submitted to: ICB Board

Date: 26 March 2024

Purpose of paper:

This paper presents the refreshed 5-year JFP for 2024/25 to 2028/29, for approval

by the ICB Board, subject to any minor drafting corrections.

Executive Summary:

Producing the JFP is a statutory duty for ICB’s, NHS Trusts and NHS Foundation
Trusts and each partner will take the 2024/25 to 2028/29 JFP through their own
governance as required.

This FP is a refresh of the previous version. The eight Ambitions remain
unchanged, but the 21 Objectives have been updated to reflect progress made over
the past nine months. All the sections have been reviewed and updated with
partners, programme boards and local delivery groups, but the format and broad
content are similar to the previous year. This is consistent with the published NHSE
JFP Guidance and the existing Norfolk and Suffolk HWB strategies and Integrated
Care Strategies.

The final 2024/25 NHSE operational planning assumptions have not yet been
published so we are working to the interim guidance. This particularly impacts
Ambitions 6 (UEC) and 7 (Elective Recovery) but does not preclude re-publication of
the updated JFP.

The 2024/25 to 2028/29 JFP will be published by 31 March on the ICS website,
using the same design features as last year with infographics and case studies.
The JFP will be accompanied by a refreshed easy read version and glossary.

It will be presented to the Suffolk and Norfolk Joint Health and Wellbeing Boards in

gkgay and June 2024, with their opinion published retrospectively.
09/07

b4
A @gy of the refreshed 5-year JFP is attached at Appendix A.
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1.0 Introduction

The National Health Service Act (2006) as amended by the Health and Care Act
(2022) requires ICB’s and their partner NHS Trusts and Foundation Trusts to
prepare a plan setting out how they propose to exercise their functions in the next
five years. These should be reviewed and/or revised before the start of each
financial year. This plan is known as the Joint Forward Plan or JFP.

The Guidance on updating the JFP for 2024/25 was published in December 2023
and a link is provided as a reference document in the table at the end of this report.

The Guidance explains the relationship between the JFP and NHSE planning which
are separate processes but should align. However, the 2024/25 NHSE planning
guidance has not been published yet, so we are working to interim and draft planning
assumptions.

Norfolk and Waveney published its first JFP in 2023 and a link to the web-site is
here: https://improvinglivesnw.org.uk/norfolk-and-waveney-5-year-joint-forward-plan/

As a recap, our JFP is in two parts:

1) Part one is the main body of the JFP which sets out our Ambitions and
Objectives i.e. the why, what and how we are going to deliver. There is
considerable flexibility within the guidance as to how systems write this up;
and

2) Part two which describes how we meet the Legal Duties, which is more
prescribed in what we have to evidence.

The first JFP publication was mandated by 30" June 2023 but subsequent refreshes
are required by 31 March of each year.

Progress against the first JFP will be published separately in spring 2024 once we
have reached year-end 31 March. This will report on the initial nine-months of
delivery and is separate to the refreshed JFP.

2.0 JFP 2024/25 refresh

In line with the Guidance on updating the JFP, our revised plan reflects a
continuation of the priorities agreed in the previous year.

The eight JFP Ambitions therefore remain our focus for 2024/25 and this approach
was supported by the Transformation Board in January 2024. Each Ambition has a
clear logo / branding and we have built on these in-year, using them for
communications and engagement activity that relates to JFP delivery.
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Our eight ambitions for improvement

1. Population Health Management, Reducing Inequalities and
Supporting Prevention

2. Primary Care Resilience and Transformation

. Improving services for Babies, Children and Young People
(BCYP) and developing our Local Maternity and Meonatal
System (LMNS)

O

. Transforming Mental Health services
. Transforming care in later life
. Improving Urgent and Emergency Care

. Elective Recovery and Improvement

0080

. Improving Productivity and Efficiency

The JFP is encouraged to be a local delivery mechanism for the Norfolk Health and
Wellbeing strategy (which is also the Integrated Care Strategy for Norfolk and
Waveney) and the Suffolk Health and Wellbeing strategy. These strategies have not
been re-published since the first JFP was published in June 2023 and is therefore
consistent with continuation of the current Ambitions.

3.0 Summary of the content changes
Part 1 JFP:

1. As noted above the eight Ambitions have been retained but the 21 Objectives
have been refreshed in line with the progress made in 2023/24. The one
exception is Ambition 3 (Babies, Children & Young People) where we have
replaced Obijective d) Children’s Occupational Therapy offer, with an objective
that focuses on Neurodiversity (NDD). This is a new Objective 3d). The
expected deliverables for 2023/24 were met in respect of the Children’s
Occupational Therapy objective and outstanding tasks can be picked up with
business-as-usual activity.

2. The JFP is arolling five-year plan, so 2023/24 year one has been deleted and
subsequent years have been refreshed and renumbered, including a new
year five if appropriate objectives exist. Trajectories and milestones have
been updated. Some of the objectives will finish in years three or four now
and further work will be needed to look further ahead.

3. Several strategies, frameworks and plans in the first iteration of the JFP have
been published recently or are due to be published imminently. The
associated objectives focus on delivery and implementation.

4. Where we have started projects that are implementing an upstream

R prevention such as Targeted Lung Checks, cardiovascular disease detection,
0/03&,& smoking in pregnancy and managing asthma in children, the focus is on
2.0

0y, accelerating the pace of delivery, expanding coverage, monitoring and

7« evaluation.
.
2,
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5. The Ambitions have been aligned to delivery of the Medium-Term Financial
Plan and do not introduce new cost pressures.

6. Wrapped around the Ambitions are the introductory chapters which set the
scene about our population and the rationale for why we are going to take
action. The Life Course infographic has been updated.

7. The Chapters that explain the role of our partners i.e. providers, five Places
and eight Health & Well-Being Partnerships and the VCSE sector, set out how
we are going to work together, and have been refreshed by them.

8. Where new strategies, frameworks and plans have been published in-year
they have been included as a new hyperlink. Alignment and doing things once
is a key message within the JFP.

9. There is some new content about the delegation of the 59 specialised
services to ICB’s from NHSE on 1 April 2024.

10. The Community Services Review work has also been referenced.

Part 2 JFP:

There are 17 Legal Duties and 7 other areas of recommended content, and these
have all been reviewed to ensure we have demonstrated our compliance with the
duty. This is a more prescribed section, but we have cross-referenced their enabling
capability to the Ambitions.

Copies of the near final draft of both Part 1 and Part 2 of the JFP are included in
Appendix A. Subject to any final minor drafting corrections and a few refreshed
case studies this is proposed to be the final copy. Providers, Norfolk and Suffolk
County Councils and Norfolk Healthwatch and Suffolk Healthwatch have been
invited to comment on the refreshed Norfolk and Waveney 5-year JFP for 2024/25 to
2028/29.

4.0 Next steps

Subject to ICB Board approval the 2024/25 to 2028/29 JFP will be published on the
ICS web-site on 31 March 2024.

The Guidance stipulates that a draft of the JFP must be sent to each relevant Health
and Wellbeing Board (HWB) when undertaking significant revisions or updates.
Whilst the 2024/25 updates are not significant, we will still formally present the JFP
to the Suffolk HWB on 16 May and to the Norfolk HWB on 12 June and their opinions
will be retrospectively published within the JFP on the ICS website. The timing of the
release of the JFP Guidance and the scheduled dates of these meetings do not line
up optimally this year, hence a pragmatic approach to meet the refresh date of 31
March. This approach has been agreed with the Suffolk and North-East Essex
system for consistency.

Progress made in 2023/24 will be published on the ICS web-site in Spring 2024, at

eoo%the ICB Patients & Communities Committee and the Health and Wellbeing Board /
?%Q;@P meetings.

7
[% \_)70;
‘/ \5?‘
o.
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Engagement will continue within the objectives and there are a number of examples
where this has happened e.g. the Health Inequalities Framework for Action and the
Short Term Dentistry Plan.

For the 2025/26 to 2029/30 JFP we plan to commence that work in the autumn of
2024 in anticipation of needing to undertake a more comprehensive refresh, but this
will be subject to Guidance.

Recommendation to the Board:

1. That the Board of the ICB approves the refreshed 5-year JFP for 2024/25 to
2028/29, subject to any minor drafting corrections.
Key Risks
Clinical and Quality: N/A
Finance and Performance: The JFP content has been triangulated with the
developing Medium Term Financial Plan and this is
a key requirement prior to submission.
Impact Assessment Each objective within the JFP is assessed.
(environmental and
equalities):
Reputation: It is important that this plan is realistic, achievable
and deliverable.
Legal: This is a statutory requirement for the ICB and
NHS Trusts and Foundation Trusts.
Information Governance: N/A
Resource Required: The JFP will be delivered within existing resources.
Reference document(s): Go to England.nhs.uk to read the guidance on
developing the joint forward plan.
NHS Constitution: N/A
Conflicts of Interest: N/A
Reference to relevant risk on | N/A
the Board Assurance
Framework
Governance
Process/Committee Patients and Communities Committee supported
approval with date(s) (as the approach to refreshing the JFP on 22/01/2024
appropriate) Also discussed and supported at the
Transformation Board on 18/01 and 22/02 2024

eofeo%f«ppendix A
5%

ﬁ?é??t 1 and Part 2 JFP — Dated 19t March 2024
s,

XS
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o . .
Improving lives together
Norfolk and Waveney Integrated Care System

Norfolk and Waveney
Integrated Care System
Part 1: Joint Forward Plan 2024-2029
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Executive
Summary

Introduction

The 2024/25 to 2028/29 Norfolk and Waveney Joint Forward Plan is
our rolling plan for the next five years setting out what we will do, and
where and how we are going to improve health and care services for
our local population, their families and carers. Our local communities
are at the heart of our plan, and people have previously told us that
they want to feel safe when they use local services, they do not want to
be passed between different organisations so they have to retell their
story each time, and they expect services to be accessible, tailored to
their needs and of good quality.

This plan is a refresh of the first version which was published in June
2023. It is updated each year to ensure it remains ‘live’ and addresses
current needs, and is a shared plan, developed with and supported by
the partners in our local system. The plan is to two parts:

Part one draws together our public health data and learning from
engagement with the people who use our services to set out the case
for why we need to make changes to the way we provide services. This
informed our eight ambitions for improvement and the objectives that
underpin them. Within all the objectives we have been clear about what
people will see improve and by when, and how partners in our ICS will
work together on our commitment to making a difference to peoples’
lives.

Part two provides a summary of how we will meet our legal duties and
these have been reviewed and updated. Taken together, these parts
form the Norfolk and Waveney Joint Forward Plan.

We will deliver our plan through collaboration with our partners and
local communities. Where services are being developed, this will

involve the people that plan, provide and use our services, using a
range of methods to help people participate. District, city and borough
councils and the Voluntary, Community, & Social Enterprise (VCSE)
sector are key partners in their local areas within Places and Health and
Wellbeing Partnerships. How all parts of the system will work together
to deliver this plan is equally as important as what we are going to do.
There is an emerging and critical role for Integrated Neighbourhood
Teams, and we are undertaking a review of community services to

look at how we can further support partnership working in our local
communities.

The Life Course infographic on page 24 presents a picture of whether
certain aspects of health in Norfolk and Waveney are getting better or
are declining. This plan aims to address a number of these challenges
through our ambitions and objectives. There are known challenges
across Norfolk and Waveney as our population is ageing and there are
inequalities that must be addressed. Where people live can also be a
major factor affecting both the length and quality of peoples’ lives.

Our eight ambitions for improvement

1. Population Health Management, Reducing Inequalities and
Supporting Prevention

. Primary Care Resilience and Transformation

0@ O

3. Improving services for Babies, Children and Young People
(BCYP) and developing our Local Maternity and Neonatal
System (LMNS)

. Transforming Mental Health services
. Transforming care in later life
. Improving Urgent and Emergency Care

. Elective Recovery and Improvement

4

. Improving Productivity and Efficiency

00®O
0 N O o1 »
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Our eight ambitions are unchanged this year, but we have changed
objective 3d) within Ambition 3, which is about Improving Services
for Babies, Children and Young People. The new objective is in
section 4.2, which is focused on neurodiversity, and replaces the
previous objective which was about children’s occupational therapy
services, which has become business as usual. Expected outcomes
and milestones for delivering each of the 21 objectives have been
refreshed.

Prevention and self-care

The eight ambitions are of equal importance, with prevention, self-care
and early intervention being integral to them all. The public health data
highlights where we have room to improve, and the key message is
that outcomes can improve if preventative action is taken now. This is
against the backdrop of emerging national strategy on major conditions
with a focus on early diagnosis, early intervention and quality treatment.

This plan continues to signal a clear shift towards prevention through
education and direct intervention, looking ahead and being proactive
about what can be done now and enabling and supporting those
people in our local population identified as most at risk. At the same
time, we will ensure we tackle some of our most pressing system
challenges, such as reducing waiting times for treatment, , increasing
the availability of dental provision, our primary care workforce and
ensuring people receive the right care in the right place at the right
time. All of this is within the context of some significant financial
challenges.

Alignment with partners’ plans and other strategies

This plan is aligned to the Norfolk and the Suffolk Joint Health and
Wellbeing Strategies and key ICS strategies in areas including Clinical,
Research and Innovation, Quality, Digital, Workforce and Estates.
Ensuring all our strategies are aligned and complement each other
will better enable us to make the improvements we are committed
to. The three acute hospitals have published their joint acute clinical
strategy since the 2023-24 JFP was published and more information
can be found on this in section 6.3. Both the Queen Elizabeth
Hospital and the James Paget Hospital are part of the New Hospital
Programme which brings an opportunity to re-size and re-configure

service delivery in partnership with others. On 1 April 2024 the ICBs
in the East of England become the commissioners for 59 specialised
services, which brings an opportunity to join up pathways of care.
There is more about this in section 6.0.

Affordability

The ambitions and objectives in the JFP are consistent with the
current medium term financial planning for our system, but our
financial position as a system across our NHS partners is challenging
and there will be some difficult choices to make. We have to live
within our means and so we must ensure we enhance productivity and
efficiency within everything we do. By designing and transforming
services to ensure the best value for money, we will be more

able to provide high quality, responsive and sustainable services

for our population in the future. This will not be easy and we will
need to be agile with our change programme, balancing this with
the requirements for existing commitments and significant future
developments such as our new Hospital build programmes and the
Electronic Patient Record.

09
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1.0 Scope of the JFP

1.1 Introducing the JFP

The JFP was a new requirement set out in the Health and Care Act
2022, for Integrated Care Boards (ICBs) and partner NHS Trusts to
describe how they will arrange or provide NHS services for the local
population of Norfolk & Waveney. National NHS Guidance (JFP
Guidance) confirms what we must include in the plan but first and
foremost this document is intended to be a practical plan that the
system will deliver, and against which the local population can hold the
NHS to account. The needs of our local population are at the heart of
this ambitious plan, which sets out a number of objectives to improve
the quality of our services. This plan will ensure local people and our
communities inform where and how services are provided.

The JFP describes how we will deliver national NHS commitments

such as recovering core services after the COVID-19 pandemic and
improving productivity, as well as transforming care across our eight
areas of ambition. The JFP also describes how we will meet our key
legal duties, and these are set out in Part 2. A number of these are also
referred to within the JFP in relevant sections because they will help
support our improvement and the delivery of our eight ambitions which
we set out in this plan.

