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[A = Approval / R = Ratification / S = Assurance / D = Discussion / | = Information]

Agenda Item

OPENING MATTERS

Format

NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent

Time

STRATEGIC DEVELOPMENT AND OVERSIGHT

(1) Welcome and Apologies Chair Verbal | 13:30
(2) Declarations of Interest: Chair Verbal
To declare any new interests or existing
interests that conflict with an agenda item
(3) Minutes from previous meetings: Chair Enc.01
(4) Matters Arising / Actions from previous Chair Enc.02
meetings
(5) Questions from members of the public Chair Verbal
(6) Resident Story Mish Irvine Enc.03 | 13:40

(A) ICB Cluster:

(7) Chair Report Chair Verbal | 14:00
(8) CEO Report Simon Whitehouse Enc.04 | 14:10
(9) Operational Plans Claire Skidmore Enc.05 | 14:20
(10) | Operating Model Dr Lorna Clarson Enc.06 | 14:30
(11) | Neighbourhoods and Place Phil Smith Enc.07 | 14:50
(12) | Risk and SBAF Strategy Mish Irvine Enc.08 | 15:15

(B)

BREAK - 10 minutes

STW Only:

(13) | Equality, Diversity and Inclusion Update Vanessa Whatley Enc.09 | 15:35
Mish Irvine Enc.10

GOVERNANCE AND PERFORMANCE
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NHS Shropshire, Telford and Wrekin

ANY OTHER BUSINESS

Shropshire, Telford and Wrekin Integrated Care System NHS Staffordshire and Stoke-on-Trent
(14) | Integrated Performance Report Claire Skidmore D/l Enc.11 | 16:05
(15) | "Triple A’ Board Committee Highlights Reports 16:20
a) In Common:
Finance Committee Mike Lawton A Enc.12
Quality and Performance Committee Cheryl Etches A Enc.13
Strategic Commissioning & Transformation | Trevor McMillan A Enc.14
Committee
People, Culture and Inclusion Committee Mish Irvine A Enc.15
b) SSOT:
Staffordshire & Stoke-on-Trent Health and | Dr Rachel Gallyot | A Enc.16
Care Senate

¢ Have we upheld the behaviours agreed in
the Leadership Compact?

e Has there been any learning and how we
can improve going forward?

(16) | Any Other Business — notified in advance to Chair D Verbal | 16:30
Chair

(17) | Review of new or amended risks following Chair D/A Verbal | 16:35
discussions in the meeting

(18) | Meeting Effectiveness: Chair S Verbal | 16:45

Date and time of next meeting:
Thursday, 25 June 2026 at 13.30pm

Mr lan Green, OBE

Cluster Chair

NHS Shropshire, Telford and Wrekin
NHS Staffordshire, Stoke-on-Trent

Mr Simon Whitehouse
Cluster Chief Executive
NHS Shropshire, Telford and Wrekin
NHS Staffordshire, Stoke-on-Trent
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Shared Meeting Minutes of

NHS Shropshire, Telford and Wrekin Integrated Care Board
NHS Staffordshire and Stoke-on-Trent Integrated Care Board

Thursday, 26" March 2026 at 1.30

Room 1, 1%t Floor, Wellington Civic Offices, Larkin Way, Tan Bank, Wellington, Telford, TF1 1LX

Present:
lan Green OBE (IG)

Simon Whitehouse (SW)

Claire Skidmore (CS)

Cheryl Etches OBE (CE)

Roger Dunshea (RD)
Shokat Lal (SL)
Vanessa Whatley (VW)

Heather Johnstone (HJ)

Dr Rachel Gallyot (RG)
Joanne Williams (JW)

Dr. lan Chan (IC)
Dr Joanna Chan (JC)
David Sidaway (DS)

Simon Constable

Dr. Lorna Clarson (LC)
Mish Irvine (MI)

In Attendance:
Liz Lockett (LL)

Dr Tony Ahmed (TA)
Tanya Miles (TMS)
Andrew Morgan (AM)

Terry Gee (TG)

Lynn Cawley (LCY)
Clare Trenchard

Anna Mather (AMR)
Paul Winter (PW)
Adele Edmonson (AE)
Claire Colcombe (CC)

Apologies:
Neil Carr

Trevor McMillan OBE
Mike Lawton

Dr Paul Edmonson-Jones

_

Chair (Meeting Chair), NHS STW & NHS SSOT

Chief Executive Officer, NHS STW & NHS SSOT

Deputy Chief Executive Officer and Chief Finance Officer, NHS STW &
NHS SSOT

Non-Executive Member, NHS STW

Non-Executive Member, NHS STW

Non-Executive Member, NHS SSOT

Interim Chief Nursing Officer, NHS STW

Interim Chief Nursing Officer, NHS SSOT

Interim Chief Medical Officer, NHS STW & SSOT

Trust Partner Member and Chief Executive Officer, The Shrewsbury and
Telford Hospital NHS Trust and Shropshire Community Health NHS Trust
Primary Care Partner Member, NHS STW

Primary Care Partner Member, NHS SSOT

Local Authority Partner Member and Chief Executive Officer, Telford and
Wrekin Council

Trust Partner Member & Chief Executive, University Hospitals of North
Midlands (virtually)

Chief Officer of Strategy and Improving Outcomes, NHS STW & NHS SSOT
Chief of Staff, NHS STW & NHS SSOT

Chief Nurse, Midlands Partnership University NHS Foundation Trust
(virtually)

GP Partner (Dental), NHS SSOT

Interim Chief Executive Officer, Shropshire Council (Virtually)

Chair in Common, Shropshire Community Health NHS Trust and
Shrewsbury & Telford Hospital NHS Trust

Healthwatch, Telford and Wrekin

Healthwatch Shropshire

Healthwatch Stoke-on-Trent (virtually)

Healthwatch (virtually)

Associate Director of Corporate Governance, NHS STW & SSOT

Head of Communications & Engagement, NHS STW & SSOT

Board Secretary, NHS STW

Trust Partner Member and Chief Executive Officer, Midlands Partnership
University NHS Foundation Trust

Non-Executive Member, NHS STW

Non-Executive Member, NHS SSOT

Transformation Director, NHS SSOT
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Jon Rouse Local Authority Partner Member and Chief Executive Officer, Stoke-on-
Trent City Council

Pat Flaherty Local Authority Partner Member and Chief Executive Officer, Staffordshire
County Council

Siobhan Heafield Non-Executive Member, NHS SSOT

Simon Fogell Chief Executive, Healthwatch

Dr Buki Adeyemo Trust Partner Member and Chief Executive Officer, North Staffordshire
Combined Healthcare NHS Trust

Phil Smith Chief Delivery Officer, NHS STW & NHS SSOT

Minute No. ICB-26-03-001 — Welcome & Apologies

01.1 IG formally opened the meeting and welcomed all members, partners and attendees. IG
confirmed that the meeting was being conducted in a hybrid format and that the agenda and
supporting papers had been circulated in advance to enable appropriate preparation and
scrutiny.

001.2 IG noted that this meeting marked the final Board attendance of Siobhan Heafield
(Non-Executive Member, NHS SSOT) and Simon Fogell (Chief Executive, Healthwatch). The
Board formally recorded its thanks for their contributions, particularly noting Siobhan Heafield’s
leadership on quality assurance during a period of transition and Simon Fogell's role in
strengthening public voice and engagement.

001.3 Apologies as listed in the agenda were noted. No additional apologies were received.
Minute No. ICB-26-03-002 — Members’ Declarations of Interests

002.1 Members had previously declared their interests, which were listed on the ICB’s Register of
Interests and available to view on the website at:

Reqister of Interests - NHS Shropshire, Telford and Wrekin
(shropshiretelfordandwrekin.nhs.uk)

ICB Master COIl Register January 2026

002.2 Members were invited to declare any new interests or identify any existing conflicts of interest
relating specifically to the agenda items for the meeting. No additional declarations or conflicts
of interest were reported.

002.3 Members were reminded that, should any conflict become apparent during the discussion of
individual agenda items, they should declare it at the relevant point in the meeting.

Minute No. ICB-26-03-003 — Minutes of Previous Meeting
003.1  The minutes of the meetings held on 29 January 2026, and 9 February 2026 were considered
by the Board.

003.2 SW noted a minor textual correction, advising that references to “IA” in the minutes should be
amended to correctly read “IG”. No other amendments were proposed.

Action: Minor textual amendments to be made, replacing “IA” with “IG”. - (CC)

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board APPROVED the

_I Il


https://www.shropshiretelfordandwrekin.nhs.uk/about-us/how-we-are-run/polices-procedures-and-governance/conflicts-of-interest/register-of-interest/
https://www.shropshiretelfordandwrekin.nhs.uk/about-us/how-we-are-run/polices-procedures-and-governance/conflicts-of-interest/register-of-interest/
https://staffsstoke.icb.nhs.uk/your-nhs-integrated-care-board/our-publications/board-papers/2026/january-2026/25-26-icb-master-coi-register-january-2026/?layout=file
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minutes as an accurate record of proceedings, subject to the agreed
amendment.

Minute No. ICB-26-03-004 — Matters Arising/Actions from previous meeting

004.1

004.2

004.3

004.4

004.5

004.6

IG reviewed the action log and provided assurance that several actions arising from previous
meetings had either been completed or were addressed through items on the current agenda.

Action Minute No. ICB-26-01-001b — Leadership Compact - was confirmed as completed and
formally closed, having been adopted by both ICBs.

Action Minute No. ICB 29-01.007 — ICB Cluster Chief Executive Report - relating to clarification
of digital text services and associated responses from relevant teams was also confirmed as
complete.

Action Minute No. ICB 29-01.008 — Residents/Community Story - relating to an update on end-
of-life care and Neighbourhood development was discussed. |G confirmed that there remained
strategic and system interest in this area and that it was important the Board considered the
topic in the context of Place-based development and partnership working. It was therefore
agreed that a substantive discussion would be scheduled for a future Board meeting.

Minute No. ICB 29-01.010 — Short- and Medium-Term Planning — relating to a further meeting
for final approval of the Board Assurance Statement was confirmed as completed and formally
closed, having taken place on 9™ February 2026.

IG further confirmed that actions relating to the System Board Assurance Framework (SBAF),
Public Voice and Meeting Effectiveness were being addressed through the current or
forthcoming agendas.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the update on
actions and matters arising and AGREED that completed actions be
formally closed.

Minute No. ICB-26-03-005 — Questions from members of the public

005.1

005.2

The Board was advised that eight questions had been received from members of the public.
IG confirmed that responses would be prepared and issued in due course, published on the
ICB websites, and that a link to the responses would be included within the published minutes
to ensure transparency.

Questions can be found here: NHS STW/SSoT Board - Public Questions

Minute No. ICB-26-03-006 — Chair’s Report

006.1

006.2

006.3

_

The Chair’s report, previously circulated, was taken as read.

IG advised that Neil Carr, Simon Constable, Joanne Williams and Dr Buki Adeyemo had been
formally appointed as NHS Provider Partner Member Representatives to the Board, each
aligned to a different ICB, while retaining the ability to contribute fully across the agenda.

IG further confirmed that Provider Chairs had been advised that they were welcome to attend
and contribute to Board meetings even where not formal members, and that discussions were



https://www.shropshiretelfordandwrekin.nhs.uk/about-us/how-we-are-run/meetings-committees-and-events/governing-body-meetings/nhs-stw-board-public-questions/

006.5
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ongoing with local authority leaders and NHS Chief Executives regarding attendance and
engagement.

No questions were raised on the report.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board RECEIVED the report
and were ASSURED the leadership are working on each topic as raised.

Minute No. ICB-26-03-007 — Chief Executive Report

007.1

007.2

007.3

007.4

007.5

007.6

007.7

007.8

007.9

_

The Chief Executive’s report was taken as read, with several key points highlighted for
assurance.

An update was provided on the clustering work and the associated Management of Change
process. SW acknowledged colleagues leaving the organisation through voluntary redundancy
and expressed thanks for their significant contributions. It was noted that the Management of
Change process was now progressing for all remaining staff, with a clear timeline in place.

The Board noted the Staff Survey results, which demonstrated that engagement had largely
been maintained across both ICBs despite the challenges of the past 12 months. Credit was
given to leaders and teams for supporting staff through a period of sustained organisational
change and significant uncertainty.

Members were advised that the April Board meeting would include a substantive discussion
on the ICB Operating Model, focusing on the organisation’s role as a Strategic Commissioner
and how this would be delivered in practice.

SW highlighted the successful exit of SaTH from the Recovery Support Programme,
recognising this as a significant milestone achieved through strong collaboration across the
system. It was noted that no providers across the cluster were now rated at the lowest level of
the Oversight Framework, while acknowledging that further improvement on the consistent
delivery of the NHS constitutional standards was still required.

Updates were also provided on improvements in General Practice access, Dentistry, and
Urgent and Emergency care. While continued challenges were recognised, progress was
evident across all areas.

The Board was informed that the Prescription Ordering Direct service had been formally
decommissioned. Thanks were extended to the staff who had delivered the service over
several years and to general practice colleagues for supporting the transition.

Provider representatives reflected positively on the progress made, particularly in relation to
quality improvement and staff morale, while emphasising the need to sustain momentum.
Members discussed the importance of continued support for General Practice, including timely
access, continuity of care, and the reduction of Secondary Care waiting times to release
capacity.

Partners requested clear communication on senior leadership appointments as the
Management of Change process progressed, to support effective system working. Members
also asked for more granular data on General Practice appointment capacity, to identify further
improvement opportunities.
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007.10 SW acknowledged these points and confirmed that partner engagement and detailed updates

007.11

would be provided as appointments were confirmed. Future Board and strategy sessions
would further explore Primary Care, Neighbourhoods, Dentistry, and Community Pharmacy as
part of strengthening system resilience.

No further questions were raised.
RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS

Staffordshire, Stoke-on-Trent Integrated Care Board RECEIVED the report
and were ASSURED the leadership are working on each topic as raised.

Minute No. ICB-26-03-008 — Patient Story — CAMHS: Logan’s Story

008.1

008.2

008.3

008.4

008.5

008.6

008.7

_

The Board received and viewed a patient story focusing on Logan, a young person with lived
experience of mental ill health who has been supported by CAMHS and the MPFT Transitional
Care Team. The story was presented via a recorded interview with Logan sharing his
experiences.

The Board was advised that the story was particularly timely given the imminent introduction
of a new CAMHS contract and provided valuable insight into transitional care as young people
move from Children’s to Adult services. Members noted the strong alignment with the 10-Year
Plan and the emphasis on early intervention, prevention, and continuity of support for children
and young people with mental health needs.

Logan described his experience of mental ill health, including depression, anxiety and OCD,
and the impact of bullying and isolation, particularly during his transition to university. He
outlined the importance of recognising the need for help, accessing support initially through
friends and family, and subsequently via his GP and CAMHS services. Logan spoke positively
about the support received from the Transitional Care Team, highlighting the value of
non-clinical, community-based conversations which helped rebuild confidence, reduce
isolation, and support recovery.

Members reflected on the importance of trusted relationships, early help, and personalised
support delivered in environments that feel safe and accessible to young people. The Board
recognised the skill involved in delivering therapeutic conversations that are perceived as
informal but have a significant clinical and emotional impact.

Discussion highlighted the risks associated with the transition from children to adult services
and the need for a system-wide approach to minimise disengagement during this period.
Members emphasised that while Logan had strong family and social support, not all young
people have similar networks, particularly those with additional vulnerabilities, including
language barriers and social isolation.

Questions were raised regarding the scalability of the Transitional Care Team model across
the wider system, links with suicide prevention programmes, inclusion and equity of access,
and the potential for learning from this model to inform transitions in other services, including
long-term physical health conditions.

Representatives from MPFT confirmed that suicide prevention was a core workstream across
the system, with strong links to Public Health, schools, and Health and Wellbeing Boards. It
was noted that early engagement, lived-experience roles, school-based interventions, and
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community-based outreach were key components of the approach. The ambition to expand
transitional care provision and reduce the number of young people requiring escalation into
adult services was reaffirmed.

008.8 The Board expressed its sincere thanks to Logan for his courage in sharing his story and
acknowledged the positive impact of lived-experience narratives in shaping service design and
improvement. Members also thanked MPFT staff for their ongoing work in delivering
compassionate, preventative, and person-centred care.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS

Staffordshire, Stoke-on-Trent Integrated Care Board:

e NOTED the challenges faced by young people during transitions
between children’s and adult mental health services

¢ RECOGNISED the positive impact that the Transitional Care Team has
had in Logan’s case

e CONSIDERED the Ilearning for future service development in
Shropshire, Telford and Wrekin

Minute No. ICB-26-03-009 — Updated NHSE ICB Collaboration Agreement and Joint Working

Agreement
009.1 LC introduced the item concerning the updated NHS England ICB Collaboration Agreement

and Joint Working Agreement.

009.2 Members were advised that, from April 2027, ICBs will assume statutory responsibility from
NHS England for commissioning Specialised Services, Health and Justice services, and
screening and vaccination programmes. These functions represent a significant financial and
operational portfolio and require commissioning expertise delivered at appropriate scale. In
response, the National Planning Framework recommends the establishment of an Office of
Pan-ICB Commissioning (OPIC) within each region, to retain specialist commissioning
capability and enable commissioning across larger footprints where required.

009.3 Inthe Midlands, the OPIC will be hosted by the Birmingham, Solihull and Black Country cluster
of ICBs. The Collaboration Agreement sets out the governance framework for the development
of OPIC, including the establishment of a Midlands Joint Collaborative Committee. This
committee is required because some services will transfer fully to ICB accountability, while
others will be delegated during the transition period, with NHS England retaining accountability
until legislative change.

009.4 The Board noted that the ICB would be represented on the Joint Collaborative Committee by
a nominated Executive Member, to be confirmed. Regular assurance reports would be
provided to the Board on the establishment and operation of OPIC, hosting arrangements, and
the management of service transfer. A number of supporting sub-groups will sit beneath the
Joint Collaborative Committee, including groups for acute specialised commissioning, mental
health, learning disabilities and autism, quality, and finance and contracting.

009.5 Members sought and received assurance that, while governance arrangements would operate
at regional level, individual ICBs would remain accountable for their responsibilities. It was
confirmed that funding for OPIC sits outside core ICB allocations and that staff transferring
from NHS England specialised commissioning would do so following a defined transformation
and change process. No material financial risks were identified at this stage.

_
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009.6 Discussion emphasised the importance of active ICB participation in the governance and
sub-group structures to ensure that commissioning decisions align with local strategic priorities
and population health needs. Members also noted opportunities for improved pathway design
and potential efficiencies through the new arrangements.

009.7 It was noted that minor administrative corrections were required to the Collaboration
Agreement, including amendments to ICB address details, prior to formal signing.

009.8 The Board considered the recommendations and agreed to approve the updated Collaboration
Agreement and associated terms of reference, noting that formal approval is required by the
end of April 2026. The Board also endorsed the joint working arrangements to support the
2026/27 transition year.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board:

¢ APPROVED the updated NHSE ICB Collaboration Agreement, including
the terms of reference of the Midlands Joint Collaborative Committee;

e NOTED that formal approval is required by April 2026; and

e ENDORSED the implementation of the joint working arrangements for
the 2026/27 transition year.

Minute No. ICB-26-03-010 — Involvement Update

010.1 The Board received a verbal update on patient and public involvement, provided in response
to an action from the previous meeting and a query from Healthwatch regarding assurance of
ongoing involvement in commissioning. It was noted that work is ongoing to finalise the ICB
Operating Model and Commissioning Cycle, and that a verbal update was therefore provided
at this stage.

010.2 AE outlined how patient and public involvement underpins the four stages of the Strategic
Commissioning Cycle, in line with the NHS Long Term Plan and Strategic Commissioning
Framework. This includes understanding population need, shaping commissioning intentions,
influencing procurement and contracting, monitoring delivery and evaluating impact. The
approach also supports Neighbourhood health development and fulfils the statutory duty on
both ICBs to involve people and communities in service planning and delivery.

010.3 The Board was advised that patient and public involvement has been mapped across the
Commissioning Cycle and that existing arrangements across Staffordshire, Stoke-on-Trent and
Shropshire, Telford and Wrekin have been reviewed to identify strengths, opportunities to build
on current approaches, and gaps requiring further development. Early engagement has taken
place with partners including Healthwatch and the VCSE sector, with reference to learning from
the King’s Fund report on the future of patient voice and the importance of independent
engagement.

010.4 Members welcomed the progress made and emphasised the importance of building on existing
engagement frameworks, improving coordination across the system to reduce duplication and
engagement fatigue, and strengthening mechanisms to share and triangulate feedback from
multiple sources, including Providers, frontline staff, complaints, MPs and informal patient
interactions. The need to improve reach into seldom-heard groups, working populations and
communities less likely to engage through traditional methods was also highlighted.

_
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010.5 It was agreed that a joint Cluster-wide Patient and Public Involvement Strategy and supporting
framework will be developed, aligned to NHS England guidance, the Neighbourhood Health
Framework and the Strategic Commissioning Cycle. This will include clear principles,
governance and evaluation arrangements, and will be brought back to the Board for further
consideration once engagement with partners and communities has taken place.

Action: Develop and bring to a future meeting a joint Patient and Public Involvement
Strategy and framework to the Board (Leads: Ml / AE).

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the verbal
update.

Minute No. ICB-26-03-011 — 5 Year Strateqgic Commissioning Plans

011.1  LC introduced the five-year Strategic Commissioning Plans for NHS Shropshire, Telford and
Wrekin ICB and NHS Staffordshire and Stoke-on-Trent ICB. It was noted that the plans
respond to the NHS England Planning Framework requirement to move from annual planning
to a medium-term approach, setting out the ICBs’ strategic intent and commissioning role over
the next five years.

011.2 Members were advised that the plans are informed by population needs assessment and
supported by population health improvement plans and clinical strategies. They focus on
delivery of the three core NHS transformation shifts: hospital to community, treatment to
prevention, and analogue to digital; alongside two locally prioritised shifts: improving access
to services and strengthening value and productivity.

011.3 Key priorities under hospital to community include development of integrated neighbourhood
teams for adults and children, expansion of urgent community response and virtual wards,
increased community-based diagnostics and elective activity, and enhanced support for
people with long-term conditions, mental health needs, and complex care requirements. Digital
priorities include improving digital maturity and interoperability, enabling Shared Care Records
and digital care plans, supporting remote monitoring and digital triage, and ensuring action to
address digital exclusion. Prevention priorities include targeted interventions on smoking,
obesity, hypertension, mental ill health and respiratory disease, improving uptake of screening,
immunisations and vaccinations, and strengthening early years support through family hubs
and best-start pathways, with a continued focus on Core20PLUSS.

011.4 Members also noted planned priorities in urgent and emergency care, end-of-life care, elective
recovery, diagnostics, mental health crisis alternatives, CAMHS reform, and improvements to
neurodevelopmental diagnostic pathways.

011.5 The Board noted that delivery of the plans is underpinned by a financial strategy targeting a
minimum of 2% annual efficiency and productivity, supported by a move towards value-based
commissioning. This includes clear outcome measures, robust evaluation frameworks, and the
ability to redirect resources away from lower-value interventions where appropriate.

011.6 Key enablers identified within the plans include workforce sustainability, estates optimisation,
inclusion and equality, research and innovation, data sharing and strong safeguarding
partnerships. The Board recognised the importance of maintaining system resilience while
delivering change at pace.

_
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011.7 During discussion, members emphasised the importance of:

Strengthening joint commissioning with local authorities;

Clear public communication on what the plans will mean for residents;
Consistency across the two plans;

Addressing cross-boundary patient flows and inequalities in service access;
Progressing delegation of budgets and responsibilities to place;

Ensuring workforce capacity and provider readiness for transformation; and
Maintaining collaborative behaviours across the system.

011.8 The Board welcomed the plans as a strong foundation and acknowledged that they would
continue to evolve, including further iterations informed by NHS England feedback, partner
engagement and progression towards closer system integration.

011.9 IG summarised key themes for further development, including joint commissioning,
Place-based working, meaningful public engagement, tackling inequalities, and balancing
ambition with operational resilience. Members expressed support for the plans and thanked
officers and teams for the work undertaken.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board:

e APPROVED the Five-Year Strategic Commissioning Plans for
Shropshire, Telford and Wrekin ICB and Staffordshire and Stoke on
Trent ICB 2026/27 to 2030/31 as the strategic direction for the system.

e AGREED that progress will be monitored through regular Board
updates, Committee oversight and the systemwide performance and
risk framework.

Minute No. ICB-26-03-012 — Integrated Performance Report

012.1 CSintroduced the Integrated Performance Report, noting that the end of the financial year was
approaching. Members were advised that there were no material or significant changes to
report at this stage. Both systems remained on track to deliver the previously reported financial
positions.

012.2 From a financial perspective, NHS Staffordshire and Stoke-on-Trent ICB was on course to
deliver a break-even system position, while NHS Shropshire, Telford and Wrekin ICB was
forecasting a small system surplus of £2.3m. Both systems continued to adhere to agreed
capital expenditure plans. It was also noted that preparations were underway for year-end
processes, including External Audit and reporting to the Audit Committee.

012.3 Key performance highlights were then outlined:

Elective Activity

NHS England had provided additional funding to support March “sprint” activity to maximise
year-end delivery. This included additional theatre lists, weekend activity, accelerated
diagnostics, pathway validation and use of external capacity where appropriate. Early
indications were positive, particularly at SaTH and UHNM, though ongoing challenges
remained at The Robert Jones and Agnes Hunt Orthopaedic Hospital, especially for longer
wait cohorts, which continued to be closely monitored with NHS England.

Cancer Performance

_
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Significant improvement was noted at SaTH over the previous 12 months. UHNM remained
behind plan but was expected to recover through year-end actions. Members were reminded
that cancer performance also relies on prevention, early diagnosis and screening uptake. The
Board noted the launch of the National Cancer Plan in February and highlighted successful
local initiatives, including a men’s health event at Stoke City Football Club and continued
outreach using the cancer bus across the system footprint.

