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1. Purpose of Paper
The purpose of this paper is to:

a) summarise ICP Board member organisation responses to the final report and recommendations of the review of the role of Locality Partnerships in BNSSG (Appendix 1).

b) Set out a recommendation to align Locality Partnership development with the anticipated developments at both national and local level including:

· NHS 10-Year Health Plan (due to be published in May 2025)

· Neighbour Hood Health Guidelines

· The Fuller Stocktake (and the development of Integrated Neighbourhood Teams)

· The BNSSG Healthier Together 2040 (HT2040) approach


c) set out a recommended governance structure and process by which the BNSSG System would develop and agree their strategic vision for the function, role and responsibilities of System (1), Local Authority (3), Place and Neighbourhood (6) including Primary Care Networks (20) and the emerging Integrated Neighbourhood Teams within this policy context. 

d) propose senior System Leadership and accountability for the onward development of this work.


2. Background
In June 2024, the BNSSG Integrated Care Partnership Board commissioned an independent report into the role of Locality Partnerships in BNSSG.  The report was jointly funded by BNSSG Integrated Care Board, Bristol City Council, North Somerset Council and South Gloucestershire Council.

A cross-system, co-produced Terms of Reference was implemented to guide the review, and its purpose was to answer the following question:

What does the BNSSG System require of Locality Partnerships to contribute to the successful delivery of:

· The BNSSG Integrated Care System Strategy
· The BNSSG Healthier Together 2040 Service Plan

Oliver & Company UK Ltd. were appointed as independent consultants to lead the review on behalf of the BNSSG Integrated Care Partnership Board.  Responsibility for oversight of the review process was delegated to the newly established BNSSG Locality Partnership Review Core Group chaired by the South Gloucestershire Locality Director.  

Over the course of three months (August-November 2024) an independent review of the current and future role of Locality Partnerships was undertaken. This involved widespread System engagement through:

· The multi-organisation LP Review Core Group which was established to oversee and guide the review.

· 6 in-person half-day workshops held in September and October.

· Key stakeholder interviews conducted.

· Two online surveys made available for people unable to attend workshops.

· Tailored online survey to PCN Clinical Directors and GP Collaborative Board Locality Leads.

· Attendance at stakeholder meetings e.g. GP Collaborative Board, BNSSG ICB Exec Team, ICP Board, LP Collaborative Operational Delivery Group, Care & Support West Board. 

The final report and recommendations of the ‘Review of the role of Locality Partnerships in BNSSG’ was presented to the BNSSG Integrated Care Partnership Board on the 28th of November 2024.

Board Members:

· Committed to taking the recommendations through individual organisational governance for feedback by 31st December 2024.

· Approved the recommendation for the Locality Partnership Review Core Group to remain in place for a further three months to collate feedback following the ICP Board discussion and organisational discussions, and develop an implementation plan, including governance arrangements, on behalf of the ICP Board and that membership of this group would be reviewed over this time.

· Approved the recommendation that the Locality Partnership Review Core Group would collate feedback on the report and proposals within it for mobilisation of the recommendations and provide an update and recommendations for next steps to the following ICP Board Meeting 27th February 2025.

3. Learning
Following the publication of the final report and recommendations, the Locality Partnership Review Group reflected on the review process and identified points of learning:

1. Earlier identification and clarification of senior strategic leaders’ vision for Locality Partnerships may have steered the review to deliver more detailed, ambitious recommendations for the function of Place-based partnerships within BNSSG.

2. It is not possible to review and define a single component of complex Systems in isolation.  The LP Review Group noted the tension between adhering to the agreed Terms of Reference (Appendix 2), and the ever present need to broaden the scope and consider the totality of System infrastructure.

3. The changing strategic context, and anticipated national guidance around neighbourhood, place and the shift of treatment and care to community, constrained many System partners’ ability to fully engage with the review.  There was a concern that this work may be premature and that there was a risk we may need to repeat the exercise upon publication of policy and guidance.

4. The short timeframe for the review limited the diversity of stakeholders who were able to engage in the review.  This was particularly relevant for senior strategic leaders who require greater advance notice to attend in-person workshops.

4. Changing strategic context

4.1 National context
In the 5-month period between the ICP Board’s commission of the Locality Partnerships Review (June 2024), and the presentation of the final report and recommendations (November 2024), the external strategic and political context in the UK changed significantly.  Most notably, the results of the general election on 4th July 2024, which saw the appointment of a Labour government following 14 years of Conservative held office.

Since September 2024, several health and social care related government white papers, independent reviews and guidance have been published:


	Month
	Publication / announcement

	
September 2024
	Independent Investigation of the NHS in England[footnoteRef:2] (12th September 2024) [2:  Independent investigation of the NHS in England - GOV.UK] 

The Rt Hon. Professor the Lord Darzi of Denham



	
October 2024
	NHS 10-Year Health Plan
Department for Health & Social Care


	
November 2024


	Keeping Children Safe, Helping Families Thrive: Breaking down barriers to opportunity[footnoteRef:3] (18th November 2024) [3:  Keeping children safe, helping families thrive] 

Department for Education

	
December 2024


	English Devolution White Paper​: Power and partnership: Foundations for growth[footnoteRef:4] (16th December 2024) [4:  English Devolution White Paper] 

Ministry of Housing, Communities & Local Government 

Children’s Wellbeing and Schools Bill[footnoteRef:5] (18th December 2024) [5:  Children’s Wellbeing and Schools Bill - Parliamentary Bills - UK Parliament] 

Originated in the House of Commons, Session 2024-25

	
January 2025
	Independent review of adult social care: Development of a National Care Service (starting April 2025*) 
Department for Health & Social Care

Neighbourhood Health Guidelines 2025/26[footnoteRef:6] (29th January 2025) [6:  NHS England » Neighbourhood health guidelines 2025/26] 

NHS England

2025/26 priorities and operational planning guidance[footnoteRef:7] (30th January 2025) [7:  NHS England » 2025/26 priorities and operational planning guidance] 

NHS England



*Due to report recommendations in two phases: mid-2026 and 2028 respectively.  The work forms part of a wider package of support for the sector, which includes more funding for elderly and disabled people to make home improvements and stay out of hospital.


4.2 Policy analysis
There are common themes emerging from these recent policy announcements, the majority of which align with the BNSSG Integrated Care System Strategy[footnoteRef:8] and its 5 Opportunities: [8:  Integrated Care System Strategy - BNSSG Healthier Together] 


1. We need to tackle inequalities

2. We can strengthen the building blocks of good health and wellbeing

3. Wherever possible, we need to prevent illness and treat people earlier

4. We need to work alongside communities to support healthy behaviours

5. And once people are ill, there are conditions that we could manage better.

Identified commonalities include:

1. Decentralisation and Local Empowerment
A prominent theme is the shift of power and decision-making from central authorities to local entities. The English Devolution White Paper emphasises transferring authority to local governments, enabling them to tailor services to their communities' specific needs. This approach is mirrored in the Neighbourhood Health Guidelines 2025/26, which advocate for integrated care boards and local authorities to collaboratively plan and deliver health services at the neighbourhood level. 


2. Integration of Services
Integrating health and social care services is a recurring focus. The Neighbourhood Health Guidelines 2025/26 promote a model where multidisciplinary teams work together to provide comprehensive care, aiming to reduce fragmentation and improve patient outcomes. Similarly, the Children's Wellbeing and Schools Bill calls for a drive for improvements for better join-up between children’s social care, police, and health services with education and more integrated working, shared identification of risk and proactive work around early intervention, prevention, and family help.

3. Prevention and Early Intervention
Prevention and early intervention are central to all these policies. The anticipated NHS 10-Year Plan is expected to focus on shifting care from hospitals to communities, supporting early interventions to prevent health deterioration. This preventive approach is also evident in the Children's Social Care Reform Bill, which aims to support families proactively to prevent issues from escalating. 

4. Community Engagement and Participation
Involving communities in decision-making processes is highlighted across these documents. The English Devolution White Paper advocates for empowering local communities, recognising that local leaders are best positioned to understand and address their area's unique challenges. The Neighbourhood Health Guidelines 2025/26 also stress the importance of involving local communities in planning and delivering health services to ensure they are responsive and effective. 

5. Addressing Health Inequalities
Reducing health inequalities is a shared objective. The Neighbourhood Health Guidelines 2025/26 aim to create healthier communities by providing better care close to or in people's homes, and addressing the wider, social determinants of health. The NHS 10-Year Plan is anticipated to further this goal by focusing on preventive care and early intervention, particularly in underserved communities. 

4.3 The concept of neighbourhood
The recently published Neighbourhood Health Guidelines states that ‘The approach to establishing integrated neighbourhood teams has been well defined in the Fuller Stocktake’. (‘Next steps for integrating primary care: Fuller Stocktake Report[footnoteRef:9], May 2022).  Fuller introduces the concept of Integrated Neighbourhood Teams (and teams of teams) describing them as: [9:  *Microsoft Word - FINAL 003 250522 - Fuller report[46].docx] 


…… bringing together previously siloed teams and professionals to do things differently to improve patient care for whole populations. 

This is usually most powerful in neighbourhoods of 30-50,000, where teams from across primary care networks (PCNs), wider primary care providers, secondary care teams, social care teams, and domiciliary and care staff can work together to share resources and information and form multidisciplinary teams (MDTs) dedicated to improving the health and wellbeing of a local community and tackling health inequalities.

Integrated neighbourhood ‘teams of teams’ need to evolve from Primary Care Networks (PCNs) and be rooted in a sense of shared ownership for improving the health and wellbeing of the population. They should promote a culture of collaboration and pride, create the time and space within these teams to problem solve together, and build relationships and trust between primary care and other system partners and communities.
	
The Neighbourhood Health Guidelines sets out 6 initial core components associated with an effective neighbourhood health service but does not specify or mandate its form.  

Appendix 1, section D states that INTs should ‘…. deliver proactive, planned and responsive care, and prioritise care based on individual people’s needs and the opportunity for greatest impact. Footprints should be designed to optimise neighbourhood working and partnership with local authorities.’  

A recent NHS Confederation report ‘The state of integration at place’ (November 2024)[footnoteRef:10] notes that ‘Defining ‘place’ is complex, as it varies in meaning across the health and social care sector. While perhaps challenging, this malleability is crucial. Thriving Places, a guidance document produced by the Local Government Association (LGA) and NHS England, states: “The footprint of place should be based on what is meaningful to local people, has a coherent identity and is where they live their lives – such as a town, city, borough or county.” This could mean many things depending on local context…’ [10:  The state of integration at place | NHS Confederation] 


Therefore, this paper concludes that the guidance provided is deliberately permissive and that Systems have the mandate to define neighbourhood as they deem appropriate for their population and its communities (mirroring the 2022 Health & Care Act approach to defining Place).  

4.4 Local context
Locality Partnerships were established in BNSSG in 2017, followed by the inception of Primary Care Networks in 2019 and Sirona Integrated Network Teams in 2020 (Appendix 6).  2024 saw the creation of the BNSSG VCSE Alliance to enable VCSE organisations to engage with the health and care system at a strategic level to create positive change and develop a sustainable third sector to support delivery of the ICS Strategy.

The below diagram sets out the national requirements against the maturity of the BNSSG System.  The opportunity for BNSSG lies in the strategic integration and connection of the component parts of our existing neighbourhood health infrastructure.  This would create the foundation for a BNSSG neighbourhood healthcare, social care and wellbeing operating model (and align with feedback from system partners for a greater level of ambition for Place). 

BNSSG has almost ten years’ experience of integrated partnership working at place and neighbourhood.  The maturity of our approach is evident when compared with the 10-year vision set out in the Neighbourhood Health Guidelines 2025/26.  This paper recommends that we build on this strong foundation, taking confidence from the strategic alignment of our local approach with national policy.
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5. Partner feedback

5.1 Summary of feedback
Formal feedback was received from all BNSSG ICP Board member organisations (Appendix 5), with all Partners expressing their broad support for most of the recommendations.  They also highlighted the time, energy, resource and structural alignment that partners have committed to the six Locality Partnerships over recent years.  

Whilst some partners responded directly to each of the recommendations, the majority did not and cited the following reasons:

· Unable to respond / form an opinion as the report did not set out a vision and a core purpose for Place-based partnerships in BNSSG.

· Recommendation did not directly impact their organisation (e.g. funding arrangements for core LP Teams).

· Other (not specified).

Partners expressed disappointment that the review focussed on mechanistic elements of the Locality Partnerships (e.g. structures, processes, governance) rather than the complex adaptive space that is system working.  

Partners highlighted the conflict between the desire to be more ambitious and the continuous reduction of the Locality Partnership Teams over recent years.  Partners also noted the unintended consequence of recent financial mitigations which have reduced the ability of general practice to be actively involved in the leadership of neighbourhood and place.

There is a collective desire to clearly and quickly agree a framework for how we determine what we do at System (1), Local Authority (3), Place (6) and PCN (20) and neighbourhood, informed by the cultural successes of the Locality Partnerships’ ‘bottom up’ approach.  Partners were keen that we design the framework through ‘doing’ and move away from ‘discussion’ to ‘mobilisation’.
 
5.2 Positively received recommendations
The recommendations that the partners most engaged with and directly supported were:

· Align the BNSSG Integrated Care System (ICS) Strategy with the three Health & Wellbeing Strategies.

· Strengthen connection to the ICB Board and System Executive Group (SEG).  Appoint SEG members to be sponsors for different Locality Partnerships.

· BNSSG Integrated Care Partnership Board, Integrated Care Board and System Executive Group to clarify how they want future arrangements and integrated care culture to develop.

· Clarify roles and ambitions for delegating authority and local investment in prevention.

· Formal reporting of Locality Partnerships’ work via the three Health & Wellbeing Board reports at the BNSSG Integrated Care Partnership Board.

This paper recommends that the BNSSG ICP Board formally accepts and mobilises the recommendations listed above.

5.3 Negatively received recommendations
The recommendations that most partners rejected were:

· Make efficiencies by establishing a Central Support Team resourced from identified talent in all partner organisations.

· Direct links between Central Team to System-wide Boards e.g. workforce, estates, finance, IM&T.

Partners expressed concern that establishing a central team ‘felt like a step backwards in having a shared endeavour’, and their preference would be to explore how existing teams and resources could be more formally aligned to support Place-based working (noting that financial investment requires advanced notice and is dependent upon organisations’ medium term financial plans).

This paper recommends that the BNSSG ICP Board formally rejects the recommendations listed above.

5.4 Spectrum of opinion
There were opposing views amongst partners concerning the progress and direction of this work.  At the extreme ends of the spectrum, there was a conflict between partners who wanted to:

a) pause / slow this work and wait for national guidance before proceeding (e.g. 10-year plan, Integrated Neighbourhood Teams) and


b) those who felt strongly that we have the correct infrastructure in place via the Locality Partnerships and VCSE sector to deliver the shifts from sickness to prevention and hospital to community, and that delays would be unnecessary (and risk disengagement amongst partners).

This paper recommends that the BNSSG ICP Board discuss the spectrum of opinion at the February meeting (noting that thinking has evolved considerably since submission of the feedback, and a greater level of alignment has emerged).
6. Recommendations and next steps

This paper recommends creating time and space for our system to align the Locality Partnership Review and next steps, with the anticipated developments at both national and local levels including:

· NHS 10-Year Health Plan (due to be published in May 2025). 

· Neighbourhood Health Guidelines 

· The Fuller Stocktake (and the development of Integrated Neighbourhood Teams).

· the BNSSG Healthier Together 2040 approach.

These pieces of work should not be treated as separate entities and must be considered, designed and mobilised collectively.  This would allow for more radical thinking with regards the structures and functions at a system, local authority, place and neighbourhood level.  

This paper recommends that an outcomes-based approach is taken to defining the function, role and responsibility of the component parts of our System.  This will mitigate the risk of spending a disproportionate length of time debating the static role of each component and recognises that in complex systems roles and responsibilities need to be flexible.  The August 2024 Literature Review on Neighbourhood Working[footnoteRef:11] from the NHS Confederation and PPL provides a useful process for this undertaking. [11:  PowerPoint Presentation] 


This paper also recommends drawing on the work already undertaken in BNSSG to design such a framework. This includes joint work from 2022 with NHS England, the Local Government Association and the ICB (Appendix 4) and the output from the LP Review Phase 1 workshops September 2024, where stakeholders worked through real-life scenarios and mapped out the proposed functions of System, Place and Neighbourhood (Appendix 7).  



The Locality Partnership Review is an evolution of the BNSSG ICS Strategy.  As such, this paper recommends that the ICP Board charges the ICB Board with mobilising the next steps.

Recommended next steps include:

· appointing a SEG Senior Responsible Officer to oversee this work.

· allocating a senior manager to mobilise this work.

· agreeing the governance for this programme of work and consider how the Health & Wellbeing Boards could support this work.

· agreeing a space for thinkers to come together to consider the totality of this work (e.g. BNSSG Strategic Network).

· closure of the current Locality Partnership Review Core Group, and the set-up of a refreshed group to develop next steps and a system-wide plan to implement a BNSSG Neighbourhood health, social care and wellbeing system.

This paper recommends that the ICP Board receives a progress report on this programme from the ICB Board no later than June 2025.

7. BNSSG Integrated Care Partnership Board action required: DECISION.

This paper asks the BNSSG Integrated Care Partnership Board to:
· Approve the introduction of formal reporting of Locality Partnerships’ work via the three Health & Wellbeing Board reports at the BNSSG Integrated Care Partnership Board.

· Approve the recommendation to align the following programmes of work:

· Locality Partnership review and next steps.
· NHS 10-Year Health Plan (focussing on the ‘3 shifts’ until publication).
· Development of Integrated Neighbourhood Teams (Neighbourhood Health Guidelines and the Fuller Stocktake).
· Healthier Together 2040 approach.

· Approve the recommendation to charge the ICB Board with mobilising the next steps of this programme of work as set out in section 6 of this paper. 

· Approve the recommendation to receive a progress report from the ICB Board no later than June 2025.

Appendices

Appendix 1 
Review of the role of Locality Partnerships in BNSSG Phase 3: Final report and recommendations 28th November 2024 (Oliver & Company UK Ltd.).
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Appendix 2 
Review of the role of Locality Partnerships in BNSSG: Terms of Reference July 2024.



Appendix 3 
Review of the role of Locality Partnerships in BNSSG Phase 1: Desk-Based Analysis report September 2024 (Oliver & Company UK Ltd.).



Appendix 4 
Place Development Programme – BNSSG Integrated Care System (LGA, NHSE, ICB)






Appendix 5
List of partners who formally responded to the final report and recommendations:
· Avon & Wiltshire Partnership (AWP)
· BNSSG Integrated Care Board
· BNSSG VCSE Alliance
· Bristol City Council
· Care & Support West
· GP Collaborative Board
· Locality Partnership Collaborative Operational Delivery Group
· North Bristol Trust (NBT)
· North Somerset Council
· Sirona Care & Health
· South Gloucestershire Council
· South Gloucestershire Health & Wellbeing Board
· University Hospitals Bristol & Weston Trust (UHBW)

Appendix 6
Sirona Care & Health Out of Hospital Care Model (2020) including Locality Hubs and Integrated Network Teams.
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Appendix 7 
Output of BNSSG LP Review Phase 1 workshops: proposed functions of System, Place and Neighbourhood (September 2024).
	System
	Locality Partnerships (Place)
	Neighbourhood

	Set strategy, vision & ambition
· Set the ICS strategy, advocating and supporting BNSSG and local delivery. 
· Healthier Together 2040 – set strategic priorities. 
· Be clear about our values and the way we lead – it’s about transformation. 
· Listen to localities about what they think the priorities should be 
· Be more than a delivery board and set the agenda. 
· Find ways to be brave.

Champion innovation
· Provide space for developing understanding for commonalities and differences across LP/LA areas. 
· Ensure we have thinking space. 
· Support enablement of 'speed boats'(LPs) – doing things with agility. 

Deliver strategic enablers
· Resolve workforce and estates issues. 
· Digital – enable joined up systems. 
· Set legal frameworks/governance. 
· Move funding strategically- re-allocate existing resources (not just about money). 
· Provide the critical resource for the localities to run. 
· Implement sensible commissioning arrangements so they do not damage relationships. 
· Set up a VCSE Alliance Brokerage Framework 
· Help support fair allocation across different parts of the system inc. wider use than health i.e. prevention, policing and education. 
· Ensure effective back-office functions e.g. purchasing.
· Could have a score card as to what a healthy / well performing Locality looks like? Are people showing up? Are they delivering outcomes? 
· Provide Locality Partnerships with guidance but also the room to manoeuvre 
· Bid for big funding streams 
· Ensure economies of scale e.g. specialist services 

Unblock the path to success
· Unblock issues for LPs 
· The ICP would need to give permission to the individual organisations to work in Locality delivery model.
· Representing us regionally and nationally 
· Facilitate the left shift from hospitals to communities 

Set the standards and share the knowledge
· Share best practice and innovation across BNSSG – knowledge exchange. 
· Receive reports on the 6 as well as the 1 and the 3 
· ICP to always consider with every decision – what are the means of prevention? 
· NHS and Social care services and VCSE delivered at Place makes sense (all delivery partners). 
· Consider how would we make the data and insights flow. 
· ICP has no line of sight about what's happening in those places. It's important that ICP knows what happens in LPs 
· Be accountable and hold localities to account.

	Strategic link between System & Neighbourhood
· Hold the priorities of ICB, JSNA, VCSE, LA and HWB. 
· Broker relationship between ICB and VCSE. 
· Influence the system upwards – be more collegiate. 

Identify local need
· Start from Localities to understand the problem we are trying to solve. 
· Understand local demand and what local people are saying- wider than health. 
· Engage with local people through co-design and co-production 

Convene partnerships
· Form collaborative partnership with all stakeholders to enable effective place-based working.
· Help people to recognise every organisation (especially health) has to shift in some way. 
· Recognise the challenge leaders have.
· Broaden membership and funding streams so future is less dependent on NHS monies i.e. joint bids, pooled budgets. 

Vehicle for integration
· Would like LPs to be the architecture for delivery of Health & Social Care. Sirona should be in LPs, social care should be in LPs. 
· All our providers should be delivering at Localities level and delivering a health system as a Locality health system. It's the right kind of size. Why couldn’t we organise delivery in Localities? 
· Deliver and enable integrated care 
· Have delegated responsibility and budget for delivery of priorities at local level. 
· Be a load-bearing organisation to avoid a lot of work being wasted e.g. Leg Club. 
· Deliver quick wins and be given the capital to do all the things they want to do. 
· Maximise the role of primary care. 

Shift to the left
· Focus on prevention and inequalities 
· Facilitate the left shift from hospitals to communities 
· Enable and commission VCSE to deliver 

	Delivery
· Have the energy to create and operationalise change. 
· Implement public health initiatives. 
· Establish Integrated Neighbourhood Teams. 
· Develop VCSE grass roots infrastructure. 
· Deliver integrated care. 
· Respond flexibly and be agents for change. 

Community connection
· Identify community and share local knowledge. 
· Connect and share community assets. 

New ways of working
· Practise trusted leadership- decide who will lead on work. 
· If we’re getting it right, we won’t have the metrics to show it’s going wrong. 

Shift to the left
· Focus more on prevention and early intervention. 
















Appendix 8 
Carnall Farrer one-page summary of the NHS England Neighbourhood Health Guidelines[footnoteRef:12] [12:  NHS England Neighbourhood Health Guidelines for 2025/26 - CF] 
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Executive Summary: Recommendations to the Integrated Care Partnership

Please find below a summary of our recommendations to the BNSSG Integrated Care Partnership (ICP) set out to mirror the focus areas in the scope of this review (see Appendix 1). Further details as to the rationale, evidence and detail of these recommendations can be found within the full report enclosed.

Strategic recommendations:

1. Enable Locality Partnerships as Place-based Partnerships: Within the next 5 years, Locality Partnerships should be empowered to fulfil their intended role as the main mechanism for the delivery of integrated care to communities. 

1. ​Maintain the Six Locality Partnership Geographies: The six Locality Partnership geographies should remain, as they reflect the Local Authority boundaries and different community characteristics. 

1. Prepare a Detailed MOU: A detailed MOU should be prepared for all partner organisations to sign and ratify to demonstrate renewed commitment to the original values and purpose of Locality Partnerships which are still relevant today. 

1. Delegated authority that evolves with maturity: Locality Partnerships should be the key delivery mechanism for the ICS Strategy and the Healthier Together 2040 Service Plan within a formal governance framework. Initial Development Plans should be put in place for each Locality Partnership for 2025-26 with the aim of enabling them to achieve full delegated status within 3-5 years.

1. Develop a Maturity Matrix: Rework the Maturity Matrix (2021 version enclosed as Appendix 6) to provide a formal framework for governance, impact measurement, and resource allocation, with annual assessments and development plans for Locality Partnerships. ​

1. Align with Health and Wellbeing Strategies: Locality Partnerships should be the principal delivery mechanism for local Health and Wellbeing Strategies, informing and being informed by the wider Integrated Care System Strategy and Healthier Together 2040 Service Plan.

Culture recommendations:

1. Revitalise Locality Partnerships: Stakeholders engaged in this review wish for Locality Partnerships to remain, yet be revitalised by a formal framework for governance, impact measurement, and resource allocation. ​

2. Connection to the ICB and SEG: Consideration is given to each of the SEG Members being sponsors for a particular Locality Partnership to further strengthen the link between System, Place and Neighbourhood and build a greater level of trust and mutual understanding. 

3. Clarify ways of working: Members of the BNSSG ICS (Both the ICP/ICB/SEG) to prioritise investment of time to work together to ensure they have clear shared ambitions for what they want the BNSSG Integrated Care System to operate in practice in 3-5 years, clarify the respective roles of System, Place and Neighbourhood and provide a plan for developing a system-wide integrated care culture. This would inform the Maturity Matrix and the MOU.

4. Proactive Partnership with UHBW and NBT: Continue to encourage UHBW and NBT to be proactive partners in Locality Partnerships, focusing on moving care into the community. ​

5. Futureproof developments of integrated working at Neighbourhood level-The future core membership of Integrated Neighbourhood Teams should mirror the Locality Partnership.

Resource recommendations:

1. Consistent Core Membership: Each Locality Partnership should have a consistent core board membership responsible for delivering agreed aims, including representatives from public health, social care, community services, mental health, hospitals, general practice, VCSE, and care providers.

2. Clarify Roles and Ambitions: Ensure clear shared ambitions for the BNSSG Integrated Care System through a co-produced Maturity Matrix, clarifying roles of Place and Neighbourhoods, and exploring changes in fund allocation to enable local investment in prevention. ​

3. Establish a Central Support Team: Create a Central BNSSG Locality Partnership Support Team with a mix of skills, jointly funded and comprising talented individuals from partner organisations. ​

4. Direct Links to System-wide Boards: The Central Support Team should have direct links to system-wide boards focusing on workforce, finance, digital transformation, IT, communications, and estates. ​

Management model recommendations:

1. Greater integration between health and local authority partners: Locality Partnership Directors should continue to report to an ICB Delivery Officer, but these should all be jointly funded posts. Locality Partnership Directors to have dual reporting line to a senior Officer within the Local Authority as well as their ICB nominated Director. 

Governance recommendations:

1. Formal Reporting: Locality Partnerships should formally report via the current Health and Wellbeing Board Reports to the ICP, rather than separately. These reports should be also shared via the ICB to ensure the System is fully sighted on their work. 

2. Review the interface with HCIGs: The link between Locality Partnerships and HCIGs should be reviewed in order to streamline the reporting lines between Locality Partnerships and HCIGs.






Summary Delivery Plan 

		Before March 2025



		· Locality Partnerships to align more formally to report into Health and Wellbeing Boards.

· Health and Wellbeing Board reports to ICP to incorporate progress of Locality Partnerships. These reports to be shared also with ICB/SEG.

· Members of ICP/ICB/SEG invest time to work together with current Locality Partnership Chairs and Directors to agree clear shared ambitions for what they want the BNSSG Integrated Care System to achieve, operate in practice and the required culture for integrated care to be a reality in 3-5 years.

· Develop and agree the Maturity Matrix to include how respective roles of ICP/ICB, Locality Partnerships and Neighbourhood teams would be expected to develop over 3-5 years, the formal framework for governance, impact measurement and resource allocation and the standards required to meet increasing levels of autonomy i.e. delegated authority and funding over time. 

· Assess each Locality Partnership against the Maturity Matrix and agreement of Locality Partnership Development Plans for 2025-26

· Agree structure, reporting lines and composition of Central Locality Partnership Support Team

· Draft and agree new MOU for all partners to sign and ratify with their boards/alliances.

· Clarify remits in respect of culture change of ICS-wide Boards for Workforce, IT/Digital, Finance, Estates, Comms building on what is already in place

· Agree revised remit for HCIGs, Operational Groups for Health and Wellbeing Boards and new reporting relationships for LPs, including ICB Exec champions for each Locality

· Embark on the first wave of the 2040 Healthier Together Ambitions into the delivery plan for Locality Partnerships and the Locality Partnership Maturity Matrix.

· Representatives of out of hospital providers e.g. Sirona, Social Care, Avon and Wiltshire Mental Health Partnership NHS Trust (AWP), General Practice, VCSE to work together on Neighbourhood issues e.g. clarify geography and shared vison for future development of Integrated Neighbourhood Teams.



		Between April 2025- April 2026



		· LP Directors and ICB Delivery Officer to become jointly funded posts between Local Authorities and NHS

· Recruit to Central Locality Partnership Support Team

· Establish appropriate quarterly monitoring of LP development plans 

· Set up annual assessment process against Maturity Matrix

· Agree development plan for Integrated Neighbourhood Teams



		April 2026-April 2030



		· Agree phased increase in delegation of authority and funding from ICS to Locality Partnerships

· Establish System-wide talent management system to enable future leaders to be developed across sectors

· Implement phased increase in delegation of authority and funding from Locality Partnerships to Integrated Neighbourhood Teams










BNSSG LOCALITY PARTNERSHIP REVIEW 2024- CORE REPORT



The questions at the heart of this review were as follows:

‘What does the BNSSG Integrated Care System require of Locality Partnerships to contribute to the successful delivery of:



· The BNSSG Integrated Care System Strategy?

· The BNSSG Healthier Together 2040 Service Plan?’[footnoteRef:3] [3:  BNSSG LPs review EOI Final 12.7.24 p. 1] 




We have set out the rationale for our recommendations using these questions as our frame of reference. For full details of the scope and objectives of this review, see Appendix 1



Our Approach

The findings and recommendations of this review have been co-produced with organisations within the BNSSG system and collated using feedback, engagement and input gathered through the following five data gathering methods. For a full list of contributing organisations, please see Appendix 2 of this document.



The opportunities for engagement in this review have been as follows between September and November 2024:



1. Contribution to the desk-based analysis phase of the review which included the opportunity for submission of case studies, strategic documents relevant to the review and anonymous stakeholder interviews. For a full list of the strategic documents within the scope of this review, please see Appendix Three.



2. Attendance at one of six, half-day engagement open workshops split across two phases and at locations rotated across the BNSSG geography.



3. Completion of two post-workshop online surveys to seek the views of those who could not attend workshops in person.



4. Completion of a specific Primary Clinical Network Clinical Director online survey to reflect their status as a special interest group within this review.



5. By undertaking an ‘interview by request’ with the Oliver & Company (UK) team.



The organisations from within the BNSSG system have been invited to engage in all five data gathering methods within this programme via the co-ordination and oversight provided to this review by the LP Review Core Group who have acted as the ‘sponsor’ for this programme of work.



As required by the Terms of Reference for this review. Oliver & Company (UK) have worked closely with Gemma Self, Programme Director- Strategic Projects, BNSSG ICB in order to ‘align to Healthier Together 2040’[footnoteRef:4]. [4:  BNSSG LPs review EOI Final 12.7.24 p. 2] 




Overwhelmingly, stakeholders at every level of the system requested that this review and its recommendations were both ‘bold and brave’, noting this review marked an important milestone in the journey of Locality Partnerships. Therefore, we have set out recommendations that are aspirational for the future of the BNSSG system, whilst remaining rooted in the evidence gathered during this review and our practical experience of 25+ years of working with the NHS, Local Government and the VCSE Sector across England. 



Our Recommendations and Rationale 



General Recommendations and rationale:



Our recommendations have sought to overcome the key barriers to the progress, form and function of Locality Partnerships identified by stakeholders to this review: 

· Lack of trust in Locality Partnerships- Partnership members cited the sense that their efficacy and impact is continually ‘tested’ or ‘under review’ by the system.



· Lack of evidence of impact of Locality Partnerships- No robust evaluation methods are currently in place for Locality Partnerships.



· Lack of clarity in reporting lines and reporting lines- Our research has demonstrated that the work of Locality Partnerships is not sufficiently visible to decision-making bodies.



· Challenges of attendance- Locality Partnerships consistently report attendance and engagement dwindling due to mounting system pressures, prioritisation away from Locality Partnerships due to the promise of delegated funds and authority not having been realised.



· Unclear reporting lines- Stakeholders report unclear and inconsistent reporting and governance arrangement between Locality Partnerships and HCIGs and Locality Partnerships and Primary Care Networks.  Our research found that the ICS’s ambitions for Neighbourhood working need clarifying. Please note that we have provided recommendations, but we recognise this is out of the scope of this review.



· Lack of financial investment- Lack of clarity of mechanisms for moving finance and resources between organisations and levels in the System.



· Importance of building on progress- The investment of time, resource and finance into Locality Partnerships to date mean a strong appetite from partners across the System not to lose the progress already achieved nor waste the extensive time and effort that people have put into them to date. Examples of Locality Partnership achievements are set out in Appendix 5.

Strategic recommendations and rationale:

1. Enable Locality Partnerships as Place-based Partnerships: Within the next 5 years, Locality Partnerships should be empowered to fulfil the ICS’s ambitions for them to be the main mechanism for delivering integrated care to communities. An evolutionary approach, with robust governance and impact measurement. would enable them to take on additional responsibilities over time, while maintaining System confidence.



Rationale:

· Cited in the original Healthier Together MOU signed by System leaders in February 2022. 

· Consistent with the Health and Care Act 2022, best practice reports by King’s Fund, Hewitt Report and further highlighted in Darzi Review 2024 (see desk-based analysis within this document).

· Stakeholders to this review felt strongly that the ICS needed to avoid both the ‘travesty’[footnoteRef:5] of disbanding or Locality Partnerships remaining as now but balanced this feedback with concerns over their readiness for devolved authority in the short term. Stakeholders clearly expressed a wish for Locality Partnerships to be revitalised as a valued space for professionals to ‘work together for the benefit of their communities’[footnoteRef:6]. [5:  Stakeholder feedback, phase two workshops]  [6:  Stakeholder feedback, phase one workshops] 


· It is consistent with the ICS’s stated commitment to subsidiarity as a core value.



“Locality Partnerships are here to do a job – set them up properly, make long term investment…” Stakeholder, Phase 2 workshop.

 

“We are always changing things – (Disbanding) Means we are in a ‘tried it, didn’t work so move on’ trap.” Stakeholder, Phase 2 workshop.















2. Maintain the Six Locality Partnership Geographies: The six Locality Partnership geographies should remain, as they reflect the Local Authority boundaries and different community characteristics. ‘1) Simplify and reduce duplication, clarifying roles and responsibilities and being clear on the place of performance management.

2) Shift resources, time and energy to neighbourhood health, creating momentum that makes clear the role of the provider sector in neighbourhood health and how to work with local partners.

3) Devolve decision-making to those best placed to make changes, clarifying the role of integrated care partnerships (ICPs) and health and wellbeing boards.

4) Enable leaders to manage complexity at a local level, supporting leaders with new strategic commissioning frameworks to include national best practice.’ – NHSE Letter Evolution of Operating Model 13.11.24







Rationale:



· Consistent with the Health and Care Act 2022, best practice reports by King’s Fund, Hewitt Report and further highlighted in Darzi Review 2024 (see desk-based analysis within this document).

· They are consistent with the latest NHSE guidance to ICBs to support the following 4 actions:

· They reflect the Local Authority boundaries and different community characteristics. Stakeholder feedback shared with us suggested that ‘Weston and Woodspring are such different areas….we run the risk of missing the needs of our communities by assuming they should be grouped together for our convenience’[footnoteRef:7]. [7:  Stakeholder feedback: Anonymous stakeholder interview] 


· They provide an invaluable bridge, enabling the System to have access to community insights at the level of neighbourhoods, as currently aligned to Primary Care Networks.

· We caveat this recommendation with the, as yet, unknown detail of the forthcoming NHS Reform due to the published by the Government in Spring 2025. 



3. Prepare a Detailed MOU: A detailed MOU should be co-produced and prepared for the boards of all partner organisations to sign and ratify to demonstrate renewed commitment to the original values and purpose of Locality Partnerships but extend to clearly defined roles for the System, Locality and Neighbourhood and each partner organisation. 

Rationale:

· In particular, we recommend that this should include clear definition of every partner organisation’s respective role and responsibilities to achieve the shared vision e.g.

· Each organisation’s strategy to clearly reflect the Healthier Together 2040 service plan ambitions;

· Each organisation’s structure to be aligned to Local Authority/Locality Partnership boundaries;

· Commitment to provide appropriate representatives to be proactive and committed members of Locality Partnerships;

· Commitment to align policies and procedures, where it makes sense to do so to enable integrated delivery of care e.g. data sharing.

· It may be helpful to use the work done by stakeholders at the Phase One workshops on what the role of System, Locality Partnerships and Neighbourhoods should be to deliver the ICS Strategy. Stakeholders said that Locality Partnerships should:

· Build Collaborative Partnerships: Engage all stakeholders, particularly in health, to shift towards effective place-based working and collaboration.

· Understand Local Needs: Go beyond health by focusing on local needs and working with communities through co-design and co-production.

· Demonstrate Supportive Leadership: Recognise leadership challenges and promote risk-taking, innovation, and bravery in decision-making.

· Systemic Influence: Advocate for a more collective, upward influence on the BNSSG system, delivering quick wins while focusing on prevention and inequalities.

· Delegated Responsibility: Locality Partnerships (LPs) should have the authority and budget to prioritise local needs, enable integrated care and especially VCSE (Voluntary, Community, and Social Enterprise) to play a key role.

· Primary Care Focus: Maximise the potential of primary care and adopt place-based approaches, rejecting one-size-fits-all models.

· Overcome Structural Challenges: Recognise difficulties of working at scale across our system, balancing core needs with locality circumstances & develop practical solutions

· Strategic Integration: Facilitate cooperation between health, social care, and community stakeholders, integrating services locally.

· Source: Phase One Workshops























4. Delegated authority that evolves with maturity: Locality Partnerships should be the key delivery mechanism for the ICS Strategy and the Healthier Together 2040 Service Plan. Initial Development Plans should be put in place for each Locality Partnership for 2025-26 with the aim of enabling them to achieve full delegated status within 3-5 years. Incentives of increased delegation of powers and funding could be built into each annual assessment process and result in agreement of a LP Delivery/Development Plan for the year to follow. Robust governance and meaningful measurement of the impact of Locality Partnerships must be a critical requirement for any progressive increase in their autonomy i.e. delegation of authority and funding. We recommend that these measures are co-produced and ratified with all system partners.The development of the Locality Partnership Maturity Matrix will enable the ‘self-managing, self-improving systems’ that NHS England aspires to.





Rationale:



· Our findings suggest that much of the hard work required to build a culture of trust and professional partnerships at the level of Place has been done. What is required is a more formal framework and capacity for governance, measurement of impact and resource allocation to enable a higher level of trust between Locality Partnerships and the BNSSG system. 



5. Develop a Maturity Matrix:  To enable phased increase in delegated authority as Locality Partnerships evolve, the Locality Partnership Maturity Matrix, originally developed in 2020 (enclosed as Appendix 6 of this document), should be re-worked and further developed to provide a formal framework for governance, measurement of impact and resource allocation as the Locality Partnerships evolve over time. 



Rationale:

· The Framework would need to set out:

· How the respective roles of the ICS, the three Local Authorities. Six Locality Partnerships and 20 Neighbourhoods would develop over time and what they would be expected to deliver.

· The strategic, governance and cultural requirements/standards for Locality Partnership Boards to work to and against which they would be assessed.

· The Primary Care Network Maturity Matrix should be incorporated into the Neighbourhood elements of this work.

· Governance arrangements in the six localities currently differ and, while there may be the need for customised arrangements due to local circumstances, there needs to be consistency across them.



6. Align with Health and Wellbeing Strategies: Locality Partnerships should be the principal delivery mechanism for local Health and Wellbeing Strategies, which are respectively both informing and being informed by the wider Integrated Care System Strategy and Healthier Together 2040 Service Plan.

Rationale:

· Locality Partnerships are best placed to meet the five key ‘opportunities’ set out in the BNSSG ICS Strategy:

· Tackling inequalities

· Strengthening building blocks

· Prevention and early intervention

· Healthy behaviours 

· Strategic prioritisation of key conditions[footnoteRef:8] [8:  https://bnssghealthiertogether.org.uk/wp-content/uploads/2023/06/ICS_Strategy_V2.8_01112024.pdf p.3] 


· There is a need to overcome the tension between shared approaches to funding and governance between Local Government and the NHS due to the ICB/ICP structures principally being an NHS initiative. 

· This has tended to result in the focus mainly being on health, rather than wellbeing, with some stakeholders reporting a sense that Locality Partnerships are only accountable to the ICB and that any funding in question only comes from the NHS. However, we recognise this is not the case across all areas within BNSSG with some stakeholders reporting more integrated arrangements.

· Health and Wellbeing Boards are where the resources of Local Government and NHS officially come together with potential other sources of funds from other statutory agencies such as Police, etc and third-party funding via VCSE. The potential benefits of this could be obtained by formalising and strengthening the interface between the Locality Partnerships, the three Health and Wellbeing Boards and the ICS. 







ICS Strategy





Bristol				North Somerset			South Glos

H&W Strategy		H&W Strategy			H&W Strategy



ICELP     N&WLP    SBLP          Weston LP        Woodspring LP             South Glos LP



· Locality Partnerships, being aligned geographically with the three Local Authorities, should be the principal delivery mechanism for local Health and Wellbeing Strategies, which in turn should inform and be informed by the wider Integrated Care System strategy and Healthier Together 2040 Service Plan to enable the clearly-stated preference for a balanced top-down/bottom-up approach. This would mean that it may not be necessary to also have Operational Groups for Health and Wellbeing Boards (where applicable) to avoid duplication with Locality Partnerships. This could provide cost and time savings and help streamline and accelerate decision-making.

· We recommend consideration be given to Locality Partnership Chairs continuing to provide the Locality Partnership voice in Health and Wellbeing Boards. This would help avoid any potential governance conflicts for Locality Partnership Directors.

· It was agreed that the first phase of the Healthier Together 2040 service plan is to ‘improve life expectancy, reduce inequality in life expectancy and improve preventable mortality for the population cohort of working age with long term conditions’[footnoteRef:9] The output of the workshops demonstrated that this activity would act as an excellent ‘proof of concept’ opportunity for the Locality Partnerships and would enable the system to achieve the Healthier Together 2040 Ambitions. as set out below: [9:  Sent to O&C via email by Gemma Self 21.10.24] 




‘1. Addressing the critical issues for long term system sustainability (3 – 15 years)

2.Creating the conditions for large scale coordinated change for whole system

3.Test use of population cohorts (people, their lives, their health) to organise how we work

4.Embed approach of prevention at every level

5.Outcomes focused strategic intentions - golden thread to improving healthy life expectancy delivered through local innovation

6.Creating sense of hope, alignment and clearer future through shared missions’[footnoteRef:10] [10:  Healthier Together 2040 Ambitions provided to O&C by Gemma Self via email 21.10.24] 




“If it was systemic, it could make a real difference to our communities, improve efficiency – especially where communities are losing faith with the system’ – Stakeholder, Phase 2 workshop.













· We recommend that the outcomes identified within each wave of the 2040 Healthier Together strategic ambitions be woven into the Locality Partnership Maturity Matrix over a specified time period. This will ensure that the Maturity Matrix could be utilised, as originally intended, as a live, meaningful framework for the measurement of the impact of Locality Partnerships. 

· Should the ICP not wish to take forward these recommendations, consideration should be given as to how the 2040 Healthier Together ambitions will be delivered. Our co-produced findings from the Phase Two workshops (enclosed within this document p.28) were inconclusive as to who within the system would be best placed to deliver this work should Locality Partnerships be disbanded or continue working as they are at present. However, the general consensus was that, in the absence of Locality Partnerships, every partner organisation in the ICS would be required to do more work.

“(We would) lose efficiencies of function – to work with and reach communities, (we) would all need to do this separately” . Stakeholder, Phase 2 workshop.

















Culture recommendations and rationale:

1. Revitalise Locality Partnerships: Stakeholders wish for Locality Partnerships to remain, yet be revitalised by a formal framework for governance, impact measurement, and resource allocation. 



Rationale:

· ​Stakeholders reported ‘too much talk, not enough walk’[footnoteRef:11] so our recommendations set out a progressive, aspirational approach that supports national and local strategic direction whilst providing a measured approach focused on outcomes and impact. [11:  Anonymous feedback cited in PCN CD Survey (enclosed within report)] 


· The BNSSG system has placed itself in a strong position through the early development of Place-based Partnerships with well-developed cultures and clear evidence of delivering the ICS strategic commitments such as Community Mental Health (please see Appendix 5).

“We would like there to be a shared understanding between the System Executives and Locality Partnerships about the original purpose and the ability they have to deliver the System’s high-level goals. Also, that there is a shared commitment that this is the model for our System” – Stakeholder, Phase One workshop.











“



“We wouldn’t be in this room if it wasn’t for LPs existing” – Stakeholder, Phase Two workshop.















2. Connection to the ICB and SEG: We would recommend consideration is given to each of the Members of the Senior Executive Group (SEG) being sponsors for a particular Locality Partnership to further strengthen this link between System and Neighbourhood and build a greater level of trust and mutual understanding.



3. Clarity of ways of working: We recommend that members of the BNSSG ICS (Both the ICP/ICB/SEG) invest time to work together to ensure they have clear shared ambitions for what they want the BNSSG Integrated Care System to develop over the next 3-5 years and, especially,  what the system-wide integrated care culture needs to be. 



Rationale:



· This would include clarifying the respective roles of Place and Neighbourhoods and the number/geography of the Neighbourhoods (as the ‘unit’ for Integrated Neighbourhood Team development) and exploring the appetite for fundamentally changing the ways funds are allocated at System level, in particular to enable more local investment in prevention. 

· This work should inform the development of the Maturity Matrix.

