Board of Directors’ Meeting
10 September 2021
Agenda item

P173/21

Report

Chief Executive Report

Executive Lead

Dr Richard Jenkins, Interim Chief Executive

Link with the BAF

The Chief Executive’s report reflects various elements of the BAF

How does this
paper support
Trust Values

The contents of the report have bearing on all three Trust values.

Purpose

For decision

Executive
Summary (including

This report is intended to give a brief outline of some of the key
activities undertaken as Chief Executive since the last meeting and
highlight a number of items of interest including:
• Covid-19
• NHS Provider Licence
• ICS and Rotherham Place
• CQC

reason for the report,
background, key issues
and risks)

☐

For assurance

☐

For information

☒

The items are not reported in any order of priority
Due Diligence
(include the process the
paper has gone through
prior to presentation at
Board of Directors’
meeting)

This paper reports directly to the Board of Directors.

Board powers to
No decision is required.
make this decision
Who, What and
When
(what action is required,
who is the lead and
when should it be
completed?)

No action is required.

Recommendations It is recommended that the Board note the contents of the report.

Appendices

1. NHS Provider Licence
2. Integrated Care System CEO Update Report for July and August
2021
3. Letter to Dan Jarvis, MP and Mayor of South Yorkshire
4. Guidance on Provider Collaboratives

1.0

Covid-19

1.1

Activity: Since my last update, the Trust has seen an increase in Covid-19 positive
cases with the number of positive cases in the community also increasing substantially.
It has been highlighted that the ‘over 60’ age range has seen a progressive and
worrying increase in positive cases in the community and subsequently the Trust is very
likely to continue to see hospital admissions as this age range is more likely to need
acute intervention. Currently (2/9/21) the Trust has circa 75 inpatients with Covid-19
which equates to 17% of the bed base and is the highest rate nationally.

1.2

Vaccination: The Trust has been advised that a supply of vaccines may be available to
the Trust from 6th September 2021 for booster doses. Detailed guidance is awaited.

1.3

Recovery: The work to recover the accumulated long waiting times is well underway
within the Trust and across the region. Early data suggests that the 80% Elective
Recovery Fund target for June was achieved, with this goal initially expected to
increase by 5% in July. However, a national communication received on 8th July 2021
confirmed that the expectation was increasing to 95% of 2019 baseline figures from July
onwards. This is a significantly more challenging ask to achieve given the third wave of
Covid-19, ongoing IPC requirements, increased staff absence and a need to protect
staff health and wellbeing and allow colleagues to take much-needed leave in the
summer. Despite this, the implementation of the Trust’s Accelerator plans has led to
increased activity levels, with early data suggesting the Trust has successfully delivered
our ordinary admissions target and increased day case numbers to the highest monthly
level since before the Covid-19 pandemic. Whilst all Trusts are facing similar elective
care challenges, TRFT is now in the top ten acute or combined Trusts in the country
for overall Referral to Treatment (RTT) performance, which, given our relative position
10 months ago, is a significant achievement.

1.4

Urgent and Emergency Care Activity: The Trust has continued to see high volumes
of activity through the Urgent and Emergency Care Centre (UECC) and this is being
duplicated across other organisations in the region. This is corroborated by the fact that
the Ambulance Service is seeing record numbers of emergencies and continues to be
very busy. Staff absence through the effects of the pandemic coupled with the seasonal
holiday period and the August changeover of medical staff have compounded the
challenges.

2.0

NHS Provider Licence

2.1

On 13 August 2021, formal confirmation was received from NHS England/Improvement,
North East and Yorkshire Regional Provider Support Group (RSG), that the Trust was
no longer in breach of its provider licence.

2.2

The RSG acknowledged the significant progress that Trust has made in addressing key
areas of quality and financial delivery and sustainability and noted that this provides the
basis for the organisation to move forward with a high degree of confidence and
optimism.

2.3

It was also confirmed that the Trust will remain in Single Oversight Framework segment
3. This reflects a number of delivery areas where there are ongoing support
requirements.

2.4

A copy of the confirmation letter is included for information at Appendix 1.

3.0

Integrated Care System (ICS) and Rotherham Place Development

3.1

Appendix 2 is the usual update from the ICS Chief Executive System Leader, which is
provided for information and covers the months of July and August, due to there being
no Board of Director meeting in August 2021.

3.2

I reported last time that the CQC and Ofsted (Office for Standards in Education,
Children’s Services and Skills) would be carrying out an inspection on SEND (Special
Educational Needs and Disability) in Rotherham, week commencing 5th July 2021. This
inspection is now complete and the formal report is awaited.

3.3

The Department of Health and Social Care have announced changes to the current
boundaries of six Integrated Care Systems to match local authorities. As a result, the
Bassetlaw area will move from South Yorkshire and Bassetlaw ICS into the
Nottinghamshire and Nottingham ICS and Doncaster and Bassetlaw Teaching Hospitals
will operate across the two ICS areas. Further information is detailed in a letter to Dan
Jarvis, MP and Mayor of South Yorkshire in Appendix 3.

4.0

Care Quality Commission Update

4.1

The Trust participated in the CQC Well-Led Review visit from 22nd to 24th June 2021.
The inspection went well overall with some good verbal feedback received and also
some areas that we need to improve. We have now received the draft report and have
until 10th September 2021 to review for factual accuracy. It is anticipated that the report
will be published by the CQC in late September or early October. Further detail will be
provided in the report from the Chief Nurse.

5:0

NHS Chief Executive

5.1

Amanda Pritchard has been appointed as the new NHS Chief Executive,
replacing Simon Stevens and she took up her role on 1st August 2021.

6.0

Provider Collaboratives

6.1

Guidance (Appendix 4) has now been published on Provider Collaboratives (August
2021) which aims to help organisations to meet their health and social care challenges
enabled by legislation and accelerated by Covid-19 and to enable local health and care
leaders to build strong and effective partnerships in every part of England. The Acute
Federation provider collaborative that TRFT is a core member of, is viewed as a welldeveloped collaborative and is cited in the report. The months leading up to April 2022
will be a time of transition as ICSs continue to deliver recovery and their core purpose,
while system leaders and partners prepare for the anticipated establishment of statutory
Integrated Care Boards.

7.0

Limited supply of Becton Dickinson (BD) blood tubes in the UK

7.1

TRFT, along with Barnsley Hospital NHS FT and Sheffield Children’s Hospital NHS FT,
uses a different type of blood tube, supplied by a different manufacturer, and so is not
directly affected by the limited supply of BD tubes. A risk remains that international
supply chain issues may also affect our supplier in future.

Dr Richard Jenkins
Interim Chief Executive
September 2021
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Dr Richard Jenkins
Chief Executive
The Rotherham NHS Foundation Trust

Tim Savage
Director of Finance
North East and Yorkshire
NHS England and NHS Improvement
Quarry House
Quarry Hill
Leeds
LS2 7UE

Sent by email: richard.jenkins8@nhs.net
13th August 2021
Our ref: NHSEI/TS/2021/068

Dear Richard,
Review of The Rotherham NHS Foundation Trust regulatory position
I am writing to update you on the position with the regulatory position for The
Rotherham NHS Foundation Trust (TRFT) which was considered at the North East
and Yorkshire Regional Support Group (RSG) in July 2021.
Provided with this cover note are the following documents:
•
•
•

compliance certificate for specified outstanding enforcement undertakings;
discontinuation notice for specified outstanding enforcement undertakings; and
notice of removal of section 111 Additional Licence Condition.

As a result of the regulatory updates advised TRFT is no longer in breach of its
provider licence.
I would bring to your attention that the compliance certificate does not refer to
enforcement undertaking 1 because TRFT has only complied with paras 1.9-1.11. For
paras 1.1 – 1.8 the discontinuation notice enclosed reflects that NHS Improvement
does not wish to take any further enforcement action in relation to the areas covered
due to the passage of time and changes in circumstances. The overall result is that
TRFT is in partial compliance with enforcement undertaking 1. However, this does not
impact on the overall update of TRFT no longer being in breach of its provider licence.
For the discontinuation notice only could we ask that your signature and the date is
added to this and returned to finalise the documentation for this overall update.

NHS England and NHS Improvement

These updates formally acknowledge the significant progress that TRFT has made in
addressing key areas of quality and financial delivery and sustainability and provides
the basis for the organisation to move forward with a high degree of confidence and
optimism.
Alongside the update to the regulatory details TRFT will remain in Single Oversight
Framework segment 3. This reflects a number of delivery areas where there are
ongoing support requirements including the below.
In relation to the oversight of quality the focus will be in relation to the preparation and
outcome from the Care Quality Commission inspection outcome expected later in
2021 and the support of the region may need to change depending on the information
arising from this.
In relation to the oversight of finance enhanced arrangements will remain in play to
ensure the momentum of current financial recovery actions is maintained up to a point
where the risks materially reduce, particularly in relation to financial sustainability.
Across all these areas we expect Trust to continue the strong partnership working with
the South Yorkshire and Bassetlaw Integrated Care System to ensure the actions
being taken are coherent with the wider system priorities.
Yours sincerely

Tim Savage
Director of Finance
NHSE/I North East and Yorkshire
Encls.
cc.