Urgent and Emergency Care

Improvements were reported in ambulance response times, with Category 2 response times
improving to 30 minutes in Shropshire, Telford and Wrekin and 23 minutes across Staffordshire
and Stoke-on-Trent in February. However, ambulance handover delays remained a significant
challenge, with average handover times exceeding the 45-minute standard at both SaTH and
UHNM. Work was ongoing to address handover delays and improve four-hour performance,
which, although showing some improvement, remained below desired levels.

Members received an update on winter resilience, noting that overall performance during the
most recent winter had improved compared with the previous year. While progress had been
made, particularly following the introduction of new handover processes with the ambulance
service, it was acknowledged that performance remained below required standards and further
work was needed to prepare for the next winter period.

The Board was also advised of impending industrial action by Resident Doctors in the
post-Easter period. Planning was underway to mitigate the combined impact of the Easter
Bank Holidays and industrial action on elective activity and to maintain resilience across urgent
and emergency care pathways. The Board would be kept informed of any material impact.

Clarification was provided regarding a reported capital underspend within Shropshire, Telford
and Wrekin, which related primarily to agreed reprofiling of national programmes and did not
impact the overall agreed financial position.

No further comments or questions were raised.
RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS

Staffordshire, Stoke-on-Trent Integrated Care Board NOTED and
DISCUSSED the contents of the report.

Minute No. ICB-26-03-013 — Transition Committee Update Report

013.1

013.2

013.3

_

SW introduced the Transition Committee Update Report and noted apologies for absence from
the Committee Chair.

The Board was advised that much of the content had been reflected earlier in the Chief
Executive’s report. Key areas of focus included the governance arrangements in place to
oversee transition activity and the work undertaken to support colleagues through the voluntary
redundancy process.

Members noted that the workforce glidepath had been updated to reflect the impact of the
nationally agreed NHS pay award. As a result, the previously stated target had been revised,
with a clear glidepath now established to reach a workforce expenditure position of £19.55 per
head of population.
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013.4 The Board was updated on ongoing work with CSU colleagues and NHS England in relation
to the transfer of functions, the closure of CSU arrangements, and the development of shared
services. Preparatory work for the potential future merger continued in parallel, recognising
that this remains subject to a formal process and further approvals.

013.5 SW confirmed the intention to bring further updates on transition activity back to the Board for
assurance as work continues.

013.6 No questions or concerns were raised by members.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board were ASSURED that
the Transition Committee is managing the complex transition work
programme, is tracking and manging the issues and risks associated with
the transition.

Minute No. ICB-26-03-014 — ‘Triple A’ Board Committee Highlights Reports

014.1 IG introduced the Committee Highlight Reports and advised that work continued to align
committee arrangements across both ICBs. Members were informed that while some
committees were already meeting in common, others would transition more gradually, with the
majority expected to meet jointly over the coming months.

Finance and Performance Committee

Apologies were noted from the Committee Chair. It was reported that key finance,
performance, activity and workforce matters had already been discussed under earlier agenda
items. The Committee had considered the more technical elements of the plan, which were
expected to receive NHS England sign-off in the coming weeks. These would then be brought
to the next Board meeting for consideration.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Audit Committee

The update focused on year-end closure for 2025/26 and preparations for External Audit.
Ongoing engagement with External and Internal Audit providers was reported. The Committee
was functioning effectively as an ‘In Common’ committee across both ICBs, with assurance
provided that financial controls and audit preparations were in a strong position.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Remuneration Committee
No matters of concern were raised. The Committee had spent the majority of the meeting
considering matters relating to the Voluntary Redundancy process, which had been covered
elsewhere on the agenda.

_
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RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Strategic Commissioning and Transformation Committee

The Board was asked to ratify a decision relating to the procurement of the new Wheelchair
Service for Staffordshire and Stoke-on-Trent. It was confirmed that a robust procurement
process had been undertaken and scrutinised by the Committee, resulting in the award of the
contract to Ross Auto Engineering Limited trading as Ross Care, for an initial three-year term
with the option to extend for a further two years. The Board agreed to ratify the decision.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report and RATIFIED the approval of the Contract Award to Ross
Auto Engineering Limited for 3 years with an optional two year extension.

Quality and Performance Committee — Shropshire, Telford and Wrekin

The Committee noted progress in several areas, including improvements in urgent and
emergency care risk ratings and children and young people’s palliative care provision. Positive
progress was also reported in reducing long waiting times for children’s services. The
cardiovascular, renal and metabolic strategy had been supported by the Committee and
referred onward for further consideration.

Members were updated on work underway to explore how Quality and Performance
Committee arrangements could meet in common across both ICBs, recognising the close
interdependency between quality and performance measures.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Shropshire Integrated Place Partnership

The most recent meeting focused on the new children and young people’s mental health
contract. Members welcomed the emphasis on prevention, early intervention and integration,
while noting ongoing concerns around access. Actions were agreed with the provider to
provide assurance on implementation and quality as the service transitions.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Telford and Wrekin Integrated Place Partnership

The Board noted feedback from a well-attended Place-based workshop involving system
partners. Discussion focused on Neighbourhood health, shifting care closer to home, mental
health transformation and the role of the voluntary and community sector. Members welcomed
progress on Neighbourhood initiatives, including the deployment of mobile services delivering
health, employment, education and safety support directly within local communities.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

_
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People, Culture and Inclusion Committee — Shropshire, Telford and Wrekin

The Committee noted the launch of the Work Well programme, commissioned by the
Department for Work and Pensions, aimed at supporting people with health-related barriers to
employment. The Board recorded thanks to Ml for her leadership of the Committee and noted
plans to develop future joint committee arrangements across both ICBs.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report.

Quality and Safety Committee — Staffordshire and Stoke-on-Trent

Key issues included ongoing challenges with the timeliness of health assessments for
looked-after children. While progress had been uneven, work continued to establish a clear
improvement trajectory, supported by quality improvement approaches and shared learning
across the Cluster.

It was noted that this marked the final ‘Triple A’ report for this Committee, with system quality
arrangements continuing through an evolving shared Committee model. The Board was asked
to ratify several policy approvals made under delegated authority, including the Integrated
Health and Social Care Support Protocol, the Complaints, MP Letters and Concerns Policy,
and the Quality Impact Assessment Policy. The Board agreed to endorse these decisions.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report and RATIFIED the following policies: the Health & Social Care
Integrated Health and Social Care Support Protocol, the Complaints, MP
Letters and Concerns Policy, and the Quality Impact Assessment Policy.

Staffordshire and Stoke-on-Trent Health and Care Senate

Updates were provided on Medicines Optimisation decisions, including pathway updates and
approval of cost-effective generic medications delivering financial savings. Plans were outlined
to expand the Senate’s scope and membership to support future joint working across both
ICBs.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the contents
of the report and RATIFIED the following decisions:

e The Senate had previously virtually approved decisions a) to d) and f)
and noted items e) to g) from the October integrated Medicines
Optimisation Group (IMOG) meeting and that decision was endorsed in
the meeting.

¢ The Senate approved IMOG decisions a) to d) from the meeting on 5th
November and decisions f) to I) from the meeting held on 3rd December
2025.

014.2 The Committee Chairs and members were thanked for their work, and the Board emphasised
the importance of committee assurance in supporting effective governance as arrangements
increasingly move to shared models.

Minute No. ICB-26-03-015 — ICB Cluster — Joint SBAF and Risk Register Report

_
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Ml introduced the Joint System Board Assurance Framework (SBAF) and Risk Register report,
emphasising the importance of Board oversight of system-level risks. Members were advised
that the report presented a consolidated view across NHS Shropshire, Telford and Wrekin ICB
and NHS Staffordshire and Stoke-on-Trent ICB.

PW introduced the report and explained that nine consolidated strategic risks had been
developed through a process of rationalising and harmonising the legacy strategic risks from
both ICBs. The aim of this work was to establish a clear, coherent and system-wide risk
narrative to support effective assurance at Cluster level. The detailed paper was taken as read.

Members were advised that the methodology applied involved aligning the legacy strategic
objectives from both ICBs into four shared strategic objectives, consistent with the ICB’s
statutory purpose. The consolidated strategic risks (SBAF 1-9) had been mapped against
these objectives, enabling clearer oversight of delivery and risk exposure across the system.

The Board noted that the SBAF represented a year-end position and reflected partial
assurance overall, recognising that while progress had been made across all risk areas, a high
level of risk remained as the two systems continued to transition towards greater alignment.
The Board was advised that the SBAF and risk register should be regarded as living
documents and would continue to evolve.

Future development proposals included:

e Using a forthcoming Board development session to agree the cluster’s strategic objectives
for 2026/27 and align these with commissioning priorities;

e Developing a shared Cluster-wide Risk Appetite statement to support greater consistency
in risk identification and escalation;

e Exploring improvements to reporting formats, including potential quarterly dashboard
based reporting through a new risk management system, to enhance clarity and reduce
duplication.

Board members welcomed the work undertaken, acknowledging the complexity of
consolidating two established risk and assurance frameworks. Strong support was expressed
for a Board workshop to further refine the approach, particularly given the importance of risk
management to overall governance and audit assurance arrangements.

Members highlighted the need for:

A streamlined and proportionate approach to risk management;

Consistent application of scoring and tolerance across the cluster;

Clear ownership of strategic risks;

Ensuring quality and safety risks remain prominent within the framework; and
Avoiding excessive volume of risks that could obscure strategic focus.

Clarification was sought and provided on how the Board would agree its future Risk Appetite,
with reference to established good-governance approaches and sector best practice. It was
confirmed that this would be developed as part of the proposed Board development session.

IG concluded that the Board did not need to finalise the framework at this stage, but endorsed
the principles, methodology and direction of travel. It was agreed that further refinement would
take place through collective ownership, Board development work and ongoing iteration.




). Integrated 7. .\ Staffordshire and m

' Care System Stoke-on-Trent NHS Shropshire, Telford and Wrekin
Shropshire, Telford and Wrekin Integrated Care System NHS Staffordshire and Stoke-on-Trent
Action: A further development of the consolidated framework and Cluster-wide Risk

Appetite to be progressed through a future Board development session.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board NOTED the
methodology used to consolidate the SBAF.

Minute No. ICB-26-03-016 — Any Other Business
016.1 IG advised that no items of any other business had been notified in advance and invited
members to raise any additional matters.

016.2 No further business was raised.

Minute No. ICB-26-03-017 — Review of new or amended risks following discussions in the

meeting

017.1 IG drew the Board’s attention to a number of new and emerging risks identified during the
meeting.

017.2 The Board was advised of the imminent introduction of a new national Dental Contract, due to
come into effect on 1 April. It was noted that the contract had not been piloted or tested and
was being implemented nationally. Members acknowledged that this posed a risk of
operational challenge and potential disruption, with implications for dental service delivery and
patient access locally. The Board agreed that it would be important to understand the impact
of the contract on commissioning intentions, Neighbourhood working, and outcomes for the
local population, and to ensure risks were managed proactively.

017.3 Members were also advised of emerging risks relating to General Practice, noting
correspondence from the British Medical Association (BMA) to GP practices concerning the
2026/27 GP Contract, indicating resistance to aspects of its imposed terms.

017.4 In addition, the Board reiterated the ongoing risk associated with industrial action, previously
discussed during the meeting. While mitigation measures were in place across provider
organisations, members recognised that the potential impact on service delivery remained
significant and required continued oversight.

RESOLVE: The NHS Shropshire, Telford and Wrekin Integrated Care Board and NHS
Staffordshire, Stoke-on-Trent Integrated Care Board:

Minute No. ICB-26-03-018 — Meeting Effectiveness
018.1 1G invited feedback on the effectiveness of the meeting, including views on the hybrid format.

018.2 Members attending virtually reported that, while in-person attendance remained preferable,
the virtual format had worked adequately and did not prevent meaningful participation. No
technical issues were raised, and attendees confirmed that audio quality and engagement
were satisfactory once on-screen visibility had been resolved.

018.3 1G noted the importance of ensuring reliable hybrid arrangements going forward, recognising
the need to support cross-system working and inclusive participation across the Cluster.

_
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018.4 Positive feedback was received on the quality and timeliness of meeting papers, in particular
the documentation relating to the five-year Strategic Commissioning Plans, which members
considered clear and helpful.

018.5 IG confirmed that the next meeting would take place on 30 April at 1:30pm and thanked
members for their contributions.

16:08 — Meeting Closed

Date and Time of Next Meeting

Date: Thursday, 30" April 2026

Time: 1.30pm

Location: Midlands Partnership NHS Foundation Trust Headquarters Boardroom, Mellor House, St
George’s Hospital, Corporation Street, Stafford, ST16 3SR.
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ACTION PENDING NHS Shropshire, Telford and Wrekin
ACTION NHS Staffordshire and Stoke-on-Trent

Shropshire, Telford and Wrekin
Staffordshire and Stoke-on-Trent ICB
Board Meeting in Common - HELD IN PUBLIC

Meeting Date  Agenda ltem Due Date Responsible Officer Outcome/update

Minute No. ICB 29-01.008 — Provide an update on end of life care and neighbourhood development at a future public

Residents/Community Stol Board meeting. IG confirmed that there remained strategic and system interest in this Simon

29/01/2026 . y Story area and that it was important the Board considered the topic in the context of place TBC Whitehouse/Board
— NHS Staffordshire, Stoke . . . .
on Trent — End of Life Care based development and partnership working. It was therefore agreed that a substantive Strategy Session

discussion would be scheduled for a future Board meeting.

Minute No. ICB-26-03-003 —

26/03/2026 " . —_|Minor textual amendments to be made, replacing “IA” with “IG”. COMPLETED |Claire Colcombe
Minutes of Previous Meeting

Minute No. ICB-26-03-010 —| Develop and return a joint patient and public involvement strategy and framework to the Mish Irvine / Adele
26/03/2026 TBC
Involvement Update Board. Edmonson

Minute No. ICB-26-03-015 — " L " . .
26/03/2026 ICB Cluster — Joint SBAF A further development of the consolidated framework and cluster wide risk appetite to be Mish Irvine / Paul

. May-2026 .
and Risk Register Report progressed through a future Board development session. Winter
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Enclosure No: 03

Report to: Integrated Care Board
Date: 30 April 2026
Title: Lived Experience: Essential Criteria | A Spoken Word

Presenting Officer:

Mish Irvine, Chief of Staff

Author(s):

Imogen Hyde, Senior Communications and Engagement Manager

Document Type:

Other If Other: Video Clip

Action Required

Information (1) Discussion (D) Assurance (S) ]

(select): Approval (A) [  Ratification (R) [  (check as necessary)

Is the decision within Yes / .

SOFD powers & limits | No | Clooseanitem.

Any potential / actual Yes / NO

Conflict of Interest? No If Y, the mitigation recommendations —

’ Click or tap here to enter text.

Any financial impacts: | Yes/ NO

ICB or ICS? ’ No If'Y, are those signed off by and date:
’ Click or tap here to enter text.

Any impacts on ICB Yes / NO

Undertakinas ? No If'Y, are those signed off by and date:
gs: Click or tap here to enter text.

Appendices:

Click or tap here to enter text.

(1) Purpose of the Paper:

To share Leanne’s insights into being a person of “lived experience” who is involved in service change.
Leanne was one of the first CAMHS lived experience workers in the UK.

(2) History of the Paper & Whether for I-D-S-A-R (as above):

Date

N/A

Click or tap to enter a date.

(3) Implications:

Legal or Regulatory

The areas discussed reflect ICB Statutory Duties and Functions

CQC or Patient Safety

The video highlights opportunities to support improvements in patient
safety

Financial (CFO-assured)

N/A for the report, although the topics covered each have financial
implications

Sustainability

N/A for the report

Workforce or Training

N/A — no specific training implications; workforce matters are inherent to
each topic

Equality & Diversity

N/A in terms of Equality Act 2010 or Public Sector Equality Duty

1 | Board / Committee papers




Due Regard:

Inequalities

Access to services and reducing inequalities is implicit throughout

Due Regard:

wider effect

N/A — no decisions are required for the paper itself: it is to raise
awareness

(4) Statutory Dependencies & Impact Assessments:

enter text.

Assessment Completed? It No./ N/A = If Yes — Outcome & Date Reported / Signed off
Rationale
DPIA O Yes 1 No ¥ N/A Click or tap here to = Reported to IG Committee:

Click or tap to enter a date.

Click or tap here to

Outcome and date of completion:

services)
Click or tap here to
enter text.

.
EIA [l Yes L1 No I N/A enter text. Click or tap here to enter text.
(enter rationale, per ICB
QIA Policy, that it does
. /. f . _ H -
QlA O Yes [0 No X N/A not impact on quality of SRO sign-off, outcome & date of completion:

Click or tap here to enter text.

Has there been Public /
Patient Involvement?

Yes [0 No 0 N/A

Click or tap here to enter text.

(5) Integration with the System Board Assurance Framework & Key Risks:

SBAF1 Responsive Patient Care - Elective SBAF5 High Quality, Safe Outcomes
SBAF2 Responsive Patient Care - UEC SBAF6 Sustainable Finances O
SBAF3  Proactive Integrated Community Services SBAF7 Improving Productivity O
SBAF4 Reducing Health Inequalities O SBAF8 Sustainable Workforce O

(6) Executive Summary, incl. expansion on any of the preceding sections:

Leanne shares her experiences, via a spoken word performance, available to watch on YouTube:
https://www.youtube.com/watch?v=wWMUO-10lhU

(7) Recommendations to Board / Committee:

work.

To consider Leanne’s insights and experience when involving service users in future programmes of

2 | Board / Committee papers
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Enclosure No: 04

Report to: Integrated Care Board
Date: 30 April 2026
Title: CEO Report

Presenting Officer:  Simon Whitehouse, CEO

Author(s): Kate Manning and Imogen Hyde
Document Type: Action Required (select):
Report Business Plan [ Information (l) Discussion (D) [
Strategy Ul Policy O Assurance (S) [l Approval (A) []
Other O (please describe) Ratification (R) [ (check as necessary)
Is the decision within SOFD powers & limits Yes [J No
Any potential / actual Conflict of Interest? Yes No

E.g. Staff have Financial + Non-Financial Professional Interests which can be

Iy, the mitigation managed by recording those in minutes and allowing presence in discussions

recommendations: with recusals from formal decisions

Any financial impacts: ICB or ICS? Yes [l No
IfY, are those signed off by and date: E.g. Chief Finance Office, dd-mmm-yyyy

Any impacts on ICB Undertakings? Yes (1 No
If'Y, are those signed off by and date: E.g. Chief Finance Office, dd-mmm-yyyy

Appendices: None

(1) Purpose of the Paper:

This report provides a strategic overview and update on national and local matters, relevant to
the Shropshire, Telford and Wrekin and Staffordshire and Stoke-on-Trent health and care
systems, that are not reported elsewhere on the agenda.

It includes a general update from the Chief Executive as well as a specific focus on portfolio
areas and enabling functions across NHS Staffordshire and Stoke-on-Trent ICB and NHS
Shropshire, Telford and Wrekin ICB.

(2) History of the paper, incl. date & whether for A/ D/ S /1 (as above): Date
N/A
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Expand as necessary if the report went to multiple meetings

(3) Implications:

Legal / Regulatory The areas discussed reflect ICB Statutory Duties and Functions

CQC / Patient Safety This report type may assist the 2024 ICS CQC inspection

Financial (CFO-assured) N/Afor the report, although topics covered each have financial implications

Sustainability N/A for the report

N/A no specific training implications / workforce matters inherent to each

Workforce / Training topic

Equality & Diversity N/A in terms of Equality Act 2010 or Public Sector Equality Duty

Due Regard: Inequalities Access to services and reducing inequalities is implicit throughout

Due Regard: wider effect N/A — no decisions are required for the paper itself: it is to raise awareness

(4) Statutory Dependencies & Impact Assessments:

Completed? If N - N/A, Rationale If Y, Outcome / Date Reported & Signed off
DPIA Yes No N/A Click or tap here to
] ] enter text.
EIA Yes No N/A Click or tap here to
] H| enter text.

Yes No N/A  E.g. per QIA Policy, that
it doesn’t impact quality
QIA of services

O O Click or tap here to
enter text.

Yes No N/A

Has there been Public / Patient

Click or tap here to enter text.

Involvement? n m X

(5) Integration with SBAF (for NHS SSOT) / Strategic Risks (SR, for NHS STW)

SBAF1 Responsive Patient Care - Elective SBAF5 High Quality, Safe Outcomes

SBAF2 Responsive Patient Care - UEC SBAF6 Sustainable Finances

SBAF3 Transforming Community Services SBAF7 Improving Productivity

SBAF4 Reducing Health Inequalities SBAF8 Sustainable Workforce
SR1 Strategic Collaboration & Partnership SR4 ICS Workforce (retention/wellbeing)
SR2a ICB & System Financial Balance XI  SR5 Digital & Data Systems / Strategy X
SR2b ICB & System RRL / CRL Plans SR6 ICS Strategic Response (e.g. EPRR)
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SR3 Reducing Health Inequalities SR7 ICS Socio-Economic Development
SR8 Patient & Public Involvement

(6) Executive Summary, incl. expansion on any of the preceding sections:

(7) Recommendations to Board:

@ To receive the report and be assured the leadership are working on each topic as raised.
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1.0 General Update
1.1 NHS Government Reset Programme

The Government NHS Reset Programme is progressing as planned, supported by strengthened
governance arrangements across both NHS Shropshire, Telford and Wrekin (STW) and NHS
Staffordshire and Stoke-on-Trent (SSOT) ICBs.

Management of Change (MOC) consultations for senior leadership and clinical roles have now
concluded. The wider workforce MOC consultation commenced on 23 March 2026 and is
scheduled to conclude on Sunday 17 May 2026. Based on the current timeline, outcomes should
be confirmed and communicated by the end of quarter 2 2026. This is subject to change once the
feedback from the consultation has been reviewed and responded to.

The future operating model is shared as a separate paper in this pack of papers and is aligned to
the current ICB statutory duties and updated national expectations. Uptake of voluntary
redundancy has reduced the requirement for compulsory changes, and the ICB remains on track
to deliver the £19.55 per head running cost requirement during the 2026/27 financial year. The
Transition Committee have received detailed updates on the glidepath for this work and are fully
sighted on the assumptions being used to model our approach. The structure proposed for
consultation is affordable within our reduced running cost. It should be noted that any delay to a
future merged position or changes to roles and responsibilities will result in additional cost.

Subject to completion of consultation and final approvals, current planning assumptions anticipate
that appointments to the new structure will commence from September 2026. The organisation is
navigating a complex period of change in a structured and well-managed way, with a continued
emphasis on staff support and long-term organisational stability.

As | referenced in my last update to the Board, there continues to be a significant number of
colleagues leaving us through the voluntary redundancy route. This is a challenging and
emotional period for all colleagues, and we are losing a significant amount of experience,
knowledge and expertise as we say goodbye. | reiterate my thanks to each and every one of them
and | wish them the very best for whatever choices they make next.

1.2 Five-Year Commissioning Plan (2026-2031)

Working in collaboration, NHS Shropshire, Telford and Wrekin ICB and NHS Staffordshire and
Stoke-on-Trent ICB have each developed a Strategic Commissioning Plan for the period 2026—
2031, reflecting the transition to a clustered operating model ahead of a proposed full merger in
2027.

Neighbourhoods are positioned as central to care delivery, with place-based partnerships, provider
collaboratives, and Primary Care Networks identified as key delivery partners, and the ICB
operating as a strategic commissioner. The plans are evidence-led and insight-driven, aligned to
the NHS 10-Year Health Plan and national priorities, with clear delivery plans structured around
the five major shifts. The Five-Year Commissioning Plan for both NHS SSOT and NHS STW have
now been published and can be found on both respective websites.

In addition, we have created a short film summarising the Five-Year Plans.

_
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1.3 Neighbourhood Health

The Department of Health and Social Care, working with NHS England, has published the
Neighbourhood Health Framework, setting out a consistent national approach to delivering care
closer to home, with an increased focus on prevention and partnership working.

Local development work with general practice, community services, local authorities, and the
voluntary sector is strongly aligned with the framework. This includes the development of
integrated, multidisciplinary neighbourhood teams and proactive support for people living with
long-term conditions and frailty. There is a more detailed paper on the agenda that unpacks what
this means for our area.

1.4 Work Well Programme

The Clustered ICBs have successfully secured funding through the DHSC and DWP Work Well
programme and commenced work with partners to scope and co-design the three-year initiative.
This national programme aims to improve people’s health and employment outcomes by
integrating local health, work and wellbeing support into a coordinated offer. We will build on
strong foundations of existing programmes to co-create pathways and support that best meets the
needs of our populations. | have personally been in dialogue with Telford College to further
develop their approach on this agenda. We have strong partner support and commitment in this
space, and this is an important opportunity for us as a collective group of partners to make a
genuine difference locally.

1.5 STW Community and Acute Group

From 1 April 2026, Shropshire Community Health NHS Trust and The Shrewsbury and Telford
Hospital NHS Trust have formally established the Shropshire, Telford and Wrekin Community and
Hospitals NHS Group. The Trusts remain separate statutory organisations, but now operate under
shared executive and non-executive leadership. The Group model is intended to strengthen
collaboration across community and acute services, support the shift towards care closer to home,
improve system flow, and enhance workforce and operational resilience. This development is
aligned with the ICB’s strategic priorities, including neighbourhood health, productivity, and
reducing health inequalities.

1.6 Population Health Management

Population Health Management (PHM) has been launched across NHS STW as a core approach
to understanding and addressing local need. Using linked, non-identifiable data from GP practices,
hospitals, community and mental health providers, and local authorities, PHM will support more
targeted service design and improved population outcomes. The use of data is underpinned by
robust information governance arrangements, ensuring patient confidentiality and strong
safeguards.