This plan is predominantly about improvements in NHS services but
has been developed in collaboration with partners where services are
provided together. This is our second JFP, and we refresh it each year
so we have a rolling five year prorgramme of improvement. Progress
against the plan will be publicly visible in each NHS partner’s annual
report, and in the annual report of the ICB.

11
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Our ICS partners are shown in the stakeholder map.

We will work together in partnership across the Norfolk & Waveney
Integrated Care System (ICS) to deliver our eight ambitions.

Norfolk & Waveney Integrated Care System

2 Healthwatch's 66 optometry practices
MNHS Norfolk and Waveney \ [

\ i -
Integrated Care Board = \ / 4 James Paget University Hospitals

< e MHS Foundation Trust

-

MNorfolk County Council

5 place boards

Norfolk and Nerwich University

105 GP practices - _ _-=~" Hospitals NHS Foundation Trust

17 primary care networks _ _ East of England Ambulance
Service NHS Trust
572 CQCregistered RIVICE a
care-providers v A __ Norfolk and Suffolk NHS
T —— 1.1 million people live in Foundation Trust
Hospital Kingfs Lymin_ == Norfolk and Waveney Ve S 190 community

MHS Foundation Trust pharmacies

Integrated Care 24 ~ == 5 GP provider groups

-

Norfolk Community Health ™~ i s :
and Care NHS Trust =~ 8 district councils
- s ™
2 ha1alth and -~ Le” 3 o 2 " East Coast Community
wellbeing boards . - % 4 7 5 ; : : i < Healthcare
- 4
g - ol ’ Ir | \ Tk \ ~. Suffolk County Council
1 out of hours = At least 17 Housing # Norfolk and Waveney , 8 local health \ 12,000 formaland " 3
dental service Associations = Integrated C‘Zare : and wellbe:mg v informal ::halrntable 105 dental practices
’ Partnership - partnerships "‘ organisations
rd
Hertfordshire Community Cambridgeshire Community 2 Universities
NHS5 Trust Services NHS Trust

Figure 1 - Stakeholder map
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1.2 Links to our transitional Integrated Care Strategy
and local Joint Health and Wellbeing Strategies

It is important that our plan is consistent with local Joint Health and
Wellbeing Strategies, and we have two of these which cover our ICS -
one for Norfolk and one for Suffolk. Helpfully, the Norfolk Health and
Wellbeing Strategy is also the Transitional Integrated Care Strategy for
Norfolk and Waveney, so we have one strategy that fulfils both those
functions. It was designed in this way to bring everything together,
looking across both Norfolk and Suffolk and specifically focusing on
themes which are not in the remit of a single part of the system but
require a collaborative approach to improvement. The JFP builds

on that approach, focusing on improvements that will be achieved

by working together differently. Within part 2 of our JFP there is a
section on Implementing any local joint health and well-being strategy
which includes a link to both the strategies.

1.3 Link to the core purposes of an ICS

The JFP also addresses the four core (national) purposes of an ICS
which are:

® Improving outcomes in population health and care
e Tackling inequalities in outcomes, experience and access
e Enhancing productivity and value for money

¢ Helping the NHS to support broader social and
economic development

These core purposes have very good alignment with the Norfolk and
Suffolk strategies referred to above. The JFP addresses these through
the development of eight areas of ambition, enabled by working
differently together and through some key strategic infrastructure which
is explained in Section 6.3. Our eight ambitions are set out below:

1. Population Health Management, Reducing
Inequalities and Supporting Prevention

Primary Care Resilience and Transformation

0@ O

3. Improving services for Babies, Children and Young
People and developing our Local Maternity and
Neonatal System (LMNS)

Transforming Mental Health services

5. Transforming care in later life

Y& D

(>
9

6. Improving Urgent and Emergency Care

Elective Recovery and Improvement

O

=

Improving Productivity and Efficiency

These eight ambitions are described in this plan with underpinning
objectives, trajectories, and milestones where these are confirmed at
the drafting stage. We want our local population to be able to see
what we plan to do, by when, and what difference it will make to them
in their lives.

The ambitions are at the centre of our JFP and are set out within
Section 4.2.

13
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Case Study

Providing multi-agency support to ensure people can
live in warm, comfortable homes, reducing the impact
on their health

Cold homes and Chronic respiratory illness is an issue for many areas
across the country. In Great Yarmouth and Waveney, the local health
and wellbeing partnerships are building on the approach developed
in Gloucestershire, which focused on the direct correlation between
cold, damp living conditions, exacerbation of respiratory illness and
increased risk of hospital admission. These partnerships are made up
of Local Authorities, VCSE and NHS organisations, primary care and
others who are truly working together to wrap services around our
people and communities.

Clinically led by Dr Sarah Flindall, East Norfolk Medical Practice,
the project has been supported through ringfenced funding agreed
between Great Yarmouth Borough Council and East Suffolk Council
and has supported approximately 750 people this winter.

The project is reducing respiratory ill health caused by cold homes, by
seeking out vulnerable people with chronic respiratory conditions who
are living with fuel poverty, providing them with financial support from
the national Household Support Fund.

The project is also linking individuals with other support services for
their wider health and wellbeing needs, with the intention of helping
people to lead longer, healthier and happier lives. This project has

a big focus on prevention, helping to reduce the number of related
hospital admissions and supporting people to help prevent respiratory
illness from starting or indeed getting worse.
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2.0 Framework for change

2.1 Five-point approach to developing our JFP

We have adopted a logical approach to developing our JFP, with each
step drawing together all the major components of our plan into a
coherent vision for improvement over the medium to long term. By
doing this, we have carefully considered:

Why we are doing this — using our ICS Transitional
Integrated Care Strategy and the Suffolk Health and
Wellbeing Strategy we have set out the needs of our
population using evidence, data and public engagement
to compile an overall case for change to improve the
health and outcomes for the people of Norfolk and
Waveney. This is section 3.0.

What are our ambitions for improvement- these are our
eight ambitions, with initial objectives identified.
This is section 4.0.

When we expect to deliver — we have created a summary
roadmap that illustrates when there will be activity
happening on each ambition. This is in section 5.0. Within
each objective there are detailed trajectories and
milestones for implementation.

How we are going to work together differently to deliver
this — these are the seven ways of working that we have
agreed and are set out in section 6.0. This is a really
important journey for us to go on as a system, these are
our enablers, and we have some key areas to focus on —
these are equally as vital as the ambitions and

objectives themselves.

Commitment to achievable, measurable and impactful
improvements — this is how we will know we are achieving
our objectives in our first JFP. Our objectives are
consistent with the Medium-Term Financial Plan,
recognising capacity constraints and competing priorities.
This is section 7.0.

Each of these five elements are set out in more detail in the
sections that follow.
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Case Study

Working together to reduce re-offending, substance
misuse and supporting better mental health

As a result of working together, a new clinical psychologist role has
been rolled out across the Norfolk and Waveney ICS, commissioned
by Norfolk County Council, employed by Norfolk and Suffolk NHS
Foundation Trust, and deployed into the Project ADDER team within

our VCSE-provided local drug and alcohol service (Change Grow Live).

Project ADDER aims to reduce re-offending, reduce substance misuse
and promote mental health in service users with complex emotional
needs, substance misuse and a history of contact with the criminal
justice system. In this role, the psychologist works directly with
individuals to provide intervention and indirectly with staff to increase
the provision of brief psychologically informed treatments.

This reduces barriers to access as service users with high levels of
complexity can be seen in a setting they are familiar with where they
are used to engaging with support. The role also forms a bridge

for service users to access more specialist mental health treatment
within the mental health trust as needed, and a channel for specialist
resources and training from within the mental health trust to be made
available to project ADDER and CGL staff.

168/456



3.0 Why we are doing this
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3.0 Why we are doing this - the case for change

In this section we talk about Population Health Management (PHM),
Health Inequalities (HI) and Prevention so we have explained what we
mean by these terms in the picture. They are interlinked and help us
to give us information about what we can do differently, and what will
make the most difference to people.

Prevention - 3 levels

Prevention — 3 levels

1. Primary prevention — taking action to reduce the occurrence of
disease and health problems before they arise.

2. Secondary prevention — detecting the early stages of diseases and
intervening before full symptoms develop.

3. Tertiary prevention - softening the impact of an ongoing illness.

For more information — Prevention | local government Association

Health inequalities are unfair and avoidable differences in health
across the population, and between different groups within society.
These include how long people are likely to live, the health conditions
they may experience and the care that is available to them.

NHS England > What are Health Care Inequalities?

Populations Health Management is a way of working, using joined-
up local data and information to better understand the health and
care needs of our local people and proactively put in place new
models of care to deliver improvements in health and well-being.

For more information NHS England Population Health and the
Population Health Management Programme

Figure 2 - PHM, Health Inequalities and Prevention
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3.1 Summary of health need for Norfolk
and Waveney population

In this section we present a summary of our local population and our
associated health needs using a population health management approach,
which has been led by our public health team. It makes a compelling case
for focussing on the ambitions we have chosen, and particularly what we
can do now on prevention, to improve our health and well-being for the
future. Let's look at some of the key facts about Norfolk and Waveney:

In 2021 there were 8,750 births and
12,860 deaths

In June 2022 there were 1,081,700 people
registered with a General Practice in Norfolk
and Waveney.

During 2022, patients attended 6,280,000
appointments with General Practice (this means
that on average, each person across Norfolk
and Waveney attended about 6 appointments),
and 75.6% of people have a positive
experience of their GP practice

In June 2022 75,000 children had visited an NHS
dentist in the previous 12 months and 309,000

adults visited an NHS dentist in the previous
two years

During 2021/2022

QOO0 06600000

57,000 people in Norfolk and Waveney were in contact
with Mental Health, Learning Difficulties or Autism services
and 16,000 of these were under 18. This is over 5% of the
total population and over 8% of the population under 18

A&E departments saw 298,500 attendances with 101,105
Norfolk and Waveney patients admitted as an emergency.

There were 1,285,000 hospital outpatient appointments
and 165,700 hospital operations — of which 111,650 were
operations for people on the waiting list

165,000 people in Norfolk and Waveney live in the 20%
most deprived communities in England (known as the
core20 population)

As of January 2023, 126,700 people in Norfolk and Waveney
have 4 or more diagnosed long term health conditions (LTC's)
(physical health and/or mental health conditions)

In terms of physical health, in 2021/2022 the number

of people diagnosed with LTC's include 176,900 with
high blood pressure, 70,400 with diabetes, 39,600 with
heart disease, 30,200 with atrial fibrillation or a common
abnormal heart rhythm, 24,400 with Chronic Obstructive
Pulmonary Disease (COPD) which is a lung condition that
causes breathing difficulties and 78,900 with asthma.

In terms of mental health, 10,400 people are diagnosed
with a serious mental illness and 111,500 are diagnosed
with depression

9,800 people are diagnosed with dementia

In 2020 across Norfolk and Waveney there were

6,580 cancers diagnosed 20

171/456



Foreword

3.2 The growing population — our older population
Executive We know there are opportunities for longer term
Summary prevention. For example, there are estimated to be: Norfolk and Waveney generally has an older population, projected

to increase at a greater rate than the England average. This creates a
ﬂ e drely 120’,000 smiebeer, el iz S key challenge for our health and care system and is why we have an
piOP(Ije overwelght or obese and more than 180,000 ambition of transforming care in later life.
Scope who do not exercise
gy more than 89,000 people with high blood pressure From 2020 to 2040 there will be an estimated:
4 that has not yet been diagnosed and managed

36% increase in people aged over 65, mostly in those aged 75+
Framework 3% increase in people of working age
These facts and figures give us some of the context about the health 1% decrease in children and young people under the age of 16

of our population and the scale of the activity that goes on, week in
week out. The longer term prevention opportunities and the number
of people who have LTC's highlight where we can focus to make a
difference.
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). ‘ The greater increase in those in later life compared to those of
Glossary T < s working age by 2040 means that there will be fewer people of

working age for every person under 16 or of retirement age, which
has implications for our workforce.
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Over the next five years the population is expected to grow by more
than 25,000 people, and about 20,000 will be those aged 65+. We
anticipate this to continue, and by 2040 the population is likely to
have increased by about 110,000 people, this is about the same as the
current population of North Norfolk.

As a result of this we can expect to see an increasing demand

for appointments at doctors, dentists and hospitals, emergency
admissions, and an increase in the numbers of people with LTC's and
increased need for care. For example, if nothing changes and current
rates apply to the increasing population then over the next five years:

@ The demand for appointments with a GP is likely to
have increased by more than a 1,000 per day

o) The number of people with 4 or more LTC's which
@ need ongoing management is likely to have increase
by about 1,800 per year

The number of people going to A&E is likely
to have increased by about 900 per month

The number of people who have to stay in hospital
having arrived as an emergency is likely to have
increased by about 500 per month

For the 126,700 people with 4 or more LTC's the average cost for
hospital care for is more than £4,300 per year. The expected increase
in the number of people with 4 or more LTC's is likely to add an
additional £7.75 million pounds per year to hospital care costs. There
are also additional prescribing costs for medication, and GPs will
spend time managing these patients.

This is just the tip of the iceberg and is why it is so important that we
prioritise transforming care in later life as one of our ambitions.
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3.3 We can make a change

What is encouraging to note is that the risks for many LTCs can

be reduced through changes in health behaviours and addressing
unwarranted variation in clinical care. We have set out a clear ambition
in relation to PHM, health inequalities and prevention to start the
work on this.

Preventing LTC’s improves outcomes for people and reduces costs.
While the impacts of health behaviour change might take longer

to take effect, we can see impacts over a shorter time frame by
improving other aspects of the health and care system like urgent and
emergency care, mental health services, and services for families and
babies, children and young people and people in later life which are
all ambitions in our JFP.

However, there are some poor outcomes for some people at different
stages along their life course (Figure 3) and we want to tackle those.
For example, for children and young people a higher proportion of
pregnant females smoke, and in people of working age we are seeing
a reduction in the percentage of patients who have had a review

for their COPD and asthma. When developing our ambitions and
objectives we have carefully considered what this outcomes life course
is telling us and focussed on where we need to make improvements
based on the evidence.

In addition to smoking, being overweight is one of the biggest
causes of illness that can be prevented — it can lead to diabetes,
problems with bones, joints and muscles (musculoskeletal) and heart
disease (cardiovascular).
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Outcomes along the life course for people in Norfolk and Waveney Arrows represent the trend (if available)
Source: Insight and Analytics at Norfolk County Council 11 Green arrows represent getting better
Yellow arrows represent staying the same
t} Red arrows represent getting worse

Icon colours show how the indicator compared to the national
average (if available)
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Figure 3 — Outcomes along the life course for people in Norfolk and Waveney
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people are as good or better than in England overall as a comparison, el w;’mmw
Scope and males and females generally live longer lives in Norfolk and R 74 Ty

Waveney than the England average. M’”";( &

However, there are stark inequalities in outcomes for people in
the 20% most deprived communities (known as “core 20"), that

Framework then accumulate over the life course. These result in poorer health s cons S
outcomes and ultimately a shorter life expectancy.