Martin Havenhand, Chair – The Rotherham NHS Foundation Trust
Richard Barker, Regional Director – NHSE/I North East and Yorkshire
Alison Knowles, ICS Locality Director – South Yorkshire and Bassetlaw
Sir Andrew Cash, ICS Executive Lead – South Yorkshire and Bassetlaw

NHS England and NHS Improvement

Notice of Removal of Section 111 Additional Licence Condition
For the purposes of this Notice, NHS Improvement means “Monitor”.
The following additional licence condition was imposed by NHS Improvement on The
Rotherham NHS Foundation Trust on 24 April 2013 in accordance with NHS Improvement’s
power under section 111 of the Health and Social Care Act 2012:
Additional Licence Condition 1 – Additional governance requirements:
1) The Licensee must ensure that it has in place an effectively functioning board and
board commitees and personnel to enable it to address successfully the governance
issues that have caused or contributed to or are causing or contributing or will cause
or contribute to breaches of its licence.
NHS Improvement has decided it is appropriate to remove this additional licence condition, as
from the date of this notice, for the following reasons:
a. The Licensee has made improvements through the strengthening of board and
management capacity capability alongside making equivalent improvements to its
governance systems and processes.
b. The improvements made include the appointment of an interim Chief Executive Officer
in February 2020 alongside the appointment of a Deputy Chief Executive, a Chief
Financial Officer and a new Company Secretary. Substantive Chief Executive
arrangements are under discussion with a decision expected by August 2021.
c. The Licensee has also appointed three new non-executive directors with experience
in quality improvement and private sector finance.
d. The Licensee has approved and implemented a new divisional structure to strengthen
the clinical leadership and to improve the focus on its community portfolio.
e. The Licensee’s Board has undertaken an extensive development programme including
changes to its assurance committees with clearer escalation arrangements from
committee chairs to the Board and increased focus on strategy, in line with good
governance.
f. These leadership changes have already demonstrated their impact through both the
improved grip and control of organisational performance, as evidenced by
improvemens in the Licensee’s financial performance and UEC delivery.

NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.

Signed:
Tim Savage, Director of Finance – North East & Yorkshire acting on behalf of
Regional Provider Support Group (North East and Yorkshire), NHS
England/NHS Improvement
Date:

13th August 2021

NHS Improvement is the operational name for the organisation that brings together Monitor, NHS Trust Development Authority,
Patient Safety, the National Reporting and Learning System, the Advancing Change team and the Intensive Support Teams.
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Chief Executive Report
SOUTH YORKSHIRE AND BASSETLAW
INTEGRATED CARE SYSTEM
Health Executive Group
10th August 2021

1.

Purpose

This paper from the South Yorkshire and Bassetlaw (SYB) Integrated Care System (ICS) System
Lead provides an update on the work of the South Yorkshire and Bassetlaw health and care
partners for the month of July 2021.
2.

Summary update for activity during July

2.1

Coronavirus (COVID-19): The South Yorkshire and Bassetlaw position

Our overall vaccination numbers remain very high. Over 85.7 per-cent have been vaccinated
across cohorts 1-12 of the Joint Committee on Vaccination and Immunisation (JCVI)
recommended priority list with 71.6 per-cent having also received second doses. Much of our
efforts are now focused on reaching our unvaccinated populations, in which an estimated 173,000
have not yet had their Covid vaccinations, and planning for a possible ‘booster’ campaign in the
autumn.
Rates of Covid across SYB rose dramatically during July rise but are now falling. The region was
impacted by Euro 2021, with cases rising towards the end of the tournament as people mixed and
while each of our places are seeing a fall in rates, they all remain relatively high.
On average, SYB hospitals have 25/30 per cent occupancy with Covid patients. The number of
deaths is rising and are at levels similar to those in September 2020.
Demand for primary care services continues to be high, alongside increases in hospital bed
occupancy and rising admissions to accident and emergency (A&E) departments across SYB.
There is an increase in respiratory viruses which is adding increased pressures on our system.
At the same time, there has been an increase in staff absences relating to Covid, both in terms of
being infected but also from the NHS Test and Trace app. New national guidance was issued in
July to support frontline NHS and social care staff to attend work rather than self-isolate (in
exceptional circumstances), helping to safely reintroduce staff who are able to effectively
demonstrate they are Covid-negative.
2.2

Regional update

2.2.1

Leaders meeting

The North East and Yorkshire (NEY) Regional ICS Leaders meet weekly with the NHS England
and Improvement Regional Director. During July, discussions focused on the ongoing Covid
response and vaccination programme, urgent and emergency care and winter resilience, planning
and recovery and ICS development (including feedback from the NEY transition oversight group).
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2.3

National update

2.3.1

New Chief Executive Officer (CEO) of NHS England.

Amanda Pritchard has been appointed as the new Chief Executive Officer of NHS England.
Amanda is the first woman in the health service’s history to hold the post, which she took up on
Sunday August 1, replacing Sir Simon Stevens.
As NHS chief executive, she will be responsible for an annual budget of more than £130 billion
while ensuring that everyone in the country receives high quality care. She takes up the role after
serving as the NHS’ Chief Operating Officer (COO) for two years.
Her appointment follows an open and competitive recruitment process by the Board of NHS
England and NHS Improvement.
2.3.2

NHS staff awarded The George Cross

More than 1.1 million NHS staff were awarded The George Cross by Her Majesty The Queen to
mark the NHS’ 73rd anniversary.
The award serves as a poignant reminder of the courage, resilience and sacrifices made since the
beginning of the Covid Pandemic to protect our most vulnerable communities. The award also
acknowledges colleagues who sadly lost their lives to Covid and receive this award posthumously.
2.4

Integrated Care System update

2.4.1

System Development Plans

All 42 ICSs across England have developed System Development Plans setting out how they will
establish statutory ICSs.
SYB discussed its draft plan at the July Health Executive Group meeting and subsequently shared
the plan with NHS England. The focus is now on the key steps which will need to be taken to
establish the new organisation ready for April 1st 2022 and the required work to transition people
and functions. This work is being overseen by the ICS Development Steering Group, established
at the beginning of this year by partners and CCGs respectively. Further national guidance is
expected to support local systems.
2.4.2

Boundary decision

Earlier this year, Ministers asked NHS England to set out options for boundary alignment in
integrated care systems in specific geographies where upper-tier local authorities currently work
across more than one ICS footprint. The working principle was that coterminous boundaries
deliver clear benefits in integration between local authorities and NHS organisations.
Following an assessment of the impact of changes for Bassetlaw, the Secretary of State
announced (July 22) that the district of Bassetlaw would align with the Nottingham and
Nottinghamshire Integrated Care System. The change will take effect from 1st April 2022.
Until then, Bassetlaw remains a part of South Yorkshire and Bassetlaw Integrated Care System
(SYB ICS). As the transition towards and development of statutory ICS bodies progresses,
Bassetlaw CCG and its staff will increasingly work with Nottingham and Nottinghamshire ICS to
design the future.
In the meantime, the change and transition work that is taking place in SYB will continue to include
Bassetlaw CCG and its staff will continue to be supported by SYB.

4

2.4.3
•

National designate appointments
Appointment of Independent Chair/Chair Designate

Pearse Butler has been appointed the South Yorkshire and Bassetlaw Integrated Care System
Independent Chair and Chair Designate of the future organisation, the South Yorkshire Integrated
Care Board (SY ICB). The announcement is part of the transformation of the ICS to become a
statutory body by April 2022.
Following a recruitment process, Pearse, who recently moved to the area and was previously chair
at Blackpool Teaching Hospitals NHS Foundation Trust, has been approved by the Secretary of
State. He joins the ICS on 1st September 2021
He is very keen to join the SY ICS and continuing the great work of the ICS and I am sure partners
will join me in welcoming Pearse into the SY Partnership and we look forward to working with him.
•

Appointment of Chief Executive designates

The appointments process for the chief executive appointments are due to begin in mid-August
and expected to conclude by end October.
2.5

Yorkshire & Humber Academic Health Science Network – Impact Report 2021

The Yorkshire & Humber Academic Health Science Network (Yorkshire & Humber AHSN) has
celebrate a successful year for health innovation across the region.
Their newly published Impact Report (2020 – 2021), showcases some of the developments
initiated across SYB during the Covid pandemic including the Agile Workforce Project and Fit
Fans. These projects were led by SYB’s Innovation Hub which has also helped to secure research
and innovation bids worth £240k for our region.
We have also worked closely with the AHSN to deliver our Digital Care Homes project and
supporting our Clinical Commissioning Groups (CCGs) to adopt pulse oximeter devices to enable
high-risk Covid patients to accurately monitor and manage their symptoms at home.
2.6

Tackling obesity report – The King’s Fund

The 'Tackling Obesity' report by The King’s Fund sets out a clear agenda for change to support
health and care systems to take greater preventative action in reducing harm from excess weight
gain.
SYB is featured as a case study in the report (page 25) highlighting our multifaceted approach to
tackle obesity; our collaborative work with local authority partners, our improved referral pathways
into weight management services and our work to encourage greater physical activity among staff
through green initiatives/wellbeing programmes.
2.7

Sheffield Olympic Legacy Park sustainable vision

Sheffield Olympic Legacy Park set out its vision to create a lasting environmental legacy for
Sheffield in July.
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Project Lead Richard Caborn outlined plans for the next stage of investment and development at
the world’s only Olympic legacy park outside a host city during a recent visit (July 22nd) with
Councillor Douglas Johnson, Sheffield City Council’s Executive Member for Climate Change and
Environment, and other councillors.
The environment is one of the four legacy themes of the Park which is reflected in the second
phase of development which includes plans for improvements to public transport and cycling links
to the unique site as well as opening up access to Sheffield and Tinsley Canal. Through the four
themes of sport, community, environment and economy, the Park is uniquely delivering a longlasting legacy from the London 2012 Olympic and Paralympic Games that was at the heart of the
UK’s bid.
SYB ICS is part of a region-wide partnership (Legacy Park Ltd) which also comprises Sheffield
City Council, Sheffield Teaching Hospitals NHS Foundation Trust, Sheffield Hallam University,
Sheffield City Trust, Sheffield Children’s NHS Foundation Trust, and Yorkshire & Humber
Academic Health Sciences Network and Darnall Well Being.
2.8

Sheffield Hallam University pledges ‘civic’ action

As part of a new Civic University Agreement launched in July, Sheffield Hallam University (SHU)
has pledged to provide more opportunities to become an apprentice, double the annual intake of
students studying to become healthcare professionals (by 2025) and to develop their newly
opened Early Years Community Research Centre (EYCRC).
South Yorkshire Mayor, Dan Jarvis MP has also allocated £100,000 funding to help expand the
successful GROW school mentoring programme, founded in the summer of 2020 with the
Northern Powerhouse Partnership, to help regional schools address the disproportionate impact of
Covid on young people and their education
The agreement is fully supported by SYB ICS, local authorities, other educational providers, the
South Yorkshire Combined Authority and the Local Enterprise Partnership.
3.