In SSOT, we have developed a linked dataset called Pathfinder that covers 95% of our practice
population; a total of 1.08 million people. We are using Pathfinder to put PHM into action through
the Locality Improvement Framework (LIF) which brings partners from VCSE, primary care and
local authorities together to identify the biggest health inequalities affecting their communities and

_
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develop joint plans to improve outcomes in Core20 neighbourhoods. The ICB has currently
approved 8 of the 12 business cases across Staffordshire, with the final 4 locality plans, investing
a total of £1.7m to improve health outcomes across Staffordshire and Stoke-on-Trent.

1.7 New Community Diagnostic Centre (CDC) is set to open in Hanley

A purpose-built Community Diagnostic Centre (CDC) is set to open in Hanley, Stoke-on-Trent. This
will provide local people with faster and more convenient access to a wide range of diagnostic
tests. The new centre, developed by UHNM, is located on the former Sainsbury’s site in Hanley
and is expected to open in April 2026.

Community Diagnostic Centres are part of a national NHS programme to bring diagnostic services
closer to where people live, helping patients receive tests more quickly without always needing to
attend a busy hospital site. The Stoke-on-Trent CDC will offer a wide range of diagnostic tests and
specialist clinics, including:

. MRI scans
. CT scans

. Ultrasound
. X-rays

. Blood tests

. Endoscopy

. Cardiology and respiratory diagnostics
. Telescopic ENT procedures
. Children’s asthma services

. Gynaecology One Stop Clinics
. Fibro-scanning

The centre is expected to deliver up to 85,000 tests and scans each year, helping thousands of
patients receive quicker diagnoses and begin treatment sooner when required.

1.8 Update on GP Services for 2026/27

GP practices continue to be the main way most people access the NHS, and we want to make
sure they can keep providing safe, reliable and high-quality care. In 2026/27, the GP contract
includes provision to help practices see more patients, focus more on preventing illness, and
support patients with the greatest need to be seen more quickly. These changes build on recent
progress, where most people now find it easier to contact their GP.

GP practices will also continue working together through Primary Care Networks (PCNs). This
partnership approach helps practices share staff and resources so patients can access a wider
range of services locally. It supports better joined-up care, helps tackle health inequalities and

remains an important part of the NHS’s long-term plan for improving community health.

As with all parts of the health system, GP services remain under considerable pressure. The ICB
will continue to work closely with GP colleagues to ensure that we have a strong, stable and
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innovate local GP offer that meets the needs of the local population. The ICB will continue to be a
strong advocate for high quality primary care but with that comes a clear expectation of what high
quality local GP and primary care services need to look like.

Further resources to support the implementation of changes to the 2026/27 GP Contract can be
found on: NHS England » GP Contract

1.9 Bliss Baby Charter Accreditation Programme

Congratulations to the Shrewsbury and Telford Hospital NHS Trust (SaTH) Neonatal Unit on
achieving Gold Accreditation on the Bliss Baby Charter Accreditation Programme. The Bliss Baby
Charter Accreditation Programme evaluates neonatal units across the UK against best practice
standards designed to ensure that families are central to their baby’s care. Gold Accreditation
represents the highest level of achievement, highlighting the unit's commitment to delivering
outstanding, family-centred care. To achieve this level, units must meet rigorous standards,
including demonstrating at least 90% compliance across all Charter principles and passing an
external assessment visit from Bliss and independent reviewers. This accreditation confirms that
the SaTH neonatal team consistently provide safe, compassionate, and evidence-based care
while embedding parents as true partners in their baby’s daily care and decision making.

For the families, Gold Accreditation is a reassuring signal that they will receive personalised,
supportive, and empowering care during what can be an overwhelming time. Units that achieve it
are recognised for fostering environments where parents are encouraged to participate actively,
such as through skin-to-skin contact, involvement in ward rounds, and shared decision making,
which is shown to improve bonding, parental confidence, and long-term outcomes for babies.

1.10 Veteran Aware Accreditation

The Robert Jones and Agnes Hunt Orthopaedic Hospital (RJAH) has been reaccredited as a
Veteran Aware Trust by the Veterans Covenant Healthcare Alliance for a further three years.
RJAH has held Veteran Aware status continuously since 2018, demonstrating an ongoing
commitment to meeting the needs of the Armed Forces community, in line with the Armed Forces
Covenant.

The Trust continues to develop specialist provision through the Headley Court Veterans’
Orthopaedic Centre and embedded staff training, supporting personalised care, workforce
inclusion, and strong partnership working with local authorities and voluntary sector organisations.
| would want to thank the Board and the leadership team at RJAH for their leadership and
commitment to the work on this important agenda.

1.11 Social Care Academy success

More than 2,000 people, who care for adults, have signed up to access training through a new
learning platform. The Social Care Academy was developed following a successful SSOT pilot last
year, which saw the ICB, Skills for Care, Stoke-on-Trent City Council, and Staffordshire County
Council work in partnership to bring high-quality training together in one easy-to-use online space.
Care workers and providers can access the Social Care Academy on its website.

_
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2.0 Medicines Optimisation

2.1 AnalyseRx - Digital Medicines Optimisation Solution

Staffordshire and Stoke-on-Trent ICB have approved funding for AnalyseRx, a new medicines
optimisation platform developed by First Data Bank (FDB). This solution complements our existing
digital tools—OptimiseRx and CoordinateRx—and forms part of our broader strategy to enhance
safe, effective, and proactive medicines optimisation across the system.

Following successful pilots at Harley Street GP Practice and, more recently, with Newcastle North
PCN, AnalyseRx has demonstrated clear value in supporting practices to identify and act on
medicines optimisation opportunities at scale.

AnalyseRx is a proactive, intelligent digital tool designed to help practice teams quickly identify,
prioritise, and action medicines optimisation interventions across the entire registered population.
It is fully integrated with both EMIS Web and TPP SystmOne, providing seamless workflow
support.

The system acts as a powerful aide-mémoire to support delivery of:
e |ICB Medicines Optimisation Service Level Agreement (SLA)
e Care Quality Commission (CQC) requirements
e Medicines and Healthcare products Regulatory Agency (MHRA) guidance
e Quality and Outcomes Framework (QOF) indicators
e Drug and condition-specific monitoring requirements

It also provides evidence-based resources at the point of review, supporting safe clinical decision-
making.

The rollout of AnalyseRx has now commenced across Staffordshire and Stoke-on-Trent ICB. The
solution is being offered to all GP practices, with a full system-wide deployment expected to be
completed by the end of Quarter 1, 2026/27.

3.0 Urgent and Emergency Care (UEC)

March continued to be a challenging month for UEC in SSOT, although pressures were less
sustained than previous months. Several key metrics remained off plan so the focus continues to
be on recovery of the core metrics for system partners.

During the month, the SSOT system has been preparing for the Easter Bank Holiday by
coordinating an Integrated Care System (ICS) Bank Holiday plan led by the System Coordination
Centre (SCC). System partners have also produced their own detailed plans, which work in
conjunction with the system plan. The aim of the system plan is to ensure appropriate risks and
impacts associated with the Bank Holiday period are mitigated as far as practically possible.
Lessons learnt post the period will be coordinated by the SCC and our Emergency Preparedness,
Resilience and Response (EPRR) ICB teams to support future learning and planning for these
periods.

Alongside the Easter Bank Holiday planning, the system has been preparing for Resident Doctors
Industrial Action (l1A), which will take place from Tuesday 7 April until Monday 13 April. Similarly to
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Bank Holiday planning, each system partner will coordinate their individual plans; however, the
system plan will be coordinated by the SCC and EPRR teams within the ICB. Monitoring and
oversight of the IA will be provided by the SCC alongside daily system calls and post the A period,
system de-briefs will be completed to support understanding of what went well and any learning
for the system for any future periods of IA.

As the system moved out of the core Winter period, focus has shifted to de-escalation of the ICS
Winter Plan for 25/26 with the system Winter Lessons learnt event in place for 6 May. This event
will support the review of our plans for 25/26, identifying good practice and allow us to take
forward relevant learning into our 26/27 Surge Planning. The outputs of this event will be
presented through UEC and ICB governance following the event taking place.

In STW, the system-wide UEC improvement programme continues to progress, with a
strengthened focus on whole-pathway flow and shared accountability across partners.

Work has shifted from a singular focus on headline metrics to a more granular understanding of
patient flow across three critical stages:

1. Early identification and discharge planning,
2. First 24-48 hours of admission, and
3. Patients with extended lengths of stay (>48 hours delays).

This approach is enabling clearer ownership across acute, community and local authority partners,
with targeted actions in each stage to reduce delays and improve patient experience.

There has been particular focus on:

e Improving discharge planning from admission, including embedding Expected Date of
Discharge (EDD) discipline and earlier pathway allocation.

e Strengthening acute flow processes within the first 48 hours, including senior clinical
decision-making, therapy input, and reducing internal delays.

e Addressing longer-stay cohorts, with system-wide escalation and improved alignment of
community capacity, brokerage and pathway utilisation.

The establishment of the Community and Hospitals Group from April 2026 provides a significant
opportunity to further align acute and community services, improving patient flow and reducing
fragmentation across pathways.

In parallel, work is progressing to:

e Enhance system coordination arrangements, including development of a system Flow
Centre approach.

e Strengthen front door streaming and same day emergency care (SDEC) to reduce
avoidable admissions.

e Improve discharge performance and reduce length of stay, particularly for patients with
complex needs.

_
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Whilst demand and system pressures remain high, there is improved system alignment and a
clearer trajectory for delivery as we move into 2026/27, with continued focus on delivering
sustainable improvements in flow, patient outcomes and experience.

| would like to thank all colleagues involved in the recent response to the period of industrial action
by Resident Drs. The local response was well led, well organised and kept most of the services
functioning at full or near full capacity. | would also like to thank the public for still using NHS
services during this period but for considering the best service to use to respond to their need.

4.0 Integrated Holistic Assessment Team

The SSOT Integrated Holistic Assessment Team (IHAT) was established in the autumn of 2024 as
part of the All Age Continuing Care (AACC) Efficiency Programme. Since implementation, the
team has delivered significant improvements across quality, safety, patient experience and
financial sustainability. The team has driven a system-wide shift towards least restrictive care,
reducing inappropriate 1:1 provision by over 63% in comparison to baseline data in March 2024,
with improved safeguarding and compliance with best interest and Mental Capacity Act (2005)
principles. Patients and families report better experiences through more person-centred, holistic
care planning, enhanced multi-disciplinary team (MDT) involvement and implementation of
alternative strategies such as assistive technology. Quality has been strengthened through regular
reviews, phased reductions, increased clinical oversight and proactive case management.
Financially, IHAT has delivered substantial cash-releasing savings and cost avoidance, with
forecasted over-delivery of circa £8.7m in 25/26, demonstrating that improved outcomes and
safety can be achieved alongside sustainable efficiency.

5.0 Planned Care
5.1 Lung Cancer Screening Programme

Following on from the successful launch of the Shropshire, Telford and Wrekin Lung Cancer
Screening Programme, starting in Telford South in December 2025, the programme has been
expanded to residents registered with GPs in Telford Central. Starting in April, people living in this
area who meet the eligibility criteria (aged 55-74 and a smoker/ex-smoker) will be offered Lung
Health Checks, with those assessed as being at high risk of developing lung cancer being offered
a scan at a convenient local community location from May until December 2026. It is anticipated
that the programme will then roll-out to the next location, Telford North, starting in November 2026.

This is an important preventative programme and one that is being delivered in the communities
that need it the most. The focus on the service being as close to the neighbourhood as possible is
an important one and aligns to our future direction of travel.

6.0 Mental Health
6.1 CAMHS STW Service Launch Update

The Child and Adolescent Mental Health Service Shropshire, Telford and Wrekin (CAMHS STW)
launched as planned on 1 April 2026, delivered by Midlands Partnership University NHS
Foundation Trust. The new NHS-led service replaces the previous BeeU model and marks the

_
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start of a three-year transformation programme focused on improving access, providing earlier
support and delivering more joined-up care.

Existing children and young people receiving support have experienced no change to their care
and have not been required to opt in or be re-referred. Delivery is aligned to national i-THRIVE
principles, with a focus on a single front door, clearer pathways, and reducing inequalities,
particularly for children in care and those with SEND. Expansion of Mental Health Support Teams
in schools and colleges continues, with full coverage planned by 2030.

Simon Whitehouse,

Chief Executive Officer
April 2026
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Report to: ICB Boards in Common
Date: 30 April 2026
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Presenting Officer:  Claire Skidmore, NHSSTW and NHSSSOT
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Document Type: Action Required (select):
Report Business Plan [ Information (l) Discussion (D) [
Strategy Ul Policy O  Assurance (S) Approval (A) ]
Other O (please describe) Ratification (R) [1 (check as necessary)
Is the decision within SOFD powers & limits Yes [ No (]
Any potential / actual Conflict of Interest? Yes [ No
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Appendices: Appendix A: Final five-year planning summary — STW and SSOT.

(1) Purpose of the Paper:

Further to the 5 year plan narrative documents that were shared with the Boards in Common at
their last meeting, this paper is presented to provide an overview of the 26/27 operational plan
which comprises multi year finance and performance elements.

Both STW and SSOT ICBs submitted compliant multi-year capital and revenue (post deficit
support funding) plans in February 2026, with minor updates made in March 2026 to reflect the
most up to date contract and efficiency values.

Alongside submission of the finance plans, STW and SSOT ICBs submitted multi-year
performance plans. Minor updates to the February 2026 submission were made in March 2026
to reflect agreed improvements to the delivery of some targets.

Plans were considered and signed off by Boards prior to submission.
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In letters dated 7t April, NHSE Midlands confirmed that both ICB plans were rated as ‘Compliant
— with Conditions.” These conditions being in respect of non-compliance for a small number of
activity targets.

Focus is now directed to delivery of the plans.

(2) History of the paper, incl. date & whether for A/ D/ S /1 (as above): Date

Draft position reviewed in private session previously.

(3) Implications:

No legal, regulatory or equality implications identified as a direct

Y B result of this report

CQC / Patient Safety No patient safety implications as a direct result of this report

Both ICBs have submitted a balanced position for each year of the
plan (which includes deployment of deficit support funding)
Financial implications of the plan are outlined further in the plan
summary in Appendix A.

Financial (CFO-assured)

Sustainability No sustainability implications identified
Workforce / Training No workforce implications identified
Equality & Diversity No equality and diversity implications identified

Due Regard: Inequalities n/a

Due Regard: wider effect n/a

(4) Statutory Dependencies & Impact Assessments:

Completed? If N - N/A, Rationale If Y, Outcome / Date Reported & Signed off
p
DPIA Yes No N/A Click or tap here to  Reported to IG Committee:
] O enter text. Click or tap to enter a date.
EIA Yes No N/A Click or tap here to | Outcome and date of completion:
] 0 enter text. Click or tap here to enter text.

Yes No N/A  E.g. per QIA Policy, that
it doesn’t impact quality
QIA of services

O O Click or tap here to
enter text.

Has there been Public / Patient  YeS No N/A
Involvement? ] 0O

SRO sign-off, outcome & date of completion:
Click or tap here to enter text.

Click or tap here to enter text.
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(5) Integration with SBAF (for NHS SSOT) / Strategic Risks (SR, for NHS STW)

SBAF1 Responsive Patient Care - Elective SBAF5 High Quality, Safe Outcomes
SBAF2 Responsive Patient Care - UEC SBAF6 Sustainable Finances
SBAF3 Transforming Community Services SBAF7 Improving Productivity
SBAF4 Reducing Health Inequalities SBAF8 Sustainable Workforce
SR1 Strategic Collaboration & Partnership SR4 ICS Workforce (retention/wellbeing)
SR2a ICB & System Financial Balance SR5 Digital & Data Systems / Strategy
SR2b ICB & System RRL / CRL Plans XI  SR6 ICS Strategic Response (e.g. EPRR) [X
SR3 Reducing Health Inequalities SR7 ICS Socio-Economic Development
SR8 Patient & Public Involvement

(6) Executive Summary, incl. expansion on any of the preceding sections:
The 26/27 operational planning process has now concluded and the ICBs have received
‘closedown’ letters from NHSE on 7 April 2026. Both NHSSTW and NHSSSOT have been
assessed as “Compliant with conditions due to non-compliance in activity submissions”. Key
points from the letter are outlined below:

SSOT STW

Effective oversight of the delivery of the plans will be important to ensure that the ambitious
trajectories are met. NHSE will review progress against the plans through the regional
oversight arrangements, which include routine provider review meetings (PRMs), ICB cluster
review meetings and other forums e.g. tiering calls, finance oversight meetings. This will
ensure that there is continuous assurance, alignment across organisations, and transparent
governance.

NHSE were pleased to see that SSoT | NHSE were pleased to see that STW ICB have

ICB have submitted a balanced plan | submitted a balanced plan which includes

Finance which includes £76.0m of deficit £32.5m of deficit support funding and note the
support funding and note the risks risks described in your submission.

described in your submission.
The Medium-Term Planning framework sets out the key approach to transforming quality
Quality across the NHS with reference to the National Quality Board NQB) Quality Strategy, the
considerations introduction of modern service frameworks and a focus on patient and staff experience

for the delivery alongside outcomes. ICBs and providers must continue to implement the NHS Patient Safety
Ol I B ICT B Strategy and implement guidance from April 2026 as it is published. It is important that

Plans Equality and Quality Impact Assessments are undertaken for any proposed service changes

and should be fully reflected in the management of identified risks.

1. NHSE acknowledge that the data collection template for “Percentage of clinically urgent
appointments seen on the same day” for the 2026/27 period is not expected until after
the main planning round has concluded. As such, specific discussions may be needed
around this area following issue of this letter.

Oversight

Next Steps

2. The ICB Board to approve the medium-term plan submission and fully understand any
risks, actions and mitigations required to deliver the finance, activity and workforce
plans. Submitted activity plans including key commitments and areas of non-
compliance are outlined in appendix 1 and will form part of ongoing performance
management processes.
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Within the closedown letter the metrics that were non-compliant in the submission were identified.
These metrics can be seen in table one for STW and table two for SSOT along with a narrative
outlining the decision to submit a non-compliant metric.

Table 1: STW metrics identified as non-compliant in activity submissions (Blue text denotes provider metric not
part of ICB submission)

Metric Year Target Plan Comment

Percentage of RTT Mar 28 82.9% | 82.4% | The ICB has calculated the waiting list reductions
waiting list within 18 required to achieve the RTT targets. There is not the
weeks additional investment available at this time to reduce

the waiting list any further

Percentage of patients Mar 27 80.0% | 77.0% | The trajectory for the 62-day cancer standard is
receiving a first definitive realistic and credible. The pathway has many
treatment within 62 days complexities. Investment has been agreed by the
ICB as requested by the provider to deliver as much
improvement as possible in the timescales required,
including for diagnostics capacity, but this needs
time to realise the benefits.

Percentage of patients Mar 27 4.5% 11.9% | The ICB is planning to achieve the target in Y3. Y1

Mar 28 82.5% | 80.0%

waiting for a diagnostic and Y2 are dependent on the submissions from
test or procedure for 6 providers. The ICB has met the additional targeted
weeks or more investment requested by providers. Our diagnostic

Mar 28 3.1% 6.5% | allocation was £900k in 26/27 and the ICB has
invested £1.8m and any further investment is
unaffordable.

4-hour A&E Mar 27 82.0% | 70.9% | SaTH plans show continuous improvement at a
performance Across 83.0% | 73.0% | realistic level. Planning to achieve the national
27/28 targets from the current baseline would not be
Across 85.0% 77.1% | credible or attainable.
28/29
Number of inappropriate Mar 27 0 11 There is currently no in-area capacity, and the
adult out of area system has allocated capital to develop some in-area
placements capacity. In the meantime, the ICB will be contracting

for 3 beds which will be out of area. Improvements
are planned from Y2 onwards due to this additional

capacity.
Reliance on mental health | Mar 27 8 12 This plan was increased for Y1 in line with feedback
inpatient care for autistic from NHSE which moved it to non-compliance
adults
Total waiting list Mar 28 44,609 | 48,212 | The ICB has calculated the waiting list reductions
required to achieve the RTT targets. There is not the
Mar 29 33.832 | 41,031 additio_ngl inyestment available at this time to reduce
the waiting list any further
Percentage of Av. 0.0% 28.8% | The target of zero would not be realistic or
handovers over 45 across achievable from the current baseline position (Jan26
minutes 26/27 was 49.3%, Feb 41.3%).
Percentage of Mar 28 0.0% 72.0% | The target of zero would not be realistic or
handovers over 15 Mar 29 0.0% 72.0% | achievable from the current baseline position. (March
minutes 84.5%) 26/27 improving to 77%. The ICB is
disappointed that there was no continued
improvement in year 3.
Percentage of Sept26 | 95.0% | 83.9% | The target of 96% would not be realistic or
attendances for all A&E 5 5 achievable from the current baseline position. The
departments where the Av. 95.0% 90.0% | |cBis disappointed that there was no continued
g?;gzs improvement in year 3.
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patient spent less than Av. 95.0% 90.0%
4 hours - children across

28/29
Average length of stay for | Mar 27 100.3 112.0 | This metric is reliant on the provider submission
patients in older adult which did not achieve the required target.
acute mental health beds Improvements planned in subsequent years.
12-month admission rate | Q4 38.6 38.6 Does not achieve the year-on-year reduction in year
for adults with learning 28/29 3. This metric is subject to small numbers.
disability and autistic
adults
12-month admission rate | Q4 19.8 19.8 Does not achieve the year-on-year reduction in year
for under 18s with 27/28 2 and 3. This metric is subject to small numbers.
learning disability and Q4 19.8 19.8
autistic U18s 28/29

part of ICB submission)

Table 2: SSOT metrics identified as non-compliant in activity submissions (Blue text denotes provider metric not

Metric Time Target | Plan | Comment
point
Percentage of RTT Mar 27 77.0% | 70.8% | The ICB has calculated the waiting list reductions
waiting list within 18 required to achieve the RTT targets and our main
weeks Mar 28 88.4% | 80.5% | providers have committed to meet targets set by the
NHSE. There is not the additional investment
available at this time to reduce the waiting list any
further.
4-hour A&E Mar 27 82.0% | 77.1% | UHNM plans show continuous improvement at a
performance realistic level. Planning to achieve the national
Av. across | 83.0% | 76.5% | y5r4ets from the current baseline would not be
27/28 credible or attainable.
Av. across | 85.0% | 85.0%
28/29
Number of active Mar 27 0 16 The in-area capacity has been significantly reduced
inappropriate adult acute following the mandatory implementation of Project
out of areas placements Chrysalis. Planning to achieve the target of zero
from the current baseline would not be credible or
attainable, in line with feedback from NHSE. The
ICB planned to achieve the target by the end of Y3.
Reliance on mental health | Mar 27 1 15 This plan was increased in line with feedback from
inpatient care for adults NHSE which moved it to non-compliance
with a learning disability
Reliance on mental health | Mar 27 6 9 This plan was increased in line with feedback from
inpatient care for autistic NHSE which moved it to non-compliance
adults
Percentage of Av. across | 0.0% | 31.2% | The target of zero would not be realistic or
handovers over 45 26/27 achievable from the current baseline position (Jan26
minutes was 43.1%, Feb 36.3%).
Percentage of Mar 28 0.0% | 45.2% | The target of zero would not be realistic however we
handovers over 15 are working with the provider to ensure further
minutes Av. Across | 0.0% 38.9% | ambition is added to their planning.
28/29
Percentage of Sept 26 95.0% | 89.7% | Whilst below the target metric through their UEC
attendances for all A&E improvement programme, UHNM are continuing to
departments where the Av. across | 95.0% | 89.4% | focus on improvements to deliver the planned
patient spent less than 27/28 performance position but recognise this will be
4 hours - children Av. across | 95.0% | 91.1% | difficult due to the baseline position and ongoing
28/29 development works within the estate.

__
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Register with an annual
health check and health
action plan

People with a learning Q4 26/27 59.0% | 63.0% | The regional planning team confirmed an issue with
disability and autistic the denominator used in this metric and notified that
people in mental health the percentage figure will not be used in the
hospital with the longest assurance process, and assurance will instead be
lengths of stay based solely on the numerators, which are reducing
over the three years.
12-month admission rate | Q4 27/28 7.6 7.6 Whilst the system does not deliver a year-on-year
for adults with learning reduction in year 2 compared against Q4 of year 1,
disability and autistic the priority in year 2 will be to maintain the rate of
adults 7.6 that was planned to achieve in Q4 of year 1.
This metric is subject to small numbers.
Percentage of people 26/27 80.2% | 79.0% | The steer on this metric is to increase the number of
aged 14+ on the QOF cumulative health checks with less focus on the percentage
Learning Disability total undertaken. The numerators have been agreed with

the NHSE.

The full performance metrics submission can be seen in Appendix A.

(7) Recommendations to Board:

To note the final multi-year financial and performance metrics for the two ICBs.
previously been agreed in private session and are now confirmed by NHSE.

These have
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NHS

NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent

Finance Plan - Capital and Revenue

 Both STW and SSOT ICBs submitted compliant multi-year capital and revenue (post deficit support funding)
plans in February 2026, with minor updates made in March 2026 to reflect the most up to date contract and
efficiency values. These were considered and signed off by Boards prior to submission.




Capital Financial Plan

NHS STW ICB Primary Care Estates
* Primary Care operational CDEL of circa £1m/annum for GPIT/GP capital grants and the national primary care modernisation and utilisation fund £0.5m/annum.
NHS STW ICB Strategic Capital

* The priorities for the application of the national capital programme funding for ICB strategic capital of circa £1.7m per annum are One Health and Care Record,
Population Health Management and Virtual Remote Monitoring systems.