· Based on the existing commitment to the original ICS shared values i.e.  Individuals at the centre, subsidiarity, collaboration, mutual accountability and equality and transparency[footnoteRef:12], we recommend that serious consideration be given to developing an OD strategy for the ICS based on the ideas identified by stakeholders in Phase 2 of this Review, in particular: [12:  https://bnssghealthiertogether.org.uk/wp-content/uploads/2023/06/ICS_Strategy_V2.8_01112024.pdf p. 28] 


· Co-location of staff

· More jointly funded posts

· Data sharing agreement

· Shared Comms Team and common branding

· Central Procurement Unit

· Joint HR policies and processes e.g. EDI, for Recruitment, System-wide approach to Leadership Development, Shared training passports

· Establishment of a Shared Skills Academy e.g. to enable transfer of skills from community nursing to care providers.



4. Proactive Partnership with UHBW and NBT: Continue to encourage UHBW and NBT to be proactive partners in Locality Partnerships, focusing on moving care into the community. ​

Rationale

· In developing their partnership, UHBW and NBT have stated a shared commitment to be at the heart of their communities. If the initial focus of the Healthier Together 2040 service plan is to be ‘adults of working age with long-term conditions’, this provides an ideal opportunity for them to be proactive partners in Locality Partnerships in developing proposals for moving care into the community. 

· Each Locality Partnership could opt to examine a population need, which would build upon projects (examples cited in Appendix 5) where new approaches have been developed in one locality and then scaled up across the other 5 areas. This would help inform how resources e.g. staff, equipment and funds are transferred from the acute to the out of hospital sector as per the ‘Healthy Weston’ example set out in the Joint UHBW/Clinical Strategy:

‘Healthy Weston

The Healthy Weston programme is making great progress in achieving the vision of Weston General Hospital as a strong and dynamic hospital at the heart of the community. We’re working together with other healthcare providers to further improve urgent care services at the hospital. We are strengthening our inpatient pathways to ensure equitable access to specialist care is available across UHBW. This means more people will get the treatment they need quickly, spend less time in the hospital, and receive better overall care thanks to closer collaboration between hospital and community teams.’ (Joint UHBW/NBT Clinical Strategy 2024-27)































5. Futureproof developments for integrated working: The future core membership of Integrated Neighbourhood Teams should mirror the Locality Partnership. 



Rationale:

· This would enable a “golden thread” of integrated working from System to Neighbourhood for both the ICS and the individual partner organisations.

· There is much to be celebrated regarding the integrated work already happening across the system e.g. Community Mental Health, including establishing Mental health and wellbeing Integrated Network Teams (MINT) in each of our six Locality Partnerships (see Appendix 6 for case study). We believe that the learning from the work done in partnership to date is an asset to the BNSSG system.

· Lessons should be drawn from the work Sirona have been doing to develop their Integrated Network Teams.



Resource recommendations and rationale:

1. Consistent Core Board Membership: We recommend that each Locality Partnership should have a consistent core board membership responsible day-to-day for delivering their agreed aims and development plan.



Rationale

We would recommend the following as core members:

· Locality Partnership Director

· Public Health representative (Local Council)

· Social Care representative (Local Council)

· Community Services representative (Sirona)

· Mental Health representative (Avon and Wiltshire Mental Health Partnership NHS Trust (AWP))

· Hospital representative (UHBW/NBT)

· General Practice (Primary Care Network Clinical Directors)

· VCSE representative (paid role similar to non-executive director, nominated by local VCSE alliance network)

· Care Provider representative (paid role similar to non-executive director)

To strengthen the link between Localities and PCNs/Neighbourhoods and minimise duplication, we recommend that PCN Clinical Directors are core members of the Locality Partnership as opposed to GP Locality Leads. 

All Locality Partnership Boards benefit considerably from the broader involvement of other partners, especially representatives of local community groups, to enable co-production. They inevitably vary to reflect the according to the demographic/need of the local population. This wider membership should still be kept fully informed of progress and be actively involved in co-designing services but should not be expected to attend meetings which are not relevant.

2. Clarify Roles and Ambitions: Ensure clear shared ambitions for the BNSSG Integrated Care System through a co-produced Maturity Matrix, clarifying roles of Place and Neighbourhoods, and exploring changes in fund allocation to enable local investment in prevention. ​

Rationale:

· As stated, clear definitions of the respective roles of the System, Locality and Neighbourhood and how they will be expected to evolve over time are essential components of the Maturity Matrix.

· The future of Locality Partnerships depends upon all ICS partner organisations being confident that they can deliver work on behalf of the System. 

· Stakeholders recognised the need for balance: between recognising the different needs of communities and the ability to share learning and scale up innovative practice: between providing standardised services across the System with the flexibility and scope for customisation for local circumstances: between having to meet ‘top-down targets’ and meet local priorities; and increasingly between the levels of resource invested in treating people and creating health i.e. prevention.

· Many providers work across more than 50% of the system’s geography.

· It may be helpful to consider, whether there may be the need in the future for Locality Partnerships to be legal entities in their own right. In the course of this review, the possibility of becoming Community Interest Companies, provider collaboratives or joint ventures has been suggested.



3. Establish a Central Support Team: Create a Central BNSSG Locality Partnership Support Team with a mix of skills, jointly funded and comprising talented individuals from partner organisations. ​



Rationale:​



· A Central BNSSG Locality Partnership Support Team should be established and jointly funded, comprising a mix of skills e.g. Business Intelligence, Population Health Management data analyst, Quality Improvement, Programme and Project Management, Finance and Organisational Development. Recruitment into this team should be from talented individuals, who have recognised leadership potential, from across all partner organisations, perhaps via 1–3-year secondments. 

· Locality Partnerships are going to require resources to deliver their strategic aims, however as one stakeholder summarised ‘it simply wouldn’t be realistic for every Locality Partnership to have their own analysts, programme managers and public health professionals’[footnoteRef:13]. Therefore, this recommendation seeks to provide a solution that provides efficiencies through a support team that works at scale. [13:  Anonymous stakeholder interview] 


· These posts could be recognised as valuable professional development opportunities which are co-located.

· This could help contribute to the development of a system-wide talent management system by building a critical mass of candidates for senior positions for the System in the future. 

· Further work is needed to identify the critical skills and experience required in this team but, if each ICS partner organisation was prepared to nominate and release at least one member of their staff, this would make a major contribution to the ICS as a whole. 

· Not only would this be evidence of their commitment to invest in working together but, the strength of a pan-system, multi-agency, multi-professional team could pay dividends in identifying duplication of effort, recognising and avoiding potentially detrimental impacts of single organisation decisions and identifying gaps in service.

· This central team would also work alongside the ICP to assess the progress of the Locality Partnerships against the Maturity Matrix at regular intervals.

“The suggestion (to devolve authority to Locality Partnerships) empowers people but they will need access to experts to help them” Stakeholder, Phase 2 workshop.









4. Direct Links to System-wide Boards: The Central Support Team should have direct links to system-wide boards, comprising representatives from partner organisations, focusing on the key enablers: workforce, finance, digital transformation, IT, communications, and estates. ​

Rationale:

· These boards have a key role to play in enabling an ‘integrated care culture’ to be a reality, an essential prerequisite for delivering the ICS Strategy and Healthier Together 2040 service plan ambitions. 

· The proposed Central Support Team could comprise ‘agents for change’ to support their work.Management Model Recommendations and Rationale



1. Greater integration between health and local authority partners: Locality Partnership Directors should continue to report to an ICB Delivery Officer, and these should all be jointly funded posts. Locality Partnership Directors to have dual reporting line to a senior Officer within the Local Authority as well as their ICB nominated Director. 

Rationale:

· Locality Partnership Directors report currently into the ICB via the HCIG for Communities and the ICB Delivery Officer. 

· In order to reflect the key bedrock relationship needed between Local Government and the NHS, we recommend that Locality Partnership Directors should continue to report to an ICB Delivery Officer and that these should all be jointly funded posts. 

· Joint funding of leadership posts within the Locality Partnerships would mitigate against the risk of partiality between Local Government and NHS, mentioned previously. It would also help to join up professionals working for the same communities and unlock the resources and expertise needed to deliver many of the strategic commitments set out in the ICS Strategy. 

· Consideration could be given to Locality Partnership Directors having dual reporting lines to a Senior Officer within the relevant Local Authority as well as their ICB nominated Director. Precedents for these jointly funded posts can be found in other Integrated Care Systems e.g. in Suffolk and North East Essex ICS who are considered a vanguard in the development of partnership working through their Integrated Neighbourhood Teams.[footnoteRef:14] [14:  https://www.england.nhs.uk/wp-content/uploads/2022/05/next-steps-for-integrating-primary-care-fuller-stocktake-report.pdf p. 22] 


Governance Recommendations and Rationale



1. Formal Reporting:  Locality Partnerships should formally report via the current Health and Wellbeing Board Reports, rather than separately, to the ICP. These reports should be shared with the ICB to ensure the System is fully sighted on their work. 



Rationale

· Separate reports would mean a longer meeting agenda and risk of duplication.

· This would strengthen the links between Local Government and NHS remits.

· Although it is not within the scope of this review, it has become clear that the respective roles and membership of the ICP, ICB and SEG in respect of work done within Locality Partnerships need to be clarified further as gaps in reporting and visibility have been identified. A diagram summarising our proposed arrangements for Locality Partnerships reporting can be found in Appendix 4 of this document.



2. Review the interface with HCIGs: The link between Locality Partnerships and HCIGs should be reviewed, streamlining direct reporting lines between Locality Partnerships and HCIGs, in particular the HCIG for Communities.



Rationale:



· Stakeholders referred to the confusion and duplication that HCIGs have caused generally and the requirement for Locality Partnerships to report to ICB via the HCIG for Communities has added an extra layer of bureaucracy. 

· 

· This could mean removing the direct reporting lines between the Locality Partnerships and the HCIGs as they operate currently and enabling the direct reporting relationships between LPs and the ICB/Local Authorities.

· It is important to keep decision-making as simple and transparent as possible.























































Summary Delivery Plan 

		Before March 2025



		· Locality Partnerships to align more formally to report into Health and Wellbeing Boards.

· Health and Wellbeing Board reports to ICP to incorporate progress of Locality Partnerships. These reports to be shared also with ICB/SEG.

· Representatives of out of hospital providers e.g. Sirona, Social Care, Avon and Wiltshire Mental Health Partnership NHS Trust (AWP), General Practice, VCSE to work together on Neighbourhood issues e.g. clarify geography and shared vison for future development of  Integrated Neighbourhood Teams.

· Members of ICP/ICB/SEG invest time to work together with current Locality Partnership Chairs and Directors to agree clear shared ambitions for what they want the BNSSG Integrated Care System to achieve, operate in practice and the required culture for integrated care to be a reality in 3-5 years.

· Agree the Maturity Matrix to include how respective roles of ICP/ICB, Locality Partnerships would change over 3-5 years, the formal framework for governance and impact measurement and the standards required to meet increasing levels of delegated authority and funding over time. 

· Assess each LP against the Maturity Matrix and agreement of Locality Development Plans for 2025-26

· Agree structure, reporting lines and composition of Central Locality Partnership Support Team

· Meetings held with NHSE Regional Team to agree organisational development plan to develop interface between System and Region/National NHSE Teams.

· Draft new MOU for all partners to sign and ratify with their boards/alliances.

· Clarify remits in respect of culture change of ICS-wide Boards for Workforce, IT/Digital, Finance, Estates, Comms building on what currently is in place.

· Agree revised remit for HCIGs, Operational Groups for Health and Wellbeing Boards and new reporting relationships for LPs, including ICB Exec champions for each Locality.

· Embark on the first wave of the 2040 Healthier Together Ambitions into the delivery plan for Locality Partnerships and the Locality Partnership Maturity Matrix.



		Between April 2025- April 2026



		· LP Directors and ICB Delivery Officer to become jointly funded posts between Local Authorities and NHS

· Recruit to Central Locality Partnership Support Team

· Establish quarterly monitoring of LP development plans 

· Set up annual assessment process against Maturity Matrix

· Agree development plans for Integrated Neighbourhood Teams



		April 2026-April 2030



		· Agree phased increase in delegation of authority and funding from ICS to Locality Partnerships

· Establish System-wide talent management system to enable future leaders to be developed across sectors

· Implement phased increase in delegation of authority and funding from Locality Partnerships to Integrated Neighbourhood Teams







Desk-based Review as evidence of our findings and recommendationsBNSSG LOCALITY PARTNERSHIP REVIEW 2024- SUPPORTING EVIDENCE



 What is the purpose of the desk-based analysis?

A desk-based review is a research methodology that involves the systematic collection, analysis, and synthesis of existing information from secondary sources. Unlike primary research, which gathers new data through direct engagement such as surveys or workshops, a desk-based review leverages readily available resources like organisational strategies, reports, policy documents, and research papers. This approach allows Oliver & Company (UK) to efficiently assess the evolution of Locality Partnerships to date, their current place in the strategic context of the BNSSG system, identify gaps, and generate insights. It is particularly useful for providing a comprehensive background and laying the groundwork for the design of the planned engagement workshops in the next phase of the review.

What is the content of the desk-based analysis?

Oliver & Company have undertaken a desk-based review based on four core activities:

		Area One

		A comprehensive review and analysis of all relevant documents. For a full list of documents within the scope of this review, please see Appendix Two of this report,

N.B. Any documents that might be relevant that have not been provided to Oliver & Company are now out of scope of this review.



		Area Two

		Stakeholder meetings including:

LP Directors and Chairs meeting

David Smallacombe, Chair of the Care and Support West Board

Sirona- Claire Chapman and Clare Armour

ICB Chief Executive

Avon and Wiltshire Mental Health Partnership NHS Trust (AWP) Chief Operating Officer



		Area Three

		Anonymised stakeholder interviews

· Up to 2 x each LP area of multi-agency professionals working with the ICS



		Area Four

		Review of other systems and national best practice guidance

Document review and stakeholder interviews







What are our main conclusions of the desk-based analysis?

BNSSG was quick to identify its Place-based Partnerships, as early as 2016, with full support from local Councils. However, it is evident that the original aims set out in the ICP Oversight Group Terms of Reference and Ways of Working document in the Summer of 2020 and later reinforced by the Discovery Programme and national guidance have not been taken further since 2021-22 when the new Health and Care Act became a reality. Many stakeholders have cited the Locality Partnerships as an underused resource.

Our analysis shows that the Locality Partnerships are a valued space, however they do not fulfil the role of ‘Place’ in the way suggested in the ICS Strategy. They hold little delegated authority or budgets and there is the sense that the ICB somehow does not feel entirely confident in their decision to move forward with delegated authority of budgets. 

Our analysis finds it is unclear how much recognition there is within each of the main partners to the concept of being part of an Integrated Care System or the agreement to form partnerships at locality and neighbourhood level both internally and externally. For example, Sirona have developed their own Integrated Network Teams based around PCN groupings to support more effective delivery of Discharge to Assess, Community Nursing, Planned Therapies and Urgent care which is what the Fuller Stocktake and more recently the GP DES requires. They also refer to being part of Healthier Together on their website. Avon and Wiltshire Mental Health Partnership NHS Trust (AWP) refers to working with the voluntary sector and public bodies but there is no specific reference to ICS. On both the UHBW and NBT websites we could not find any reference to working in partnership, ICSs or Healthier together although the new Joint UHBW/NBT Clinical Strategy refers to the transfer of certain services to the community but does not cite Locality Partnership working as the delivery vehicle for this strategic aim.

What have been the barriers to progress?

Drawing together key points from previous sections, we would summarise the possible reasons why Locality Partnerships have not fulfilled their potential as originally set out in 2020 are as follows:

· The whole ICS has had to manage the significant strategic priorities brought about by H&C Act, budget reductions/reorganisations

· The continuing role of the CQC and NHSE in holding individual NHS providers to account reinforces ‘organisation-first’ behaviours and can make it harder to change established ways of working in the ICS.

· Current contracting arrangements limit the ability to develop innovative, more tailored responses to meet what communities want and need.

· Crises in acute hospital and mental health waiting lists, demands on general practice and community, reductions in funding for VCSE organisations are all causing partner organisations to focus on their own priorities.

· Tension of working in multi-agency partnership but still being employed by your organisation without strategic engagement in this work. The promise of additional resources being delegated to Locality Partnerships did not happen.

· The challenge of having to balance what communities want with what the NHS, nationally and the ICS locally, consider are the priorities

· The challenge of complex governance arrangement between LPs and the ICP, particularly since the introduction of the additional HCIG layer which seems to have confused all concerned and led to ‘tortuous decision-making processes’[footnoteRef:15] which radically reduce LPs ability to make the speedy response they are capable of. This has led to members of LPs beginning to feel that the System does not value what they can and could potentially do. [15:  Anonymous stakeholder interview feedback] 


· The fact that NHSE guidance refers to 3 levels – System, Place i.e. Locality and Neighbourhood. The concept of an HCIG appears to be a local innovation but their effectiveness has not been reviewed.

· The lack of apparent appetite at System level to encourage new, innovative ways of working.

· Lack of OD work at ICP/ICB level to forge the same sense of being ‘One Team’ which is apparent in Locality Partnerships and the lack of understanding by those at the System level of what the LPs have done to achieve this. It has been suggested that this might be helped by ICP members also being assigned to champion a particular locality so that a stronger interface exists between the two levels. 

· The combination of some players having been working at System level for a long time, albeit in different roles, and the appointment of new players who do not necessarily ‘own’ the decisions of their predecessors.

· Lack of clarity about the role of the ICP and ICB – It has been suggested that if the System delegated flexible delivery of services to LPs and trusted them to use money wisely,  put their own  energy into the enablers of making integrated care a reality e.g. IT, workforce, finance and estate and overseeing the meaningful outcomes achieved, this could prove to be a much better use of expertise and resource.

· Currently little or no delegated responsibility or funding to enable local delivery – as has been said ‘if you are simply going to deliver the same service in 6 areas, you do not need a Locality Partnership. If you want to customise it to meet local needs and truly impact on health inequalities, you do’. 

· A catalogue of continual reviews/restructuring which has led to a continuing reduction of project and programme management capacity at Locality Level, even prior to 30% budget reduction in the ICB – these may have led to nervousness of some partners as to the ICS’ true commitment to working at locality level.

· Lack of strategic direction from ICP/ICB to each and all LPs - the boards feel they have lost sight of what they are meant to do, or the resources to do it.

· Decision to form HCIGs has confused roles and responsibilities – design vs implementation. It is interesting to note that the HCIGs are not referred to on the public website whereas Locality Partnerships are clearly described however, membership of Locality Partnerships and HCIGs is often duplicated.

· The lack of clear delivery aims, or autonomy/delegation of resources is causing some strategic partners to withdraw engagement from the Locality Partnerships. What is described as ‘fatigue’ due to the fact that many can see the real capacity which LPs for change but the fact that they have not been ‘allowed’ to realise it.

· Lack of real commitment to partnership at the system level e.g. the original Healthier Together MOU was not ratified by boards of partner organisations, nor has it been updated and re-signed by current leaders

· Concern that providers might be expected to provide 6 different versions of a service by geography. 

· The Locality Partnerships are not viewed as the mechanism to connect ‘Neighbourhood’ through the 20 PCNs within the system and the ICB/ICP at system level. PCN CDs instead report communicating issues via their GP Locality Forum or via the GPCB rather than seeing the Locality Partnerships as a place for the escalation of issues within General Practice at scale.

· Stakeholders report that they value the forums that the Locality Partnerships have created across professionals but feel held back by a lack of clear mandate from the ICS and funding/resource to see plans through. It is interesting to note that strategically, the Locality Partnerships are outwardly presented as a separate workstream to clinical or population health areas e.g. Children and Young People or Maternity. This seems at odds with the overarching ambition to set up Locality Partnerships as the delivery mechanism for ‘improving outcomes for local people’[footnoteRef:16]. One would assume that initiatives such as Prevention or Personalised Care would align with this ambition and that the core delivery mechanism for this strategic aim would be the Locality Partnerships, however, they are not mentioned again. [16:  ICP Oversight Group 2020 p.1] 


What are the opportunities?

From the information gathered as part of this Desk Research, we have identified the following opportunities:

· The 2040 service plan to identify and stratify the population informed by population health management data enables an important opportunity for Locality Partnerships to ‘take their place’ within the system and to move from a culture of working in partnership to delivering and overseeing services in partnership. Much will need to be done to ensure that the function and the form of the Locality Partnerships is optimised to enable this.

· 2040 Healthier Together service plan currently cites Locality Partnerships as the key delivery vehicle for managing identified patient groups. It is important that the ICP/ICB reviews the possible barriers to the Locality Partnerships fulfilling the potential of the original aims of the System and clarifies what their future expectations are of Locality Partnerships. 

· The ICP Maturity Matrix to be revisited and refreshed by the ICP. Then to be implemented as a means of assessing Locality Partnerships for readiness for delivery of strategic aims e.g. 2040 plan and be extended to clarify the respective roles of all 3 levels i.e. the System (ICP), the Place (Locality Partnership) and the Neighbourhood (PCN/Integrated Neighbourhood Team)

· The guidance from the ‘Putting Neighbourhoods at the Heart of Integrated Care’ report suggests that an ‘Integrated Care Partnership…..must insist that no approvable integrated care system strategy can lack this neighbourhood lens, delivering through place. It will be through making sense of hyper-localism that reform as well as recovery can take root: no roots, no growth’[footnoteRef:17]. BNSSG has this in place via its established Locality Partnerships and there is an opportunity here for the ICP to retain its ‘roots’ through delivery via the LPs.  [17:  Putting Neighbourhoods at the Heart of Integrated Care- NHS Providers] 


· Consideration also needs to be given to the involvement of Acute partners in the future role of the Locality Partnerships and engagement of all system partners in the importance of delivery at Place. The Joint Clinical Strategy 2024-27 between UHBW and NBT states ‘We want to place ourselves at the heart of communities – investing in places and people to benefit the local economy and community’[footnoteRef:18] and commits to ‘organise clinical services around our collective local and regional populations.’[footnoteRef:19]. ‘Healthy Weston’[footnoteRef:20] is cited as an example of best practice in working collaboratively with patients and populations, however Locality Partnerships do not feature in the strategy.  [18:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.8]  [19:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.9]  [20:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.18] 


· The ICS Strategy gives us an indication of the intended governance ambitions and states ‘Following this publication, each individual Integrated Care Partnership (ICP) partner organisation will need to approve through their own internal governance processes any specific commitments and actions that result from this document’[footnoteRef:21]. The strategy references the Locality Partnership and confirms their position in the system.  [21:  BNSSG Integrated Care System Strategy p.4] 


· The Joint Forward Plan 2024-2029 which sets out how the Integrated Care System will deliver its 2023 strategy put Locality Partnerships clearly on the map as part of the long-term strategic design of the system to Within our ICS, Integrated Locality Partnerships have also been established, operating at a ‘place’ level and responding to the specific needs of local populations.[footnoteRef:22]. However, anecdotal evidence from our analysis shows that commitment to enable the Locality Partnerships to respond to need remains patchy. The plan states that during 2023-24 ‘locality partnerships have continued to develop and implement plans for how to provide better integrated services for people in communities’[footnoteRef:23].  [22:  Joint Forward Plan 2024-29 p.4]  [23:  Joint Forward Plan 2024-29 p.5] 


· The latest funding supplied, although only small amounts, are as a result of all Localities proposing local projects to enable more proactive care. This offers a further opportunity to a closer involvement of System Leaders with one option being to appoint a System Executive as a Champion for each Locality.

· Locality Partnerships would like there to be a ‘shared understanding between the System Executives and themselves about the original purpose and the ability they have now to deliver the System’s high-level goals. Also, that there is a shared commitment that this is the model for our System. They would like future decisions about all future discretionary funding to be delegated to the Joint LPs Chairs and Directors Group’ i.e. in line with the System’s stated aim of subsidiarity. A further option could be to commit to a 1% shift in the System budget towards prevention’

· It has been suggested that if the ICS decides to continue as it is, there needs to be much better communication from the System Executives about the reasons so that people understand why BNSSG is changing the direction of travel, as stated in national guidance and stated best practice and can decide whether they wish to continue their membership.

· It may be timely to refresh the 2022 MOU for 2024 to include all ICP Partners to sign up their commitment and support to Locality Partnerships and ensure this is ratified by the boards of all partner organisations.

· It would be helpful to review the role of HCIGs and their interface with the ICP and Locality Partnerships to ensure that they are adding value. 

· It would be helpful to know how the ICP/ICB intends to respond to the new DES requirements to develop Integrated Neighbourhood Teams based on the 20 Primary Care Networks and what, if any, they consider the role of Locality Partnerships to be in this.

Desk Based Analysis Final Report and Executive Summary









Workshops and Surveys

Objectives of the Workshops

The principal co-production methodology used throughout this review has been the design and delivery of 6 half-day engagement workshops. These workshop agendas were designed in collaboration with the LP Review Group and workshops were held face to face. Locations were rotated around community-based venues across the BNSSG system. Up to 35 places were made available at each workshop and the LP Review Group agreed the list of stakeholders to be invited.

Outcomes from Phase One Workshops

61 people attended the three Phase One Engagement Workshops which were held and repeated on Wednesday 25 and Thursday 26 September 2024. The objectives of these workshops were to:

· Review what we have learned to date about the strengths and challenges of our current Locality Partnership model and what has and hasn’t worked well to date;

· To share the impact of the Locality Partnership on our services and local populations; 

· To start outlining the future functions of the Locality Partnerships in relation to the needs of our local populations and our organisations.



A summary of the workshop output is provided below as evidence for recommendations set out in Section 6 of this report. A full Executive summary of the Phase One workshops can be found here:









Feedback from Phase One Workshop Survey

Those who were not able to attend the Phase One Workshops were welcomed to engage with this stage of the review via online survey which was circulated via the ICB. The raw results of this survey can be found below from 27 respondents. Their responses are blended into our summary below.









Feedback from Phase One Workshops (thematic review)

What are the key achievements of Locality Partnerships to date?

The Locality Partnerships have made significant strides in fostering collaboration across diverse sectors. They have built trusted relationships and encouraged co-production, addressed health inequalities and supporting innovative approaches like community anchor organisations and health initiatives in local areas. Specific achievements include creating business cases, enabling cross-sector participation, and developing data-driven interventions such as falls prevention. 

What are the strengths of Locality Partnerships?

1. Collaborative Relationships: Locality Partnerships foster trusted partnerships across sectors, particularly enhancing VCSE integration and co-design efforts. This improved the understanding between GPs and VCSE organisations, enabling innovative health and wellbeing initiatives.

2. Localised Solutions: Successes include targeted interventions like child healthy weight initiatives, COPD projects, and community connectors, addressing local health needs through co-designed, scalable models.

3. Resource Efficiency: Locality Partnerships have helped reduce duplication, anchor funding locally, and broaden responses to wider determinants of health such as transport, housing, and employment.

Challenges

1. Leadership and Funding Constraints: Limited delegation of authority, short-term funding, and trust deficits hinder LPs' ability to innovate and lead effectively. Many respondents cited a lack of clarity in roles and decision-making processes, as well as inconsistencies in funding streams. A recurring theme was the tension between top-down decision-making and the need for more localised autonomy.

2. Engagement and Representation: Disparities in commitment from partners, lack of data sharing, and an NHS-centric funding approach create structural and operational hurdles, limiting collaboration. Other challenges include difficulties in engaging diverse communities, duplication of efforts across localities, and limited capacity for smaller organisations to participate meaningfully.

3. Strategic Uncertainty: Ambiguity about Locality Partnerships’ long-term role within our system and unclear governance were repeatedly flagged as significant barriers. Many respondents cited a lack of clarity in roles and decision-making processes, as well as inconsistencies in funding streams. A recurring theme was the tension between top-down decision-making and the need for more localised autonomy. Other challenges include difficulties in engaging diverse communities, duplication of efforts across localities, and limited capacity for smaller organisations to participate meaningfully.

Future Aspirations

Looking forward, respondents called for greater autonomy, clearer funding structures, and a more sustainable, long-term approach to planning and budgeting. Many stressed the need for enhanced community engagement and a shift toward addressing immediate healthcare needs while maintaining focus on prevention and health equity. The desire for streamlined governance, reduced bureaucracy, and better integration of health and social care services was also highlighted. Stakeholders expressed hope for innovative, inclusive approaches and more effective communication between Locality Partnerships and higher decision-making bodies.

Key Recommendations

1. Sustainable Funding: Establish stable and equitable funding mechanisms to empower Locality Partnerships to address local needs without constant uncertainty.

2. Enhanced Representation: Ensure broader and more inclusive engagement, particularly with grassroots and underrepresented communities.

3. Integrated Services: Promote holistic, Place-based models of care that connect Health services with their communities.

4. Empowerment and Autonomy: Allow partnerships greater decision-making authority and flexibility to tailor solutions for local contexts.

5. Capacity Building: Support smaller organisations and the VCSE sector with resources and funding to foster deeper participation.

Design and objectives of the Phase Two Workshops



We concluded from the feedback received during the Phase One workshops that we needed to include the following in the design and facilitation of the Phase Two workshops:



· A focus on what the culture of the wider System to enable Locality Partnerships to operate effectively (included in the scope of the TOR for this review)

· Time to be allocated to the possible options for the Locality Partnership operating model. The ICP’s agreement (26/09/24) to prioritise improving the health of adults of working age with long term conditions was identified as an ideal case study for the workshops which would usefully feed into the current development of the 2040 Healthier Together service plan. 



62 people attended the three half-day Phase Two Engagement Workshops were held and repeated on Thursday 24 and Friday 25 October 2024. The objectives of these workshops were to:

· Share the key conclusions from the Phase one workshops.

· Focus on what the culture would need to be like within BNSSG for the national and local ambitions for integrated care to be a reality and identify what practical action would be needed to help achieve this.

· Complete an options appraisal on five possible future operating models required for Locality Partnerships to achieve our shared ambitions and to deliver our key strategic aims e.g. Healthier Together 2040.

· Share any final thoughts about what needs to change in the future of Locality Partnerships.



A summary of the workshop output is provided below as evidence for recommendations set out in Section 6 of this report. A summary of the Phase Two workshop outputs can be found here:









Feedback from Phase Two Workshop Survey

Those who were not able to attend the Phase Two Workshops were welcomed to engage with this stage of the review via online survey which was circulated via the ICB. The raw results of this survey can be found below from 15 respondents and their responses are included in our summary below:







Phase Two Workshops Summary



The five possible future models which were examined by all workshop attendees were:

· Scenario 1: Disband

· Scenario 2: Do Nothing

· Scenario 3: Test and Learn

· Scenario 4: Do Something Big: Proof of Concept

· Scenario 5: Invest and Divest Power

Attendees were invited to explore their reactions and the pros and cons of each of these ‘possible futures’ for Locality Partnerships. 

Key Scenarios and Insights

Scenario 1: Disband Locality Partnerships by April 2025

Many stakeholders emphasised that disbanding Locality Partnerships would be detrimental. They highlighted the risk of losing grassroots input, partnerships, and a locality-focused approach to health and care services. Some noted that centralisation could exacerbate health inequalities and reduce the system's ability to address diverse, localised health needs effectively. While some acknowledged potential cost savings, they overwhelmingly felt these were outweighed by the loss of strategic integration and community engagement.

· Pros: Potential cost savings and simpler standardisation.

· Cons: Loss of progress on health inequalities, prevention, and local insights. Disbandment would undermine trust, relationships, and VCSE voices, leaving a governance vacuum and reinforcing siloed approaches. This option risks demoralising Locality Partnership members and a return to inefficiency.

Scenario 2: Do Nothing- Locality to Partnerships to continue working as they are with no change to arrangements

Continuing Locality Partnerships without change received mixed feedback. Stakeholders appreciated existing collaborations but criticised insufficient funding, governance gaps, and lack of strategic direction. Some expressed concerns that maintaining the status quo would lead to stagnation, while others emphasised the need for clearer alignment between LPs and broader system goals to fully realise their potential.

· Pros: Continuity in addressing health inequalities and leveraging existing structures like bridging posts.

· Cons: Stagnation, loss of innovation, and declining community connections. Without progression or funding increases, enthusiasm and trust would erode, resulting in missed opportunities and declining commitment.

Scenario 3: Test and Learn

Respondents showed strong interest in Locality Partnerships undertaking new, funded projects as a proof of concept, particularly over longer terms (3–5 years). They believed this would foster sustainability and allow meaningful evaluation of LP contributions. Concerns were raised about short-term evaluations, which could undermine the effectiveness of projects, especially those targeting preventive health outcomes or system transformation.

· Pros: Provides an opportunity to develop and evaluate substantial projects with recurrent funding. Independent evaluations could enhance credibility.

· Cons: Short timelines (12 months) limit meaningful outcomes. Perception of redundancy ("another pilot") could discourage engagement, and systemic barriers like data gathering and resource allocation hinder effectiveness.

Scenario 4: Do Something Big: Proof of Concept

The proposal to provide Locality Partnerships with recurrent funding to commission or deliver services was well-received. Many felt this would solidify LPs' roles and increase their impact, particularly in addressing health inequalities. However, some cautioned against potential administrative burdens and stressed the importance of ensuring equitable resource allocation across diverse communities.

· Pros: Focused, large-scale projects could make systemic impacts, improve efficiency, and align with community mobilization goals. Long-term funding (e.g., 5 years) would allow for measurable outcomes.

· Cons: Risk of neglecting LPs' broader role, over-standardisation, and scepticism about the System's commitment. Requires substantial governance and infrastructure development.

Scenario 5: Invest Resources and Divest Power

· Pros: Long-term investment and recurrent budgets empower LPs to address prevention, early intervention, and wider determinants of health. Decentralized decision-making fosters local accountability and innovation while supporting System strategies.

· Cons: Requires significant systemic and cultural shifts, including governance reform and balancing localised and large-scale needs. Some stakeholders involved in the review shared concerns of the risks of moving directly to this model for Locality Partnerships citing a lack of readiness and maturity in making ‘difficult decisions’. Other risks raised included uneven implementation and potential for a postcode lottery.



Stakeholders consistently called for:

· Greater inclusivity: Ensuring diverse voices, especially from underrepresented groups, in Locality Partnership leadership and decision-making.

· Stronger governance: Establishing clearer accountability and aligning Locality Partnerships with overarching health and care strategies.

· Enhanced collaboration: Deepening partnerships across health, social care, and voluntary sectors to tackle wider determinants of health.

If we are to realise our shared ambitions in Healthier Together 2040, who needs to do what? 

Please see the full summary report above for a comprehensive analysis of how the activity required would be split between System, Locality Partnerships and/or other organisations if each of the five ‘possible futures’ for Locality Partnerships were to come to fruition.



Feedback from PCN Clinical Director survey

At the outset of the review, Oliver & Company were asked to treat PCN Clinical Directors as a ‘special interest group’ within this review to reflect their pivotal role in the history and future of Locality Partnerships. PCN Clinical Directors were encouraged to attend the workshops, and a specific online survey was circulated. The questions enclosed within the survey were co-designed with the LP Review Group and representatives from One Care who circulated the survey to their members. The raw results of this survey can be found below from 9 respondents:







Summary of Survey responses:

The survey responses highlight the mixed perceptions of the BNSSG Locality Partnerships amongst Clinical Directors. Participants generally appreciate the collaboration fostered with community partners, the voluntary sector, and local organisations. Key achievements include building relationships, launching successful projects like the Mental health and wellbeing Integrated Network Teams (MINT) in each of our 6 Locality Partnerships, prevention pilots, and promoting cohesive care delivery across Localities. However, some respondents found the impact on General Practice delivery minimal, citing unclear visibility and a lack of tangible outcomes.

Strengths identified include strong partner relationships, effective networking, and collaborative discussions on population needs. Yet, significant challenges remain, including inadequate funding, time constraints, and unclear leadership roles. Many respondents emphasised the need for a clearer purpose for Locality Partnerships, stable long-term funding, and realistic expectations to ensure meaningful progress and to re-engage stakeholders effectively in the future. 

Looking ahead, respondents call for more distinct objectives, reliable funding commitments, and streamlined roles for Locality Partnerships. While some advocate for their dissolution due to inefficacy, others suggest that a redefined approach with greater decision-making authority could maximise their potential. Without these improvements, scepticism about their value and future utility is likely to persist. 




Appendix 1- Scope and Objectives of the Review

Scope and objectives of the review[footnoteRef:24] [24:  Source: Bristol, North Somerset, and South Gloucestershire, Locality Partnership Review, Terms of Reference, June 2024 p. 5-6
] 


The primary objectives of the review are as follows:

Strategy

· Assess alignment with broader health and care system goals and make recommendations for the Locality Partnerships’ role within delivery of the ICS strategy.

· Assess the Locality Partnerships’ role in delivery of the Healthier Together 2040 service plan and make recommendations for the future.

· Describe what success should look like in 5 years’ time and set out both strategic and operational steps to achieve this.

· Map out opportunities and responsibilities for doing things as one ICS, three Local Authorities, six Locality Partnerships, the VCSE Alliance and 20 neighbourhoods working collaboratively with general practice and primary care networks. 

Culture

· Review current cultures and ways of working across the six LPs and make recommendations for future best practice.

· Focus on equity of opportunities and positively promote equity throughout the review process and set out recommendations for how this can be developed/improved in the future.

· Explore what opportunities there are in the system structure for Locality Partnerships to influence on behalf of communities and make recommendations for the future.

Resources

· Appraise opportunities to maximise investments from multiple funding streams to support the future model.

· Appraisal of opportunities for future sharing of resources and budgets across the system

· Review current and future resourcing and workforce arrangements in Locality Partnerships and make recommendations for future arrangements.

Management model

· Review the current ways of working and develop options for the future Locality Partnership model.

· Explore common themes across the six Locality Partnerships 

· Review achievements to-date and set out recommendations for how outcomes and impact can be measured in the future.

· Review Locality Partnership membership including the roles and responsibilities at various levels (including the role of Locality Partnership Chair/s) and make recommendations for future arrangements.

Governance

· Review existing wider system governance structures and decision-making processes, including links to the Health and Wellbeing boards and make recommendations for future governance arrangements. 

· Explore the relationship to Local Authority elected members and make recommendations for future arrangements.















































Appendix 2 – Contributing Organisations

		Contributing Organisations in alphabetical order



		ACFA: The Advice Network



		Age UK Bristol



		Alzheimer’s Society



		Avon and Wiltshire Partnership Trust



		Avonmouth Community Centre Association



		BNSSG ICB 



		BNSSG ICB Executive Group



		BNSSG ICP



		Brandon Trust



		Bristol City Council



		Bristol Independent Mental Health Network



		Brunel Care



		Caafi Health



		Care and Support South West



		Carers Support Centre



		Chinese Community Wellbeing Society



		Creative Youth Network



		Curo Group



		General Practices in BNSSG



		Heart of BS13



		Home-Start Bristol and South Gloucestershire



		Knowle West Health Park



		Locality Partnership Collaborative Group



		Marmalade Trust



		Maybe Southwest



		Members of all 6 existing BNSSG Locality Partnerships



		Missing Link and Safe Link



		Nailsea and District Community Transport



		North Bristol Advice Centre



		North Bristol Trust



		North Somerset Council



		North Somerset Parent Carers Working Together



		One Care



		Pakistani Welfare Organisation



		PCN Clinical Directors from across BNSSG



		PostScript360



		Race Equality North Somerset



		Sirona



		South Gloucestershire Council



		Southern Brooks



		Southmead Development Trust



		St Werburgh’s Community Association



		TCF representing Healthwatch BNSSG



		UHBW



		University of Bristol Student’s Health Service



		WECIL



		Wellspring Settlement



		Wesport



		Windmill Care



		Zion Bristol








Appendix 3- Documents in the scope of this review

		Document Title

		Document Date



		Integrate Care Partnerships (ICP) Oversight group Terms of reference. 

		August 2020



		What can we learn from how others have integrated services? 

		Sept 2020



		*ICP Maturity Matrix

		February 2021



		BNSSG ICP Discovery programme end stage report 

		June 2021





		Browne Jacobson work on governance options for Locality Partnerships (including the Draft/ICP Partnership Agreement*)

		2021/2022



		*Healthier Together Memorandum of Understanding

		February 2022



		PA Consulting LP review and place development program 

		July 2022





		BNSSG ICS Final Report following an opinion survey with BNSSG residents

		November 2022



		Final NECS Locality emerging priorities report

		November 2022



		Locality partnerships commonality, purpose, operating model and governance 

		2023



		HealthWatch Report – Investigating Health Inequalities using CORE20PLUS5 in BNSSG

		April 2024



		SEG presentation which includes “what’s working well and not well “

		2024



		BNSSG ICP Board paper requesting approval for LP review

		June 2024



		Review of the role of Locality Partnerships in BNSSG Terms of Reference



		July 2024



		BNSSG VCSE Development & Integration ICB Board paper

		July 2024



		Reports of Locality Partnership Development and related Workshops held for South Bristol, ICE, Woodspring, N&W and South Glos facilitated by Oliver & Company 

		2016-2023



		Our Joint Clinical Strategy MBT & UHBW 2024 – 2027

		2024



		BNSSG ICS Strategy 

		June 2023



		Joint Forward Plan 2024-29 

		May 2024





*Documents from our own files

Other relevant reports

· Thriving Places – Guidance on the development of place-based partnerships as part of Integrated Care Systems, NHS England, September 2021

· Primary Care Networks and place-based working: addressing health inequalities in a Covid-19 world – The Health Creation Alliance (The Health Foundation and RCGP)

· Mid and South Essex Health and Care Partnership Memorandum of Understanding and Ways of Working

· Place-based Partnerships Explained, Report by King’s Fund November 2022

· Integration White Paper, published November 2022

· The Hewitt Review: An Independent Review of Integrated Care Systems (2023)

· Realising the Potential of Integrated Care Systems published by the King’s Fund (July 2024)

· Independent Investigation of the NHS in England by Lord Darzi (September 2024)

· Community Engagement in the social eco-system dance, Eileen Conn

















































Appendix 4- Proposed reporting arrangements
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Appendix 5 – Relevant Case Studies



Case Study 1: CVD Prevention Health Inequalities Scheme developed in ICE Locality in conjunction with Tabinda Rashid-Fadel from Accure Health and then scaled up across BNSSG



Hypertension Plus Project / BNSSG CVD Prevention, Support for specific Hyper-local Health Inequalities



Key aims: 1 year program of work to deliver a case finding program for all CVD risk factors across BNSSG offering lifestyle advise and support through health events within the community sites and recruiting local volunteer community champions to support the awareness. 

Ensuring vulnerable groups and hyper-local health inequalities are included and supported.

Progress end of July 2024:

· 53/90 clinically led health events delivered, and 34 community champions recruited 

· 964 people attended and checked, and lifestyle advice given and 41% of all those attendees with adverse findings referred to their medical practice for support.

· Others requiring support from pharmacy, social prescribers and wellbeing teams or and quit smoking teams.

· 34% of all checks have been for those from hard-to-reach communities and or vulnerable groups e.g. Deaf Community, Mental Health Support Groups, Food Clubs, Imperial Retail Park, GRT Community, Adult LD Groups, Refugee Groups.



Next steps: Deliver the remaining 37 health events by end of October 2024, of which 13 are booked (24)





		

		



		

		



		

		



		

		










Case Study 2: Tackling health inequalities in Pill, North Somerset (Part of Woodspring Locality Partnership).

Pill falls within the 20% most deprived areas in North Somerset, second only to Weston-Super-Mare. It has a population of 5000 people, a strong spirit of independence including a few families who have lived in Pill for many generations (those who have lived in the village for 40 years are still ‘outsiders’!) Consequently, over time, it has not connected to wider infrastructures to attract money and resource.

In 2021, residents met together and established an alliance known as ‘Power to Pill’ (P2P) to ask fellow residents their opinion of living in Pill. In 2023, Using an Asset Based Community Development approach, funded by UKSPF money and hosted by the VCSE organisation West of England Rural Network (WERN) , they had 6 months funding in Phase 1 to ask:
- What is the single most important thing you want for our community?
- What needs to change (if anything) in our community to help you personally?
- Are there any passions, skills and talents you can offer to make this happen? If so, what would you like to do?

The information gathered was informative, it was mainly qualitative and from interactions with people out and about in the village. What they didn’t have, was the reach and ability of speaking to people in their own homes. The Sirona Wellbeing Lead on the Woodspring Locality Partnership contacted the Power to Pill alliance and offered system insights from a number of sources including the local GP practice, public health, population health data in ICB and Safety on the Streets which helped inform the Alliance’s next steps.

Using NHS England and ICB health inequalities funds, the WS LP were then able to offer funding to enable the local GP practice to engage with the P2P project and employment of a Health and Wellbeing Community Development Worker who is now working to tackling health inequalities within the community in phase 2 of the project. The local Food Hub has become a key relationship in this area and will host a monthly carousel to offer system and VCSE support such as debt advice, social prescribing, healthy lifestyle advisors, domestic violence support and connections with the Police and Community Safety team.

The Woodspring LP helped highlight that there was no health visitor presence in Pill. The available data showed an increase in avoidable admissions at the children’s hospital. The aim now is to provide a weekly Health h Visitor presence at the already established, thriving Baby and Toddler Group.

This is an example of the benefits which Locality Partnerships can bring by building trust with the community, showing that the ‘System’ cares and can support in meaningful ways that are relevant, accessible and meaningful to residents.











Case Study Three: Mental health and wellbeing Integrated Network Teams (MINT)

People with mental health needs can often find it hard to access the high-quality, personalised care they require, and describe support being fragmented. All of BNSSG’s Locality Partnerships have worked closely with people with lived experience of mental ill health and with their VCSE, NHS and local authority partners, to create a new and integrated way of supporting the breadth of people’s needs, close to home. 

BNSSG’s six Mental health and wellbeing Integrated Network Teams (MINT) have been designed by, and are hosted in, Locality Partnerships. They seek to provide integrated services tailored around the needs of people and their families. Teams are made up of local NHS, social care and VCSE leads, co-located within our communities. Through working together as ‘one team’ they help people to access and utilise the clinical, psychological and social support they need, close to home. Through this, teams have quickly developed much stronger links with community partners and helped people to benefit from a range of provision in their neighbourhoods. 

Initial data comparing people’s use of wider services (including primary and secondary care) - before and after receiving support from North Somerset and South Gloucestershire MINTs - has shown a significant reduction. 





































Appendix 6- Locality Partnership Maturity Matrix 2020
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1. Introduction

This desk-based analysis forms the first phase of the independent review of Locality
Partnerships within the BNSSG system which Oliver & Company (UK) Limited have been
commissioned to undertake between August-November 2024.