Finance

At month 3 the system has a surplus of £19.8m which is £16.4m favourable to plan. The forecast
is a £2.7m surplus which compares to a break even plan. The Elective Recovery Fund threshold
has been raised from 85% to 95% in the second quarter in the year. This will impact on planned
income by circa £22m. An exercise will be undertaken as part of month 4 reporting to assess the
impact of this on the forecast position.
Capital spend at month 3 is £17.7m which is £1.5m higher than plan. Forecast spend is £121.4m
which is £12.6m greater than plan. Further work will be required to mitigate against the forecast
deficit which is due to the temporary work in relation to the critical incident in the Women &
Children’s block at Doncaster Royal Infirmary.
Further bids are being sought for the next phase of hospital developments to bring the total to
forty. Expressions of interest are sought by 9 September with final decisions expected in Spring
2022.
Andrew Cash
System Lead, South Yorkshire and Bassetlaw Integrated Care System
Date: 4th August 2021
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Appendix 3

Edward Argar MP
Minister of State for Health

39 Victoria Street
London
SW1H 0EU

Dan Jarvis MP
House of Commons
London
SW1A 0AA

020 7210 4850

22 July 2021
Dear Dan,
As you are aware, earlier this year, DHSC asked NHS England to set out options for
boundary alignment in NHS integrated care systems (ICS) in specific geographies where
upper-tier local authorities currently have to work across more than one ICS footprint and to
assess the impact of alignment, and any possible changes, in each case.
The review has been approached with a presumption of moving towards coterminosity for
ICS’ with one or more upper tier Local Authority, save for in the most exceptional
circumstances where strong reasons, by exception, can be demonstrated.
Over the last six months NHS England has actively engaged with stakeholders, across local
authorities, the NHS and Primary Care in the region to hear local system views, in order to
provide advice and analysis on the options for each of the affected areas to the Secretary
of State. Alongside this I have met with you and other affected parliamentary colleagues to
discuss ICS boundaries and ensure your views were considered in the final decision.
This review has now concluded, and a final decision has been taken for the areas in scope
of the review. In taking this decision the Secretary of State took into account the analysis
provided by NHS England, all written and oral representations made to Ministers and the
Department as well as considering his statutory duties including those on health inequalities
and the public sector equality duties.
As set out at the beginning of the process the principle underpinning these decisions was
one of moving to coterminous boundaries, with a non-coterminous status quo being
maintained only in exceptional circumstances. As such the decision in your area is that
Bassetlaw should move from South Yorkshire and Bassetlaw ICS into Nottingham and
Nottinghamshire ICS in order to deliver coterminous boundaries for the region.
I am conscious that, through your representations, you have expressed your opposition to
such a move, so wanted to reassure you that although this is not the outcome you had
argued for, the Secretary of State has fully taken into consideration the historic partnership
and strong relationships developed under the current arrangement, and did reflect carefully
on the points you made. But he has concluded that the benefits of coterminous boundaries
in this case outweighed the challenges.
There are significant benefits in alignment, which will enable more opportunities for joined
up working with the Local Authority in Nottinghamshire and the creation of joined up plans
for prevention and population health. This will support improved provision for local people

as well as greater alignment between community, mental health and ambulance services.
One Nottinghamshire ICS allows for a single coterminous & aligned ICS & upper tier local
authority. This will allow the area to fulfil the needs of citizens in a more collaborative way,
have more visibility of integrated public health and NHS data and inequalities and take the
opportunities to reduce barriers. It would be beneficial for the development of county wide
integrated community services and partnerships.
I wanted to stress though that this decision does not impact a patient’s right to choose or
use services outside of their ICS, or on current patient flows. Therefore, these changes will
have no direct impact on the future of Bassetlaw hospital nor it’s ownership and operation
by the Doncaster and Bassetlaw NHSFT which is expected to remain as present.
You raised concerns about the long-term impact of provision of more specialist services
from South Yorkshire, and I want to reassure you that these changes will not be to the
detriment of specialist services in Sheffield, which would continue as now.
Once established the allocation of resources to each ICB will continue to be determined by
NHS England, based on longstanding principles of ensuring equal opportunity of access for
equal need and contributing to the reduction of health inequalities.
As we move towards the next stage of ICS development, it will be important that a
collaborative effort is made to ensure that the appropriate changes are made to system
working to ensure stronger relationships can be developed with Local Authority partners in
this region. Given the pragmatic, people-centred approach that local areas, individuals and
organisations have taken in their contributions to the review, I am confident that this is
possible.
I once again want to thank you for your invaluable engagement on this issue and hope we
can continue to work together to provide more integrated health and care services.
I would be grateful if you could share this letter with the co-signatories of your recent letter
on this subject.

EDWARD ARGAR MP
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Working together at scale:
guidance on provider
collaboratives
August 2021

ICS implementation guidance
Integrated care systems (ICSs) are partnerships of health and care organisations that
come together to plan and deliver joined up services and to improve the health of
people who live and work in their area.
They exist to achieve four aims:

•
•
•
•

improve population health and healthcare
tackle unequal access, experience and outcomes
enhance productivity and value for money
support broader social and economic development.

Following several years of locally-led development, and based on the
recommendations of NHS England and NHS Improvement, the government has set
out plans to put ICSs on a statutory footing.
To support this transition, NHS England and NHS Improvement are publishing
guidance and resources, drawing on learning from all over the country.
Our aim is to enable local health and care leaders to build strong and effective ICSs
in every part of England.
Collaborating as ICSs will help health and care organisations tackle complex
challenges, including:

•
•
•
•
•
•
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improving the health of children and young people
supporting people to stay well and independent
acting sooner to help those with preventable conditions
supporting those with long-term conditions or mental health issues
caring for those with multiple needs as populations age
getting the best from collective resources so people get care as quickly as
possible.

Working together at scale: guidance on provider collaboratives

Contents
About this document ................................................................................ 3
Key points ...................................................................................................................... 3
Action required ............................................................................................................... 3
Other guidance and resources ....................................................................................... 3
Introduction ....................................................................................................................... 4
What are provider collaboratives? ..................................................................................... 5
Why do we need provider collaboratives? ......................................................................... 7
The expectation for NHS providers ..................................................................................11
Capabilities of provider collaboratives ...........................................................................12
Enablers of effective provider collaboratives .................................................................12
The role of provider collaboratives in health and care systems ........................................14
Footprints and membership of provider collaboratives ..................................................15
The roles of different organisations and services ..........................................................18
Working with the voluntary sector, primary care and social care partners ....................19
Working with place-based partnerships ........................................................................20
Working with clinical and clinical support networks and Cancer Alliances ....................21
Form and governance ......................................................................................................23
Provider collaborative models .......................................................................................24
Options for strengthening decision-making ...................................................................26
Future opportunities: functions, form and governance ..................................................27
Resourcing .......................................................................................................................28
Accountabilities ................................................................................................................29
Accountability of provider members to each other and to their populations ..................29
Expectation for providers to collaborate effectively .......................................................30
System oversight ..........................................................................................................30
Next steps ........................................................................................................................31

2 |

Working together at scale: guidance on provider collaboratives

About this document
This guidance outlines expectations for how providers should work together in
provider collaboratives, offering principles to support local decision-making and
suggesting the function and form that systems and providers may wish to consider.

Key points

•

Provider collaboratives will be a key component of system working, being
one way in which providers work together to plan, deliver and transform
services.

•

By working effectively at scale, provider collaboratives provide opportunities
to tackle unwarranted variation, making improvements and delivering the
best care for patients and communities.

•

Significant scope to deliver these benefits already exists within current
legislation and, subject to its passage through Parliament, we expect the
Health and Care Bill will provide new options for trusts to make joint
decisions.

Action required

•

All trusts providing acute and mental health services are expected to be
part of one or more provider collaboratives by April 2022.

•

Community trusts, ambulance trusts and non-NHS providers should be part
of provider collaboratives where this would benefit patients and makes
sense for the providers and systems involved.

•

ICS leaders, trusts and system partners, with support from NHS England
and NHS Improvement regions, are expected to work to identify shared
goals, appropriate membership and governance, and ensure activities are
well aligned with ICS priorities.