* Other System Strategic Capital £44m total 26/27-28/29 = £24.5m for Diagnostics (CDC2), £1.4m UEC (Frailty SDEC), £14.1m MH PICU, £4m Community
(Neighbourhoods)

NHS SSOT ICB Primary Care Estates

* Primary Care operational CDEL of circa £2.3m/annum for GPIT/GP capital grants and the national primary care modernisation and utilisation fund circa
£1m/annum.

NHS SSOT ICB Strategic Capital

* The priorities for the application of the national capital programme funding for ICB strategic capital of circa £3.7m per annum are One Health and Care Record,
Population Health Management, Virtual Remote Monitoring systems, Burntwood Health Centre and Single Intelligence Hub.

* Other System Strategic Capital £67m total 26/27-28/29 = £20m for Diagnhostics (CDC2), £31.5m UEC (Various), £8m MH including PICU, £7.5m Community
(Neighbourhoods)

* In addition to the above there is also circa £3m per annum per ICB for Neighbourhood Capital which has been indicatively announced ahead of national
guidance.

* This excludes provider operational capital, estates safety and other national capital programmes.

N




Revenue Financial Plan

NHS STW ICB

* £1.5bn total allocation and spend, £1.2bn core programme, £8m running costs, £178m delegated primary care, £140m specialised commissioning.
* Opening underlying deficit £41m

* 2026/27 Efficiency target £31m - 100% fully developed/implemented
* Contract values 100% aligned and agreed at 01/04/26

Underlying Break Even within 5 Years
2026/27 | 2027/28 | 2028/29 | 2029/30 | 2030/31

+ Gross risk £28m - £10m efficiency risk, cost risk £18m - £6m AACC, £4m STW 2026/27 Revenue Finance Plan Plan Plan Plan Plan Plan
Prescribing, £8m High-Cost Drugs - Fully Mitigated. £m £m £m £m £m
5-year underlying breakeven trajectory by 2030/31 26127 Underlying Position (29.5) (25.9) (17.8)]  (84) 0.0
In-year break even every year, utilising notified deficit support 26127 In Year Position before DSF (325) (244) (163  (84) 0.0
Deficit Support Funding (DSF) 32.5 24.4 16.3 8.1 0.0
26/27 In Year Position after DSF 0.0 (0.0) (0.0) 0.0 0.0

NHS SSOT ICB

* £3.39bn total allocation and spend, £2.64bn core programme, £18.6m running costs, £388.5m delegated primary care, £336m specialised commissioning.
* Opening underlying deficit £74.4m

» 2026/27 Efficiency target £62.3m - 73% fully developed/implemented

* Contract values — at 01/04/26, no material unresolved issues. Clear line of sight of the remaining gaps and route to resolution

* Netrisk £28.3m - £25.3m efficiency risk, Cost risk net £3m - weight management £6m, prescribing £2.5m offset by £5.5m non recurrent mitigations.

5-year breakeven trajectory by 2030/31. In-year break even every year, utilising notified deficit support

2026/27 2027/28 2028/29 2029/30 2030/31

SSOT Medium Term Revenue Plan Plan Plan Plan Plan Plan

£m £m £m £m £m
2026/27 - Underlying Position -51.1 -35.6 -16.2 -9.3 -0.0
2026/27 - In Year Position before DSF -39.0 -20.0 -13.3 -6.7 0.0
Deficit Support Funding (DSF) 39.0 20.0 13.3 6.7 0.0
2026/27 In year position after DSF 0.0 0.0 0.0 0.0 0.0
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NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent

3 Year Performance Plans

Alongside submission of the finance plans, Both STW and SSOT ICBs submitted multi-year performance
plans. Minor updates to the February 2026 submission were made in March 2026 to reflect agreed

improvements to the delivery of some targets. These were considered and signed off by Boards prior to
submission.




UEC - 26/27

Final March submission - 26/27 metrics Final March submission - 26/27 metrics
Metic  |MetricID [26-27 Target | NHsstwicB | satH |  RAH || NHsssorice | uWnv | uWDB____ |  RWT |

Every trust to maintain/improve to 82% b
v P oy 70.93% at Mar 27 - profiling 77.07% byMar-27 82.00% by Mar-27

£ 04, - O g

4hr ARE (%) March 2027, with no lower than 80% as an change 73.08% (26/27 av.) 76.779% (26/27 av.)

average across the year.
- Higher % of patients admitted, discharged

and transferred from ED within 12 hours
across 2026/27 compared to 2025/26

12hr A&E (%)

Collected in Improve upon 2025/26 standard to reach an

Ambulance Tist | gyerage response time of 25 minutes

Submission

Average handover time (Total
Handover time (ED and non
ED}/MNo of handovers (ED and
non-ED)

Year-on-year improvement in average
handover time

Percentage of Handovers over
15 Minutes

Percentage of Handovers over £.B.47 Mo handovers over 45 minutes through This rr:clLlcr:sfro.l“l 1055 in Apr- 31,234 (26/27) 18.73% (26/27)
45 Minutes 2026/27 2610 857 in Mar-27

Percentage of attendances at

all type A&E departments where

P i P Achieve minimum 95% by Sep-26 and o )
the patient spent less than4 intain 95% or hicher f that point his increases from 85.54% in
maintain 95% or higher from that poin Apr-26to 87% in Mar-27

onwards

' ; 91.569 (Sept-26)
hours from time of arrival to

admission / discharge /
transfer for Children




UEC - 27/28

Metric  [Metricib

Ahr ABE (%)

12hr ALE (%)

Cat 2 {mins)

Average handover time (Total
Handover time (ED and non
ED) Mo of handovers (ED and
nen-EDO)

Percentage of Handovers over
15 Minutes

Percentage of attendances at
all type ARE departments where
the patient spent less than 4
hours from time of arrival to
admission / discharge f transfer
for Children

27-28 Target

Mational target of B3% as the average for the
year

Year-on-year % increases in patients
admitted, discharged and transferred from
ED within 12 hours
Further improvement so that by the end of
2027/28 the average response time is 23
minutes

Year-on-year improvement in average
handover time

Achieve 0 handovers over 15 minutes by Mar-
28

Maintain 95%

Final March submission - 27/28 metrics

L e handover time
remains at 45 mins in 27428,
but no improvement on Mar

27, this may be acceptable to
maintain this level?

Final March submission - 27/28 metrics
NHS SSOTICB | wwnv [  ueDB [  Rwr |




UEC - 28/29

28-29 Target

Maticnal target of B5% asthe average forthe

Ahr ARE (%)
year

Year-on-year % increases in patients
12hr ARE (%) T admitted, discharged and transferred from

EDwithin 12 hours

Cat 2 (mins)

Average handover time (Total
Handowver time (ED and non EE.42 Year-cn-year improvement in average
ED}/Mo of handovers (ED and o handover time
nen-ED)
Percentage of Handovers over

E.B.47
-_

Percentage of Handovers over EE.48 Achieve 0 handovers over 15 minutes by Mar-
15 Minutes o 28

Percentage of attendances at
all type A&E departments where
the patient spent lessthan 4
hours fromtime of arrival to
admission f discharge / transfer
for Children

Maintain 95%

remains at 45 mins in 28/23,

but no improvement on Mar

27, this may be acceptable to
maintain this level?

Final March submission - 28/29 metrics
NHS SSOTICB | wwwv [  uwepB [  RWT |




Planned Care - 26/27

Final March submission - 26/27 metrics Final March submission - 26/27 metrics
Metric Metric ID 26-27 Target NHSSTWICE SaTH RIAH NHS SS0TICE UHNM UHDE RWT
£ .40 (15 61.6% at Apr26 with a Trajectony fn;r1n1 rdztIrSE= T7.0%%
_ .El'.iks:l. T2% at Mar 27 T0% at Mar 27 trajectory to 67.1% at Mar Mar27) 70.3% (Mar-26) 67.2% (Mar-27) 659.6% (Mar-26)
W
Every trust delivering a minimum 7% El Submission =70.8% [Mar-27)
E.B.18(52+ |improvementin 1B-week performance ora 133-“"'1“_'23 EErEL TR 0at Mar 27 205 at Apr 26 md"_',u 541 [Mar-27) 612 [Mar-27} 0 {Mar-27)
RTT 18 weeks (%) weeks) minimum of §5%, whichever is greater {in Mar-27, all under RIAH Mar-27
order to deliver national performance target Trajectory from NHSE =
E.B.3a (tatal of 708) Reducingfrom 62,435 (Mar | Reducing from 34,072 (Apr | Reducing from 15,689 (Mar 116,245
li.st .5ize-:| 26) to 55,957 (Mar 27), a 26) 10 31,568 (Mar 27), a 26) to 12,966 (Mar 27), a [Mar-27) 61,732 (Mar-27) 85,521 (Mar-27) 61,077 (Mar-27)
104 reducticn 7.3% reduction 17% reducticn Submission =111 877 (Mar-
27)
Target =78% (Mar-27)
. - At least 78% of CHS activity cccurring within B81.8% at Apr 26witha
Community Waits [ ET.12
yu (%) 18 weeks trajectory to 92% at Mar 27. Submissicn =84.2% (Mar-
27)
Planningto achieve B% . .
Meeti rovided annual
E.B.26x Achieve or exceed annual activity targets above provided Annual tarr:’e?t (648,670)
Activity Target in 26/27 i
Every system delivering a minimum 33
improvement in performance or
Ta =17.5% (Mar-27
Increase diagnostic activityin performance of 209 or better, whichever 12% performance with 1462 [ 12% performance with 1172 5% performance with 40 reet { I
line with provided activityand |E.B.28x level of improvement is greater (in order to patientswaiting over & patientswaiting over & patients waiting over & Subsmission = 14.0% {Mar 0.99% (Mar-27) 19.98% (Mar-27) 0.4% by Mar-27
performance targets, with achieve natienal performance of no more weeks at Mar 27 weeks at Mar 27 weeks at Mar 27 2_?1 : .
significant progress expected in than 14% of patients waiting over 6 weeks for
2026527 atest)
Maintain 100% throughout
Every trust delivering 94% performance for Maintain 94% throughout Maintain 94% throughout | 26/27 - note small numbers Target =94.0% [Mar-27)
E.B.38 o ESTER - ) ) 4. 77% [Mar-27) 24, 10% [Mar-27) 1. 15% by Mar-27
31-day standard by March 2027 26,27 2627 drastically impact Submission =94.5% [Mar-27)
percentage

Maintain 100% throughout Target = BOLOM: (Mar-27)

Every trust delivering 804% performance for 26/27 - note small numbers

C 62 day (% E.B.35 B0.47% (Mar-27 80.04% (Mar-27 &0.27% by Mar-27
ancer 62 day (%) 62-day standards by March 2027 (1-2 patients) drastically | | Submission=B80.4% (Mar- (Mar-27) (Mar-27) by Mar
impact percentage 27)
Maintain performance against the 28-day T2.7% at Apr2Gwitha [TFEe=El Fame ALY
Cancer FDS (%) E.B.27 cancer Faster Diagnosis Standard at the new B0% at Mar 27 B0% at Mar 27 trajectory to 89.2% at Mar B0.51% [2028/27) B0.02% [2026/27) BO.17%

Submission = B0.4%
threshold of 80% 27 (TR




Planned Care - 27/28

Final March submission - 27/28 metrics

Final March submission - 27/28 metrics

Metric Metric ID 27-28Target NHS STW ICB SaTH RIAH NHS S50TICE RWT
54018 71.3% at Apr27 with a Trajectory fn:'n NZI;;SE= BR.4%
_ 'Eéksj' 82.4% at Mar 28 81% at Mar 28 trajectory to 79.7% at Mar [Mar-28) 79,1% (Mar-28} 79.7% (Mar-28} 20.6% [Mar-28)
W
28 Submission = B0.5% [Mar-28)
m Individual crganisaticnal level targets to
BTT 18 ks (% '-:eéksj. bridge the ask between 2026/27 Reduce to 0 by Mar 28 0 atMar28 Reduce to0 by Mar 28 498 [Mar-28) 587 [Mar-28) 417 (Mar-28)
W 3 Ll
weeks (%) | targets/plans and 92% constitutional
- B.5a (tomal standard to be met by end Mar-29 Reducingfrom 54,680 (01 | Reducingfrom 30,693 (01 | Reducingfrom 12,932 (01 T’*"”‘";'D “;;”*BE:
li.st .5ize.j 27/28)to 48,212 (04 27/28) to 28,068 (Q4 27/28) to 10,067 (Q4 {MH‘—ZBH 58,865 [Mar-28) 75,855(Mar-28) 52,805 [Mar-28)
27/28), a 12% reduction 27/28), a 9% reduction 27/28), a 22% reduction Submission = 89,500 [Mar-28)
Community Waits (%) ET12 At least 793% of CHS activity occurringwithin | Maintaining 92% through Target = 78% (Mar-28)
i ] o -
18 weeks out 2728 Submission = 84.2% [Mar-28)
Planning to achieve 0.1% S . !
E.B.26x Achieve or exceed annual activity targets |abowe Annual Activity Target L sz:;:;:m s
in27/28 '
Individual ICB level targets to bridge the ask
Increase diagnostic activity in between 2026/27 targets and 1% T4 performance with 745 | 7% performance with 657 | 3% performance with 23 Target = 10.96% [Mar-28)
line with provided activityand |E.B.28x constitutional standard to be met by end Mar{  patients waiting over 6 patients waiting over & patients waiting over & 0.95% [Mar-28) 15.3% (Mar-28) 1.4% 2027128
performance targets, with 29- Note target is at ICE level, not provider weeks at (34 27/28 weeks at 34 27/28 weeks at (4 27/28 Submission = 9.8% [Mar-28)
significant progress expected in level
2026/27
Maintain 100% throughout
Return to the 31-day standard of 95% by | Maintain 96% throughout | Maintain 96% throughout | 27/28- note small numbers Target =36.0% (Mar-28)
E.B.38 v i . ; 95, 00% [Mar-28) 95.38% by Mar-28
March 2028 2728 2728 drastically impact Submission = 95,18 [Mar-28)
percentage
100% at Mar 27 ** small T £2.5% {Mar 28)
. . . arget =82, El
Cancer 62 day (%) EB.35 Deliver perfc:rmance_agalnst the 62-day T T numbersimpact on B2 57% [Mar-28) £3.66% by Mar-28
) standard at 82.5% by March 2028 performance. Average Submission = B2 6% (Mar-28)
B86.3% for 28/29
Maintain performance against the 28-da =
- - perto . Y_ ) Aweraging B6% per quarter Target mamiss 2027128
Cancer FDS (%) E.B.27 cancer Faster Diagnosis Standard at the new B0% at Mar 28 B0% at Mar 28 in 37/28 Submission = 80.0% BO.00% B0.01%

thresheld of B0%

[2027/28)




Planned Care - 28/29

Final March submission - 28/29 metrics Final March submission - 28/29 metrics
[Metricip 28-29 Target NHS STW ICB | saw | mAH | NHS S50T ICB | uenw | uwepe |  mwr |

E.B.18(52+ | Achievingthe standard that at least 92% of
RTT 18 weeks (%) weeks) patients are waiting 18 weeks or less for

treatment

E.B.3a (total
list size)

At least B0 of CHS activity cccurringwithin

Community Waits (%) 18 weeks

Achieve or exceed annual activity targets

Increase diagnostic activity in
line with provided activity and
performance targets, with
significant progress expected in
2026727

Achievingthe standard that no more than 1%
of patients are waiting over 6 weeks for a test

Maintain performance against the 31-day
standard at 96%

Deliver performance against the 62-day
Cancer &2 day (3%) standard at 85% by March 2029

Maintain performance against the 28-day
Cancer FDS (%) E.B.27 cancer Faster Diagnosis Standard at the new
threshold of B0%:




Primary Care - 26/27

Final March submission - 26/27 metrics

Final March submission - 26/27 metrics
Metric Metric ID 26-27 Target NHSSTWICB SaTH RJAH NHS S50TICE UHNM UHDEB RWT
Primary Care Same Day (%) E.D.37 Plan.sare not be .:Dllentﬂdfurthi.syear.
requires professionals consultation
Urgent Dental Appointments E.D.28 37,427 appointments (STW), 80,090 (SS0T)
Count of Pharmacy First E.D.96 Reach or exceed target activity volumes for

Consultations

2026/27




Primary Care - 27/28

Final March submission - 27/28 metrics

Final March submission - 27/28 metrics

Metric Metric ID 27-28Target
Primary Care Same Day %) E.D.27 Mot required in this submission
Urgent Dental Appointments E..28 37,428 appointments
Count of Ph First

punt ctFRarmacy Hr E.[.26 No target set

Consultations

NHS STW ICB

SaTH

NHS SSOTICB




Primary Care - 28/29

Final March submission - 28/29 metrics

Final March submission - 28/29 metrics

Metric Metric ID 28-29 Target
Primary Care Same Day (%) E.D.2T7 Mot required in this submission
Urgent Dental Appointments E.D.28 37,428 appointments
Count of Ph First

punt otFRarmacy Hir E.D.26 Mo target set

Consultations

NHS STW ICE

SaTH

NHS SSOTICE




Mental Health - 26/27

i Final March submission - 26/27 metrics
MetricID ___ 26-27 Target NHS SSOTICB | wwwv | uepB |  RWT |

T7% coverage of cperational MHSTs and

MHST (%) EC1 . L
teamsintraining

Reducing the number of inappropriate OAPs

MH QDA be
(number] by end of March 2027

MHST coverage of total schools/colleges to
increase by end of 2029, no specific target
before then but expected to show
improvement.

Mental Health Support Team
coverage of total
schools/colleges

Reliable recovery rate for those

completing a course of

treatment and meeting

caseness (monthly metric)

Reliable improvement rate for

those completing a course of G9% Reliable improvement rate
treatment (monthly metric)

51% Reliable recovery rate

Mo. completed courses of E.A4D

. . Increase
treatment (monthly metric) dencminator

MNumber of patients accessing
Individual Placement Support
services (12-month rolling
metric)

Increase




Mental Health - 26/27 cont.

MNumber of Children and Young
Pecple with mental health waits

over 104 weeks (help-based
clock stop) at the end of the
reporting pericd

Mumber of Children And Young

Pecple (0-17) accessing [1+

centact) mental health services

(12-month relling metric)

Mumber of women accessing

Specialist Community Perinatal

Mental Health Services (12-
maonth rolling metric)

Mumber accessing Mental
Health Support Teams for

Children And Young Pecple [age
0-17) (12-menth relling metric)

Average Length of Stay for
Patients in Adult Acute and
PICU Mental Health Beds (3
manth relling metric)
Average Length of Stay for
Patients in Older Adult Acute
Mental Health Beds (3 month
rolling metric)

Reliance on mental health
inpatient care for under 18s
with a learning disability and
autistic under 18s

26-27 Target

. Eliminate by end of year

Above September 2025 baseline of approx.
G675 (STW), 16,610 (550T)

EH.15 Minimum of September level (approx. 935
ETW) and 780 550T.

At least 309 below March-24 baseline

EAT
EH.9
EAE Greater than August 2025 baseline of approx.
1555 (5TW) and 2,265 (550T)
EH.38 Below August 2025 baseline of approx. 48
o days (STW) and 39.16 (S50T)

Below August 2025 baseline of approx. 116
days (STW) and 74.28 (S50T)

Final March submission - 26/27 metrics

NHSSTWICB |  SaH |

Final March submission - 26/27 metrics
NHSssoTICB |  uswm |  wwDB |  RwT |




Mental Health - 27/28

Hetrn: 1D 27-28 Target

B9% coverage by Mar-28, reaching 1009 by
end of 2029 (operaticnal MHSTs and teams
intraining)

MH O0A (number] Reducing or maintaining at zero the number
of inappropriate out of area placements

MHST coverage of total schocls/colleges to
increase by end of 20259; no specific target
before then but expected to show
improvement.

Reliable recovery rate for those

completinga course of E.Ada 52% Reliable recovery rate
treatment and meeting

caseness (monthly metric)

Reliable improvement rate for

those completing a course of EAdb T04% reliable improvement
treatment (moenthly metric)

Mo. completed courses of EAdb
treatment (manthly metric) denominator

Mental Health Support Team
cowverage of total
schools/colleges

Increase

Mumber of patients accessing
Individual Placement Support
services (12-meonth relling
metric)

Increase

March submission - 27/28 metrics

Final March submission - 27/28 metrics
NHS SSOTICB T T T




Mental Health - 27/28 cont.

Mumber of Children and Young
People with mental healthwaits
over 104 weeks (help-based
clock stop) at the end ofthe
reporting pericd

MNumber of Children And Young
People (0-17) accessing (1+
contact) mental health services
{12-menth relling metric)

Mumber of women accessing
Specialist Community Perinatal
Mental Health Services [12-
month rolling metric)

Mumber accessing Mental
Health Support Teams for
Children And Young Pecple [age
0-17) {12-menth rolling metric)

Average Length of Stay for
Patientsin Adult Acute and
PICU Mental Health Beds (3
month rolling metric)
Average Length of Stay for
Patients in Older Adult Acute
Mental Health Beds (3 month
relling metric)

Reliance on mental health
inpatient care for under 18s
with a learning disability and
autistic under 18s

27-28Target

Mot required in this submissicn

Above September 2025 baseline of approx.
6675

Mot below 2025726 level

Greater than August 2025 baseline of approx.

1555

Below August 2025 baseline of approx. 48
days

Below August 2025 baseline of approx. 116
days

Mot required inthis submission

Final March submission - 27/28 metrics

NHSSTWICB |  saTH |

Final March submission - 27/28 metrics
NHSSsOTICB |  uanm |  uwDB |  RWT |




Mental Health - 28/29

Final March submission - 28/29 metrics

28-29 Target | NHsstwice | satH | RIAH | NHS SS0TICE

S4% coverage by Mar-29, reaching 10:0% by
end of 2029 (operaticnal MHSTs and teams
intraining)

Metic

MHET coverage of total schools/colleges to
increase by end of 2029, no specific target
before then but expected to show
improvement.

Reliable recovery rate for those

completinga cou rse.ﬂf E.A4a 53% Reliable recovery rate
treatment and meeting

caseness (monthly metric)

Reliable improvement rate for

those completing a course of E.A4D 7T1% reliable improvement
treatment {monthly metric)

No. completed courses of E.A4D
treatment (moenthly metric) denominatar

Mental Health Support Team
coverage of total
schools/colleges

Reducing or maintaining at zero the number
MH OOA [number E.AS
. of inappropriate cut of area placements

Increase

Mumber of patients accessing
Individual Placement Support
services (12-menth rolling
metric)

Increase




Mental Health - 28/29 cont.