2. Scope and objectives of the review?
The primary objectives of the review are as follows:
Strategy

e Assess alignment with broader health and care system goals and make
recommendations for the Locality Partnerships’ role within delivery of the ICS strategy.

e Assess the Locality Partnerships’ role in delivery of the Healthier Together 2040 service
plan and make recommendations for the future.

o Describe what success should look like in 5 years’ time and set out both strategic and
operational steps to achieve this.

e Map out opportunities and responsibilities for doing things as one ICS, three Local
Authorities, six Locality Partnerships, the VCSE Alliance and 20 neighbourhoods
working collaboratively with general practice and primary care networks.

Culture

e Review current cultures and ways of working across the six LPs and make
recommendations for future best practice.

e Focus on equity of opportunities and positively promote equity throughout the review
process and set out recommendations for how this can be developed/improved in the
future.

o Explore what opportunities there are in the system structure for Locality Partnerships
to influence on behalf of communities and make recommendations for the future.

Resources

e Appraise opportunities to maximise investments from multiple funding streams to
support the future model.

e Appraisal of opportunities for future sharing of resources and budgets across the
system

e Review current and future resourcing and workforce arrangements in Locality
Partnerships and make recommendations for future arrangements.

Management mode/

e Review the current ways of working and develop options for the future Locality
Partnership model.

1 Source: Bristol, North Somerset, and South Gloucestershire, Locality Partnership Review, Terms of
Reference, June 2024 p. 5-6
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e Explore common themes across the six Locality Partnerships

e Review achievements to-date and set out recommendations for how outcomes and
impact can be measured in the future.

e Review Locality Partnership membership including the roles and responsibilities at
various levels (including the role of Locality Partnership Chair/s) and make
recommendations for future arrangements.

Governance

e Review existing wider system governance structures and decision-making processes,
including links to the Health and Wellbeing boards and make recommendations for
future governance arrangements.

e Explore the relationship to Local Authority elected members and make
recommendations for future arrangements.

3. Oliver & Company (UK) approach to the review?

Phase 1 (August) — Foundation Stage

Meet with the LP Review Working Group to agree Project Plan, monitoring system for end-
to-end process.

Desk research including ICS Strategy, Healthier Together 2040, background documents
supplied plus our own notes of workshops we have run to support the original development
of LPs from 2020 to date and learning from other systems.

Phase 2 (September to mid-October) — Enquiry Stage

Design and deliver 3 half-day workshops with members of the BNSSG ICP. ICB and
members/representatives of the 3 Health and Wellbeing Boards, the 6 Locality
Partnerships and the 20 Neighbourhoods/PCNs — composition and invitees to be agreed
with Review Group. Those unable to attend to be invited to send in their responses to
agenda questions via online facility.
The principal objectives of these workshops, subject to agreement with the Review Group,
would be to:
e Review what has and hasn't worked well to date;
e Be clear about how aligned the Vision of Success for the System and the those of
the Localities are and what might need to change;
e Start outlining the respective roles and responsibilities of the Locality Partnerships
in relation to the ICP, ICB, SEG and Neighbourhoods/PCNs;
e Start clarifying the ‘rules of engagement’ to ensure horizontal and vertical
integration is as sustainable as possible.
Reports of each event would be prepared and collated for sharing with the Review Group.
Work with the 3 Healthwatch organisations to enable views to be drawn from local
communities either via interviews or online surveys
Design and deliver an online survey, specifically targeted at PCNs.

Phase 3 (October/November) — Developing Options/Solutions Stage

Design and deliver 3 half-day workshops with members of the BNSSG ICB, ICP and
members/representatives of the 3 Health and Wellbeing Boards, the 6 LPs and the 20

2Source: Oliver & Company Proposal to BNSSG ICP 22.07.24
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Neighbourhoods/PCNs — composition and invitees to be agreed with Review Group. Those
unable to attend to be invited to send in their responses to agenda questions via online

facility.

e The principal objectives of these workshops, subject to agreement with the Review Group,

would be to:

e Develop an operating model and practical OD Plan for the System to help develop
a culture of integration across BNSSG;
e Test out options/proposed solutions to ensure the LPs add value and there is clarity
of purpose/role for all concerned to make best use of the limited resources, time,
energy available and avoid risk of duplication of effort or any problems which might

arise;

e Collate work done together into a Collaborative Agreement for BNSSG to clarify
partners’ individual and collective responsibilities and commitment to moving
forward together but, in particular, the ‘contract’ between LPs and the ICP/ICB and
the H&W Boards.

e Production of all required reporting set out within Review Terms of Reference.

4. What is the purpose of this desk-based analysis?

A desk-based review is a research methodology that involves the systematic collection,
analysis, and synthesis of existing information from secondary sources. Unlike primary
research, which gathers new data through direct engagement such as surveys or workshops,
a desk-based review leverages readily available resources like organisational strategies,
reports, policy documents, and research papers. This approach allows Oliver & Company (UK)
to efficiently assess the evolution of Locality Partnerships to date, their current place in the
strategic context of the BNSSG system, identify gaps, and generate insights. It is particularly
useful for providing a comprehensive background and laying the groundwork for the design
of the planned engagement workshops in the next phase of the review.

5. What is the content of this desk-based analysis?

Oliver & Company have undertaken this desk-based review based on four core activities:

Area One

A comprehensive review and analysis of all relevant documents. For a
full list of documents within the scope of this review, please see
Appendix One.

N.B. Any documents that might be relevant that have not been
provided to Oliver & Company are now out of scope of this review.

Area Two

Stakeholder meetings including:

LP Directors and Chairs meeting

David Smallacombe, Chair of the Care and Support West Board
Sirona- Claire Chapman and Clare Armour

Area Three

Anonymised stakeholder interviews
- Up to 2 x each LP area of multi-agency professionals working
with the ICS

Area Four

Review of other systems and national best practice guidance
Document review and stakeholder interviews
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6. What is the relevant national policy background to the BNSSG Locality
Partnerships?

6.1. The concept of Integrated Care Systems was first referred to in the Five Year
Forward View published in 2014 and the three levels of System (1m population),
Place (250,000-500,000 population) and Neighbourhood (30,000-50,000
population) were developed further in the NHS Long Term Plan. In effect, the idea
of ‘Place’ has been under development for ten years. At the time Simon Stevens,
then CEO of NHSE, stated that one size would not fit all, implying that it would be
up to local Sustainable and Transformation Partnerships, which were put in place
initially, to make things work to suit local needs.

6.2. Early in 2021, the Government published a white paper setting proposed reforms
and the Health and Care Bill was introduced to Parliament in July 2021.

6.3. National guidance was issued in November 2021 via the ‘Thriving Places’ strategy
(joint guidance from NHS England and the Local Government Association). It stated
that Place-based Partnerships ‘will remain the foundation of ICSs as they are put
on a statutory footing. It will be for system partners to determine the footprint for
each place-based partnership, the leadership arrangements and what functions it
will carry out, the activities which place-based partnerships may lead, the
capabilities required and potential governance arrangements....with a mandate to
engage with people and communities in co-production.”

It went on to set out clear expectations that ICSs should delegate significant
responsibilities and budgets to place-based partnerships. Neither document
attempts to prescribe the allocation of functions between system and place,
acknowledging that this will depend on local circumstances, but recommends that
this is guided by the principle of subsidiarity i.e. decisions should be taken as close
to local communities as possible, with ICSs only taking on functions that benefit
from working at scale.

6.4. The Health and Care Act 2022 required system-level arrangements to become
statutory. The multi-agency Sustainable and Transformation Partnerships such as
Healthier Together were (unhelpfully for BNSSG) renamed as Integrated Care
Partnerships and made statutory committees. It introduced a new concept, that of
the Integrated Care Board (ICB) as a statutory board with the responsibility of
being accountable at a local level for the NHS budget. The legislation did not
require multi-agency partnerships at the place or neighbourhood level to be
statutory.

6.5. The development of Integrated Care Systems were reviewed by The Hewitt Report
in 2023 and the King’s Fund Report called ‘Realising the Potential of Integrated
Care Systems’ in the Summer 2024. Their findings were similar.

S https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-
thriving-places.pdf
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The King’s Fund report specifically refers to:

‘the widespread view that despite efforts to develop system-based regulation and
accountability, the continuing role of the CQC and NHSE in holding individual NHS
providers to account reinforces organisation-first behaviours and can make it harder
to change ways of working in the ICS".*

‘most if not all ICSs have been deflected from developing maturing their
system/place/neighbourhood levels because of reorganisation due to 2022 Act and
also the significant budget reduction requirement.’

The King’s Fund report identified six principles for an effective partnership between
national bodies and ICSs. These are:

1. Build a stronger sense of purpose across all levels in the system

Create a climate of trust in which everyone can be candid about the challenges
Strengthen relationships, including through frequent personal contact

Actively manage power dynamics and hierarchies

Surface and manage conflict quickly and fairly

Develop practices and processes that support joint decision-making.

ounhwnN

We would suggest that these would apply equally to developing an effective
partnership between the System-level ICP and LPs.

The report goes on to say that ‘where good examples exist, they have usually been
underpinned by leaders focusing on strengthening relationships, changing mindsets
and encouraging different behaviours. — this unseen work is vital because without it,
the shift to system working is unsustainable.”

The King’s Fund report came to similar conclusions to the Hewitt Report and
recommends that ICSs should:

1. Maintain a clear focus on long term transformation
2. Practise system collaboration and invite challenge

3. Grip tight to outcome, loose on the means

4. Value the views of local people, patients and staff.

The Integration White Paper published in February 2022 aimed to strengthen
governance and accountability arrangements at place level, with a particular focus on
integration between health and social care. The change of government means it is
now uncertain which of the proposals in the White Paper will be taken forward.

It is still ‘early days’ for the new Labour Government but the Independent Investigation
of the NHS in England® carried out by Lord Darzi published this month stresses the
need for:

e Greater consideration to be given to the wider determinants of health
e Patient voice to be louder

4 https://www.kingsfund.org.uk/insight-and-analysis/reports/integrated-care-systems-workforce p.35

5 https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
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e Clarity needed on the roles and responsibilities of ICBs

e Recover its (NHS) capacity to deliver plans and strategies not just make them.

e Funding to be moved away from acute services into communities.

e Shift care closer to home by hardwiring financial flows.

e Simplify and innovate care delivery for a neighbourhood NHS and embrace multi-
disciplinary models of care by bringing together primary, community and mental
health services.

All of these recommendations reinforce the importance of effective partnership
working at Place and Neighbourhood levels.

7. What is the background to the development of Locality Partnerships in
BNSSG?

7.1.  The Healthier Together Partnership formed in 2016° and Oliver & Company (UK)
reports of GP locality engagement events as early as 2016 show a system ambition
for closer working relationship across what were then created as GP Locality
Partnerships in the six identified geographical areas:

e Inner City and East Bristol (ICE)
e Woodspring

e Weston, Worle and Villages

e South Bristol

¢ South Gloucestershire

e North and West Bristol

7.2. In 2018, organisational development was commissioned by the BNSSG training Hub
to support the development of the GP Locality Boards, their ways of working and
short-medium term plans and their ability to lead service developments. The focus of
this work changed significantly with the advent of Primary Care Networks (PCNs) in
2019. From that time, a considerable amount of organisational development started
to happen within and between PCNs. Most of the organisational development of
Locality Partnerships took place between 2020-2023 and normally involved a
combination of online (during the Covid Pandemic) and face-to-face workshops and
a summary of the key outcomes and learning from this work are set out below in
Sections 8 and 9 and Appendix 2 and 3.

7.3. The original aims for the Locality Partnerships were set out in the ICP Oversight
Group Terms of Reference and Ways of Working document in the Summer of 2020.
It stated that ‘Integrated Care Partnerships (ICPs) are a collaboration of provider
partners to establish a population health and value-based model of care at place and
neighbourhood level; ICPs will tackle inequalities and improve outcomes for local
people.”.

The document set out the Healthier Together view that Locality Partnerships (then
referred to as Integrated Care Partnerships or ICPs) would ‘enable the integrated
delivery of care in the community..... making the community the default setting of

8 Healthier Together Strategy Appendix A1
71CP Oversight Group 2020 p.1
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care for all people who do not require a physical or mental health acute hospital stay
or secondary care visit for technical or value-based reasons ....ensuring decision-
making happens close to where people are, joining services up to meet the needs of
local communities (Later referred to as the subsidiarity principle in the Healthier
Together Memorandum of Understanding in February 2022)...and that each ICP will
be responsible for delivery of integrated out of hospital care for its population, with
delegated resources and local commissioning arrangements in place, where
appropriate.®

It went on to cite examples of joint approaches to workforce, estates and
communications as system enablers and the intention to draft a financial framework
with the confirmed intent for funding to flow to ICPs/LPs. Archus were commissioned
to carry out a baseline assessment of community estate.

7.4. Early in 2020, the CCG met with all localities to explore their appetite to form a
Locality Partnership (known then as an ICP). In December 2020, BNSSG was formally
designated as an Integrated Care System(MOU).

An ICP Maturity Matrix was drafted in February 2021 which set out (along similar
lines to the NHSE PCN Maturity Matrix) what an ICP would probably look like at its
foundation stage and later when it matures. It recognised that ICP development
would also need to take account of changes in System level accountabilities as more
authority was delegated to Locality Partnerships. It appears from Locality Partnership
Development Workshop notes that most, if not all of the LPs, used this to assess their
progress during the period April-May 2021. It is unclear what then happened to this
piece of work. It was clear to us at the time that this could provide a useful road map
for all LPs and was worthy of further development. We were unaware at the time of
any other ICS having developed such a framework so there might have been the
potential to offer this to other ICPs within the region or nationally.

7.5. The ICP (now LP) Discovery Review reviewed BNSSG’s and other systems’/countries’
experiences of place-based partnership and reinforced the need for LP membership
to incorporate VCSE representation as well as statutory organisations. It
recommended that Locality Partnerships should report to local Health and Wellbeing
Boards and be accountable to the ICS. The report also quoted Kings Fund research
which refers to 70% integration activity being at the level of place/locality.

7.6.  The Healthier Together Memorandum of Understanding was drafted in July 2021 but
signed in February 2022 by the then leaders of ICS statutory partners and restates
the subsidiarity principle. It is unclear whether this was ratified by each partner
organisation’s board or Council or whether it was later replaced by another updated
MOU including the wider membership of the System-level Integrated Care
Partnership i.e. incorporating VCSE representation, Healthwatch. This document
specifically refers to Place-based Partnerships as follows:

8 ICP Oversight Group 2020 p.1
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‘Place-based partnerships and provider collaboratives

10.1. Under the principles of subsidiarity and collaboration, and in line with the
provisions of the new Act and any relevant statutory guidance, our intent is to establish
place-based partnerships and provider collaboratives from April 2022 to bring together
providers and other local partner organisations to deliver integrated health and
wellbeing services for the benefit of the people of BNSSG.

10.2. Place-based partnerships are essential to delivering our ambition. They will
design and deliver fully integrated preventive, proactive/anticipatory, and personalised
health and care services focused on local people’s health and wellbeing. This is the
focus for NHS collaboration to meet the healthcare needs of local populations and for
operational partnerships across NHS, local government, VCSE, and others to make the
community the default setting of care 24/7, 365 days a year. They aim to strengthen
connection to people and communities and co-produce services with the local
population to ensure we deliver the experiences that matter to people.

10.2.1. Our system footprint encompasses six localities, which will become Integrated
Care Partnerships (ICPs): Bristol North & West, Bristol South, Bristol Inner City & East,
Woodspring, Weston & Worle, and South Gloucestershire.

10.2.2. Building on existing locality partnerships, ICPs will focus together on designing
a fully integrated model of care to improve the experience and achieve measurable
value for individuals and the population. They will focus initially on community mental
health, and extend to frailty, urgent care, and other key areas for the population of
BNSSG as they mature.

10.2.3. Local Health and Wellbeing Boards will play a critical role in overseeing the
ICPs within their respective boundaries. They will set local direction and priorities,
oversee delivery to ensure equity of care within their boundaries, and support and
enable integration of health, public health, social care, and the wider determinants of
health around the person.

10.2.4. The ICS will agree with local partners the membership, leadership, and
governance of ICPs, and will support local integration. ICPs will be accountable to the
ICS, which will assure delivery of outcomes, performance, and value.?

This agreement cites the existence of an ICS organisational development plan annex
9 but it has not been possible to access this. A cross-system leadership development
programme known as Peloton took place and was much appreciated by delegates. We
could not find any evidence of any specific analyses done in the course of this
programme that focused on system or Locality issues. Neither have we found any
evidence of OD interventions facilitated at the System level.

The joint BNSSG Healthwatch Report on Core20 PLUS5 published in 2024 refers to the
importance of ICSs acting ‘collectively to positively impact on the causes of the causes
— some will fall to NHS, some to local government and some jointly working at place or
neighbourhood'.

9 Healthier Together Memorandum of Understanding p.11-12
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The report, which involved consultation with members of the public, identifies the need
to:

Use resources to effectively tackle morbidities and complexity
Make access to GP services more flexible

Improve listening to patients’ concerns

enhance provision and make services responsive to local need

Empowering multi-agency partnership working at locality and neighbourhood level can
enable these to be dealt with. Locality Partnerships, especially, offer essential means of
balancing being sensitive to local communities’ needs with the equal challenge of
achieving economy of scale use of resources. As such, they also provide a means of
helping system-level ICPs to ‘keep their feet on the ground’. The interface between LPs
and ICPs is particularly critical and as is shown later, was analysed as part of the
organisational development work undertaken by Locality Partnerships (see Appendix
2).

There have been several reviews of Locality Partnerships involving the question of the
number of localities i.e. whether to have 3 (coterminous with Health and Wellbeing
Boards/Councils or 6 (3 for BCC, 2 for NSC and 1 for SGC). Although each time
concluded with retaining 6 localities, they also seem to have resulted in a further
reduction of dedicated project management/administration resource therefore reducing
valuable capacity at the locality level (as shown in Appendix 3). This was described by
one stakeholder as being ‘expected to deliver on thin air’.

In September 2023, it was recognised that there had perhaps been a tendency for
Locality Partnerships to work in silos and there was a risk that this was leading to
competition between them. To drive greater co-operation and sharing, it was agreed
that the Chairs and Directors of Locality Partnerships would regularly meet together.
This Group is proving to be a very effective means to enable shared learning, shared
problem-solving and practical debate about what needs to be core and what needs to
be devolved to take account of local needs and what can be applied across more than
one locality. It is evident to us that this Group is potentially critical to future success in
achieving the aims of System’s Joint Forward Plan. The Group recognises the challenge
for the big provider organisations of not being able to supply six different services but
the importance of ensuring local people receive a core service which is similar but
customised to local circumstances.

The decision was taken by the System to introduce four cross-system partnership
groups as an additional layer into the structure. Locally, these are known as Health and
Care Improvement Groups (HCIGs), each of which has been tasked with a specific
cross-cutting theme- Improving the lives of people in our communities, Improving the
lives of our children, Improving the lives of people with Mental Health, LD&A, Improving
the efficiency and effectiveness of our Hospitals. This changed the reporting
relationship of Locality Partnerships such that they now report to the Communities
HCIGs rather than directly to the ICP.
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From our wider investigation, while other ICSs often have Programme Boards to focus on
particular topics e.g. Maternity, none have introduced another layer into the decision-
making process. It is unclear why this was done.

The SEG paper presented in 2024'° provides a helpful summary of the successes and
challenges of the LPs and provides a helpful summary about what is common and what is
unique within the Locality Partnerships across the system. This analysis can be built on via
this analysis and through the engagement planned for Phase 2 of this Review.

This paper!! indicates that ‘it is the responsibility of Locality Partnerships to work differently,
have different priorities, and to respond to different drivers of inequality based on the
population they serve, and the workforce they have’ however it is evident that there is an
appetite for consistency when delivering the evolving 2040 strategy to avoid the risks of too
much geographical variance.

While the paper highlights the areas of difference between Locality Partnerships, it is not
clear what level of coherence is required of them by the ICP/ICB.

What have Locality Partnerships achieved?

Locality Partnerships have demonstrated a real appetite to carry out their core function as
defined initially in the ICP Model of Care in 2021 and re-iterated in 2024!? i.e. to deliver
fully integrated preventive, proactive/anticipatory and personalised care, but their ability to
do so has been limited by a number of key factors which are discussed in Section 10 below.

They have established strong multi-agency partnerships comprising representatives of
general practice, community and mental health services, social care, community
development, care providers, VCSE organisations and local people with shared values who
are ‘psychologically aligned’ to do the best they can together to truly meet their
communities’ needs. It is evident that VCSE leaders and, more recently, Care Provider
Representatives have invested considerable time and money into the success of LPs but it
is unclear whether this is fully acknowledged by the wider System.

These partnerships have shared leadership between statutory agencies and the community
they serve and a strong partnership culture, involving as much face-to-face contact as
possible and interactive methods of meeting which maximise participation and minimise
jargon. Over time, this has motivated them to always ask * what can we do differently?’ and
do whatever they can to overcome the real obstacle to integrated care delivery of each
having separate priorities and budgets.

They have created what has been termed ‘a feeling of comfort” with each other which
members have said they do not experience anywhere else. They see this as a sound
foundation for creating integrated care but they recognise there is still some way to go
before they actually deliver integrated care.

"0 SEG LPs 2024
" SEG LPs 2024
2 SEG LPs 2024
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They have succeeded in moving away from the initial dominance of statutory agencies to
embedding the voluntary sector and co-production with their communities. VCSE
representation within the Locality Partnerships was a core aim and feedback suggests that
the creation of the VCSE Alliance, involvement in Locality Partnerships and joint leadership
has been very successful. This has also strengthened the ability for LPs to consult their local
population through their own networks of community organisations and this is proving much
more effective than any formal survey e.g. the Big Survey.

They have formed a strong, shared understanding of both what local people want and the
extent and specific detail about the health inequalities in each area and are doing what they
can pragmatically to respond. As such they are fully aligned with the broader System goals
but recognise the importance of ensuring their communities’ needs are met, especially those
perceived as priorities. This is a delicate and difficult balance to achieve.

They know how to make good use of population health data, especially using the JSNAs,
and how this can help drive data-informed decision-making and priorities, while tempering
these with the national and System’s priorities.

They have developed shared governance and accountability for decision-making and
delivery in anticipation of delegation being implemented as originally proposed in 2021-22.

They have scoped opportunities for developing locality approaches to system-level
challenges and transformation plans e.g. the new proactive care projects which have
recently been funded, and contributing towards the delivery of a successful vaccination
programme across the whole system during Covid.

When money has been made available to Localities, it has more often than not been
sporadic and small amounts but each time, Locality Partnerships have used it to reduce
health inequalities and increase the focus on prevention but customised to their particular
community’s needs e.g. Proactive Care e.g. School Avoidance, Healthy Aging. Sources cites
that ‘they have been prepared to take brave decisions’ and shifted resources from reactive
services such as urgent care to prevention/early intervention, which is one of the Pillars of
the Joint Forward Plan, in order to save resources in the longer term. We understand that
further, longer-term funding has been earmarked for Locality Partnerships to deliver Health
Inequalities project work over the next three years.

They have strengthened their joint commitment to deliver services, evidenced by the way
they have overseen the design and delivery of the Community Mental Health Framework
through MINT teams, involving people with lived experience. We understand that the
funding for this programme is recurrent, however, funding for the project management is
currently only planned until March 2025.

They have tended to take a pragmatic response, looking for where they can practically
make the biggest difference when, more often or not, they have to work with the resources
they have and benefit from only very limited new investment. Examples include improving
the COPD pathway in N &W Bristol; focusing on reducing childhood obesity, Fall Prevention,
Drugs/Alcohol Harm and introducing Community Connectors in South Bristol; setting up a
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Community Inclusion Service providing Link Worker roles to Afro-Caribbean and South
Asian groups in ICE, involvement of people with lived experience in the development of
MINT Teams in Woodspring. They have all improved the effectiveness of their multi-
disciplinary teams.

8.13. Locality Partnerships have faced enormous challenges such as monies being promised and
then removed. Such events have inevitably made partners question whether the System is
serious about its official commitment to support Localities. But they have met these by
demonstrating flexibility, resilience and determination to get the best possible outcome for
local people from any such opportunity. Having happened more than one, it has led to
some partners starting to withdraw their support for LPs. If the ICS does not restore
partners’ faith and confidence in its commitment to Localities via formal policy and
delegated funding authority and funding in the short-term, they could risk losing a very
large amount of goodwill, and practical support and investment over time.

8.14. Through their coming together and working together on projects, LP members have a much
deeper appreciation of one another’s sectors, services and pressures. The benefit of being
part of such a broad network has also benefited the staff in these organisations as well
and, in turn, this means better informed care for the community.

8.15. The formation of the BNSSG LP Collective (bringing together Locality Partnership Chairs
and Directors) shows a commitment to avoid duplication and optimise the opportunities of
sharing learning and working co-operatively jointly across their geographies and thus avoid
unnecessary duplication. There is considerable potential to develop the role of this group
further.

8.16. Most evident of all has been the development of strong, high trust relationships which have
enabled people to speak openly and honestly and together to seek new innovative ways of
solving often longstanding problems. This inevitably has led to the challenge for everyone
of how and whether they are prepared to work differently. Some have described Locality
Partnerships as being the ‘heart’ of the BNSSG system.

9. What were the main outcomes and learning from the organisational development
undertaken by Locality Partnerships during 2019-2023?

9.1. Collaborative Agreements

These were developed in SB, ICE, N&W and South Glos to provide the Locality Partnership
with a ‘road map’ to guide their work in practical terms. They also offered the opportunity
to compare notes across Localities because each sets out:

e Shared purpose, vision and values - all localities show a desire to move beyond managing
illness reactively e.g. to a more ‘proactive, de-medicalised approach’ (North & West
Bristol) which ‘empowers people to live healthy, independent and dignified lives’
(Woodspring), ‘Use of population data shifts us from reactive to proactive focus'...caring
for more people through non-medicalised support’ (ICE)
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Clarity about Members’ roles and responsibilities — thought was given to what each
organisation offered the partnership e.g. skills, experience and expertise as well as what
the organisations needed from it e.g. trust, information, opportunity to engage in new
pathways and new ways of working, better communication and connectivity (ICE)

Practical Plan of Action — this set out the priorities for joint work — in addition to
implementation of the Community Mental Health Framework, LPs identified specific local
priorities to work on e.g. Community Connectors (SB), Locality Hub (N&W), Covid 19, Multi-
Disciplinary Team working.

Ground Rules to guide the way the partnership operates in practice — most if not all adopted
methods of running meetings which ensured that active participation by members, agendas
in the form of questions and minimal jargon e.g. Be honest and upfront about things — no
behind the scenes chuntering! (ICE Draft Collaborative Agreement 2020).

These Collaborative Agreements have been continually updated and refined in the light of
experience and as the partnership has matured over time.

9.2. Commitment of all partner representatives

The commitment and determination of all partner representatives to attend the workshops
and fully participate in them, despite the huge work pressures, has been notable
throughout. But his level of commitment has helped lead build a working environment
based on a high level of trust between the parties. It was often difficult to discern who
people worked for which organisation as this became less important as people realised they
all served the same population. They-built new interactive practices into their meetings to
help over time ensure equity, that everyone’s voice heard and they reduced jargon to a
minimum. This relates to the reference in the King’s Fund report reference to the
importance of ‘hidden work’, the value of which is difficult to quantify but which brings
huge benefits.

It became clear that the investment they made paid off during the Covid period when it
helped them to know whom to talk to in order to solve problems quickly.

9.3. Commitment to Co-production

All Locality Partnerships have set out to proactively engage with their local communities,
ensured Healthwatch was represented from the start and ensured strong representation
from specific ethnic groups in their area e.g. ICE have proactively engaged with Somali,
South Asian and African community organisations.

(A relevant quote from Woodspring LP) ‘To be successful and overcome problems of
communication by breaking down any project so it is meaningful to each organisation in
the partnership so they can understand how it connects with them and decide who would
be the best representative.’

9.4. The willingness to work as One Team
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‘Working differently — as one system — is hard. It is hard to think and plan across
organisational, professional and geographical boundaries. It is hard agreeing to share your
scarce resources. But it can be hugely motivating’ 3.

We observed this change in people going through the LP OD development work — the more
they worked together, the more they seemed to recognise the huge potential to improve the
way people in communities are supported and were increasingly motivated to stay together
as they shared the same aims but also the same values. This ‘unseen work’ as the King’s
Fund refers to it, is a critical success factor underlying any examples of good practice. In
effect, the work done by LPs to build trusting relationships is a good example of this ‘unseen
work’. Being confident to pick up the phone to someone in a different organisation to ask for
help which goes on to save time, energy and resources and possibly lives, is difficult to
quantify but has intrinsic value.

9.5.  Strengths of LPs

The particular strengths identified by stakeholders in the course of this phase of the review
include:

Philosophical alignment, shared commitment, willingness to be creative, community insights,
perseverance, trust, open to collaboration, preparedness to work in new ways, face to face
meetings that enable relationships to be built. LP Members turn up because they want to not
because they have been told to.

9.6. Developing an Integrated Care culture, clarifying the LP/ICP interface and roles

Please look at relevant extracts of LP Development Workshops between 2020-2022 in
Appendix Two.

9.7  What is the potential of Locality Partnerships?

The assumption has tended to be that everything depends on NHS funding, when there are
other statutory organisations e.g. Councils and others e.g. VCSE who could both contribute
funds and contributions ‘in kind’. Multi-agency working also offers the opportunity to make
joint bids to third party sources of funds which have not yet been exploited.

This involves thinking and operating differently but is an example of real integrated working.
However, if no space is allowed to consider new, creative ways, probably little if anything will
change. One of the key lessons from the OD work with Locality Partnerships has been the
realisation that people don't get well because of structures, they get well because of
relationships and high-quality conversations between the right people. Also, building
relationships takes investment of time and energy but the potential benefits are huge.

Locality Partnerships would like there to be a ‘shared understanding between the System
Executives and themselves about the original purpose and the ability they have now to deliver
the System’s high-level goals. Also, that there is a shared commitment that this is the model
for our System. They would like future decisions about all future discretionary funding to be
delegated to the BNSSG LP Collaborative i.e. in line with the System’s stated aim of

3 Realising the Potential of Integrated Care Systems Report by the King’s Fund’ p.44
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subsidiarity. A further option could be to commit to a 1% shift in the System budget every
year towards prevention.

It has been suggested that if the situation continues as it is, there needs to be much better
communication from the System Executives about the reasons so that people understand why
BNSSG is changing the direction of travel, as stated in national guidance and stated best
practice.

10. Comparison here with other systems

10.1.

10.2.

10.3.

10.4.

10.5.

Suffolk and North East Essex ICS have invested in having larger teams working for each
Alliance, their equivalent of Locality Partnerships. There is also evidence of a number of
joint posts e.g. between Council and NHS, between Community and Hospital. Also
considerable investment put into breaking down barriers such as running joint
organisational and leadership development programmes e.g. One Clinical Community,
One Teams/. This OD investment at Alliance i.e. locality level and particularly multi-
agency and multi-disciplinary integrated neighbourhood teams at neighbourhood level
has been cited as national best practice within the Fuller Stocktake!“.

The original MOU for the Mid and South Essex ICS referred clearly to the respective roles
and responsibilities at all three levels i.e. System, Place and Neighbourhood in line with
the NHS Long Term Plan. The BNSSG MOU only refers to the System and Localities.

West Yorkshire ICS has adopted a maximum delegation approach, in which almost all the
ICB's £5 billion budget is being put under the control of its five place committees (covering
the same footprints as the CCGs that were responsible for local NHS budgets before July
2022). Commensurate with this high level of responsibility at place level, most of the
ICB’s staff are part of place-based teams, although many also have responsibilities
straddling more than one place.

The approach taken in some ICSs is to work in partnership with providers to bring
together resources at place level. For example, in Greater Manchester, the bulk of NHS
budgets will flow directly from the ICB to providers and those providers will then come
together with local authorities, voluntary sector organisations and wider public service
partners in place-based ‘locality boards’. The locality boards operate with the principle of
joint stewardship of the total resource for the population.

Some ICSs are pursuing a more targeted approach to resource delegation, and in others
there are ambitions to delegate ICB budgets in future but currently no concrete
arrangements for doing so. It is apparent from our investigations that all ICSs are being
deflected or are having their development slowed down because of cost reduction
requirements, national priorities, local reorganisations/restructuring/merging and local
government funding challenges as cited by King’s Fund and the Hewitt Report.

" https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-
report/

15







Oliver & Company

11. What are our main conclusions?

11.1.

11.2.

11.3.

BNSSG was quick to identify its Place-based Partnerships, as early as 2016, with full
support from local Councils. However, it is evident that the original aims set out in the
ICP Oversight Group Terms of Reference and Ways of Working document in the Summer
of 2020 and later reinforced by the Discovery Programme and national guidance have not
been taken further since 2021-22 when the new Health and Care Act became a reality.
Many stakeholders have cited the Locality Partnerships as an underused resource.

Our analysis shows that the Locality Partnerships are a valued space, however they do
not fulfil the role of ‘Place’ in the way suggested in the Healthier Together Strategy. They
hold little delegated authority or budgets and there is the sense that the ICB somehow
does not feel entirely confident in their decision to move forward with delegated authority
of budgets.

Our analysis finds it is unclear how much recognition there is within each of the main
partners to the concept of being part of an Integrated Care System or the agreement to
form partnerships at locality and neighbourhood level both internally and externally. For
example, Sirona have developed their own Integrated Neighbourhood Teams based
around PCN groupings to support more effective delivery of Discharge to Assess,
Community Nursing, Planned Therapies and Urgent care which is what the Fuller
Stocktake and more recently the GP DES requires. They also refer to being part of
Healthier Together on their website. AWP refers to working with the voluntary sector and
public bodies but there is no specific reference to ICS. On both the UHBW and NBT
websites we could not find any reference to working in partnership, ICSs or Healthier
together although the new Joint UHBW/NBT Clinical Strategy refers to the transfer of
certain services to the community but does not cite Locality Partnership working as the
delivery vehicle for this strategic aim.

11.4. What have been the barriers to progress?

Drawing together key points from previous sections, we would summarise the possible
reasons why Locality Partnerships have not fulfilled their potential as originally set out in
2020 are as follows:

The whole ICS has had to manage the significant strategic priorities brought about by
H&C Act, budget reductions/reorganisations
The continuing role of the CQC and NHSE in holding individual NHS providers to account
reinforces ‘organisation-first’ behaviours and can make it harder to change established
ways of working in the ICS.
Current contracting arrangements limit the ability to develop innovative, more tailored
responses to meet what communities want and need.
Crises in acute hospital and mental health waiting lists, demands on general practice and
community, reductions in funding for VCSE organisations are all causing partner
organisations to focus on their own priorities.
Tension of working in multi-agency partnership but still being employed by your
organisation without strategic engagement in this work. The promise of additional
resources being delegated to Locality Partnerships did not happen.
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The challenge of having to balance what communities want with what the NHS, nationally
and the ICS locally, consider are the priorities

The challenge of complex governance arrangement between LPs and the ICP, particularly
since the introduction of the additional HCIG layer which seems to have confused all
concerned and led to ‘tortuous decision-making processes’ which radically reduce LPs
ability to make the speedy response they are capable of. This has led to members of LPs
beginning to feel that the System does not value what they can and could potentially do.
The fact that NHSE guidance refers to 3 levels — System, Place i.e. Locality and
Neighbourhood. The concept of an HCIG appears to be a local innovation but their
effectiveness has not been reviewed and is seriously questioned by many including
members of HCIGs themselves.

The lack of apparent appetite at System level to encourage new, innovative ways of
working.

Lack of OD work at ICP/ICB level to forge the same sense of being ‘One Team’ which is
apparent in Locality Partnerships and the lack of understanding by those at the System
level of what the LPs have done to achieve this. It has been suggested that this might be
helped by ICP members also being assigned to champion a particular locality so that a
stronger interface exists between the two levels.

The combination of some players having been working at System level for a long time,
albeit in different roles, and the appointment of new players who do not necessarily ‘own’
the decisions of their predecessors.

Lack of clarity about the role of the ICP and ICB — It has been suggested that if the System
delegated flexible delivery of services to LPs and trusted them to use money wisely, put
their own energy into the enablers of making integrated care a reality e.g. IT, workforce,
finance and estate and overseeing the meaningful outcomes achieved, this could prove to
be a much better use of expertise and resource.

Currently little or no delegated responsibility or funding to enable local delivery — as has
been said 'if you are simply going to deliver the same service in 6 areas, you do not need
a Locality Partnership. If you want to customise it to meet local needs and truly impact on
health inequalities, you do’.

A catalogue of continual reviews/restructuring which has led to a continuing reduction of
project and programme management capacity at Locality Level, even prior to 30% budget
reduction in the ICB — these may have led to nervousness of some partners as to the ICS’
true commitment to working at locality level.

Lack of strategic direction from ICP/ICB to each and all LPs - the boards feel they have lost
sight of what they are meant to do, or the resources to do it.

Decision to form HCIGs has confused roles and responsibilities — design vs implementation.
It is interesting to note that the HCIGs are not referred to on the public website whereas
Locality Partnerships are clearly described however, membership of Locality Partnerships
and HCIGs is often duplicated.

The lack of clear delivery aims or autonomy/delegation of resources is causing some
strategic partners to withdraw engagement from the Locality Partnerships. What is
described as ‘fatigue’ due to the fact that many can see the real capacity which LPs for
change but the fact that they have not been ‘allowed’ to realise it.

Lack of real commitment to partnership at the system level e.g. the original Healthier
Together MOU was not ratified by boards of partner organisations nor has it been updated
and re-signed by current leaders
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e Concern that providers might be expected to provide 6 different versions of a service
by geography.

e The Locality Partnerships are not viewed as the mechanism to connect
‘Neighbourhood’ through the 20 PCNs within the system and the ICB/ICP at system
level. PCN CDs instead report communicating issues via their GP Locality Forum or via
the GPCB rather than seeing the Locality Partnerships as a place for the escalation of
issues within General Practice at scale.

e Stakeholders report that they value the forums that the Locality Partnerships have
created across professionals but feel held back by a lack of clear mandate from the
ICS and funding/resource to see plans through. It is interesting to note that
strategically, the Locality Partnerships are outwardly presented as a separate
workstream to clinical or population health areas e.g. Children and Young People or
Maternity. This seems at odds with the overarching ambition to set up Locality
Partnerships as the delivery mechanism for ‘improving outcomes for local people’>.
One would assume that initiatives such as Prevention or Personalised Care would align
with this ambition and that the core delivery mechanism for this strategic aim would
be the Locality Partnerships, however, they are not mentioned again.

11.5. What are the opportunities?

From the information gathered as part of this Phase 1 Desk Research, we have
identified the following opportunities:

e The 2040 strategy to identify and stratify the population informed by population health
management data enables an important opportunity for Locality Partnerships to ‘take
their place’ within the system and to move from a culture of working in partnership to
delivering and overseeing services in partnership. Much will need to be done to ensure
that the function and the form of the Locality Partnerships is optimised to enable this.

e 2040 Healthier Together strategy currently cites Locality Partnerships as the key
delivery vehicle for managing identified patient groups. It is important that the ICP/ICB
reviews the possible barriers to the Locality Partnerships fulfilling the potential of the
original aims of the System and clarifies what their future expectations are of Locality
Partnerships.

e The ICP Maturity Matrix to be revisited and refreshed by the ICP. Then to be
implemented as a means of assessing Locality Partnerships for readiness for delivery
of strategic aims e.g. 2040 plan and be extended to clarify the respective roles of all
3 levels i.e the System (ICP), the Place (Locality Partnership) and the Neighbourhood
(PCN/Integrated Neighbourhood Team)

e The guidance from the ‘Putting Neighbourhoods at the Heart of Integrated Care’ report
suggests that an ‘Integrated Care Partnership.....must insist that no approvable
integrated care system strategy can lack this neighbourhood lens, delivering through
place. It will be through making sense of hyper-localism that reform as well as recovery
can take root: no roots, no growth¢. BNSSG has this in place via its established
Locality Partnerships and there is an opportunity here for the ICP to retain its ‘roots’
through delivery via the LPs.

5 1CP Oversight Group 2020 p.1
'8 Putting Neighbourhoods at the Heart of Integrated Care- NHS Providers
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Consideration also needs to be given to the involvement of Acute partners in the future role
of the Locality Partnerships and engagement of all system partners in the importance of
delivery at Place. The Joint Clinical Strategy 2024-27 between UHBW and NBT states ‘We
want to place ourselves at the heart of communities — investing in places and people to
benefit the local economy and community” and commits to ‘organise clinical services
around our collective local and regional populations.”®. ‘Healthy Weston'? is cited as an
example of best practice in working collaboratively with patients and populations, however
Locality Partnerships do not feature in the strategy. Oliver & Company welcome further
opportunity to investigate this strategic direction further as part of the planned engagement
workshops.

The ICS Strategy gives us an indication of the intended governance ambitions and states
‘Following this publication, each individual Integrated Care Partnership (ICP) partner
organisation will need to approve through their own internal governance processes any
specific commitments and actions that result from this document'?. The strategy references
the Locality Partnership and confirms their position in the system.

The Joint Forward Plan 2024-2029 which sets out how the Integrated Care System will
deliver its 2023 strategy put Locality Partnerships clearly on the map as part of the long-
term strategic design of the system to Within our ICS, Integrated Locality Partnerships have
also been established, operating at a ‘place’ level and responding to the specific needs of
local populations.?!. However, anecdotal evidence from our analysis shows that commitment
to enable the Locality Partnerships to respond to need remains patchy. The plan states that
during 2023-24 ‘locality partnerships have continued to develop and implement plans for
how to provide better integrated services for people in communities??.

The latest funding supplied, although only small amounts, are as a result of all Localities
proposing local projects to enable more proactive care. This offers a further opportunity to
a closer involvement of System Leaders with one option being to appoint a System Executive
as a Champion for each Locality.

Locality Partnerships would like there to be a ‘shared understanding between the System
Executives and themselves about the original purpose and the ability they have now to
deliver the System’s high-level goals. Also, that there is a shared commitment that this is
the model for our System. They would like future decisions about all future discretionary
funding to be delegated to the Joint LPs Chairs and Directors Group’ i.e. in line with the
System'’s stated aim of subsidiarity. A further option could be to commit to a 1% shift in the
System budget towards prevention’

It has been suggested that if the ICS decides to continue as it is, there needs to be much
better communication from the System Executives about the reasons so that people
understand why BNSSG is changing the direction of travel, as stated in national guidance
and stated best practice and can decide whether they wish to continue their membership.
It may be timely to refresh the 2022 MOU for 2024 to include all ICP Partners to sign up
their commitment and support to Locality Partnerships and ensure this is ratified by the
boards of all partner organisations.

7 Our Joint Clinical Strategy MBT & UHBW 2024 — 2027 p.8
8 Qur Joint Clinical Strategy MBT & UHBW 2024 — 2027 p.9
19 Qur Joint Clinical Strategy MBT & UHBW 2024 - 2027 p.18
20 BNSSG Integrated Care System Strategy p.4

21 Joint Forward Plan 2024-29 p.4

22 Joint Forward Plan 2024-29 p.5
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e It would be helpful to review the role of HCIGs and their interface with the ICP and
Locality Partnerships to ensure that they are adding value.

e It would be helpful to know how the ICP/ICB intends to respond to the new DES
requirements to develop Integrated Neighbourhood Teams based on the 20 Primary
Care Networks and what, if any, they consider the role of Locality Partnerships to be
in this.

12. Next steps and approaches:

1. Reflecting on our current structures: Oliver & Company has designed two phases of
engagement workshop activity which focus on gaining stakeholder insight into the
impact of Locality Partnerships at both a place and neighbourhood level. This
understanding of the experiential views of multi-agency professionals attending the
workshops will add to our analysis of whether Locality Partnerships have achieved the
aims of the Healthier Together strategy.

2. Strengths and Weaknesses- the phase one workshops are designed to add to our
desk-based analysis of the strengths of the locality partnership and the barriers- what
should we keep within the future Locality Partnerships structure, culture and strategy
and what needs to be changed to enable the system to meet its aims.

3. The second phase of workshops will then enable us to move this analysis into a forward
focus stage- now that the strategic landscape is becoming clearer. What do the LPs
need to look like to achieve their aims.

Appendix One — Documents in the scope of this review

Document Title Document Date
Integrate Care Partnerships (ICP) Oversight group Terms of | August 2020
reference.

What can we learn from how others have integrated services? Sept 2020

*ICP Maturity Matrix February 2021
BNSSG ICP Discovery programme end stage report June 2021

Browne Jacobson work on governance options for Locality | 2021/2022
Partnerships (including the Draft/ICP Partnership Agreement*)

*Healthier Together Memorandum of Understanding February 2022
PA Consulting LP review and place development program July 2022

BNSSG ICS Final Report following an opinion survey with BNSSG | November 2022
residents

Final NECS Locality emerging priorities report November 2022
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Locality partnerships commonality, purpose, operating model and | 2023
governance

HealthWatch Report — Investigating Health Inequalities using | April 2024
CORE20PLUSS in BNSSG

SEG presentation which includes “what’s working well and not | 2024

well *

BNSSG ICP Board paper requesting approval for LP review June 2024
Review of the role of Locality Partnerships in BNSSG Terms of | July 2024
Reference

BNSSG VCSE Development & Integration ICB Board paper July 2024

Reports of Locality Partnership Development and related | 2016-2023
Workshops held for South Bristol, ICE, Woodspring, N&W and
South Glos facilitated by Oliver & Company

Our Joint Clinical Strategy MBT & UHBW 2024 — 2027 2024
BNSSG ICS Strategy June 2023
Joint Forward Plan 2024-29 May 2024

*Documents from our own files

Other relevant reports

Thriving Places — Guidance on the development of place-based partnerships as part of
Integrated Care Systems, NHS England, September 2021

Primary Care Networks and place-based working: addressing health inequalities in a
Covid-19 world — The Health Creation Alliance (The Health Foundation and RCGP)
Mid and South Essex Health and Care Partnership Memorandum of Understanding and
Ways of Working

Place-based Partnerships Explained, Report by King’s Fund November 2022
Integration White Paper, published November 2022

The Hewitt Review: An Independent Review of Integrated Care Systems (2023)
Realising the Potential of Integrated Care Systems published by the King’s Fund (July
2024)

Independent Investigation of the NHS in England by Lord Darzi (September 2024)
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Appendix Two — Relevant extracts from OD work done by LPs between 2020-2023

Clarifying the interface between Locality Partnerships and the ICP (South Bristol

LP Development Workshop held on 11 June 2021)

What form so we want our relationship with the BNSSG System to take?

What does the BNSSG system want
from our LP?

What does the BNSSG offer our LP?