The State of Norfolk and Waveney report 2022 shows that the

3.4 Health Inequalities

\ North iaisham

\iryland, Exingham & Grast Hockham

Thettord Narm,

Wh.y are W": 165,000 people of Norfolk and Waveney that live in some of the 20% e
doing this? most deprived communities in England are more likely to: — il P S

¢ have harmful health behaviours, such as smoking and

Ambitions for being less active Figure 4 — "Core20"” communities across Norfolk and Waveney
where some or all of the residents live in the 20% most deprived
areas in England according to IMD2019

e attend A&E and be admitted to hospital for an emergency

* be in poor health before reaching retirement age Other population groups in addition to those that live in the most
Delivery . deprived communities are also more likely to have poor health

* and to die early outcomes and to die early. For example, children and young people

with learning difficulties or autism and those that are looked after
are more likely to experience mental health issues. According to the
Norfolk Joint Strategic Needs Assessment undertaken in 2022 there
is a predicted population of over 16,500 adults in Norfolk who have
a learning disability, and who have an average lifespan that is over 10
years shorter than the wider population.

Improvement * have multiple, limiting, long-term conditions

(Core20 and Core20PLUSS5 are explained in more detail in the legal
duty to reduce health inequalities in Part 2 of the JFP, and through
this link: NHS England » Core20PLUSS5 — an approach to reducing
healthcare inequalities).

Working
Together

The core 20 populations in Norfolk and Waveney are shown on the map
in Figure 4 and we know that the health outcomes for the populations
in our most deprived communities could be improved further. This is
one of our objectives in ambition one, Population Health Management,
Reducing Inequalities and Supporting Prevention.

As people move into adulthood those with learning difficulties are 4
times more likely to die early than others with similar characteristics
and those with severe mental illness are 3.7 times more likely to die
early. Many of these deaths are preventable.
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For example, Figure 5 compares the least deprived communities with e year 6 children are 40% more likely to be obese
the most deprived “Core20” communities: . . . .
e teenage girls are 5 times more likely to have children

e babies in the most deprived areas are 50% more likely to e people are 3 times more likely to take their own life
be of low birth weight and 30% more likely to die before

e and people are more than 3 times more likely to die
they are one year of age.

from preventable causes
e young children are 50% more likely to be admitted as
an emergency

Norfolk & Waveney difference in health outcomes B Most deprived B Least deprived
Age-standardised rate per 100,000 population

A Mortality from ren o> - |, 773.9
ortality from respratory - |
disease 368.0 2.1 x worse

Age under 75 | 1226
Mortalty from o 35.4 3.2 x worse

Cardiovascular diseases
Age under 75 | 300.7

Mortality from causes | 50.2 3.3 x worse

considered preventable*

All ages | 14.9
Suicide | 4.8 3.1 x worse

Crude rate per 1,000 females aged 15-17

Age under 13 [ 12-3
Birth rate [N 2.4 5.1 x worse

Proportion (%)
Age 10-11 [ 37.7
Overweight (ncluding obese)** [ 27.5 1.4 x worse

Age-specific rate per 100,00 population

Age under 5. | 1453.6
By ol admisions . N 555.3 1.5 X worse

for unintentional injuries

Lifecourse

Crude rate per 1,000 live births
Age under 1 I : :

Infant mortality - 2.6 1.3 x worse

Proportion (%)

Babies [N 7.7
Low birth weight of term [N 5.2 1.5 x worse

Comparison between the most and least deprived 20% (quintiles) of the population Norfolk & Waveney. *Pre-2019 definition for preventable mortality.
**'Age 10-11, Overweight (including obese)’ compares areas within Norfolk and excludes Waveney.

Figure 5 - Inequalities in health outcomes between the least deprived
and the most deprived Core20 communities in Norfolk and Waveney
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Across Norfolk and Waveney in 2020-2021 the gap in life expectancy
between the most deprived Core20 communities and the least
Scope deprived communities was 6 years and 9 months for males and 5 years
and 4 months for females.
Male Female
Framework (Gap = 6.8 years) (Gap = 5.3 years)

The accumulation of inequalities over the life course for those in the This gap is due to more deaths in the Core20 communities from heart
more deprived Core20 communities has an impact on the number of attacks, strokes, cancer, respiratory disease and COVID-19 (Figure 6).
years a person is likely to live.

1.6%
— 0.1%
Why are we Deaths und
: " eaths under
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External
27.1% . causes
Delivery
. Digestive
Respiratory
Working
Together Cancer
20.4% 14.7% . Circulatory
Commitrneris
COVID-19
Percentage contribution (%) Percentage contribution (%)

Glossary

Figure 6 Breakdown of the life expectancy gap between the most and least deprived quintiles of NHS Norfolk

and Waveney by cause of death, 2020 to 2021 (https://analytics.phe.gov.uk/apps/segment-tool/)
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3.5 Opportunities to improve outcomes

This is all very concerning but some of this gap in life expectancy

is preventable by changing health behaviour and addressing
unwarranted variation in clinical care. For example, about 20% of the
life expectancy gap is due to Cancer. 38% of cancers are preventable,
15% of all cancer is caused by smoking and 6% by obesity.

Across Norfolk and Waveney just over half of all cancers are
diagnosed early and while overall screening uptake is good (and

this helps with earlier diagnosis), people from the core20 most
deprived communities are less likely to be screened for cancer. For
example, there are 46 GP practices in Norfolk and Waveney where
the proportion of people screened for bowel cancer is less than the
Norfolk and Waveney average. If all these practices screened at least
the Norfolk and Waveney average then an additional 3,500 people
would be screened for cancer. For the Core20 most deprived GP
practices this is an additional 1,300 people, which is more than a third
of the total.

Changing health behaviour will reduce the number of preventable
cancers. Increasing the numbers of people with cancer diagnosed early,
through screening and smoother progress through care pathways,
means that chances of survival are better and outcomes improved.

There are also opportunities to improve outcomes for people with
respiratory and circulatory conditions through changing health
behaviours and reducing unwarranted variation in clinical care. For
example, Norfolk and Waveney has a higher prevalence of COPD than
England (2.3% vs. 1.9%) but has a lower proportion of COPD patients
that receive a 12-month review (55% vs 60%). And there is variation
across Norfolk and Waveney from practices with 10% of patients with a
12-month review to practices with over 90% of patients with a review.
For circulatory conditions the Cardiovascular Disease (CVD) prevent
work shows that if we were to detect and better manage 17,000 the
hidden cases of high blood pressure then we would save more than 100
heart attacks and more than 150 strokes over the next three years.

Due to inequality in health behaviours, the opportunities for improving
outcomes are likely to be greater in the Core20 most deprived
communities. As deprivation increases the proportion of people with
risky health behaviour also increases. Over the long term if we are

to reduce inequality in life expectancy due to cancer, circulatory and
respiratory conditions, then we will have to address health behaviours
such as smoking, physical activity, obesity and diet.

Opportunities to improve outcomes are not only limited to physical
health conditions as there are also opportunities to improve outcomes
for those with severe mental illness. For example, of the people

with severe mental illness only 40% have a comprehensive care plan
compared to the England average of 50%. Across the Norfolk and
Waveney GP practices this ranges from under 5% of patients to 100%
of patients. By at least matching the England average across Norfolk
and Waveney, 900 extra people would have a comprehensive care
plan with potential risk of self-harm reduced.

By improving health behaviours and reducing unwarranted variation
in services and care across Norfolk and Waveney and along the life
course, it is an opportunity to improve outcomes for those from the
most deprived communities AND reduce the demand on hospitals
and GP practices.
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This evidence makes for compelling reading and our focus on
reducing health inequalities and prevention is key to improving the
health and well-being of our local population.

The JFP includes a range of ambitions that address both some of the
current issues in relation to those in later life and younger people,
those experiencing poor mental health and those with existing LTCs.
We also want to update our model for Urgent and Emergency Care
and reduce the waiting times for planned operations as these are all
affecting our population. Critically though the JFP signals an intent to
get ahead of the curve, and the opportunity we have to reverse some
of the most concerning trends and variations.

There are opportunities through:

e primary prevention, intervening before health effects
occur. For example, by changing health behaviours
and vaccination

e secondary prevention, intervening to reduce the impact
of disease that has already occurred. For example, regular
patient reviews and by managing conditions appropriately

e tertiary prevention, intervening through surgery or similar.
For example, coronary artery bypass grafting, to prolong
life in some people with stable congenital heart defects
that have been present from birth

3.6 Public engagement on the JFP so far

In addition to the data and evidence base that we have turned into

a life course, we started our public engagement to understand what
matters most to the people of Norfolk and Waveney. At the time of
the engagement in December 2022 to January 2023, we had started
with the five ambitions listed below. We asked if local people thought
they were still correct.

Transforming Mental Health services
Improving Urgent and Emergency Care
Elective Recovery and Improvement

Primary Care Resilience and Transformation

@O00€&

E

Improving Productivity and Efficiency

We were told that some things were missing, so we added three more:

Population Health Management, Reducing Inequalities and
Supporting Prevention

Improving services for Babies, Children and Young People and
developing our Local Maternity and Neonatal System (LMNS)

Transforming care in later life

Our online survey received
700 responses in total.
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505 people out of 585 who responded (just over 86%) strongly
agree or agree that we have chosen the right priorities.

-

86% agree or

strongly agree

249 people also left
free text comments

For example:

® The absence of social care as a priority was highlighted by some
e Perception that GP access needs improving

® More NHS dentistry needed

e |ssues highlighted around older and other vulnerable people
being in hospital beds due to lack of flow through the system, or
disconnected services

e Concerns raised about finances — how staying within budget will
impact services, and how all the priorities are to be afforded

e Emphasis on community care, including end of life and palliative, as
well as primary care

* Someone who disagreed said that early help and prevention
was missing

e Concerns about out of county mental health provision, and lack
of early and preventative mental health provision, especially for
children and young people and people with Autism

* Issues raised about recruitment and retention of staff, including
social care

* Some comments that the priorities do not reflect the future
aspirations of an ICS and are ‘stuck in the past’

e Access to services for people with extra needs, e.g. Learning
Disabilities and Autism, deaf/hearing impaired

e Improved digital connectivity between services, alongside the
recognition that some people are digitally excluded
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537 people out of 592 who completed surveys (just over 90%)
responded to What matters most to you?

-

Over 90%
of local people

told us what
matters most
to them

Many of the points were made again, but other issues raised include:

* Knowing an ambulance will come if | need it
e Getting help with caring responsibilities

¢ Palliative and end of life care, and bereavement services

e Working with VCSE and community organisations
e Simple ways of getting help — a single front door

e Joined up services, better collaboration and integration, services
under one roof, continuity of care

* More help for people to help themselves

e Support for vulnerable people — homeless, CYP, families and older
people

* Getting an appointment, especially with a GP — some like face to
face, some online

e Shorter waiting times

* Some comments about better communications, and campaigns
about using services and self help

® Health and care services aimed at men, and delivered by male staff

e Increase funding for prevention services, including physical and
talking therapies, and public education and awareness raising

® The role Oral Health has to play in promoting and protecting
general health and wellbeing

e Developing and supporting our workforce to help retention

e Several comments about the Walk-in Centre in Norwich and the
need for a new hospital in King’s Lynn

You can read the full report, including examples of the comments
people made, on our dedicated webpage: Joint Forward Plan

This is not the end of the conversation. The projects that will form
part of the ambitions and their underpinning objectives will need
engagement, involvement and co-production with local people, those
who use our services and our workforce. We will build an ongoing
programme of participation that includes a range of participation
methods. Working with our people and communities will be vital if we
are to create services that meet the needs of the different people and
groups that live in Norfolk and Waveney. Within part 2 of our JFP you
can also read more about our legal duty to involve the public where
there are some useful web-links to further material.
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Case Study

I-statements — working with our experts by experience

Through a series of workshops and discussions with Experts

by Experience, facilitated by Rethink Mental lllness and NHS
Norfolk and Waveney’s Mental Health programme team, a set of
|-Statements, tailored to Community Transformation (CT) were
developed during 2022-23.

We are now taking steps to ensure service provision is aligned with
the I-Statements. A project is now being planned to develop an
outcomes-based commissioning approach, building on this work.

An expert by experience said: “Working with NHS Norfolk and
Waveney and the wider Norfolk and Waveney ICS has really helped
bring the views and experiences of people who have experienced
mental ill health.

“This is a fresh, new innovative approach which is valuing the views
and experiences of people with lived experience.”
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4.0 Our ambitions for improvement

4.1 2024/2025 immediate priorities

We have two timescales, the immediate priorities that Norfolk and
Waveney ICS confirmed to NHS England to meet national NHS
planning requirements, and the longer-term improvements captured
in our eight ambitions.

We have summarised the immediate priorities below as they are
important and form some of the first year elements of our rolling five
year JFP.

Each year the NHS is asked to produce an operational plan detailing
the activity levels, performance standards, workforce numbers and
financial plans for the next 12 months. Each of these elements are
triangulated to ensure consistency, for example that an increase

in activity is supported by an increase in staffing, which in turn is
included in the financial projections. These plans are developed
together as a system, working in partnership to achieve the required
aims and ambitions expected in the awaited Operational Planning
Guidance 2024/25.

The operational plan is likely to contain many different metrics to
enable the NHS to monitor its delivery during the year and there are
many links through to the ambitions in the JFP such as:

e Improving the flow of urgent and emergency care patients in to and
out of our services. We have said we would improve our discharge
pathways through increasing the number of virtual ward services for
example. This in turn will reduce the length of stay in hospital, bed
occupancy, and enable the emergency department to see at least
77% of patients within 4 hours; allowing ambulances to be released
to respond to category 2 calls in the community.

e Continue to reduce the number of people waiting for
diagnostics and elective care. During the year the plan is to
reduce the number of people waiting over 65 weeks for elective
care by over 8,000. This and future reductions in waiting times
will be achieved by working more closely together, reducing
waiting times for diagnostics using technology. The system is
working together to improve faster diagnostic times for cancer
patients towards meeting the 77% target by March 2025. For
those requiring treatment, the ambition is for 70% of patients to
receive treatment within 62 days.

¢ Increased capacity for people of all ages to access mental health
services earlier, such as Psychological Therapies and specialist
community perinatal services. To manage care closer to home by
reducing out of area placements.

e Continue to address health inequalities and improve prevention
services. For adults this is maternity continuity of care, severe
mental health checks, respiratory conditions, early cancer diagnosis
and case finding and treating high blood pressure. For children and
young people, the focus will be on asthma, diabetes, epilepsy, oral
health and mental health.

e Continue to support people living with learning disabilities and/
or autism through the number of annual health checks and
health action plans being delivered by Primary Care for people
with a learning disability. Improve the adult autism diagnostic
offer and reduce waiting times. Provide timely support for
neurodiverse children and young people. Build alternative
care and support community models across the system to help
prevent avoidable admissions to inpatient hospital services.
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Commissioning of Specialised Services

From April 2024 the six ICB's in the east of England are coming
together to commission what are called ‘specialised services’, legally
taking on the delegated responsibility for these from NHS England
with support from the existing staff. The rationale for delegating

the commissioning is to enable population based, end-to-end
commissioning of services with decisions made closer to communities,
and care provision is better joined up for the benefit of the local
population.