Final March submission - 28/29 metrics Final March submission - 28/29 metrics
28-29 Target NHS STW ICB | saH | NHSSSOTICB |  uMNM_ |  ueDB [  RWT |

MNumber of Children and Young

Pecple with mental health waits

over 104 weeks (help-based Mot required in this submission
clock stop) at the end of the

reporting pericd

Mumber of Children And Young

People (0-17) accessing (1+ Above 3eptember 2025 baseline of approx.
contact) mental health services 6675

(12-manth relling metric)

Number of women accessing
Specialist Community Perinatal
Mental Health Services |12-
menth relling metric)

Mot below 202526 level

Mumber accessing Mental

Health Support Teams for Greater than August 2025 baseline of approx.
Children And Young Pecple (age 1565

0-17) (12-month rolling metric)

Average Length of Stay for

Patients in Adult Acute and Below August 2025 baseline of approx. 48
PICU Mental Health Beds (3 o days

menth rolling metric)

Average Length of Stay for

Patients in Older Adult Acute Below August 2025 baseline of approx. 116
Mental Health Beds {3 month o days

rolling metric)

Reliance on mental health
inpatient care for under 185
with alearning disability and
autistic under 18s

Mot required in this submission




Learning Disabilities & Autism -

26/27

Final March submission - 26/27 metrics Final March submission - 26/27 metrics
Metric Metric ID 26-27 Target NHSSTWICE SaTH RIAH NHS SSOTICE UHNM UHDE RWT
EI;SII! Deliver a minimum 10% reduction year-on-
LD Inpatient (%) (adult) year unless already met 29 per million rate
EH.33 ) )
o across 2 metrics combined
[autistic)
People with a learning disability
d autisti le i tal
and auti |{:_peu-p.em men Eka Reduce
health hospital with the longest
lengths of stay
Percentage of people aged 14+
on the QOF Learning Disability .
E.kK.& Year-on- t
Register with an annual health Saron-yEarimprovemen
check and health action plan
12-month admissicn rate for
adults vf"t'? alearning disability EK5a Reduce
and autistic adults
12-meonth admissicn rate for
under 18swith a learning
E.K.5b Red
disability and autistic under 185 ecuee




Learning Disabilities & Autism -

27/28

Final March submission - 27/28 metrics Final March submission - 27/28 metrics
Metric Metric ID 27-28Target NHS STW ICE SaTH NHS SS0TICE
E.H.32
- {adult)
LD Inpatient (% MiA
pa (%) EH33
(autistic)
Pecple with a learning disability
and autlstl{:.peup.le in mental EK4 Below level
health hospital with the longest
lengths of stay
Percentage of people aged 14+
on the QOF Learning Disability )
EK.6 Year-on- t
Register with an annual health Faron-yearimprovemen
check and health acticn plan
12-menth admissicn rate for
adultsvf'ltl.'l alearning disability EK5a Reduce
and autistic adults
12-month admissicn rate for
under 18swith a learning
E.K.5b Red
disability and autistic under 18s euee




Learning Disabilities & Autism -

28/29

Final March submission - 28/29 metrics Final March submission - 28/29 metrics
Metric Metric ID 28-29 Target NHS STWICB SaTH RIAH NHS SS0TICE UHNM UHDE RWT
E.H.32
{adult) NIA
LD Inpatient {3
pa (%) Fra3
[autistic)
People with a learning disability
d autisti le i tal
and auti |c:_peop_em men Ek4 Below level
health hospitalwith the longest
lengths of stay
Percentage of people aged 14+
on the QOF Learning Disability .
EK.6 Year-on- t
Register with an annual health caro-yearimprovemen
checkand health action plan
12-month admissicn rate for
adultsv:rltl.'la learning disability E.K.5a Reduce
and autistic adults
12-menth admission rate for
under 18swith a learning
E.K.5b Red
disability and autistic under 185 educe
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Workforce summary




Non-NHS Mental Health workforce by

pathway - STW
ICB submission includes Non-NHS MH

Children and young people only this year i.e. excludes MH
Mental Health Support Teams (new  0.00 0.00 0.00 0.00 0.00 Providers and Non-MH Providers to
code) avoid double counting
Perinatal mental health 0.00 0.00 0.00 0.00 0.00 .
erinatatmentaihea * New codes/pathways introduced e.g.
NHS Talking therapies 7.30 11.90 11.90 11.90 11.90 MH Support Teams
Individual Placement & Support 0.00 14.90 14.90 14.90 14.90 . Providers not able to forecast future
(new code) years with confidence in absence of
A&E and Ward Liaison 0.00 0.00 0.00 0.00 0.00 contract renewal - assumption that
WTE will remain static if contracts
Adult community crisis 23.98 22.88 22.88 22.88 22.88 renewed
Community Mental Health 44.70 42.70 42.70 42.70 42.70 . . .
* One provider contract will terminate at
Acute inpatient 0.00 0.00 0.00 0.00 0.00 end March 26
Other mental health workforce 57.30 14.37 14.37 14.37 14.37

* One provider ceased operations during

Total workforce 133.28 113.55(-14.8% 113.55 113.55 113.55 25/26
or 19.73 WTE of
which 11.55 are
Designs in Mind
or Trident)




Primary care staff in post by staff group -
STW

Staff group March 25 March 26 March 27 March 28 March 29 Overall * Primary Care forecast is based on a
Growth 25- combination of NHSE regional
29 forecasting tool and results of a survey
GPs 307.00 303.00 310.00 309.00 309.00 + 0.65% of GP practices and PCNs undertaken
during December 25 - January 26.
Nurses 174.00 173.00 181.00 184.00 184.00 + 5.75%
» Suggested overall growth of 3.99%
ARRS Funded roles 280.00 285.70 292.10 291.10 290.10 + 3.61% between March 25 and March 29 with
high rowth in Direct Patien r
Direct patient care 167.71 166.00 174.38 180.35 184.27 + 9.87% ghest gro E ect Patient Care
roles roles at 9.87%.
Administrative and 705.43 716.00 729.00 730.00 732.00 + 3.77% . . .
Neninieal * New planning arrangements will require
rate ‘in ndent ask’ for
Total workforce 1634.14 1643.70 1686.48 1694.45 1699.37 + 3.99% a separate ‘independent ask’ fo

Primary Care plans (further detail
pending)




Non-NHS Mental Health workforce - SSOT

Non-NHS Organisations covered:

¢ Burton & District Mind

10
200 Children and Young People 5

21 .
1 + Changes Wellbeing
180 174 E
160 147 Mental Health Support Team 8 . Everyone Health
<|7) w 140 124 0
8 % 1(2)2 Perinatal Mental Health 8 « Mental Health Matters
Z Z 76 . . g 0
o 50 NHS Talking Therapies B 39 + Mid Mercian Citizen's Advice
m (%}
< 40 32 . g
|U_) 20 |_| Individual Placement and Support » South West Staffordshire Citizen's
0 . Advice
Mar-25 Mar-26 Mar-26 Mar-27 Mar-28 A&E and Ward Liaison 8
2025/26 Plan 2026-28 * Turning Point

o]
Adult Community Crisis 8
Community Mental Health (Adult and | ey
200 Older Adult)

180 .
Acute Inpatient

183
165 8
160 0
140 [v]
120 Total LDA Workforce g
100
0
80 Total Dementia Workforce 8
60
40 £2
Other MH Staff not in above pathways %33
20 32
0

33
Mar-25 Mar-26 Mar-26 Mar-27 Mar-28 Non-Clinical Staff }g

2025/26 Plan 2026-28

sy
i

175 175

Establishment WTE

ESTABLISHMENT
WTE

0 10 20 30 40 50 60 70 80 90
staff In Post WTE

B Mar-25 BEMar-26 EAMar-27 OMar-28




Primary care workforce - SSOT

The 2026 - 2029 Workforce Plan for Primary Care reflects
the following

Total Workforce. Across the complete 3 years of the
Medium Term Plan (MTP), the Primary Care workforce is
predicted to increase by +55 WTE (1.5%). Plans for 2026/27
show a Mar-26 starting position aligned with that anticipated
in the 205/26 plan. During 2026/27, the Total workforce is
predicted to grow by +27 WTE (+0.7%) across the year. By
Mar-28 a further +18 WTE increase is planned with an
additional +11 WTE being added by Mar-19.

GPs: No change to the GPs Workforce. Each year is
planned to start and conclude with 746 WTE.

Nurses: Nursing workforce in Primary care is planned to
increase by +12 WTE (+3%) during 2026/27. This is
followed by an additional +10 WTE by 2029.

Admin & Non-clinical: Admin & Non-Clinical Workforce is
anticipated to increase by +4 WTE (0.3%) by Mar-27.
Between Mar-27 and Mar-29 a further +3 WTE is planned.

irect Patient Care: DPC roles are planned to increase by a
er +12 WTE (1.2%) across 2026/27 followed by an
onal +3 WTE by Mar-29. On average, it is planned that
the DPC roles will be funded via ARRS.

Overall Workforce

Nursing Staff

Direct Patient Care

WTE

3,720
3,700
3,680
3,660
3,640
3,620

Total Workforce

General Practitioners

w
=

wW

3,600 un
g ©

3,580 a ©

3,560 ©o o

3,540 (5]

3,520

3,500
n wn n wn o o %= -] (%=} ~ -] a
8 & § & &/ § 8§ q§ 4 § | & q§
5 S 3 4 5 s S g 1 5 5 ]
s 2 & &4 g £ 2 & & g g s

2025/26 Plan 2026/27 Plan
Nurses

400
390
380
370
360
350
340
330
320
310
300

2025/26 Plan

377
381

2026/27 Plan

382

Mar-25 Jun-25 Sep-25 Dec-25 Mar-26Mar-26 Jun-26 Sep-26 Dec-26 Mar-27 Mar-28 Mar-29

Admin/Non-Clinical Staff

Direct Patient Care

2025/26 Plan

2026/27 Plan

Mar-25 Jun-25 Sep-25 Dec-25 Mar-26Mar-26 Jun-26 Sep-26 Dec-26 Mar-27 Mar-28Mar-29

DPC Funding

WTE

GPs

755

750

745

740

735

©o o
< <
~N ~N

Mar-25 Jun-25 Sep-25 Dec-25 Mar-26 Mar-26 Jun-26 Sep-26 Dec-26 Mar-27 Mar-28 Mar-29

730

2025/26 Plan 2026/27 Plan

WTE

Admin & Non-Clinical

1,550

1,545
1,540 ]
1,535
1,530
1,525
1,520
1,515
1,510
1,505
1,500

Mar-25 Jun-25 Sep-25 Dec-25 Mar-26Mar-26 Jun-26 Sep-26 Dec-26 Mar-27 Mar-28 Mar-29

1,541

2025/26 Plan 2026/27 Plan

Direct Patient Care - Funding Source

i

Mar-25 Jun-25 Sep-25 Dec-25 Mar-26Mar-26 Jun-26 Sep-26 Dec-26 Mar-27 Mar-28 Mar-29

2025/26 Plan 2026/27 Plan

B DPC-ARRS Funded ~ ® DPC-Non ARRS Funded
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Appendices: STW and SSOT Cluster Operating Model

(1) Purpose of the Paper:

This paper presents the Operating Model for the Shropshire, Telford & Wrekin (STW) and
Staffordshire & Stoke-on-Trent (SSOT) ICB cluster and provides an overview of progress to
date.

(2) History of the paper, incl. date & whether for A/ D/ S /1 (as above): Date

Virtual Transition Committee 30t March 2026
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(3) Implications:

The Operating Model describes the delivery of the ICB Statutory Duties,

Legal / Regulatory and adherence to NHSE Statutory Guidance

CQC / Patient Safety n/a

The Operating Model describes a key aim to create a financially
Financial (CFO-assured) sustainable system, through the development and delivery of the Cluster
operating model

Sustainability n/a

The Operating Model describes the cluster emerging role as a Strategic

Workforce / Training Commissioner

Equality & Diversity n/a

Operating Model describes how the cluster aims to reduce health

Due Regard: Inequalities inequalities.

Operating Model describes how the cluster acknowledges the implications
Due Regard: wider effect of developing our system and the wider impact this will have on these
wider areas

(4) Statutory Dependencies & Impact Assessments:

Completed? If N - N/A, Rationale If Y, Outcome / Date Reported & Signed off
DPIA Yes No N/A Click or tap here to  Reported to IG Committee:
] O enter text. Click or tap to enter a date.
EIA Yes No N/A Click or tap here to  Outcome and date of completion:
] ] enter text. Click or tap here to enter text.

Yes No N/A  E.g. per QIA Policy, that
it doesn’t impact quality
QIA of services

O O Click or tap here to
enter text.

Yes No N/A

SRO sign-off, outcome & date of completion:
Click or tap here to enter text.

Has there been Public / Patient

Click or tap here to enter text.

Involvement? 0 0 m

(5) Integration with SBAF (for NHS SSOT) / Strategic Risks (SR, for NHS STW)

SBAF1 Responsive Patient Care - Elective SBAF5 High Quality, Safe Outcomes
SBAF2 Responsive Patient Care - UEC SBAF6 Sustainable Finances
SBAF3 Transforming Community Services SBAF7 Improving Productivity
SBAF4 Reducing Health Inequalities SBAF8 Sustainable Workforce
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SR1 Strategic Collaboration & Partnership SR4 ICS Workforce (retention/wellbeing)

X

X

SR2a ICB & System Financial Balance SR5 Digital & Data Systems / Strategy

X

X

SR2b ICB & System RRL / CRL Plans SR6 ICS Strategic Response (e.g. EPRR)

O

X
X

SR3 Reducing Health Inequalities SR7 ICS Socio-Economic Development

SR8 Patient & Public Involvement

d

(6) Executive Summary, incl. expansion on any of the preceding sections:

Background

Over the last four months, a programme of work has taken place to define the future operating
model for the clustered ICBs. This work aligns with national expectations for ICBs to mature into
strategic commissioners and is shaped by national policies including the NHS 10-Year Plan and
the Fit for the Future vision.

Summary of the Draft Operating Model
The model positions STW and SSOT as a single, coherent strategic commissioner operating
across two ICBs. It is built around four key components:

1. Understanding the local context,

2. Developing population health strategy,

3. Delivering intelligent payer functions, and

4. Evaluating impact.

The model also outlines governance, system architecture, and clinical and professional leadership
requirements.

(7) Recommendations to Board:

@ The Integrated Care Board is asked to receive and approve the Operating Model and
acknowledge that the model will evolve over time as it matures into its role as the strategic
commissioner.
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NHS STW and NHS SSOT Cluster Operating Model
Purpose of the Paper

This paper presents the Operating Model for the Shropshire, Telford & Wrekin (STW) and
Staffordshire & Stoke-on-Trent (SSOT) ICB cluster. It outlines the development process, the
underpinning national direction, and the emerging design principles that have shaped the
proposed strategic commissioning and operating arrangements. The Board is asked to receive the
paper and note progress to date, recognising that this is a point in time and that the operating
model will continue to evolve and iterate.

Background

Over the last four months, we have undertaken a programme of work to define the future operating
model for the clustered ICBs. This has been driven by the national expectation that ICBs mature
into strategic commissioners, with Place and Neighbourhood forming the primary delivery
architecture of integrated care.

National policy—including the NHS 10-Year Plan, the Government’s Fit for the Future vision, and
the emphasis on prevention, community-based models, and digital transformation—has shaped
our approach throughout. In parallel, the operating model has been designed in partnership with
our executive colleagues through a series of structured development sessions, ensuring alignment
with organisational values, statutory duties, and the emerging system vision.

The ICB needs to be clear on its role and its remit to ensure that it functions effectively in that
space. this operating model helps to reposition the ICB as the strategic commissioner and sets
out the areas that it will have responsibility for. This context is important as it requires partners and
providers to evolve and and respond at the same time.

Summary of the Operating Model

The model positions STW and SSOT as a single, coherent strategic commissioner, operating
across two ICBs but functioning as one cluster. Its central purpose is to improve population health
outcomes, reduce inequalities, and ensure that resources are used to deliver the greatest value.

It establishes a clear framework grounded in four core components of the commissioning cycle:

1. Understanding the local context through a unified business insight and intelligence
function that shapes priorities using population data, inequalities analysis, quality indicators
and lived experience.

2. Developing long-term population health strategy that is clinically credible, co-produced
with partners, financially sustainable, and aligned to the ambitions of Place and system
partners.

_
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Delivering the strategy through intelligent payer functions and resource allocation,
including outcomes-based approaches, market shaping, and support for
neighbourhood-based models of care.

Evaluating impact to ensure delivery is evidence-led, value-driven, and continually
improved through system-wide learning.

Alongside these core components, the model sets out:

A cluster-wide board and committee structure operating “in common” until a future merger is
agreed.

Executive team portfolios aligned to the commissioning cycle and strategic leadership
requirements.

A system architecture that positions Health & Wellbeing Boards as the holders of population
outcomes, Place Boards as the engine rooms of local planning and oversight, providers as
collaborators in delivery redesign, and Neighbourhoods as the front line of integrated,
preventative and personalised care.

A narrative for how clinical and professional leadership, quality, finance, digital, workforce,
estates, and public involvement underpin the operating model.

Development Process

The model has evolved through:

Executive workshops focusing on strategic intent, roles, and system architecture.
Iterative modelling of functions, responsibilities, and governance.

Engagement with clinical, professional, quality, finance, and insight leads.
Alignment with emerging organisational structures across both ICBs.

Review of national guidance, best practice from other systems, and the expectations of
NHSE for mature strategic commissioning.

Review and feedback from the Transition Committee and ICB colleagues.

Recommendation

The Integrated Care Board is asked to receive and approve the Operating Model and
acknowledge that the model will evolve over time as matures into its role as the strategic
commissioner.
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Our Cluster Values

Opennesss, honesty and

@ Trust and integrity

« We will act as trusted partners, doing what we
say we will do and explaining openly when we
cannot.

= We will act with integrity, transparency and .
consistency across organisational lines.

= We will build trust by sharing information
openly and supportingeach otherwhen .
decisions place partners in exposed or
challenging positions.

= We will be ambitious and willing to take
forward new ideas that improve outcomes for
our populations.

We will make difficult decisions together, .
taking proportionate risks as partners rather
thanin isolation.

psychological safety

* We will be open and honestahout what
we can deliver individually and
collectively.

We will foster psychological safety
between partners, enabling constructive
challenge, open dialogue and new -
thinking.

We will share knowledge, insightand
expertise freely to enable system wide
understanding and improvement.

We will be open to changing course collectively
when the evidence, people and community .
voice or outcomes require it.

= We will apply shared standards, processes and
behaviours fairly and consistently across our
systems.

= We will hold ourselves and one anotherto .
accountfor agreed actions and delivery.

Collaboration and system-first
leadership

@

= We will prioritise system outcomes and
population needs above organisational
interests or historical boundaries.

* We will demonstrate the behaviours and
values expected across our systems and
model collaborative leadership.

We will champion integrated workingand
strengthen relationships across
organisations, sectors and communities.

= We will use system resources responsibly and
collectively, recognising that decisions in one
part of a system affects the whole.

* We will maintain a constructive, solutions
focused attitude, supporting each other to .
overcome barriers and deliver priorities.

= We will present a united approach to
communities, partners and regulators.

We will encourage, develop and empower
colleagues and partners to contribute to -
shared goals.

Respect, inclusion and
compassion

We will value all partners equally,
recognising the strengths each brings.

We will listen actively and seek to
understand different organisational,
professional and community perspectives.

We will treat one another with kindness,

empathy and respect.

Forward focus, innovation

and constructive challenge

We will focus on what is possible and
avoid allowing past difficulties or
organisational histories to limit future
progress.

We will stay optimistic, open to new ideas
and committed to continuous
improvement

We will challenge each other
constructively, resolve conflict openly, and
remain committed to shared solutions
that benefit our populations.




As clustered ICBs is to lead and support delivery of the Integrated
Care Systems (ICS) aims across the geographies of Shropshire,
Telford & Wrekin, Staffordshire and Stoke-on-Trent:

Improving outcomes in population health and care
Tackling inequalities in outcomes, experience, and access
Enhancing productivity and value for money

Helping the NHS to support broader social and economic
development.

The Government has set out in Fit for the Future: 10 Year Health
Plan for England, three strategic shifts for the NHS:

Treatment to prevention: through proactive community and
public health initiatives, working closely with local
authorities, communities and individuals.

Hospital to community: moving care closer to home by
building more joined-up, person-centred care in local
neighbourhoods, reducing reliance on acute care.

Analogue to digital: harnessing technology and data to
transform care delivery and improve quality of care.

01

Value and
Productivity

People

Frovider
Collaboratives
and System

Improving Access

Hospital to Community

Analogue to Digital

Sickness to Prevention



Our Purpose

As strategic commissioners, STW and SSOT ICBs will focus on providing system leadership to improve population
health, setting evidence based and long-term population health strategy and working as healthcare payers to deliver
this, maximising the value that can be created from available resources.

Cluster Priority: Establish a unified 5-10-year strategy that
strengthens prevention and quality of services, shifts care
upstream, reduces inequalities, and embeds neighbourhood
health models.

Cluster Priority: Create a single evaluation and assurance
framework that measures outcomes, inequalities reduction,
access, quality, productivity and system shift delivery.

understanding of population need, inequalities, demand

@ Cluster Priority: Build a shared, evidence-driven
and service pressures across STW and SSOT.

Cluster Priority: Operate as a single intelligent payer that
directs resources toward outcomes, prevention,
neighbourhood models, and community-based care.

Strategic Commissioner System Stewardship System Partner

+ Set clear strategy and commissioning * Actin a system stewardship role, creating <+ Provide strategic leadership for system
intentions aligned to population need the environment that enables partners transformation and improvement.

* Use data, insight, and resources to drive across the health and care system to » Align organisations around shared
high-value care and evaluate impact collaborate and deliver improved outcomes and long-term population health
Design and manage commissioning outcomes for local populations. goals.
frameworks that drive improved outcomes <+  Provide leadership to the development of + Create the conditions for innovation,
Shape and steward the provider system architecture so the system is best collaboration, and sustainable change.
landscape to ensure services are configured for integrated, population-

configured to meet population needs focused delivery.



Our Health and Care Landscape

Shropshire, Telford & Wrekin

Around 500,000 Population

Shrewsbury and Telford Hospital Trust - Shropshire Community
Health NHS Trust - Robert Jones and Agnes Orthopaedic
Hospital Foundation Trust - Midlands Partnership University
NHS Foundation Trust and West Midlands Ambulance Services
University Foundation Trust

51 General Practices working through 8 Primary Care Networks
81 Community pharmacies
63 Dental Practices
62 Community Opticians

Shropshire Council and Telford & Wrekin Council

Independent and VCSE sector

Staffordshire and Stoke-on-Trent

1.1 Million Population

University Hospital of North Staffordshire - University Hospital of
Derby and Burton - Midlands Partnership University NHS
Foundation Trust - North Staffordshire Healthcare Trust and West
Midlands Ambulance Service NHS Foundation Trust

141 General Practice working through 25 Primary Care Networks
237 Community Pharmacies,
230 Dental Practices
140 Community Opticians

Stoke-on-Trent City Council and Staffordshire County Council

Independent and VCSE sector




As a Strategic Commissioner

1. Understanding the local context
Assessing population needs now and in the
future, identifying underserved communities
and assessing the quality, performance and
productivity of existing provision

4. Evaluating Impact

Day to day oversight of health care usage,

user feedback and evaluation to ensure

optimal, value-based resources use and

improved outcomes.

3. Delivering the strategy 2. Developing long-term

through payer functions and population health strategy

resource allocation Long-term population health planning
ality

Oversight and assurance of what is and strategy and care pathway redesign

purchased and whether it delivers qu to maximise value based on evidence
for residents and outcomes required.

\

Governance and Core Statutory Functions
Ensuring the ICB is compliant, accountable and safe.

Establishing robust governance structures. Continue to fulfil
statutory duties and monitoring equity of outcomes.




Board Structure

Health & STW & SSOT Health &
Wellbeing <" <> Wellbeing
Boards = Boards
Integrated Care Boards in Common
. 4
v \ 4

JOINT
JOINT .
JOINT . Strategic
People, . Audit .. JOINT SSOT
Sé.l;vavrdplsaxcg <+ Culture & PeQr:oilrlrt\);r?ce Committees SBSoc:;:sla)](Ze Commlzswnlng Remuneration Health & Care Y 3 SB%%-I; cllasI?(%e

Inclusion . IN COMMON . Committee Senate
. Committee Transformation
Committee

Committee

JOINT SCTC

Hellil A JOINTQEP B 6 \NT Audit JOINT Sub-
Sub- Sub- . ) JOINT Rem
. . Sub- Finance Sub- Committees
Committees Committees Committee Committees TBC Sub-
TBC TBC Committee

TBC TBC e.g. PHM, PCF
e.g.PFI’ae:pIe e.g.Sg(S;G 4 eg.1G/ e.g. Capital Planning, Data / e.g- VR Panel

Digital

e Acronyms appendix



Statutory Duties

5 o o3 The Board
% .,"—_’ 5 = E = retains
= 6 .,‘—3 o 0 ) Accountability
) ) ) ) O v o 5 E o g_ for all statutory
This table sets out key statutory duties, which relate to the establishment and o3 a:-_3 Q > 9 £ o duties with
core functions of ICBs. It is not exhaustive and is intended to capture the statutory "‘E c & £ 38 3% g < responsibility
duties that are most relevant to functional areas ® g E g 3 ; g a S and oversight
°cs5 o =2 ?_ D6 QE, ® delegated to the
28 2 2 8 ®E2F @ folowing
5 u’j f) 5 5 »n O t? E subcommittees
Duty to develop, publish and update Joint Forward Plan (JFP) Cc C C A S SCTC (C),
Duty to develop joint capital resource use plan. C A c C S S Audit (C)
Financial duty as to resource use limits R A R R R R Audit (C)
Duty of co-operation (NHS bodies & LAs) R R R R A A
Public involvement duty A S R R R R QPC (C)
Duty of ICBs to commission health services R A R R A A SCTC (C), )
Duty to promote the NHS Constitution R R R R R R R eSponSIble
Duty as to effectiveness, efficiency & economy A A A A A A Audit (C) A ccounta b|e
Duty to improve quality of services S A A R R QPC (C)
Duty to reduce inequalities in access/outcomes R S R R A A QPC (C) S upport
Duty as to patient choice S R A R R C onsult
Duty to obtain appropriate advice A S A A R R
Duty to promote innovation: S S R S A R SCTC (C)
Duty in respect of research S S R S A R
Duty to promote education and training R C R A S R Pl Committee (C)
Duty to promote integration S S R R R A SCTC (C)
Duty to have regard to wider effect (TripleAm) A A A A A A
Duties as to climatechange ®# =® R R A R Audit (C)
Duty to establish an Integrated Care Partnership (ICP) S S S S A R Board
Duty to have regard to assessments & strategies(JSNAs) s s R R®R A A
Public Sector Equality Duty (PSED) A S R R R R PI (C),




Executive Team responsibilities

Chief Executive

Chief of Staff

Office of the Chair & CEO
ICB Board Secretary
Corporate Governance
Inclusive
Communications &
Involvement

Information Governance
Equality, Diversity &
Inclusion

ICB People & Operational
HR Function

ICS People
Transformation /Enabling
Health & Safety
Complaints, PALS &
Compliments

Corporate Administration
Function

Freedom to Speak Up
(FTSU) Senior Officer
Deputy Senior
Information Risk Owner
(SIRO)

Chief Finance Officer

» Strategic Financial Leadership
* Financial Accounts, Financial
Management, Governance and
Compliance
» Strategic and Operational Financial
Planning
» Strategic Estates
« Contracting and Procurement
* Contracting and procurement
management, governance and
compliance (excl. primary care &
CC)
ract development, innovation and
t management
g
r Performance Oversight
Information Risk Owner (SIRO)
ead for Counter Fraud

Chief Officer: Strategy &

Improving Outcomes

Strategic commissioning for
outcomes

Strategic commissioning for
delegated specialist services &
cross-border flows

Specialised Commissioning
Strategy and Strategic Planning
Integrated Intelligence Hub
Strategic analytics

Population health management
and forecasting

Public health expertise

Health inequalities

Business intelligence

Data science

Strategic service change

Digital transformation
Sustainability

Research and Innovation

Chief Officer: System
Development & Integration

Neighbourhood health delivery
Place-based working

Integrated working with Local
Authorities and mobilisation of the
Better Care Fund schemes
Partnership development & system
design

Provider development & provider
collaboratives

System Convening

Emergency Planning & Resilience
Response (EPRR)

Accountable Emergency Officer
(AEO)

Delivery of local response to
demand and capacity pressures
System mobilisation and delivery of
the ICBs commissioning strategy

Chief Nursing Officer

Chief Medical Officer

* Clinical & Professional Strategic
Leadership for Nurses, Midwives and
Allied Health Professionals

* All Age Continuing Care &
Individualised Commissioning

* Lead Executive for Safeguarding
(Adults & Children), Children in care
and Child Death Processes

* Special Educational Needs &
Disabilities (SEND)

* Prevent

* Mental Capacity and Liberty
Protection Safeguards Lead

* Maternity & Neonatal

* Quality Assurance & Quality
Improvement

* Acts as Director of Infection
Prevention & Control (DIPC)

Clinical Governance

Clinical & Professional Strategic
Leadership for Medical, Dental,
Pharmacy, Ophthalmology
professionals

Primary Care Strategic
Commissioning & Transformation
(including Pharmacy, Dentistry
and Optometry)

Medicines Management/
Optimisation

Caldicott Guardian




Understanding the local context

*» Understanding the local context means having a clear and detailed picture of the needs of our population, now and
in the future, and the quality and effectiveness of our services on which to base our strategy and decisions.