Deliver integrated care to meet the needs
of our local population

Influence and inform commissioning

Raise what the barriers are so that the
system can unblock them

Come together and work collaboratively

(Do they want us to be Scapegoats for a
system that’s increasingly challenged?)

Experience, knowledge and skills e.qg.
business intelligence, co-production,

Digital infrastructure e.g. library and human
resources

A Clear Framework for ICPs to operate
within — what and how.

What does our LP want from the
System?

What does our LP offer the system?

A framework in which to operate to guide
us — a clear picture of what we're
doing and where we're heading —
more detail of the framework to
help us navigate through the system
change

A sense of strategic direction

A mechanism to keep us up to date — the
headlines of what they’re doing,
where they are heading, what we
need to know to understand their
direction

More than we are able to give!

A Reality check — what is the effect of the
decisions being made and to direct how
they are going

Trusted relationships and networks —
solution focused

A commitment to do things differently —
look for solutions to work around barriers

We discussed the opportunity to use this to clarify reciprocal responsibilities as shown

below.

BNSSG System

South Bristol LP

To set the overall strategic direction for
integrated care

To develop the shared vision with local
people and partners and deliver integrated
care
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To develop a clear framework in which the | To operate within the agreed framework
ICP will operate (in consultation with the
ICP)

To unblock barriers to progress identified To unblock local barriers to progress
by the ICP

Moving towards a well-governed Locality Partnership

If you knew we are going to be really successful well-governed Locality
Partnership, what further changes do you think are needed about the way that
we work?

Ensure our responsibilities and dedicated, protected time to do them are integrated in
our organisational job descriptions.

Clarify what roles we have in common as board members (see above) and check these
against our limitations (Not just capacity but knowledge/skills)

Clarify any special responsibilities on our Board e.g. lead on wellbeing workstream
Have succession plans for the ICP roles we are in so future people understand what
the different roles and responsibilities are about

Will need full-time dedicated executive support as part of the permanent structure
(e.g.TUPE'd over from CCG??) to help carry on the work of the ICP such as finance
and operations — secure more managerial support in the interim.

Ensure we have specialist and clinical leadership skills to drive things forward.

Focus on decision making powers so that we are clear what is in our authority at each
stage — when are we influencers? When are we decision makers?

Focus on outcomes for our population, keeping the centrality of the communities and
the people of South Bristol.

Identify a register of interests so that our decisions are taken with any conflicts in
mind.

Make sure we understand the differing decision making and regulation considerations
of partners e.g. the role of elected members in BCC with officers enacting their
decisions.

Developing an Integrated Care culture

(Extracts from South Bristol LP Development Workshops)

South Bristol: Shared values (Collaborative agreement 09/2022)

We are passionate about equality for all

We focus on the individual and work together with them to produce tangible
improvements

We are guided by doing what is right for South Bristol

We trust each other, we are committed and we have the sometime difficult, but
honest conversations

We are flexible, open to new ideas and acknowledge that we may need to do things
differently

We learn from doing and from others, and from success and failure
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We value developing skills and empowering people

We all take responsibility for working together to achieve our goals and vision and to
solve problems we face

We will consider our collective ambition whenever we make decisions within our
organisations as well as when we work as the South Bristol Locality Partnership
Board.

What practical action are we going to take to build a strong integration culture? (25/03/21)

Clarify who represents each organisation, recognising that we have different
relationships across organisations

Enhance how the partnership supports sharing our commitments. How deep into the
partner organisations does the partnership and awareness of its commitments reach?
There is a role for each of us in raising awareness, sharing information and securing
cross-organisational input into engagement

IT Systems — Connecting Care and Elemental. Is Elemental within our control? Can
we use it to improve data sharing in South Bristol?

Review data sharing agreements

HR - introduce module in induction about the partnership, the organisations involved
and offer at least one shadowing opportunity

Speak to colleagues about what we're doing and encourage them to get involved
Build on MDT review work — are there common skills e.g. home visiting where we
could learn how best to do it from working together.

Consider a skills audit, looking at commonality of skills as a basis for establishing an
integrated team. Provides a good base to consider questions such as e.g. ‘could a
physio be managed by a different profession?’
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Woodspring LP Development Workshop held on 28 April 2022

What practical action do we need to take to start to shift to a more integrated culture?

Information: using connections and platforms. Propose a three-month scoping exercise and
liaison with One Care re EMIS sharing in order to:

Identify a digital platform and forum to allow people to come together, building trust
to share information

Assume generic consent when possible, and build filtered layers of consent to
accelerate sharing

Identify appropriate information

Start with Fiona’s work on the Information Hub, information portal, and identify a
person to do this

Involve patient stakeholders who assume that we are already sharing information
across health and care professionals. Use Shane’s Big Conversation between July and
Sept to promote this.

Communications:

Appoint a communications lead
Establish communication strategy to raise public and staff’s understanding of the
purpose and existence of the Woodspring Locality Partnership

Membership (including team identity, and people leaving):

Start developing shared job plans e.g. initially for diabetes across Sirona and GP
Build on Community Mental Health shared roles and identify more

Address the ‘middle layer’ which can inhibit progress — relationships at board level
are good, and clinician-clinician relationships OK

Encourage executive support for changed operational delivery — build collaborative
relationships and an operating framework that avoids adversarial behaviours

Bring Kirstie up to speed on our narrative and our relationships — a focus on inclusion
Keeping sight and fluid movement of new roles (avoid them being siloed in Windmill
House)

Noting GP partners sharing resources with the Locality Partnership is a big issue,
especially where they are not accustomed to sharing

Acknowledge that there is little evidence to back up sharing as a positive outcome —
Kings Fund is a start, but limited

Innovation:

Get better at stopping things as well as adding

Hold our nerve for long term benefit e.g. preventative focus

Culture change is also significant in those receiving services who need to understand
the system and engage in the difference. What does good look like to you? What
could it look like? (Ref. Unleashing Healthy Communities report produced by Bromley
By Bow and the Health Foundation on www.bbbc.org.uk website)

Promote ideas with ‘no holds barred’ e.g. Bright Ideas system. Look at Kirstie’s
experience on Bright Ideas scheme at UHBW and NBT with Rona and Cathy and see
how this could be taken forward.

Resources:

Importance of shared budget and clear outcomes — avoid it just being a leap of faith
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o Identify ‘headspace people’ to take the bright ideas and work them up. We don't all
need to be involved.

e How can we use funding sources to experiment? Can we establish a ‘seed corn’
mechanism to start moving things

Workflow: an example
e Look at the prevention -> public health -> primary care flow, where there are lots of
small contracts. Could an amalgamated offer e.g. hubs be beneficial? Do we want to
set up a Task and Finish group to consider this? Need to watch for impacts on
funding and people

Strategy:
e A clear idea of our priorities and having an idea ready to go
e IAPT: recognising their capacity and willingness to support new models e.g. support
asylum seekers or outreach workers to bring care into the community. Considering
case studies and recognising that pace is a challenge
e Acknowledge the complexities and contradictions of 6/3/1

Our suggestion is that with some refinement, this could form the basis of a ‘Culture Change
Plan’ to start embedding integrated care as the new way of being.
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The roles and responsibilities of Locality Partnerships

(Woodspring Collaborative Agreement as at April 2022)
The role of the ICP Board is as follows:

e to oversee delivery on the expectations of population and patients for their health
and care services;

e to provide strategic leadership for, and delivery of, the overarching strategy and
emergent outcomes framework for the ICP;

¢ to provide oversight and facilitation of the transformation and design of the health
care and wellbeing in Woodspring,

e to provide collective accountability for delivery to the partner organisations, through
its membership and reporting arrangements;

¢ to take collective decisions on the use of any Integrated Care Board (ICB) funding
allocated to the ICP;
to promote and model partnership working within the ICP;

e accordance with applicable guidance and legal requirements.
(ICE LP Development Workshop Notes 2/2/2022)

What is the Purpose of our ICP:

« Health, social care and community services getting together to deliver the right
services for the people of Central and East Bristol.

« Alocal partnership of different organisations who deliver care and support for health
and wellbeing as close to home as possible.

« To provide integrated care across our community to reduce health inequalities and
improve health, working across organisational boundaries...shared care plans.
(People doing it for themselves v. These services will have been co-produced by our
communities?)

« It provides health and social care in our communities so individuals experience
professionals working on their behalf.

« A collaboration of health and social care organisations who represent the people they
serve, aiming to improve health and social care.

« A different way of being in together local organisations and local people to take
charge of our own health and wellbeing and keep our community healthy.

« Partnership of like-minded health, social care and voluntary sector organisations to
meet the holistic needs of the people of Inner City and East.
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Appendix 3 (graphics showing changes in LPs structure from 2018-to date)

Localities Org Chart
2018_2024 01.02.20z
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1. Introduction to Executive Summary

This desk-based analysis forms the first phase of the independent review of Locality
Partnerships within the BNSSG system which Oliver & Company (UK) Limited have been
commissioned to undertake between August-November 2024.

2. What is the content of this desk-based analysis?

Oliver & Company have undertaken this desk-based review based on four core activities:

Area One A comprehensive review and analysis of all relevant documents. For a
full list of documents within the scope of this review, please see
Appendix One.

N.B. Any documents that might be relevant that have not been
provided to Oliver & Company are now out of scope of this review.
Area Two Stakeholder meetings including:

LP Directors and Chairs meeting

David Smallacombe, Chair of the Care and Support West Board
Sirona- Claire Chapman and Clare Armour

Area Three Anonymised stakeholder interviews
- Up to 2 x each LP area of multi-agency professionals working
with the ICS
Area Four Review of other systems and national best practice guidance

Document review and stakeholder interviews

3. What are our main conclusions?

3.1.  Whilst BNSSG was quick to identify its Place-based Partnerships, as early as 2016, with

3.2.

3.3.

full support from local Councils. However, it is evident that the original aims set out in
the ICP Oversight Group Terms of Reference and Ways of Working document in the
Summer of 2020 and later reinforced by the Discovery Programme and national guidance
have not been taken further since 2021-22 when the new Health and Care Act became a
reality. Many stakeholders have cited the Locality Partnerships as an underused resource.

Our analysis shows that the Locality Partnerships are a valued space, however they do
not fulfil the role of ‘Place’ in the way suggested in the Healthier Together Strategy. They
hold little delegated authority or budgets and there is the sense that the ICB somehow
does not feel entirely confident in their decision to move forward with delegated authority
of budgets.

Our analysis finds it is unclear how much recognition there is within each of the main
partners to the concept of being part of an Integrated Care System or the agreement to
form partnerships at locality and neighbourhood level both internally and externally. For
example, Sirona have developed their own Integrated Neighbourhood Teams based
around PCN groupings to support more effective delivery of Discharge to Assess,
Community Nursing, Planned Therapies and Urgent care which is what the Fuller
Stocktake and more recently the GP DES requires. They also refer to being part of
Healthier Together on their website. AWP refers to working with the voluntary sector and
public bodies but there is no specific reference to ICS. On both the UHBW and NBT
websites we could not find any reference to working in partnership, ICSs or Healthier
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together although the new Joint UHBW/NBT Clinical Strategy refers to the transfer of
certain services to the community but does not cite Locality Partnership working as the
delivery vehicle for this strategic aim.

3.4. What have been the barriers to progress?

The whole ICS has had to manage the significant strategic priorities brought about by
H&C Act, budget reductions/reorganisations
The continuing role of the CQC and NHSE in holding individual NHS providers to account
reinforces ‘organisation-first’ behaviours and can make it harder to change established
ways of working in the ICS.
Current contracting arrangements limit the ability to develop innovative, more tailored
responses to meet what communities want and need.
Crises in acute hospital and mental health waiting lists, demands on general practice and
community, reductions in funding for VCSE organisations are all causing partner
organisations to focus on their own priorities.
Tension of working in multi-agency partnership but still being employed by your
organisation without strategic engagement in this work. The promise of additional
resources being delegated to Locality Partnerships did not happen.
The challenge of having to balance what communities want with what the NHS, nationally
and the ICS locally, consider are the priorities.
The challenge of complex governance arrangement between LPs and the ICP, particularly
since the introduction of the additional HCIG committees. Decision to form HCIGs has
confused roles and responsibilities — design vs implementation. It is interesting to note that
the HCIGs are not referred to on the public website whereas Locality Partnerships are
clearly described however, membership of Locality Partnerships and HCIGs is often
duplicated.
The fact that NHSE guidance refers to 3 levels — System, Place i.e. Locality and
Neighbourhood. The concept of an HCIG appears to be a local innovation but their
effectiveness has not been reviewed and is questioned by many including members of
HCIGs themselves.
Lack of OD work at ICP/ICB level to forge the same sense of being ‘One Team’ which is
apparent in Locality Partnerships and the lack of understanding by those at the System
level of what the LPs have done to achieve this. It has been suggested that this might be
helped by ICP members also being assigned to champion a particular locality so that a
stronger interface exists between the two levels.
The combination of some players having been working at System level for a long time,
albeit in different roles, and the appointment of new players who do not necessarily ‘own’
the decisions of their predecessors.
Lack of clarity about the role of the ICP and ICB — It has been suggested that if the System
delegated flexible delivery of services to LPs and trusted them to use money wisely, put
their own energy into the enablers of making integrated care a reality e.g. IT, workforce,
finance and estate and overseeing the meaningful outcomes achieved, this could prove to
be a much better use of expertise and resource.
Currently little or no delegated responsibility or funding to enable local delivery — as has
been said 'if you are simply going to deliver the same service in 6 areas, you do not need
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a Locality Partnership. If you want to customise it to meet local needs and truly impact on
health inequalities, you do’.

A catalogue of continual reviews/restructuring which has led to a continuing reduction of
project and programme management capacity at Locality Level, even prior to 30% budget
reduction in the ICB — these may have led to nervousness of some partners as to the ICS’
true commitment to working at locality level.

Lack of strategic direction from ICP/ICB to each and all LPs - the boards feel they have lost
sight of what they are meant to do, or the resources to do it.

The lack of clear delivery aims or autonomy/delegation of resources is causing some
strategic partners to withdraw engagement from the Locality Partnerships. What is
described as ‘fatigue’ due to the fact that many can see the real capacity which LPs for
change but the fact that they have not been ‘allowed’ to realise it.

Lack of real commitment to partnership at the system level e.g. the original Healthier
Together MOU was not ratified by boards of partner organisations nor has it been updated
and re-signed by current leaders

Concern that providers might be expected to provide 6 different versions of a service by
geography.

The Locality Partnerships are not viewed as the mechanism to connect ‘Neighbourhood’
through the 20 PCNs within the system and the ICB/ICP at system level. PCN CDs instead
report communicating issues via their GP Locality Forum or via the GPCB rather than seeing
the Locality Partnerships as a place for the escalation of issues within General Practice at
scale.

Stakeholders report that the hugely value the forums that the Locality Partnerships have
created across professionals but feel held back by a lack of clear mandate from the ICS
and funding/resource to see plans through. It is interesting to note that strategically, the
Locality Partnerships are outwardly presented as a separate workstream to clinical or
population health areas e.g. Children and Young People or Maternity. This seems at odds
with the overarching ambition to set up Locality Partnerships as the delivery mechanism
for ‘improving outcomes for local people™. One would assume that initiatives such as
Prevention or Personalised Care would align with this ambition and that the core delivery
mechanism for this strategic aim would be the Locality Partnerships, however, they are
not mentioned again.

3.5. What are the opportunities?

The 2040 strategy to identify and stratify the population informed by population health
management data enables an important opportunity for Locality Partnerships to ‘take their
place’” within the system and to move from a culture of working in partnership to delivering
and overseeing services in partnership. Much will need to be done to ensure that the function
and the form of the Locality Partnerships is optimised to enable this.

2040 Healthier Together strategy currently cites Locality Partnerships as the key delivery
vehicle for managing identified patient groups. It is important that the ICP/ICB reviews the
possible barriers to the Locality Partnerships fulfilling the potential of the original aims of
the System and clarifies what their future expectations are of Locality Partnerships.

The ICP Maturity Matrix to be revisited and refreshed by the ICP. Then to be implemented
as a means of assessing Locality Partnerships for readiness for delivery of strategic aims

TICP Oversight Group 2020 p.1
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e.g. 2040 plan and be extended to clarify the respective roles of all 3 levels i.e the System
(ICP), the Place (Locality Partnership) and the Neighbourhood (PCN/Integrated
Neighbourhood Team)

The guidance from the 'Putting Neighbourhoods at the Heart of Integrated Care’ report
suggests that an ‘Integrated Care Partnership.....must insist that no approvable integrated
care system strategy can lack this neighbourhood lens, delivering through place. It will be
through making sense of hyper-localism that reform as well as recovery can take root: no
roots, no growth”, BNSSG has this in place via its established Locality Partnerships and there
is an opportunity here for the ICP to retain its ‘roots’ through delivery via the LPs.
Consideration also needs to be given to the involvement of Acute partners in the future role
of the Locality Partnerships and engagement of all system partners in the importance of
delivery at Place. The Joint Clinical Strategy 2024-27 between UHBW and NBT states ‘We
want to place ourselves at the heart of communities — investing in places and people to
benefit the local economy and community” and commits to ‘organise clinical services around
our collective local and regional populations.™. *Healthy Weston” is cited as an example of
best practice in working collaboratively with patients and populations, however Locality
Partnerships do not feature in the strategy. Oliver & Company welcome further opportunity
to investigate this strategic direction further as part of the planned engagement workshops.
The ICS Strategy gives us an indication of the intended governance ambitions and states
‘Following this publication, each individual Integrated Care Partnership (ICP) partner
organisation will need to approve through their own internal governance processes any
specific commitments and actions that result from this document®. The strategy references
the Locality Partnership and confirms their position in the system.

The Joint Forward Plan 2024-2029 which sets out how the Integrated Care System will
deliver its 2023 strategy put Locality Partnerships clearly on the map as part of the long-
term strategic design of the system to Within our ICS, Integrated Locality Partnerships have
also been established, operating at a ‘place’ level and responding to the specific needs of
local populations.’. However, anecdotal evidence from our analysis shows that commitment
to enable the Locality Partnerships to respond to need remains patchy. The plan states that
during 2023-24 ‘locality partnerships have continued to develop and implement plans for
how to provide better integrated services for people in communities®.

The latest funding supplied, although only small amounts, are as a result of all Localities
proposing local projects to enable more proactive care. This offers a further opportunity to
a closer involvement of System Leaders with one option being to appoint a System Executive
as a Champion for each Locality.

Locality Partnerships would like there to be a ‘shared understanding between the System
Executives and themselves about the original purpose and the ability they have now to
deliver the System’s high-level goals. Also, that there is a shared commitment that this is
the model for our System. They would like future decisions about all future discretionary
funding to be delegated to the Joint LPs Chairs and Directors Group’ i.e. in line with the

2 putting Neighbourhoods at the Heart of Integrated Care- NHS Providers
3 Our Joint Clinical Strategy MBT & UHBW 2024 - 2027 p.8

4 Our Joint Clinical Strategy MBT & UHBW 2024 - 2027 p.9

5 Our Joint Clinical Strategy MBT & UHBW 2024 - 2027 p.18

8 BNSSG Integrated Care System Strategy p.4

7 Joint Forward Plan 2024-29 p.4

8 Joint Forward Plan 2024-29 p.5
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System’s stated aim of subsidiarity. A further option could be to commit to a 1% shift in the
System budget towards prevention’

It has been suggested that if the ICS decides to continue as it is, there needs to be much
better communication from the System Executives about the reasons so that people
understand why BNSSG is changing the direction of travel, as stated in national guidance
and stated best practice and can decide whether they wish to continue their membership.
It may be timely to refresh the 2022 MOU for 2024 to include all ICP Partners to sign up
their commitment and support to Locality Partnerships and ensure this is ratified by the
boards of all partner organisations.

It would be helpful to review the role of HCIGs and their interface with the ICP and
Locality Partnerships to ensure that they are adding value.

It would be helpful to know how the ICP/ICB intends to respond to the new DES
requirements to develop Integrated Neighbourhood Teams based on the 20 Primary
Care Networks and what, if any, they consider the role of Locality Partnerships to be
in this.

Next steps and approaches:

Reflecting on our current structures: Oliver & Company has designed two phases of
engagement workshop activity which focus on gaining stakeholder insight into the
impact of Locality Partnerships at both a place and neighbourhood level. This
understanding of the experiential views of multi-agency professionals attending the
workshops will add to our analysis of whether Locality Partnerships have achieved the
aims of the Healthier Together strategy.

Strengths and Weaknesses- the phase one workshops are designed to add to our
desk-based analysis of the strengths of the locality partnership and the barriers- what
should we keep within the future Locality Partnerships structure, culture and strategy
and what needs to be changed to enable the system to meet its aims.

The second phase of workshops will then enable us to move this analysis into a forward
focus stage- now that the strategic landscape is becoming clearer. What do the LPs
need to look like to achieve their aims.









image3.emf

Exec Summary  Report of the Phase One Workshops and ICP September 2024.pdf




Exec Summary Report of the Phase One Workshops and ICP September 2024.pdf

S ’;‘;@

Oliver & Company

(UK) LIMITED

BNSSG Locality Partnership Review

Executive Summary Report of the Three Phase One Engagement Workshops held
on Wednesday 25 and Thursday 26 September 2024 and the ICP Meeting held on

26 September 2024

Workshop Objectives:
Our objectives for this interactive workshop were to:

e Review what we have learned to date about the strengths and challenges of our
current Locality Partnership model and what has and hasn't worked well to date;

e To share the impact of the Locality Partnership on our services and local
populations;

e To start outlining the future functions of the Locality Partnerships in relation to the
needs of our local populations and our organisations.

Facilitators: Judy Oliver, Charlotte Cummings and Sally Kemp of Oliver & Company (UK)

Attendees: 61 attendees across 3 half-day workshops

What do you think are the main achievements of the Locality Partnerships to

date?

The following themes were identified:

Community Mental Health and MINT

Supporting more informed ICB decisions

Strength and equity of joint working and relationships by bringing the organisations
together

Strength of VCSE influence and grass roots involvement

‘Who does what’ directory

Use of population health data and greater engagement with Public Health e.g. child
healthy weight initiative.

Information sharing between organisations

Developing health and wellbeing for communities and understanding cultural
differences

Three business cases co-designed for health inequalities pot, HCIG and ACP

COPD project in NW Bristol

Handling winter pressures

Developing pilots (measure and evaluate) — realising benefits that may be scaled up
to meet wider population need e.g. ICE support for people on waiting lists for trauma
counselling

Enables a stronger response to the wider determinants of health and “how it is here”
e.g. transport, culture, housing

Innovation — new ideas relevant to specific communities

Co-design e.g. community café and health and wellbeing

What do you think have been the strengths of the Locality Partnerships?

Been able to influence projects and where money is spent — brave decisions made
Quality of the people concerned — skilled and determined system leaders
Trusted relationships — people turn up and value the Partnerships
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Agility

Data and insights

Local knowledge

Community-based

More easily able to distribute funding/resources

Innovation and creativity

Aligning priorities through experience and data

Focusing on outcomes for people

Funding leadership for locality partnerships has been critical

Bringing organisations together in one place

Coming up with programmes — identifying need, developing strategy and delivering
Inclusivity and diversity of voice leads to innovative (non-NHS) solutions

What do you think have been the challenges of the Locality Partnerships?

A sense that the system does not trust Locality Partnerships
Lack of Data sharing and Information governance
Funding restraints
o Apportionment — competition for VCSE
o Short term nature of funds/short termism
o Inequity in provider uplifts from Las
o LPs don't have control — money just stopped
o Process in deciding what to spend where
o Separate pots of money working against one another
No specific funding for CYP
LPs and INT effective but doesn't translate to ICP level
How to measure success and achievement- lack of proper evaluation
Danger of duplication if working across more than one LP
Still elements of a lack of co-ordination
Engagement from same partners
Lack of trust from system to let distributed leadership be a reality
Ego — managing/creating adult conversations when often we are competing with
each other e.g. VCSE
Time and commitments of attending meetings and work to move things forward
Localities are at the heart of BNSSG — but does the System want them?
If people leave, it has an impact
Falls Collaborative — asked to be ready with plans, but delays and reductions in funds
caused disappointment and wasted energy
Top down or bottom up? Stuck in the middle with no clear vision
Not able to redesign core services as no clear long term goals or outcomes
ICB funding and staffing reductions. Affected LP staff but also a wider challenge
internally in the ICB for us to access support services i.e. procurement, BI, Comms
support due to cuts and restructure
Capacity in prioritisation of this work with other demands
Health are more prominent partners than social care
Number of organisational restructures stifle innovation- decision making is slow
Preconceived ideas about LPs being cash cows lead to groups joining then exiting
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What impact do you think Locality Partnerships have had on:

a) our local populations?
Attendees overwhelmingly felt that Locality Partnerships had benefitted our local
populations, however, noted the challenges in being able to evidence and evaluate this
impact. Examples included:
e Small pockets of our population where new schemes are in place e.g. MINT, Care
Home Hub, Falls prevention, Proactive — Health and Happiness Hubs
o But not funded to the level of having a big impact on population so far — but
it's the start of a journey
e Lack of plan for the population which results in action — this would require joint
budgets and more VCSE funding at community level to unpick and address
inequality.
Needs to be focus of ICB Board to agree approach and funding
Delivered COPD care and warmer homes
Shared VCSE knowledge and increased access to this
MINT teams
Community Connectors

b) our organisations?

Attendees reported a mixed position when considering the impact of Locality Partnerships

on partner organisations. They noted the culture of the Locality Partnerships were

excellent and that the trusted relationships were what they valued the most. However,

many reported challenges in attending the meetings and the lack of visibility or strategic

importance of the Locality Partnerships within their organisation. This is re-enforced by

the feedback on challenges within the Locality Partnerships given above. Examples of

specific feedback included:

e Employment — been able to take on staff to support people in specific projects so

the money stays in the locality.

Reducing duplication of effort.

Led to ‘spin off’ work e.g. thinking wider than LP workstreams e.g. wider prevention

Attendance at Locality Partnerships stretches capacity

Involvement in Locality Partnerships has helped VCSE when they lost funding from

elsewhere

Route in to gather resource (good)

e 6 LPs but doesn't align to rest of the system - not on the radar at
corporate/strategic levels

e Increased workloads for some across multiple LPs

e Resource and time limited

c) how we work together?

Attendees noted the significant benefit brought to ways of working through their
attendance at Locality Partnerships however a frequent theme was the challenge of
consistent attendance for many partners and risks were raised about the lack of
attendance of key stakeholder organisations and lack of evidence and evaluation of
outcomes. Comments from attendees included:
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e We have built relationships and know who to ask now and know one another better.

e Appreciate challenges our colleagues face e.g. cuts to local authority and VCSE funding
challenges.

e There are those who are funded to attend while others are not i.e. VCSE — not
sustainable without funding — disparity of relationships between statutory and VCSE
organisations.

e Who are the ‘we'?? Are there people who are missing because they don’t have the

capacity/knowledge to engage? Limited ability to penetrate to everyone who could or

should be involved

VCSE <-> GP massive improvement

Actions don't match effort

Incongruence

How much does practice change as a result of being part of the Locality Partnerships?

Looking forward: what do you think the functions of the Locality Partnerships,
System and Neighbourhoods should be?

We invited attendees to consider the relationships between the three tiers of the BNSSG
system and the importance of the interfaces between the tiers. We asked attendees across all
three workshops to consider what the functions of each level of the system should be. The
same question was asked of the ICP Board, and a summary of the collated responses is set
out below:

What should be the functions of Locality Partnerships?

e Form collaborative partnership with all stakeholders to enable effective place-based
working — help people to recognise everyone (especially health) has to shift in some way
Understand local demand and what local people are saying- wider than health
Engage with local people through co-design and co-production

Recognise the challenge leaders have

Be prepared to take risks and be brave.

Influence the system upwards — be more collegiate

Deliver quick wins and be given the capital to do all the things they want to do

Have delegated responsibility and budget for delivery of priorities at local level

Focus on prevention and inequalities

Maximise the role of primary care

Enable and commission VCSE to deliver

Deliver and enable integrated care

Place based approaches are much stronger than one size fits all national and regional

approaches. Concern that LPs cannot become communities of practice.

o VCSE orgs that are practice experts e.g. CYP or a particular condition level and span
different areas. It can be hard for them to engage at a Place level as they operate at a
different level.

o Do we start from Localities to understand the problem we are trying to solve?

e Can be difficult to work bottom up in health and social care due to national regulation
/structures.
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Would like LPs to be the architecture for delivery of Health & Social Care. Sirona should
be in LPs, social care should be in LPs.

All our providers should be delivering at Localities level and delivering a health system as
a Locality health system. It's the right kind of size. Why couldn’t we organise delivery in
Localities?

Would we notice if LPs were not there? DPH would notice if the LP didn't exist,
particularly in Weston where there is single PCN, single Locality, single District general
Hospital

Hold the priorities of ICB, JSNA, VCSE, LA and HWB

Broker relationship between ICB and VCSE

Facilitate the left shift from hospitals to communities

Be a load-bearing organisation to avoid a lot of work being wasted e.g. Leg Club
Broaden membership and funding streams so future is less dependent on NHS monies
i.e. joint bids, pooled budgets

Become a Community Interest Company

What should be the functions at neighbourhood level?

Have the energy to create and operationalise change
Identify community and share local knowledge

Share local knowledge

Practise trusted leadership- decide who will lead on work
Respond flexibly and be agents for change

Implement public health initiatives

Establish Integrated Neighbourhood Teams

Develop VCSE grass roots infrastructure

Deliver integrated care

Focus more on prevention and early intervention
Connect and share community assets

If we're getting it right, we won't have the metrics to show it's going wrong
NST Virtual Hub

Therefore, what should be the functions at system level? What should be the
functions of the Integrated Care Partnership?

e Share best practice and innovation across BNSSG — knowledge exchange

e Provide space for developing understanding for commonalities and differences across

LP/LA areas

Receive reports on the 6 as well as the 1 and the 3

ICP to always consider with every decision — what are the means of prevention?

Set the ICS strategy, advocating and supporting BNSSG and local delivery

NHS and Social care services and VCSE delivered at Place makes sense (all delivery

partners).

o The ICP would need to give permission to the individual organisations to work in
Locality delivery model.

e How would we make the data and insight flow - e.g. if we do things at too local a
level, we may miss the gaps. How do we manage this?
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Don't want a LP to have to come up to get permission to go and deal with it. ICP
has no line of sight about what's happening in those places. It's important that ICP
knows what happens in LPs

Could have a score card as to what a healthy / well performing Locality looks
like? Are people showing up? Are they delivering outcomes?

How will we link with the Acutes to potentially change their management structures
to align with Locality service delivery model?

Provide the critical resource for the localities to run

Healthier Together 2040 — set strategic priorities

Be clear about our values and the way we lead — it's about transformation

Be more than a delivery board and set the agenda

Ensure we have thinking space

Resolve workforce and estates issues

Digital — enable joined up systems

Set legal frameworks/governance

Move funding strategically- re-allocate existing resources (not just about money)
Representing us regionally and nationally

Be accountable and hold localities to account

Re-allocate existing resources (not just about money)

Provide Locality Partnerships with guidance but also the room to manoeuvre
Unblock issues for LPs

Facilitate the left shift from hospitals to communities

Listen to localities about what they think the priorities should be

Set up a VCSE Alliance Brokerage Framework

Bid for big funding streams

Help support fair allocation across different parts of the system inc. wider use than
health i.e. prevention, policing and education.

Ensure economies of scale e.g. specialist services

Support enablement of 'speed boats'(LPs) — doing things with agility

ensure effective back-office functions e.g. purchasing.

Implement sensible commissioning arrangements so they do not damage
relationships.

Find ways to be brave

What do the rules of engagement need to be between the ICP and LPs to ensure
you have high trust relationships between all the parties?

ICB and Locality Chairs to meet regularly and regular updates on LPs to come to ICP
and ICB Board.

Recognise the enabling comes from the ICB - to value, to fund and to hold to
account.

Recognition of HWBs having a key role as a point of contact between ICP and LPs.
We need a greater understanding of what it's like in other organisations and their
approach to EDI. Respect and recognition of VSCE ways of working.
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What one thing would you like the Review to achieve?

Enable localities to create potential for real change and integration

Enable more opportunities for GPs to be involved

Be brave enough to commit and don't back off when it gets hard
Recognise that Locality Partnerships are the ‘best joint working we have ever done’
Create flexibility of funding to support locality priorities

Help align needs with desires

ICB - “Be Brave”

System to listen and devolve power to localities and neighbourhoods
Trust us

Enable and don't erode

1/3/5/10 year plan- be clear about the priorities

Agree governance

Set clear expectations

Invest in healthy communities

Give greater recognition, visibility and value to the LPs in the wider system

Oliver & Company (UK) — summary

A common theme of the workshops was a sense that the role of Locality Partnerships
is at a ‘crossroads’. A large majority of stakeholders were requesting that the outcome
of this review be a definitive view on the future of Locality Partnerships. Many
attendees were asking that the system ‘be brave’ or to ‘go hard or go home’ in their
investment or otherwise in the Locality Partnerships.

Oliver & Company plan to include this consideration in its feedback to the ICP/ICB and
will design a series of ‘possible futures’ for Locality Partnerships into the Phase Two
workshops for development by attendees.

Recommendations for Phase Two workshops:

Time to be allocated to consideration of the culture of the Locality Partnerships — N.B.
this is also included in the scope of the TOR for this review

Time to be allocated to the possible options for the Locality Partnership operating
model. It was agreed that a case study would be beneficial to understand the way this
operating model would work in practice. It was suggested that the 2040 Healthier
Together strategy would be an appropriate case study. A further call between Oliver
& Company (UK) and Gemma Self to discuss latest updates on the 2040 Healthier
Together Strategy on 8" October.

Conclusion:

All findings and feedback from the Phase One workshops will be incorporated into the
final report and recommendations of this Review.

These findings will also include the feedback provided from the post-workshop survey
circulated to non-attendees.
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RESPONSES

Ewan Cameron
Jemma Harfield
Indra da Costa
Suzanne Wilson
Aileen Edwards
Katherine Tanko
Matt Lenny
Goska Ong

Joe Poole

Terri McDonald
Peg

Amy Kinnear
Rachel Haig

Kenton Mee

Liz Mitchell (I attended a workshop but was unwell on the day, so felt | hadn't contributed)

Alistair Dale
Kate Oliver
Lisa Wood
Josie New
Helen Asquith
david porteous
Shanaz

Tanya Beer

Dr Sarah Anne Pitt
Lynn Gibbons
Mark Coates

karen hathway

Answered: 27

1/17

Q1 Please let us know your name:

Skipped: 0

DATE

11/5/2024 12:54 PM
11/5/2024 10:09 AM
11/3/2024 5:57 PM
10/15/2024 3:45 PM
10/14/2024 6:03 PM
10/11/2024 5:33 PM
10/11/2024 4:43 PM
10/11/2024 1:57 PM
10/11/2024 1:33 PM
10/10/2024 10:20 AM
10/9/2024 3:56 PM
10/7/2024 5:38 PM
10/7/2024 3:02 PM
10/7/2024 11:16 AM
10/4/2024 6:39 PM
10/4/2024 3:04 PM
10/4/2024 1:51 PM
10/3/2024 5:07 PM
10/2/2024 4:20 PM
10/2/2024 3:45 PM
10/1/2024 5:57 PM
10/1/2024 4:13 PM
10/1/2024 4:11 PM
10/1/2024 2:55 PM
10/1/2024 2:43 PM
10/1/2024 1:29 PM
10/1/2024 12:51 PM
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Q2 What is your role and organisation?

Answered: 27  Skipped: 0

RESPONSES
PM rep ICE Locality

UoB Students' Health Service, GP

South Bristol Locality GP lead

Southern Brooks

Second Step, representing VCSE MH Alliance

Director, North Bristol Advice Centre

Director of Public Health and Regulatory Services, North Somerset Council
Centre Director St Werburghs Community Association (Ashley Community Hub)
BNSSG ICB

CEO of PostScript360

Imhn lived experience rep

CEO Southmead Development Trust

CEO Avonmouth Community Centre Association

CEO - NSPCWT

Locality Development Manager — North & West Bristol Locality Partnership Board
CEO - Heart of BS13

Chair, Home-Start Bristol & South Gloucestershire

Senior Manager for Health - Wesport

Specialist Public Health Manager - South Glos Council / PH

Consultant in Public Health

gp fishponds family practice. clinical director FABB primary care network

Chair OF Pakistani Welfare Organising

GP, Tyntesfield medical group and also Clinical Lead for Starting Well Woodspring Locality
Director Maybe Southwest

Consultant in Public Health, South Gloucestershire Council

Creative Youth Network

GP harbourside family practice and ageing well clinical lead

2/17

DATE

11/5/2024 12:54 PM
11/5/2024 10:09 AM
11/3/2024 5:57 PM
10/15/2024 3:45 PM
10/14/2024 6:03 PM
10/11/2024 5:33 PM
10/11/2024 4:43 PM
10/11/2024 1:57 PM
10/11/2024 1:33 PM
10/10/2024 10:20 AM
10/9/2024 3:56 PM
10/7/2024 5:38 PM
10/7/2024 3:02 PM
10/7/2024 11:16 AM
10/4/2024 6:39 PM
10/4/2024 3:04 PM
10/4/2024 1:51 PM
10/3/2024 5:07 PM
10/2/2024 4:20 PM
10/2/2024 3:45 PM
10/1/2024 5:57 PM
10/1/2024 4:13 PM
10/1/2024 4:11 PM
10/1/2024 2:55 PM
10/1/2024 2:43 PM
10/1/2024 1:29 PM
10/1/2024 12:51 PM
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Q3 What do you think are the main achievements of the Locality

Partnerships to date?

Answered: 27  Skipped: 0

RESPONSES

Building relationships with organistions based in ICE. Getting some work done A more powerful
voice for tackling health inequalities

| honestly don't know

For the South: Community connectors, Community anchor organisation, community innovation
lead. Relationship building and strengthening between community providers. Areas of work on

child healthy weight, falls prevention, ageing well, alcohol. The community being at the centre

of all areas of work, looking at prevention and education, and the focus not being solely from a
medical vista

Bringing partners together, looking to align health and social care funding. Making structural
links with VCSE sector, supporting the VCSE alliance creation (ICS and Locality Partnerships)

building good relationships with a range of agencies working in the locality understanding local
need much better, highlighting overlooked areas

Bringing together health, statutory agencies and VCSE to work together to address health
inequalities in communities

Supportive and trusted relationships; Understanding of pressures and opportunities that exist
for each organisation and across partnership working; practical implementation of new ways of
working e.g. MINT in Weston, Worle and Villages. Great participation and leadership from
VCSFSE sector has also been very welcome. Greater population focus. Cradle for innovation.

| don't know

| attended the phase 1 workshop and also was part of a smaller workshop conducted by Julie
Oliver at the Locality Partnerships Collaborative involving LP Chairs and Locality Directors
covering the same questions so have nothing to add here but do have some specific additional
comments which | have shared below.

To consider our local population’s needs, arrange for the provision of services that is most
needed.

funding services that bridge gaps in what was previously available.

The Locality Partnership has helped build strong relationships across the different sectors in
N&W. These relationships have led to some strong collaborative proposals and to us working
in different ways. It is impossible to track all the small changes that have come about through
us knowing new people in the system, understanding the pressures that services are under
,and working more collaboratively because of the Locality Partnership. We have been able to
explain why things are happening the way they are to people across the community. We have
carried out collaborative research to help understand the area. We have been able to
understand health service pressures and ways in which the community sector can support (for

example due to our understanding recruitment pressures we are now hosting regular pop ups to

support the recruitment of local people into the health care system). We have conducted new
research into local need, and have co-produced some really robust business cases and
proposals to do things differently, targeting those most in need and highest level of service
pressures. This co-production has involved organisations from across the system including
health, the council, police, community and voluntary sector, private sector and people with
lived experience and from equalities groups.

Bringing together partners in health from all sectors including the voluntary sector.

Bringing stakeholders together

3/17

DATE
11/5/2024 12:54 PM

11/5/2024 10:09 AM
11/3/2024 5:57 PM

10/15/2024 3:45 PM

10/14/2024 6:03 PM

10/11/2024 5:33 PM

10/11/2024 4:43 PM

10/11/2024 1:57 PM
10/11/2024 1:33 PM

10/10/2024 10:20 AM

10/9/2024 3:56 PM
10/7/2024 5:38 PM

10/7/2024 3:02 PM
10/7/2024 11:16 AM
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In North & West Bristol: 1) Engagement of VCFSE organisations on an equal footing to other
partners 2) Three business cases written and endorsed by the LP 3) Healthy Ageing Research
Project has brought a substantial amount of external funding to N&WB and has the potential to
devlop into a longitudinal study to really understand whether community interventions could
make a positive difference to a cohort with health inequalities

| have only come into post 6 weeks ago so I'm not sure exactly but do think that this more
place-based approach to the challenges faced in South Bristol in particular has been really
useful. Plus, it has brought together organisations working in this area from NHS, VCSE, local
authority etc which has been great for partnership working and a more joined-up offer. Finally,
this was of working will hopefully have a greater impact on early intervention and preventative
services being provided earlier before issues become more acute, and with the reach of the
VCSE orgs will allow services to reach harder to engage targeted cohorts.

D/IK
Bringing local partners together. Building trust Understanding hyperlocal data and insight.

Improving collaborations between wider partners and primary care and championing place
based partnerships and service delivery

Driving delivery of projects at local level during a period of system upheaval and change.
Bringing partners together Collaborative discussions + creating a space for real integration at
local level Starting to drive forward a more innovative model of Place-based working

i am on the ICE locality partnership board and also on it mental health transformation group
subcommittee. | have seen in these roles the locality facilitate a transformation so that local
community organisations and people with lived experience can meaningfully influence
decisions about funding for health care interventions adn even policy. this coproduction
approach has moved us away from top down decision making which inevitably has always
resulted in organisations with most power in the system attracting the most resources. this
approach has not delivered for many people in our communities so our new approach is really
promising

Bring in statutory partners to the table to consider health and wellbeing, where they didn't
normally do so.

Funding of projects to support multidisciplinary working of teams when supporting complex frail
elderly patients with the aim of preventing deterioration and possible admission to hospital.

Begin thinking about a more holistic approach to people in our community Begin thinking about
how services can work in a more joined up and effective manner from the large main providers
down to the small community groups on the ground Establish initial projects to start putting
some plans into action and also test/improve the original systems being put into place

- partnership development with a focus on the actual needs of communities in South Glos. -
Starting to build a local approach to prevention and holistic health and wellbeing (and not just
clinical/medical interventions) - a good representative voice (although just re adults) -
coordination of some focused service delivery (eg MINT)

I've not been close enough to them to know - but think the principle of having established a
partnership grouping focused at place level is an important one.

building relationships between health care , social care , vcse and lived experience
representatives which allow true collaboration and integrated working and is avoid the
duplication and means when services are being planned and reviewed integration occurs and
the unnecesary duplication that has been occuring for decades is avoided
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10/4/2024 6:39 PM

10/4/2024 3:04 PM

10/4/2024 1:51 PM
10/3/2024 5:07 PM
10/2/2024 4:20 PM

10/2/2024 3:45 PM
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Q4 What do you think are the key strengths of Locality Partnerships that

could be built upon?

Answered: 27  Skipped: 0

RESPONSES
A key voice for our locality which encompassses NHS abd voluntary sector
| honestly don't know

Communication, relationship dynamics, the understanding of their communities and what they
are asking for, being committed to improving resources within the community, there already
being a wealth of resource in the community who want to be engaged with this work.

Open conversations, recognising there is a journey to prevention including culture and system
change which will take time so steps in the right direction, VCSE alliance, VCSE lead role over
several years, ICB agree to move toward new VCSE approach including grant first, local and
small, considering place based approach, considering prevention.

solid understanding of local need and how and what a tailored local response could look like
better understanding on underserved communities so better service provision good locality
boards - crossing over VCSE/LA/ICB

Good commitment by partners, open discussion and challenges, focus on local priorities

Areas listed above. Allow more problem definition and solving to happen in localities rather
than at system level. Could we build locality teams where teams are integrated in the way they
work for a number of outcome areas. Start from the logic of we work first at locality or sub
locality level and only escalate to place (local authority) or sub regional (ICS) level for decision
making where it is appropriate. At the moment it flows the other way. Accountability for the LP
working should not just be through ICB structures but also built into LA structures with local
democratic oversight and support e.g. health and wellbeing boards and health overview and
scrutiny.

| don't know
As above.

This is not clear and | cannot say the key strengths, as a charity supporting people who live
with mental health illnesses and with a dependence to prescription drugs, the health care
services seem very disjointed.

more input into mint? it feels like we talk and they don't always have the facility to listen.

Relationships and a really good staff team who work very hard Focus on face to face, real
relationships at a local level between people who are responsible for services and understand
the area Commitment at a local level from a really good representative group of people

The links between GP practises and VCSE need strengthening so that those who need access
to a variety of groups/support get the signposting and help to get started.

Identification of local need - especially within diverse communities

1) System thinking in action - but this could be developed through greater understanding of the
opportunities/training/culture work/mapping/grappling with wicked issues 2) Relationships -
could be developed through more sharing of good practice, job shadowing, cross-sector
coaching and blurring the lines between organisations (breaking down silos) 3) Leadership
support - some individuals and organisations are very supportive of the team and its work...
this could be developed to include others, offering a 'leadership huddle' made up of key people
on the LP Board that meet regularly to help problem solve and inspire the work between Board
meetings

As above | have not yet attended our local partnership but the collaborative nature of the
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DATE
11/5/2024 12:54 PM

11/5/2024 10:09 AM
11/3/2024 5:57 PM

10/15/2024 3:45 PM
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working and the ability to engage harder to engage groups and to do so before issues escalate
are all key strengths of this model.

D/IK

Understanding local communities through the organisations engaged - distinct hyper local
differences.

Being a somewhat impartial body that can coordinate partnership work

- Collaboration + joint working between organisations - Closer to the community that most other
structures within the ICS system - Strong vision of Locality Partnership Directors for real
community based working/ Place / holistic support for local people

wider participation from many different stakeholders who better represent local people

Cross-sector working. Being a front door to the health system. Making the health system act
more locally.

Data and insight of localised needs with regards to preventative medicine.