Other guidance and resources

•
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Introduction
We have a growing body of evidence pointing to the benefits that integrated care
systems (ICSs) can achieve for patients and communities when providers work
collaboratively. The response to the COVID-19 pandemic most clearly demonstrated
how providers can work together effectively at scale and pace to achieve common
objectives.
We now face the substantial challenge of meeting the needs of patients whose care
was disrupted or delayed due to the pandemic, while continuing our work to meet
NHS Long Term Plan commitments. No provider will be able to meet the challenges
of recovering from the pandemic alone. Providers will need to build on the successful
collaboration that they established in response to COVID-19.
On 16 June 2021, we published the ICS Design Framework, setting out how ICSs will
be expected to operate by April 2022 when ICS partnerships and new statutory
integrated care boards (ICBs) will be established, subject to the Health and Care Bill
being enacted in the 2021/22 parliamentary session. The ICS Design Framework
reinforces the expectation that provider collaboratives, along with place-based
partnerships, will be a key component enabling ICSs to deliver their core purpose
and meet the triple aim of better health for everyone, better care for all and efficient
use of NHS resources.
This guidance sets out the minimum expectations for how providers should work
together in provider collaboratives and provides some guiding principles to support
local decision-making. ICSs and their constituent providers have flexibility to decide
which arrangements will work best.
The guidance has been developed through substantial engagement with trusts (we
use this term to refer to NHS trusts and foundation trusts throughout this guidance)
involved in provider collaboratives and their system partners. Our engagement
sought to obtain a diverse range of experiences, perspectives and expertise to
ensure that the principles and lessons drawn are as widely applicable as possible.
The Health and Care Bill would create further opportunities for providers and their
system partners to work together effectively by providing new options for trusts to
make joint decisions. However, development of provider collaboratives is not
dependent on the legislation; there is significant scope to deliver benefits of scale
and support greater resilience within existing legislation and providers should not
delay in pursuing this.
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What are provider collaboratives?
Provider collaboratives are partnership arrangements involving at least two trusts
working at scale across multiple places, with a shared purpose and effective
decision-making arrangements, to:

•

reduce unwarranted variation and inequality in health outcomes, access to
services and experience

•
•

improve resilience by, for example, providing mutual aid
ensure that specialisation and consolidation occur where this will provide
better outcomes and value.

Provider collaboratives work across a range of programmes and represent just one
way that providers collaborate to plan, deliver and transform services. Collaboratives
may support the work of other collaborations including clinical networks, Cancer
Alliances and clinical support service networks.
Providers may also work with other organisations within place-based partnerships,
which are distinct from provider collaboratives. Place-based partnerships co-ordinate
the planning and delivery of integrated services within localities and alongside
communities, while provider collaboratives focus on scale and mutual aid across
multiple places or systems.
System partners will need to agree the areas of focus and delivery for each type of
collaboration and decide how these arrangements can work most efficiently and
coherently in a local context to achieve benefits for people and communities. The
way in which providers might work in both provider collaboratives and place-based
partnerships is discussed further below.
In some areas, provider collaboratives have already been established and have
begun to deliver benefits of scale and mutual aid. For example:

•

The Greater Manchester Provider Federation Board (GM PFB) has
developed new models of care for patients needing breast, vascular and
neuro-rehabilitation services. The GM PFB has provided mutual aid to
members in urgent care and breast services, and joint system leadership with
commissioners in cancer, elective reform and urgent and emergency care.
The board was formed in 2015 to provide a structured provider voice into the
Greater Manchester devolution partnership and a strategic approach to
transformation, and to address provider quality and efficiency. The GM PFB
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comprises all the acute, mental health and community trusts in the ICS and
the region’s ambulance trust. Members are bound by terms of reference, a
risk–gain share agreement and agreed decision-making arrangements.

•

Foundation Group began in 2016 with South Warwickshire NHS Foundation
Trust (SWFT) providing buddying support to Wye Valley NHS Trust (WVT).
The SWFT chair and chief executive were then appointed to corresponding
roles at WVT. In 2017, the Foundation Group was created with SWFT and
WVT as partners, and George Eliot Hospital NHS Trust joined in 2018. All
three trusts operate under a group model, which is based on a common
strategic vision to support sustainable local services and to lead integration at
places by increasing the resilience of trust leadership and operations.

•

Humber Coast and Vale ICS has three provider collaboratives: a mental
health lead provider collaborative, a community health and care collaborative,
and an acute provider collaborative. All three are joined up by a provider
forum to ensure sharing across collaboratives. To date, among its
programmes, the acute collaborative has agreed an elective recovery plan
based on joint capacity, leads the community diagnostic hub programme, and
has delivered significant investment into clinical support networks. The
community health and care collaborative leads the implementation of the
Ageing Well programme, including the two-hour urgent crisis response, and
programmes related to hospital discharges and end-of-life care. The mental
health collaborative leads the implementation of NHS Long Term Plan
priorities and development of a lead provider arrangement for specialised
services.

•

South Yorkshire and Bassetlaw Acute Federation has redesigned stroke
and children’s services with commissioners, implemented some shared oncall rotas across a regional footprint, and realised significant efficiencies
through, for example, joint procurement and establishing a common locum
bank. The collaborative also has implemented managed clinical networks to
co-ordinate and improve care in some smaller specialties and established
each member as a host of a clinical network to support service redesign and
improvement. The collaborative includes all acute and specialist trusts in the
South Yorkshire and Bassetlaw ICS.

•

NHS-Led Mental Health, Learning Disabilities and Autism (MHLDA)
provider collaboratives are groups of providers of specialised mental health
services. Led by an NHS lead provider, they work with families and
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communities to develop a clinically-led approach to designing and delivering
specialised mental health services across a wide footprint. The lead provider
is responsible for subcontracting with other providers, including members of
the collaborative, to deliver services. A two-year pilot phase at 15 pilot sites
led to:
- over 550 people returned from out-of-area placement
- over 70% reduction in admissions to CAMHS units
- over £30 million savings for investment in new services.
The capabilities and achievements of these established provider collaboratives are
described in this guidance and offer a road map for system partners who are starting
now to implement their own arrangements.

Why do we need provider collaboratives?
By working effectively at scale providers can properly address unwarranted variation
and inequality in access, experience and outcomes across wider populations,
improve resilience in smaller trusts, and ensure that specialisation and consolidation
occur where this will provide better outcomes and value. Meeting these challenges is
essential to delivering recovery from the pandemic and can only be achieved by
providers working together with a shared purpose.
The experiences of existing provider collaboratives and the successful ways that
providers have worked together to respond to the pandemic have demonstrated the
specific types of benefits of scale that can be delivered including:

•

Reductions in unwarranted variation in outcomes and access to
services: Providers can work together to develop new evidence-based
models of care and standardise protocols to reduce unwarranted variation.
Common processes and procedures ensure that staff can more easily move
between sites. Members offer each other peer expertise, support and
challenge to improve consistency where appropriate across a wider footprint.

•

Reductions in health inequalities: Provider collaboratives have an
opportunity to embed joint accountability, improve equity of access to
appropriate and timely health services, and ensure the needs of underserved
communities can be considered over whole pathways of care.

•

Greater resilience across systems, including mutual aid, better
management of system-wide capacity and alleviation of immediate
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workforce pressures: Members can support each other to implement
improvements in quality of care, and can develop combined capacity and
capability if a need for enhanced support arises. Strong leadership teams can
help other providers stabilise and improve quality or navigate complex
change. Staff may be able to work more flexibly between sites across a wider
footprint through aligned contracts, processes and cultures. This could
reduce agency spend, improve patient experience and make it easier to
respond to demand changes in real time across the footprint.

•

Better recruitment, retention, development of staff and leadership
talent, enabling providers to collectively support national and local
people plans: By working together, providers can form a more diverse pool
from which to identify and develop future leaders and increase career
opportunities, easing some of the recruitment and retention challenges that
smaller providers face. Provider collaboratives can provide access to better
training and leadership development through investments in shared
programmes.

•

Consolidation of low-volume or specialised services: Where clinically
beneficial providers can improve outcomes and enable a greater degree of
sub-specialisation by agreeing how and where to consolidate specialised
services.

•

Efficiencies and economies of scale: Members can find savings by joining
up certain clinical support and corporate services, or leveraging joint
purchasing power in procurement of, for example, clinically appropriate and
safe medicines.

The specific programmes of work that provider collaboratives have developed to
achieve these benefits vary, but clinical leaders and their teams across different
providers often consider potential benefits across three areas:

•

Clinical services, which may include:
- standardising protocols, policies and pathways; for example, agreeing
referral and assessment criteria to ensure patients are seen in the right
place at the right time
- expanding access to appropriate and timely health services to ensure that
the needs of underserved groups are considered over whole care
pathways
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- delivering service transformation in line with NHS Long Term Plan
priorities
- designing new models of care
- jointly managing clinical demand and capacity
- increasing staff flexibility to work between sites through aligned contracts,
processes and cultures.

•

Clinical support services, which may include:
- sharing pharmacy, radiology or similar services
- supporting pathology and imaging networks in sharing pathology and
imaging services, as appropriate
- sharing patient records to create a more seamless patient experience.

•

Corporate services, which may include:
- co-ordinating or consolidating, for example, HR, procurement or analytics
- sharing data and informatics
- deploying joint quality improvement and change management frameworks.