Specialised services are typically (but not exclusively) those that fewer
numbers of the population need to access as they are for more complex
care. Some of them are provided locally but some are in specialist
hospitals such as Great Ormond Street, Papworth or Moorfields

for example. The ICB took on responsibility for commissioning
pharmaceutical, ophthalmic and dentistry services in 2023 and these
additional 59 specialised services follow the roadmap of delegation,
with more services expected to follow in future years. 2024/25 will be

a transition year but the six ICB's and partners are working together to
develop a work plan and longer term strategy for the eastern region
which is consistent with the JFP’s that each ICB has published. Clinical
input into the re-design of services within the existing available budgets
will be key.

Through the work undertaken to develop our local plans, we have built
upon the system integration and joint working to produce a cohesive
and challenging set of targets to deliver on, for the benefit of our
population. These are consistent with a number of the ambitions and
objectives in the JFP.

4.2 Our eight longer-term ambitions for improvement

The 2024/2025 immediate priorities are not quick fixes and so

feed into the longer-term ambitions. Our eight ambitions are
evidence based and consistent with what we heard from our

public engagement, with a clear focus on planning ahead to make
improvements and to get ahead of the curve with prevention. We
have also looked at our local population across the course of an entire
lifetime, from conception to end of life, to examine outcomes to
inform where improvements could be made.

Our eight ambitions are described in more detail in this section, but
this is not the only work we are doing. This JFP does not describe
‘business as usual must-do’s’, such as existing and on-going work that
is already underway to support the delivery of the NHS Long Term
Plan. If we were to do this, our JFP would simply be too large and
complex to be useful as a delivery plan.

As system partners we all want to use this plan because it identifies
common ambitions that we can all support and will help us to drive
forward improvements together. This is why we have purposely
selected and made a commitment to a number of achievable,
measurable and impactful improvements, presented in this section as
objectives, linked to each of the eight ambitions.

These objectives have been developed in response to what our data
tells us, and they require a collaborative system-wide approach to
successfully deliver them. Some of the objectives commit to doing
more work to develop key strategies, such as for Population Health
Management (PHM), Health Inequalities and for people in later life.
Others are much more specific projects with defined and measurable
outcomes in the shorter term.

We will refresh this JFP annually, with the next version ready for
April 2025, and ensure our objectives remain current and focused on
what we need to deliver. A summary of the eight ambitions and 21
underpinning objectives is set out in Figure 7.
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Ambition Objective

1 PHM, Reducing Inequalities & Supporting Prevention

1a Development and delivery of two strategic pieces of work: A Norfolk and Waveney Health Inequalities Strategic Framework for Action; and a Population Health Management Strategy
1b Smoking during pregnancy — Develop and provide a maternity led stop smoking service for pregnant women and people
SCOpe 1c Early Cancer Diagnosis — Targeted Lung Health Check Programme

1d Cardiovascular disease Prevention — develop a programme of population health management interventions targeting High Blood Pressure and Cholesterol
2 Primary Care Resilience & Transformation
2a Developing our vision for providing accessible enhanced primary care services, improving patient outcomes and experience

Framework 2b Stabilise dental services through increasing dental capacity short term and setting a strategic direction for the next five years.
3 Improving Services for Babies, Children, Young People (BCYP) and developing our Local Maternity and Neonatal System (LMNS)

3a Successful implementation of Norfolk’s Start for Life (SfL) and Family Hubs (FH) approach
Why are we 3b Continued development of our Local Maternity and Neonatal System (LMNS), including the Three Year Maternity Delivery Plan
doing this? 3c Implementation of asthma and epilepsy recommendations, for Children and Young People

3d Develop an improved and appropriate offer for Children’s Occupational Therapy
4 Transforming Mental Health Services

Am bitions fOf 4a We will work together to increase awareness of mental health; enable our population to develop skills and knowledge to support wellbeing and improve mental health; and deliver a refreshed suicide prevention strategy. This

Improvement will prompt early intervention and prevention for people of all ages, including those who experience inequalities or challenges to their mental health and wellbeing.
4b Mobilise an adult mental health collaborative and a children and young people’s collaborative so that partners work as one to deliver better health outcomes for our people and communities

Establish a Children and Young People’s (0-25 years) Emotional Wellbeing and Mental Health ‘integrated front door’ so all requests for advice, guidance and help are accepted, and the appropriate level of support is given to
4c I°] P Y 9 g q 9 P P PpProp PP g
ensure that needs are met.
Deliver 4d We will see the whole person for who they are, developing pathways that support engagement, treatment and promote recovery for people living with multiple and complex needs, with a focus on dual diagnosis and Complex
y Emotional Needs (CEN).
5 Transforming Care In later life
5a To have health, carer and support services that are fit for our ageing population - supporting people as they age, to lead longer, healthier, happier lives
Working 6 Improving UEC
TO ether ba Improve emergency ambulance repsonse times and ensure patients are seen more quickly in the Emergency Departments
g gency y gency
6b Expand virtual ward services as an alternative to an inpatient stay
6¢ Delivery of the RightCareNoW programme to reduce length of stay (LoS) in hospitals
. N 7 Elective Recovery & Improvement

Commitneriis
7a Effectively utilise capacity across all Health System Partners
7b Implement digital technology to enable elective recovery
8 Improving Productivity and Efficiency
8a Improve the services we provide by enhancing productivity and value for money, and delivering services together where it makes sense to do so.

Glossary

Figure 7 — summary of the eight ambitions and 21 underpinning objectives
Sources 36
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Case Study

Wellbeing hubs putting mental health front and centre
of the community

Wellbeing hubs across Norfolk and Waveney are breaking down
barriers and putting mental health front and centre of the community.

Dr Ardyn Ross, Mental Health Clinical Lead for NHS Norfolk and
Waveney said: “Having community wellbeing hubs where people can
drop in, without an appointment, to discuss their health and wellbeing
and any issues that are affecting their mental health is invaluable in
removing the stigma around mental health.

“After all we all have mental health — sometimes it's good and
sometimes we need support with it to stay well.”

The fifth NHS-funded hub - REST Aylsham opened in July 2022
—joining REST Norwich and Kings Lynn and Steam House Café
Gorleston and Kings Lynn.

The wellbeing hubs may be branded differently but they all have one
thing in common — they're a safe space for people to get support
for their mental health and wellbeing in their community. Including
people experiencing significant mental distress.

With a focus on wellness, not illness, there's always a warm welcome
and supportive staff to offer help, advice, or a listening ear.

The Steam House Café in Gorleston — run by Access Community Trust
has been a lifesaver for Lynn White. She says: “| have a mental health
problem and the staff here are absolutely brilliant. | come every day
and they listen, and they are so kind and helpful. If you come in and
just want to chat, you can.

“If it wasn't for this place, I'm not sure | would have coped with my health.
| have dissociative disorder and | do have bad attacks and they know what
to do if | have one. It's so relaxed and a perfect place to come.”
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Ambition 1: Population Health Management (PHM), Reducing
Inequalities and Supporting Prevention

Tracy Williams

Queens Nurse

Honorary Fellow Faculty Homeless and
Inclusion Health

Norfolk and Waveney ICB Clinical Lead for:
Health Inequalities & Inclusion Health
Norwich locality Adviser

Suzanne Meredith

Associate Director Population

Health Management

Deputy Director of Public Health, Norfolk
County Council

“The aim is to enable all people to stay healthy by predicting and planning

for health and care needs before they happen, and ideally preventing them if
we can. By working together with partners across the NHS and other public
services in Norfolk and Waveney we can make an even bigger difference to
many of the factors that affect our health and improve the health outcomes for
our population.”

39/133

What would you like to see in our five-year plan for health and care services?

What matters most to you?

Recent JFP consultation feedback: “There should be more emphasis on prevention
rather than cure.” “Preventative Screening needs to be prioritised too”. “Focusing
on early intervention and prevention by broadening opportunities for roles such

as social prescribing, community connectors, champions and health workers -
providing holistic support to divert demand and in doing so, building capacity in our
communities”. “Preventative proactive healthcare in the community through Making
Every Contact Count. Education in relation to self-care and responsibility for health”.

Why we chose these objectives

We will be aspiring to a reduction in the differences in outcomes we currently
experience. We have identified initial Population Health Management priorities
at a system level to address health inequalities and meet the Core20PLUS5
priorities, which will have the greatest impact and where we know there are
opportunities to improve. These are smoking, especially smoking in Pregnancy,
Serious Mental lliness, Cardiovascular disease, diabetes and respiratory, early
cancer diagnosis and children and young people. We will also be seeking to
prioritise prevention activities, particularly relating to smoking, alcohol, diet and
physical activity and uptake of cancer screening and immunisations.
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Objective 1a Development and delivery of two strategic
pieces of work to support prevention: A Norfolk and Waveney
Health Inequalities (HI) Strategic Framework for Action and a
Population Health Management (PHM) Strategy

What are we going to do?

Last year, we developed a Health inequalities strategic framework for action and
a population health management strategy. This year we will deliver against these
two strategic pieces of work. These will ensure we are clear on our priorities

for targeting resources and that we are working on agreed priorities for Health
Inequalities and PHM together, across the Integrated Care System. The action
we have planned to reduce Health Inequalities is in the form of an overarching
framework for Norfolk and Waveney, and PHM is a way of working or enabler
that will support the delivery of all our plans in Norfolk and Waveney, not just
Health Inequalities.

Deliver a Health Inequalities strategic framework for Action, as a first step
towards a whole system approach to reducing inequalities. The framework

is focussed around three key building blocks and work to create a strong
foundation in the form of conditions for success. These include wider factors that
impact on health and well-being such as housing and the environment we live in,
lifestyle and healthcare.

Deliver a Population Health Management strategy, to proactively use joined
up data and to put in place targeted support to deliver improvements in health
and wellbeing. The strategy identifies five initial PHM priorities and includes plans
for how we will be using data, building a PHM cycle of improvement into our
work. Our approach to delivering the improvement will be at both system and at
place / neighbourhood level.

This proactive approach will be focussed on prevention, reducing inequalities
and improving the quality of care. It will also be driven by our knowledge of local

co nities, and by partners working together to identify new things that can
reall)fhv&%to improve health.
/<>0®/d.
7

How are we going to do it?

By working together and getting behind the priorities that have been collectively
agreed by systery partners and our local communities for Health Inequalities

and PHM. We will be using joined up data to proactively identify prevention
opportunities and groups of people who would benefit most from targeted
health and care interventions.

40/133

We have a data hub in place to allow access to joined up data and the
interpretation of that data and insight to support local teams to identify their own
priorities.

This approach is driven by the needs of local communities, and interventions
designed to support them. This may also involve working across the ICS to plan
new services or models of care in an integrated way across the ICS. Therefore, we
need to have participation in the development process by the range of partners
and stakeholders.

How are we going to afford to do this?

Resources may be needed to support ongoing projects, on an invest to save basis
— each project to be considered on its own merits and evaluated. Some national
funding is allocated to the ICS to support the delivery of the Core 20 plus 5
priorities.
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What are the key dates for delivery? How will we know we are achieving our objective?
Publication of action plans to reduce health inequalities and develop our PHM
approach over the next 5-10 years and the improvement we expect to see.

Develop a programme of evaluation based on the best available data and insight to
measure progress.
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Objective 1b Smoking during pregnancy - Develop and
provide a maternity led stop smoking service for pregnant
women and people.

What are we going to do?
Stopping smoking is a preventative approach to improving health for all,
especially in pregnancy.

We will develop and provide specialist support that gives all pregnant women
across Norfolk and Waveney the best help and advice to stop smoking at a time
when they are likely to be motivated to quit, in line with the NHS Long Term Plan
commitments.

Our vision reflects the nationally recommended model for stop smoking services
for pregnant women and this will be provided through the development of a
new midwifery led NHS-based service. Each hospital trust will have stop smoking
advisers who will offer support based on what research tells us works best.

How are we going to do it?

e The NHS will work together with local authorities, service users and others
through our Tobacco Dependency Clinical Programme Board, Tobacco Control
Alliances and the Health Improvement Transformation Group to plan how we can
best make use of our shared resources and how support should be rolled out.

¢ We will focus on health inequalities ensuring that we understand access by
population subgroups (such as age, ethnicity and deprivation) to ensure equity
of access.

¢ We will work with the VCSE around wider issues like income, cost of living and
mental wellbeing that could be linked to smoking choices.

42/133

How are we going to afford to do this?

National NHS funding has been provided to help us roll out NHS tobacco
support in Norfolk and Waveney. We are expecting this funding to be made
available every year, though this is yet to be formally confirmed by NHS England.

We are also working closely with local authority Public Health teams who

are providing significant support to help with the delivery of NHS smoking

in pregnancy services, including help with staff training, access to Nicotine
Replacement Therapy and vapes, quit support for partners and other people
living with service users, and the provision of incentive schemes.
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What are the key dates for delivery?

How will we know we are achieving our objective?

We will begin to see our approach is working because we will begin to be able to
measure a reduction in the percentage of women in Norfolk and Waveney who
are smoking at time of delivery.

Data for Norfolk and Waveney from December 2022 shows that 12% of mothers
were smoking at time of delivery.

We aim to see this reduce over the next two years, by March 2026, towards the
regional and national average of 9% and to reduce further to 6% by the end of
March 2028.

Ultimately, the national ambition, which we share for Norfolk and Waveney, is to
become 'smoke-free’ by 2030 - achieved when adult smoking prevalence falls to
5% or less.

43

43/133 194/456



Objective 1c Early Cancer Diagnosis
- Targeted Lung Health Check programme

What are the key dates for delivery?

Targeted Lung Health Checks are a preventative approach to improve the health
of those who may be at risk.

What are we going to do?

Deliver a TLHC Programme designed to assess a patient’s risk of Lung Cancer
and to identify any signs of cancer at an early stage when it is much more
treatable — ultimately saving lives.

The programme is being offered to people between the ages of 55 to 74 who are
current or former smokers and at greater risk of lung cancer.

We will initially prioritise patients in our most deprived, Core 20 populations. The
programme will also incorporate smoking cessation support to encourage current
smokers to quit as there is strong evidence that individuals who live in areas of
high deprivation, with higher smoking rates, are likely to have particularly poor
lung cancer outcomes.

How are we going to do it?
¢ As the programme is rolled out across Norfolk and Waveney, we will use a
place-based local approach to support its promotion.

e Eligible individuals will be invited to a Lung Health Check appointment. At the
Lung Heath Check a risk assessment will be undertaken which will identify if
the patient is at a higher risk of Lung cancer. If the participant is considered
to be at high risk of lung cancer, they will be referred for a Low Dose CT scan,
provided as close as possible to home. If the scan results come back with
signs of anything of concern, the participant will be contacted with further
information and referred for further tests and treatment. Most of the time no
issue is found, but if a cancer or other issue with participant’s breathing or lungs
is found early, treatment could be simpler and more successful.

)

How’afe we going to afford to do this?

o Thé%‘?@oprogramme is funded by the National Cancer Action Team, and
this is eox’pécted to continue until the system achieves 100% roll out to
the baseliﬁé\}population in March 2029. After this it is expected that the
programme Will become part of the recently announced National Lung
cancer screening programme.

44

44/133 195/456



How will we know we are achieving our objective?

Proposed % of Uptake of Lung Health Checks for 2024/25(*):

Baseline Position Q1 Q2 Q3 By Q4

Uptake (%) of Lung | 35% at the start of | 40% 40% 40% 45%
Health Checks the programme

(*) the national target for 2024/5 is take-up of 53%, however the most recent
uptake rate nationally is 44%, which is an increase of 3% in the previous 12
months.