Communication between different organisations of all sizes and agendas Removing the focus
from clinical models and jargon of the NHS to a more holistic model where wellbeing is not just
about physical health but instead embraces the value of all aspects of life into wellbeing

- partnerships can be built on to include children and young people - willingness to work
together for the people of South Glos, not just the aims of individual organisations

Geographic focus at place level Grouping bringing together community organisations and
voices alongside statutory partners

Relationship , integrated and knowledge of the local population
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Answered: 27  Skipped: 0

RESPONSES

Acutes are absent frpm discussions Not sure if there is backing from ICB leadership and other
senior leaders

| honestly don't know

Funding and resources eg project managers who can oversee areas of work - the stripped back
ICB with reduced support for locality partnerships will have an impact. Who has final say with
regards to areas of focus - currently areas of focus are being driven by the Integrated care
strategy - there may be other areas of focus are greater priority to the people in a locality.
Duplication of services. Aligning pieces of work to Health authority, when there are variances
within localities. Ensuring that there is good communication between the partnerships.

Shifting funding from crisis to prevention, complexity of different partners, funding streams and
reporting lines - how and where to influence, opaque funding streams, different cultures
(medical model vs. whole person social model)

resourcing is a big issue; not having specialist knowledge to inform design; trying to do things
6 times in different ways which are not operationally possible. forgetting about communities of
interest (e.g. homelessness, some EDI groups) because it's not on radar

For VCSE groups, the sheer demand of on time to attend all the meetings needed to engage
properly --it's just not possible.

Not a core requirement of attendance for all partners. More a coalition of the willing. Maybe
more resource and pathway decisions in LPs would bring more to the table. Also, need to see
LP working as a key element of delivery in our roles, not an add on. Can we make LP working
a key part of all appraisal/PDP requirements and the use of a shared outcome framework for
each locality a key measure of success that cuts through all of our organisations e.g. we are
all aiming for the same thing. Make that publicly available and reporting on too so it is open to
the public.

| don't know
As above.

Funding and know how. As CEO of a charity, I've attended numerous meetings over the past
five years, and both | and other organisations providing critical services to our communities
share a common frustration: there’s far too much talk and not enough action. Meetings often
involve staff changes, or the same people with new titles and revised plans, leading us to
repeatedly start from scratch. Meanwhile, our workload continues to grow, and funds that
should be directed toward service delivery are instead being consumed by administrative costs
and recruitment. If the Integrated Care Board (ICB) doesn't prioritise clearing care backlogs,
this cycle will persist—grand plans and unnecessary new projects are proposed without
addressing the root issues. The result is no real progress. What's urgently needed is a sharper
focus on the immediate: ensuring people can see doctors, receive diagnoses, and get the
procedures they need. Locality partnerships must concentrate on resolving these backlogs
first, so real solutions can be delivered where they matter most.

getting everybody on the same page. representing third sector staff the same way AWP get
represented etc.

The main challenge is that there has been a lack of clarity about what exactly the remit is of
the Locality Partnership from the central ICB. We had months of governance and structure
discussions at the beginning without any clarity on what we were governing, i.e. what we could
control or influence and what we couldn't. There was a lot of time and money wasted in the first
two years of the partnerships on expensive consultants and over complicated and
unnecessary governance structures. We also had a lot of meetings on line that were
completely pointless. | think this has now been resolved and we have a system that works.
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There is a lot of cynicism (across the system) about the level to which the health system
management organisations treats partners (or those who deliver health services) as equals.
There is also concern about consistency in decision making, and money wasted on new
strategies and consultants. | think that this latest Locality Partnership review may really
undermine trust as people have committed their time, often for free, to building the partnership
and if it is pulled then there will be a lot of rebuilding required to re-establish commitment and
faith in the principles of the ICB. Our ICB team have at times started to become a 'delivery’
arm of the health system, that is taking on the management of projects or services. This has
always been completely unsuccessful. The Locality Partnership's role should be solely
collaboration, co-production, partnership, commissioning etc.

Data Protection. Procurement processes. Trust.
Potential for increased postcode lottery, Often the same people involved - needs to reach out

1) A system that doesn't understand what they are (we need 'system education for the system’
for staff at every level) 2) Lack of engagement from system partners, for example, Bristol City
Council (ASC/PH/Community Development), AWP, Sirona, Acute Trusts 3) Capacity: LP's
work is diverse and the workload is huge - the team is limited due to cuts to ICB funding; we
haven't seen what LPs could do yet

Ensuring it is action focussed and not just a talking shop?

Lack of a sufficient budget Lack of resources to draw in small organisations and pay
participation fees

Hard to represent communities of interest across the wider area. Duplication of info across 6
Locality meetings for partners like us who cover the BNSSG area Lack of autonomy and lack
of funding cascading down to them. Delays and changes in central ICB that has meant work
that was a priority - ie Ageing Well TOQM - then sitting on a shelf for 2 years! Not LP's fault -
but is hard for them to keep the trust and engagement from local partners. Often funding is
siloed under programmes not allowing them to invest in what is working locally and build. All
routes seem to lead to HCIG for sign-off and decisions. then the work comes back down to LP
teams to deliver with no capacity.

In being hosted within the ICB there is still a tendency for the work of the LP to be pulled into a
'NHS' system focus rather than focussing on local population health needs.

- Drip feed of money tied to specific topics/ populations - Time-limited budgets means that
good work suddenly stops when money runs out - Top down decision-making limits the
potential for Locality Partnerships to develop projects with/for its local population - e.g.
Integrated Care at Home Business Case

there is a tendency for people in charge to revert to top down decision making especially when
the system is under strain and lacking in resource. if this does happen it will be difficult for
localities to maintain influence and continue to be able to fund non statutory services as big
powerful services will reassert their influence

LPs are not connecting with diverse communities and only work with place based
organisations. None of the place-based organisations in Bristol know the ethnically-diverse
communities. The LP seem to commission placed based organising to deliver to ethnically-
diverse communities which is colonial and oppressive.

Uncertain funding streams affecting stability of local projects

To reach out and include the many varied small community groups and have them better
represented during the decision making process

- System focus on crisis and hospital/out of hospital. This makes the focus very medical, and
generally on the older population, with little focus on prevention, wider determinants or children
and families. People are not their condition, illness or medical need - sadly the current health
system defines them as such and the LP needs to push back on that.

Unclear what their role actually is - 1) what decisions get made here? 2) where decisions sit
elsewhere (e.g. ICB), what opportunity do the LPs have to shape/influence? Are we clear what
decisions should sit at which level? Do they have any meaningful budget? And if not - why do
we think they'll be able to shape things at place level?

Ensuring that leaders who are responsible for allocating funding trust locality partnerships to
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invest resources appropriately to benefit their local population
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Q6 What do you think the functions of the Locality Partnerships should be?

[y
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Answered: 27  Skipped: 0

RESPONSES
Give us a budget
I honestly don't know

Locality partnerships should be leading on identifying the needs within their communities - not
just health care, but also focussed on wellbeing and the local environment; work with the
people to enable that they have the access to the right resources in their community ie what
they identify as being important to the needs of the community, not what is perceived as being
needed. Having community hubs to be a centre of information for health prevention, living well,
supporting the community with their health and wellbeing needs.

Bring system partners together, influence and determine funding moves towards prevention,
building in local knowledge to system wide interventions so they are appropriate, targeted and
meet local needs. Learning and sharing good practice

really understanding what local need is and what a place sensitive service should look like.
enabling a grass roots test and learn community development approach. taking a strategic aim
and working out how it can be delivered at place, how to involve the right lived experience
voices, how to hear from those LE voices. piloting new initiatives that can be shared and
promoted upwards through LA/ ICB/ NHSE

To decide how health funding should be spend in local areas

Integrated teams with delegated budgets to enable changes to happen. leadership around
community engagement and co-design. Understanding and articulation of key local health and
wellbeing priorities, including how inequalities will be closed. A population health and wellbeing
view that consistently challenges what is happening in different agencies and resource
allocation e.g. how does it meet those local needs and not just an ‘average' view across the
whole BNSSG footprint. We need to have different solutions for our population as their needs
and resources differ so much.

| don't know
As above.

Locality Partnerships should function as key connectors between communities, healthcare
providers, and other essential services. To be truly effective, their primary focus should be on
addressing immediate, real- everyday needs while also ensuring long-term planning. Here are
some critical functions they should fulfill: Addressing Immediate Community Needs: The most
pressing function should be clearing care backlogs, ensuring that people can quickly access
medical appointments, diagnoses, and treatments. They should work to streamline processes
that help reduce wait times and improve healthcare access in their specific localities.
Coordinating Services: Locality Partnerships should bring together healthcare, social care,
charities, and other community organisations to ensure services are integrated and aligned.
This would prevent duplication of efforts and ensure that resources are used effectively.
Tailoring Solutions to Local Demands: Each community has unique needs, and partnerships
should be responsive to these by tailoring services and interventions. They should have the
autonomy to adapt solutions to local health and social care challenges, such as addressing
specific health disparities or service gaps. Engaging with Local Stakeholders: They should
actively involve local residents, charities, and service providers in decision-making, ensuring
that the voices of those directly affected by services are heard and incorporated into planning.
Monitoring and Accountability: Locality Partnerships should be responsible for monitoring
service delivery and progress, holding providers accountable for meeting targets. They should
regularly review outcomes to ensure that the care being provided is timely, effective, and
aligned with the community’s needs. Improving Resource Allocation: By being closer to the
community, Locality Partnerships should have a clearer view of where resources are most
needed. They can advocate for better allocation of funds, ensuring that money is directed
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towards frontline services rather than being lost in bureaucracy. Driving Innovation and Best
Practices: Partnerships should also function as incubators for innovative, localised solutions
that could improve care efficiency. By sharing successes across localities, they could drive
broader improvements in service delivery across the region. Ultimately, Locality Partnerships
should act as agile, community-driven bodies that bridge the gap between policy and on-the-
ground delivery, with a clear emphasis on solving real problems rather than introducing
unnecessary new initiatives.

working out the needs of the locality and providing it - for example, ICE have a huge need for
therapeutic services that are developed for the black communities.

| think the Locality Partnership should play a vital function in: - building understanding of the
principles and benefits of the ICB approach among a really wide audience of people working on
the ground in the local area - understand health inequalities at a local level, building up a good
picture of local need, existing provision etc. - building relationships across organisations and
leaders across the patch to develop ways to work more efficiently together, share resource etc.
- build strategy to tackle health inequalities at a local level - developing true collaborative
proposals and initiatives that meet local population need and deliver integrated models of care.
This is so important as true collaboration only happens when there is trust, previous
relationships etc - develop a sense of shared vision and culture and everyone being 'part of the
system'as many community or voluntary partners do not feel that they are part of the system -
focussing on equalities groups and also provision that has not been frequently seen as part of
‘health’ particularly for example the care and children's sectors -Develop local community
ability to feed insight into health decisions and feedback through localised and relevant
methods - Breaking down historical silos or boundaries that exist at a local level - building local
nuance into cross BNSSG wide commissioning, helping to tailor the approach at a local level
to meet need or introduce savings or improvements etc.

A joined up approach to health and communicating changes in how people access healthcare
in their communities.

Identification of local need Produce a plan to meet need - ICS review to ensure continuity of
access across BNSSG

1) A space where data, insight and evidence from all partners is shared, compiled, assessed
and acted upon 2) Transformation of the local wellbeing and health system - led by community
3) Development of mechanisms, structures and relationships to make the above happen

Joined-up collaborative working approaches. More funding to small and more local agencies
and charities etc who understand their communities and can reach those people who need the
services the most. Having a direct way to engage with local VCSE agencies and connect them
with key NHS decision-makers. Sharing best practice.

Animate local people’s ideas to meet a need, e.g. active travel, public health

Continue to represent local organisations and draw together the triangle of ICB / Public Health
and VCSE at place.

Continuing to build on the work undertaken to date to bring together partners and primary care
and to develop effective place based delivery partnerships i.e fuller report, community hubs

- The driver/anchor for Place-based working in local areas - The engine room for local
integrated health and care/ wellbeing projects

i hope they can hold budgets, commission services plan local policy

To advocate for more localised working To support change in the way the health system work
at place and pull lever internally to make this happen. To link strategically across LP when
properties are reflected across all

Targeted support projects/initiatives based on local data and local need specifically aiming at
preventative medicine

As originally defined

As above - working with organisations and communities on what is meaningful and important to
the people of South Glos. To focus on helping people to stay as WELL as possible throughout
their lives, from conception to end of life, and get good care close to home when they need it. -
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to advocate for the people of South Glos in the ICS and ensure that their needs are identified,
using more nuanced data and intelligence (rather than broad brush approaches eg IMD).

1) To make decisions best suited to be made at place-based level 2) To hold a budget for 10/1/2024 1:29 PM
investment in grassroots community activity 3) To advise ICB/system partners on how

system-wide proposals would best be implemented at locality level 4) To filter up to

ICB/system partners on locality issues and where specific locality responses may be required

There should be a clear two-way flow - 1) proposals from above, debated at locality level with

genuine opportunity for engagement/bespoking 2) opportunity for LPs to make proposals up to

ICB/system partners, so that decision making is increasingly bottom-up as well as top-down

| feel over time it should be to work together across services and sectors to develop new 10/1/2024 12:51 PM
services or improve current services to ensure true system working and integration but this will

need appropriate allocation of funds to localities from both health and social care and a

commitment to recurrent funding for these services and recurrent investment in the VCSE

sector where needed
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Locality Partnerships within BNSSG?

Answered: 26  Skipped: 1

RESPONSES

Fund health inequalities properly

| honestly don't know

For the partnerships to be autonomous, trusted to move forward on pieces of work.

Unclear distinction between partnership and delivery board. Partnership board does not have
such clear focus and meets too frequently. Strategy is about helping all ages in all ways, not
very clear prioritisation. Unclear where Locality Partnerships sit within wider ICS decision
making, spending and influence.

ensure locality influence is strong with ICB Board & Health & wellbeing Boards.

For insight and experience of VCSE organisations to be more valued and included early on in
service design (often we are used at consultation and delivery points only). Locality
partnerships have a key role to play in championing this. More sharing between locality
partnerships in terms of work they are doing so have city-wide view of the work, plus more
learning from other areas' work.

Not just spoken about as the jewel in the crown, but they feel like the jewel in the crown
because of the way they can lead and guide the system. It also relates to how the ICP Board
oversees delivery of the system strategy - they need to see delivery and insight coming from
the LPs to provide assurance that the right actions are being delivered. Could we have an
office of the ICP Board to help hold the system to account - at whole ICS, LA and LP levels?

| suppose | would like to know more about it and how it relates to our work in the local
communities and communities of interest from across the city

As above.

In the future, the role of Locality Partnerships within Bristol, North Somerset, and South
Gloucestershire (BNSSG) could evolve to be more impactful and responsive to community
needs. Here’'s what | would like to see change: 1. Greater Autonomy and Localised Decision-
Making Locality Partnerships should have more autonomy to make decisions based on the
specific needs of their populations. Currently, many decisions are made at higher levels, which
can lead to a one-size-fits-all approach. By empowering Locality Partnerships with decision-
making authority and flexible funding, they could implement tailored solutions that address
local healthcare and social care challenges more effectively. 2. Prioritisation of Immediate
Healthcare Needs A shift in focus is needed to ensure Locality Partnerships prioritise the
immediate and urgent needs of their communities, such as addressing backlogs in care.
Instead of being tied up in long-term strategic plans or bureaucratic processes, these
partnerships should concentrate on ensuring people can access primary care, diagnostics, and
treatments without excessive delays. In BNSSG, this could mean fast-tracking resources to
the areas most affected by care bottlenecks, like GP access or elective surgery. 3. Stronger
Collaboration Between Health and Social Care Locality Partnerships should foster stronger,
more seamless collaboration between health services, social care providers, and charities. In
the current system, fragmentation leads to inefficiencies and service gaps. A more integrated
approach where these sectors work together would result in a more holistic, patient-centered
experience. BNSSG's partnerships could serve as models for breaking down silos between
services, ensuring individuals receive coordinated, comprehensive care. 4. Streamlined
Processes to Reduce Bureaucracy There’s a need to reduce the administrative burden on
Locality Partnerships and the organisations they work with. A more streamlined governance
structure would allow for quicker decisions and faster implementation of projects, ensuring that
less time is spent on meetings and more on delivery. This would also free up funds that are
currently being spent on administration and recruitment. 5. Clear Accountability and Outcome
Measurement Locality Partnerships should be held accountable for delivering measurable
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improvements in community health outcomes. In the future, I'd like to see stronger
mechanisms in place to track progress on key health metrics—such as reduced waiting times,
improved access to care, and better health equity. Transparency in reporting would also build
trust with the communities they serve, ensuring that progress is visible and measurable. 6.
Enhanced Community Engagement and Co-Design A future Locality Partnership model should
engage more deeply with local communities, involving them in the co-design of services. Too
often, decisions are made without sufficient input from those directly affected by the services.
By working more closely with residents, charities, and local stakeholders, partnerships can
create services that are more aligned with actual needs. In BNSSG, this could be especially
important in addressing health inequalities or underserved populations. 7. More Sustainable
and Long-Term Funding Models Locality Partnerships should advocate for more sustainable,
long-term funding models that allow them to plan strategically and maintain essential services
without the uncertainty of yearly budgets. 8. Championing Innovation and Technology Locality
Partnerships in BNSSG could play a bigger role in driving innovation in healthcare, particularly
through the use of technology. This could include leveraging digital health tools to improve
access to care, implementing telemedicine for rural areas, or using data analytics to predict
and prevent healthcare crises. By leading on innovation, Locality Partnerships could improve
both the efficiency and quality of care across the region. By evolving in these ways, Locality
Partnerships within BNSSG would become more dynamic, responsive, and capable of
delivering real, measurable improvements in health outcomes and community well-being.

more feedback and updates

Better transparency about the role, remit and function of the Locality Partnership as seen by
the ICP/ICB A reduction in the delivery or project management function of the ICB team A
clear relationship between Locality Partnerships and the ICB/ICP Boards Some basic,
consistent and committed resource for each Locality Partnership that doesn't change every
few months!

It's a bot early to say. We need to get work started and to let a true collaboration develop.

We need to be clear where responsibility for children's services & provision will sit - both
statutory & community led

1) Core funding for the team to come from a range of sources, so that the work is jointly owned
by the system - same for workstream funding 2) Greater join up across BNSSG and within
Local Authority areas to reduce duplication 3) Leading the way in prevention and being seen by
all partners as such - Actute Trusts, GPs, Community Health etc... greater understanding that
LPs may not produce results right away, but that they are working to reduce system pressures
in the long term

Having not attended one as yet | am unsure what might need to change
D/K what their current objectives are so | can't comment

FUNCTION Reduced number of groups / meetings. Engage local partners in different ways -
not just all Teams mtgs! ROLE Stronger role in drawing out hyper local insight and data Ability
to pool funding to achieve overall health outcomes

- Give the Locality Partnerships more control over how incoming funds are spent (e.g. money
not tied to specific projects/ populations + more license for local co-design with residents and
VCSE) - longer term budgets - Recognise the importance of the work that LPs do and provide
enough budget for a fully functioning team (not just for intermittent project work)

they need to be resourced to a much greater level so they can move towards develop the roles
outlined in 6 above.

They are only hearing from infrastructure organisations who have the capacity to sit on all their
meeting. Therefore LP keep giving them money to reach grass-roots charities. They are
missing all the voluntary organisation who actually do the grass-roots work. This model is
inequal and designed to exclude.

Stable staff structures and funding streams

It's not a need to be different but rather to continue working towards succeeding in the original
goals so that the community is genuinely represented and the funding is able to reach smaller
groups who are doing so much work but not being given the support to carry on or expand that

14 /17

10/9/2024 3:56 PM
10/7/2024 5:38 PM

10/7/2024 3:02 PM
10/7/2024 11:16 AM

10/4/2024 6:39 PM

10/4/2024 3:04 PM
10/4/2024 1:51 PM
10/3/2024 5:07 PM

10/2/2024 3:45 PM

10/1/2024 5:57 PM

10/1/2024 4:13 PM

10/1/2024 4:11 PM
10/1/2024 2:55 PM







24

25

26

BNSSG Locality Partnership Review 2024 Phase One Workshop Engagement Survey
work. The idea of better communication and signposting to VCSE will only work if there is
enough capacity within the VCSE sector to be able to receive the people coming there way.

- more resourcing to enable the team to be more fully engaged across South Glos - An ability 10/1/2024 2:43 PM
to make local funding decisions as a partnership, ideally with a focus on prevention - a
stronger voice at the ICB and in the ICS to advocate for the communities of South Glos

Would like LPs to report into ICP Board and ICB - currently we hear from '3' but not '6'. Two 10/1/2024 1:29 PM
way link as above.

More access to recurrent funding and ability to use this funding to develop services as the 10/1/2024 12:51 PM
partnership deems appropriate
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Q8 Any other feedback/comments?

Answered: 18  Skipped: 9

RESPONSES

Admin for meetings from ICB was poor

| finished GP training in 2021 and while | understand the role of PCNs, | don't really understand
the work of the locality partnerships at all. | don't doubt it has some value but really feel unable
to comment further

| think we need to think carefully about not overlooking communities of interest. so wondered
about having a 7 segment approach?? 6 localities and 1 to ensure those EDI/ communities of
interest don't get overlooked. Assume that each locality will look at EDI but may overlook
some groups. hope that makes sense.

Some resource/funding for VCSE groups to properly engage, otherwise there is a danger our
input will be piecemeal. This means losing the rich insight VCSE can bring to the table, and
opportunity for true integration of services.

The review needs to put resource and some 'muscle’ behind LPs for them to have a meaningful
future. Let us not forget they have taught us a lot about system working and managing
complexity. The ICS level should pay attention to that learning

no

There were certain things that seemed to be taken as given that gave me pause, specifically:
1. Somethings need to happen at something called "neighbourhood level" 2. "Neighbourhood"
boundaries are synonymous with PCNs 3. It's therefore logical PCNs should lead the practical
delivery of integration and service delivery at neighbourhoods | have a few issues with this
characterisation: « If GPs are leading, it's no longer an equal partnership by definition « Medical
model bias — Senior clinician once again positioned as dominant, with likely focus (intended or
not) on medical model « By assuming that community-level/hyperlocal delivery should be
based around PCN footprints we are again insisting people and communities fit around
organisations, not the other way around ¢ Setting aside any issues of delivery being based
around services (PCNs) and registered populations, not communities, some PCNs clearly don’t
serve contiguous geographies  Risk of focus on primary care sustainability over
population/communities benefit approach « Do PCNs want the job of leading a partnership at
place? It was (sort of) given to them in the form of the PCN DES as an attempt to attach
added value to a primary care pay rise in a “if we are going to pay you we need more from you”
way by the Government (‘Investment and Evolution: A five year Framework for GP contract
reform’). In my view, in the main, general practice wants to concentrate on delivering good
general practice, but can't say no to additional investment. So, there is a risk they will not be
fully committed to the agenda beyond ticking the funding release box. ¢ Delivery led by
expensive medics with lots of overhead is unlikely to be cost effective, or a good use of GP
time « Will other partners (e.g. BCC, Sirona etc.) buy into shared funding arrangements that
effectively mean giving their funding to GPs for a PCN-driven medical model?

Yes, inviting the charity staff to meetings actually costs the charity, there needs to be
incentives as my time costs, and | feel my time could be better spent.

lived experience representation is usually considered and held in a way that | think works very
well.

Thank you :)
Funding is essential.
Really good plan but lacks meaningful funding to make a significant difference

I'd like to reiterate how crucial | believe 'system education for the system' to be... BCC initiated
system-wide working with the Bristol Active City Network - my feeling is we need a similar
approach to all our work.
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Appraise what has changed as a result of the LPs

the deprivation and other challenges faced by different localities both current and historic must
be acknowledged when deciding on the amount localities are funded. health inequalities affects
the way health services can be administered and organised and even planned for - it means
higher levels of resource are needed. this needs to be reflected when considering how each
individual locality is funded to do its work

1) LP really need to look past the same voluntary sector voices they are hearing. 2)They need
a diverse leadership at LP Director level - this includes ethnicity/ lived experience .. and strong
demonstrable VCSE working and not another health manager whose been knocking around the
system- new ways of work history 3) new leadership

Please don't pull projects which are already part way through

The SG LP is building a strong foundation, but needs real investment (from the NHS in
particular) and opportunity to realise impact locally. Other partners, especially the Council,
have put quite a bit of time and staff resource into the LP and its actions, which should also be
recognised and built upon.
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Oliver & Company

(UK) LIMITED

BNSSG Locality Partnership Review
Collated Report of Phase Two: Engagement Workshops held on
Thursday 24 and Friday 25 October 2024

Objectives:

e Share the key conclusions from the Phase one workshops;

e Focus on what the culture would need to be like within BNSSG for the national and local
ambitions for integrated care to be a reality and identify what practical action would be
needed to help achieve this;

e Test out possible future operating models required for Locality Partnerships to achieve our
shared ambitions and to deliver our key strategic aims e.g. Healthier Together 2040;

e Share any final thoughts about what needs to change in the future of Locality Partnerships.

Facilitators: Judy Oliver and Charlotte Cummings of Oliver & Company (UK)

What are the possible operating models for Locality Partnerships?

Scenario 1: Disband

Reactions:

Like Brexit — No-one knows what this will look like?

Why would we want to do this?

“ Err No, It would be a travesty.” Why would you?

It's too soon! Means we are in a ‘tried it, didnt work, so move on’ trap.

How can we know in 4 years that this is working or not?

Demotivating and demoralising for all those who have been involved

Short-sighted decision

Frustrating

Grapes of wrath — undoing part of the system when some people/organisations are
not here yet — who's missing?

Was this the plan all along — would feed the cynicism.

Surprise

Frustration — haven't had long enough to embed and grow

Disappointing

What's next - if this happens - to fill the void — do we stop doing these things or do
in a different way?

Waste of time and money

Would communities notice any difference?

Backward step

Frustrations (given all the work they have already done)

Will become more difficult

We wouldn't be in this room if it wasn't for LPs existing

It takes time to build trust and rigour — we haven't got a critical level of resource —
this has been removed in recent years
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Pros

Cons

Possible savings?
Easier to standardise?

Haven't allowed enough time to
embed LPs

Always changing things

We would lose prevention/wider
determinants perspective

Adverse impact on our ability to
reduce health inequalities

Partner organisations would all have
to do more work to make up for
their loss

More change!!

Loss of local understanding and
community insights

Loss of commitment to equal
partnership

Loss of relationships and
connections’

Loss of VCSE voice

Backwards move to token
representation

Undermining of governance

Lose grounding in local area
Place-based — what better way to
meet the needs of the community &
to be with/alongside them?

It is because of LPs that things have
happened faster — move like
speedboats

Agility of LPs enabled us to get data
quickly, seemingly accurate, local,
digestible information — lost now
Makes no sense to do this in the
current climate e.g. Darzi Report,
ABCD, need to focus more on
prevention

We will lose opportunities if we
disband

Where would these discussions and
decisions happen?

Is an alternative to disband the ICB
and make everything local?

Would this impact on ICB/LA
structures too? Avon as a Council?
Back to looking at things in silos
How do we measure the added
value at community level?
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e Systems need to be open enough to
community value not always the
impact on acute bed capacity etc.

e Need clarity e.g. implications for
HWBs?

e Loss of voice in large NHS projects
Lose efficiencies of function — to
work with/reach communities,
would all need to do this separately

e How do we join up on delivery of
system strategies without LPs?

e How would some joint projects like
MINT be overseen?

e Feeds cynicism about true agenda,
default to centralised control,
influence of acute sector

Consequences....

a) Communities

b) Our organisations

c) The System

Local connection and
intel will be lost
Destabilisation
Connectivity of ICB
with communities
will be lost

Less voice,
understanding

Lose potential to
improve things

Destabilising —
recruitment and
retention

Loss of capacity to
influence

Destabilising

Lose cross sector
links

Lose insight from
communities — they
have the answers
Lose ability to
distribute resources
into communities
Health inequalities —
will increase??
Simpler decision-
making but focus
more likely to be
clinical rather than
social (determinants)

For all three:
[ )
e People don't like change
e Knowledge is lost
[ )

Parallel process of dismantling something will lead to de-stabilisation

People whose needs aren’t met/not in the room/not being served
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Reactions:
e Disappointed — people have given over and above to make LPs work
e Stagnation — back to postcode lottery
e Clunkiness
e Failed ambition — where is the promise of future rewards?
¢ Unsustainable
e Frustration
e Intransigence
¢ Not an option!
e Easy to walk away — a lot of goodwill will be lost.
e Stifles innovation — so many missed opportunities
¢ Why are we a locality now?

investing in the future

Relief they are being retained as there
are health inequalities being addressed
and outcomes being achieved and these
will continue

Positive — bridging posts established
e.g. community connectors, community
innovation leads, wellbeing leads

Pros Cons
e Retained e But for how long?
e Funding stays same Not investing in future
e Partnerships Not progressing
e Faith in what we are doing but not Can go backwards

Not responsive

Loss of community connections

Innovation not maintained

Enthusiasm/commitment will

wane — goodwill lost

Lose faith — no shared priorities

e Just making a ‘nod; towards
doing things differently but not
a solution — improvements are
needed

e Disappointed — want to do
more, missed opportunities, lack
of continuity

e £ not following — momentum
stalled

¢ Different challenges in different
localities

e Growing distrust in System

Our hands are tied...again
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a) Communities

b) Our organisations

c) The System

e Missed opportunity to tackle
structural inequality

e Missed localised innovation
Postcode lottery

e Growing distrust in the
system

e Delivery doesn't live up to
strategic ambitions i.e.
prevention

¢ Not solving issues people
report e.g. housing,
transport, child mental
health,

¢ No transparency over
spending

e Not addressing wider
determinants

¢ Not focused on prevention —
long term

e Limit in how much we invest
in prevention
Limit impact

¢ Inequalities — how could
they improve?

e Joined up care is limited

e Persisting with a system that
isnt working

Lose staff/skilled project
teams

Lose partners
Disconnected from the
system

Small organisations
intimidated by
size/structure of system
partners

Inefficiency

Are the right people sat
round the table? Missing
voices?

Capacity to attend 6
meetings — an impossible
task

Bunfight for priorities and
funding continues

Easy to return to silo
working

Will not progress cultural
change

Accountability
Money is
opportunistic —
responsive not
proactive

Lack of influence
Top down not
bottom up
Strategies not joined
up — NHS, public
health, local
authority

Not realising benefits
of integration
Funding streams may
not change

Always focused on
the latest crisis
Impede progress of
HWBs

How could it grow?
Opportunities?
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Scenario 3: Test and Learn

Reactions

Great, another pilot!!

Is it worth doing? Difficult to get engagement and enthusiasm

Here we go again!

Isn't this what we have been doing already i.e. testing whether LPs work

Who decides what is of value to the Community?

Statements of Test and Learn and recurrent funding are at odds with each other

Lack of stability — timescale too short to do anything meaningful

This option doesn't take account of how long things take e.g. gathering data,

obtaining funding etc

What's the project/scale? Important to factor in support to do this

¢ What does Test and Learn mean? What timescale and what resource would be
available to do this?

e We could perhaps look at examples from other systems that have worked well and
“lift and shift” one of these?
Localities have already been doing this

¢ What does Test and Learn mean? What timescale and what resource would be
available to do this?

e Waste of time

¢ Knowledge lost as learning not passed on — short termism, want to avoid 1, 3, 6
debate again— nowhere to pass learning on?

e 12 months is not long enough to do a substantial project e.g. staffing takes time, last
minute funding decisions
Recurrent funding would be good

e Could look at examples from other systems and try implementing tried and tested
elsewhere?

e Change fatigue

Pros Cons
e Time to develop and evaluate e Who is learning? Feels like where
e Partnerships with communities — we are now — we have been testing
combine medical with community and learning for years — are testing
e No wrong door the work or the LP?
e Recurrent funding would be good e Short time frame - 12 months is not
e Independent evaluation would have long enough to do a substantial
more gravitas project e.g. staffing takes time, last
e Need to be clear about scope of the minute funding decisions
project so it is realistic in the e Knowledge lost as learning not
timescale passed on — short termism, want to
avoid 1, 3, 6 debate again— nowhere
to pass learning on?
e Waste of time
e Are localities too big?
e Inequalities
e Culture of individual practices
e Change fatigue
e Recurrent?
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Appetite ? whose?

How? Across BNSSG?

Competing organisational priorities
No long term commitment

Consequences for:

a) Communities b) Our organisations c) The System
e Instability e Competing priorities e Not best use of resources
¢ Uncertainty e Lack of cohesion — 6 ¢ Not embedding change
e Short term impact localities can operate as | ¢ Rebuild trust with the
o Ineffective use of 1 organisation community (this has been
resources e Despair and lost)
e Loss of trust disappointment e Is money in the right or
e Underserved e Lack of enthusiasm wrong place
Not much difference e Loss of goodwill e Could cause more division

Scenario 4: Do something big: Proof of Concept

Reactions

Go Big or Go Home — Do you still not believe in us??

We have already proved the value of LPs and delivered on projects already
Challenge to date is only having non-recurrent funding in LP

Must allow nuance of LP to meet local need of community — not trying to standardise
across BNSSG

Great if it was super-exciting topic we can all get behind

Accountability - we need all organisations to be accountable to LPs

Good, hopeful but hard to visualise

Would it mean forgoing everything else? Would need to be systemic?

Set up to do more than 1 project — clipped wings, unambitious

Key part of plan to avoid admissions — opportunity to mobilise local community to
achieve something — money not an issue, mobilise capacity

Putting off the System’s commitment to LPs — already proved concept, not investing
in LP or believing in them

Projects Dementia

We have already proved the value of LPs and delivered on projects already

Love the idea of consistent funding for 5 years

Challenge to date is only having non-recurrent funding in LP

Need to develop infrastructure in LP

Ned solid governance structure

Must allow nuance of LP to meet local need of community — not trying to standardise
across BNSSG

Accountability - we need all organisations to be accountable to LPs
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Pros Cons

e If it was systemic, it could make a real e Set up to do more than 1 project —
difference to our communities, improve clipped wings, unambitious
efficiency — especially where e Putting off the System'’s
communities are losing faith with the commitment to LPs — already proved
system concept, not investing in LP or

e Would need to be able to identify that believing in them

one thing that would make a difference
across all LPs — needs to be a higher
level than individual service issues

e Is it really achievable?

e Is there the will to make it work?

e Key part of plan to avoid admissions —
opportunity to mobilise local community
to achieve something — money not an
issue, mobilise capacity

e Projects like Dementia?

e Love the idea of consistent funding for
5 years — we need 5 years to give the
idea a chance

e Need to develop infrastructure in LP

¢ Need solid governance structure

e Would enable us to allow for local
nuancing

e Great insights within LPs which are
often not seen by the System
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Consequences for:

a) Communities b) Organisations c) The System
e If done right, might be | e Would improve e Commitment

benefits but needs to be experience for front line e Sustainability

co-produced organisations — some may | e Resources

have an issue if getting
funding fir the way things
are now

e Possible impact on
existing good work

¢ Need to change how we
view things

Scenario 5: Invest Resources and Divest Power

Reactions:

Good — LP are here to do a job — set them up properly, make long term investment
Are we ready — our state of maturity currently?

Devolving power, responsibility and accountability needs work, and defining and
reviewing current membership

It would require a burning platform

What level of budgets would be passed to LPs?

Commissioning is mixed at the moment — local priorities and ICB contracts — leads to
varied practice that doesn't include diverse VCSE organisations/providers

Excited - Feels right

Yes — it depends on how it’s set up e.g. knock on impact — more change

Cultural counter-force to local delegation i.e. cultural tradition of centralism (NHSE)
Would LPs be consulted on what this would be? How do we optimise their influence
on System?

What happens to savings delivered by projects?

What about examples of LP-level projects which could be scaled up for benefit of
wider system? i.e. we don't need to start from scratch e.g. ICE CVD project.

Local commissioning can be an issue for VCSE

Not everything happens locally — need bigger picture as well

Inequity across different localities

Local decision-making is good need sharing

What can we provided at scale and what needs to be local?

Need to avoid postcode lottery

What level of budgets would be passed to LPs?

Commissioning is mixed at the moment — local priorities and ICB contracts — leads to
varied practice that doesn't include diverse VCSE organisations/providers

Recurrent budgets — align BNSSG priorities to LPs

Divested Power could speed things up, could support community insight, intel from
local LPs to feed into system strategies, policies etc

Opportunity to use LP intelligence and insights in a better way — feedback loop
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Pros Cons

e If it can be done, it's the way forward e Local commissioning could be an

e 5-10% shift of funding from acute to issue for VCSE
community to fund this e No infrastructure in place yet —

¢ How do we balance priorities? Take a to do joint commissioning and
staged approach across 5 years pool budgets on a large scale?

e Opportunities for innovation and new e We haven't tested ourselves with
funding difficult decisions yet?

e Scope — prevention, early intervention, e Not everything happens locally —
wider determinants — enables more need bigger picture as well
local accountability e This could mean major change

e Recurrent budgets — align BNSSG in systems and organisations
priorities to LPs e It will upset some people

e Divested Power could speed things up, e Need to avoid postcode lottery
could support community insight, intel e Must avoid replicating
from local LPs to feed into system governance structures — making
strategies, policies etc things too complex

e Opportunity to use LP intelligence and e Some minority groups are better
insights in a better way — feedback served over larger geography
loop

e Local decision-making is good need
sharing

e National direction of travel

e Empowers people but they will need
access to experts to help them

e Hospital to be a partner in this —
potential to improve patient pathways
across primary and secondary care

Consequences for:

a) Communities

b) Our

organisations

c) The System

e Communities often know what
they need — share between
LPs

e VCSE can bring dispersed
voices
How do we measure quality?

e Power shift to communities
Change the service models
from system-based to being
based on people’s needs

e Recognition for progress —
greater personal ownership of
health

e Citizen focus rather than
professional/clinical approach
to health

Minimal for acutes
(as and when
involvement) and any
specialist service —
lower volume
Recognise the value
of LPs — has its own
voice/organisational
respect, trusted
Investment — shift in
resources

Divest power

Need systemic
approach alongside
community
Equalities impact
assessment should
be standard practice
on all LP work
Need system level
mechanism as well
as 6 LPs — need
clarity about
everyone’s roles
Health or Health
AND wellbeing —
necessitates wider
inclusion

10
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Risk of not covering the
minority groups that span
geographies (could LPs lead
on different types of
organisations or ICP /VCSE
alliance pick this up?)

New payment
mechanisms,
structures,
evaluation etc so
community-focused
solutions are at the
created by needs
Set outcomes and
strategy but divest
power, hold LPs to
account for delivery
against outcomes
and give long term
investment

Long term could
lead to lesser role
for LPs because
whole system
dynamic may have
changed

11
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If we are to realise our shared ambitions in Healthier Together 2040, who needs

to do what?

Scenario One: If Locality Partnerships were to be disbanded

Task to be System No Locality | Other
carried out Partnership

e ICB population health data VCSE Alliance inputs
Define what the e Public Health consultants-

problems/main
cohorts are using
population health
data

JSNs

e (itizen panel and
workshops

e Population Health working
groups for localities

e Understand needs of
different communities
(localities)- PH/ICB/One
Care/PCN/VCSE

Create a new mechanism for this

PCNs?

Check with e.g. engage with PCNs? Communities HCIG?
population what Have big picture across system but VCSE data — how to
they think the not localised aggregate/validate it?
issues are VCFSE engagement of experience a What is outside of the
and care providers system?
Healthcare/ICB Programmes/ National data
Citizen Panel/Community Teams Water companies
People of lived experience Council tax
involvement Healthwatch
Limited contact- point of service Social media
wearing 2 hats Service user forums
Consultation with H&W PCNs?
Identify what boards/strategies Communities HCIG?
services are Consultants £££ VCSE Alliance
available for VCFSE/ Care Providers/AWP Knowledge of other

people now, what
works well now

Healthcare providers/ICB/
Complementary

services
Voluntary infrastructure

and what gaps Therapy orgs — VOSCUR
exist ICP/ICB LA
Communities HCIG DWP
VCSE Alliance?
LA influence
Less input from communities PCNs?

Decide how we
can make the
biggest difference
and whether the
focus should be
the same across

Need to recognize differences
across geography e.g. transport
Academics

ICB/HCIGs
Consultants/VCFSE/Care
Providers/AWP/Healthcare

Communities HCIG?

12
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the whole system
or vary according

ICB- Creating Community Board to
bring everyone together

to communities? ICB/HCIGs
Data and priority with system
Identify and agree | ICB Analysts NHSE
measures/metrics | Public Health
of success and Provider analysts
timescales and Academics/ICB/AWP
how data should (KPIs!)

be collected Transactional rather than relational
Health and Wellbeing Boards n/a
Identify options for | DWP/Employee/AWP
what we could do | Assistance Programmes
to improve System wide funding- from each
outcomes for this | partner
group of people, Lead on work would have to be
the resource agreed between NHS/Council- LA
needed to level rather than local
implement these Rural communities will lose out
and who will lead ICB-LAs
on the work
There is no resource! Or is it n/a
Decide which allocation of LP funding?
option(s) will be ICB/HCIGs
implemented who
will lead and how
much resource will
be invested and
from where
ICB/Las n/a
Allocate resources | ICB/HCIGs
e.g. funding, Provider Organisations
workforce,
training, IT, estate
10 year plan n/a

Decide timescale
for delivery

Health and Wellbeing Board
ICB/ICP
Provider Organisations

Monitor progress
and agree
necessary
adjustments

ICB
ICB/LAs/Academics

13
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Feedback

e A bit like Jenga- the impact of pulling out one part of the system is unclear in a
system that is struggling with how it works together and its roles.

Work is very place based

Some of the proposed outcomes feel vague

Social aspects- harder to prescribe

Interaction with specific bits of the system- the proposed outcomes feel health
provider focussed.

Hasn't been developed alongside Locality Partnerships

Process to decide the cohort hasnt come through localities

Went to ICP before it went to HCIG

Person leading this work is on a short-term contract- resourcing issue for delivery
All about prevention- needs to be rooted in the Community but no mechanism to
bring them together.

Suggest that ICB and other Execs should be on each Locality Partnership- real
engagement- not ceremonial.

System education for the system

Less voice or responsiveness for the community

Inequalities likely to increase

Less focus on prevention, overly focussed on medical model

Group Two: Do Nothing- If Locality Partnerships were to continue in their current

structure
Task to be carried System Locality Other
out Partnership
Define what the e ICB/ICP Analysis Business/Employers
problems/main cohorts e PHM DWP- DOH insights
are using population e The Conversation can Outreach
health data system happen about what
can do this | is missing If using medical
but systems could get
interpreted medicalised model
ata using what's
locality existing.
level and
focus on Who co-ordinates
health this and what
inequalities capacity is there?
e Big data
view
e known
metrics
Check with population Big Conversations | Community insights | Draw on VCSE lived
what they think the experience
issues are Could we level in v VCSE
additional funding Healthwatch
to work with Community

14
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University etc- but
no
capacity/resource
in the locality

LP Referral
Provider
organisations

Already held
conversations in
communities e.g.
South Bristol -could
we use information

that we have already
gathered? Might not

be system wide

Identify what services
are available for people
now, what works well
now and what gaps
exist

Data on existing
services/activity
levels

The system
already knows
what it is funding
so could map it

Asset mapping
Shared vision and
priorities

v

Mapping reviewed
by locality
Partnerships to
identify gaps using
goodwill

VCSE
Asset mapping data

Decide how we can
make the biggest
difference and whether
the focus should be the
same across the whole
system or vary
according to
communities?

Decision making
not done well
here

v Funding
Allocation
Done ‘over’ or
delegated

Decisions here —
Feedback loops

What actions are
possible?

Identify and agree
measures/metrics of
success and timescales
and how data should be
collected

Define vision then
identify what
success looks like
PHM support

Define outcomes —
impact? Holistic
outcomes?

Identify options for
what we could do to
improve outcomes for
this group of people,
the resource needed to
implement these and
who will lead on the
work

Empower
Provide guidance
Facilitate

GP or health
based experts

Empower to make
decisions here
Identify resources,
lead.

Invest in
communities for
their

agency/involvement

v

Communities

Doing what you

were going to do but

with more purpose
VS. more success

15
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By devolved
responsibility e.g.
MINT

Decide which option(s)
will be implemented
who will lead and how
much resource will be
invested and from
where

v

Held mainly by
the system but
building
connections

LP role

Local communities

Allocate resources e.g.
funding, workforce,
training, IT, estate

System to do this
and delegate to
LPs

v

More than 12
Decide timescale for months!!!
delivery

v

n/a- in place

Monitor progress and
agree necessary

Who decided what
good enough
looks like? Shared

Gather information
and inform LP

Lead role and
inform System

adjustments co-design works v
well
Support and
ongoing
relationship
Reactions:

PCN- what defines place?

System decides but localities deliver?

Definitions of long term set by ICB

NHSE is ultimately the decision maker on funding- this impacts planning at all levels
This would be really hard

Locality Partnership capacity is a huge limiting factor here

Value and impact of VCSE/non-medical approaches not as well
established/researched/revered as is the case for medical interventions.

Can we set system-wide common outputs and allow localised varied delivery relevant
to place.

How do we share learning and good practice across the system, and partners (not
just the NHS bit)

Different projects for different localities e.g. Hypertension, Dementia, Mental Health
etc

Create a stronger voice to expand services and invite funding by using patient
reaction to

Test and Learn projects

16
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Task to be carried out System Locality Other
Partnership

What long term | Analyse and Business/Employers
Define what the conditions compare DWP- DOH insights
problems/main cohorts are Outreach
using population health PHM data Define problem Niche areas —
data neighbourhoods?

Any other

organisations who
hold local data

timescale for
this

LP role VCSE
Check with population People with lived
what they think the issues experience
are Community
DWP
Local statutory
services
Local Authority | LP role VCSE
Identify what services are
available for people now, 4
what works well now and
what gaps exist
Co-ordination LP role Local niche
Decide how we can make | arm of the organisations
the biggest difference and | Locality
whether the focus should Partnerships
be the same across the
whole system or vary
according to communities?
Support from LP role Patients with lived
Identify and agree PHM experience
measures/metrics of Short term
success and timescales Long term outcomes to
and how data should be outcomes and advise in the long
collected data- need a term

Identify options for what
we could do to improve
outcomes for this group of
people, the resource
needed to implement these

LP role

v

Patients with lived
experience

Local services
VCSE
Employers
Las

17
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and who will lead on the Housing Providers
work Sports/activities

Decide which option(s) will
be implemented who will
lead and how much

resource will be invested Test and learn-
and from where accountability
v

Allocate resources e.g.
funding, workforce,
training, IT, estate

12 month v
Decide timescale for programme
delivery

v

Monitor progress and
agree necessary
adjustments

Reactions:
¢ Challenge of timescales- it will take time to collect the data you need and the data
keeps changing. Will you get agreement to get work done?
How do you collect data? How to find out who they are?
Would be ideal for ‘bottom up’ approach. Who would do that work?
National policies- working age would change!
Multiple cohorts within the defined parameters.
Short term timescales would require good governance, accountability and defined
objectives
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Task to be carried out | System Locality Other
Partnership
A macro level Local qualitative Local Primary Care
Define what the Pulling out flags Local relationship | not formally in LP
problems/main cohorts Analysis and Use population Demographic/small
are using population interpretation — health leads group

Check with population
what they think the
issues are

and outcomes

Support with
developing
communications

Co-production
and engagement
at neighbourhood
level

Community
engagement

health data translate down to

LP level Stakeholders
working with

Provide BNSSG experts of lived
wide data set experienced
defined by
condition/locality
research
Set the questions Check local needs | PPGs

VCSE support
Local Authority
Experts with lived
experience

Identify what services
are available for people
now, what works well
now and what gaps exist

80%

20%

Relies on robust
VCSE alliance
mechanism for
feeding into work
needed

Locality
Partnership
should do this
work

Decide how we can make
the biggest difference
and whether the focus
should be the same
across the whole system
or vary according to
communities?