Table 1 provides examples of some of the benefits provider collaboratives have
started to see across the country, as part of a range of programmes that they have
undertaken.
Table 1: Examples of provider collaboratives’ achievements
Achievement

Description
Clinical services

Single service and standardised
referral criteria and protocols

To improve outcomes for patients, the collaborative
established a single, shared West Yorkshire vascular
service. This consolidated the number of arterial centres
(West Yorkshire Association of Acute
from three to two, creating unified protocols, regional
Trusts, North East and Yorkshire)
clinical pathways, operational policies and evidencebased models of care. To ensure patients have more
equal access to services, the trusts also standardised
referral criteria and protocols for elective orthopaedics,
which will be applied consistently across places.
Shared forensic pathways
(South London Mental Health and
Community Partnership, London)
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Clinicians, with input from service users and their
families, developed five new pathways including a new
single point of access for referral across three trusts.
This led to a 36% reduction in out-of-area patients, a
66% reduction in readmissions and 150+ patients
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repatriated to South London. Savings were reinvested in
beds and new services.
Redesign of pathways across a region More patients were able to receive treatment closer to
home and in the least restrictive environment possible,
(South West Mental Health Provider
reducing the number of inappropriate admissions. The
Collaborative, South West)
eight collaborative partners redesigned secure services
clinical pathways. In a pilot phase, the 2016/17 budget
for secure care inpatient services was transferred to the
eight-member collaborative, with improvements in
services leading to financial savings which have been
reinvested in four new community teams and enhancing
the region’s patient capacity.
Clinical support services
Resilience support

BSUH exited special measures and improved its CQC
rating to ‘Good’ in 2019 after WSH and BSUH
(Brighton and Sussex University
established a shared leadership team with a
Hospitals NHS Trust (BSUH) and
substantially shared board, leading to leadership
Western Sussex Hospitals NHS
stability, the implementation of a continuous
Foundation Trust (WSH), South East)
improvement methodology and alignment of governance,
risk management and internal control processes.
Corporate services
Centralised recruitment
(South West London acute provider
collaborative, London)

The SWL Recruitment Hub combines four acute trusts’
recruitment teams into a single service. This has
reduced time to recruit and vacancy rates, enabled the
sharing of innovation and best practice, improved hiring
managers’ and candidates’ experience, and led to cost
savings. During COVID-19, the hub enabled rapid
centralised recruitment to the South West London
vaccination programme, managing high volumes of
applications and offering candidates a single point of
access to roles and a seamless journey into trusts
across the ICS.

Joint procurement

£1 million of savings were achieved by aggregating
regional demand, standardising products and using the
(West Yorkshire Association of Acute
increased volume to obtain better prices.
Trusts, North East and Yorkshire)
Gold Command for rapid COVID-19
response
(Greater Manchester Provider
Federation Board, North West)
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Greater Manchester’s provider collaborative enabled
providers to rapidly establish COVID-19 Gold Command.
This included the ability to agree escalation levels and
implement consistent escalation plans; rapidly appoint
medical leads; develop a PPE dashboard showing
demand and supply; and deploy mutual aid across
organisations.
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The expectation for NHS providers
All trusts providing acute and mental health services, including specialist trusts, are
expected to be part of one or more provider collaboratives by April 2022, working
together to agree plans and deliver benefits of scale. Community trusts, ambulance
trusts and non-NHS providers (for example, community interest companies) should
be part of provider collaboratives where this would benefit patients and makes sense
for the providers and systems involved.
Systems and their constituent providers have flexibility to decide how best to arrange
provider collaboratives, recognising that some providers, including community and
ambulance trusts, may need to work across multiple collaborations and/or placebased partnerships and need to consider how best to devote their resources. The
specific arrangements should be driven by the purpose – that is, individual providers
should come together in provider collaboratives in ways which make sense to
achieve benefits of scale, provide resilience and deliver system priorities. See further
discussion below under Footprints and membership of provider collaboratives.
The Health and Care Bill will enable trusts to make joint decisions, offering new ways
for providers to work together within collaboratives; nevertheless, providers can
already come together in provider collaboratives under existing legislation. Providers
should proceed with plans to deliver benefits of scale and mutual aid regardless of
the timing of the enactment of the legislation.
We recognise that different regions, systems, providers and places are at different
points in their journey to greater collaborative working and are preparing for ICSs to
be placed on a statutory footing, as described in the ICS Design Framework.
Whether provider collaboratives are well established or in the early stages of
development, we expect that by April 2022, ICS leaders, trusts and their system
partners, with support from NHS England and NHS Improvement regions, as
appropriate, will:
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•

identify the shared purpose of each collaborative and the specific
opportunities to deliver benefits of scale and mutual aid

•

develop and implement appropriate membership, governance arrangements
and programmes (or reflect on this where collaboratives are already in place)

•

ensure purpose, benefits and activities are well aligned with ICS priorities.
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Capabilities of provider collaboratives
Our engagement with provider collaboratives identified the core common capabilities
(supported by the enablers in the next section) that are essential for them to deliver
benefits of scale. Provider collaborative arrangements should be proportionate to the
shared vision and objectives and should be sufficient for members to do the
following:
1. Partnership building: Agree a common purpose aligned to the triple aim
and agreed with ICSs and system partners to ensure alignment with system
priorities.
2. Programme delivery: Agree a set of programmes that are delivered on
behalf of collaborative members and their system(s) and are well informed
by people and communities where they will result in service changes.
3. Shared governance: Work within proportionate shared governance
arrangements that enable providers to come together and efficiently take
decisions that speed up mutual aid, service improvements and
transformation.
4. Peer support and mutual accountability: Challenge and hold each other
to account to ensure delivery of agreed objectives and mandated standards,
through agreed systems, processes and ways of working; for example,
open-book approaches to finance and performance.
5. Joined up working: Work with clinical networks, clinical support networks,
Cancer Alliances and clinical leaders to develop strategies, agree proposals
and implement resulting changes.
6. Quality improvement: Drive shared definitions of best practice and the
application of a common quality improvement methodology.

Enablers of effective provider collaboratives
We know providers of health and care services have already made great strides in
improving collaboration to better co-ordinate services. Among NHS trusts there is a
growing spirit of openness and trust alongside a continuing focus on doing what is
best for patients and communities.
To build on this momentum, trust leadership teams need to demonstrate a strong
commitment to collaborative working and instil collaborative cultures and a common
purpose within their organisations, from the frontline to the board and governors.
These key enablers of collaboration need to be nurtured from within organisations to
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facilitate effective provider collaboratives: relationships, clinical leadership, people
and communities (including experts by experience), data sharing and digital
capabilities (see Table 2). Trusts and their system partners should reflect on the
extent to which these enablers are present or need to be developed.
Table 2: Enablers of effective provider collaboratives
Description

Relationships Building and nurturing strong relationships among trust leaders, clinical teams
and with system partners at all levels, based on honesty and transparency, is
critical. This is a continuous process, requires hard work and commitment,
and even with these can be challenging at times.
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Clinical
leadership

Clinicians need to be empowered and engaged, as they are best placed to
accurately define problems and ensure a solution is evidence-based and
meets patient needs. Provider collaboratives should incorporate clinical
leadership, which should be closely linked with clinical networks and the ICS
clinical and care professional leadership models to be developed before April
2022.

People and
communities

Provider collaboratives should always take into account what matters most to
people who access or may access care and support, and people who work in
services, communities and community partners. Collaboratives should share
and build on the good practice that exists in their member organisations, such
as co-production approaches and partnerships with experts by experience.
They should draw on the community connections of foundation trust
governors, and use insight and feedback from patient surveys, complaints
data and partners like Healthwatch.

Data sharing

An ‘open book’ approach to sharing trust performance data is vital to
overcome organisational siloes and to maximise use of capacity. In addition,
systems will set strategies for developing population health data sharing and
analysis capabilities. They will want to ensure that these capabilities are
available to provider collaboratives and place-based partnerships; in some
cases, provider collaboratives may have or develop advanced data
capabilities that they can host on behalf of entire systems.

Digital

Advanced interoperable digital capabilities can support consistency across
different providers in the collaborative, which allows for smoother working
arrangements (for example, staff rota systems) and patient flows (for example,
via shared IT systems and patient records) in and out of settings.
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The role of provider collaboratives in
health and care systems
As provider collaboratives develop across the country, they will be an increasingly
important vehicle through which systems will deliver some of their strategic priorities.
The most senior leaders of the member organisations should come together to agree
objectives and priorities for their provider collaboratives, and these must be
consistent with those of the ICS(s) they serve as well as the wider system, including
place-based partnerships. To this end, we expect provider collaboratives to agree
specific objectives with one or more ICSs, focusing on those priorities that require
trusts to plan and arrange services at scale.
The members of a collaborative should agree how they will achieve their objectives
and develop clearly defined plans and programmes of delivery using insights from
partners, people, communities and data. While there may be additional work
programmes agreed by members that fall outside ICS-agreed objectives, such as
joining up corporate functions, such programmes should not cut across ICS
objectives or distract resources needed to deliver them.
In this year of transition, provider collaboratives should work with ICS leaders, placebased partnerships, clinical networks, Cancer Alliances and others to define
responsibilities and ways of working together. Provider collaboratives which are
already established should ensure their plans and programmes are aligned to current
and anticipated system priorities.
Following their establishment, ICBs will need to clearly articulate within their plans
how the range of collaborations are working together. They will need to encourage
and support arrangements that enable provider collaboratives to work effectively and
cohesively with other collaborations.
In the future, there will be greater opportunities and options for ICBs to empower
providers to lead transformation and delivery of services. The Health and Care Bill, if
enacted, will enable ICBs to delegate functions to providers including, for example,
devolving budgets to provider collaboratives. See further discussion about delegation
of functions below in Future opportunities: functions, form and governance. NHS
England and NHS Improvement will set out more detail about delegating functions
and devolving budgets in due course.
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Footprints and membership of provider collaboratives
NHS trusts and other provider organisations operate over different scales and the
scope of services they provide varies. Some providers operate only within places,
whereas others have footprints that span multiple places, an entire system or multiple
systems, or may be regional or national. The latter is particularly true for specialist
and large tertiary centres, ambulance trusts, mental health and community providers.
Figure 1 below depicts typical levels of service planning and delivery and the different
forms of collaboration that tend to align to them, although there will be local variation.
We have observed that provider collaboratives largely fall into levels three to five.
The figure is not exhaustive. At each level of service planning and delivery, there may
be additional partners not listed here which should be consulted (for example,
teaching universities, academia, or other public sector or private organisations).
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Figure 1: Collaborations and activities that align with typical levels of service planning and delivery