For context against the national picture, Great Yarmouth and Waveney take-up
is approximately 35%. We will be working with the local council and community
organisations on targeted engagement strategies and wider communication to
improve uptake.

Invitations and uptake will fluctuate between the quarters due to batch invitation
processes and delays for some participants between invites and lung health
checks. Uptake will also be impacted in Q3 when the roll out is mobilised
because there will be a time lag between invitations being sent and Lung Health
Checks taking place.
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Objective 1d: Cardiovascular Disease (CVD) Prevention - before community services input is required, the greater scope will be for
develop a programme of population health management Primary care working with other ICS VCSE partners.

interventions targeting High Blood Pressure and Cholesterol We will evaluate our findings using the audit tool and as part of our

Population Health management programme evaluation. As CVD PREVENT is
Early detection of cardiovascular disease forms a preventative approach to updated on a Quarterly basis, progress can be monitored very closely.
improving health of those at risk of developing the disease.

How are we going to afford to do this?

What.are we going to do? . ) Funding has been secured via Health Innovation East to support the project.
We will provide é” Norfolk and Waveney Primary Care Networks (PCNs) with real Further funding is available via Suffolk Public Health to promote lifestyle
time data on their patients who have: interventions in the GYW area. There are links with Primary Care funding and

Quality Outcomes Framework funding.
1) A diagnosis of CVD; or at high risk of CVD, and

2) Risk-stratify these patients, to help Practices treat those at greatest need.

This will allow action to be taken early to prevent and reduce the negative
outcomes of unmanaged CVD.

In addition, we will be running a PHM project and contacting patients identified
through the above case finding tool, assisting Practices in promoting CVD
Prevention, and helping to reach those patients who most need intervention.

How are we going to do it?

We will be using a national audit tool called “CVD PREVENT" to benchmark our
system. The Eclipse platform will be utilised to risk-stratify and identify specific
patients on practice systems. The Eclipse system has been updated to case

find patients based on the same categories used in the national CVD PREVENT
audits.

Our PHM Team will engage with practices identified as needing support and will
contact patients to seek to get them to see their relevant health professional or
point them to services that can help with lifestyle changes that promote better
cardigvascular health.

0%k
Local éagagement will be a key component of the CVD prevention objective.
Each plaéefas different demographics and challenges, and VCSE partners. Their

engagemen‘fs)/}/ill be key in supporting PCNs to achieve our targets.
o.

<
We will scope how Primary and Community Care services could work together
to prevent CVD. Given that this objective focuses on the desire to prevent CVD
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What are the key dates for delivery?

How will we know we are achieving our objective?

In the first 6 months, we will gather all relevant baseline data and complete
the creation of our patient-specific reporting tools for Primary Care. We
expect to see more patients with high blood pressure identified and treated
and those who would benefit treated on low intensity statins — This data will
be readily available on the next quarterly CVD PREVENT Audit. We aim for a
5% improvement in each of these hypertension metrics 6 months after these
reporting tools have gone live.

In the longer term we would expect to see reduction in inequalities in terms
of early mortality, reduction in admissions related to CVD related events.
Data will be available via CVD PREVENT and via the Model Health system for
trajectory tracking. Tangible targets for reduction will follow national NHSE
operational planning guidance which will be adopted once made available
each year.
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o Ambition 2: Primary Care
2 Resilience & Transformation
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Ambition 2: Primary Care Resilience & Transformation

Dr Jeanine Smirl
N&W ICB clinical lead for primary care

“The aim is to integrate primary care services to deliver improved access to a
wider range of services from a multi-disciplinary team. This will deliver more
proactive care, preventing illness and improving outcomes, for local communities
closer to home.”

49/133

What would you like to see in our five-year plan for health and care services?
What matters most to you?

Recent JFP consultation feedback: “Primary care needs to be top of the

list. People are attending A&E because they cannot see a GP, that needs
transforming first. It's been the same for years”. “Preventing and managing

ill health starts in primary care.” “NHS dentistry should be a priority within

the primary care focus”. “For me personally, primary care and specifically the

GP surgery is the key priority. | believe that all the other priorities are heavily
dependent on the performance of GP surgeries.”

Why we chose these objectives

Primary care services provide the first point of contact in the healthcare system, acting
as the ‘front door’ of the NHS. Primary care is an umbrella term which includes general
practice, community pharmacy, dentistry, and optometry (eye health) services.

Nationally, all primary care services are facing greater challenges than ever due to
workforce shortages, alongside an increasingly complex workload. Norfolk and
Waveney have an ageing workforce within general practice with approximately 30% of
staff being over the age of 55. In the last 10 years, the number of dentists has declined
in our area compared to the East of England region and the whole of England. This
decline has a greater impact in Norfolk and Waveney due to higher levels of need,
areas of deprivation and a higher number of residents in later life. Poor oral health

is widely considered to be an important aspect of our general health and wellbeing
and is largely preventable and can have a significant impact on quality of life, such

as eating, speaking, discomfort and cause an increase in days lost from work and
school. Our ambition aligns with The next steps for integrating primary care: Fuller
stocktake report which outlines the new vision for integrating primary care services
to improve access, experience and outcomes for our patients and communities.

NHS England published the Delivery plan for recovering access to primary care
in 2023 which focuses on the need to streamline access to care and advice,

reducing the number of people struggling to contact their practice and so that
patients know how their request will be managed, on the day they contact
their practice. The plan also outlines the ambition for expanding community
pharmacy services to make them the first port of call for minor common
conditions, supporting better integration in line with the vision set out in the
Fuller stocktake report. Objective 2a includes our plans to implement this, and
it's called Pharmacy First.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fnext-steps-for-integrating-primary-care-fuller-stocktake-report%2F&data=05%7C01%7Ccarolyn.hook%40nhs.net%7Cf2abd957193948149ab708db2ac3da4f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638150792906661139%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=pn84UPSmEgi4cZiXQUIythvYlSuMs9U0Rs%2BILh45QlQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fnext-steps-for-integrating-primary-care-fuller-stocktake-report%2F&data=05%7C01%7Ccarolyn.hook%40nhs.net%7Cf2abd957193948149ab708db2ac3da4f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638150792906661139%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=pn84UPSmEgi4cZiXQUIythvYlSuMs9U0Rs%2BILh45QlQ%3D&reserved=0
https://www.england.nhs.uk/publication/delivery-plan-for-recovering-access-to-primary-care/

Objective 2a Developing our vision for providing accessible
enhanced primary care services, improving patient outcomes
and experience

What are we going to do?

We will agree principles and develop an overarching vision for those receiving,
delivering or planning primary care services across Norfolk and Waveney over
the next five years.

Principles will reflect our commitments to using population health data and the
goal of access to holistic and joined up care for all.

The shared vision will underpin long-term plans for dentistry, due to be
published in April 2024 (there is more detail in Objective 2b), community
pharmacy and general practice due to be published during 2024/25 together
with optometry (eye services) during 2025/26

Long term plans will be developed, together with key stakeholders, and will
describe our approach to supporting resilience and enabling transformation to
make sure:

e those who need care understand how they can access what they need, when
they need it within their local community

e those delivering care can respond to the ongoing challenges and demands
they face, as part of a wider primary care family within their local communities

e those planning care do so in a way that enables everyone to play a
meaningful role in accessing and providing sustainable services across
primary care - the front door of our NHS

A model of care framework will be agreed to support partners who work
locally at place level to consider and test new ways of organising and delivering
healthcare together to meet the needs of their local population. The framework
wﬂlb%demgned to highlight inter-dependencies and commitments within
other/aﬁﬁa egies, and map activities across all primary care long term plans to
support\égt@lled locally owned plans for achieving better outcomes through an
|ntegrated7‘a§>proach at neighbourhood level. Joining things up and doing
them together,so we do them once is a key opportunity.

2,
The model of care framework will set out our approach to Integrated
Neighbourhood Working and support a localised approach to building
integrated neighbourhood teams. The framework will bring together key
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enablers for delivery, such as the use of digital tools, remote monitoring
equipment, shared use of buildings, etc.

We will embed and grow Pharmacy First Services launched on 31st January
2024, the national initiative to enable community pharmacies to provide
treatment, if required, for seven common conditions (sinusitis, sore throat,
earache, infected insect bite, impetigo, shingles and uncomplicated urinary tract
infections in women)

How are we going to do it?
We will engage with those who receive, provide and plan primary care to agree
principles and develop an overarching vision for primary care by:

e Using existing data and research (including but not limited to patient
feedback, workforce surveys, population health data)
e Engaging with key stakeholders for their views

The development of long term plans will reflect:

* the use of available data to understand and prioritise population need

* meaningful engagement with professionals and providers to understand the
challenges they face and the enablers required to address them

e listening to service users about access and experience

* the views of wider partners on working with primary care to positively
address the wider determinants of health and health inequalities

® opportunities for working at scale, workforce recruitment and retention,
shared systems and processes and a collective approach to estates

We will take the learning from the Community Services Review (CSR) to
develop of a model of care framework, to support local development of
Integrated Neighbourhood Teams and the evolution of Primary Care Networks.
A key part of the CSR includes looking at how we integrate the work of our
community providers with social care, primary care, council services, public health
and voluntary, community and social enterprise (VCSE) sector groups and also
incorporates local initiatives designed to test how teams can work together more
closely to deliver care on the ground.

A key pillar for primary care integration and improving access is the national
Pharmacy First Scheme, introduced at the end of January 2024.
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https://improvinglivesnw.org.uk/pharmacy-first-service-in-norfolk-and-waveney/#:~:text=Almost%20all%20community%20pharmacies%20in,get%20the%20help%20they%20need.
https://improvinglivesnw.org.uk/pharmacy-first-service-in-norfolk-and-waveney/#:~:text=Almost%20all%20community%20pharmacies%20in,get%20the%20help%20they%20need.

Through our Community Pharmacy Primary Care Network roles we will look to
strengthen working relationships between community pharmacy and general
practice and streamline processes to provide a better experience for people
accessing Pharmacy First services.

How are we going to afford to do this?

We will use existing funding allocations to commission outcome-based services
with flexibility to deliver against agreed priorities, including targeted support for
identified population needs and working at scale.

What are the key dates for delivery?

b4
s,

7
This objectiv&g&gill be refreshed for Year 5 or sooner, and may be retired or
replaced based on current priorities at that time.
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How will we know we are achieving our objective?
We will have a rolling programme of targeted actions to respond to people’s
experience of poor access to primary care services

We will use feedback to understand any increased awareness and confidence in use
of digital tools across primary care and our communities (e.g. NHS App)

We will have a roadmap for protecting the provision of core primary care services

locally as they are now, whilst supporting a transition to a more sustainable
integrated neighbourhood model of care
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Objective 2b Stabilise dental services through increasing dental
capacity short term and setting a strategic direction for the
next five years

What are we going to do?

Publication of our Norfolk and Waveney Short Term Dental plan in September
2023 was about addressing immediate priorities such as being able to access an
Urgent Treatment Service, and stabilising services through workforce recruitment
and retention schemes. You can read the Short Term Plan here. We are now well
on the way to developing a follow-on Long Term Dental Plan and taking steps to
make improvements, but there is much to do and this will take a number of years.

The Long-Term Plan will set out what we plan to prioritise over the next two years
from April 2024 onwards, and then outline our aims and a more strategic piece of
work over the next three years. This will enable us to develop a dental strategy,
as part of the wider primary care strategy which is referenced in Objective 2a.

The Long-Term Plan has some key programmes of work:

1. Develop capacity in our dental teams through our workforce
Improve access for everyone, but with an initial priority on children and
young people and those individuals and patient groups with greatest need
3. Promote good oral health, in our population overall but especially in children
and young people

NHS England published the national Dental Recovery Plan in February 2024
setting out key proposals for implementation during 2024/2025. We will
implement the Plan for our local population, working with system partners.

The Long-Term Plan and the national Dental Recovery Plan work will be co-
ordinated and undertaken together where it makes sense to do so. We will
develop measurable outputs and milestones to track the outcomes we want to
achLeOQg for our local population as a result of these plans.

/0\9@%,&
How afe’oﬁ@.going to do this?
By working'with key stakeholders and system partners to develop solutions for
securing access, to NHS dental care for the whole population.

2
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We will develop a two-year plan for the near term to address immediate needs:

e We will use all available data to understand and prioritise the immediate dental
need. This may be a clinical need or a geographical need.

* We will seek interest from current dental providers to increase the number
appointments they are able to offer on a short-term basis.

* We will monitor the impact these actions have to improve access to dentistry
and build this information into our next part of the objective — to develop a
dental strategy for Norfolk and Waveney.

Next, we will extend this timeframe by another three years to develop a five-year
dental strategy for Norfolk and Waveney.

We will:

¢ Continue to engage with the profession and the ICB’s ‘Dental Development
Group' to hear to the challenges faced by the profession and work
collaboratively with system partners and key stakeholders to find solutions to
improve access to dental care.

e Listen to our patients and hear about their lived experiences, to ensure our
local population has access to oral health prevention advice, working with local
authorities and the voluntary sector in Norfolk and Suffolk.

e Use our population health data, Dental Data Review, and ensure our strategy is
evidence based, balanced to meet the needs of residents, and reduces health
inequalities.

e |dentify steps to retain, grow and develop our local dental workforce to meet
our patients’ needs. We will work with our local providers to begin to build
multi-skilled dental teams, including roles such as Dentists, Dental Nurses,
Dental Hygienists and Dental Therapists.

How are we going to afford to do this?

We will utilise our existing dental funding allocation to commission services
with flexibility to meet the needs from the Dental Data Review published in
2023/2024.

We will work with partners, such as NHS England, to ensure their funding is

invested appropriately across Norfolk and Waveney and to meet our workforce
development and training needs.
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https://improvinglivesnw.org.uk/our-work/healthier-communities/primary-care-services/dental-services-norfolk-waveney/short-term-dental-plan/
https://www.england.nhs.uk/long-read/our-plan-to-recover-and-reform-nhs-dentistry/#:~:text=Measures%20include%3A,of%20financial%20year%202024%2F2025.

What are the key dates for delivery?

How will we know we are achieving our objective?

We will have published our Long-Term Plan for dentistry by Spring 2024,
informed by strong public engagement and using data to meet the needs of our
population.

Improved access for our population to urgent treatment services, and reduced
imp@§&bon Emergency Departments and other system partners.
oL
ik
Improvin Sagcess for our local population through management of health
inequalitie?@\snd for children and young people.
“o.
'ev)
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Foreword

Executive
Summary

Why are we
doing this?

Ambitions for
Improvement

Working
Together

Commitrneris

Glossary

Sources

Case Study

Working in the Voluntary, community and social
enterprises (VCSE) sector there is so much to be
gained. Meet Joe.

Joe Worsley is on a Health Leadership, Graduate Management
Scheme with an interest in the charity sector and was pleased to take
a flexi opportunity and work at Access Community Trust. Joe helped
to develop and roll out their Customer Relationship Management
system which hopes to measure the social value of the work that
Access do.