Setting standards
for all

Targeted focus
based on needs
Make this ‘hyper
local’

Use local
intelligence to get
individual to have
more self-efficacy
and penetrate
local community
to spread the
word.

VCSE locally

19







Oliver & Company

(UK) LIMITED

Identify and agree
measures/metrics of
success and timescales
and how data should be
collected

Set by system
High level

Build in local
intelligence

Local nuance/data
collection
Specifics and
sharing learning

Identify options for what
we could do to improve
outcomes for this group
of people, the resource
needed to implement
these and who will lead
on the work

Set outcomes,
money, track
impact and align
across the system.
Share good
practice across LPs
and beyond — get
resources right to
start with — allow
allocation and
capacity to support
work needed in LP

Responsible for
delivery and
leadership of the
change- share
learning across
LPs

Decide which option(s)
will be implemented who
will lead and how much
resource will be invested
and from where

Partnership

Allocate resources e.g.
funding, workforce,
training, IT, estate

Identify economies
of scale that make
sense

Funding aligned
to outcomes
Sensible allocation
at local level

Decide timescale for
delivery

Partnership

Monitor progress and
agree necessary
adjustments

Monitor and
discuss in
partnership

Responsible for
outcomes

Reactions:

e What do we need to enable? General Practice engagement to be considered noting
LPs only have 1 representative for 20+ Practices. One Care can support to an extent

but doesn't create local buy in potentially?
Core resource plus funded specialist input.

e General Practice essential to be involved in the locality partnership more for

population
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Task to be carried out System Locality Other
Partnership
Define what the Shared data set | JSNA — HWB Business/Employers
problems/main cohorts are strategy DWP- DOH insights
using population health System Outreach
data wide/NHS LP to offer own
priority etc. data Working with LXP to

provides the
shared data set

ICB create data
set

LP utilise data to
inform priorities

sense check data

Community insights

Check with population
what they think the issues
are

Public health

Lead role with
VCSE

Share feedback
from population
back into the
system- pitching
ideas to
communities

LP-VCASE/LA not
feeding in

Identify what services (and
activities) are available for
people now, what works

System level
needs to invest
in tools to map

Would be able to
inform how local
systems are used

Local knowledge to
input into mapping of
system

well now and what gaps and record
exist system and VCSE Alliance and
investment in community
solutions
Decide how we can make | National Have more remit | Sense check what is
the biggest difference and | directives to see whole the best option for
whether the focus should Evidence to system data to this population
be the same across the inform these inform decisions | (public health, health
whole system or vary decisions on and conversations | education)
according to communities? | health
interventions Consider 1, 3 and | Keeping thing
6 LPs together relevant
Identify and agree Set high level Local KPIS
measures/metrics of KPIs

success and timescales
and how data should be
collected

Need for trends
analysis to
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inform internal
measures
Identify options for what Workplace
we could do to improve wellbeing e.g.
outcomes for this group of Work well — link
people, the resource with VCSE OH
needed to implement these and AHP skills
and who will lead on the scheme
work
Decide which option(s) will Pooled budgets,
be implemented who will proportionate to
lead and how much need
resource will be invested
and from where
Allocate resources e.g. Place-based Outcome based
funding, workforce, allocation and approach for who to
training, IT, estate decisions. Shared | host?
It system
VCSE additional
funding and
resources
Decide timescale for Decided by LP
delivery
Monitor progress and HWB LP Board and
agree necessary subgroups -
adjustments interface
Reactions:

e Overall governance — LP to HWB/LPB — to 2040 ICB Board

e Use of AI to inform commissioning needs and provide predictive analysis
Al can analyse data to visualise areas lacking in services e.g. healthcare and direct
interventions

e Need for trends analysis to better understand and adjust approach and be able to see
longer-term local health trends and understand when and how to intervene.

e A good example and learning- 2021 Community Mental Health -distribution of
£1.5million to LPs to create 6 x different models of care- called in as didn't meet NHSE
requirements.

¢ With intergenerational work, must have long-term 5 arrangements or longer.

¢ How can potential productivity impacts of employing people with Long Term health
conditions be shared or integrated between employers/government systems?
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Practical Group work

If we can be successful in developing truly integrated care, what would the culture
of the ICS look like in practice? What practically needs to change for this to be a
reality in BNSSG?

What practically needs to change for this to be a reality in

BNSSG?
Strategy e One simple set of outcomes that everyone signs up to and
each organisation demonstrates they are working to same
aims

e Identify common ground — lived experience, co-design and
co-production

e Be clear — what does it mean to me?’

Telling people will make us more accountable and will enable

us to benchmark outcomes ‘on the ground’

BNSSG plan — explain intentions in understandable language

Enable communities to influence priorities

System provides the long term strategic outcomes

ICB members to sit on Locality partnerships to better

understand local needs

Structure e People closest to the problem would be empowered

e More jointly-funded posts

e LPs need to have a proper support infrastructure — are we in
effect re-creating 6 CCGs?

e Should LPs be a separate legal entity e.g. CIC? — BNSSG
owned, VCSE managed legal entity to hold ICS monies to get
rid of non-recurrent funding issue

More staff are co-located

Longer term funding

Greater pooling of resources

Enable grants not contracts

Joint HR processes — recognise the challenge of having

different terms and conditions

Joined up IT — make information governance/data sharing

better for diverse partners

One It system across health and social care

Data sharing agreement

Could we bring in business expertise?

Set up a shared Comms resource (which VCSE can tap into

too?)

Central procurement unit for system?

e Effective ways of communicating top down/bottom up and
across organisations/geographies

e (Can we have a bank of policies and procedures that can ben

nuanced for different organisations

Systems
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Style

Fewer constraints would mean we could be more creative
Use interactive meetings style that enables everyone to
participate equally

People only have to tell their story once

Branding

Release greater financial control

Value each other and better understand one another’s skills
Facilitation to be inclusive, build mutual respect

Embody the values that all can adhere to

No assumptions! Remove the ego’s

Equitable and accessible costs e.g. room hire

Trust between partners

Value lived experience

Change in attitude to public money — not protectionist but
spending to have best impact/best value

Do people feel they need to justify- more outcome focus
Discuss by exception

Have creative forums for discussion not packed agendas
Deep dives

Work more efficiently

Meeting with agendas in the form of questions

Instil the ‘would you travel 100 miles for this meeting?’ test
Information sharing via webinars/videos

From scarcity to abundance model- who else can help with
this?

To be clear on who is doing what to avoid duplication
Share more- better cascade information

Mass duplication in different meetings- where is the value
add? What information is shared? What's the decision?
What's creative?

Staff

More career opportunities/development pathways across the
system — make it easy for people to move between
organisations

Do our workforce planning together — we all need more staff
but avoid ‘robbing Peter to pay Paul’

Best person for the job

More secondments across system

Equality, Diversity and Inclusion for all system partner
organisations

Value everyone — ensure everyone has clear objectives
Work together on recruitment and retention

Common induction programme for all staff so they
understand they are part of an ICS

Skills

Shared training passports

Shared training budgets

Greater emphasis on skills needed to build and maintain
good relationships e.g. communication, listening skills
Leadership Development — could be done across the system
Dementia training for everyone
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Project management skills

Set up a shared skills academy?

Co-design and co-production skills more important
How can we learn from each other?

What final thoughts do people have about what needs to change in the future of
Locality Partnerships?

Lack of engagement of decision-makers in this process

There need to be incentives for people to act differently

Need for clarity between HWBs and ICB

SEG have never experienced what it is like to work in localities — they should be here
There should be greater buy-in to this process from senior managers

Stop being so protective — put resource into the game

People need to better understand the jigsaw

People have invested a lot of time to this

Whatever happens —i.e. no change, LPs still need to change

Things that are hard usually aren’t right

We need the chance to embed LPs — people are exhausted from having to
continually prove their worth — this is an opportunity to upscale

After 2 consultations and a review in a year, just want the outcome to be clear and
resourced properly

LPs can do this — recognise the power of collaboration — if you get the right people in
the room.
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RESPONSES

Q1 Please let us know your name:

Answered: 15

Kevin Peltonen-Messenger

Sarah Weld
Sue Moss

peg

Sharron Norman
Carl Tams

Ruth Hughes
Sally Hogg
Karen Hathway
david porteous
William Klinkenberg
Kay Libby
Shruti Patel
Shanaz

Deanna Berry
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Q2 What is your role and organisation?

Answered: 15  Skipped: 0

RESPONSES

CEO @TCEF representing Healthwatch BNSSG

Director of Public Health, South Gloucestershire Council

Senior Public Health Specialist Bristol City Council

ebe - imhn

Chair, North & West Bristol Locality Partnership

Carers Support Centre

CEO One Care

Consultant in Public Health, Bristol City Council

salaried gp harbourside and ageing well clinical lead woodspring locality
gp fishponds family practice, clinical director FABB PCN

BIC PCN CD, GPCB member, Locality partnership board member
CEO, Age UK Bristol

GP Locality lead Woodspring

Pakistani Welfare Organisation

Locality Wellbeing Lead/EDI Program Manager/RSW-Sirona care & health
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Answered: 15  Skipped: 0

RESPONSES

This scenario leads to no positive outcomes for understanding our communities. It moves
us back to a CCG model of arms length commissioning and oversight.

For South Gloucestershire | think the loss of investment in dedicated ICB staff to facilitate
and lead our Locality Partnership would be a great shame, unless that is that roles were
created under a different banner. Our local area is committed to place based working at a LA
and neighbourhood level and | think we would look to continue to maintain that commitment
and way of working in new ways, likely through the Health and Wellbeing Board and Better
Care Fund mechanisms. This would require a review of governance and reporting and may
lead to further variation in approaches across BNSSG. It would certainly not be my preferred
option.

Pros: | guess there may be some cost savings however not necessarily as risks of project
duplication and work not as strategic. Cons: significant work that has taken place building
partnerships, relationships etc. would be lost.

a lack of ability to look at what individual localities need and how it differs. for example,
inner city east has a focus on the racially diverse population, and what that means for
mental and physical health.

It is the only structure in our system that truly listens and brings together health, care,
VCSE and the voices of our population. Localities are the link between the strategy and
neighbourhoods. They work at every level and understand what is required to deliver value
based healthcare. What a shame if this was lost. BNSSG will need another structure to
capture voices and co-produce pathways/developments. Localities challenge the norm and
the way things have always been done. If Localities are disbanded then who will challenge
and who will represent the population of BNSSG?

Frustrating. These are opportunities for us to pool resources, expertise and activities.
Not a feasible proposition

Con - 'Local' would be lost in the ICS system and the ability to form trusting relationships’
with the wider communities / population. They should be the ‘lynch pin' in health and care
integration to place.

i feel this would be a huge waste of investment and risk harming the collaborative
relationships that have been built over the last 5 years

would result in more central commissioning leading to it being less effective and less
localism in provision of services. established powerful statutory providers would gain more
power and resource and current set up would continue with its tendency to meet the needs
or providers before the need sof patients

Pros - Remove a layer in ICB management structure. Cons - sense of loss of local voice.
Gap in structure of ICB. We have high number of VSCOs in our LP - it would likely cause
loss of confidence, future commitment, sense of value. Loss of direct interplay between
local services. If we are moving towards INTs, are LP meetings then going to be more
essential?

Cons: - The ability to focus at a geographically local level into the broader needs of
communities in an area could be lost. When considering the needs of some disadvantaged
communities, this would be counter productive. - The people and orgs who are members of
a Locality Partnership, will potentially feel a disengagement with future structures if LPs are
disbanded so soon after being set up. - Existing good networks set up by the LP could be
destabilised and care should be taken to avoid this in that case. - Where local people have
been engaged in the work of the LP, there could be a loss of confidence in coproduction with
health/social care. Pros: - In areas with more than one Locality Partnership, disbanding
them would enable a stronger whole-system focus on issues that impact citizens across the
wider geographical area. - It would prevent a 'postcode lottery' approach to service
development and delivery. - This in turn would enable organisations that work across smaller
areas to better engage to support the health and care services. - It would ensure that there
is less chance of equalities groups (and people with protected characteristics) being omitted
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when health and social care services are being planned and commissioned. Some people
may identify with communities other than their geographical community, but cannot be sure
their needs will be picked up if they are in a minority in that locality. The Chinese community
for instance, is dispersed across BNSSG, but it is very unlikely that all locality partnerships
will focus equally on the needs of that community. It feels too much to ask that localities,
and (esp VCSE) orgs within them that work on a geographical patch basis should need to
become experts in the different needs of all members of their community. Not least when
there are specialist VCSE who could be engaged to support, but who are often not members
of the LP. - Conversely, it's very hard to get the input of specialist voluntary orgs focused on
communities of identity/interest into multiple locality partnerships, even when they are
invited - because they may have more than one LP to attend which is hard for even medium
sized orgs. - Could enable better representation from across the broader VCSE into support
for health and care services. - Less risk that someone elsewhere will start another initiative
that competes for the time and attention of VCSE orgs and more likely that there will be a
joined-up approach. More strategic.

Currently , no cons as no substantive streams to work on. It would be a shame to lose the
cross-organisational links that have had a lot of work put in to foster them

They never represented intersectionality and the people facing health inequality so it would
not make a difference to the community | represent and work with,

Loss of networking, collaboration, and information sharing. Disbandment will create gaps in
the system.
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Q4 Scenario Two: If Locality Partnerships were to be continue working
as they are, with no change in their governance, funding arrangements

10

11

or membership

Answered: 15  Skipped: 0

RESPONSES

The funding arrangements - ie valued staff time - is currently unworkable. It leaves no
capacity to cover sickness, no capacity to grow and learn and does not enable the current
workforce to delivery LPs as they could be. The system talks relentlessly about being
trauma informed, solution focussed and person centred. | wonder whether the structures we
have currently have meet those approaches to work?

Our Locality Partnership has great energy from the people that work in it but | worry that if
the recommendation from this review were simply to continue as is then its potential will not
be maximised.

Pros: Relationships maintained and some good work continues. Cons: | think there will still
be the feeling that decision making is taking place above Locality Partnership level and so
cannot be as responsive to the needs and wishes of the Community.

i think they're doing ok, but could do with increased funding in more deprived areas as had
happened before.

The possibilities for future development of health and care pathways will be lost. Localities
work on the prevention agenda, they are proactive yet also react to the environment that
they are working within. The opportunities to deliver at scale will be lost. Localities have
worked in the transformation and integration space for over 3 years and Localities now need
to be supported to deliver system-wide change. Many people have worked tirelessly to bring
Localities to life, if Localities are not supported to grow and the status quo remains then
there is the very real risk that apathy will set-in and good people will drift. This is less
palatable than making a conscious decision to disband.

| am content for now although relatively new.

My comments aren't really related to scenarios, but overall comments about LPs The LPs
currently work effectively, in partnership, with limited resources. | understand their
frustrations regarding funding, but everyone in health, social care and the VCSE could do
more with more money. | think it would help if we had a proper conversation about "place” in
BNSSG. LPs were formed by coalitions of the willing, not around natural communities,
existing structures, or with any evidence base to explain the boundaries. The link the
practices and PCNs is generally weak, with notable exceptions to that rule. Do we know if
the Localities are all at the right scale to deliver community-based change? It is interesting
that one of the options is about LPs commissioning services - commissioning is not the
way of the future but partnership and system working is. | think LPs need to consider how
they work alongside partners who work at different scales (either whole system or micro-
local) rather than trying to bend everyone to their scale. I'm still a strong believer in the
Population Intervention Triangle which balances civic, community and service interventions
to deliver place based change. | think LPs are here to stay so options 3 and 4 (which imply
they are of a temporary nature) aren't helpful.

The breadth and remit for the Locality Partnerships is not strong enough. They need to be
the conduit between vertical and horizontal integration - health and care integration in place,
demonstrating place based working and clearly embedded as members of the Health and
Wellbeing Boards.

this would allow collaboration to continue but hamper opportunities to develop new
innovative ways of working. the reduced staffing and investment in locality in the 2 years
has already had a significant negative impact on projects

a version option 1 would happen by default as local commissioning cant take place
effectively with inadequate resource as exists at the moment.

I am unclear on the funding arrangements. However for a long time it felt that the LP was a
structure without a purpose. However more recently they have been given responsibility and
funding around addressing health inequalities. If more services are coming our at a
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neighbourhood level the LPs will play an important part in overseeing how these are
integrated locally.

Cons: LP continues to miss a specialist focus on issues that impact citizens across the
wider geographical area and which will also impact on people in that LP area. - A potential
‘postcode lottery' approach to service development and delivery. - Continued lack of input
from VCSE working on a wider geographical footprint - Ongoing potential for equalities
groups (and people with protected characteristics) being omitted when health and social
care services are being planned and commissioned. - Local VCSE to that LP area need to
become experts in the different needs of all members of their community. - Continues to be
impossible for specialist voluntary orgs focused on communities of identity/interest to cover
meetings across multiple locality partnerships. - Lack of strategy - More than one initiative
focusing on the same challenge, but not linked up/talking to each other and with neither
having sufficient resources to do the work as well as if they collaborated. Pros: - Those
already engaged in the work of the LPs will have a sense of continuity after having built
relationships and discussions over a few years now.

Gradual increasing disengagement as nil substantive to work on

I would and do oppose the current governance and structure. It euro-centric and favours
large orgnisation who have the resource to attend their meeting. The communities facing the
most inequality will never be represented in this top-down system

We will continue the synergy, communication already created and maintained in its current
form.
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Q5 Scenario Three: If Locality Partnerships were to work on a new
substantial project which is supported by recurrent funding but evaluated
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14

after 12 months to agree next steps

Answered: 14  Skipped: 1

RESPONSES

This leaves the LPB's in a very similar position to where they are now. We need to build
sustainability into the LPPBs so they are able to deliver against the Healthier Together 2040
priorities

This would be a positive scenario so long as the requirement is not for endless time being
put in to a TOM or some similar NHS document for funding to be released. Would need to
be enabled by providing funding at an early stage, some broad outcomes for delivery and
the freedom to co-produce at a local level and just get on with it.

I'm not sure exactly what this would look like - | would like to be assured that decisions
about how the project was to be carried out could be made at Locality level and therefore
appropriate for the needs of the communities within the Locality. Cons: 12 months is
unlikely to be long enough to develop a project and evaluate it.

rotating every 12 months is often painful and difficult for service users.

All work should be constantly evaluated but that evaluation should not be any different to
any other work. This scenario is no different to the current situation of short-term funding
with promises to continue if proven to deliver. Localities work on the prevention agenda
which will take a far longer lead time to show improvement in a person's and a population's
health and wellbeing.

Excited

By the time the substantial project was embedded the 12 months will be over and evaluation
will be poor.

this would be positive and the recurrent funding would be beneficial and give partners
confidence to support a project. However thought and investment would need to be provided
for ongoing management of the project beyond 12 months and outcomes would be difficult
to evidence with such a short time frame

this is a better option but still suggests that there isn't faith in the ability for locality
partnerships and their more local commissioning can improve the current health care
provision landscape and add overall value.

As above. The LPs need a project/funding to work on together. Without this they lack teeth
and purpose. Like anything else they can then be evaluated after they have had the
opportunity to do something which up to now has been limited. 12 months does not feel a
long enough time but | appreciated this is how the NHS world works.

Cons: - LPs don't all have the same strategic aims or priorities, so choosing a new
substantial project would be very difficult. - Funding is scarce, how to ensure that the
project chosen is one that best meets the needs of most? - Still all the ‘cons' outlined above
in terms of keeping LP structure. Pros: Test and learn model, given recurrent funding to
enable a good trial and with early evaluation to prevent drift

This would be a good first step, but it is worth recognising that at least 2 years are needed
to really show beginning of outcome

This should work to understand their health data and the communities they serve. | would
value short term projects if they incorporated the right people. Length of time is irrelevant if
the wrong people on LP boards are making wrong decisions for health.

We will miss out on opportunities to expand on partnerships already in existence. As long
as the partnerships are appropriate and sustainable we can try this, but no guarantee it will
work.
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Q6 Scenario Four: If Locality Partnerships were to work on a new
substantial project as proof of concept for 3-5 years supported by
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funding and resource

Answered: 14  Skipped: 1

RESPONSES
Similar to above

This would be an even more positive scenario. Longer term funding would provide more
confidence in partners and allow ideas to be fully developed and taken forward. This again
comes with the caveat that it is positive so long as the requirement is not for endless time
being put in to a TOM or some similar NHS document. Would need to be enabled by
providing funding at an early stage, some broad outcomes for delivery and the freedom to
co-produce at a local level and just get on with it.

Pros: 3-5 years is a sufficient amount of time to develop and evaluate a project. Cons:
Having only one project may limit the number of people engaged with LP work as it could be
quite 'specialist’ currently a range of projects brings in a wide range of partners.

i think this sounds usefl and supportive for localities.

I would want clarity on this scenario. It could be argued that Localities have been supported
over the last 3-5 years with funding and resource, but neither have been at the level to
enable Localities to achieve their potential.

I'd want to be involved

This scenario provides Locality Partnerships with an excellent opportunity to prove their long
term benefit, and would be a good option.

This would be more likely to work as outcomes could be evidenced and the project
adequately developed

this is better still but it still assuming that current commissioning arrangements are working
well and meeting needs of local people. and delivering on things like addressing health
inequalities. so if this approach gets used maybe at the same time a trial could be done
where the standard central commissioning approach is used to do a similar project and
outcomes measured on how each approach fared

I think this would be my preference.. there is an amazing level of skill and knowledge on the
ICE LP. This needs to be put to use to drive change locally.

Cons: - LPs don't all have the same strategic aims or priorities, so choosing a new
substantial project would be very difficult. - Still all the cons outlined above in terms of
keeping the LP structure. - Locked into project for 3-5 years even if it proved that the LP
structure itself was holding things back or detrimental in some way.

This would be a great step in a cash-restricted environment

They would have to incorporate the South Asian community. We are the largest community
across BNGGS but have very poor advocacy. Proof of concept will still miss South Asian
community. These question are irrelevant to our health and wellbeing

This could work as along as there is room for sustainable growth and their is space provided
to change process where needed to enhance projects.
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Q7 Scenario Five: If Locality Partnerships were to be given additional
investment of recurrent funding and resources to enable them to
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commission and/or deliver services’

Answered: 14  Skipped: 1

RESPONSES

I think the term 'additional investment' is a misnomer. Could we start from shared position
that the current levels of finance and investment allocated to the Localities is inadequate.
Scenario 5 is merely suggesting that the correct level of value and finance is allocated to
this placed based approach - the only collaborative placed based approach across the
system. If we start from this position, it becomes clearer that recurrent funding and the
development of services and supporting their delivery could be a key function.

This would again be a positive scenario - recurrent funding and resources to commission
and/or deliver services would need to come with clear outcomes and reporting mechanisms
together with opportunities for BNSSG shared learning, and oversight so that variation in
services and outcomes are based on community need rather than differences in quality of
delivery.

Pros: Locality Partnerships have a deeper understanding of the area/ communities with
which they are working and trusting them to work out what's best brings commitment and
engagement with projects. Cons: Could be slightly more labour intensive from an
administrative point of view - but only marginally and | think the benefits would outweigh the
costs.

yes absolutely. we could really do with this.

LPs should be a mechanism to deliver proactive and preventative care across all partners.
The role of commissioning and/or delivering services needs to be clear otherwise Localities
remain in the unenviable position of system partners expectations outweighing ability to
deliver. Clarity around roles, accountabilities and responsibilities is required from the outset,
particularly as service development/pilots move to business as usual. Locality Partnerships
are not a provider but they can bring providers together with communities, VCSE and the
population to ensure service development does meet the needs of the population.

as above

| think this puts the Locality Partnership in a vulnerable position with the rest of the system,
as they may (although not likely) choose to focus on services that are not considered
priority or relevant to the system.

This would be the ideal outcome as long as investment in locality management and support
was also increased back to previous levels .It would allow the work done by localitys over
the last 5 years to continue and for localitys to continue to develop and mature as
previously planned to allow the subsidiarity, collaboration and mutual accountability for
service provision at a local level that was the vision for locality partnership when they were
established

this is my preference but there would need to be gradual handover of relevant activity and
even then a substantial part of commissioning would need to be done centrally

| am not sure we are at the stage of maturity where LPs can be given carte blanche. If they
are to continue they need to be tested. They also need to fit in with the future labour NHS
strategy which is not going to be published until April next years. Perhaps we should be
waiting for that before making significant decisions on LP boards in our patch.

All cons of answer to Q4 above apply here, only amplified further.
This was always the vision, but i don't see it as realistic in the current environment

They will still give the funding to white organising who look like them. And this should be
coming to a variety of inequality-led organisation. Usually the health system work with the
same organisation and expect them to reach all minority groups.

This could work as well if there is enough data to support that additional investments are
required and that the delivery service is sustainable and beneficial to the community and
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service users.
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Q8 The stated principles of BNSSG'’s Healthier Together strategy
are:Individuals at the Centre, Subsidiarity, Collaboration, Mutual
Accountability and Equality, and Transparency.In order to ensure that
integrated care becomes a reality, and BNSSG has a culture which is
true to these values, what one practical action would you recommend

10

11
12

13

that the System should take?

Answered: 13 Skipped: 2

RESPONSES

Many groups dont have representation from specific community groups. | would like the
system to work more closely with Healthwatch and support us to develop our approach to
engaging people and developing insight pathways rather than duplicating effort in this area
of work. This may allow for more people to be based at the centre of integrated care.

Have a collective debate/discussion and conclusive report about what this means. Consider
carefully definitions of place based working - we all have different ones and recognise the
need for neighbourhood as well as locality level working. If | could have a second wish then
it would be further resource, accountability and commitment to working with primary care at
a locality and partnership level through Locality Partnerships. | think there's huge potential
for developing the role of Practices and PCNs as well as community pharmacy and other
services further in delivery of holistic and preventative care that focuses on reducing
inequality.

Trust Locality Partnerships to make funding and resource decisions

allocating different amounts of funding to different localities based on the needs of the
individuals in the populations. more funding where there are higher levels of difficulties.

Ensure there is a proactive and preventative arm to all pathway developments within the
health and care space.

Involve more care users

Adopt option 4. it is important that Locality Partnerships are embedded in ‘local’ to ensure
that the core determinants of health and wellbeing are always considered.

coproduction. have patient / lived experience reps and other local stakeholders at the heart
of decision making committees where commissioning decisions are made. this can also be
applied to the trusts

bloody hell.. what a question. This is the sort of thing you should be asking the CEOs. It is
impossible to answer this question with one thing. No one thing can achieve all of the
above. | think for me the focus will need to be on prevention and sustainability. By this |
mean fostering a healthy city.

Partners in the system need to learn from each other. There is little sign that health services
in particular, have learned much about the VCSE and how to work well with it in partnership.
Commissioning has been fragmented across ICB and LPs and has been lacking in strategic
insight. | guess one practical action would be to go back to where we started and check
progress to date properly, learning from our mistakes together. Big programmes set up and
disbanded with no reflection or learning.

Try Scenario 4

The LP are giving funding to placed based organisations who work them most closely - as a
reward for participating. This is undemocratic. We need LP heads to be truly independent
and not have 'skin in the game' otherwise the system is upholding inequality

That whatever the outcome that progress be sustainable, inclusive, and prioritize
collaborative working culture.
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Q9 What final thoughts would you like to share about what needs to
change in the future of Locality Partnerships?

10

11

Answered: 11  Skipped: 4

RESPONSES

It seems that we currently have a system where a great deal of narrative and discussion is
based around the Locality Partnerships. There are lots of good intentions and many positive
things said about them. It seems that when it comes to placing them in a position to make
long term decisions, those good intentions dont materialise. It feels like there are positive
discussions about the LPs and their achievements, but the constant shift in focus,
challenges and reallocations of finances and the overriding of a number of LPs decisions
leave the Partnerships in a constant state of flux, never really knowing if the decisions
made are final or not. We need to develop a clearer governance system that places
Localities where they aught to be within the broader decision making groups that exist.

Really pleased that this review is happening. My hope is that whatever the
recommendations are that we are able to follow through to deliver them. The existential
crises that Locality Partnerships have had over the last few years have been time
consuming and challenging and detrimental the great work that has and could be done.

I think the balance needs to shift a little - often majority of attendees are from traditional
'Health' organisations - more encouragement of representation from social care etc. and
consideration of the wider determinants of health.

If Locality Partnerships are disbanded then be clear about what opportunities BNSSG
system will lose. Working in Localities feels less like the jewel in the crown and more like
the pocket-money purchase. Trust in what you have and don't chase the next 'shiny’
development without understanding the impact of what you will lose. Be brave.

These are practical valid meetings for me. | look forward to them and getting a wider view of
H&SC.

A decision on leadership and management - without these it will be impossible to prove the
concept.

the latest plan to defund them and make everything more central has resulted in less local
decision making which goes against the direction of travel of how commissioning is
supposed to happen in the nhs. this decision needs to be overturned and the power and
influence of localities brought back

Other than what | have repeated above.. | am naive to the structural layers required in an
ICB, however there needs to be a space where local voices can feed into an 'integrated'
system otherwise it will not really be integrated and will lose the will and support of the
services it is trying to manage/manipulate/utilise/etc/etc/etc

They need to be more connected to work taking place at a citywide or ICB-wide level.

Desperate need for diversity of voices- a the moment its largely white able bodied people
who don't even live in the geographic area. We need people who live in the communities and
have knowledge and who are objective, i.e not people the health system is likely to
commission. At the moment they seem to be listening to Wesport, Sari and place based
organisation and only one Black led origination (Cafi health). Surely BNSSG voluntary
sector is made up of more then these usual suspects. We loose trust in such systems
through their way of working

More inclusive working, collaboration, and meaningful partnerships and less duplication of
services throughout different organizations and programs. We need to create the true
meaning of health hubs which embodies a one stop shop (accessible location) that focuses
on personalized care, multi-agency collaborative services in one common space to break
down barriers to accessing appropriate and priority healthcare services.
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BNSSG Locality Partnership Review 2024 PCN Clinical Directors Engagement Survey

Q1 What do you think are the main achievements of the Locality
Partnerships to date?

Answered: 9  Skipped: 0

RESPONSES DATE
Closer working with community partners in immediate vecinity to PCN. 11/5/2024 12:03 PM
The development of relationships with the voluntary sector and hearing from different 11/5/2024 11:14 AM

communities and their bespoke needs in a collaborative way. Essentially always good to get
all of those representatives in the room together. Gives everyone a greater understanding of
who actually makes up a Locality.

A modest improvement to mental health services. Successful prevention pilot which is 11/5/2024 9:43 AM
being rolled out to other PCN's.

Good regular comms from the locality newsletter 11/5/2024 9:40 AM

some good projects including COPd/diabetes projects tho often with little warning and 10/30/2024 1:21 PM
sometimes overlaps with other areas

To provide a cohesive approach to care across the locality 10/30/2024 12:20 PM

I think | answered these questions when interviewed. Fantastic group of statuatory and local ~ 10/29/2024 12:09 PM
organisation representation that | have never experienced before. Have only just started to

be given increasing responsibility for decision making around pots of funding. Good process

around TOR. Project work has been fruitful and bonded reps up to now.

Working together on important issues, networking, sharing learning 10/24/2024 6:30 PM

| find it hard to assess this, it is not particularly visible to GP practices, there seems to be a  10/2/2024 2:01 PM
lot of plans formed and not sure whether they have achieved. | love the idea of joining

forces and working together but am so frustrated at the poor clarity around funding and

leadership, change in emphasis and short term funding. They are either important to the

future work or not but it feels like they have swallowed up several years of time and have

little to show for it?? | might be just ignorant of where there has been progress. | just don't

see it in my GP view
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could be built upon?

Answered: 9  Skipped: 0

RESPONSES

Awareness of local work ongoing to avoid duplication. Working together collaboratively
including with service users to design appropriate services to meet local needs

Again, those relationships are the starting point to services then being developed
Community of GP's within the area. Ability to effect local changes

Good relationships between partners

relationships with other organisations

Being able to discuss needs of the population and share ideas across the PCNs within the
locality

Multidiscp skills and experience.
Sharing good ideas and knowledge

building relationships and reducing duplication, joining forces, breaking down barriers.
Finding joint commitment for areas of common interest and working to support each others
aims
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Q3 What do you think are the key challenges of Locality Partnerships

that need to be overcome?

Answered: 8  Skipped: 1

RESPONSES DATE

The time it takes to build these relationships and sometimes the time it takes to get 11/5/2024 12:03 PM
projects of the ground.

Poor funding 11/5/2024 11:14 AM
Lack of funding, short-term budgets, too many pilots, too much talk and not enough walk. 11/5/2024 9:43 AM
Getting the various partners to truly work together, including the third sector 11/5/2024 9:40 AM
now we have PCNs less clear of what the role of another 'sized' group is 10/30/2024 1:21 PM

Their place and status. Either use them or lose them. No point continuing with them unless 10/29/2024 12:09 PM
they are given more distinct role and responsibility.

People being too busy within their own surgeries to have the head space to engage 10/24/2024 6:30 PM

muddled leadership from the centre continually changing and cutting funding, lack of clear 10/2/2024 2:01 PM
purpose, indecision on how any work is really funded - ridiculous timescales have
undermined people and we have seen good people burnt at the expectations from the centre
asking for things that dont make sense and effectively wasting months of time writing
documents that just dont change anything. The control/non control, directive/non-directive
merry go round has made me want to distance myself from this. If there is clear purpose
with sufficiently long term investment to make the very complicated and time consuming
change with support from real change managers and improvement teams with the skills
needed and not a "one man and his dog" approach which ahs been so unfair to the poor
managers/administrators of the attempts to build the work streams. | have seen so many
good people in tears through this and so many frustrated and increasing apathy building that
one of teh main probelms now is that what seemed like a brilliant idea has withered and
dithered and reinventing it again comes with a lot of baggage from people like me who
wonder if giving any more time to this is actually going to make any difference. Change
management over an a large area is continually underestimated and the goals set need to
be realistic if we really want changes to happen
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Q4 What impact has membership of Locality Partnerships made to the
delivery of General Practice?

Answered: 8  Skipped: 1

RESPONSES DATE

Shifted our headspace away from reactive day to day clinical work to more proactive 11/5/2024 12:03 PM
partnership working

Hard to say but | am not sure it has made very much change to the delivery at a patient 11/5/2024 11:14 AM
facing level.

Relatively little. 11/5/2024 9:43 AM
Not sure 11/5/2024 9:40 AM
useful to share ideas, discuss projects with other PCN directors, have been able to co- 10/30/2024 12:20 PM
ordinate projects at locality rather than PCN level

None 10/29/2024 12:09 PM
Unsure 10/24/2024 6:30 PM

I think pretty much zero. The MINT teams possibly might be a tangible thing but even that 10/2/2024 2:01 PM
is questionable at times and are yet to prove themselves?
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Q5 How effective is the interface between PCNs and Locality
Partnerships? What do you think it should be?

o o b~ W

~

Answered: 9  Skipped: 0

RESPONSES
Good currently, the locality meetings are attended by all 3 PCN CD's in South Bristol locality

CD's obviously feed in and contribute to Partnership Board and this seems to work OK -
definitely allows both primary care and VCSE to understand what each other can offer.

Has worsened over the past two years. Not clear why Locality partnership exists anymore.
Not clear and | think this needs improvement
Not much involvement at partnership level but we do get feedback at locality meetings

effective, regular meetings in place, it would be helpful continue these with allocated funding
going forward

Good representation on the LP board.
Good, continue to liaise via meetings and emails

I think this is particularly poor in our area. | was hoping that the locality partnerships would
be closely linked to PCNs and we could avoid duplication but the reality is that there is a
void and disconnect and we have found direct working with our partners independently from
the partnership much more fruitful and meaningful. It is a real missed opportunity
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Q6 What would you like to be different in the future about the role of
Locality Partnerships within BNSSG?

Answered: 6  Skipped: 3

RESPONSES DATE

Maybe clearer objectives as to what they are trying to achieve and clearer funding for those 11/5/2024 11:14 AM
objectives.

Remove them, direct funding used towards practices directly or to fund GPCB which has 11/5/2024 9:43 AM
been much more effective.

Clear targets and delivery models 11/5/2024 9:40 AM
as above - either they are given more responsibility and decision making functions or they 10/29/2024 12:09 PM

need to be dissolved. If they are lost then something needs to be put in place to ensure the
VSCO continue to have a place to be heard and represented.

If sufficient funding, we could take on group projects 10/24/2024 6:30 PM

Clear goals set, tangible impact felt, secure and reliable funding with a commitment to at 10/2/2024 2:01 PM
least 3-5years otherwise we should just stop, solution to how general practice is both

represented and representative and the conundrum of practice representation vs PCN

representation is improved and is relevant. This feels like such a sensible progression but |

am overwhelmingly disappointed in how those employed to try and lead this have been

treated and left high and dry and the changing ICB/CCG leadership has kept changing its
direction/demands/financial support
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Q7 Any other feedback/comments?

Answered: 1 Skipped: 8

RESPONSES DATE
No 11/5/2024 9:40 AM

717
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The development and implementation of the BNSSG ICP Maturity Matrix





Date: 15th February 2021


Author: Ruth Thomas, Head of Locality, South Gloucestershire





1. Context:


1.1	The six Localities in BNSSG have been working on developing their integrated partnerships via the locality development programme, working towards becoming Integrated Care Partnerships (ICPs) from April 2021. In tandem, the Community Mental Health Framework provides the opportunity for the first ICP contract, aligned with this timescale. 


1.2	The ICP Discovery Programme has brought together senior system leaders from across BNSSG Healthier Together to explore the journey towards becoming ICPs, including providing examples of global good practice. The Programme is working towards providing an options appraisal of different potential models to support the ICPs in each determining how they best integrate and provide care.


1.3	It was agreed to develop an ICP Maturity Matrix to support the six integrated localities in their ICP readiness. The Maturity Matrix will:


· Enable the ICPs to assess where they are on the Matrix as a baseline


· Support the ICPs with planning their capacity and capability requirements in order to progress across the key Domain requirements


· Set out the interplay between ICP and System (ICS) enablers


· Support the identification of key ‘products’, and at which level they are best produced (ICP or System)


· Provide a tool for commissioners to check progress towards developing ICPs


· Create a shared understanding, both in ICPs and across ICPs, of areas of development and strengths, and act as a tool to support peer to peer learning and review


1.4	The group tasked with developing the ICP maturity matrix consists of CCG and Healthier Together leads on the key Domains. Work is underway to develop more detailed Project Initiation Documents (PIDs) on these areas, reporting into the ICP Programme Board.


1.5	The ICP Maturity Matrix (Appendix A) represents six domains. It sets out different stages of development: Foundation, Shadow and Mature, and asks respondents to assess their ICP against these levels of maturity. This will be supported by an evidence checklist, as well as the development of a system-wide ‘product register’ for those items that can be provided once at system-level.


1.6 	The ICP Maturity matrix in itself does not relate to a specific contract or commissioning opportunity - it aims to support ICPs in their ability to ‘load-bear’ contracts. 





2. Mobilising the ICP Maturity Matrix


2.1	The ICP Maturity Matrix will evolve over the coming weeks. As an initial step Localities are asked to familiarise themselves with the Matrix and to discuss where they would place themselves against the Domains. This will enable a programme management approach to how resource is prioritised and mobilised, and enable Localities to articulate the System support and expertise required. 


2.2	Localities will feed back into the ICP Oversight Group, and linkages between ICPs will be explored, including the possibility of peer to peer review to support development. 


2.3	As the ICP Maturity Matrix develops, the CCG will provide further detail on timelines associated with development, and how the Matrix supports commissioner assurance on the readiness of ICPs to hold contracts for services.






Annex 1


Maturity Assessment Framework for ICP Development in Bristol, North Somerset and South Gloucestershire





February 2021


Overview and Purpose





The ICP Maturity Matrix is a tool to support the six integrated localities in their ICP readiness. It will provide a shared understanding of progress to date, areas of focus, and of achievement and challenge. 


The ICP Maturity Matric focusses on five domains across three stages of progression: Foundation, Shadow and Mature:





			1


			Leadership and Accountability





			2


			Working with People and Communities





			3


			Population Health and Inequality





			4


			Integrated Model of Care





			5


			Infrastructure and Resource (workforce, finance, digital, estate)











The ICP Maturity Matrix recognises that each ICP will develop differently in response to its local population. It enables this flex by articulating the core elements that should be in place without being prescriptive about set end-points. It also recognises the enabling role the System must play, and sets out the inter-dependencies between ICP and System development. 





How to use the ICP Maturity Matrix





Each Locality is requested to review the Matrix and agree its baseline position against the five Domains. 


In tandem, CCG Domain Leads are developing plans to further support the ICPs in understanding and setting out their development timeline. The CCG Heads of Locality and their teams will support the ICPs in next steps.


As this work matures, a System Product Register will be developed for those areas where we need to do things once system-wide, to ensure that we work smartly in partnership as system colleagues. 


The CCG will arrange check-in meetings with Localities to discuss priority areas of focus and resource requirements, including specialist support needs and training on more technical areas. 
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Domain  ICP/Systems Foundation X Shadow X Mature X



The ICP is developing its vision. It has invested 



time and resources in building strong trusting 



collaborative relationships between members. 



It has collaboratively agreed the culture and 



behaviours it commits to modelling (co-



creation) 



The ICP leaders and decision-makers have a shared 



vision aiming for the same goals which dock in to the 



System (ICS) vision and goals. It can clearly articulate 



its shared Sense of Purpose, Aims and Objectives.  



Steady progress is being made that is visible to 



stakeholders and staff within the Locality 



The ICP has a  structure in place. The Board is jointly 



accountable for delivering population outcomes 



and directing resources to deliver those outcomes



The leadership of the ICP is visible. Leaders 



understand the expectations of their role and 



support one another. A broad alliance of Place 



partners is engaged beyond traditional health 



and social care services



The ICP has a clear leadership structure in 



place. It has governance arrangements for 



decision-making that support meaningful 



integrated working, underpinned by  



Collaborative Agreement or MoU



The leadership structure has matured and clinical and 



service integration in key areas is underway. The 



options for organisational integration have been 



reviewed and agreed to underpin collaboration in 



these key areas. As signed MoU is in place



Clinical and Service integration across relevant 



areas is in train, and there is a track record of 



delivery. The organisational form is implemented 



(which could be a 'loose' collaboration agreement 



to more formal integration). Governance is 



transparent, and mechanisms hold members to 



account.



ICP partners have an understanding of the 



regulatory regimes they are each mandated to 



work within, and associated constraints and 



opportunities 



ICP partners are clear on relevant clinical and 



regulatory governance of its members and have taken 



this into account when planning service delivery 



The ICP has linked with the Health & Wellbeing 



Board to understand one another's' aims and 



objectives, and to invite closer working 



Democratic leadership is engaged in the ICP through 



the Health & Wellbeing Board as well as through 



Executive leadership



The Health & Wellbeing Board is engaged in 



decision-making at key points and inputs into 



strategic direction, including through the Joint 



Strategic Needs Assessment and the Joint Health & 



Wellbeing Strategy. Democratic oversight is 



leveraged through the Health Overview and 



Scrutiny Committee



Locality / ICP OD programmes are available and 



open to ICP members. PCN development and 



ICP development programmes work to 



enhance one another



An Options Appraisal for governance and decision-



making models is available 



The System has explored the principle of 



subsidiarity in order to ensure decisions can be 



made as close to local communities as possible



The System has defined and applied the principle of 



subsidiarity in key defined areas 



The System has defined applied the principle of 



subsidiarity at scale



ICP



System



Leadership & 



Accountability
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The ICP is aware of and is utilising existing 



community engagement mechanisms and fora 



across its partner organisations. It has made 



links with HealthWatch which it works with to 



gain service user insights



The ICP has developed strong, sustainable 



relationships with a number of key community 



partners, and has identified where there are gaps to 



be addressed



The ICP has a strong and sustainable engagement 



ecosystem it can draw on which reflects the needs 



of the population served



The ICP is exploring different approaches to 



engagement with the population it serves and 



how to embed these as it develops



The ICP can demonstrate a number of examples 



where engagement has taken place according to the 



key principles of the working with people and 



communities charter



The ICP has a systematic approach to ensuring that 



consultation, coproduction and prototyping of 



interventions is standard practice



The ICP is aware of the need to demonstrate 



how engagement with the population has 



informed decision making 



The ICP can demonstrate a number of examples 



where engagement with the population served has 



directly led to the implementation or adaptation of 



common working practice



The ICP has a cycle of activity where activity 



outcomes are routinely measured against what is 



known to be critical by the population served



To provide support with the tools and 



techniques to deliver meaningful engagement, 



and to articulate key principles of engagement. 



It is utilising BNSSG CCG's work with people 



and communities charter



work with people and communities charter



The system has commissioned Locality Lead 



Partner Organisations to support VSCE 



engagement in ICPs



Working with people and 



communities



ICP  



System
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The ICP is delivering existing Locality plans, 



and has a track record of integrated project 



delivery.



The ICP is delivering integrated preventative, 



personalised, proactive models of care in the 



community for specific commissioned programmes / 



populations. 



The ICP is wholly responsible for the delivery of 



integrated preventative, personalised, proactive 



models of care for the whole population, with 



delegated resources and local commissioning 



arrangements in place, where appropriate



Prevention: the broad range of Partners the 



ICP  has engaged supports a whole-person 



view of care, and the ICP is baselining and 



planning its 'wellbeing offer', building on 



assets and services that are in place



Prevention: the ICP is implementing its wellbeing 



offer, linking up existing assets and services and 



jointly planning their development. PCN Additional 



Roles such as social prescribers, recovery navigators 



and health and wellbeing coaches are embedded in 



locality networks and populations are supported at 



Neighbourhood level, with good access to care, 



support and advice.