16 |

Working together at scale: guidance on provider collaboratives

NHS England and NHS Improvement will not prescribe the membership of individual
provider collaboratives (which is what defines the collaborative footprint). It will be up
to providers and their system partners to decide together which provider collaborative
arrangements, including membership, create the best opportunities to deliver the full
range of expected benefits of scale. They will be expected to work with our regional
teams to ensure that each collaborative has agreed a membership that can deliver
the benefits, supporting the delivery of system priorities.
For some ICSs, this might be achieved through providers of similar services working
together on a system-wide or larger footprint; for others, a collaborative that includes
all the NHS providers within a system may be more effective, with providers working
in subgroups for different areas of focus. In some cases, as depicted in Figure 1, it
may make sense for collaboratives to work at a supra-ICS or regional level,
particularly when they are constituent members of smaller ICSs.
Some guiding principles in determining the appropriate membership of provider
collaboratives should be:

•

Purposeful and benefit-driven: Membership should be driven by the
expected benefits for patients and communities. Trusts should allocate their
resources across provider collaboratives and other collaborations according
to the relative benefits expected for the populations they serve. Trust boards
should be clear about – and signed up to – the purpose and scope of the
provider collaborative(s) they become members of.

•

Evolutionary, building on successful collaborations: In many areas,
collaboratives will not be starting from scratch. The task is for systems and
providers to reflect on their current priorities and membership and build on
these if necessary, recognising that relationships, arrangements and
functions will evolve and strengthen over time. Priority areas of work may
change, but collaboratives should seek to have a membership that will be
relatively stable over time. This will help strengthen relationships and embed
a shared vision and approach to working together and solving problems.

•

Inclusive: Membership should ensure that no provider is left less resilient or
its population less able to share in the benefits of scale, and no provider
whose involvement will be important for delivering the objectives of the
provider collaborative should opt out, even if the direct benefit to the
individual provider is marginal.
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The roles of different organisations and services
Feedback from stakeholders emphasised the importance of carefully considering the
role that providers of different services can and should play in provider collaboratives,
noting that a broad membership can ensure a holistic approach to patient care and a
diversity of perspectives. Additionally, some providers who work across places can
provide an informed view of variation in outcomes and equity of access and how
reconfigurations in one area may impact, or are impacting, on providers and patients
in another.
Acute trusts have significant opportunities to deliver benefits of scale and ensure
that acute trusts across a system are resilient. Areas of focus include addressing
unwarranted variation in clinical outcomes, access and experience and consolidating
specialist services or enabling greater specialisation across a system or systems
where this will improve patient outcomes. Acute trusts will need to work closely with
partners, including place-based partnerships, to ensure that their programmes meet
the needs of people and communities across different places.
Mental health providers have led the way in the development of lead provider
models of provider collaboratives. As noted above, under an NHS lead provider, the
MHLDA collaboratives bring together NHS and large and small independent sector
providers to redesign pathways of care and deliver specialised services. Some ICSs
are considering ways to expand this model across a wider scope of mental health
services. In addition to these arrangements, mental health providers may consider
becoming part of other provider collaboratives; for example, joining up with
community providers to focus on integrating community physical and mental health
provision, where this makes sense for patients.
Specialist trusts are expected to become part of one or more collaboratives, as they
are well placed to help standardise pathways and ensure equity of access; for
example, by working with partners to build shared diagnostic hubs, referral protocols
and/or a single patient treatment list. They offer an opportunity to share innovation in
their specialties across members of the collaborative.
Community providers sometimes work across an ICS or may straddle ICS
boundaries (as larger standalone trusts or social enterprises, or as part of a wider
integrated care organisation). Provider collaboratives may offer them an opportunity
to work with partners to find efficiencies of scale or flexibilities for staff; standardise
approaches to pathway design across places where this works better for patients;
ensure equity of access to step-down community care; and provide a birds-eye view
of system-wide population health. Also, as community providers will likely work
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closely with primary care networks (PCNs), local authorities and GP practices in
place-based partnerships, they can provide an important link between collaborations.
Ambulance trusts, which already work at scale and with local care systems on care
pathways, have a unique view across regions. They have rich localised experience
and knowledge, and in some areas have a history of working closely with partners in
places to develop local pathways for patients needing urgent and emergency or outof-hospital care. Ambulance trusts and their system partners will need to consider
what objectives ambulance trusts need to be involved in and agree how their
involvement can best be facilitated. For example, ambulance trusts will have an
important role in and could lead relevant programmes on behalf of a provider
collaborative where systems have identified the need to reduce variation across
places in access to or quality of out-of-hospital urgent care, mental health response
and same-day emergency care services.
Independent sector providers may include, for example, small and large mental
health organisations working with NHS lead providers, social enterprises providing
community services (as noted above in community providers) or independent sector
providers of elective care. Their participation in provider collaboratives may be
important to delivering benefits, depending on local priorities and provision. The
extent to which independent sector providers can participate in decisions of a
provider collaborative may depend on the specific collaborative arrangements and
responsibilities; this will need to be considered locally. This is discussed further in
Form and governance below.

Working with the voluntary sector, primary care and social care
partners
Working as part of a system gives trusts opportunities to connect with partners
across the spectrum of care in ways that may not have been possible previously.
Collaborative arrangements will help system partners to inform and support each
other’s objectives and work programmes.
For provider collaboratives, this means considering how to involve and embed the
expertise of the voluntary sector, primary care and local authorities. Place-based
partnerships and, if the legislation is enacted, ICS partnerships may provide a regular
forum for linking the work of provider collaboratives with wider system priorities and
gathering input from system partners.
Voluntary sector organisations can uniquely support provider collaboratives with
expertise and links to people and communities to support co-design and delivery of
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health and care services. The voluntary sector works with some of the most
disadvantaged communities and understands health and care issues of the
population, both at a local and national level. In some cases, it may be appropriate
for voluntary sector organisations to support the work of collaboratives through
subcontracting arrangements.
Primary care professionals have a fundamental role in ICSs. Provider collaboratives
will need to consider how to work best with primary care. Collaboratives also offer an
opportunity for trusts to consider how they can better support primary care, including
working with PCNs, to support priorities relating to prevention, access to urgent and
emergency care and whole pathway developments.
Local authorities and social care providers will be able to work with provider
collaboratives to share knowledge and engage in dialogue to better understand the
impact that service transformations will have across all services, communities and
populations.

Working with place-based partnerships
The variation in the size of ICSs as well as their geography and provider landscapes
means that it is important for ICS partners to agree locally on the scale at which
system objectives, activities and capabilities should sit. Some responsibilities will best
be delivered by provider collaboratives working across places (or across multiple
ICSs) and some will sit with place-based partnerships in line with the principle of
subsidiarity.
While systems have flexibility to decide how responsibilities are delivered at different
scales by mutual agreement, each system should ensure there is internal coherence
in how it operates and that this is widely recognised among partners.
Provider collaboratives and place-based partnerships will support and complement
each other’s work. Each NHS provider who is a member of a provider collaborative
will be involved in a place-based partnership in the place or places in which it is
geographically based. Areas of mutual support might include provider collaboratives
working with place-based partnerships to understand population health indicators in
local contexts and using patient insight and feedback collected at place and
neighbourhood levels more consistently across different providers. Providers working
across both collaboratives and place-based partnerships will be able to build joint
engagement programmes, avoid duplication and help ensure alignment with ICS
priorities.
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Case study 1: Foundation Group (South Warwickshire NHS FT, Wye Valley NHS Trust
and George Eliot Hospital NHS Trust)
Each of the three trusts who form the Foundation Group are the lead providers for integrated
care working at each of the places where they are located. They work with PCNs, other
providers and local authorities at place, and support the delivery of more care out of hospital
across a wider geography. The collaborative members are part of two ICSs: Coventry and
Warwickshire and Hereford and Worcestershire.

Working with clinical and clinical support networks and Cancer
Alliances
Many collaborative arrangements including Cancer Alliances, clinical networks or
networks providing clinical support services such as pathology networks have existed
for several years. These tend to focus on single specialties or clinical support
services, to ensure dedicated commitment, focus and resource for those services,
and to lead delivery of the NHS Long Term Plan commitments or other national or
local strategy, transformation and improvement plans.
To deliver the priorities of one or more ICSs, provider collaboratives, clinical networks
and clinical support networks will work together to identify common areas of focus
and shape and support delivery. NHS providers who are members of both
collaboratives and networks will play an important role in aligning activities between
both arrangements. It will be important for networks and collaboratives to agree how
they can best support each other’s work, clearly defining their relationship and how
their arrangements intersect, while avoiding duplication and complexity. For example,
through their membership and scope spanning multiple places or multiple ICSs,
provider collaboratives can:

•

help to co-ordinate and enable the work of clinical networks and clinical
support networks

•

facilitate agreement of provider leadership teams to network plans across a
range of clinical specialties or clinical support services

•

provide a multi-speciality view of interdependencies and cross-cutting issues.