The Access Community Trust’s vision is to promote social inclusion for
the community benefit by preventing people from becoming socially
excluded, relieving the needs of those who are socially excluded and
assisting them to integrate into society. Aimed at young people and
adults they provide a range of services from house related support,
learning, development, employment and providing support with
mental health and wellbeing. With social enterprises such as the
STEAM house cafes offering a safe space for those in mental health
crisis day and night.

Joe says “that it is important that Access can measure the social value
of the work they do, so they can demonstrate the value their work
provides the Community which often goes far beyond their initial
remit. This will help to secure further government funding and enable
them to self-evaluate where they need to further focus their efforts,
continuing to reduce health inequalities by providing essential services
to customers at risk of social exclusion.

The work of Access is vital as it supports complex customers who
otherwise might fall through the gaps between health and social care
and multiple providers. Access can support a customer's journey
from sleeping rough to temporary accommodation, permanent
accommodation, and employment.

Joe says, “this placement gave me a real insight into how much value
the “third sector’ can bring and how much there is to be gained by
integrating the Voluntary Sector and Social Enterprises such as Access,
with all healthcare providers”.
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@ Ambition 3: Improving Services for Babies, Children,
e Young People (BCYP) and developing our Local
Maternity and Neonatal System (LMNS)

.’v)e
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Ambition 3: Improving Services for Babies, Children, Young
People (BCYP) and developing our Local Maternity and

Neonatal System (LMNS)

El Mayhew
Interim Executive Director Children & Families
Suffolk County Council

Sara Tough
Executive Director Children’s Services
Norfolk County Council

Tricia D'Orsi
Executive Director of Nursing,
and LMNS SRO, Norfolk & Waveney ICB

“Our collective Ambition is that all babies, children and young people will have the
best start in life, achieved through person and family centred, high quality support to
enabﬁflhem to ‘Flourish’. We will focus on collaborative working with system partners
to pro?bdftg the importance of a strong start in life for children and young people. We
will prio Qs,ézthe voices, needs and ambitions of children and young people so they
can live thelrzbapplest most rewarding lives and meet their potential.”

o,
2
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Our objectives

a) Successful implementation of Norfolk’s Start for Life and Family
Hubs approach

b) Continued development of our LMNS, including the 3-year
Maternity Delivery Plan

c) Implementation of asthma and epilepsy recommendations, for Children
and Young People

d) Develop an improved and appropriate offer for Children’s
Neurodiversity

What would you like to see in our five-year plan for health and care services?
What matters most to you?

Parents and children have told us that they want access to better information and
support for their physical and mental health needs, waiting times to assessment
and treatment are too long, services supporting children, young people and
families should work better together and maternity care should be personalised.

Why we chose these objectives

The first 1001 days of a child’s life are critical, and the NHS plays a crucial role

in improving the health of babies, children and young people: from pregnancy,
birth, and the early weeks of life; through supporting essential physical and
cognitive development before starting school through to help in navigating the
demanding transition to adulthood. We know the health of children and young
people is determined by far more than healthcare. A stable and loving family
life, healthy environment, education, safe housing, and income all significantly
influence young people’s health and life chances. The outcomes we seek to
achieve for children will be consistent across Norfolk and Waveney so that
regardless of postcode, families can expect to have access to appropriate
services. We aim to provide holistic care through design and implementation of
care models that are age appropriate, closer to home and bring together physical
and mental health services to support development. We can improve outcomes
and make a difference through working in partnership with other organisations.
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Objective 3a Successful implementation of Norfolk’s Start for What are the key dates for delivery?
Life (SfL) and Family Hubs (FH) approach

What are we going to do? Year 1 April 2024 - Sep 20234
Implement a Start for Life (SfL) and Family Hubs (FH) model, using the whole o
family approach to provide a single access point to family support services
that is integrated across health (physical and mental health), social care, VCSE
organisations and education settings.

Families have access to information and advice about the service
offer (physically within 7 newly established family hub sites and a
dedicated virtual offer).

Expanded the reach of services for those who need it most

The emphasis will be on support for families in local areas, plus a designated including those facing greatest inequalities and fathers and co-

family hub site in each of the seven district council areas. There will be sites parents.

in Norwich, King's Lynn, Grgat Yarrnouth/C?orIeston, and Thetforgl where 37‘% Year 1 Oct 2024 - March 2025

of Norfolk’s overall population reside and include the most deprived areas in

Norfolk. e Enhanced offer of perinatal mental health support through local
NHS Talking Therapies service

Virtual services will also be available through the family hubs approach. Pregnancy loss service is mobilised through local voluntary sector

do it? partner with counselling available to families experiencing loss.
How are we going to do it?

Through improved data sharing arrangements and a more joined up approach
to ‘whole family’ needs whatever part of the system families’ access.

Embed father inclusive practice network and reflective practice
drop-ins across system

Years 2 - 5 April 2025 - Sep 2029
Through FH sites and the FH network, co-located teams will be working

alongside each other to provide support.

* To be defined by local plans developed in collaboration with system
partners and include sustaining the transformation programme
beyond funding period.

Through prioritising prevention and early intervention by providing advice and
guidance to families at the earliest opportunity when families engage with FHs.
This will also include the signposting to self-care resources, and the opportunity
to link with others for mutual support.

How are we going to afford to do this?
There is national Department of Health & Social Care funding for perinatal mental
health and parent-infant relationship support, to be effectively utilised to deliver
the Bepgramme 's minimum expectations by March 2025.

0 L
The fuo o required to develop and implement a SfL and FH approach in
Norfolk |s<§;e’cured through a grant to the host agency, Norfolk County Council.
There is an $8ded requirement for Partners (resource expertise) across the system
to collaborate ?nggznsure the most effective support is in place to benefit families.
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How will we know we are achieving our objective?
The programme team is currently working with the DfE/DHSC to develop an
evaluation process for the national FH and SfL programme.

In addition, at a local level a performance measurement dashboard will be
developed to track the identified KPI's across the programme and for each
individual work strand, for example:

Feedback from families on Start for Life and Family Hubs offer (e.g.
inclusive, 90% accessible, co-ordinated approach, greater connection
through services, easier to navigate access services)

90% access integrated referral pathways tell story once and 90%
of families access the advice, information and guidance they need
feedback from parent and carer panel feedback

More Practitioners across agencies work in a whole family approach
(data single view — data sharing agreements)

Recruitment of an additional 70 peer support volunteers recording
families receiving support and recruitment numbers by 2025/26.

Aim 250 of families supported via Every Relationship Matters reduce
parental conflict on children

Families receiving help to manage financial challenges (measured
through Department of Work & Pensions advisors embedded in Family
Hubs)

Families accessing non funded services

Parents accessing Start for Life and Family Hub services have improved
understanding of the contribution to child’s wellbeing, achievement
and school attendance. Measured increase in number of families
receiving support and increase in school attendance.

Families with SEND receive early support reducing escalation
measured through reduction in Education Health and Care Plan
(EHCP) and needing access alternative provision.

. Improved health and development outcomes for babies and children
with focus on most deprived 20% of Norfolk population (measured by
aligned public health outcomes.
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Objective 3b Continued development of our Local Maternity
and Neonatal System (LMNS), including the Three-Year
Maternity Delivery Plan

What are we going to do?

The LMNS brings together the NHS, local authorities and other local partners
with the aim of ensuring women and their families receive seamless care,
including when moving between maternity or neonatal services or to other
services such as primary care or health visiting.

NHS England published a three-year delivery plan for maternity and neonatal
services in Spring 2023: 3 year delivery plan which sets out how the NHS will
make maternity and neonatal care safer, more personalised, and more equitable
for women, babies, and families.

Our LMNS equity and equality action plan Norfolk and Waveney Maternity Equity
and Equality action plan is a five year plan that will be monitored, reviewed and
updated to ensure:

¢ equity for mothers and babies from Black, Asian and Mixed Ethnic groups
e those living in the most economically deprived areas
e race equality for staff

¢ development of co-produced equity and equality action plans to support the
Core20PLUS5 approach.
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How are we going to do it?

The LMNS will align with the wider work to develop Family Hubs (implementation
of Family Hubs is an objective within this ambition) to ensure that safe, healthy
pregnancy and childbirth is embedded into the Start for Life approach.

We will:

* improve equity and equality in accessibility of services.
e offer a ‘one stop shop’ for care to all pregnant women and people.
® improve maternity safety and outcomes.

* improve maternal and staff satisfaction.

reduce footfall through hospitals

We will develop a workforce improvement plan to reduce our vacancies for
maternity staff. The plan will include:

® implementation of consistent job roles across the system,

e systemwide recruitment of midwifery students,

deliver systemwide training and learning events,

e support our hospital trusts to have current and robust digital maternity
strategies, forming the basis for digital integration in maternity services.

We will make progress towards the national safety ambition to reduce stillbirth,
neonatal mortality, maternal mortality and serious intrapartum brain injury.

LMNS will oversee the quality and safety of maternity services. We will share
learning and development, informed by the experiences of people using
maternity services. This will include access to postnatal physiotherapy and a
focus on reducing in smoking during pregnancy, which is an objective within
this ambition. We will ensure our Maternity and Neonatal Voices Partnerships
(MNVPs) are representative of the population and the LMNS can evidence
continued co-production with service users of service improvement.

210/456
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https://www.england.nhs.uk/long-read/three-year-delivery-plan-for-maternity-and-neonatal-services/
https://improvinglivesnw.org.uk/~documents/ics-publications-1/maternity/norfolk-and-waveney-equity-and-equality-action-plan/?layout=default%20Maternity%20is%20featured%20within%20Core20PLUS5%20as%20a%20key%20clinical%20area%20of%20health%20inequality
https://improvinglivesnw.org.uk/~documents/ics-publications-1/maternity/norfolk-and-waveney-equity-and-equality-action-plan/?layout=default%20Maternity%20is%20featured%20within%20Core20PLUS5%20as%20a%20key%20clinical%20area%20of%20health%20inequality
https://www.gov.uk/government/collections/family-hubs-and-start-for-life-programme

How are we going to afford to do this?

6 March 2023 funding allocation letter received detailing available funding for
delivery of the three year delivery plan across the system. There will also be an
expectation that existing funding within the system is utilised to continue to
deliver the quality, safety and transformation requirements that will be detailed in
the three-year delivery plan.

What are the key dates for delivery?

Year 1 April 2024 - Sep 2024
® Revised MNVP approved and ready for implementation.

* LMNS governance and reporting reviewed, refreshed and
updated.

Year 1 Oct 2024 - March 2025
e Pelvic Health Prevention Service is embedded.

Year 2 April 2025 - Year 4 March 2028

e We will continue to embed the learning, upskill the workforce,
continue to hear the service user voice and drive continued quality
and safety measures as part of our usual business.

Year 5 April 2028 - March 2029

e We will review performance against the three year Delivery Plan
and target actions to ensure we continue to make maternity and
neonatal care safer, more personalised, and more equitable for
women, babies, and families.
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How will we know we are achieving our objective?

We will see the maternity workforce vacancies reduce and retention improve,

with clear evidence of future leaders ready to drive forward maternity

improvement. As at May 2023 the vacancy rate is 9% which will be our baseline

position to measure improvement against.
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Objective 3c Implementation of asthma and epilepsy
recommendations, for Children and Young People

What are we going to do?
We will work alongside clinically led professional networks to implement the
recommendations of two bundles of care — Asthma and Epilepsy.

Over the next two years, we will increase access to psychological support for
those affected by asthma and epilepsy, raise awareness of the conditions, and
improve support available to children and families.

This links to Core20PLUSS which is explained in section 3.4. Asthma and Epilepsy
are two of the ‘5’ focus clinical areas.

How are we going to do it?
We will expand the collaboration achieved in year one and work alongside Place
based leads to drive forward plans locally using local teams and expertise.

We will support children with epilepsy and asthma to access activities within
their communities and remain well while doing so through delivery of better care
across clinical and non-clinical services, including access to condition specific
training.

We will support improved independence to self-manage conditions and access to
skilled advice and support to keep children out of hospital.

How are we going to afford to do this?

In the absence of regional funding to support Norfolk and Waveney to progress
plans, local systems can submit expressions of interest for linked innovation
schemes.
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What are the key dates for delivery?

Year 1 April 2024 - Sep 2024

e Work with proposed health inequalities leads to develop CYP
strategy

Work with place leads to identify opportunities for local delivery of
Asthma bundle — e.g., Promote community voices programme for
CYP to ensure 20% of children from most deprived communities
have a personalised action plan

* Review Health weight offer for Norfolk and Waveney

Year 1 Oct 2024 — March 2025

e Seek to increase access to training from Community activity
providers and extend new model of care with psychological
support.

Year 2 April 2025 - March 2026

e Seek to increase specialist nursing capacity across trusts

e Seek to implement agreed care pathways across epilepsy services
Years 3 and 4 April 2026 - March 2028

e To be defined by the local networks and progress against bundle
of care

Year 5 April 2028 - March 2029

¢ To be defined by local plans developed in collaboration with
system partners

How will we know we are achieving our objective?

Decreased hospital admissions for asthma for young people aged 10-18
Decreased hospital admissions for epilepsy for children and young people aged
0-19

Link for indicators is here: https://fingertips.phe.org.uk/indicator-list/view/
paGkBr8vyO#page/1/gid/1/pat/15/ati/167/are/E38000239/iid/93136/
age/288/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1
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https://www.england.nhs.uk/wp-content/uploads/2021/09/B0606-National-bundle-of-care-for-children-and-young-people-with-asthma-phase-one-September-2021.pdf
https://www.england.nhs.uk/long-read/national-bundle-of-care-for-children-and-young-people-with-epilepsy/

Objective 3d Develop an improved and appropriate offer for We will work with parents and carers to ensure those with lived experience are
Neurodiversity involved in the co-production of the improved service.

Access to a digital offer of support and training will enable universal services to

i 2
What are we going to do? provide better support to children and young people.

Through a collaborative of system leads responsible for children’s services, we will
formally review and improve the clinical and non-clinical offer of support for our How are we going to afford to do this?
neurodivergent population Funded within existing resources and supported through a process of prioritisation.

This programme will:

* Improve data monitoring and intelligence
* Improve pathways to support for assessment, and treatment

¢ |dentify and address skills gaps in the existing education, health and care
workforce

¢ Improve quality of clinical pathways
¢ Improve access to evidenced based information and advice

* Increase access to support for mental health needs

How are we going to do it?
We will increase awareness of health inequalities for neurodivergent young
people

We will work with the organisations who see the patients to improve data
monitoring and reporting for autistic young people accessing their services

We will improve governance of this programme of transformation through the
system collaborative for CYP

We will develop a joint plan for action to reduce waiting times
V)O@LS
We w/%/’éeg the delivery of whole school approaches of support for neurodiversity
S .
and ex f proven to be effective
pandbif p
%5
We will providé tools to self-manage conditions and provide access to skilled
high-quality advice and support to reduce the need for specialist interventions.

62

62/133 213/456



63/133

What are the key dates for delivery?