Prevention: the ICP 'wellbeing offer' is well-



developed, fully operational and 'live', with 



resources understood well between frontline staff 



on the ground who link together to provide holistic 



care around the needs of patients. The whole is 



greater than the sum of the individual parts. 



Personalised care: The ICP has identified how 



it will implement personalised care and 



planning across  its services and workforce 



with training requirements identified



The ICP is delivering the core components of 



personalised care for specific populations and able to 



document for people what matters to them, use it to 



address their needs and to monitor the impact of this 



on individuals



The ICP has a culture of delivering personalised 



care that is evaluated and demonstrates impact on 



individuals' wellbeing wherever they encounter 



services



Personalised and proactive: The ICP 



understands its distinct population using tools 



such as PHM, community engagement and 



insight and soft intelligence from partners. The 



ICP is working to stratify the population into 



cohorts in order to tailor services to need.  



Personalised: The ICP is designing interventions 



around key cohorts, for example complex and high 



users of services, and is testing delivery of these and 



monitoring / measuring impact. 



Personalised: The operating model of the ICP 



systematically identifies key cohorts and is putting 



in place proactive models of support  to prevent 



deterioration and promote recovery, supported by 



an ongoing feedback and improvement loop



Proactive: The ICP is identifying unmet need, for 



example patients with multiple conditions and co-



morbidities who are not known to services and who 



are at risk of becoming complex, and to test 



interventions with these groups



Proactive: The operating model of the ICP 



systematically identifies cohorts with unmet need 



and is putting in place proactive models of support  



to prevent deterioration and promote recovery



As part of the development of its operating 



plan, the ICP is working through the 



relationship it wants and needs to have with 



communities. It is engaging with community 



leaders around what meaningful co-production 



looks like, and is considering how this 



relationship will evolve 



Co-production with local neighbourhoods and 



communities is active and ongoing in key areas. As 



trust between the ICP and communities grows, tools 



such as social contracts are explored collectively, 



which set out the mutual benefits of a closer 



relationship



Co-production with local neighbourhoods and 



communities is embedded as part of the operating 



model. The relationship is open, transparent and 



respectful, and is set out in an agreed form.



Coordinated approach to training to support 



delivery of personalised care



Best practice pathways for key cohorts / 



specifications / standards



Commissioning Framework to secure specialist 



commissioning support / resource into ICPs to 



support a proactive model



ICP



System



Integrated Model of Care






image5.emf


Domain  ICP/Systems Foundation X Shadow X Mature X



The ICP is using readily available population 



data, such as the JSNA, to understand 



population need and to inform its work 



programme.



The ICP is using a Population Health Management 



approach to target priority patient cohorts and design 



pilot interventions with partners.



The ICP is using a Population Health Management 



approach, using the Linked Dataset from all system 



partners, as standard practice for continuous 



service improvement, business planning and 



evaluation.



The ICP is using a limited data source and 



second hand analysis to support Population 



Health Management.



The ICP has an ad-hoc arrangement with analysts to 



support pilot interventions, some of which focus on 



proactive and anticipatory care.



The ICP has an operating model in place between 



analytical teams and PCNs to provide responsive, 



actionable insight to inform proactive and 



anticipatory care.



The ICP is considering actual and potential 



inequalities in access and outcomes, and is 



working on how to embed addressing them in 



its planning processes



The ICP is identifying actual and potential 



inequalities for specific commissioned programmes / 



populations and it is routinely addressing these in all 



aspects of service planning and provision 



The ICP is identifying actual and potential 



inequalities for its population and it is routinely 



addressing these in all aspects of service planning 



and provision



The ICS Population Outcomes Framework and 



gap analysis



Core BNSSG prevention strategies 



PHM data and support to segment 



Equity audit training 



Population Health and 



Inequality



System



 ICP
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Domain  ICP/Systems Foundation X Shadow X Mature X



Workforce planning The ICP understands the 



types of staff that will be required in the 



future, and how that is different to the current 



workforce, and is working with the wider 



system to align assumptions and approaches to 



underpin workforce planning. 



Workforce Planning There is an outline workforce 



plan which describes the type of workforce for the 



future, including new roles and extended roles that 



will be developed.  There is an understanding of any 



gaps between workforce supply and demand, and 



there is work with the wider system to address this.



Workforce Planning There is a Workforce Plan 



which all partners have contributed to, and which is 



agreed with all partners, and this forms the basis of 



recruitment, training and development and is 



linked with the wider system plan 



Workforce Integration The ICP has an 



understanding of the workforce  challenges 



and opportunities across its membership. It is 



actively looking at better join-up and 



integration to address challenges. Work has 



commenced on the most appropriate 



workforce deployment model, for example, 



MOU, host employer, shared posts etc.



Workforce Integration The ICP has agreed areas they 



will work jointly on and is beginning to collaborate on 



more standardised roles.  There are plans for greater 



standardisation to enable mutual support.  There is 



active sharing and partnership working. There is a 



workforce employment model agreed and 



implementation has commenced. 



Workforce Integration The ICP has put in place 



common roles across to enable sharing in 



partnership working. There are a number of roles 



where there are common job descriptions and 



consistency of pay rates.  There is an appropriate 



workforce model agreed to enable staff to work 



across partners which has been agreed across all 



partners and which is being actively used and there 



is a culture of mutual support and collaborative 



working which supports working across the ICP. 



Workforce Integration. The workforce of the ICP 



works across the system as a integrated whole. 



Training and Development  An initial training 



needs assessment linked to the workforce plan 



and workforce challenges has been 



undertaken. 



Training and Development There is a training needs 



assessment for collaborative training needs, and 



some joint training programmes are in place for 



relevant areas which link with the system plans. 



Training and Development There is collaboration 



across the ICP to ensure joint training and 



development, linked to the system wide 



frameworks and models, which support retention, 



career development and new roles.  



Local employment opportunities The ICP 



engages with the local community to advertise 



and promote employment opportunities for 



the local population with an awareness of 



diversity and inclusion in recruitment 



processes.



Local employment opportunities The ICP actively 



engages with the local community, particularly for 



entry level roles,  targeting the unemployed, NEETs, 



and aiming to promote diversity and inclusion.



Local employment opportunities The workforce 



reflects the community it serves, it provides 



employment and career development 



opportunities to local people, and provides an 



anchor for the community, as a gateway into 



employment through voluntary and paid work 



opportunities. There is work with local schools and 



colleges through T Levels and apprenticeships to 



enable pathways into health and care, and there 



are development opportunities which include work 



experience within and across all partners.



Workforce planning The system is working 



with the ICP   to align assumptions and 



approaches to underpin workforce planning. 



Workforce Planning The system is working with the 



ICP as part of an overall plan to address gaps between 



supply and demand.



Workforce Planning The system workforce plan 



takes account of the ICP workforce plan, and 



supports plans to address gaps as an integrated 



approach to workforce planning 



Workforce Integration The system collaborates 



with the ICP to support work on integration. 



Workforce Integration The system shares models and 



approaches that are used to support integration.  



Workforce Integration The workforce of the system 



works across the ICP as a integrated whole. 



Training and Development  The Learning 



Academy for the system includes 



representation from the ICP and works with 



them to help identify training and 



development needs.



Training and Development The Learning Academy for 



the system works with the ICP to help address 



training and development needs. 



Training and Development There is an integration 



of approaches of the system in terms of 



apprenticeships, career pathways and 



development opportunities which incorporate the 



needs of the ICP 



Local employment opportunities There is joint 



working with the ICP on existing work with 



schools and colleges. 



Local employment opportunities The system 



collaborates with the ICP through the Employer Value 



Proposition for the system to help target and support 



the local community. 



Local employment opportunities The system shares 



tools and pathways with the ICP to support the 



attraction and retention of the local workforce. 



ICP 



Workforce



System 
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ICP partners have shared their financial 



positions in an open and transparent manner. 



It is identifying the resources available that 



could be used jointly to achieve the collective 



aims



There is a clear understanding of resources deployed 



(Costs, Workforce, Estate and IT Assets, Contracts & 



Licenses, Liabilities) against discreet priority areas, 



and an agreement around shared financial 



accountability has been reached



There is a clear understanding of resources 



deployed (Costs, Workforce, Estate and IT Assets, 



Contracts & Licenses, Liabilities), and an agreement 



around shared financial accountability has been 



reached



Initial risks and opportunities recorded and 



quantified



Key financial risks and opportunities continue to be 



identified, with the CCG assisting to resolve ongoing 



issues and disputes



Opportunities have materialised into practice, risks 



have been mitigated and a risk share basis is 



operational.  Issues and disputes are resolved by 



ICPs independently



Desired population outcomes identified and 



quantified, agreed, monitored and weighted.  Linked 



to incentive payments.



Pooled budgets / payments are operational to 



ensure alignment against population outcomes. 



Incentive payments are applied.



Budget info / service line info (minimum last 



2yrs outturn and next 3yrs budget) - visibility



Commissioning approach -devolved budgets across 



key areas



Devolved budgets, contract lengths sufficient to 



enable a focus on prevention and outcomes 



CCG support aligning NHSE & ICS 



Transformation Revenue and Capital to ICP 



priorities



CCG sponsor NHSE & ICS Transformation Revenue and 



Capital bids on behalf of ICP priorities



ICPs directly allocated NHSE & ICS Transformation 



Revenue and Capital 



System 



Finance



ICP
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Domain  ICP/Systems Foundation X Shadow X Mature X



Information sharing and governance: ICP 



members share patient data and information 



in an open way, compatible with IG 



requirements.



ICP members have aligned with system-wide data 



sharing agreements and have a clear plan for data 



sharing, which is compatible with IG requirements.



ICP have aligned with system wide data sharing 



agreements and are actively sharing data between 



partners in a way that is compatible with IG 



requirements and has a direct benefit on patient 



care



Digital requirements and solution 



development: The ICP's priority digital 



requirements are used to commission digital 



solutions that support emerging ICP pathways 



and models of care



Digital requirements are captured in a consistent and 



recognised format and incorporated into ICP 



organisations' and relevant ICS digital projects and 



programmes



The ICP plays an active role in ensuring their digital 



requirements are aligned with system level 



strategy and procurement processes to ensure 



digital services meet the needs of localities



System wide information sharing agreements 



are in place 



ICS has an established approach to 



incorporating ICP digital requirements into its 



digital strategy and procurement processes



Digital 



ICP



System
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Domain  ICP/Systems Foundation X Shadow X Mature X



Estate ICP



The ICP has a baseline of estate at Place level 



and an understanding of how the estate is 



utilised. It is exploring opportunities for co-



location of service around agreed models of 



care



The ICP is utilising some estates assets for integrated 



service delivery. It has developed its Place estates 



strategy, and is implementing this in key areas



Estate is utilised as a key enabler of the ICP's vision 



and strategy across the partnership.  
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Bristol, North Somerset, and South Gloucestershire

Locality Partnership Review

Terms of Reference

June 2024

	

Introduction 

The purpose of this document is to outline the scope, objectives, and responsibilities of the BNSSG Locality Partnerships Review. 

Locality Partnerships play a crucial role in improving health and wellbeing at the local level, and whilst BNSSG are committed to the Locality Partnerships being the vehicle for integrated care delivery, we need to understand how this might be achieved across the system. We intend that the review will build on what is working well, and guide system partners in planning for the future.



Background

BNSSG has six Locality Partnerships, three in Bristol, two in North Somerset, and one in South Gloucestershire. Each Locality Partnership is diverse in terms of the population it serves, and we are committed to sustaining the geographical boundaries for this reason. However, we know communities do not just exist in ‘place’ but within communities brought together as ‘communities of interest’ (e.g. homeless communities, communities of identity). 

During our Locality Partnership journey, we have grappled with what we could do as one Integrated care system, three Local Authorities, six Locality Partnerships and 20 neighbourhoods. We want to do as much as possible at the Local level, as we know this is where we have the most traction for real change. Understanding this context and working up some principles in this area will need to be one of the enablers to the review.

All six Locality Partnerships have been successful in bringing partners together to build positive relationships and align on key areas such as Community Mental Health and Ageing Well and have focussed on addressing inequalities within their communities. Each Locality Partnership has a Chair and a Locality Partnership Board who make decisions and work together for the needs of their population. 



Documents to inform the review. 

The review should build on all the work that has previously taken place. The following documents (appendix 1) should be read in conjunction with this TOR to provide context and background on our Locality Partnership journey so far. 

· Integrated Care Partnerships (ICP) Oversight group Terms of reference. August 2020

· What can we learn from how others have integrated services? Sept 2020

· BNSSG ICP Discovery program end stage report June 2021

· PA Consulting LP review and place development program July 2022

· Final NECS Locality emerging priorities report November 2022

· Locality partnerships commonality, purpose, operating model and governance 2023

· SEG presentation which includes “what’s working well and not well” 2024



Principals

· The Locality Partnerships pride themselves on the relationships and trust that have been established across organisations. The culture encourages us to work together on what could be possible, rather than needing to know all the answers.

· Equity is central to all we do; we need to take positive action to address inequalities in our future model. 

· Stakeholder co-production and engagement should involve all ICS partners alongside people and communities. Focus should be given to seldom heard individual and community voices to ensure the diversity of our population is reflected in our services and our staff. 

· BNSSG is committed to the Locality Partnerships being the vehicle for integrated care delivery.

· We would like to see devolved responsibilities to Locality Partnerships at a local level.

· We favour a flat structure approach where possible, with flexibility to influence up, down and across our existing structures.



[bookmark: _Toc111789787]Methodology

The review will take the form of an appreciative inquiry and will involve the following steps:

1. Define scope:  what is the focus? 

Developing the contents of this TOR

2. Discovery: what gives it life?

Gathering information on Locality Partnership activities, outcomes, and challenges with a positive focus on what is working well.

3. Dream: How might it be ?

Envision what excellence looks like in relation to the Locality Partnership function

4. Design: How could it be?

Co-designing with partners possibilities for how we can work in the future

5. Destiny: What will it be ?

Innovating to create the future model.



Responsibilities for BNSSG partners

· Locality Partnership Leads 

Responsible for providing links to partners relevant data, insights, and feedback.

· All system partners. 

Organisations to actively promote feedback into the process.

· The ICP Board members

The review process will be led and monitored by the BNSSG Integrated Care Partnership. The ICP and Local Health and Wellbeing Boards will ensure alignment with broader ICS goals.

· The ICB Board members

The ICB Board members will be consulted with during the review to obtain their views and provide opportunities for system executives to feed into the process. 

· Health and Wellbeing Board (HWBB) members



HWBB members will be consulted with during the review to obtain their views and provide feedback into the process via ICP board members and HWBB chairs.

· Establishment of a short-term LP Review Working Group to meet at least fortnightly 

Comprising of representatives from the ICP Board, community members and people with lived expertise, to help to inform and guide the reviewer through the system.

· Communication and engagement teams:

 To provide support and guidance on overall comms and public engagement.



Scope and objectives of the review

The primary objectives of the review are as follows:

Strategy

· Assess alignment with broader health and care system goals and make recommendations for the Locality Partnerships’ role within delivery of the ICS strategy.

· Assess the Locality Partnerships’ role in delivery of the Healthier Together 2040 service plan and make recommendations for the future.

· Describe what success should look like in 5 years’ time and set out both strategic and operational steps to achieve this.

· Map out opportunities and responsibilities for doing things as one ICS, three Local Authorities, six Locality Partnerships, the VCSE Alliance and 20 neighbourhoods working collaboratively with general practice and primary care networks. 

Culture

· Review current cultures and ways of working across the six LPs and make recommendations for future best practice.

· Focus on equity of opportunities and positively promote equity throughout the review process and set out recommendations for how this can be developed/improved in the future.

· Explore what opportunities there are in the system structure for Locality Partnerships to influence on behalf of communities and make recommendations for the future.

Resources

· Appraise opportunities to maximise investments from multiple funding streams to support the future model.

· Appraisal of opportunities for future sharing of resources and budgets across the system

· Review current and future resourcing and workforce arrangements in Locality Partnerships and make recommendations for future arrangements.





Management model

· Review the current ways of working and develop options for the future Locality Partnership model.

· Explore common themes across the six Locality Partnerships 

· Review achievements to-date and set out recommendations for how outcomes and impact can be measured in the future.

· Review Locality Partnership membership including the roles and responsibilities at various levels (including the role of Locality Partnership Chair/s) and make recommendations for future arrangements.

Governance

· Review existing wider system governance structures and decision-making processes, including links to the Health and Wellbeing boards and make recommendations for future governance arrangements. 

· Explore the relationship to Local Authority elected members and make recommendations for future arrangements.

Issues and risks within the review process will be clearly highlighted to the BNSSG ICP Board.






Reporting and Timeline

Reporting 

The reviewer will produce a comprehensive report which will include:

· Overview of the findings from the review

· Recommendations based on local findings and learning from other systems.

· Description of options for the future Locality Partnership model 

· High level action plan

· Easy read version of the report 

The ICP is responsible for arranging who will conduct the review, but the recommendation from partners is that a reviewer, familiar with the system would be preferable. 

Timeline

The timeline for the review will be determined based on the complexity of the analysis and the need for thorough communication with all ICS Partners however we would recommend the review takes no longer than two months.



Next steps 

Upon completion, the output of the review will be in a report format with a set of recommendations which will need to be presented to the ICP Board.

The ICP Board Members will discuss the report recommendations, take feedback from the organisations they represent, as well as input from the ICB Board. The ICP will make recommendations about further governance and implementation plans accordingly.
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1. Introduction

This desk-based analysis forms the first phase of the independent review of Locality Partnerships within the BNSSG system which Oliver & Company (UK) Limited have been commissioned to undertake between August-November 2024.

2. Scope and objectives of the review[footnoteRef:2] [2:  Source: Bristol, North Somerset, and South Gloucestershire, Locality Partnership Review, Terms of Reference, June 2024 p. 5-6
] 


The primary objectives of the review are as follows:

Strategy

· Assess alignment with broader health and care system goals and make recommendations for the Locality Partnerships’ role within delivery of the ICS strategy.

· Assess the Locality Partnerships’ role in delivery of the Healthier Together 2040 service plan and make recommendations for the future.

· Describe what success should look like in 5 years’ time and set out both strategic and operational steps to achieve this.

· Map out opportunities and responsibilities for doing things as one ICS, three Local Authorities, six Locality Partnerships, the VCSE Alliance and 20 neighbourhoods working collaboratively with general practice and primary care networks. 

Culture

· Review current cultures and ways of working across the six LPs and make recommendations for future best practice.

· Focus on equity of opportunities and positively promote equity throughout the review process and set out recommendations for how this can be developed/improved in the future.

· Explore what opportunities there are in the system structure for Locality Partnerships to influence on behalf of communities and make recommendations for the future.

Resources

· Appraise opportunities to maximise investments from multiple funding streams to support the future model.

· Appraisal of opportunities for future sharing of resources and budgets across the system

· Review current and future resourcing and workforce arrangements in Locality Partnerships and make recommendations for future arrangements.

Management model

· Review the current ways of working and develop options for the future Locality Partnership model.

· Explore common themes across the six Locality Partnerships 

· Review achievements to-date and set out recommendations for how outcomes and impact can be measured in the future.

· Review Locality Partnership membership including the roles and responsibilities at various levels (including the role of Locality Partnership Chair/s) and make recommendations for future arrangements.

Governance

· Review existing wider system governance structures and decision-making processes, including links to the Health and Wellbeing boards and make recommendations for future governance arrangements. 

· Explore the relationship to Local Authority elected members and make recommendations for future arrangements.



3. Oliver & Company (UK) approach to the review[footnoteRef:3] [3:  Source: Oliver & Company Proposal to BNSSG ICP 22.07.24] 




Phase 1 (August) – Foundation Stage

· Meet with the LP Review Working Group to agree Project Plan, monitoring system for end-to-end process. 

· Desk research including ICS Strategy, Healthier Together 2040, background documents supplied plus our own notes of workshops we have run to support the original development of LPs from 2020 to date and learning from other systems. 



Phase 2 (September to mid-October) – Enquiry Stage

· Design and deliver 3 half-day workshops with members of the BNSSG ICP. ICB and members/representatives of the 3 Health and Wellbeing Boards, the 6 Locality Partnerships and the 20 Neighbourhoods/PCNs – composition and invitees to be agreed with Review Group. Those unable to attend to be invited to send in their responses to agenda questions via online facility.

· The principal objectives of these workshops, subject to agreement with the Review Group, would be to:

· Review what has and hasn’t worked well to date;

· Be clear about how aligned the Vision of Success for the System and the those of the Localities are and what might need to change; 

· Start outlining the respective roles and responsibilities of the Locality Partnerships in relation to the ICP, ICB, SEG and Neighbourhoods/PCNs;

· Start clarifying the ‘rules of engagement’ to ensure horizontal and vertical integration is as sustainable as possible.

· Reports of each event would be prepared and collated for sharing with the Review Group.

· Work with the 3 Healthwatch organisations to enable views to be drawn from local communities either via interviews or online surveys

· Design and deliver an online survey, specifically targeted at PCNs.



Phase 3 (October/November) – Developing Options/Solutions Stage

· Design and deliver 3 half-day workshops with members of the BNSSG ICB, ICP and members/representatives of the 3 Health and Wellbeing Boards, the 6 LPs and the 20 Neighbourhoods/PCNs – composition and invitees to be agreed with Review Group. Those unable to attend to be invited to send in their responses to agenda questions via online facility.

· The principal objectives of these workshops, subject to agreement with the Review Group, would be to:

· Develop an operating model and practical OD Plan for the System to help develop a culture of integration across BNSSG;

· Test out options/proposed solutions to ensure the LPs add value and there is clarity of purpose/role for all concerned to make best use of the limited resources, time, energy available and avoid risk of duplication of effort or any problems which might arise;

· Collate work done together into a Collaborative Agreement for BNSSG to clarify partners’ individual and collective responsibilities and commitment to moving forward together but, in particular, the ‘contract’ between LPs and the ICP/ICB and the H&W Boards.

· Production of all required reporting set out within Review Terms of Reference.



4. What is the purpose of this desk-based analysis?

A desk-based review is a research methodology that involves the systematic collection, analysis, and synthesis of existing information from secondary sources. Unlike primary research, which gathers new data through direct engagement such as surveys or workshops, a desk-based review leverages readily available resources like organisational strategies, reports, policy documents, and research papers. This approach allows Oliver & Company (UK) to efficiently assess the evolution of Locality Partnerships to date, their current place in the strategic context of the BNSSG system, identify gaps, and generate insights. It is particularly useful for providing a comprehensive background and laying the groundwork for the design of the planned engagement workshops in the next phase of the review.

5. What is the content of this desk-based analysis?

Oliver & Company have undertaken this desk-based review based on four core activities:

		Area One

		A comprehensive review and analysis of all relevant documents. For a full list of documents within the scope of this review, please see Appendix One. 

N.B. Any documents that might be relevant that have not been provided to Oliver & Company are now out of scope of this review.



		Area Two

		Stakeholder meetings including:

LP Directors and Chairs meeting

David Smallacombe, Chair of the Care and Support West Board

Sirona- Claire Chapman and Clare Armour



		Area Three

		Anonymised stakeholder interviews

· Up to 2 x each LP area of multi-agency professionals working with the ICS



		Area Four

		Review of other systems and national best practice guidance

Document review and stakeholder interviews







6. What is the relevant national policy background to the BNSSG Locality Partnerships?



6.1. The concept of Integrated Care Systems was first referred to in the Five Year Forward View published in 2014 and the three levels of System (1m population), Place (250,000-500,000 population) and Neighbourhood (30,000-50,000 population) were developed further in the NHS Long Term Plan. In effect, the idea of ‘Place’ has been under development for ten years. At the time Simon Stevens, then CEO of NHSE, stated that one size would not fit all, implying that it would be up to local Sustainable and Transformation Partnerships, which were put in place initially, to make things work to suit local needs.



6.2. Early in 2021, the Government published a white paper setting proposed reforms and the Health and Care Bill was introduced to Parliament in July 2021.



6.3. National guidance was issued in November 2021 via the ‘Thriving Places’ strategy (joint guidance from NHS England and the Local Government Association). It stated that Place-based Partnerships ‘will remain the foundation of ICSs as they are put on a statutory footing. It will be for system partners to determine the footprint for each place-based partnership, the leadership arrangements and what functions it will carry out, the activities which place-based partnerships may lead, the capabilities required and potential governance arrangements….with a mandate to engage with people and communities in co-production.’[footnoteRef:4] [4:  https://www.england.nhs.uk/wp-content/uploads/2021/06/B0660-ics-implementation-guidance-on-thriving-places.pdf] 


It went on to set out clear expectations that ICSs should delegate significant responsibilities and budgets to place-based partnerships. Neither document attempts to prescribe the allocation of functions between system and place, acknowledging that this will depend on local circumstances, but recommends that this is guided by the principle of subsidiarity i.e. decisions should be taken as close to local communities as possible, with ICSs only taking on functions that benefit from working at scale.

6.4. The Health and Care Act 2022 required system-level arrangements to become statutory.  The multi-agency Sustainable and Transformation Partnerships such as Healthier Together were (unhelpfully for BNSSG) renamed as Integrated Care Partnerships and made statutory committees. It introduced a new concept, that of the Integrated Care Board (ICB) as a statutory board with the responsibility of being accountable at a local level for the NHS budget. The legislation did not require multi-agency partnerships at the place or neighbourhood level to be statutory.



6.5. The development of Integrated Care Systems were reviewed by The Hewitt Report in 2023 and the King’s Fund Report called ‘Realising the Potential of Integrated Care Systems’ in the Summer 2024. Their findings were similar.

The King’s Fund report specifically refers to:

· ‘the widespread view that despite efforts to develop system-based regulation and accountability, the continuing role of the CQC and NHSE in holding individual NHS providers to account reinforces organisation-first behaviours and can make it harder to change ways of working in the ICS’.[footnoteRef:5] [5:  https://www.kingsfund.org.uk/insight-and-analysis/reports/integrated-care-systems-workforce p.35] 


· ‘most if not all ICSs have been deflected from developing maturing their system/place/neighbourhood levels because of reorganisation due to 2022 Act and also the significant budget reduction requirement.’

The King’s Fund report identified six principles for an effective partnership between national bodies and ICSs. These are:

1. Build a stronger sense of purpose across all levels in the system 

2. Create a climate of trust in which everyone can be candid about the challenges

3. Strengthen relationships, including through frequent personal contact

4. Actively manage power dynamics and hierarchies

5. Surface and manage conflict quickly and fairly

6. Develop practices and processes that support joint decision-making.

We would suggest that these would apply equally to developing an effective partnership between the System-level ICP and LPs.

The report goes on to say that ‘where good examples exist, they have usually been underpinned by leaders focusing on strengthening relationships, changing mindsets and encouraging different behaviours. – this unseen work is vital because without it, the shift to system working is unsustainable.’

The King’s Fund report came to similar conclusions to the Hewitt Report and recommends that ICSs should:

1. Maintain a clear focus on long term transformation 

2. Practise system collaboration and invite challenge

3. Grip tight to outcome, loose on the means

4. Value the views of local people, patients and staff.

6.6. 	The Integration White Paper published in February 2022 aimed to strengthen governance and accountability arrangements at place level, with a particular focus on integration between health and social care. The change of government means it is now uncertain which of the proposals in the White Paper will be taken forward.

6.7. 	It is still ‘early days’ for the new Labour Government but the Independent Investigation of the NHS in England[footnoteRef:6] carried out by Lord Darzi published this month stresses the need for: [6:  https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england ] 


· Greater consideration to be given to the wider determinants of health

· Patient voice to be louder

· Clarity needed on the roles and responsibilities of ICBs

· Recover its (NHS) capacity to deliver plans and strategies not just make them.

· Funding to be moved away from acute services into communities.

· Shift care closer to home by hardwiring financial flows. 

· Simplify and innovate care delivery for a neighbourhood NHS and embrace multi-disciplinary models of care by bringing together primary, community and mental health services.

All of these recommendations reinforce the importance of effective partnership working at Place and Neighbourhood levels.

7. What is the background to the development of Locality Partnerships in BNSSG?



7.1. The Healthier Together Partnership formed in 2016[footnoteRef:7] and Oliver & Company (UK) reports of GP locality engagement events as early as 2016 show a system ambition for closer working relationship across what were then created as GP Locality Partnerships in the six identified geographical areas: [7:  Healthier Together Strategy Appendix A1] 


· Inner City and East Bristol (ICE)

· Woodspring

· Weston, Worle and Villages

· South Bristol

· South Gloucestershire

· North and West Bristol



7.2. In 2018, organisational development was commissioned by the BNSSG training Hub to support the development of the GP Locality Boards, their ways of working and short-medium term plans and their ability to lead service developments. The focus of this work changed significantly with the advent of Primary Care Networks (PCNs) in 2019. From that time, a considerable amount of organisational development started to happen within and between PCNs. Most of the organisational development of Locality Partnerships took place between 2020-2023 and normally involved a combination of online (during the Covid Pandemic) and face-to-face workshops and a summary of the key outcomes and learning from this work are set out below in Sections 8 and 9 and Appendix 2 and 3.



7.3. The original aims for the Locality Partnerships were set out in the ICP Oversight Group Terms of Reference and Ways of Working document in the Summer of 2020. It stated that ‘Integrated Care Partnerships (ICPs) are a collaboration of provider partners to establish a population health and value-based model of care at place and neighbourhood level; ICPs will tackle inequalities and improve outcomes for local people.’[footnoteRef:8].  [8:  ICP Oversight Group 2020 p.1] 




The document set out the Healthier Together view that Locality Partnerships (then referred to as Integrated Care Partnerships or ICPs) would ‘enable the integrated delivery of care in the community….. making the community the default setting of care for all people who do not require a physical or mental health acute hospital stay or secondary care visit for technical or value-based reasons ….ensuring decision-making happens close to where people are, joining services up to meet the needs of local communities (Later referred to as the subsidiarity principle in the Healthier Together Memorandum of Understanding in February 2022)…and that each ICP will be responsible for delivery of integrated out of hospital care for its population, with delegated resources and local commissioning arrangements in place, where appropriate.’[footnoteRef:9]  [9:  ICP Oversight Group 2020 p.1 ] 




It went on to cite examples of joint approaches to workforce, estates and communications as system enablers and the intention to draft a financial framework with the confirmed intent for funding to flow to ICPs/LPs. Archus were commissioned to carry out a baseline assessment of community estate.

7.4. Early in 2020, the CCG met with all localities to explore their appetite to form a Locality Partnership (known then as an ICP). In December 2020, BNSSG was formally designated as an Integrated Care System(MOU).

An ICP Maturity Matrix was drafted in February 2021 which set out (along similar lines to the NHSE PCN Maturity Matrix) what an ICP would probably look like at its foundation stage and later when it matures. It recognised that ICP development would also need to take account of changes in System level accountabilities as more authority was delegated to Locality Partnerships. It appears from Locality Partnership Development Workshop notes that most, if not all of the LPs, used this to assess their progress during the period April-May 2021. It is unclear what then happened to this piece of work. It was clear to us at the time that this could provide a useful road map for all LPs and was worthy of further development. We were unaware at the time of any other ICS having developed such a framework so there might have been the potential to offer this to other ICPs within the region or nationally.

7.5. The ICP (now LP) Discovery Review reviewed BNSSG’s and other systems’/countries’ experiences of place-based partnership and reinforced the need for LP membership to incorporate VCSE representation as well as statutory organisations. It recommended that Locality Partnerships should report to local Health and Wellbeing Boards and be accountable to the ICS. The report also quoted Kings Fund research which refers to 70% integration activity being at the level of place/locality.



7.6. The Healthier Together Memorandum of Understanding was drafted in July 2021 but signed in February 2022 by the then leaders of ICS statutory partners and restates the subsidiarity principle. It is unclear whether this was ratified by each partner organisation’s board or Council or whether it was later replaced by another updated MOU including the wider membership of the System-level Integrated Care Partnership i.e. incorporating VCSE representation, Healthwatch. This document specifically refers to Place-based Partnerships as follows:





‘Place-based partnerships and provider collaboratives 

10.1. Under the principles of subsidiarity and collaboration, and in line with the provisions of the new Act and any relevant statutory guidance, our intent is to establish place-based partnerships and provider collaboratives from April 2022 to bring together providers and other local partner organisations to deliver integrated health and wellbeing services for the benefit of the people of BNSSG. 

10.2. Place-based partnerships are essential to delivering our ambition. They will design and deliver fully integrated preventive, proactive/anticipatory, and personalised health and care services focused on local people’s health and wellbeing. This is the focus for NHS collaboration to meet the healthcare needs of local populations and for operational partnerships across NHS, local government, VCSE, and others to make the community the default setting of care 24/7, 365 days a year. They aim to strengthen connection to people and communities and co-produce services with the local population to ensure we deliver the experiences that matter to people. 

10.2.1. Our system footprint encompasses six localities, which will become Integrated Care Partnerships (ICPs): Bristol North & West, Bristol South, Bristol Inner City & East, Woodspring, Weston & Worle, and South Gloucestershire. 

10.2.2. Building on existing locality partnerships, ICPs will focus together on designing a fully integrated model of care to improve the experience and achieve measurable value for individuals and the population. They will focus initially on community mental health, and extend to frailty, urgent care, and other key areas for the population of BNSSG as they mature. 

10.2.3. Local Health and Wellbeing Boards will play a critical role in overseeing the ICPs within their respective boundaries. They will set local direction and priorities, oversee delivery to ensure equity of care within their boundaries, and support and enable integration of health, public health, social care, and the wider determinants of health around the person. 

10.2.4. The ICS will agree with local partners the membership, leadership, and governance of ICPs, and will support local integration. ICPs will be accountable to the ICS, which will assure delivery of outcomes, performance, and value.’[footnoteRef:10] [10:  Healthier Together Memorandum of Understanding p.11-12] 


This agreement cites the existence of an ICS organisational development plan annex 9 but it has not been possible to access this. A cross-system leadership development programme known as Peloton took place and was much appreciated by delegates. We could not find any evidence of any specific analyses done in the course of this programme that focused on system or Locality issues.  Neither have we found any evidence of OD interventions facilitated at the System level.

7.7. The joint BNSSG Healthwatch Report on Core20 PLUS5 published in 2024 refers to the importance of ICSs acting ‘collectively to positively impact on the causes of the causes – some will fall to NHS, some to local government and some jointly working at place or neighbourhood’.

The report, which involved consultation with members of the public, identifies the need to:

a) Use resources to effectively tackle morbidities and complexity

b) Make access to GP services more flexible

c) Improve listening to patients’ concerns

d) enhance provision and make services responsive to local need

Empowering multi-agency partnership working at locality and neighbourhood level can enable these to be dealt with. Locality Partnerships, especially, offer essential means of balancing being sensitive to local communities’ needs with the equal challenge of achieving economy of scale use of resources. As such, they also provide a means of helping system-level ICPs to ‘keep their feet on the ground’. The interface between LPs and ICPs is particularly critical and as is shown later, was analysed as part of the organisational development work undertaken by Locality Partnerships (see Appendix 2).

7.8. There have been several reviews of Locality Partnerships involving the question of the number of localities i.e. whether to have 3 (coterminous with Health and Wellbeing Boards/Councils or 6 (3 for BCC, 2 for NSC and 1 for SGC). Although each time concluded with retaining 6 localities, they also seem to have resulted in a further reduction of dedicated project management/administration resource therefore reducing valuable capacity at the locality level (as shown in Appendix 3). This was described by one stakeholder as being ‘expected to deliver on thin air’. 



7.9. In September 2023, it was recognised that there had perhaps been a tendency for Locality Partnerships to work in silos and there was a risk that this was leading to competition between them. To drive greater co-operation and sharing, it was agreed that the Chairs and Directors of Locality Partnerships would regularly meet together. This Group is proving to be a very effective means to enable shared learning, shared problem-solving and practical debate about what needs to be core and what needs to be devolved to take account of local needs and what can be applied across more than one locality. It is evident to us that this Group is potentially critical to future success in achieving the aims of System’s Joint Forward Plan. The Group recognises the challenge for the big provider organisations of not being able to supply six different services but the importance of ensuring local people receive a core service which is similar but customised to local circumstances.



7.10. The decision was taken by the System to introduce four cross-system partnership groups as an additional layer into the structure. Locally, these are known as Health and Care Improvement Groups (HCIGs), each of which has been tasked with a specific cross-cutting theme- Improving the lives of people in our communities, Improving the lives of our children, Improving the lives of people with Mental Health, LD&A, Improving the efficiency and effectiveness of our Hospitals.  This changed the reporting relationship of Locality Partnerships such that they now report to the Communities HCIGs rather than directly to the ICP.

From our wider investigation, while other ICSs often have Programme Boards to focus on particular topics e.g. Maternity, none have introduced another layer into the decision-making process. It is unclear why this was done.



7.11. The SEG paper presented in 2024[footnoteRef:11] provides a helpful summary of the successes and challenges of the LPs and provides a helpful summary about what is common and what is unique within the Locality Partnerships across the system. This analysis can be built on via this analysis and through the engagement planned for Phase 2 of this Review. [11:  SEG LPs 2024] 


This paper[footnoteRef:12] indicates that ‘it is the responsibility of Locality Partnerships to work differently, have different priorities, and to respond to different drivers of inequality based on the population they serve, and the workforce they have’ however it is evident that there is an appetite for consistency when delivering the evolving 2040 strategy to avoid the risks of too much geographical variance.  [12:  SEG LPs 2024] 


While the paper highlights the areas of difference between Locality Partnerships, it is not clear what level of coherence is required of them by the ICP/ICB.  

8. What have Locality Partnerships achieved?



8.1. Locality Partnerships have demonstrated a real appetite to carry out their core function as defined initially in the ICP Model of Care in 2021 and re-iterated in 2024[footnoteRef:13] i.e. to deliver fully integrated preventive, proactive/anticipatory and personalised care, but their ability to do so has been limited by a number of key factors which are discussed in Section 10 below. [13:  SEG LPs 2024] 




8.2. They have established strong multi-agency partnerships comprising representatives of general practice, community and mental health services, social care, community development, care providers, VCSE organisations and local people with shared values who are ‘psychologically aligned’ to do the best they can together to truly meet their communities’ needs. It is evident that VCSE leaders and, more recently, Care Provider Representatives have invested considerable time and money into the success of LPs but it is unclear whether this is fully acknowledged by the wider System.



8.3. These partnerships have shared leadership between statutory agencies and the community they serve and a strong partnership culture, involving as much face-to-face contact as possible and interactive methods of meeting which maximise participation and minimise jargon. Over time, this has motivated them to always ask ‘ what can we do differently?’ and do whatever they can to overcome the real obstacle to integrated care delivery of each having separate priorities and budgets.



8.4. They have created what has been termed ‘a feeling of comfort’ with each other which members have said they do not experience anywhere else. They see this as a sound foundation for creating integrated care but they recognise there is still some way to go before they actually deliver integrated care.

8.5. They have succeeded in moving away from the initial dominance of statutory agencies to embedding the voluntary sector and co-production with their communities. VCSE representation within the Locality Partnerships was a core aim and feedback suggests that the creation of the VCSE Alliance, involvement in Locality Partnerships and joint leadership has been very successful. This has also strengthened the ability for LPs to consult their local population through their own networks of community organisations and this is proving much more effective than any formal survey e.g. the Big Survey. 



8.6. They have formed a strong, shared understanding of both what local people want and the extent and specific detail about the health inequalities in each area and are doing what they can pragmatically to respond. As such they are fully aligned with the broader System goals but recognise the importance of ensuring their communities’ needs are met, especially those perceived as priorities. This is a delicate and difficult balance to achieve.



8.7. They know how to make good use of population health data, especially using the JSNAs, and how this can help drive data-informed decision-making and priorities, while tempering these with the national and System’s priorities.



8.8. They have developed shared governance and accountability for decision-making and delivery in anticipation of delegation being implemented as originally proposed in 2021-22.



8.9. They have scoped opportunities for developing locality approaches to system-level challenges and transformation plans e.g.  the new proactive care projects which have recently been funded, and contributing towards the delivery of a successful vaccination programme across the whole system during Covid.



8.10. When money has been made available to Localities, it has more often than not been sporadic and small amounts but each time, Locality Partnerships have used it to reduce health inequalities and increase the focus on prevention but customised to their particular community’s needs e.g. Proactive Care e.g. School Avoidance, Healthy Aging. Sources cites that ‘they have been prepared to take brave decisions’ and shifted resources from reactive services such as urgent care to prevention/early intervention, which is one of the Pillars of the Joint Forward Plan, in order to save resources in the longer term. We understand that further, longer-term funding has been earmarked for Locality Partnerships to deliver Health Inequalities project work over the next three years.



8.11. They have strengthened their joint commitment to deliver services, evidenced by the way they have overseen the design and delivery of the Community Mental Health Framework through MINT teams, involving people with lived experience. We understand that the funding for this programme is recurrent, however, funding for the project management is currently only planned until March 2025.



8.12. They have tended to take a pragmatic response, looking for where they can practically make the biggest difference when, more often or not, they have to work with the resources they have and benefit from only very limited new investment. Examples include improving the COPD pathway in N &W Bristol; focusing on reducing childhood obesity, Fall Prevention, Drugs/Alcohol Harm and introducing Community Connectors in South Bristol; setting up a Community Inclusion Service providing Link Worker roles to Afro-Caribbean and South Asian groups in ICE, involvement of people with lived experience in the development of MINT Teams in Woodspring. They have all improved the effectiveness of their multi-disciplinary teams.



8.13. Locality Partnerships have faced enormous challenges such as monies being promised and then removed. Such events have inevitably made partners question whether the System is serious about its official commitment to support Localities. But they have met these by demonstrating flexibility, resilience and determination to get the best possible outcome for local people from any such opportunity. Having happened more than one, it has led to some partners starting to withdraw their support for LPs. If the ICS does not restore partners’ faith and confidence in its commitment to Localities via formal policy and delegated funding authority and funding in the short-term, they could risk losing a very large amount of goodwill, and practical support and investment over time.



8.14. Through their coming together and working together on projects, LP members have a much deeper appreciation of one another’s sectors, services and pressures. The benefit of being part of such a broad network has also benefited the staff in these organisations as well and, in turn, this means better informed care for the community.



8.15. The formation of the BNSSG LP Collective (bringing together Locality Partnership Chairs and Directors) shows a commitment to avoid duplication and optimise the opportunities of sharing learning and working co-operatively jointly across their geographies and thus avoid unnecessary duplication. There is considerable potential to develop the role of this group further.



8.16. Most evident of all has been the development of strong, high trust relationships which have enabled people to speak openly and honestly and together to seek new innovative ways of solving often longstanding problems. This inevitably has led to the challenge for everyone of how and whether they are prepared to work differently. Some have described Locality Partnerships as being the ‘heart’ of the BNSSG system.



9. What were the main outcomes and learning from the organisational development undertaken by Locality Partnerships during 2019-2023?

9.1. Collaborative Agreements

These were developed in SB, ICE, N&W and South Glos to provide the Locality Partnership with a ‘road map’ to guide their work in practical terms. They also offered the opportunity to compare notes across Localities because each sets out:

· Shared purpose, vision and values - all localities show a desire to move beyond managing illness reactively e.g. to a more ‘proactive, de-medicalised approach’ (North & West Bristol) which ‘empowers people to live healthy, independent and dignified lives’ (Woodspring), ‘Use of population data shifts us from reactive to proactive focus’…caring for more people through non-medicalised support’ (ICE)  



· Clarity about Members’ roles and responsibilities – thought was given to what each organisation offered the partnership e.g. skills, experience and expertise as well as what the organisations needed from it e.g. trust, information, opportunity to engage in new pathways and new ways of working, better communication and connectivity (ICE)



· Practical Plan of Action – this set out the priorities for joint work – in addition to implementation of the Community Mental Health Framework, LPs identified specific local priorities to work on e.g. Community Connectors (SB), Locality Hub (N&W), Covid 19, Multi-Disciplinary Team working.



· Ground Rules to guide the way the partnership operates in practice – most if not all adopted methods of running meetings which ensured that active participation by members, agendas in the form of questions and minimal jargon e.g. Be honest and upfront about things – no behind the scenes chuntering! (ICE Draft Collaborative Agreement 2020).

These Collaborative Agreements have been continually updated and refined in the light of experience and as the partnership has matured over time.

9.2. Commitment of all partner representatives 

The commitment and determination of all partner representatives to attend the workshops and fully participate in them, despite the huge work pressures, has been notable throughout. But his level of commitment has helped lead build a working environment based on a high level of trust between the parties. It was often difficult to discern who people worked for which organisation as this became less important as people realised they all served the same population. They-built new interactive practices into their meetings to help over time ensure equity, that everyone’s voice heard and they reduced jargon to a minimum. This relates to the reference in the King’s Fund report reference to the importance of ‘hidden work’, the value of which is difficult to quantify but which brings huge benefits. 

It became clear that the investment they made paid off during the Covid period when it helped them to know whom to talk to in order to solve problems quickly.

9.3. Commitment to Co-production

All Locality Partnerships have set out to proactively engage with their local communities, ensured Healthwatch was represented from the start and ensured strong representation from specific ethnic groups in their area e.g. ICE have proactively engaged with Somali, South Asian and African community organisations.

(A relevant quote from Woodspring LP) ‘To be successful and overcome problems of communication by breaking down any project so it is meaningful to each organisation in the partnership so they can understand how it connects with them and decide who would be the best representative.’

9.4. The willingness to work as One Team

‘Working differently – as one system – is hard. It is hard to think and plan across organisational, professional and geographical boundaries. It is hard agreeing to share your scarce resources. But it can be hugely motivating’ [footnoteRef:14]. [14:  Realising the Potential of Integrated Care Systems Report by the King’s Fund’ p.44
] 


We observed this change in people going through the LP OD development work – the more they worked together, the more they seemed to recognise the huge potential to improve the way people in communities are supported and were increasingly motivated to stay together as they shared the same aims but also the same values. This ‘unseen work’ as the King’s Fund refers to it, is a critical success factor underlying any examples of good practice. In effect, the work done by LPs to build trusting relationships is a good example of this ‘unseen work’. Being confident to pick up the phone to someone in a different organisation to ask for help which goes on to save time, energy and resources and possibly lives, is difficult to quantify but has intrinsic value.

9.5. Strengths of LPs

The particular strengths identified by stakeholders in the course of this phase of the review include:

Philosophical alignment, shared commitment, willingness to be creative, community insights, perseverance, trust, open to collaboration, preparedness to work in new ways, face to face meetings that enable relationships to be built. LP Members turn up because they want to not because they have been told to.

9.6.  Developing an Integrated Care culture, clarifying the LP/ICP interface and roles

Please look at relevant extracts of LP Development Workshops between 2020-2022 in Appendix Two.