*»* The ICB will have a unified multi-disciplinary Insight function supported by Business Intelligence, Data Science,
Population Health Management, as well as Public Health and Health Economic expertise. They will work with
guantitative and qualitative data to give a richer picture of our population and will analyse needs, inequalities,
demand and capacity, quality and safety, long waits, and service gaps. Data produced by this function will be
triangulated with patient and clinical voice to ensure it becomes actionable insight which can drive long-term
strategy and decision-making

“* Engagement and insight from Inclusive Communications & Involvement will ensure community perspectives are
embedded and that the patient voice shapes our understanding. Input from the Quality team bringing quality
indicators and patient/service-user feedback will ensure lived experience is reflected and Clinical and Professional
Leadership contributes real-world feasibility.

** This multi-disciplinary approach will allow us to create a comprehensive system-wide picture of need, our Integrated
Strategic Needs Assessment, as the foundation of our strategic planning and Commissioning Intentions, aligning
with national expectations for ICBs to steward population-level planning.

Together, these teams will enable the ICB to identify priority inequalities, understand population variation, and build
n evidence-based foundation for strategic commissioning.

Outcome: A unified understanding of the local context that drives prioritisation,

informs commissioning intentions and supports strategic decision-making




Developing long-term population

health strategy

“* The long-term population health strategy will be shaped through Strategy & Improving Outcomes, supported by
Strategic Planning, Strategic Analytics, Health Inequalities, Public Health expertise, Clinical and Professional
Leadership, Research & Innovation, and Digital Transformation.

*» These functions will translate insight into strategic priorities across prevention, pathways, workforce, quality, digital,
estates, and service change, including contributions to the ICB Strategy (the 5-year Commissioning Plan) and Joint
Forward Plan, with a supporting Population Health Improvement Plan against which we measure progress.

*» The process will be informed by the ISNA and evidence from the Insight function and underpinned by long-term
financial modelling from Finance and Strategic Financial Planning functions.

+*»» Co-production will be ensured through Inclusive Communications & Involvement, Clinical & Professional Leadership,
and collaboration with Place-based teams and Local Authority partners.

+»» Workforce strategy will be shaped ensuring future models of care are staffed safely and sustainably.

** These combined resources allow the ICB to set a long-term, system-aligned strategy that is credible, evidence-
based, clinically endorsed, financially sustainable and co-produced with communities.

Outcome: A clear, system-owned long-term strategy setting out population health

ambitions, inequality goals and the commissioning intentions required to achieve
them




Delivering the strategy through payor

functions and resource allocatic

“* Commissioning intentions will be driven by the 5-year Commissioning Plan, with Commissioning teams applying
commissioning levers such as outcomes-based payments, procurement routes, and market-shaping, in collaboration
with Contracting & Procurement, Finance, and System Development & Integration.

+»» Place and provider collaborations will lead local service design and implementation, supported by enabling functions
(Digital Transformation, Service Change, Provider Development, Neighbourhood Health Delivery, and System
Development & Integration) and informed by evidence-based interventions and local population data.

+»» Strategic workforce, estates, and sustainability impacts will be assessed through ICB People Transformation,
Strategic Estates, and Sustainability functions to ensure alignment of workforce, infrastructure, and environmental
considerations.

“* The ICB will adopt an intelligent payor approach, led by Contracting & Procurement and supported by Finance,
Planning & Performance, Insight, Strategic Commissioning, Primary Care Strategic Commissioning, and Medicines
Optimisation.

+*» The intelligent payor function will use structured contract-management frameworks, integrating financial, activity,
quality, and population-health data to monitor outcomes, ensure value for money, and drive system-wide efficiency.

Resource allocation will be based on population need, inequality impact, and value for money, enabling consistent
nd aligned implementation across the system.

Outcome: Coherent, aligned delivery of the ICB strategy enabled by

consistent use of commissioning levers and resource allocation decisions.




Evaluating the impact

» Evaluation of impact will be coordinated and led by the Value-Intelligence and Evaluation team, using health
economics and cost benefit analysis supported by Business Intelligence, Performance, Quality Assurance &
Quality Improvement, and Clinical and Professional Leadership teams, in partnership with Place and
provider collaboratives.

**» Monitoring delivery of outcomes, quality, safety, lived experience, and health inequalities, using data from
the Insight function and from Inclusive Communications & Involvement to ensure patient experience shapes
continuous improvement.

+*» This robust multi-disciplinary evaluation will drive decisions to scale, commission or decommission services
according to their impact on the health of the population.

+“» This structured, system-wide approach supports a learning health system where impact drives future
commissioning decisions, consistent with national expectations for accountability and stewardship

Outcome: A learning system where evidence of impact directly informs future
commissioning decisions, enabling prioritisation, scaling of effective models and

discontinuation of ineffective ones.




Cluster Strategic Commissioner
Outcomes

4 Evaluating Impact

A learning system where evidence of impact
directly informs future commissioning
decisions, enabling prioritisation, scaling of
effective models and discontinuation of
ineffective ones

3. Delivering the strategy through
payer functions and resource
allocation

Coherent, aligned delivery of the ICB
strategy enabled by consistent use of
commissioning levers and resource
allocation decisions.

1.Understanding the local context

A unified understanding of the local context
that drives prioritisation, informs
commissioning intentions and supports
strategic decision-making

2.Developing long-term population
health strategy

A clear, system-owned long-term strategy
setting out population health ambitions,
inequality goals and the commissioning
intentions required to achieve them




Creating the environment
for delivery

.



System Architecture

Local
Authorities

VCSE

NHS Provider
Sector

NHS Primary
Sector

LA Care Sector

Health and Wellbeing Board

Place Based Partnership

Neighbourhood

Health & Wellbeing Boards - Set the population outcomes and priorities.
Population outcome focus and democratic accountability - (informed by JSNA)
ICB as Strategic Commissioner - Sets system-wide commissioning intent for
health, priorities and standards. (what good looks like and what must be
delivered from a health perspective)

Place Based Partnerships - Place Boards at the heart of system governance,
the engine room - translating Health & Wellbeing Board population priorities
and ICB health strategy/commissioning intentions - leading local planning
and oversight of delivery and providing assurance back to both. Health is a
partner but not the lead.

NHS Providers - Collaborating to evolve joint, population-focussed delivery
models, anchored in and wrapped around Place based delivery.
Neighbourhoods - The delivery mechanism for integrated, population-focused
care—bringing together primary care, community services, social care and
VCSE to improve outcomes, reduce inequalities and shift care closer to home.
ICB in a system stewardship role — Convening partners - enabling and aligning
system activities to create the environment for delivery and quality
expectations.




How we work at a population level

Place Neighbourhood

Neighbourhood health aims to focus on the needs
of a local population to deliver - healthier
communities, helping people of all ages live healthy,
active and independent lives while improving their
experience of care, and increasing their agency in
managing their own care.

Bring partners together to work jointly to plan, co-
ordinate and deliver health and care services, in an
integrated way, based on a shared view of the needs
of the population, with the ultimate aim of improving
health and wellbeing.

* from hospitalto community - providing better
care close to or in people’s own homes, helping
them to maintain their independence for as long

as possible, only using hospitals when it is

clinically necessary for their care

This approach aims to shifts resources and decision
making closer to the people that they affect.

from treatment to prevention - promoting health
literacy, supporting early intervention and
reducing health deterioration or avoidable
exacerbations of ill health

from analogue to digital - greater use of digital
infrastructure and solutions to improve care



Neighbourhood Health Objectives

Bringing health services, wider resources and support » Delivering convenient care, at a time and place that fits
closer to the communities around people’s lives.

Replacing the status quo of ‘hospital by default’ » Promoting preventative health care, health education and
tailored support

Empowering neighbourhoods and individuals to take » People can personalise their care to their own individual
charge of their own physical and mental health- needs, choices and preferences.

Developing the broad framework required to provide » Facilitating partnerships among health services and
health provision and services in local communities community groups

New models of care, not just moving services from one » Designing services that work for patients, not demand
place to another they fit around the way providers have historically chosen
to organise care

; |



Integrated working between Strategi
Commissioning and Place

Needs Assessment and Outcomes Setting
In-depth population analysis/Analysis of resource utilisation (finance)/Modelling of local impact of evidence-based impactable interventions/Health economic analysis/Agree
priority outcomes/Evaluate delivery against outcomes

Strategic Commissioning Our Four Places

Strategy & Planning Integrated Delivery at Place

+ ICB/Health & Wellbeing Board partnership priorities + Oversight of Place-based outcome framework

+ Assessment of national policy and local analysis * OQversight of delegated financial envelope

= Setting system strategic ambition and place expectations = Engage partners, clinicians and communities in designing solutions to
+ Setting commissioning intentions for the system deliver priorities

+ Setting financial envelopes + Integrated Neighbourhood Health - work with partners to create

« Strategic resource allocation neighbourhood health model and improve outcomes for key cohorts

» Operational planning Demand management

« Agree transformational priorities + Co-design with communities

« Strategic digital leadership and development

Contracting & Evaluating Impact of System Aligning Partnership Incentives & Resource

Clear Accountability

» Manage market rules and core NHS contracts » Coordinate the resources across pathways and partners to achieve
« Assure delivery at place, provider, system level shared outcomes

+  Quality improvement + Support the development/strengthening of provider partnerships

« Strategic digital and estates leadership and development

|

Enablers

Clinical & Communications Corporate & Clinical Digital EDI Finance People & Culture
Professional and Engagement Governance
Leadership

Quality & Safety




Clinical & Professional Leadership

Clinical & Professional Leadership is a core function within the ICB operating model, working collaboratively
with strategic commissioning, place-based partnerships and provider collaboratives to support the
development and delivery of evidence-based, high-quality care.

 Strategic contribution
Working with commissioning, population health and improvement teams to interpret data, clinical evidence
and best practice, informing strategic priorities and commissioning intentions.

« System contribution
Bringing multidisciplinary clinical and professional perspectives into system decision-making, helping to test
feasibility, manage risk and support the development of sustainable models of care.

* Convening and connection
Convening clinical and professional leaders across Place, neighbourhoods and provider collaboratives to
support co-production of pathways and models that improve outcomes and reduce variation.

* Quality, safety and stewardship
Supporting system-wide clinical governance, quality improvement and responsible resource use, ensuring
assurance arrangements are robust and proportionate.

Through this role, Clinical & Professional Leadership supports the collective leadership of Place, providers and
system partners in improving quality, outcomes and value for our populations.




Underpinning plans/strategies

1. 5-year Commissioning Plans
i.  STW Our Strategies - NHS Shropshire, Telford and Wrekin
ii. SSOT Five Year Plan - Staffordshire and Stoke-on-Trent, Integrated Care Board

3 Year Revenue, 4-year Capital and 3-year performance plans
Organisational Development plan

Clinical Strategy

Quality Strategy

Integrated Governance plan

Involvement and Communications Strategy

N o Ok W



https://www.shropshiretelfordandwrekin.nhs.uk/about-us/our-strategies/
https://www.shropshiretelfordandwrekin.nhs.uk/about-us/our-strategies/
https://www.shropshiretelfordandwrekin.nhs.uk/about-us/our-strategies/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/
https://staffsstoke.icb.nhs.uk/five-year-plan/

Financial Strategy

The cluster financial strategy aims to operate as one intelligent payer
that reallocates resources toward prevention, neighbourhood-based
care, and digital innovation, while adopting outcomes-based
contracting, joint financial governance, and system-wide efficiency to
achieve long-term financial sustainability by 2030/31.

Direction of travel

=» Move to a Single, Unified Cluster Financial Framework

=»Value-Based Commissioning & Outcomes-Driven Investment

=» Shifting Investment from Hospitals to Prevention & Community-Based Care
=»Shared Efficiency & Productivity Programme

=» Reform of Contracting Models

=2 Alignment of Capital, Estates & Workforce Investment

=» Financial Sustainability by 2030/31




Clinical Strategy

* Our Clinical Strategy is to ensure that every person in our systems has

the opportunity to live a healthy, fulfilling life supported by safe, high-
quality, and joined-up health and care.

* We will use clinical leadership, population health intelligence, and
evidence-based practice to design and commission services that prevent
iliness, reduce inequalities, and empower people and communities to
stay well and live independently for longer.

* The Clinical Strategy is informed by detailed intelligence about the needs
of our local population as well as national priorities in the 10-year Health
Plan for England and our broader responsibilities working with NHS
Wales. It sets out clinical priorities and influences our Commissioning
Intentions and 5 year Commissioning Plan.




Quality Strategy

* We will provide system-wide assurance that care is safe, effective and
high-quality, delivering the ICB’s statutory duty to improve quality of
services link with improving population health and reducing inequalities.

* Quality information and assurance enables the ICBs to act as a strategic
commissioner, ensuring quality is central to how resources are allocated
and services are arranged.

* The National Quality Strategy will underpin our quality priorities and
approach.

* Quality will be key to our statutory duty to provide continuing healthcare.

* We will drive system wide quality improvement to drive the ICB priorities
and improved outcomes.

* Our clinical governance will support our work with providers,
collaboratives, Place and the clinical and professional leadership
to share intelligence and analytics to identify risk, variation, and system
pressures.




Acronyms Appendix

Acronym Meaning

AACC
AEO

BCF
BI
CFO
CHC
CMO
CNO
DIPC
EDI

EPRR

FTSU
GP
HR
ICB

ICS

All Age Continuing Care
Accountable Emergency Officer

Better Care Fund

Business Intelligence

Chief Finance Officer

Continuing Healthcare

Chief Medical Officer

Chief Nursing Officer

Director of Infection Prevention and Control
Equality, Diversity and Inclusion

Emergency Preparedness, Resilience and Response

Freedom to Speak Up
General Practice
Human Resources
Integrated Care Board

Integrated Care System

Acronym

IG
ISNA

JSNA
LA
PALS
PCN
PCI
PHM
Q&P
QSG

SEND

SIRO
SPC
SSOT
STW

VCSE

Meaning
Information Governance

Integrated Strategic Needs
Assessment

Joint Strategic Needs Assessment
Local Authority

Patient Advice and Liaison Service
Primary Care Network

People Culture and Inclusion
Population Health Management
Quality and Performance

Quality Surveillance Group
Special Educational Needs and
Disabilities

Senior Information Risk Owner
System Performance Committee
Staffordshire and Stoke-on-Trent
Shropshire, Telford and Wrekin

Voluntary, Community and Social
Enterprise




Integrated
K Care System

Shropshire, Telford and Wrekin

NHS

NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent
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(1) Purpose of the Paper:

To seek Board endorsement of the development of a single, integrated system vision and
delivery approach for neighbourhood health. This is the next step in setting out the delivery
environment to support the 5-year Strategic Commissioning Plan agreed at the March ICB
Boards in Common and will form part of the response to NHS England’s requirement for a
system-wide strategic commissioning narrative by 15 May 2026.

The paper sets out:
« Ahigh-level operating model for roles and functions of Place and Neighbourhoods
« Strengthened governance and system leadership
e A proposal for a phased approach to delegation (2026—2029)
o Priority actions for the next 12 months
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(2) History of the paper, incl. date & whether for A/ D/ S /1 (as above): Date

Presented for Board discussion on 30" April — recognising component
elements on neighbourhood models of care have been presented at the
Boards at various times.

Expand as necessary if the report went to multiple meetings

(3) Implications:
Legal / Regulatory Set out in the NHS 10 Year Plan for Health

CQC / Patient Safety None identified specifically within this paper

Financial (CFO-assured) None identified specifically within this paper

Sustainability n/a

Neighbourhood health is about working together differently to make
optimal use of shared available resources. This will need to be defined in
a workforce model and plan that articulates the future activity shift from
Workforce / Training hospital and community that fully takes account of population health needs
and requirements, joint training and staff rotation across services and
productive integrated working with a supply training and education plan to
support delivery

Equality & Diversity n/a

This model of care is designed to address inequalities including health and
Due Regard: Inequalities wider determinants of health where applicable and based on population
health data.

This model of care is designed to improve health and wider determinants
Due Regard: wider effect to increase employment, access to education and improve wider socio-
economic benefits.

(4) Statutory Dependencies & Impact Assessments:
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(5) Integration with SBAF (for NHS SSOT) / Strategic Risks (SR, for NHS STW)
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SBAF1 Responsive Patient Care - Elective SBAF5 High Quality, Safe Outcomes

SBAF2 Responsive Patient Care - UEC SBAF6 Sustainable Finances

X
X

X
X

SBAF3 Transforming Community Services SBAF7 Improving Productivity

SBAF4 Reducing Health Inequalities SBAF8 Sustainable Workforce

X
X

SR1 Strategic Collaboration & Partnership

X

SR4 ICS Workforce (retention/wellbeing)

X

SR2a ICB & System Financial Balance SR5 Digital & Data Systems / Strategy
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SR2b ICB & System RRL / CRL Plans SR6 |ICS Strategic Response (e.g. EPRR)

X
X

SR3 Reducing Health Inequalities SR7 ICS Socio-Economic Development

SR8 Patient & Public Involvement
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(6) Executive Summary, incl. expansion on any of the preceding sections:

To seek both Boards endorsement of the development of a single, integrated system vision and
delivery approach for neighbourhood health, as the next step in delivering the ICB’s approved 5-
year strategic commissioning plan and responding to NHS England’s requirement for a system-
wide strategic commissioning narrative by 15 May 2026.

Whilst we recognise the considerable progress that has been made to date, including involvement
in the National Neighbourhood Implementation Programme (Shropshire), there is a need to have a
clearly defined strategy and vision which is aligned across the geography of the Cluster ICB.

This model of delivery should focus on true integration, working together differently, and
sustainability for our providers so we can plan for delivery of improved outcomes for our
populations. population will only be delivered through sustainable, integrated partnerships
between NHS, Local Authority and Voluntary, Community, and Social Enterprise (VCSE) sectors.

This paper sets out:
e Roles and functions of Place and Neighbourhoods
« Strengthened governance and system leadership
o A proposal for a phased approach to delegation (2026—2029)
« Priority actions for the next 12 months

(7) Recommendations to Board:

The Board are asked to:

Endorse the next steps:

__
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Strategy

Executive creation of a single system vision-mapping (May 2026)

Establishment of Place Boards in SSoT — first meetings to take place (May 2026)
System engagement (May—June 2026)

Agree priority focus areas for year 1 (May 2026)

Governance and footprint agreement (June 2026)

Roadmap development (July 2026)

Support the prompt development of a process to enable ‘left shift’ funding allocations and
phased delegation to Place.

o System CEO development programme for strategic leadership (Sept 26 — Sept 27)

Leadership and sponsorship

o Provide visible leadership and sponsorship to the agenda
e Support the programme team to act to convene partners

Commitment to delivery

o Commit to delivery of identified actions and priorities
e Engage with processes to ensure alignment the development of new proposals and major
investment decisions until alignment is achieved, such as estates and digital infrastructure.
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Creating the System Architecture to Accelerate Delivery of Neighbourhood Models of Care

2.1 Introduction and Purpose

The purpose of this paper is to advise the Boards on all the strands of neighbourhood health at a
national and local level. It then seeks both Boards endorsement of the development of a single,
integrated system vision and delivery approach for neighbourhood health, as the next step in
delivering the ICB’s approved 5-year Strategic Commissioning Plan. The paper also sets out the
ICB response to the recently published Neighbourhood Health Framework, including NHS
England’s requirement for a system-wide strategic commissioning narrative by 15th May 2026.

This paper sets out:
« A high-level delivery operating model for Place and Neighbourhoods
o Strengthened governance and system leadership
e A proposal for a phased approach to delegation from the ICB of authority and responsibility
(2026—-2029)
« Strengthened governance and leadership at all levels
e Priority actions for the next 12 months

2.2 Background

The NHS 10 Year Plan establishes a clear direction of travel for health and care systems,
signalling a shift away from hospital-centred models towards a Neighbourhood Health Service
designed around individuals, families and communities. This vision requires the replacement of a
‘hospital by default’ approach with a preventative, community-anchored model where care is
delivered digitally, where appropriate, provided at home, whenever possible, accessed through
neighbourhood health centres, when needed, and delivered in hospital settings only when
clinically necessary.

The National Neighbourhood Health Framework, published in March 2026, reinforces this ambition
and provides a platform for neighbourhood health as the default organising principle for NHS care.
National guidance is explicit that neighbourhood health is not a discrete programme but a
whole-system transformation. It requires systems to rewire commissioning, governance and
delivery arrangements so that neighbourhoods are empowered to plan and deliver integrated,
population-focused care. This includes a strong emphasis on prevention and early intervention,
integrated neighbourhood teams, aligned governance structures and measurable population
health and wellbeing improvement.

Integrated Care Boards are expected to set strategic intent, outcomes and enabling architecture,
while devolving increasing responsibility and autonomy for delivery solutions to Place and
Neighbourhoods.

Following both Boards approval of the 5-Year Strategic Commissioning Plan in March 2026, NHS

England has requested each system to submit a single, aligned narrative by 15 May 2026
describing how partners will:

_
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e Develop strategic commissioning capability

o Deliver neighbourhood health models

« Align financial flows and incentives

o Work collectively to remove barriers to delivery

A series of national publications were issued in March 2026, notably The Neighbourhood Health
Framework and Population Health Delivery Models which set out clear expectations to organise
services around defined populations, delivering proactive, preventative and integrated care.

Locally, whilst progress is being made and we are not starting this work from a zero base:

o There is no single, shared system vision or roadmap for neighbourhoods across the cluster

« Leadership and accountability for delivery is not clearly defined

e There is the potential for duplication and inconsistency due to delivery decisions often being
made before strategy is finalised

e There is a risk of fragmented use of the ICB 2026/27 left shift neighbourhood funding
aligned to local interpretation of need

This paper sets out to translates national policy, the ICB’s 5-year Strategic Commissioning
strategy, and the NHS England planning requirement into a single, coherent system delivery
model which aligns to the ICB Operating Model. There is also an opportunity to agree the process
to utilise the ‘left shift’ funding to maximise the opportunities for 26/27 and beyond, to deliver
outcomes and impacts recurrently, that support the population and neighbourhoods across our
cluster and are aligned to a single view of population need.

2.3.1 Our ambition

Within this national context, the Cluster ICBs as Strategic Commissioners are transitioning to a
population-based, outcomes-driven commissioning model. This represents a significant shift in
role, from managing individual services and contracts towards allocating resources based on
population need, value and measurable impact. To deliver this effectively, Place and
Neighbourhoods must be equipped not only with the authority to act, but also with the governance,
leadership capacity and system support required to design, plan and implement optimal local
models of care. Neighbourhood Health within our system must, therefore, be understood as a
system-wide transformation rather than a single programme.

This is not a one-way delegation or passing of responsibility though from the ICB. It will require LA
partners to bring their budgets into this space and to work differently to help flatten the demand
curve and it will require providers to operate more collaboratively and to take a leadership role in
the new models of care.

A wide range of existing community focussed developments already contribute to the
Neighbourhood Health agenda: including the hospital transformation programme; the National
Neighbourhood Health Improvement Programme (NNHIP) in Shropshire; our developing
integrated neighbourhood teams; long-term condition transformation programmes; urgent and
emergency care improvement; cancer and elective reform; women’s health; access to primary

_
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care and local authority-led community and prevention initiatives and the enabling digital, estates
and workforce programmes. The publication of the national framework provides the opportunity
and imperative to bring this activity together within a single, coherent delivery architecture,
reducing duplication, improving alignment and accelerating impact.

Our ambition therefore is to establish a Neighbourhood Health Service that:

« Shifts care from hospital to community and home-based settings

o Embeds prevention and early intervention

e Is designed around populations and communities

e Improves outcomes and reduces inequalities

Neighbourhoods will become the default model for delivering care, consistent with national policy.
It is important that we are accurate and precise in our use of language and that we do not conflate
the place work and the neighbourhood work. We risk confusion if we use them interchangeably.

2.3.2 Alignment to National Policy and Delivery Models

In our systems, neighbourhoods will become the primary delivery units for integrated,
population-focused care. Defined around natural communities and designed to bring together
general practice, community pharmacy and dentistry, community health services, mental health
services, acute providers, local authority social care and public health teams, and the voluntary,
community, faith and social enterprise sector and where appropriate, urgent care, diagnostics and
outpatients to collectively work together differently to achieve shared population outcome
improvements.

While Primary Care Network boundaries are often a sensible starting point for neighbourhood
geography, national guidance allows and expects local flexibility. In parts of our cluster, this will
mean reviewing neighbourhood footprints to ensure they align with natural communities, local
governance arrangements and operational viability.

Primary Care Networks have been pivotal in developing the Integrated Neighbourhood Team
model which are at different levels of maturity and which in the main have been delivered using
existing resources and contractual arrangements. There is a recognition that General Practice,
Primary Care Networks and wider primary care services such as community pharmacy, optometry
and dental services have a fundamental role within neighbourhood service delivery and will be
critical to the further design of services based on population need.

Neighbourhoods are expected to improve routine access to care, provide proactive and
anticipatory support for people with complex needs, strengthen prevention and early intervention,
and offer safe and effective alternatives to hospital admission.

Whilst individual neighbourhoods are the primary focus, there will also be a need, in some
circumstances, particularly where specialist input or larger scale models would make optimal use
of the available resources, to develop delivery models that will operate across multiple
neighbourhoods or localities. This pragmatic approach will ensure that neighbourhood health
improves outcomes and sustainability of services and providers and return on investment.