Year 1 April 2024 - Sep 2024

Work with education and parent carer forums to design a local
pilot testing whole school approaches for neurodiversity

Implement new provider framework for clinical assessments

Publish a Norfolk and Waveney ‘supporting your neurodiverse
child’ resource pack

Year 1 Oct 2024 - March 2025

e Commission specialist training for 40 primary schools across
Norfolk and Waveney

e Commence implementation of action plan for system collaborative

e Publish a dedicated digital library for neurodivergent people

Year 2 April 20245 - March 2026
Implement changes to commissioned pathways
Launch new pre-diagnostic offer for families
Launch new 0-5 age offer of support
Evaluate Mental Health offer pilot
Year 3 April 2026 - March 2027
e Use evaluation and learning to develop the future service.
Years 4 and 5 April 2027 - March 2029

® To be defined by local plans developed in collaboration with
system partners

How will we know we are achieving our objective?

Improved patient experience evidenced through feedback with families
A reduction in waits to specialist services

Increase in ‘appropriate’ referrals to services

Reduction in complaints regarding barriers to accessing care

Number of unique users of the digital library

Outcomes

Improved experiences for children and young people of health and care
pathways

Improved attendance at school

Improved access to digital resources online and accepted referrals for sensory
needs

Improved access to specialist advice and therapy through increased
interventions

Improved access to assessments of need

Improved access to universal training for non-clinical professionals and
parents/carers
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M Ambition 4: Transforming
ﬁ Mental Health Services
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Ambition 4: Transforming Mental Health Services

“Qur aim is to ensure that people of all ages can access timely and responsive
support for all their emotional wellbeing and mental health needs. Working Our objectives
together with partners across health, care, VCSE and our experts with lived
experience, we will offer person centred care at an earlier stage, and provide
services that are compassionate, holistic, and responsive guiding people towards
better mental health”.

a) We will work together to increase awareness of mental health; enable
our population to develop skills and knowledge to support wellbeing
and improve mental health; and deliver a refreshed suicide prevention
strategy. This will prompt early intervention and prevention for people
of all ages, including those who experience inequalities or challenges to
their mental health and wellbeing.

Mobilise an adult mental health collaborative and a
children and young people’s collaborative so that partners work as one

Dr Ardyn Ross, to deliver better health outcomes for our people and communities.
Clinical Mental Health Lead, N&W ICB

Establish a Children and Young People’s (0-25 years) Emotional
Wellbeing and Mental Health ‘integrated front door’ so all requests for
advice, guidance and help are accepted, and the appropriate level of
support is given to ensure that needs are met.

“We look forward to being equal partners in the implementation of the JFF, using
lived experience insight to ensure better mental health outcomes for everyone.
The JFP will be delivered alongside existing services and builds on current and

ongoing improvement plans. We hope the JFP will lead to joined-up, timely, We will see the whole person for who they are, developing pathways
ongoing care and personalised support for the people in our communities. that support engagement, treatment and promote recovery for people
Including addressing mental health inequalities for people who have little or no living with multiple and complex needs, with a focus on dual diagnosis
support. We hope the JFP will mean more people, including unpaid carers and and Complex Emotional Needs (CEN).

staff, are more connected to wellbeing support and the right care for them.”

N&W ICS Mental Health Transformation Expert by Experience Reference
Group, May 2023
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What would you like to see in our five-year plan for health and care services?
What matters most to you?

People with experience of mental health services and others who responded to

a recent survey said, "We must put more focus on prevention and invest in this
area, including de-stigmatising mental health - we must see looking after our
mental health the same as eating 5 fruit and veg a day’. They also told us:

® They want to be empowered to access intervention and holistic wraparound
care, which supports long-term recovery.

e They want to “experience person-centred care, and be treated as an
individual, rather than as a diagnosis”.

* They want choice in how care is delivered and a focus on
"what matters to me”, instead of “what's the matter with me”.

* They want their diagnosis to be only one part of their health journey. Their
other physical and/or mental health conditions, as well as life events, may
impact on their current state, which needs to be considered.

Children and young people have developed a Mental Health Charter and have
told us that what matters to them is that services will care, staff will support and
be well supported themselves, the right help, right time, right way, treatment will
be personalised to meet individual needs, communication will be effective and
young people will have a voice.

Why we chose these objectives
Mental health conditions can have a substantial effect on all areas of life, such as
school or work performance, relationships with family and friends and the ability
to participate in the community. People with mental health conditions often
experience human rights violations, discrimination, and stigma. Key vulnerable
groups who may be affected by poor mental health include children, young
people and families, people who experience long term conditions and men
experiencing financial and economic constraints and/or relationship breakdown.
Impraying the offer of proactive and preventive support is a priority outcome
for tl@igg,mbition, where we aim to intervene quickly and broaden the range of
speciaﬁ%ig(y&)port offers to enhance recovery.

X
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Objective 4a We will work together to increase awareness

of mental health; enable our population to develop skills and
knowledge to support wellbeing and improve mental health;
and deliver a refreshed suicide prevention strategy. This will
prompt early intervention and prevention for people of all ages,
including those who experience inequalities or challenges to
their mental health and wellbeing.

What are we going to do?

1. Develop a structure for mental health literacy, to enhance and expand
skills and knowledge on emotional wellbeing and mental health

2. Co-produce, implement and promote tools and capacity to support good
mental wellbeing

3. Co-develop a refreshed Norfolk and Waveney Suicide Prevention Strategy
and action plan

How are we going to do it?

Building on the targeted grant programme for vulnerable groups and the
health promotion campaign ‘Take 5', we will develop two complementary
workstreams that will empower our people and communities to look after and
improve their wellbeing:

A community mental health literacy workstream will be developed to inform
our workforce, people and communities about wellbeing and mental health. This
will promote activities to keep people well and enable them to access services if
needed. Training and resources will be aimed at:

® Increasing skills to recognise and address wellbeing concerns
e Enabling individuals to effectively manage their own wellbeing

o &g@ging capacity across the wider system, including in the VCSE sector to

mé@%g; wellbeing within the community.
/<>0®/d.

> .
This will biild on existing approaches focussed on children and

young peoples,
.’v)e
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The development of a Resilience Framework will provide our workforce,
people and communities with the tools to increase and maintain wellbeing. This
framework will focus on wellbeing initiatives such as a targeted sleep campaign
to provide practical solutions in managing mental health and wellbeing.

These commitments work with existing prevention initiatives such as digital
wellbeing tools, support for schools and families, Family Hubs, Community
Wellbeing Hubs and NHS Talking Therapies.

The Suicide Prevention Partnership will coproduce a refreshed five-year

Suicide Prevention strategy, with anticipated key themes for action around Self
Harm, Bereavement and Primary Care pathways for people with depression

— as informed by audits. While this work is underway, we continue to raise
awareness, deliver campaigns to reduce stigma, provide accessible training,
and invest in community support for at-risk groups. There is commitment to
continue monitoring outcomes through Suicide Prevention Audits, and real time
surveillance on self-harm and suspected suicides.

How are we going to afford to do this?

We will explore opportunities to use existing resources to deliver this provision,
which may impact on timescales. We will seek to identify what can be achieved
through improved partnership working at no/low cost and scope where additional
resource would improve delivery.
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What are the key dates for delivery? How will we know we are achieving our objective?

There are three priority activities with the following milestones: ® There will be a measurable change in self-reported mental wellbeing —
the number of people reporting high anxiety, low happiness and low

worthwhile scores.
Year 1 April 2024 - Sep 2024

Secure resourcing for mental health literacy framework to the
system.

e Rates of suicide and self-harm will decrease.

Finalise measures and trajectory for indicators of improvement

Begin implementation of the targeted workstreams in the action
plan of the refreshed suicide prevention strategy.

Ensure monitoring is established.

Year 1 Oct 2024 - March 2025
e Co-produce and develop a system wide approach to a resilience
framework for and with communities.

® Launch implementation of the mental health literacy framework
(may be delayed if funding is not secured)

Years 2 and 3 April 2025 - March 2027

* Implement the resilience framework and deliver initiatives i.e.,
impact of sleep and tools to improve sleep quality and continue to
deliver mental health literacy.

Year 4 April 2027 - March 2028
® Review the suicide prevention strategy.

e Evaluate the joint funded suicide prevention programme.

Year 5 April 2028 - March 2029
* Implement actions based on evaluation of joint funded initiatives.

e Continuous improvement of the Mental Health Literacy
programme.
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Objective 4b Mobilise an adult mental health collaborative and a
children and young people’s collaborative so that partners work
as one to deliver better health outcomes for our people and
communities.

What are we going to do?

Establish an adult Mental Health (MH) system collaborative and a Children and
Young People (CYP) system Collaborative and participate in the Suffolk Mental
Health Collaborative to help plan services for CYP in Waveney.

Adult Mental Health System Collaborative:

|dentify opportunities to work collaboratively, using available data, intelligence,
and insights, which focus on improving mental health and wellbeing of adults and
older people.

Children and Young People System Collaborative:

Implement the Thrive model through close working between the Norfolk and
Suffolk MH CYP collaboratives, which are on a county council footprint. Making
the structural, operational, and cultural changes required to deliver community
based multi-disciplinary teams, working across organisations, to ensure collective
support to meet the emotional wellbeing, mental and physical health needs of
the child or young person and their family.

How are we going to do it?
Embedding a new approach that:

e focuses on early intervention and prevention — moving
the resource and support further upstream, providing support to more
people at an earlier stage and freeing up specialist support

e focuses on ‘place’ and the development of support within local communities
— with less reliance on specialist settings, clinics, or institutions

° ryﬁ;/{es away from a focus on a clinical model to one which builds
(o) 4 " . .
undérstanding and resilience of community-led early support, and which
devely /.the skills and resources of people, families, and communities to
help thgg\}\selves.
.
"2,
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How are we going to afford to do this?

We intend to make use of existing resources in a different way. For example,
existing community-based teams would be upskilled to support people and
families with early dementia, which will free up capacity within the specialist
teams to support people with more complex needs and reducing the existing
specialist waiting lists. This process will be repeated for other conditions and for
children and young people too.
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What are the key dates for delivery?

70/133

Year 1 April 2024 — March 2025

Strengthening the Adult MH System Collaborative as it is
integrated into the wider Adult MH programme of work and
associated governance structure:

reviewing the membership and ToR of the MH Strategic
Oversight Board, and potentially the sub-groups that feed
into it.

incorporating the dementia programme of work into the
wider Ageing Well programme. The majority of the dementia
pathway is delivered by wider system partners represented
on the Ageing Well Programme Board.

Continued checking back with adults with mental health
needs, and children, young people and families with emotional
wellbeing, mental and physical health needs that the
transformed services are meeting their needs.

The CYP Mental Health Collaborative will continue to work
towards providing:

Self-Care support, through digital resources and tools,
including guided self-help, with a ‘request for support’
process that automatically leads to suitable resources.

Improved access to advice and guidance through a single
telephone number, and offering timely, single session
interventions where clinically appropriate.

Request for Support — One trusted pathway for children,
families, and professionals to ask for emotional wellbeing and
mental health support.

Year 2 April 2025 — March 2026

e Continued integration of services within mental health and
wider system pathways, so that people have their wellbeing
and mental health needs met seamlessly.

Embedding delivery of the adult mental health programme,
through key examples outlined in JFP Objectives 4a and 4d,
within the adult system collaborative.

This objective will be retired at the end of Year 2 and become
business as usual within the Adult MH programme of work.

How will we know we are achieving our Objective?

Access to support is streamlined, responsive and coordinated for:

e Adults with mental health needs.

e Children or Young Person with emotional wellbeing, mental and physical
health needs.

The impact will be measured by actively seeking feedback from our people and
communities, families and carers, and workforce, before and after any change
that is implemented.
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Objective 4c Establish a Children and Young People’s (0-25
years) Emotional Wellbeing and Mental Health ‘integrated
front door’ so all requests for advice, guidance and help are
accepted, and the appropriate level of support is given to
ensure that needs are met.

What are we going to do?

We are launching an Integrated Front Door (IFD) to support Children and Young
People (CYP) aged 0-25 with an emotional wellbeing or mental health need

to access the right support at the right time. This will be a ‘needs led’ single
integrated access point for all emotional wellbeing and mental health enquiries
and requests for support. Following consultation with CYP and families this new
service will be called “Norfolk & Waveney access to mental health advice and
support 0-25yrs”. The aim is that children and young people and their families
will have immediate guidance and/or timely support based on an understanding
of need, to allow them to flourish.

It will provide:

¢ Self-Care support, through digital resources and tools, including guided self-
help, with a ‘request for support’ process that automatically leads to suitable
resources

¢ Improved access to advice and guidance through a single telephone number,

and offering timely, single session interventions where clinically appropriate

¢ Request for Support — One trusted pathway for children, families, and
professionals to ask for emotional wellbeing and mental health support. The
clinical team will assess every request for support and promptly allocate to the
most appropriate service offer to meet the needs of children and young people
if required.

How are we going to do it?

Systéﬁ(»d)artners work collaboratively within a strategic alliance, ensuring that
servic committed to working together to provide the best possible care
and sup;?e‘@/for CYP and their families. This is in line with the Thrive principles,
with chlldreﬁsand young people at the centre of delivery and resources wrapped
around them, éhjblmg them to Flourish.
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How are we going to afford to do this?

This programme of work is fully resourced through identified mental health
service development funding (SDF) and is factored into medium term financial
plans. Any efficiencies gained through implementation will be re-invested into
enhancing the range of emotional wellbeing and mental health service offers and
capacity available.
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What are the key dates for delivery?
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Year 1 April 202 - Sep 2024

e Launch “N&W access to mental health advice and support 0-25yrs”
to include a comprehensive range of community emotional wellbeing
and mental health pathways (0-25yrs). Crisis support should continue
to be accessed through 111 Mental Health Option.
Refine data and reporting processes (including reporting on system
waits and coding) to ensure an improved experience for service users
and professionals.

Year 1 Oct 2024 - March 2025

* Work with system partners to scope additional CYP and family
support services that could be accessed via the IFD and plan for
implementation, including primary care.

Refine digital referral engine and request for support form
following feedback from CYP, families and professionals to
continue to enhance service user experience.

Year 2 April 2025 — March 2026

e Continue to onboard system pathways, including “Early Help and
Family Support” delivered by Local Authority partners.

* Implement Single Session approaches to ensure CYP can have
their needs met in the most efficient way.

Year 3 April 2026 — March 2027
® Develop and embed Atrtificial Intelligence (Al) and machine
learning solutions to improve efficiencies across the IFD.

Year 4 April 2026 - March 2027
To be defined by local plans developed in collaboration with system
partners.

¥agr 5 April 2028 - March 2029
To be defined by local plans developed in collaboration with system
partners.

How will we know we are achieving our Objective?
We will be able to measure an increase in the number of children and young

people accessing the right support to meet their emotional wellbeing and mental

health needs. This will be evidenced through the CYP Mental Health access

metric within the national Mental Health Services Data Set (MHSDS) and through

patient reported outcome measures.
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Objective 4d We will see the whole person for who they are,
developing pathways that support engagement, treatment and
promote recovery for people living with multiple and complex
needs, with a focus on dual diagnosis and Complex Emotional
Needs (CEN).

The term Dual Diagnosis in this Objective, is used to define the experience of
those with Mental lliness and substance misuse.

What are we going to do?

Complex Emotional Needs*:

1. Implementation of Complex Emotional Needs (CEN) Strategy, including the
development of a collaborative pathway.

2. Increasing access to psychological therapy for people with complex emotional
needs, wherever they present.

Dual Diagnosis:

3. Develop a recognised dual diagnosis pathway - with consideration to other
issues, social or physical that are commonly associated with experience of
Mental lliness and substance misuse.