9.7 What is the potential of Locality Partnerships?

The assumption has tended to be that everything depends on NHS funding, when there are other statutory organisations e.g. Councils and others e.g. VCSE who could both contribute funds and contributions ‘in kind’. Multi-agency working also offers the opportunity to make joint bids to third party sources of funds which have not yet been exploited.

This involves thinking and operating differently but is an example of real integrated working. However, if no space is allowed to consider new, creative ways, probably little if anything will change. One of the key lessons from the OD work with Locality Partnerships has been the realisation that people don’t get well because of structures, they get well because of relationships and high-quality conversations between the right people. Also, building relationships takes investment of time and energy but the potential benefits are huge.

Locality Partnerships would like there to be a ‘shared understanding between the System Executives and themselves about the original purpose and the ability they have now to deliver the System’s high-level goals. Also, that there is a shared commitment that this is the model for our System. They would like future decisions about all future discretionary funding to be delegated to the BNSSG LP Collaborative i.e. in line with the System’s stated aim of subsidiarity. A further option could be to commit to a 1% shift in the System budget every year towards prevention.

It has been suggested that if the situation continues as it is, there needs to be much better communication from the System Executives about the reasons so that people understand why BNSSG is changing the direction of travel, as stated in national guidance and stated best practice.

10. Comparison here with other systems

10.1. 	Suffolk and North East Essex ICS have invested in having larger teams working for each Alliance, their equivalent of Locality Partnerships. There is also evidence of a number of joint posts e.g. between Council and NHS, between Community and Hospital. Also considerable investment put into breaking down barriers such as running joint organisational and leadership development programmes e.g. One Clinical Community, One Teams/. This OD investment at Alliance i.e. locality level and particularly multi-agency and multi-disciplinary integrated neighbourhood teams at neighbourhood level has been cited as national best practice within the Fuller Stocktake[footnoteRef:15]. [15:  https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/] 


10.2. 	The original MOU for the Mid and South Essex ICS referred clearly to the respective roles and responsibilities at all three levels i.e. System, Place and Neighbourhood in line with the NHS Long Term Plan. The BNSSG MOU only refers to the System and Localities. 

10.3. 	West Yorkshire ICS has adopted a maximum delegation approach, in which almost all the ICB’s £5 billion budget is being put under the control of its five place committees (covering the same footprints as the CCGs that were responsible for local NHS budgets before July 2022). Commensurate with this high level of responsibility at place level, most of the ICB’s staff are part of place-based teams, although many also have responsibilities straddling more than one place.

10.4. 	The approach taken in some ICSs is to work in partnership with providers to bring together resources at place level. For example, in Greater Manchester, the bulk of NHS budgets will flow directly from the ICB to providers and those providers will then come together with local authorities, voluntary sector organisations and wider public service partners in place-based ‘locality boards’. The locality boards operate with the principle of joint stewardship of the total resource for the population.

10.5. 	Some ICSs are pursuing a more targeted approach to resource delegation, and in others there are ambitions to delegate ICB budgets in future but currently no concrete arrangements for doing so. It is apparent from our investigations that all ICSs are being deflected or are having their development slowed down because of cost reduction requirements, national priorities, local reorganisations/restructuring/merging and local government funding challenges as cited by King’s Fund and the Hewitt Report.





11. What are our main conclusions?



11.1. 	BNSSG was quick to identify its Place-based Partnerships, as early as 2016,  with full support from local Councils. However, it is evident that the original aims set out in the ICP Oversight Group Terms of Reference and Ways of Working document in the Summer of 2020 and later reinforced by the Discovery Programme and national guidance have not been taken further since 2021-22 when the new Health and Care Act became a reality. Many stakeholders have cited the Locality Partnerships as an underused resource.

11.2. 	Our analysis shows that the Locality Partnerships are a valued space, however they do not fulfil the role of ‘Place’ in the way suggested in the Healthier Together Strategy. They hold little delegated authority or budgets and there is the sense that the ICB somehow does not feel entirely confident in their decision to move forward with delegated authority of budgets. 

11.3. 	Our analysis finds it is unclear how much recognition there is within each of the main partners to the concept of being part of an Integrated Care System or the agreement to form partnerships at locality and neighbourhood level both internally and externally. For example, Sirona have developed their own Integrated Neighbourhood Teams based around PCN groupings to support more effective delivery of Discharge to Assess, Community Nursing, Planned Therapies and Urgent care which is what the Fuller Stocktake and more recently the GP DES requires. They also refer to being part of Healthier Together on their website. AWP refers to working with the voluntary sector and public bodies but there is no specific reference to ICS. On both the UHBW and NBT websites we could not find any reference to working in partnership, ICSs or Healthier together although the new Joint UHBW/NBT Clinical Strategy refers to the transfer of certain services to the community but does not cite Locality Partnership working as the delivery vehicle for this strategic aim.

11.4. What have been the barriers to progress?

Drawing together key points from previous sections, we would summarise the possible reasons why Locality Partnerships have not fulfilled their potential as originally set out in 2020 are as follows:

· The whole ICS has had to manage the significant strategic priorities brought about by H&C Act, budget reductions/reorganisations

· The continuing role of the CQC and NHSE in holding individual NHS providers to account reinforces ‘organisation-first’ behaviours and can make it harder to change established ways of working in the ICS.

· Current contracting arrangements limit the ability to develop innovative, more tailored responses to meet what communities want and need.

· Crises in acute hospital and mental health waiting lists, demands on general practice and community, reductions in funding for VCSE organisations are all causing partner organisations to focus on their own priorities.

· Tension of working in multi-agency partnership but still being employed by your organisation without strategic engagement in this work. The promise of additional resources being delegated to Locality Partnerships did not happen.

· The challenge of having to balance what communities want with what the NHS, nationally and the ICS locally, consider are the priorities

· The challenge of complex governance arrangement between LPs and the ICP, particularly since the introduction of the additional HCIG layer which seems to have confused all concerned and led to ‘tortuous decision-making processes’ which radically reduce LPs ability to make the speedy response they are capable of. This has led to members of LPs beginning to feel that the System does not value what they can and could potentially do.

· The fact that NHSE guidance refers to 3 levels – System, Place i.e. Locality and Neighbourhood. The concept of an HCIG appears to be a local innovation but their effectiveness has not been reviewed and is seriously questioned by many including members of HCIGs themselves.

· The lack of apparent appetite at System level to encourage new, innovative ways of working.

· Lack of OD work at ICP/ICB level to forge the same sense of being ‘One Team’ which is apparent in Locality Partnerships and the lack of understanding by those at the System level of what the LPs have done to achieve this. It has been suggested that this might be helped by ICP members also being assigned to champion a particular locality so that a stronger interface exists between the two levels. 

· The combination of some players having been working at System level for a long time, albeit in different roles, and the appointment of new players who do not necessarily ‘own’ the decisions of their predecessors.

· Lack of clarity about the role of the ICP and ICB – It has been suggested that if the System delegated flexible delivery of services to LPs and trusted them to use money wisely,  put their own  energy into the enablers of making integrated care a reality e.g. IT, workforce, finance and estate and overseeing the meaningful outcomes achieved, this could prove to be a much better use of expertise and resource.

· Currently little or no delegated responsibility or funding to enable local delivery – as has been said ‘if you are simply going to deliver the same service in 6 areas, you do not need a Locality Partnership. If you want to customise it to meet local needs and truly impact on health inequalities, you do’. 

· A catalogue of continual reviews/restructuring which has led to a continuing reduction of project and programme management capacity at Locality Level, even prior to 30% budget reduction in the ICB – these may have led to nervousness of some partners as to the ICS’ true commitment to working at locality level.

· Lack of strategic direction from ICP/ICB to each and all LPs - the boards feel they have lost sight of what they are meant to do, or the resources to do it.

· Decision to form HCIGs has confused roles and responsibilities – design vs implementation. It is interesting to note that the HCIGs are not referred to on the public website whereas Locality Partnerships are clearly described however, membership of Locality Partnerships and HCIGs is often duplicated.

· The lack of clear delivery aims or autonomy/delegation of resources is causing some strategic partners to withdraw engagement from the Locality Partnerships. What is described as ‘fatigue’ due to the fact that many can see the real capacity which LPs for change but the fact that they have not been ‘allowed’ to realise it.

· Lack of real commitment to partnership at the system level e.g. the original Healthier Together MOU was not ratified by boards of partner organisations nor has it been updated and re-signed by current leaders

· Concern that providers might be expected to provide 6 different versions of a service by geography. 

· The Locality Partnerships are not viewed as the mechanism to connect ‘Neighbourhood’ through the 20 PCNs within the system and the ICB/ICP at system level. PCN CDs instead report communicating issues via their GP Locality Forum or via the GPCB rather than seeing the Locality Partnerships as a place for the escalation of issues within General Practice at scale.

· Stakeholders report that they value the forums that the Locality Partnerships have created across professionals but feel held back by a lack of clear mandate from the ICS and funding/resource to see plans through. It is interesting to note that strategically, the Locality Partnerships are outwardly presented as a separate workstream to clinical or population health areas e.g. Children and Young People or Maternity. This seems at odds with the overarching ambition to set up Locality Partnerships as the delivery mechanism for ‘improving outcomes for local people’[footnoteRef:16]. One would assume that initiatives such as Prevention or Personalised Care would align with this ambition and that the core delivery mechanism for this strategic aim would be the Locality Partnerships, however, they are not mentioned again. [16:  ICP Oversight Group 2020 p.1] 


11.5. What are the opportunities?

From the information gathered as part of this Phase 1 Desk Research, we have identified the following opportunities:

· The 2040 strategy to identify and stratify the population informed by population health management data enables an important opportunity for Locality Partnerships to ‘take their place’ within the system and to move from a culture of working in partnership to delivering and overseeing services in partnership. Much will need to be done to ensure that the function and the form of the Locality Partnerships is optimised to enable this.

· 2040 Healthier Together strategy currently cites Locality Partnerships as the key delivery vehicle for managing identified patient groups. It is important that the ICP/ICB reviews the possible barriers to the Locality Partnerships fulfilling the potential of the original aims of the System and clarifies what their future expectations are of Locality Partnerships. 

· The ICP Maturity Matrix to be revisited and refreshed by the ICP. Then to be implemented as a means of assessing Locality Partnerships for readiness for delivery of strategic aims e.g. 2040 plan and be extended to clarify the respective roles of all 3 levels i.e the System (ICP), the Place (Locality Partnership) and the Neighbourhood (PCN/Integrated Neighbourhood Team)

· The guidance from the ‘Putting Neighbourhoods at the Heart of Integrated Care’ report suggests that an ‘Integrated Care Partnership…..must insist that no approvable integrated care system strategy can lack this neighbourhood lens, delivering through place. It will be through making sense of hyper-localism that reform as well as recovery can take root: no roots, no growth’[footnoteRef:17]. BNSSG has this in place via its established Locality Partnerships and there is an opportunity here for the ICP to retain its ‘roots’ through delivery via the LPs.  [17:  Putting Neighbourhoods at the Heart of Integrated Care- NHS Providers] 


· Consideration also needs to be given to the involvement of Acute partners in the future role of the Locality Partnerships and engagement of all system partners in the importance of delivery at Place. The Joint Clinical Strategy 2024-27 between UHBW and NBT states ‘We want to place ourselves at the heart of communities – investing in places and people to benefit the local economy and community’[footnoteRef:18] and commits to ‘organise clinical services around our collective local and regional populations.’[footnoteRef:19]. ‘Healthy Weston’[footnoteRef:20] is cited as an example of best practice in working collaboratively with patients and populations, however Locality Partnerships do not feature in the strategy. Oliver & Company welcome further opportunity to investigate this strategic direction further as part of the planned engagement workshops. [18:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.8]  [19:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.9]  [20:  Our Joint Clinical Strategy MBT & UHBW 2024 – 2027 p.18] 


· The ICS Strategy gives us an indication of the intended governance ambitions and states ‘Following this publication, each individual Integrated Care Partnership (ICP) partner organisation will need to approve through their own internal governance processes any specific commitments and actions that result from this document’[footnoteRef:21]. The strategy references the Locality Partnership and confirms their position in the system.  [21:  BNSSG Integrated Care System Strategy p.4] 


· The Joint Forward Plan 2024-2029 which sets out how the Integrated Care System will deliver its 2023 strategy put Locality Partnerships clearly on the map as part of the long-term strategic design of the system to Within our ICS, Integrated Locality Partnerships have also been established, operating at a ‘place’ level and responding to the specific needs of local populations.[footnoteRef:22]. However, anecdotal evidence from our analysis shows that commitment to enable the Locality Partnerships to respond to need remains patchy. The plan states that during 2023-24 ‘locality partnerships have continued to develop and implement plans for how to provide better integrated services for people in communities’[footnoteRef:23].  [22:  Joint Forward Plan 2024-29 p.4]  [23:  Joint Forward Plan 2024-29 p.5] 


· The latest funding supplied, although only small amounts, are as a result of all Localities proposing local projects to enable more proactive care. This offers a further opportunity to a closer involvement of System Leaders with one option being to appoint a System Executive as a Champion for each Locality.

· Locality Partnerships would like there to be a ‘shared understanding between the System Executives and themselves about the original purpose and the ability they have now to deliver the System’s high-level goals. Also, that there is a shared commitment that this is the model for our System. They would like future decisions about all future discretionary funding to be delegated to the Joint LPs Chairs and Directors Group’ i.e. in line with the System’s stated aim of subsidiarity. A further option could be to commit to a 1% shift in the System budget towards prevention’

· It has been suggested that if the ICS decides to continue as it is, there needs to be much better communication from the System Executives about the reasons so that people understand why BNSSG is changing the direction of travel, as stated in national guidance and stated best practice and can decide whether they wish to continue their membership.

· It may be timely to refresh the 2022 MOU for 2024 to include all ICP Partners to sign up their commitment and support to Locality Partnerships and ensure this is ratified by the boards of all partner organisations.

· It would be helpful to review the role of HCIGs and their interface with the ICP and Locality Partnerships to ensure that they are adding value. 

· It would be helpful to know how the ICP/ICB intends to respond to the new DES requirements to develop Integrated Neighbourhood Teams based on the 20 Primary Care Networks and what, if any, they consider the role of Locality Partnerships to be in this.



12.  Next steps and approaches:



1. Reflecting on our current structures: Oliver & Company has designed two phases of engagement workshop activity which focus on gaining stakeholder insight into the impact of Locality Partnerships at both a place and neighbourhood level. This understanding of the experiential views of multi-agency professionals attending the workshops will add to our analysis of whether Locality Partnerships have achieved the aims of the Healthier Together strategy.



2.  Strengths and Weaknesses- the phase one workshops are designed to add to our desk-based analysis of the strengths of the locality partnership and the barriers- what should we keep within the future Locality Partnerships structure, culture and strategy and what needs to be changed to enable the system to meet its aims.



3. The second phase of workshops will then enable us to move this analysis into a forward focus stage- now that the strategic landscape is becoming clearer. What do the LPs need to look like to achieve their aims.

Appendix One – Documents in the scope of this review

		Document Title

		Document Date



		Integrate Care Partnerships (ICP) Oversight group Terms of reference. 

		August 2020



		What can we learn from how others have integrated services? 

		Sept 2020



		*ICP Maturity Matrix

		February 2021



		BNSSG ICP Discovery programme end stage report 

		June 2021





		Browne Jacobson work on governance options for Locality Partnerships (including the Draft/ICP Partnership Agreement*)

		2021/2022



		*Healthier Together Memorandum of Understanding

		February 2022



		PA Consulting LP review and place development program 

		July 2022





		BNSSG ICS Final Report following an opinion survey with BNSSG residents

		November 2022



		Final NECS Locality emerging priorities report

		November 2022



		Locality partnerships commonality, purpose, operating model and governance 

		2023



		HealthWatch Report – Investigating Health Inequalities using CORE20PLUS5 in BNSSG

		April 2024



		SEG presentation which includes “what’s working well and not well “

		2024



		BNSSG ICP Board paper requesting approval for LP review

		June 2024



		Review of the role of Locality Partnerships in BNSSG Terms of Reference



		July 2024



		BNSSG VCSE Development & Integration ICB Board paper

		July 2024



		Reports of Locality Partnership Development and related Workshops held for South Bristol, ICE, Woodspring, N&W and South Glos facilitated by Oliver & Company 

		2016-2023



		Our Joint Clinical Strategy MBT & UHBW 2024 – 2027

		2024



		BNSSG ICS Strategy 

		June 2023



		Joint Forward Plan 2024-29 

		May 2024





*Documents from our own files

Other relevant reports

· Thriving Places – Guidance on the development of place-based partnerships as part of Integrated Care Systems, NHS England, September 2021

· Primary Care Networks and place-based working: addressing health inequalities in a  Covid-19 world – The Health Creation Alliance (The Health Foundation and RCGP)

· Mid and South Essex Health and Care Partnership Memorandum of Understanding and Ways of Working

· Place-based Partnerships Explained, Report by King’s Fund November 2022

· Integration White Paper, published November 2022

· The Hewitt Review: An Independent Review of Integrated Care Systems (2023)

· Realising the Potential of Integrated Care Systems published by the King’s Fund (July 2024)

· Independent Investigation of the NHS in England by Lord Darzi (September 2024)


Appendix Two – Relevant extracts from OD work done by LPs between 2020-2023

Clarifying the interface between Locality Partnerships and the ICP (South Bristol LP Development Workshop held on 11 June 2021)

What form so we want our relationship with the BNSSG System to take?



		What does the BNSSG system want from our LP?

		What does the BNSSG offer our LP?



		Deliver integrated care to meet the needs of our local population 



Influence and inform commissioning 



Raise what the barriers are so that the system can unblock them



Come together and work collaboratively 



(Do they want us to be Scapegoats for a system that’s increasingly challenged?)



		Experience, knowledge and skills e.g. business intelligence, co-production, 



Digital infrastructure e.g. library and human resources 



A Clear Framework for ICPs to operate within – what and how.







		What does our LP want from the System?

		What does our LP offer the system?



		A framework in which to operate to guide us – a clear picture of what we’re doing and where we’re heading – more detail of the framework to help us navigate through the system change 



A sense of strategic direction



A mechanism to keep us up to date – the headlines of what they’re doing, where they are heading, what we need to know to understand their direction 



		More than we are able to give!



A Reality check – what is the effect of the decisions being made and to direct how they are going

Trusted relationships and networks – solution focused 



A commitment to do things differently – look for solutions to work around barriers 











We discussed the opportunity to use this to clarify reciprocal responsibilities as shown below.



		BNSSG
 System



		South Bristol LP



		To set the overall strategic direction for integrated care

		To develop the shared vision with local people and partners and deliver integrated care



		To develop a clear framework in which the ICP will operate (in consultation with the ICP)

		To operate within the agreed framework



		To unblock barriers to progress identified by the ICP

		To unblock local barriers to progress







Moving towards a well-governed Locality Partnership



If you knew we are going to be really successful well-governed Locality Partnership, what further changes do you think are needed about the way that we work? 

 

· Ensure our responsibilities and dedicated, protected time to do them are integrated in our organisational job descriptions. 

· Clarify what roles we have in common as board members (see above) and check these against our limitations (Not just capacity but knowledge/skills)

· Clarify any special responsibilities on our Board e.g. lead on wellbeing workstream

· Have succession plans for the ICP roles we are in so future people understand what the different roles and responsibilities are about

· Will need full-time dedicated executive support as part of the permanent structure (e.g.TUPE’d over from CCG??) to help carry on the work of the ICP such as finance and operations – secure more managerial support in the interim. 

· Ensure we have specialist and clinical leadership skills to drive things forward. 

· Focus on decision making powers so that we are clear what is in our authority at each stage – when are we influencers? When are we decision makers?

· Focus on outcomes for our population, keeping the centrality of the communities and the people of South Bristol. 

· Identify a register of interests so that our decisions are taken with any conflicts in mind. 

· Make sure we understand the differing decision making and regulation considerations of partners e.g. the role of elected members in BCC with officers enacting their decisions. 



Developing an Integrated Care culture

(Extracts from South Bristol LP Development Workshops)



South Bristol: Shared values (Collaborative agreement 09/2022)



· We are passionate about equality for all

· We focus on the individual and work together with them to produce tangible improvements

· We are guided by doing what is right for South Bristol

· We trust each other, we are committed and we have the sometime difficult, but honest conversations

· We are flexible, open to new ideas and acknowledge that we may need to do things differently

· We learn from doing and from others, and from success and failure

· We value developing skills and empowering people

· We all take responsibility for working together to achieve our goals and vision and to solve problems we face

· We will consider our collective ambition whenever we make decisions within our organisations as well as when we work as the South Bristol Locality Partnership Board.

 

What practical action are we going to take to build a strong integration culture? (25/03/21)



1. Clarify who represents each organisation, recognising that we have different relationships across organisations

2. Enhance how the partnership supports sharing our commitments. How deep into the partner organisations does the partnership and awareness of its commitments reach? There is a role for each of us in raising awareness, sharing information and securing cross-organisational input into engagement

3. IT Systems – Connecting Care and Elemental. Is Elemental within our control? Can we use it to improve data sharing in South Bristol?

4. Review data sharing agreements 

5. HR – introduce module in induction about the partnership, the organisations involved and offer at least one shadowing opportunity 

6. Speak to colleagues about what we’re doing and encourage them to get involved

7. Build on MDT review work – are there common skills e.g. home visiting where we could learn how best to do it from working together.

8. Consider a skills audit, looking at commonality of skills as a basis for establishing an integrated team. Provides a good base to consider questions such as e.g. ‘could a physio be managed by a different profession?’ 






Woodspring LP Development Workshop held on 28 April 2022

What practical action do we need to take to start to shift to a more integrated culture?

Information: using connections and platforms. Propose a three-month scoping exercise and liaison with One Care re EMIS sharing in order to: 

· Identify a digital platform and forum to allow people to come together, building trust to share information

· Assume generic consent when possible, and build filtered layers of consent to accelerate sharing

· Identify appropriate information 

· Start with Fiona’s work on the Information Hub, information portal, and identify a person to do this 

· Involve patient stakeholders who assume that we are already sharing information across health and care professionals. Use Shane’s Big Conversation between July and Sept to promote this.



Communications:

· Appoint a communications lead

· Establish communication strategy to raise public and staff’s understanding of the purpose and existence of the Woodspring Locality Partnership 



Membership (including team identity, and people leaving):

· Start developing shared job plans e.g. initially for diabetes across Sirona and GP 

· Build on Community Mental Health shared roles  and identify more

· Address the ‘middle layer’ which can inhibit progress – relationships at board level are good, and clinician-clinician relationships OK

· Encourage executive support for changed operational delivery – build collaborative relationships and an operating framework that avoids adversarial behaviours 

· Bring Kirstie up to speed on our narrative and our relationships – a focus on inclusion 

· Keeping sight and fluid movement of new roles (avoid them being siloed in Windmill House) 

· Noting GP partners sharing resources with the Locality Partnership is a big issue, especially where they are not accustomed to sharing 

· Acknowledge that there is little evidence to back up sharing as a positive outcome – Kings Fund is a start, but limited



Innovation:

· Get better at stopping things as well as adding

· Hold our nerve for long term benefit e.g. preventative focus 

· Culture change is also significant in those receiving services who need to understand the system and engage in the difference. What does good look like to you? What could it look like? (Ref. Unleashing Healthy Communities report produced by Bromley By Bow and the Health Foundation on www.bbbc.org.uk website)

· Promote ideas with ‘no holds barred’ e.g. Bright Ideas system. Look at Kirstie’s experience on Bright Ideas scheme at UHBW and NBT with Rona and Cathy and see how this could be taken forward.



Resources: 

· Importance of shared budget and clear outcomes – avoid it just being a leap of faith

· Identify ‘headspace people’ to take the bright ideas and work them up. We don’t all need to be involved. 

· How can we use funding sources to experiment? Can we establish a ‘seed corn’ mechanism to start moving things



Workflow: an example

· Look at the prevention -> public health -> primary care flow, where there are lots of small contracts. Could an amalgamated offer e.g. hubs be beneficial? Do we want to set up a Task and Finish group to consider this? Need to watch for impacts on funding and people 



Strategy: 

· A clear idea of our priorities and having an idea ready to go 

· IAPT: recognising their capacity and willingness to support new models e.g. support asylum seekers or outreach workers to bring care into the community. Considering case studies and recognising that pace is a challenge

· Acknowledge the complexities and contradictions of 6/3/1 



Our suggestion is that with some refinement, this could form the basis of a ‘Culture Change Plan’ to start embedding integrated care as the new way of being. 






The roles and responsibilities of Locality Partnerships



(Woodspring Collaborative Agreement as at April 2022)

The role of the ICP Board is as follows:

· to oversee delivery on the expectations of population and patients for their health and care services;

· to provide strategic leadership for, and delivery of, the overarching strategy and emergent outcomes framework for the ICP; 

· to provide oversight and facilitation of the transformation and design of the health care and wellbeing in Woodspring, 

· to provide collective accountability for delivery to the partner organisations, through its membership and reporting arrangements; 

· to take collective decisions on the use of any Integrated Care Board (ICB) funding allocated to the ICP; 

· to promote and model partnership working within the ICP; 

· 

· accordance with applicable guidance and legal requirements.



(ICE LP Development Workshop Notes 2/2/2022)



What is the Purpose of our ICP:



· Health, social care and community services getting together to deliver the right services for the people of Central and East Bristol.

· A local partnership of different organisations who deliver care and support for health and wellbeing as close to home as possible.

· To provide integrated care across our community to reduce health inequalities and improve health, working across organisational boundaries…shared care plans. (People doing it for themselves v. These services will have been co-produced by our communities?)

· It provides health and social care in our communities so individuals experience professionals working on their behalf.

· A collaboration of health and social care organisations who represent the people they serve, aiming to improve health and social care.

· A different way of being in together local organisations and local people to take charge of our own health and wellbeing and keep our community healthy.

· Partnership of like-minded health, social care and voluntary sector organisations to meet the holistic needs of the people of Inner City and East.




Appendix 3 (graphics showing changes in LPs structure from 2018-to date)
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Area Directorate / Localities structure 2018

Bristol Area Executive
Director

Bristol Executive
PA (B5)

Bristol Area
Administrator (B3)

Bristol Head of Locality
Planning (B8c)

Bristol PEM (B8a) Bristol SPO (B6)

Bristol PC (B4) Bristol PC (B4)

Key

LDM - Locality Development Manager

PC - Programme Co-ordinator

PEM - Partnerships & Engagement Manager
SPO - Senior Programme Officer

Bristol Head of Locality
Development (B8c)

N&W LDM (B7)

South LDM (B7)

NS Area Executive
Director

NS Executive PA
(B5)

NS Area
Administrator (B3)

NS Head of Locality NS Head of Locality
Planning (B8c) Development (B8c)

NS PEM (B8a) NS SPO (B6)

NS PC (B4)

SG Area Executive
Director

SG Executive PA
(B5)

SG Area
Administrator (B3)

SG Head of Locality NS Head of Locality
Planning (B8c) Development (B8c)

SG PEM (B8a) SG SPO (B6) SG LDM (B7)

SG PC (B4)








Area Directorate / Localities structure 2019

Bristol & SG Area
Executive Director

Bristol & SG
Executive PA (B5)

Bristol & SG Area
Administrator (B3)

Bristol Head of Locality Bristol Head of Locality SG Head of Locality
Planning (B8c) Development (B8c) Planning (B8c)

Bristol PEM (B8a) Bristol SPO (B6) SG PEM (B8a) SG SPO (B6)

N&W LDM (B7)
Bristol PC (B4) Bristol PC (B4) SG PC (B4)

South LDM (B7)

Roles given up to operating cost savings
Bristol Area Executive Director

Bristol Area Executive PA

Bristol Area Administrator

NS Area Administrator

NB: SG Exec PA and Administrator support
reduced to 0.5 WTE due to merge with Bristol

NS Head of Locality
Development (B8c)

SG LDM (B7)

NS Area Executive
Director

NS Executive PA
(B5)

NS Head of Locality NS Head of Locality
Planning (B8c) Development (B8c)

NS PEM (B8a) NS SPO (B6)

NS PC (B4)








Area Directorate / Localities structure 2020
('"Heads of' consultation)

Bristol & SG Area NS Area Executive

Executive Director Director

NS Executive PA
(B5)

Bristol & SG
Executive PA (B5)

Bristol & SG Area
Administrator (B3)

Head of South Bristol Head of N&W Bristol

H f ICE Locality (B Head of South Glos NS Head of Localit :
Locality (BSc) Locality (BSc) el GO y NS Head of Locality

Locality (BSc) Planning (B8c) Development (B8c)

Bristol PEM (B8a) Bristol SPO (B6) SB LDM (B7) South LDM (B7) ICE LDM (B7) SG PEM (B8a) SG SPO (B6) NS PEM (B8a) WWYV LDM (B7)

Bristol PC (B4) Bristol PC (B4) SG PC (B4)

NS SPO (B6)

NS PC (B4)








Area Directorate / Localities structure 2020
(PEM consultation)

Bristol & SG Area
Executive Director

Bristol & SG
Executive PA (B5)

Head of South Bristol
Locality (B8c)

Bristol SPO (B6) SB LDM (B7)

Bristol PC (B4) Bristol PC (B4)

Personnel/ structural changes
3 x PEM roles transferred to the Insights &
Engagement Team (Transformation Directorate)

Roles given up to operating cost savings
Primary Care Medical Director. Team transferred
to Dave Jarret, reducing Exec Director WTE for
Bristol and SG to 0.3 per Locality

Head of N&W Bristol
Locality (B8c)

South LDM (B7)

Head of ICE Locality (B8c)

ICE LDM (B7)

Head of South Glos

Locality (B8c)

SG SPO (B6)

SG PC (B4)

SG LDM (B7)

NS Area Executive
Director

NS Executive PA
(B5)

Woodspring Head of WWYV Head of Locality
Locality (B8c) (zF:]9)

WWV LDM (B7)

NS SPO (B6)

NS PC (B4)








Area Directorate / Localities structure 2021
(Delivery Director secondments)

Bristol & SG Area NS Area Executive

Executive Director Director

NS Executive PA
(z15)) | Woodspring Delivery
Director (B8d)

Bristol & SG South Bristol Delivery South Glos Delivery
Executive PA (B5) Director (B8d) Director (B8d)

N&W Bristol Delivery . :
Director (B8d) WWYV Delivery Director

(B&d)

ICE Delivery Director
(B8d)

Head of South Bristol Head of N&W Bristol : HEEele) S outh Glos Woodspring Head of WWYV Head of Localit

Locality (B8c) (B8c)

ICE LDM (B7) SG SPO (B6) WWYV LDM (B7)

Bristol SPO (B6) SB LDM (B7) South LDM (B7)

SG PC (B4) NS SPO (B6)
Bristol PC (B4) Bristol PC (B4)

NS PC (B4)








Area Directorate / Localities structure 2022
(Non-recurrent £400k per Locality)

Primary & Integrated
Care Executive Director

P&IC Executive PA
B5

N&W Bristol Deli : : ' i
&W Bristol Delivery ICE Delivery Director B8d South Glos Delivery WWV Delivery Director WO%?rZ%rt'gf’(ggg;’ery

Director B&d Director (B8d) (B8d)

South Bristol Delivery
Director B8d

. . WS Comms
Head of South Glos WWYV Head of Locality WoodspringHead of Manager (B7)

Head of ICE Locality B8c Locality (B8c) (B8c) Locality (B8c)

Head of South Bristol
Locality B8c

Head of N&W Bristol
Locality B8c

WS Snr Transf
Manager (B8a)

N&W CMH Programme WWYV Programme
Manager B8c (Agency) ICE LDM (B7) Manager (B8c)

South Bristol SPO South Bristol LDM
B6 B7

SG Project Manager WWV LDM (B7 NS SPO (B6)

N&W LDM (B7) CESEOEE [THEe ) Vacancy)

South Bristol PC
secondment (Agency) Vacancy

B4

SG SPO (B6) WWYV Project ' WS SPO (B6)
ICE PC (B4) (Secondment) Manager (B7)

(vacancy)

N&W SPO (B6)

WWYV Project NS PC (B4)

SG PC (B4) Manager (B7)

N&W PC (B4)

Key

Substantive WWV SPO (B6)
Secondment
Agency
Vacancy . .
0.66 SPO across the 3 in Bristol WG (B4








Area Directorate / Localities structure 2023/24
(post April 2023 consultation)

Primary & Integrated Care
Executive Director

Primary & Integrated
Care Executive PA (B5)

Head of South Bristol Head of N&W Bristol Head of South Glos Woodspring Head of WWYV Head of Locality

Locality (B8c) Locality (BSc) Head of ICE Locality (B8c) Locality (B8c) Locality (B8c) (B8c)

SB LDM (B7) N&W LDM (B7) ICE LDM (B7) WS LDM (B7) WWVLDM (B7)

SB SPO (B6) N&W SPO (B6) SG SPO (B6) NS SPO (B6)

SB LA (B4) SB LA (B4) ICE LA (B4) SG LA (B4) NS LA (B4)

Personnel/ structural changes Personnel/ structural changes (cont.)
Removal of: Removal of:

- 3 Delivery Directors (B8d) -2 WWV Project Managers (B7)

-1 N&W Bristol CMH Programme Manager (B8c) -1 WS Comms Manager (B7)

-1 WWV Programme Manager (B8a) -1 WWV SPO (B6)

- 1 WS Senior Transformation Lead (B8a) - 1 WS SPO (B6)

-1 SG Project Manager (B7) - 1ICE SPO (B6)







Area Directorate / Localities structure 2023
(staffing levels at 01/02/24)

Primary & Integrated Care
Executive Director

Primary & Integrated
Care Executive PA (B5)

Head of South Bristol Locality (B8c)

Steve Rea

SB LDM (B7
Pip Martin

SB SPO (B6
Anna Grant

SB LA (B4)
VACANCY

Head of N&W Bristol Locality (B8c)
Neil Turney

N&W LDM (B7
Liz Mitchell

N&W SPO (B6
Heather Allward

SB LA (B4)
Phoenix B.Mclean

Head of ICE Locality (B8c)
Joe Poole

ICE LDM (B7 MAT
VACANCY UNTIL 01/04 LEAVE

ICE LA (B4)
Danielle

Head of South Glos Locality (B8c)
Ruth Thomas

SG LDM (B7)
VACANCY

SG SPO (B6)
Grace Clarke

SG LA (B4)
VACANCY

WS Head of Locality (BSc)
Kirstie Corns

WWYV Head of Locality (B8c)
David Moss

WWV LDM (B7)
Kate Debley

WS LDM (B7)
Nathalie Willmott

NS SPO (B6)
Amber Fraher

NS LA (B4
PipJohnson








Area Directorate / Localities structure 2024
(Dec 2023 proposed structure, subject to consultation)

Primary & Integrated Care
Executive Director

Primary & Integrated
Care Executive PA (B5)

Bristol Delivery Director South Glos Delivery North Somerset Delivery
(B8d) Directory (B8d) Director (B8d)

SB LDM (B7) N&W LDM (B7) SG LDM (B7) WS LDM (B7)

Bristol SPO (B6) SG SPO (B6) NS SPO (B6)

Bristol LA (B4) SG LA (B4) NS LA (B4)

Personnel/ structural changes
Removal of:

- 6 Head of Localities (BSc)

- 1 Senior Programme Officer

- 2 Locality Administrators
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About this work


This paper sets out thinking – at various stages of development - in five key areas for the organisation of the BNSSG system:

The functions of BNSSG’s Locality Partnerships, including

Functions which Locality Partnerships will lead;

Functions for which Locality Partnerships will provide support; and
Functions for which Locality Partnerships will require support from BNSSG-wide teams.


A ‘service tiering’ approach. This will act as a decision aid in collectively determining which priorities should be worked on together across BNSSG, and which are best pursued at Locality level.

A simplified RACI model setting out responsibility and accountability for key areas of change. This is intended to provide a ‘walk through’ of how Locality Partnerships’ functions – and their relationship to BNSSG-wide teams – will translate into specific actions and interactions.

Initial thoughts on the resources which Locality Partnerships will need to exercise their functions effectively; and

Actions to develop this work further, with the aim of agreeing proposals for the functioning and resourcing Localities by the autumn.

These proposals have been developed through a series of discussions with Locality Directors and other senior leaders, as part of Module B of the national Place Development Programme (governance, functions and finance). These discussions took place between June and July 2022.







		Function group		Functions which the Locality Partnership will lead (blue). 
Support needed from BNSSG-wide teams (Yellow)		Functions which the Locality Partnership will support

		Strategy and planning				

		Service design and delivery				

		Collaborating across partners				

		Performance and finance				

		Quality and risk				



+ focus on tackling inequalities throughout the functions.

Assess population needs – data analysis.

Delivery of Health and Wellbeing Strategy (for each HWB area)

Localities Lead re-design of pathways for ‘locality’ services.

Localities support ICB to re-design pathways for pan-BNSSG services

BNSSG-wide teams provide contracting, finance, legal support to inform locality change programmes

BNSSG-wide teams provide ‘central’ PPM resource on which localities can draw for change prog’s

BNSSG-wide teams provides BI support to inform analysis of needs

Draw insights / define care priorities based on local needs

Assess population needs – public & service user engagement.

Localities support HWBs in setting local priorities (JHWSs).

BNSSG-wide teams provide BI & digital support to inform locality change programmes

Localities support BNSSG-wide teams in managing relationship with ‘pan-BNSSG’ providers

Localities support LAs in engaging with local political leaders

Cultivate relationships with VCSE & community groups

Maximise benefits of local networks / community connections

Lead genuine co-production with service users & communities

Define a clear ‘citizen involvement’ approach.

OD / collaborative working between providers & teams in the locality

Support & promote clinical & professional leadership & networks in the locality

Manage budgets for ‘locality’ services

Manage performance of ‘locality’ services.

Support BNSSG-wide teams to manage budgets for ‘pan-BNSSG’ services

Support BNSSG-wide teams to manage performance of ‘pan-BNSSG’ services.

Support BNSSG-wide teams to allocate budgets between localities (needs based)

Manage quality and risk for ‘locality’ services

Where required, escalate to BNSSG Quality and Risk Committee

Support BNSSG quality and risk committee

Support BNSSG-wide teams in managing relationships with regulators

Oversee quality improvement for ‘locality’ services

Localities and BNSSG-wide teams use a ‘service tiering’ approach to determine which services changes should be managed at locality level, and which should be managed at BNSSG level. 

(see next page)

‘Locality’ services.

‘Pan-BNSSG’ services.





Our functions mapping sets out the relative responsibilities of Localities and BNSSG-wide teams in relation to our most important areas for working together

Evaluate the impact of interventions related to ‘locality’ services.



‹#›







































































































































































































































































































































































































































































































































































































Our service tiering approach will act as a ‘decision aid’ as we collectively determine which priorities should be worked on together across BNSSG, and which are best pursued at Locality level.

There needs to be a balance between (i) designing and delivery of services as close to the population as possible and (ii) ensuring that relevant services can benefit from scale and from access to specialist expertise. The service tiering approach provides a framework for such decisions to be made. 

Locality-based planning

Localities lead development as part of a collaborative process, individually or in groups

Trusts / collaboratives lead collaborative process at system level, supported by BNSSG-wide teams.

Localities & others lead collaborative process at system level, supported by BNSSG-wide teams.

Starting point for tiering decisions

Are there sufficient & safe service user volumes in each Locality?

No
(Specialist needs require response across wider geography)

Is there an established best practice ‘core model’ covering the majority of the service?

Yes

Is there material variation in type and presentation of need between - rather than within - Localities?

No
(Localities work together to develop a single approach, then adapt locally)

Yes

Do ‘economies of scale’ outweigh questions of local variation?

Yes
(Develop BNSSG-wide approach to realise economies of scale)

Yes
(Develop single system approach and adapt locally)

No

No

No

Yes
(Develop single system approach and adapt locally)

Is there significant unwarranted variation in outcomes across the system?

NB: This approach is intended to guide decisions on how each service area / service re-design challenge can best be managed. The prioritisation of services / service re-design challenges will require a separate mechanism.

BNSSG-Wide planning 

BNSSG-wide planning 
(± Locality tailoring)









































































































































































































































































































































































































































































































































































































Our simplified RACI model sets out responsibility and accountability for key areas of change. This provides a ‘walk through’ of how functions will translate into specific actions and interactions.


		Key Activity		Who does what?		

		Identify population needs		BNSSG-wide teams are responsible for identifying needs based on systemwide data analysis (e.g. poor outcomes or unwarranted variation across BNSSG), as well as ‘top down’ priorities from region or national teams.
Localities are responsible for identifying needs based on population engagement and local data analysis (‘bottom up’ needs)
Public health teams support localities and BNSSG-wide teams by providing data and analysis.
VCSE Partners support by providing ‘hyper-local’ information on needs and potential response.
Localities and BNSSG-wide team are jointly responsible for identifying priority areas for change – using an agreed prioritisation proceed. It is critical that the ICS can agree a small number of priority programmes, as the basis for focussing its change resource to best effect. Localities will be have capacity to implement only a limited number of programmes at any one time.   
Localities and BNSSG-wide team are jointly responsible  for determining the ‘tier’ at which service changes should take place (Locality, BNSSG-wide with locality tailoring, or BNSSG-wide only). Many change programmes will have both a ‘locality arm’ and a ‘system arm’ (see below). The precise split of these must be agreed between BNSSG-wide and locality teams. See service tiering approach for more information.		

		Prioritising the need – ((dis)investment decisions)				

		Determine best approach for meeting the need – service tiering				

		Define outcomes required from the change.		For changes managed at locality level (‘locality arm’)…
Locality teams are accountable and responsible for defining, designing and implementing change in their areas.
Organisations from across the Locality Partnership will support the change – being brought together in a ‘joint team’ convened by the Locality Team. The precise role and responsibilities of each party will be defined as part of programme design and mobilisation.
BNSSG-wide teams will support the change by providing speciality input and expertise (for example BI & digital expertise, contracting, finance or legal support*) 
It is essential that Localities have sufficient resource and capability within their ‘Core Teams’ (including service design and programme management / PMO capability) to exercise these responsibilities effectively. This is likely to require delegation of transformation resource. 		For changes managed across BNSSG, with tailoring to local needs* (‘system arm)…
BNSSG-wide teams (eg transformation team) are accountable and responsible for defining and designing changes which are consistent across BNSSG.
Localities will support BNSSG-wide programmes by providing input on population needs and expertise in service change. Locality contributions will be ‘convened’ by the BNSSG-wide team which has overall responsibility for the change.
Localities then are responsible for ‘tailoring’ BNSSG-wide approaches to the specific needs of their populations. Localities may work on this individually, or 2+ Localities may work together, where the same approach would suit all relevant populations. Locality teams will draw in contributions from across their Partnerships in order to maximise the effectiveness of this tailoring.

		Design the changes to meet population needs / achieve outcomes.				

		Implement the changes				



*This table describes an ‘end state’ division of responsibilities, including that budgets are delegated to Localities (for a specific range of services). Before delegation, Localities are likely to require a narrower range of support. However, they may still require advice to understand (for example) the finance and contracting implications of their work even when contracts are signed at BNSSG level.

Service planning and delivery cycle (simplified)











































































































































































































































































































































































































































































































































































































Initial thoughts on the resources which Locality Partnerships will need to exercise their functions effectively.

		What capability & resources* have we got? (across each Locality)		What capability & resources  do we need, or do we need access to?		How could we close the gap?
(including by stopping things…)

		Wealth of expertise and experience – so can have a great impact just by working in a new way. E.g. tapping into LA services (Council services and public health, route through to grant funding.)
Local Authority communities teams. Question – how to move this into locality partnerships (conversations underway in Bristol on this). How do they work as part of the partnership and not just within LAs.


		(Example of) analytical capability:
Understanding population need. Various sources – but PHM is the gap. Not just analytical capability – it needs to be responsive / linked to insights, and work with the rest of the system. Current gap – not only at the system level but also in locality partnerships.
Other aspects are covered elsewhere (eg public health teams) but still part of the partnership.
Also consider training / competencies for the wider team (alongside requirement for dedicated analysts).
Draw down specialist support e.g. contracting, comms.
Intelligence – understand what centrally-held data is telling us about the needs of the population and service response. Need consistent and ongoing method to PHM inquiry which then feeds into localities.
Need capability to project manage locality work. To extent that this exists now, this is temporary / agency…etc. Supporting programme SROs.

Distinguish between:
Locality partnerships – planning and design role; vs Locality partnerships – delivery role.
Need (ability to) distinguish between ‘permanent or embedded’ member of Locality teams vs ‘call of’ arrangements.
Resources ‘we can rely on’ vs resources ‘we can avail ourselves of.’ Some are committed to change – but might not have dedicated time / resources to do so.		Bolstering the co-ordination function between partners (currently using funding / staffing for this). Link to the co-ordination role of localities. (Currently using development funding – agency staff).
Ensure co-ordination has right leadership and skills. Transition from agency to permanent staff.
Need people to have a stake in the system – want locality partnerships to succeed. Currently mixed picture – support functions need to ‘bring on a journey.’
Ensure that “localities are the solution to these big, difficult, scary problems.” Show early wins…etc. Avoid diversion of resource to firefighting.
Clarity on level of resource and support needed.
Clarity on the capacity which we have to undertake various tasks (linked to current priorities / plans) – “this is what we can deliver for what we have got.” Need function / process to understand current capacity.













































































































































































































































































































































































































































































































































































































Socialise functions with all localities, and refine as appropriate. This includes sharing with the wider leadership group (beyond locality Directors). 

Once input from localities complete, convert this work into a ‘proposal’ for localities to discuss with BNSSG-wide teams – prior to refining and finalising. Ensure a collaborative process to work this through to final agreement.

Develop the process which will be used to jointly determine priorities between BNSSG-wide teams and Localities. This should:

Allow the determination of a small number of clear priorities. Having too many priorities will dilute focus.

Allow BNSSG to effectively balance shorter-term and longer-term priorities (including prevention).

Be a flexible process which can re-prioritise as required, and which allows the marshalling of appropriate resources behind priorities as they are determined.


Continue to develop the ‘core’  Locality team. Use these discussions (including but not limited to team requirements / resourcing discussions) build a first draft structure chart for locality teams.

Describe the role of Localities within each of the four ‘gateways’ of the BNSSG Transformation approach (Slide 7). This should align wherever possible with Localities’ thinking on their functions, roles and responsibilities, as articulated through these discussions.


Actions to develop this work further, with the aim of agreeing proposals for the functioning and resourcing Localities by the autumn.









































































































































































































































































































































































































































































































































































































We also need to consider how this ‘Locality-based’ perspective aligns to the development of the BNSSG Transformation Hub
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