_
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This proposed approach aligns with national policy and guidance by:

« Establishing neighbourhoods as the primary delivery model, delivered through integrated
neighbourhood teams
« Strengthening Place-based infrastructure, governance and planning and Health &
Wellbeing Board leadership
« Delivering the three core priorities of neighbourhood health:
o Improved access to routine care
o Proactive care for populations with complex needs
o Alternatives to hospital care
o Supporting the development of population health delivery models, with providers working
collaboratively across neighbourhood and Place footprints
e Learning from existing models supported by primary care including PCN'’s and further
testing and escalating where impacts are beneficial.
« Enabling the evolution of provider roles, including multi-neighbourhood and integrated
delivery models using different neighbourhood contractual models
e Implementing a phased approach to the delegation of authority and responsibility to Place
and neighbourhoods (2026—2029) aligned to national expectations

2.3.3 Proposed operating model, Governance and System Leadership (Definition of Roles)
The ICB acts as the strategic commissioner and system steward, setting system-wide priorities
and outcomes, designing commissioning, contractual and financial architecture, removing barriers
to integration and ensuring delivery of national requirements whilst laying the foundations for more
fundamental reform.

At the same time, the ICB has a stewardship role in convening partners, aligning activity and
creating the conditions in which neighbourhoods can succeed.

Health and Wellbeing Boards provide democratic accountability, setting population outcomes
informed by Joint Strategic Needs Assessments and through collective leadership the
development of Neighbourhood Health Plans.

Place-based Partnerships, operating as sub-committees of the ICB, currently in Shropshire,
Telford and Wrekin, translate system strategy and Health and Wellbeing Board priorities into local
delivery, provide oversight and assurance, and manage delegated resources. In Staffordshire and
Stoke on Trent, some of this work is currently managed through the Joint Commissioning Boards
but not specifically in relation to neighbourhood models of care.

We will continue to establish and build on Neighbourhood leadership and infrastructure
arrangements, within a clear system architecture:

« ICB (Strategic Commissioner)-Sets strategy, outcomes and financial framework for
health, including future delegation of budgets; retains statutory accountability.

o Health & Wellbeing Boards-Sets population outcomes and priorities, approves the
Neighbourhood Health Plan for 2027/28.

_
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o Place-Based Partnerships, operate as formal delegated subcommittees of the ICB
Boards, with defined authority for local health and wellbeing planning, prioritisation, funding
allocation and oversight of delivery. Over time delegated budgets from both the ICB and
LA’s will need to be brought into this space to be used as levers to drive a fundamentally
different approach of delivery.

o Providers (NHS and partners)- Play a central role in collectively designing and delivering
neighbourhood health, working collaboratively across organisational boundaries to deliver
integrated, population-focused care.

This includes evolving towards new population health delivery models, where providers:

Organise services around defined populations and neighbourhood footprints

Work as part of integrated neighbourhood teams

Take increasing responsibility for outcomes, quality and resource use

Collaborate across organisations to deliver care at scale, where necessary

Learn from primary care, community care, social care and VCSE services where

neighbourhood services already exit or are being tested.

o O O O O

e Neighbourhoods- Act as the primary delivery mechanism, bringing together services to
design and deliver integrated care for their populations.

Place-based Partnerships, operating as sub-committees of the ICB, currently mobilised in
Shropshire, Telford and Wrekin, translate system strategy and Health and Wellbeing Board
priorities into local delivery, provide oversight and assurance, and manage delegated resources. In
Staffordshire and Stoke on Trent, some of this work is currently managed through the Joint
Commissioning Boards but not specifically in relation to neighbourhood models of care, therefore
an early priority is to establish Place Boards. There will be a need to revisit the two place Boards
in STW to ensure that they are fit for purpose and established to deliver this shift in emphasis and
approach.

Providers, both NHS and non-NHS, are expected to collaborate across organisational boundaries
in the interests of local populations. Neighbourhood leadership teams will act as the delivery
engine, coordinating planning, decision-making and the integrated delivery on the ground.

« Single system governance and accountability
o Place Boards as delegated subcommittees of the ICB

The ICB will retain statutory accountability, with Place responsible for delivery within a clearly
defined scheme of delegation.

2.3.5. Phased delegation (2026—-2029)

It is proposed that delegation of responsibility and resources to Place is recommended to progress
through three phases, subject to further development, between 2026 and 2029. This will require
LA commitment and agreement as much as it will require ICB agreement and commitment.

_
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Phase 1 focuses on mobilisation and foundation setting, enabling neighbourhoods to have a key
role in determining the use of designated ICB ‘left-shift’ funding while the ICB retains allocation
decisions and assurance.

Phase 2 introduces shadow delegation arrangements and early outcomes-based contracting that
will have clear LA budgets identified alongside NHS budgets, Phase 3 moves towards delegation
for both Health and LA and accountability for agreed outcomes.

This staged approach reflects national guidance and recognises variation in neighbourhood and
place maturity. It provides the ICB Board with assurance that autonomy will increase in a
controlled and transparent manner, aligned to capability, governance and delivery readiness, while
maintaining system integrity and collective accountability.

A phased approach will manage risk and build capability:
« Phase 1 (2026/27): Mobilise
Foundation setting; Limited delegation; ICB retains funding decisions
« Phase 2 (2027/28): Develop
Shadow delegation to Place of both LA and ICB budgets
« Phase 3 (2028/29): Embed
Full delegation aligned to outcomes

Progression will be based on clear readiness criteria that will need to be developed and agreed in
line with the phasing and informed by national guidance/neighbourhood maturity criteria.

2.3.6 Delivering this change
To respond to national requirements and enable successful delivery, we will develop and
implement:

e Asingle system vision for neighbourhood health, collectively developed and agreed by all
partners

o Asingle delivery roadmap, aligned to the national neighbourhood framework

« Strengthened infrastructure with clear governance and accountability across all partners

Supported by a targeted OD programme to build leadership, alignment and delivery capability.

2.3.7 Priorities for the next 12 months (2026/27)
The next 12 months represent a critical transition from neighbourhood development to
neighbourhood delivery.

During this period, the system will focus on agreeing and refreshing neighbourhood footprints,
where required, establishing the required infrastructure with consistent governance arrangements
at Place and Neighbourhood level, and equally importantly aligning existing neighbourhood and
community transformation programmes into a single delivery roadmap, this includes aligning to our
clinical priorities and those priorities identified through the Health and Wellbeing Board Strategies
and the Integrated Care Strategies. This will provide greater clarity of priorities and accountability.

_
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The phased approach to delegation could commence in 2026/27, with the partial devolvement of
decision-making and removal of duplication.

The focus for 2026/27 is to continue to establish the foundations for neighbourhood health while
delivering tangible improvements in system performance, particularly in urgent and emergency

care.

Summary priorities for 2026/27:

Agree and embed a system-wide neighbourhood vision and roadmap

Align existing neighbourhood and community development programmes into a single
portfolio and integrated road map of work, driven by a shared view of population need
Establish and strengthen Place and Neighbourhood governance arrangements
Confirm neighbourhood footprints aligned to natural communities

Develop approach to delegation

Launch a process for allocation of the 26/27 neighbourhood left shift funding and the
development of Neighbourhood Health and Wellbeing Improvement Plans
Strengthen provider collaboration and population health delivery models

Ensure learning from existing test and pilot projects is evaluated and rolled out at scale
where there are beneficial impacts and outcomes.

Supporting infrastructure and investment

OD/Shared Strategic Vision: Neighbourhood health will only work as a joint endeavour
between the NHS and local authorities, alongside wider partners. This requires a truly
collaborative effort between all partners and different ways of working together outside of
organisational boundaries. Learning from national exemplars show that systems need to
invest deliberately in relationships and trust building before expecting integrated delivery,
including co-design and whole system shift.

Neighbourhood Health and Wellbeing Improvement Plans: The ICB has ring fenced
neighbourhood left shift funding for 2026/27. This is the first additional uncommitted
investment available for investment in neighbourhood developments and is intended as a
catalyst for future movement of resources in the system to deliver the 10 Year Plan. Itis
proposed that this opportunity is used to take the next step in the phased approach to
delegation this year. All systems are required to have a Population Health Improvement
Plan, this funding provides the opportunity to channel the investment at a more granular
level through local collectively developed Neighbourhood Health and Wellbeing
Improvement Plans. This would involve identification of priorities for funding at
neighbourhood level, whilst the ICB specifies the priority outcomes and retains decision
making on the allocation/approval of that funding. This change would move away from
historic fair share/equal share allocation of funding towards needs and impact-based
solutions giving greater local influence and accountability for how care is designed and
delivered. The opportunity also exists to utilise other partner monies in this manner.

11
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« Estates/Capital: Develop and submit neighbourhood capital estate proposals, working with
partners to support neighbourhood health infrastructure and integrated care delivery, in
particular plans for Neighbourhood Health Centres (in line with national policy)

» Digital: There is an urgent requirement that the system is able to describe the plan and
roadmap to deliver the supporting neighbourhood digital model as this is currently a limiting
factor to progress.

o Workforce: Neighbourhood workforce strategy and delivery plan covering distributed
leadership capability across neighbourhood teams, ensuring skills and tools are in place for
staff to safely work across organisational boundaries, multi-professional working with clearly
defined roles and shared accountability, a shared vision across workforce leaders to inform
future expansion plans

« Community Engagement: Building on what is already in place, community engagement
needs to become continuous not episodic. Proactive listening to and working with patients,
people and communities so that neighbourhood developments are informed by what is right
for the local population and informed by what frontline staff say needs to change

e« VCSFE: needs to be enabled to be an equal sustainable system partner with the necessary
associated infrastructure, not just a delivery arm.

These priorities reflect the foundational requirements of the Neighbourhood Health Framework for
2026/27 and will form the basis of the NHSE submission in May 2026.

Population priorities for 2026/27:

Whilst the focus for 2026/27 is to establish the foundations for neighbourhood health, it is
important that we are delivering tangible improvements for our population.

Priority areas will guide planning, investment and delivery. This will include targeted local activities
linked to a shared view of target cohorts, centred around:

e Frail older people

e Long term condition management (focus on Cardiovascular, renal and metabolic conditions
including diabetes)

e Children and young people

e Mental Health

With the intention of:

e Developing proactive care models for high-risk cohorts to reduce avoidable admissions and
positively impact the UEC pathway

« Strengthening community-based alternatives to hospital care

e Improving discharge pathways and system flow

e Supporting overall delivery of the UEC Improvement Plan

_

12



Integrated 7.\ Staffordshire and m

Care System StOke-On-Trent NHS Shropshire, Telford and Wrekin
' Shropshire, Tetford and Wrekin Integrated Care System NHS Staffordshire and Stoke-on-Trent

2.3.8 Key risks and mitigations

Risk: Delegating funding too quickly
Mitigated through phased delegation, retained ICB control in Year 1, and clear readiness
criteria

Risk: Lack of clarity in provider roles
Mitigated through defined expectations, provider collaboration and aligned incentives.

Risk: Local Government Reform in the Staffordshire and Stoke-on-Trent area resulting in
stasis
Mitigated through commitment from the 2 LA’s to this agenda and adopting an approach
that enables the work to iterate and evolve once the outcome is better understood re the
future of the LA footprints.

24 Conclusion

Neighbourhood health represents a long-term, system re-architecture of how health and care
services are planned, commissioned and delivered. While significant progress has already been
made, the next 12 months are pivotal in establishing the governance, delegation and system
alignment required to realise this ambition at scale.

This paper provides the Board with clarity on direction of travel and seeks discussion and support
for the proposed operating model, phased delegation framework and implementation approach to
ensure that financial flows, estates and digital expenditure align to the vision for the system
architecture and the delivery of the Strategic Commissioning 5-year plan.

What is also clear is that we need to learn and develop this work by doing. There is a need for
clarity and an overarching strategic framework as set out in this paper. However, this is as much
urgency for us to mobilise this work now at pace and shift beyond the planning phase. We have
an opportunity over the next 3 months to generate some traction and early delivery on this before
we get into the winter pressures period. Partners are asked for their commitment to this and for
their leadership in driving this agenda forwards.

Next steps:

o Executive vision-mapping (May 2026)
Establishment of Place Boards in SSoT — first meetings to take place (May 2026)
System leadership engagement (May—June 2026)
Place and Neighbourhood governance and footprint agreement (June 2026)
Roadmap development and alignment (July 2026)
Process for allocation of the ICB neighbourhood left shift funding (May 2026)
NHSE submission (15th May 2026)
System CEO development programme for strategic leadership (Sept 26 — Sept 27)

Phil Smith
Chief Officer: System Development and Integration
April 2026

_
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ICB Cluster Risk Management Strategy

(1) Introduction and Common Definitions

(a) Background to this Document

“The focus of good Risk Management is the identification and treatment of risk [to] add maximum value
to all activities of the organisation. It [looks at] the potential upside and downside of all those factors
which can affect an organisation. It increases the probability of success and reduces the probability of
failure [in] achieving the organisation’s overall objectives” (Institute for Risk Management, 2002]

In all areas of business, there is always the potential for risk. It is either an opportunity for
benefit (the upside); or it threatens successful delivery of strategic objectives (the downside).

The Cluster Risk Management Strategy & Policy merges the NHS Staffordshire & Stoke-on-
Trent ICB Risk Management Strategy, June 2024; and the NHS Shropshire, Telford & Wrekin
ICB Risk Management Policy, Sept 2023. It sets a Cluster-wide framework for identification,
escalation, management (treatment) and assurance of risk. It includes a new, joint ‘Risk
Appetite Statement’ to underpin our combined risk assessment processes. This will ensure a
joined up, continuous and developing process that covers all parts of Cluster ICB business.

Whilst this document outlines Risk Management arrangements for the statutory ICBs operating
as a ‘Cluster’ prior to formal merger of the two into one; it is important to note that these
arrangements are also envisaged as guiding how the ICBs work in partnership with other key
parts of their wider ICS Partner Family, so that the policy approach is equally applied to those
System Risks relating directly to the ICBs’ Strategic Commissioning functions undertaken in
the commissioned service delivery parts of the ICSs, on behalf of the ICBs’ populations.

The management of risk across organisational boundaries is complex. Meaning that our
Governance Model should allow sovereign ICS Partners to manage their own risks
independently, whilst enabling a robust partnership approach to joined up Risk Management
that supports the delivery of System Strategic Objectives per the “Quadruple Aim”.

As such, it is important that there are clear inter-relationships not just between the Cluster
ICBs, but all ICS Partners, regarding the collaborative management and ownership of risks
between these different organisations across the systems, potentially meaning that non-ICB
partners may be responsible for implementing the Controls and providing the Assurances for
aspects of strategic System rather than uniquely ICB Risk.

Together, we will view Risk Management as an essential business activity that underpins the
achievement of our joint objectives and those specific to individual Statutory Organisations. A
proactive and robust approach to risk management can:-

* Reduce our risk exposure by developing a ‘lessons learnt’ environment to more effectively target
of resources, instead of just overloading our System or ICB Risk Registers with static risks;

» Support informed decision-making that allows innovation under a keener Risk Appetite (resulting
in much stronger gatekeeping of risk, and not just accepting risk for risk’s sake);

» Enhance compliance with applicable laws, regulations and national guidance;

* Increase Stakeholder confidence in Corporate Governance and the ICBs’ ability to deliver.
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Policy & Strateqy Definitions

Why it is important to differentiate between an ISSUE and a RISK:-

An Issue

ISSUES are events or challenges that have already happened and need to be managed
well as part of day-to-day BAU. The language used to define or describe an Issue is
always in the Present Tense: e.g. this problem has arisen, how should we deal with it?
Issues result as a consequence from failure to mitigate Risk sufficiently. Issues are not
recorded in a Risk Register, though may be recorded on Issues Logs that use a similar
format / layout as a Register, to ensure consistency of approach.

A Risk

RISKS are defined as the combination of the Likelihood (probability) of an event and its
Consequences. Risk is the “effect of uncertainty on objectives”. A Risk is an event that
has not happened yet but may. The language used to define or describe Risk is always
set in the Future Tense: e.g. if this happens, this will be impacted.

(Strategic
or System)
Board
Assurance

Framework:

SBAF

A tool used by ICB Boards & Committees to identify the level of risk they are willing to
take in the pursuit of delivery of our statutory duties / healthcare improvement. Used by
ICB Teams to demonstrate to Board / Committees their sources of Assurance and
Control for minimising the likelihood or effect of those risks materialising, and where they
do arise, how they are mitigating the risks to delivery of agreed Strategic Objectives
through the active use of Controls and Assurances.

A Control

Any process, policy, device, practice, or action designed to modify, mitigate, or manage
risks. These work by reducing Likelihood of risks occurring or minimising Consequences
(impact) if they do. They are proactive measures to ensure Strategic Objectives are met,
and act as the "first line of defence" against threats to objectives.

An
Assurance

An Assurance is the process of Risk Owners or Strategic Objective Owners providing
confidence to ICB Boards & Committees that Risks are being effectively identified,
managed and mitigated by existing controls. They act as a system of checks and
balances, verifying that Risk Controls are actively working as intended to deliver
organisational objectives, rather than just identifying threats to delivery.

These underpin our “Three Lines of Defence Model” (see later section): e.g. internal
management or System Partner reviews, as the First Line; specialised monitoring or
compliance checks through ICB Committees, as the Second Line; and independent
internal / external audits or regulator assessments as the Third Line.

Risk
Appetite

The level of risk we are prepared to accept in relation to any event or situation, after
balancing the potential opportunities and threats it presents. If we do not know what our
collective appetite for Risk is, or the reasons for it, this may lead to erratic or inopportune
risk-taking, exposing the organisation to a risk it cannot tolerate. Or conversely, an overly
cautious approach, which may stifle innovation, growth and development.

The stronger our Appetite, the more we accept risk as being inherent to health & care; or
the more we accept that uncertainty or change requires innovation that brings more risk.
It is not practical to aim for a risk-free or risk-averse environment.

We should sharpen our Risk Appetite to consider risks as a fact of life and only identify /
manage those that are genuinely threats to delivery. Without it, we may become too risk
averse. The tone from the top avoids taking risks or leads to behaviours that are
inappropriate; failing to change the status quo and leading to poorer decision-making.
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(3) Purpose

This document aims to re-establish, then embed Risk Management across two Cluster ICBs,
ensuring informed decision-making, transparency, compliance with statutory duties, and
alignment to ISO31000 / Institute of Risk Management / Good Governance core principles.

Getting it right will provide the appropriate Internal Control mechanisms, checks and balances
for providing assurances and confidence to the ICB Boards & Committees. As well as to
patients, partners and stakeholders that we’re acting with probity and less likely to be derailed
by unexpected risk as a Cluster than separately. Creating an effective Cluster Risk Culture will
assure all that we are operating in accordance with the law and our statutory duties.

The document sets out our Cluster Risk Architecture (e.g. roles, responsibilities,
communication and reporting arrangements); and describes how Cluster Risk Management is
integrated into our shared governance arrangements, key business activities and cultures. Our
new |CB approach as Strategic Commissioners will avoid being overly bureaucratic but will
nonetheless be robust and proportionate to the levels of risk facing our two systems.

Our solutions will be systematic but will not look to waste time, resources or effort on non-
value adding processes. In response, nor will we support ICB personnel overloading the
Cluster Risk Register with any Issues or non-Strategic Risks only indirectly linked to delivery of
our Strategic Objectives. A much stronger Cluster Risk Appetite of the Boards / Committees,
joint management and ICB personnel will be crucial to achieving this.

(4) Strateqgic Scope and Roles & Responsibilities

This new strategy document and its core policy principles apply equally to all Cluster ICB staff,
ICS partners contributing to Cluster Governance and delivery, Partnership / Programme
Boards, and Place-Based Partnerships / joint teams discharging ICB statutory duties. Roles
and Responsibilities will apply differently depending on the context, for example:-

The most important risks directly overseen by Board as part of assuring
delivery via the Strategic Board Assurance Framework: SBAF. These are
the potentially significant risks that need proactive identification or else they
will threaten the achievement / delivery of ICB Strategic Objectives.

Strategic Risks

The by-products of day-to-day delivery, whether arising from circumstances
that have the potential to impact negatively on the ICB / its objectives.

They are either ICB (Corporate) Risks — those directly relating to ICB
Strategic Commissioner duties; or System Risks — those affecting ICS
delivery of commissioned services or collaborative strategic objectives.

Operational
(Corporate) Risks
They are recorded in the Organisational / Corporate Risk Register — as the
tool for recording identified ‘live’ risks and monitoring actions against them.
And as aligned to the relevant Lead ICB Committees responsible for
providing assurance to Boards.

These are events that have happened or are happening and need daily
management by ICB Directorates & Teams responsible for providing BAU
assurances to Committees that day-to-day activities are being managed
effectively. Issues are recorded by ICB Teams on locally maintained Issues
Logs; and only reported to Committees if they convert into risks.

Operational
(Corporate) Issues
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Cluster ICB Board
Overall Responsibility =

To review & provide assurance
To lead the Risk Assurance Culture

4

Board Assurance Committees

- Receipt of all Risks & SBAFs
Joint Oversight & Assurance reviews
« Advocates for the Risk Assurance Culture

4

Governance Team (Risk Group)
‘Gatekeeper’ of ICB / System Risks

4

ICB Exec & Senior < ICB Governance > ICB Directorates /
Leadership Team Team ICS Programmes

e The Unitary Cluster Boards of NHS SSOT & NHS STW:

Hold overall responsibility for the effectiveness of the ICB’s Risk Management system and
processes; and must ensure they seek independent assurances from its Audit Committee, via
Internal Audit, that systems and processes are robust and effective. The Boards determine
overall Risk Appetite & Risk Tolerance statements underpinning the ICB Risk Culture.

e Audit Committees in Common:

Hold lead responsibility for oversight on ‘Systems of Internal Control’, including providing
Boards with assurances on the effectiveness and the robustness of Risk Management. The
Committee’s role is not to manage risk, but to ensure our risk approach is effective.

e Board Assurance Committees (in Common or Joint):
Have delegated authority to manage risk per their Terms of Reference. In particular, assuring
Boards that controls are working as they should from the updates they receive, and challenge
when they are not working. They also ensure their non-risk agenda items calibrate to
mitigating risk in the delivery of Strategic Objectives. At the end of each meeting, members will
be asked if further risks have been identified, and how well their meeting has mitigated risk.

e ICB Governance Team / Chief of Staff (COS):

Acts as the bridge between Board, Committees and Staff in managing day-to-day process, by
providing dedicated support and advice, including training & development where required. The
COS has Exec responsibility for co-ordinating Corporate Registers. The Team also “gatekeep”
first-line triage of SBAF + Risk Registers (updates or requests to add to registers).

e |ICB Chief Executive:
Has overall accountability for Risk Management; in signing off informed Annual Governance
Statements within Annual Reports, to provide public assurance that risks impacting on the
achievement of objectives are effectively managed and the ICBs manage risk appropriately.
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e |CB Executives & Non-Executive Members (NEMs):

Execs are responsible for ensuring that their Teams update risks regularly - at least quarterly -
on Corporate Risks & SBAF matters assigned to their Directorate. Updating System Risks
collaboratively with System Partners where beneficial. Non-Execs receive updates at Lead
Committees (see above) to satisfy themselves that ICB systems are robust and defensible.

e All ICB Risk Owners (Staff):

Each is individually responsible for ensuring robust mitigating actions are identified and
implemented for their risks; and for complying with the arrangements set out in this strategy.
They are also expected to routinely consider risks when performing BAU.

(5) Risk Appetite, Risk Tolerance and Risk Culture

(a) Risk Appetite

Good Risk Management is not being risk averse. It recognises the potential in events that may
result in improvements as well as unfavourable aspects. Maintaining a balanced risk approach
will ensure we neither take on too much nor too little risk. A Risk Aware |ICB, with a strong Risk
Appetite actively encourages innovation to achieve objectives, knowing that risks are identified
and controlled. It accepts that not everything we do needs to be logged on the Risk Register.

The question each prospective or current Risk Owner and each Lead Committee must ask
themselves is this — what types of risks are we willing to accept to get us where we want to be,
given we operate in a challenging environment with ever-present risk?

A Risk Appetite Statement is our declaration of the amount or types of risk we’re willing to
accept to achieve our Strategic Goals. It must be simple, understood and useful; so as to help
Risk Owners better categorise risk and navigate the differential "appetites" in our business —
e.g. we have AVOID cyber or compliance threats, while being OPEN to and SEEK innovation.

A Strategic Commissioner per the NHS 10 Year Plan will carry High Risk across the board.
From improving health & wellbeing outcomes or the quality of commissioned services; to
reducing inequalities; to meeting statutory & regulatory duties; or maintaining our reputation, to
ensuring workforce resilience and financial sustainability. Maintaining the status quo is high-
risk in itself. To achieve all we need to do, we must maintain a stronger, sharper Risk Appetite.

The following Risk Appetite Statements by ICB Function have been adapted from Good
Governance Institute recommended dimensions and focus areas, referencing a predecessor
previously agreed for NHS STW ICB, and operate in the following categories:-

Minimal Cautious Seek | Mature |

Avoidance of Preference for = Preference for Willing to Eager to Confident in
risk is the key very safe safe delivery consider all innovate & to setting high
objective delivery options that potential choose options levels of
options that have low delivery offering higher appetite
have low inherent risk / options while rewards, because
inherent risk / limited reward also providing | despite greater controls &
limited reward potential an acceptable inherent risk systems are
potential level of reward robust
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Cluster Risk Appetite Statements (RAS) by Principal ICB Function

Background & Context

ICBs carry high financial risks with issues around
medium-term financial sustainability:-

(1) Demand exceeding Supply;

(2) Management attention focused on Statutory /
Regulatory compliance;

(3) Aspects of the ICB Operating (Business) model
do not always support Financial Sustainability.

Decision-making usually reflects a low appetite for
financial risk: i.e. willing to consider delivery options
that provide acceptable rewards. To comply with
regulatory requirements and enjoy financial
flexibility, we need to show year-on-year
improvement in financial sustainability, so are
unlikely to be able to invest in initiatives whose
benefits are realised long-term (>5yrs).