Clinical networks and clinical support networks will contribute valuable clinical
leadership, expertise and best practice to provider collaborative programmes.
Provider collaboratives also will work with Cancer Alliances. Cancer Alliances will
continue to lead whole-system planning and delivery of cancer care on behalf of their
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constituent ICSs, as well as providing clinical leadership and advice on
commissioning. Cancer Alliances will use their expertise and funding to deliver a
single plan for cancer across systems, supporting provider collaboratives to deliver
on their cancer objectives. Working with provider collaboratives will also create
opportunities for Cancer Alliances to go further and faster, enabling plans for cancer
to be implemented in a more co-ordinated and systematic way.
As a first step, it will be important for regions and systems to map existing
collaborations and begin to agree ways of working between provider collaboratives,
clinical networks and clinical support networks, Cancer Alliances and other forms of
provider networks.
Case study 2: West Yorkshire Association of Acute Trusts (WYAAT) and their work
with clinical networks
WYAAT is a provider collaborative composed of the six acute trusts in West Yorkshire and
Harrogate ICS. Among its achievements, the collaborative has created a single vascular
service for the region; reconfigured hyper acute stroke services; and established both a
radiology and pathology network.
WYAAT works with clinical networks to bring clinicians together to share best practice,
standardise processes and support one another. For example, a common clinical model
and set of standard pathways for vascular services have been developed. In radiology, the
paediatric special interest group has agreed standard protocols and provided support
across trusts to cover staff leave or sickness.
WYAAT has also worked with the operational delivery networks (ODNs), particularly during
COVID-19. For example, through organising regular meetings, WYAAT helped improve
communication between the Adult Critical Care ODN and the ICS. This increased the
visibility of the network and of critical care, reassuring the ODN that the issues and
concerns of this pivotal service were being heard.
Case study 3: Cheshire and Merseyside Cancer Alliance and Provider Collaborative
Cancer Alliances have been central to maintaining care during the pandemic. Cheshire and
Merseyside Cancer Alliance worked with the nascent provider collaborative to develop a
regional cancer surgical hub, which co-ordinates mutual aid between providers to ensure
that patients are prioritised and not disadvantaged by any local capacity constraints. It also
created a shared patient list between cancer care providers and produces a monthly
system-wide performance report and a highlight report for all providers and CCGs. The
Cancer Alliance will continue to do this for Cheshire and Merseyside’s provider
collaborative, which is evolving from the hospital and community cells which the Cancer
Alliance has reported into throughout the pandemic.
The Cancer Alliance will continue to provide whole-system leadership and planning for
cancer. The provider collaborative will provide a more formal vehicle for the delivery of
these plans, as well as the forum to reach a consensus between providers on any issues
relevant to cancer.
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Form and governance
Providers should determine and agree the form and governance of their
collaborative, with help from ICS leaders and NHS England and NHS Improvement
regions. There is no one model that all collaboratives must adopt; it will be up to
members to decide which arrangements will work best for them.
The ‘right’ form and governance arrangements should flow from the shared purpose
and objectives of the provider collaborative. Providers will need to identify the
functions and core capabilities necessary to deliver the expected benefits of scale
and use governance arrangements that are proportionate.
Some guiding principles in determining the appropriate form and governance are
that the arrangements:

•

must be underpinned by a shared vision and commitment to collaborate
to deliver benefits of scale and mutual aid, doing what is best for people and
populations across places

•

should build on and enable existing successful governance
arrangements; for some areas, arrangements may need to be strengthened
rather than creating new arrangements from scratch

•

should enable providers to efficiently reach decisions, which each
organisation is committed to upholding, on topics that are within the
collaborative’s remit

•

should provide strong mechanisms for provider members to hold each
other to account to ensure that decisions are reached and carried out and
benefits of scale are realised at pace

•

should ensure the needs and voices of local communities are a key
consideration in all decisions and clinical leadership is embedded in
programme delivery

•

should make it clear how decisions are made, how disagreements are
resolved, how funding flows to services within the collaborative’s remit, and
how the collaborative is resourced

•

should help streamline ways of working within and across systems; for
instance, representatives of provider collaboratives are empowered to
engage in conversations about services and transformations that are to be
delivered at scale, rather than each individual provider needing to be
consulted.
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Provider collaborative models
While the Health and Care Bill, if enacted, will enable NHS trusts and foundation
trusts to form joint committees and take joint decisions, trusts can currently come
together through agreed governance arrangements to make effective aligned
decisions. Through engagement with provider collaboratives, we identified three
models that NHS providers have typically used to form collaboratives under existing
legislation. The models are not mutually exclusive; they can be combined or work in
parallel, and one may evolve into another.

•

Provider leadership board model: chief executives or other directors from
participating trusts come together, with common delegated responsibilities
from their respective boards (in line with their schemes of delegation), such
that they can tackle areas of common concern and deliver a shared agenda
on behalf of the collaborative and its system partners.1 This model can make
use of committees in common, where committees of each organisation meet
at the same time in the same place and can take aligned decisions. To
ensure effective oversight of the provider leadership board, trusts should
consider how to involve their non-executive directors in providing scrutiny
and challenge.

•

Lead provider model: A single NHS trust or foundation trust takes
contractual responsibility for an agreed set of services, on behalf of the
provider collaborative, and then subcontracts to other providers as required.
Alongside the contract between the commissioner and NHS lead provider,
the NHS lead provider enters into a partnership agreement with other
collaborative members who contribute to the shared delivery of services.

•

Shared leadership model: Members share a defined leadership structure in
which the same person or people lead each of the providers involved, with at
least a joint chief executive. This model can be achieved by NHS trust or
foundation trust boards appointing the same person or people to leadership
posts. In the case of NHS trusts, this model can also be achieved by the
board of one trust delegating certain responsibilities, consistent with the remit
of the provider collaborative, to a committee which is made up of members of
another trust’s leadership team. Under either of the above approaches each

1

The way that functions are delegated, and decisions taken, will depend partly on the type of provider.
Under current legislation, each NHS foundation trust delegates to a committee of its own directors,
and the committee considers issues together with committees of other collaborative members to take
aligned decisions and achieve consistency – often called committees in common. NHS trusts take a
similar approach, but an NHS trust can delegate functions to non-directors who can exercise those
functions on committees that include others who are not employees of the NHS trust.

24 | Working together at scale: guidance on provider collaboratives

provider’s board remains separately accountable for the decisions it takes
(even if aligned). Nevertheless, alignment of decision-making can be
supported by using shared governance (such as committees in common).
See Table 3 below for an example of each of these models.
To flow funding to provider collaboratives, commissioning bodies could:

•

contract and pay providers individually, and the providers working in
collaboratives can pool funds to achieve their shared objectives

•

for lead provider models, and similar to the existing mental health provider
collaboratives, commissioning bodies could contract with and pay an NHS
lead provider acting on behalf of a provider collaborative (whole budget for inscope services); the lead provider would agree subcontracting and payment
arrangements across the collaborative.

Independent sector providers can be members of a provider collaborative, but the
extent of their participation may depend on the specific form and governance
arrangements and the nature of a particular decision being taken by the
collaborative. This needs to be considered locally to determine the best
arrangements to support participation by independent sector providers.
Table 3: Examples of three provider collaborative models
Provider leadership
board

People and
roles

Lead provider

Shared leadership

The West Yorkshire
Association of Acute
Trusts (WYAAT) is a
partnership of six acute
trusts in West Yorkshire
and Harrogate ICS.

South London Mental
Health and Community
Partnership (SLP) is an
NHS-led mental health
provider collaborative with a
lead provider for three of its
programmes that involve
managing the budget for
specialist services (other
programmes use a provider
leadership board).

The Foundation Group
is a group in which the
South Warwickshire
NHS Foundation Trust
Chair and CEO have
corresponding roles at
Wye Valley NHS Trust
and George Eliot
Hospital NHS Trust.

The collaborative is led
by the chairs and CEOs
of the trusts, supported
by the collaborative

Delegated authority to the
CEO and a non-executive
director for each trust. A
jointly appointed director co-

One CEO and one chair
with each trust having a
managing director and
its own board. The trust
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director. Trust executive
directors lead
programmes supported
by PMO programme
teams.

Governance Overseen by a
committees in common
established under a
scheme of delegation. It
consists of the trust
chairs and CEOs,
supported by the
collaborative director,
and takes aligned
decisions (within
delegated authority) or
makes aligned
recommendations to the
trust boards.

Decisionmaking

Decision-making is by
consensus; there are no
majority decisions. Two
types of decisions (and
programmes) are
mandatory participation
(which all WYAAT
members must support
or be part of) or
voluntary participation
(all participating
members must support).

ordinates the work of the
partnership alongside clinical
directors for each pathway.
Chair is appointed from one
of the member trusts, rotating
every six months.

site executive includes a
managing director,
medical director, nursing
director, chief operating
officer and finance
director.

A partnership board of the
three CEOs and nonexecutive directors from each
trust oversees the
partnership. There is potential
to establish ad-hoc
committees in common for
major decisions. Each trust
holds a lead provider contract
for different services (adult
secure, CAMHS and adult
eating disorders).

Committees in common
(topic-specific
delegation), a group
strategy subcommittee
(committees in common)
with purely advisory role
to each board for
operational and financial
strategy and a small
number of specialist
advisory roles across the
group.

Unanimity, risk–gain share,
dispute resolution.