*We are using the term Complex Emotional Needs to encompass people who
have previously been described as having a diagnosis of personality disorder or
experience of complex Post Traumatic Stress Disorder (PTSD).

How are we going to do it?
Providers and stakeholders will engage those with lived experience at all
stages, from design to delivery, to improve access and care for people with dual
diagnosis and Complex Emotional Needs, inclusive of those with Neuro Diversity.
O

IIV) 9, " . .
A neaktrpng door” approach will be developed with system partners Make
pathwé%é clusive, accessible and flexible to promote recovery and independence.

Partners v@i’?vork collaboratively to cover unmet needs.
SN
%,
°

73/133

We will continue to develop mental health provision in primary care, embed the
CEN strategy and pathway, and assist system partners to work collaboratively to
support people with dual diagnosis.

The Mental Health Integrated Community Interface (MHICI) will join system
partners up in a new way of working to provide this function, helping to improve
the experience of people with complex needs.

How are we going to afford to do this?

We will seek to identify what can be achieved through improved partnership
working within existing resource, and/or scope where additional resource would
improve delivery further.

What are the key dates for delivery?

Year 1 April 2024 - Sep 2024

Complex Emotional Needs:

® Provide a tiered offer of therapeutic interventions for those with
Complex Emotional Needs (CEN) who fall in the gap between
primary and secondary care

Dual Diagnosis:

e Agree an integrated mental and substance misuse pathway.
* Draft protocol for local data collection.

* Integrate Experts by Experience into working group.

Year 1 Oct 2024 - March 2025

Complex Emotional Needs:

¢ Implement the Norfolk and Suffolk Foundation Trust CEN Strategy
to support a joined-up approach across Norfolk and Waveney.
Review the offer for carers of people with Complex Emotional
Needs, identifying gaps with a view to improve provision.

Dual Diagnosis:
Draft a coproduced strategy.
Develop principles to support partnership working.
Begin to implement an integrated a mental health and substance
misuse pathway to improve access and increase inclusion.
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Year 2 April 2025 - March 2026

Complex Emotional Needs:

e Complete a review of patient experience and identify any unmet
need.
Strengthen integrated pathways and joint working between
providers.

Dual Diagnosis:

® Review training needs to inform expansion of dual diagnosis training
programme.
Review the experience of people with Dual Diagnosis leaving
prison, inpatient institutions and other out of system placements, to
improve continuity of care.

Year 3 April 2026 — March 2027

Complex Emotional Needs:

® Coproduce a set of recommendations to improve inclusion and
access for under-served groups and marginalised communities.

Expand existing training offer to professionals and carers, helping
them to identify and respond appropriately to people with co-
occurring needs.

Dual Diagnosis:

e Complete a digital options appraisal to improve service access.

® Review pathway and protocol to inform practice and ensure a
suitable offer for people of all ages.

Year 4 April 2027 - March 2028

Complex Emotional Needs and Dual Diagnosis::

e Evaluate service user and system outcomes to inform future
planning and ensure continual quality improvement.

Year 5 April 2028 - March 2029

Comiplex Emotional Needs and Dual Diagnosis::

e Continue to implement improvements to quality of care and patient
experience, addressing identified gaps.

How will we know we are achieving our Objective?
Complex Emotional Needs:

* 300 additional staff trained per year in Knowledge and Understanding
Framework, Dialectical Behavioural Therapy, or psychologically informed
approaches system-wide

* Increase in numbers of service users able to access a psychologically informed
intervention outside of NHS Talking Therapies and secondary care offer

e A reduction in presentations to Emergency Departments for patients with
Personality Disorder.

Dual Diagnosis

e Achieve an increased number of referrals (as per Y1 plans and trajectory)
accepted via the dual diagnosis pathway

* A reduction in presentations to emergency departments for service users with
mental health needs and drug or alcohol problems
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Case Study

Working together to reduce unnecessary
hospital admission

John is a 46-year-old man with cerebral palsy and epilepsy who called
999 with a head injury after a fall. John was assessed through the
999-triage process as requiring a category 3 response. This is a lower
acuity response with a target response time of 2 hours.

Within the Ambulance Control Room, this case was discussed with
partner organisations — 999, Community Teams and the Clinical
Assessment Service (CAS) — to determine whether a 999 response
would be best, or whether a different service could respond to John in
the allocated time.

John lives with his mum and both John and his mum were testing
positive for COVID-19 at the time of the call. The Community team
had resources available in the area who could visit John and his mum
at home. A Community Matron called John prior to visiting to explain
it would be the community team who would visit, not an ambulance.
John's mum was relieved by this as she said she hadn’t wanted to call
an ambulance but wasn’t sure what she should do instead.

Image kindly supplied by: Norfolk Community Health and Care

The Community Matron arrived at John's home within two hours and John was able to stay at home, which both he and his mum were
carried out an assessment. A clinical assessment was completed for relived about, as they were concerned about John having to go alone
the head injury, as well as wounds and bruises to the body that were to hospital while his mum was also covid positive. The Matron have
caused during the fall. The Matron was able to dress the wounds advice for what to do and who to contract if the situation deteriorated
and complete a chest examination and COVID-19 assessment. John and a follow up later that week confirmed that John was back to his
was found to have no clinical red flags that would be a reason for usual level of mobility, his wounds and bruising was healing and he

a hospital admission. The cause of the fall was also assessed and had no further concerns.

found to be caused be COVID-19 symptoms exacerbating John's
existing mobility difficulties. Mobility aids and equipment options
were discussed, and equipment from community stores was collected
and loaned. Medication advice was given to help with COVID-19
symptoms and some pain from the bruising.
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Ambition 5: Transforming
~ Care in Later Life
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Ambition 5: Transforming Care in Later Life

“Our aim is to simplify, improve and integrate health and care for people in later
life (including at the end of their life) across Norfolk and Waveney. We want to
design our services with and for the people of Norfolk and Waveney, to support
them to have the best possible quality of life.”

Sheila Glenn
Director of Planned Care and Transformation

What matters to you most?
NHS Norfolk and Waveney Recent JFP consultation feedback: “Support for social care for older people

to reduce acute admissions”. “Access to the right care pathway and improved
social care for dementia and Alzheimer’s.” “Tackling dementia care”. “Older/frail
people kept well at home”

What would you like to see in our five-year plan for health and care services?

lan Hutchison

Chair/ Senior Responsible Officer for Ageing Well
Programme Board Chief Executive Officer of East Coast
Community Healthcare

Why we chose these objectives

Our population is older than in most systems, but a lot of our services have not
been designed with older people in mind. Current services are often confusing or
complicated to access meaning that people don't always get the help they need
until far too late. So, we want to design our services with our older residents.

We want to make it easy for older people to access support as soon as they
need it, whether that support is for social, care or health needs. We want to
simplify and join up all of our different services, so they are wrapped around our
residents, and delivered as close to home and as early as possible.

By making it easy to access support and by removing the barriers between the
different types of support available, we will work together to support older
) people to maintain their independence and preserve their quality of life.
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Objective 5a: To have health, carer and support services that are fit
for our ageing population - supporting people as they age, to lead
longer, healthier, happier lives

In our first year, our objective was to develop a shared vision and strategy with older
people.

The Ageing Well Strategic Framework has now been published and you can read it
here.

The next year will focus on implementation.

What are we going to do?
Our vision is that Norfolk and Waveney will be a place where people in later life
and their carers:

e are helped to age well, living happier, healthier lives, living as independently
as possible, for as long as possible;

e feel heard and respected, and know they will be treated as individuals;

e experience services that ask, ‘what matters most to you’ and proactively act
upon their answer.

This year, we will work together with our NHS providers, VCSE partners,
members of our community, and our Public Health teams in Norfolk and Suffolk
to start delivering this framework.

How are we going to do it?
We will set up an Ageing Well Programme board and 4 priority workstreams:

1. Frailty focussed hospital care

2. Improved care and fewer unplanned admissions from care homes and supported
accommodation

3. vention of frailty and extending healthy older life

4.

I?rzg?@ved quality of life for people living with dementia
0@,0

We will aIsc?\gsk all our providers and places to use the strategic framework to

identify wher@gge have gaps or overlaps in our services and work to address those

and coordinate 6 services better.
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How are we going to afford to do this?

Simplifying access and focusing on early and local intervention will reduce long term
need and costs e.g.by preventing unnecessary ambulance call outs and hospital
admissions.

Co-designing services with older people to focus on maintaining independence will
reduce costs long term, but we will need to divert funding toward prevention, early
intervention and planning for the future, reablement and care at home.

Co-ordinating services using a system-wide perspective will deliver more integrated,
high-quality cost-effective care from multiple sectors so reducing waste and

duplication so saving cost for our system.

We will also actively seek new external monies / funds to support people in later life
where possible.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fimprovinglivesnw.org.uk%2F~documents%2Froute%253A%2Fdownload%2F998%2F&data=05%7C02%7Cliz.joyce2%40nhs.net%7Cb886d869e0d64b02e5e008dc316f9560%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638439602506731153%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=9B45YNdhat5nExWgm0zMpIdCxHGx1DW5qxuNxOUJ4xw%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fimprovinglivesnw.org.uk%2F~documents%2Froute%253A%2Fdownload%2F998%2F&data=05%7C02%7Cliz.joyce2%40nhs.net%7Cb886d869e0d64b02e5e008dc316f9560%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638439602506731153%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=9B45YNdhat5nExWgm0zMpIdCxHGx1DW5qxuNxOUJ4xw%3D&reserved=0

What are the key dates for delivery? How will we know we are achieving our objective?

e Reduced unplanned admissions from care homes.

e Better understanding and coding* of our population with frailty, enabling
specific support to be put in place.

e All providers signed up to the dementia charter and feedback from
people with dementia and those who care for them that this is improving
their experience

*clinicians describe a patients complaint, problem or diagnosis and treatment
in their notes which is classified into codes for the purposes of activity
reporting — this enables us to look at patterns and trends
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Case Study

Virtual ward prevents admission to hospital

John is an 84 year old man with long standing issues with his
breathing. John was referred to the Virtual Ward by his GP when
his breathing became difficult for the third time in 3 months.

Both times this had happened before, he had ended up in the
hospital emergency department which John found distressing and
disorientating, and on one occasion he had been admitted to the
hospital for 8 days.

John's GP referred him to the Virtual Ward during an emergency
appointment at the surgery. The virtual ward hub accepted the referral
and as part of his onboarding, they reviewed his health care records to
gain more information about what had happened during his previous
admissions and multiple A&E attendances. Remote monitoring
equipment was delivered and setup for John at home within two
hours of being onboarded. An initial assessment including blood tests
were performed in John’s own home to confirm the reason for John's
deterioration. The virtual ward team developed a management plan
and agreed this with John and his family using joint decision making.

John started treatment that day, and remained at home but with
daily calls, 24/7 monitoring and two further home visits before he
was "“discharged” from the virtual ward. Before that happened, the
virtual ward team, John and his family also agreed a long term health
care plan to try to prevent the need for further A&E attendances and
hospital admission.

ath
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Ambition 6: Improving
Urgent and Emergency Care
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Ambition 6: Improving Urgent and Emergency Care

“The aim is to ensure that the population we serve receive the right care, in the
right place, whenever they need it. Everyone should receive the best care that
meets their needs whether they access that care through their GF, 111, 999 or
by walking into an Emergency Department (ED)”

Dr Lindy-Lee Folscher,
ICB specialty advisor for UEC

Our objectives

a) Improve emergency ambulance response times and ensure patients
are seen more quickly in the Emergency Department by meeting
the required % of patients being admitted, transferred or discharged
within 4 hours

Expand virtual ward services as an alternative to an inpatient stay

Delivery of the RightCareNoW programme to reduce length of stay
(LoS) in hospitals

What would you like to see in our five-year plan for health and care
services? What matters most to you?
Rece JFP consultation feedback: “Involve other services such as the
%ﬁnce service when making your 5-year plan as when all the other services
fall it soj’wgays the ambulance service picking up the pieces”. “Next best thing is
more rehal eds for step down patients who do not require an acute bed but
are simply ngt well enough to be at home independently. “Really investing in
digital health i®crucial to ensure joined up, continuity of care”. “Easier access
to Primary Care Sérvices closer to home services in the community to prevent

Ill

hospital admission or facilitate early discharge home from hospital.
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Why we chose these objectives

We want our population to be confident that whenever they have an urgent care
need or an emergency happens the local NHS is there to rapidly respond, we will
continuously improve our emergency and urgent care services and adapt to our
population’s changing needs, take advantage of new technologies and develop
trusted relationships across all health and care organisations in Norfolk and
Waveney.

We know our population wants to receive care at home and avoid stays in
hospital where it is safe to do so and the evidence tells us this is best for people
too, avoiding deterioration in mobility through bed-based care or hospital
acquired infections. Two of our priorities focus on keeping more people at home
through enhancing joint working and collaboration between community teams
and ambulance services as well as expanding our virtual ward that has technology
at the heart of it. Our third priority is making sure that where hospital is the best
place for people to be cared for, there are quick, integrated processes to get
people home with the support they need to recover.

The Life Course Infographic in section 3.3 illustrates that for our working age
people who have a heart attack or stroke, further work is required to improve
admission to hospital where this is clinically necessary. Our priorities for
urgent and emergency care take the next step in collaborative working across
organisations to respond to patients when a need arises.

82
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Objective 6a Improve emergency ambulance response times

What are we going to do?

We will work with the ambulance service and community teams to improve how
quickly emergency ambulances can respond to our most unwell patients. To do
this, we will support community teams to respond to urgent care needs which are
not life threatening but cannot wait, thereby allowing the ambulance service to
better respond to serious issues that are a threat to life or limb and

are emergencies.

This will result in more 999 calls being safely and appropriately transferred to
community services, where the community is best resourced to respond the
patient will be visited from a member of the local NHS team. This could be from
a community nurse or therapist as part of the 2-hour urgent community response
team (UCRT), virtual ward or pharmacy. Community teams will work with senior
medical specialists who will advise on treatments and can access rapid-access
clinics and same day appointments at hospital.

For patients with an urgent same day care need this will mean an increasing
number of patients able to safely stay at home, supported by local health and
social care teams to remain safe.

How are we going to do it?

Appropriate urgent 999 calls will be digitally transferred to community for local
teams to respond. The Norfolk and Waveney unscheduled care hub (UCCH) will
have clinical conversations with ambulance crews on scene to agree if there is a
clinically appropriate alternative to hospital. This will allow crews to clear and move
on to their next call whilst UCCH arranges to get the patient to the alternative
service.

We will work collaboratively with clinicians in the ambulance service, the
community, primary care and others to develop the framework and digital
capabmty to identify and transfer patients from emergency services to urgent

com&g’mty services.

3%,
Our comrﬁuﬁlty response teams will be integrated working across organisations to
share skills aﬁ@make a greater impact by jointly responding and coordinating care
and sharing res%yvgces
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Leaders from partner organisations will determine how this will be modelled and
delivered to meet the needs of the local population. This may mean local variation
in how services are set up across Norfolk and Waveney but the outcome will be
the same - a rapid response from a clinician suitably skilled to assess and treat the
patient.

For health and care professionals working in urgent and emergency