Proposed RAS for the ICB Cluster Function (blue text)

We have an open appetite for financial risk — e.g. we should be prepared to...

v Invest in new, transformative, preventative models of care, even if they carry
short-term financial uncertainty

v Take informed risks where there’s a strong case for long-term value, or better
outcomes, mutual benefit (joint working, improved use of resources / risk-shares)

v Address difficult conversations about finances openly & directly, looking for
joined-up financial management that takes account of Partners’ differing financial
requirements / constraints

These kinds of risks might not need adding onto our Risk Register if our
appetite is strong. \What will be added are any Risks that may lead to uncontrolled
over-spending, loss of accountability or financial instability. We will seek to minimise

these by operating robust financial controls. All financial risks must be actively,

transparently mitigated to target scores ASAP.

Risk Scores should ideally be 10-20 / Close at Financial Year end

systy Ayayes » Ajenp

The ICBs & System carry high risks to patient safety
& quality. Resources are constrained. Although we
need to recognise that doing nothing is high-risk in
itself — it may be less risky to take decisions that to
try to affect change. We currently focus on in-year
management of Issues, not Risks — we should move
towards a forward-looking, strategic view of risk.

Some things are under our direct control as a
Strategic “Host Commissioner” contract holder.
Associate Commissioner control is more indirect,
though still fall within our sphere of influence — we
need to understand how we can best exert our
influence with those who have greater degree of
controls or assurances. For areas where we have
no influence, we will accept we often need to react.

We have no appetite for safety risk exposure — unmanaged or unmitigated safety
risks that result in harm / injury or poorer outcomes to patients, public, workforce.

We have a cautious to open appetite in selected areas — e.g. to enable us to
achieve our strategic objectives. We are willing to test new ways of care delivery,
even if there is short-term risk, as long as safety is monitored / managed throughout.
Risk Stratification encourages greater innovation in targeted areas.

We have an open risk appetite — e.g. for short-term variations that achieve longer-
term objectives, or in moving from the ‘here & now’ to the future, including prevention,
early intervention, ‘left shift’ etc.

While all such risks will generally be accepted onto Registers, due to QIA
Monitoring, they must be actively controlled and mitigated by Shared Culture & Risk
Appetite across the System (via SQGs), with greater understanding of each other’s

positions to lower risk scores closer to target much sooner; and once clear of the
evidence from robust quality monitoring, clinical leadership + strong oversight.

Risk Scores should ideally be 5-15 / Close at Financial Year end
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Background & Context

The ICBs & Systems are currently carrying high
workforce risks driven by a large, growing gaps

7-\ Staffordshire and

NHS

NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent

Stoke-on-Trent
Integrated Care System

Proposed RAS for the ICB Cluster Function (blue text)

We have a cautious to open appetite — e.g. in areas of workforce / digital
transformation, shaping the workforce around new skillsets + reform. We are open to
considering changing practices to support multi-disciplinary, cross-partner working.
We are interested in initiatives which emphasize collaboration, particularly clinical

providing an acceptable level of reward.

g ggévc\)liizr':e%uxﬁﬂttﬁ?spgggyis&o?tzrr?zrr]i(\j/inznlaosv?/u%e;rale leadership, community capacity building, networking & facilitation. Pace of change is
T hiah sickness rates and delivery / performance ’ critical: e.g. avoiding quick, large-scale changes that could disrupt multiple systems,
© ng . . vrp or avoiding low-scale / low-impact innovations.
Q0 issues in trusts. National programmes to address
v these challenges are focused on productivity. We have an open risk appetite — e.g. for short-term variations to achieve longer-
Q o . term objectives, for initiatives including prevention, early intervention, ‘left shift’ etc.
- In addition, there is a gap between current
m approaches and the future needs in the NHS. We While all such risks will generally be accepted onto Registers, due to threats to
£ | demonstrate a lower appetite for innovation than we staff safety, wellbeing, or employer legal responsibilities, all Risks must be well-
) could: i.e. changes happen but not always at the managed, co-designed with staff, and aligned with our long-term workforce strategy.
% transformative scale required: e.g. small-scale And be directed by a clear, agreed vision; adequate planning & implementation, and
@ innovations, limited workforce reform, minor skill-mix with greater understanding of each Partner’s positions to lower risk scores nearer to
adjustments, few transfers of functions / services target score sooner; once clear of the evidence from robust monitoring, workforce
from partner to partners or use of the VCSE. leadership + strong oversight in minimising risk.
Risk Scores should ideally be 10-20 / Close at Financial Year end
We have an open risk appetite — e.g. we want to move away from orthodox ways of
We work in a complex environment with ongoing managing service provision towards outcome-based indicators of performance. We
? pressure on services like urgent care, elective are willing to take measured risks to improve services / outcomes over time. E.g. we
g recovery and mental health. While good progress may accept short-term dips in performance while we try new ways of working, shift
§ has been made, performance still varies across the care into the community, or invest in prevention. We are committed to narrowing
o system. We have strong reporting in place, but long- | inequalities across our population. We are prepared to make decisions which target
3 standing challenges and limited resources can slow | improvementin PHM population groups where outcomes are below average.
o® i '
Q0 'fr(;]rpgg\;firprﬁg:{clg :ir']s,ekspavi;[;icmehvaeshsa(])?n?e’:melo:?r;?tgge To mitigatg pgrformance risks added to t.he Register, we should ensure that any
g flexibility & innovation’ innovative initiatives are well-planned, monitored and lead to the long-term benefits
= ' intended to be realised. We prefer Risks to be added only where we know we can
s Our preferences range between a Cautious establish robust methods for monitoring / measuring impact on outcomes. We expect
< Approach —i.e. safe delivery options that have a low there to be clear ICB-System plans + shared ownership for managing any System
P degree of residual risk and a limited reward potential delivery risks added to the Risk Register.
% ,E”Sk av_0|dance), o an Ope_n Approgch were willing We have low tolerance for unmanaged or repeated underperformance, especially
o consider all potential delivery options while also

where it affects safety, equity, or key NHS standards.

Risk Scores should ideally be 5-15 / Close at Financial Year end
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Background & Context

We work in a high-profile environment with strong
public interest in health & care services. Maintaining
trust with all stakeholders is central to our success.
While we have a good reputation for collaboration &
leadership, there can be tension between short-term
reputational risks / long-term transformation goals.

We also operate in a highly regulated environment,
with statutory duties / frameworks, and other
requirements: e.g. past Undertakings or formal
interventions. While compliance is generally well
managed, the complexity of system working &
partnership arrangements can create uncertainty
about roles, responsibilities, assurance pathways.

7-\ Staffordshire and

NHS

NHS Shropshire, Telford and Wrekin
NHS Staffordshire and Stoke-on-Trent

Stoke-on-Trent
Integrated Care System

Proposed RAS for the ICB Cluster Function (blue text)

We have an open appetite for risks impacting Relationships & Engagement —
e.g. we will take difficult decisions if benefits result, even if it risks extra scrutiny /
attention. We expect bold decisions to be supported by robust evidence + completed
impact assessments. We recognise that some will involve trade-offs. We will seek to
manage risk through proactive comms and involving stakeholders in our decisions.

We have a cautious appetite for risks impacting Regulation & Compliance — e.g.
we aim to comply fully with all such requirements and will only accept a low level of
risk in these areas. We may tolerate minor or short-term gaps where they are well
understood, pose no immediate harm, and are actively addressed.

These kinds of risks might not need adding onto our Risk Register if our
appetite is strong. While we do not seek to avoid reputational risk, we should only
add Risks that threaten the undermining of public trust, or misleading stakeholders /

damaging key relationships or putting legal obligations at risk. We may not add Risks
where there are justified, measured, transparent non-compliance options under
“Comply or Explain” governance models. Any such decision must be conscious,
documented & subject to oversight.

Risk Scores should ideally be 10-20 / Close at Financial Year end

S)SIy uoieAouu|

We wish to innovate, even if it carries high risk,
because we believe BAU may exacerbate things
and “Do Nothing” is greater than the risk of
innovations which fail, because we can learn from
past failures in the future.

We are interested in innovations shifting resources
from treatment towards early intervention &
prevention that enable us to target inequalities.
When considering whether or not to adopt an
approach we will always seek to understand the
benefits that it can deliver against our priorities, e.g.
accelerate timescales in which benefits can be
delivered; benefits at greater scale / with wider
scope of impact, benefiting more of our population
or several areas of inequality.

We have a cautious to open appetite — e.g. we balance risk vs. benefits across all
areas to ensure we innovate whilst operating within Regulatory & Statutory
Frameworks. We accept that not every innovation will succeed. We still expect clear
goals, good governance + strong engagement as we test new ways of working.

We will usually adopt a seek appetite — e.g. to innovation addressing our Strategic
Objectives & Risks. We prefer there to be some evidence of the risks & benefits
before we adopt it; although are willing to be ‘Early Adopters’ where there is scant/
emergent evidence if this is our best option to address our most challenging priorities.

These kinds of risks should not generally be added to our Risk Register as our
appetite is strong. As we require high levels of control when we innovate. However
any Risks that are agreed to be added must have very tight controls & detailed
mitigations, with regular updates for ‘course correction’ with additional mitigations &
controls secure from those closest to the risk (who should feel empowered to take
riskier decisions). Controls must effectively manage risk without stifling innovation;
based on measures of impact & outcomes / early indicators of strategic risk.

Risk Scores should ideally be 15-20 / Close at Project end
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Background & Context Proposed RAS for the ICB Cluster Function (blue text)

While we are willing to consider innovations which
carry high risks across risk categories, although our
constrained capacity may mean we will have to be
more selective in which risks we add at each risk
review and based on horizon scanning.

We have a cautious to open appetite — we should balance risk vs. benefits across
all areas to ensure we can pool or transfer risk where possible (e.g. use of BCF/s.75,
or outcomes-based contracts); closely working with Regulators & Stakeholders to
share rationale / build support for difficult decisions.

_ _ We will usually adopt a seek appetite — e.g. to proactively communicate & engage
We have a strong appetite for developing & with stakeholders / our population to identify the issues we need to solve through
delivering ambitious plans against accelerated commissioning; with staff at all levels building support for new ways of Strategic
timelines to achieve our strategic aims & objectives. | commissioner operating models, which may involve some short to medium term

We operate a control environment & programme increases in risks relating to implementation of the model.

management approach that enables innovation While all such risks will generally be accepted onto Registers, due to threats to
whilst ensuring we can act quickly to identify / regulatory or statutory responsibilities, however all Risks must be well-managed, co-
address risks & issues and take corrective action designed with staff, and aligned with our long-term strategy. And directed by a clear,
where needed. Our planning approach will identify agreed vision; adequate planning & implementation, and with greater understanding
the outcome / output measures we will use to of each Partner’s positions to lower risk scores nearer to target score sooner.

assess progress and demonstrate success. We will

ensure these are used to shape any risks identified. Risk Scores should ideally be 10-20 / Close at Project end
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(b) How Risk Appetite sets the Risk Tolerance

Pending assessments of the impact of uncertainty on delivery of our Strategic Objectives, we
will further our new Risk Appetite by seeking to treat risks in the following ways:-

If avoidance of risk is our key objective — i.e. we normally see most things as being high
risk, or we have a low appetite for any safety / compliance breaches — we will normally
choose the least risky action and default add risks to the Corporate Register.

If so, then receiving Committees & Boards should request the strongest possible

(IOW‘:‘;?QSQI of qontrols from Risk Oyvners on how they will mitigate their risks , especially where the

Risk Appetite) risk stays static and is not moving to target score set by the owner (or has been labelled
as an “enduring risk”).
Where controlling risk is not possible in this, we could alternatively reject its addition to
the Register altogether and our Risk Appetite require us to accept the underlying risk
and tolerate it by accepting as part of BAU.
If our preference is for the safer end of innovative options that have a medium degree
of risk, or more limited reward potential, we may accept these onto our Risk Register.
As while success is anticipated, we leave room for failure just in case.
A cautious risk approach here should normally tend towards understanding these will

i be 50-50 probability matters as to whether risks get added onto the Corporate Register
(;:?nl:)tc;g;fe — or not. We may prefer to ask a prospective Risk Owner to instead describe their
Risk Appetite) matter as an Issue not a Risk and emplace it only on locally developed ‘Issues Logs’'.

Or if accepting it onto the Register, we ask for stronger mitigating actions as Risk
Controls to limit the Residual Risk Score to much lower levels than hitherto set. We
may accept risk as a BAU fact of life, leading to personnel taking some riskier actions,
but only if they minimise chance and impacts of failure, and only if their risk mitigation
actions have bigger upsides if they succeed than the downsides if they fail.

We are willing to innovate and choose options offering higher rewards, as delivery

options provide an acceptable level of reward, meaning we accept there is just high risk

in our wider context / business activities, and accept risk as a fact of life (just doing
Open & BAU) and therefore DON'T accept any risks bar the most consequential risks onto our

Mature Corporate Risk Register / SBAF.
(the highest _ . _ : . .
level of Risk e are confident in our high levels of Risk Appetite, because either we have

Appetite) established risk controls, forward planning and responsive mitigations that are robust /
our risk exposure is tolerable & accepted. Or we have accepted only the most Strategic
Objective threatening risks onto the Risk Register, to keep the volume on there to the
absolute lowest levels possible

These Risk Appetite / Risk Tolerance judgements will help us in setting realistic goals; allowing
us to be ambitious, but not if the path to achieving our objectives is so risky that those goals
are unlikely to be achieved. They help us identify targets that can be reasonably achieved,
while maintaining a comfortable level of risk.

Meaning we are taking informed, risk-based decisions, based on clear baseline
(understanding) of what kinds of risk we are or aren’t willing to take. They give The Board /
Committees / Senior Management a set of consistent guidelines within which to steer our
future direction while maintaining appropriate risk levels.

10
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(6) The Risk Management and Risk Assurance Process

Risks to delivery of Strategic Objectives and ICB Strategic Commissioner priorities may be
identified through formal assessments or audits, discussion of current performance in
Committee meetings, through triangulating with formal complaints, and ICB officer horizon
scanning.

However they may be identified — including at the initial “is it a Risk or an Issue” triage set out
in section (1b) — all Corporate Risk Register approved entries will include these as a
minimum:-

The RISK - title, description, scoring (initial / inherent, residual / treated and target risk scores),
the planned Controls & Assurances to reduce the scores as quickly as possible pre-ultimate
closure of the risk, initial and post-Committee challenged updated mitigating actions, target
dates, Risk Owner + Exec lead and lead oversight committee.

(a) Our Proposed Assurance Model =

ALL Risks and Strategic Objectives should adapt our multi-dimensional, ‘Three Lines of
Defence’ Model, establishing the corporate hierarchy and indicated responsibilities in
addressing these:-

(i) The Cluster SBAF for Strategic Risks (to delivery of Cluster Strategic Objectives);
(i) The Cluster Operational Risk Register for live operational risks;
(iii) Cluster Directorate local risk logs for teams and programmes risks.

AND...

(i) FEirst Line: Operational Management

Roles: Frontline Staff, Managers + Operational Leaders of Delivery + Quality Improvement
teams // Responsibility: Owning, identifying, assessing, and mitigating risks in daily
operations - they implement the Internal Controls required to keep risk within set tolerances

(ii) Second Line: Risk Oversight & Compliance

Roles: Risk Management Team, (Cluster) Board Assurance Committees per Terms of
Reference governance & compliance functions // Responsibility: Defining policies, setting
frameworks, monitoring effectiveness of the First Line and assurances reporting on risk to
Audit Committee and Board, ensuring the First Line acts within well-defined limits

(iii) Third Line: Independent Assurance (Internal Audit)

Roles: Internal Auditors, reporting directly to the Board via Audit Committee // Responsibility:
Providing independent and objective assurance on the efficiency & effectiveness of both the
First and Second Lines

(b) Risk Identification and Analysis

Risk identification should be undertaken methodically by Risk Owners and their teams by
reviewing significant areas of activity relating to delivery of ICB statutory duties, strategic
objectives and commissioned services. This may arise through business planning,

11
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performance monitoring, programme management processes, internal or external audit
findings, or intelligence shared by the ICS partners.

Risk Owners are responsible for ensuring that potential risks are articulated clearly and in
sufficient detail to allow an appropriate evaluation of both likelihood and consequence.

(c) Risk Description

All risks must be documented using the Cluster standardised format described above,
ensuring the “IF — THEN — RESULTING IN” methodology is applied. This ensures clarity in
distinguishing between the cause of the risk, the event which may occur, and the potential
consequences for delivery of organisational objectives.

Each approved Risk Register entry must clearly set out the scope and nature of the risk, the
relevant strategic objectives potentially affected (linking to the SBAF), and the relevant
governance structure responsible for their oversight.

Internal Reporting and Risk Escalation Thresholds =

215 = Board; 29 = Board Assurance Committee; <8 = Local Registers & Logs

Risk Score Risk Level Internal Reporting & Risk Escalation Threshold
0-8 Low Risk Local Logs
9-14 Medium Risk | Committees
1525 |HIGRIRISKIN |CB Board

(d) Risk Estimation / Risk Scoring

All identified risks will be assessed using the Cluster’s agreed risk scoring approach,
combining an assessment of Likelihood vs. Consequence to produce a numerical risk score
between 0 and 25. However, the Cluster Governance Team proposes that we shift emphasis
to using a new, hybrid approach developed by the Institute of Risk Management (IRM). With a
0-25 individual numerical scoring scale, rather than just the traditional Australia & New
Zealand / NHS Likelihood versus Consequence' approach 5x5 scoring matrix alone.

Risk Owners will still use the traditional 5x5 Risk Scoring basis as the start-point: e.g. they can
still score their risk a 4 for Likelihood (Likely) versus a Consequence of 5 (Almost Certain /
Frequent) and obtain a High Risk Score of 20. But they would now instead have more flexibility
to locally decide, per their new Risk Appetite, that 20 is just too high on the Risk Appetite
dynamic, and so can opt to set their Inherent Risk Score at 19 instead. And then their
proposed Risk Mitigations as Controls see a Residual Risk Score lower than this, and so on.

This approach allows risks to move incrementally up or down by single points as mitigation
actions take effect, while still allowing risks to be categorised more broadly as High, Medium or
Low segmentation (where High Risk is the crux rather than fixating on 16 versus 20
discussions that add little inherent value to the wider Cluster risk assurance discussion).

1 The Likelihood Scale (1-5) = 1 - Rare/Very Unlikely: Almost inconceivable that the event will occur; 2 - Unlikely: Very unlikely
to occur; 3 - Possible/Remote: Unlikely, but possible; 4 - Likely/Occasional: Likely to occur sometimes; 5 - Almost Certain /
Frequent: Likely to occur many times. The Consequence Scale (1-5) = 1 - Insignificant: No or low financial impact; 2 - Minor:
Minor impacts; 3 - Moderate: moderate impacts; 4 - Major: extensive impact; 5 — Catastrophic, like fatalities, massive damage.
12
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As High Risks cannot ever score between 16 and 20, which can make it difficult to
demonstrate gradual improvement or deterioration, and Risk Owners keeping their risk static
at 16 or 20. The IRM scale allows a risk to reduce (or increase) progressively — e.g. from an
initial 5x5 derived score of 20, then down to 19, 18, 17 then 16 — rather than remaining static
on the Risk Register until a larger scoring change is justified.

The traditional 5x5 matrix generally ends up with inertia, Risk Management assurances
becoming more restrictive; and seeing ultimately risks staying static and on registers for far too
long for our new Risk Appetite.

This new scoring approach provides greater flexibility than traditional models by allowing
incremental movement as mitigation actions are implemented or circumstances change. Risk
Owners will therefore be able to demonstrate progressive movement of risks as mitigating
actions take effect, rather than requiring large step-changes between scoring bands.

Each risk entry will still be expected to include:-

e Inherent Risk Score — the level at point of identification, prior to application of controls;
e Residual Risk Score — the level remaining after controls & mitigations are applied;
e Target Risk Score — the level felt acceptable in line with Cluster Risk Appetite Statements

Risk Owners must ensure that scoring decisions are proportionate, evidence-based and
reviewed regularly as part of routine governance processes.

For more information and guidance on the new Risk Scoring Scale application see Appendix 1.
(e) Risk Evaluation

This enables the ICBs to determine whether a risk is acceptable within the Cluster’s agreed
Risk Appetite Statements; or whether additional mitigating action is required. Lead Committees
will review risks within their Terms of Reference remit and determine whether risks should be:-

e Accepted within tolerance levels;
e Subject to challenge — further mitigation activity is required to be more assured;
e Escalated to a higher level of oversight (e.g. Board, Audit Committee or Internal Audit).

Where a risk poses a significant threat to delivery of agreed Strategic Objectives, escalation to
the Board via the SBAF may be required.

(f)  Risk Treatment

Where risks exceed the Cluster’s agreed tolerance levels, Risk Owners must identify and
implement appropriate mitigating actions. These should aim to reduce either the likelihood of
the risk occurring or the severity of its potential impact. Typical treatment options may include:-

e Avoiding the activity giving rise to the risk — adding it to the register;

e Reducing or Managing the risk through improved controls or processes;

e Accepting the risk as BAU where it falls within the Cluster’s defined Risk Appetite (either
onto the register or not onto the register, as the case may be).

13
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All mitigating actions must be recorded within the relevant Risk Register entry, with clear
ownership and realistic target completion dates.

(9) Risk Monitoring and Review

Risks must be reviewed regularly by the assigned Risk Owner and Lead Committee to ensure
that scoring, controls and mitigating actions remain current and reflective of the operational
environment. Monitoring will include:-

* Regular review of Risk Registers by ICB Directorate Teams;

» Periodic review by Board Assurance Committees;

» Oversight by Audit Committees re. effectiveness of systems of internal control;
« Escalation to Boards where risks meet the agreed escalation thresholds.

Where risks reduce to acceptable levels and all mitigating actions have been completed, the
relevant Committee may approve closure of the risk entry, with appropriate documentation
retained for audit and assurance purposes.

(7) Training & Communication

The Governance Team will proactively raise awareness of this strategy across both ICBs and
provide ongoing support to committees / individuals to enable them to discharge their
responsibilities and reinforce risk culture. Members of the team can be contacted for formal
training at team meetings (or other forums) by email: xxxx

Any individual who has queries regarding the content of the strategy, or has difficulty
understanding how this relates to their role, should contact the Governance Team on: xxxx

The strategy will be published on Intranets. The document will be highlighted to new staff as
part of the local induction process and made available to all staff through internal
communication procedures (internet / intranet sites).

(8) Monitoring & Review

The Audit Committee will review the effectiveness of this strategy, and its implementation, via
bi-annual targeted risk assurance update reporting. With the ICB Boards review the Cluster
Risk Appetite on an annual basis.

Internal Audit will report on the implementation of this strategy as part of their annual Head of
Internal Audit Opinion and audits conducted per the Audit Committees approved work
programme. The Strategy itself will be reviewed every 3 years or earlier if required.

14



Integrated 7, .\ Staffordshire and m

Care System Stoke-on-Trent NHS Shropshire, Telford and Wrekin
' Shropshire, Telford and Wrekin Integrated Care System NHS Staffordshire and Stoke-on-Trent

Appendix 1 — Guidance for Risk Owners on Applying the 0—25 Risk Scoring Scale

When recording risks on the Cluster Risk Register, Risk Owners must assign a numerical
score between 0 and 25 to reflect the overall severity of the risk. This score should represent a
combined judgement of both:-

v Likelihood — how probable is it that the risk will occur (see below)
v' Consequence (Impact) — how serious the outcome would be if it did (see below)

Although the Cluster only uses the traditional 5x5 matrix as the starting-point assessment,
Risk Owners should still use the same underlying considerations of Likelihood & Consequence
when determining an appropriate Inherent Risk Score.

Assessing Likelihood (Probability / Frequence)

Likelihood refers to the probability or frequency with which the risk may occur. Risk Owners
should consider historical trends, available evidence and professional judgement when
assessing likelihood. Typical indicators include:-

+ Rare - not expected to occur for several years; only in exceptional circumstances (<1%
probability)

* Unlikely - could occur occasionally but not expected to happen frequently (approx. 1-5%
probability)

* Possible - reasonable chance of occurring under certain conditions (approx. 6-20% probability)

+ Highly Likely - expected to occur regularly if conditions remain unchanged (approx. 21-50%
probability)

+ Almost Certain - expected to occur frequently or more likely than not to happen (>50%
probability)

These descriptors should guide judgement when determining where a risk sits on the overall
0-25 scale.
Assessing Consequence (Impact / Level of severity)

Consequence refers to the severity of the impact if the risk materialises. When assessing this,
Risk Owners should consider the potential effect across relevant risk domains (e.g. patient
safety, operational delivery, financial impact, reputation or regulatory compliance). Typical
impact levels may include:-

* Insignificant - minimal disruption, negligible impact on delivery, very limited loss or damage

* Minor - short-term or locally manageable impact, small financial or operational consequence

* Moderate - more sustained impact requiring formal management action or intervention

* Major - serious impact with significant operational, financial or reputational consequences

» Catastrophic - severe impact affecting delivery of core services, at system or national level

Determining the Overall Risk Score

Risk Owners should use the above Likelihood & Consequence considerations to determine an
overall score between 0 and 25, reflecting the combined severity of the risk.

15
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The Cluster scoring bands are:
0-8: (normally managed locally)
9-14. (normally overseen by Committees)

15-25: High Risk (normally escalated to Board level)

The individual scoring scale allows risks to move incrementally up or down by single points as
mitigating actions take effect. This provides a more accurate reflection of gradual improvement
or deterioration in risk exposure compared to the traditional matrix approach.

Risk Owners should ensure that scoring decisions are reasonable, evidence-based and
proportionate, and should review scores regularly in consultation with the relevant Lead
Committee.
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