Each trust board has
devolved decisionmaking to the trust site
executive. The site
executive report into
their relevant trust board

Options for strengthening decision-making
A key function for a collaborative will be to make collective decisions. Decisions need
to be made efficiently and be binding. We have observed collaboratives using a
range of mechanisms to strengthen their decision-making function. These include:
1. Categorising decisions: Providers agree that only those impacted by
decisions (such as service transformations that require operational changes at
their organisation) have binding votes; for example:
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•
•

Category 1 – decisions affect and will be binding on all providers
Category 2 – decisions affect and will be binding on a subset of providers.

2. Locked gateways: Providers agree to different stages in the decision-making
process, and at each stage once a decision is made it will not be reopened
unless this in the best interest of the public. Usually there are four stages:
initiation, case for change, options, options appraisal.
3. Majority versus consensus decision-making: Each provider agrees to
adopt the decision that is supported by a majority of trusts, rather than a
unanimous view; this could prevent a single trust blocking a decision in the
best interest of systems.
4. Strong dispute resolution processes: Providers agree to clear procedures
for resolving disputes, including where a provider is unwilling to implement a
majority decision.

Future opportunities: functions, form and governance
The Health and Care Bill, if enacted as currently drafted, will give NHS trusts and
foundation trusts new ways to jointly exercise their functions and, subject to future
regulations and guidance, enable ICBs to delegate functions to trusts.
The legislation, if enacted, will allow NHS foundation trusts to jointly exercise their
functions with other trusts (as NHS trusts can do now) and/or NHS trusts and
foundation trusts to form joint committees that could exercise functions and jointly
take decisions that have been delegated by their individual organisations, in line with
their schemes of delegation. This means some of the current legal requirements
necessitating the use of committees in common to make aligned (rather than joint)
decisions will no longer be applicable.
ICBs (and potentially NHS England where commissioning functions are retained) will
commission the delivery of services from NHS providers, contracting with NHS trusts
and foundation trusts using the NHS Standard Contract. As they do now, members of
a collaborative could pool their individual funds to deliver the objectives of the
collaborative or, in a lead provider model, the NHS lead provider would agree
subcontracting and payment arrangements across the collaborative.
The contract between the ICBs and the individual members of the collaborative will
allow the ICB to hold each member to account for delivering the services they agree
to deliver through the provider collaborative.
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In addition, the legislation will empower NHS England and ICBs to go a step further,
and delegate functions to NHS providers, where this is appropriate and better
enables ICSs to meet their core purpose.
In practice, these approaches will allow NHS providers, working in collaboratives, to
play a fuller role in the design and planning of services, as well as their delivery. ICBs
will need to carefully consider these arrangements, the risks and accountabilities, and
how to ensure that collaboratives meet their objectives aligned to the triple aim of
better health for everyone, better care for all and efficient use of NHS resources.
More guidance on joint committees and delegation of functions will be made
available in due course.

Resourcing
An important consideration for provider collaboratives will be how to resource their
activities, including the day-to-day running of the collaborative and delivery of
programmes. Trusts may need to recognise the increasing role of collaboration (and
reduced role of competition) in decisions about the allocation of their resources,
including management time, and in resourcing the skills they need to operate
successfully in the future and shift resources accordingly. We expect that as provider
collaboratives evolve and begin to deliver benefits, resources may be generated
through efficiency savings. Systems may also want to consider whether it makes
sense to shift staff or other resources to provider collaboratives, and this may depend
on the objectives and responsibilities that will sit with the collaboratives.
The resources devoted to running provider collaboratives should be proportionate to
the benefits that will be delivered. For example, where collaboratives intend to work
on a wide range of complex programmes, it may make sense to have a wellresourced independent project management office (PMO), as well as steering groups
or task and finish groups, to support the work of the collaborative.
Existing provider collaboratives emphasised the need to build time for the
collaborative’s activities into existing roles; in particular, in executive, clinical and
operational leadership roles. Collaboratives often use ‘distributed leadership’; for
example, having different trust chief executives responsible for driving each priority
area. To support cross-organisation working each programme might be led by a chief
executive, medical director or chief operating officer, each from a different trust.
Typically, administrative and operational staff from collaborating trusts are partly or
wholly assigned to support the work of the collaborative. Administrative roles can
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support co-ordinating meetings and preparing papers and briefs, and business
intelligence roles may be needed to provide population health and other data
analysis.
In some cases, provider collaboratives recruited to the provider collaborative directly
(for example, for the lead PMO role) and members paid for this jointly. This cost is
often offset by returns on investment, with a proportion reinvested to fund the
administration of the collaborative and to grow the collaborative’s capacity over time.
In some cases, PMO resources are shared with the ICS, recruited from across
members or directly to the collaborative.

Accountabilities
Individual NHS trusts and foundation trusts are and will continue to be accountable
for the quality, safety, use of resources and compliance with standards through the
provider licence (or equivalent conditions in the case of NHS trusts) and CQC
registration requirements. While accountability will remain with statutory bodies, we
will continue to work with the CQC to ensure that the regulatory system reflects the
ways in which providers are now working together.
Executives of NHS trusts and foundation trusts are accountable to their boards.
These accountabilities do not change with the establishment of provider
collaboratives or following the enactment of the proposed legislation.
Several mechanisms, set out below, are available now and after the enactment of the
legislation to ensure that provider collaboratives are accountable to deliver their
agreed shared objectives.

Accountability of provider members to each other and to their
populations
Accountability between members is a key feature of a collaborative, and an important
means of ensuring progress on shared objectives. Members will be expected to
support and contribute to transparency and mutual accountability.
Mutual accountability, peer support and challenge may take different forms and will
be most effective where providers build on a foundation of good relationships and
trust. Mutual accountability may take the form of informal discussion and support
between individual members and should also be explored in more formal terms. For
example:
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•

agreements on decision-making arrangements to ensure binding decisions,
dispute resolution and escalation mechanisms

•

agreements to ensure sharing of data and intelligence, including trust
strategies, across collaborative members

•

risk and gain share agreements to ensure fair impact and benefit of
collaborative activities for all members.

Members of a provider collaborative also will need to consider themselves collectively
accountable to the populations and communities they serve and maintain openness
as a way of working with all system partners.

Expectation for providers to collaborate effectively
Trusts currently have a statutory duty to co-operate with each other. NHS England
and NHS Improvement are updating governance guidance to support providers to
work collaboratively as part of systems. In the context of providers coming together in
collaboratives, these changes to guidance (which are not dependent on the
legislation being enacted) will facilitate providers working in a transparent and cooperative way to achieve their common purpose and objectives.
Subject to formal consultation, we will publish new guidance under the NHS provider
licence that explains that good governance for trusts includes a requirement to
collaborate. The guidance will set clear expectations for collaboration in key areas,
such as engaging consistently in shared planning and decision-making, and the good
governance that provider trusts must have in place to support this.
We also will update the Code of Governance for NHS foundation trusts, which will
also apply to NHS trusts, and will publish an addendum to the reference guide for
foundation trust governors, also subject to formal consultation. We are also making
changes to the memoranda for accounting officers of foundation trusts and
accountable officers of NHS trusts to support greater collaboration.

System oversight
NHS England and NHS Improvement and, in the future, ICBs may, over time, decide
to take the role of provider collaboratives and place-based partnerships into account
when determining how to address issues identified through system oversight. This
may, for example, include looking to a provider collaborative (and the partners
involved) for support where poor performance or challenges are identified, or
assessing the effectiveness of collaborative working arrangements when considering
whether systems and providers have an effective plan for improvement or recovery.
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In line with the principles set out in the ICS Design Framework, NHS England and
NHS Improvement will work with and through ICSs, wherever possible, to provide
support and tackle problems, including if collaboratives are not making progress in
delivering their agreed objectives or there are concerns about the extent or
effectiveness of collaborative arrangements.
It is expected that providers will take necessary action to improve delivery on shared
priorities through strengthening provider collaboratives where required.
A limited number of collaborative arrangements may require a transaction review
under proposed changes to the transaction guidance. Although these arrangements
may be reportable, we anticipate that a detailed review would only be required in
limited cases. We are considering the specific thresholds and reporting requirements
for reviewing collaborative arrangements and expect to consult on these and other
proposed changes to the transaction guidance.
Subject to the passage of the legislation, ICBs will hold provider collaboratives to
account for delivering any services or functions that they have commissioned from or
delegated to provider collaboratives under the terms of agreements and/or schemes
of delegation.

Next steps
The months leading to April 2022 will be a time of transition as ICSs continue to
deliver recovery and their core purpose, while system leaders and partners prepare
for the anticipated establishment of statutory ICBs (subject to the enactment of the
legislation). NHS trusts and foundation trusts will play an important role in this
transition period as constituent members of their systems. They will help lay the
foundation for ICBs to take on their specific functions. System development plans
should include setting out existing or developing provider collaboratives, and the role
they will play in systems.
Providers will also work with NHS England and NHS Improvement regions and ICS
leaders to map existing arrangements and build and strengthen provider
collaborative arrangements.
We will continue to provide support for providers to work in provider collaboratives
including by providing practical tools and sharing case studies.

31 | Working together at scale: guidance on provider collaboratives

For more information on integrated care systems visit:
www.england.nhs.uk/integratedcare/
Find us on LinkedIn: www.linkedin.com/showcase/futurehealthandcare/
Sign up to the Integrated Care bulletin: www.england.nhs.uk/emailbulletins/integrated-care-bulletin/
For any questions about or to give feedback on this document, please contact the
NHS England and NHS Improvement Provider Development team at: england.provdev.collaboration@nhs.net
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