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Chapter 1: Setting the scene: Black Country and 
West BirminghamΩǎ health and care system in 2019 

1.1 Our journey as a Sustainability and Transformation 
Partnership 

In 2016, the Black Country and West Birmingham (BCWB) Sustainability and Transformation Partnership 
(STP) developed a five-year plan1 ǘƻ ǘǊŀƴǎŦƻǊƳ ƻǳǊ ƭƻŎŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ǎƻ ŀǎ ǘƻ Ψmaterially improve the 
health, wellbeing and prosperity of the population through providing standardised, streamlined and 
ƳƻǊŜ ŜŦŦƛŎƛŜƴǘ ǎŜǊǾƛŎŜǎΦΩ This plan responded to the NHS Five Year Forward View2 to develop new 
models of care with STP oversight.  

We are now in the third year of the 2016 plan and have made substantial progress in delivery of its 
objectives.  We have increased access to primary care services on evenings and weekends; 
reconfigured Stroke services across Walsall and Wolverhampton; further developed the national 
Vanguard programme with the ongoing implementation of MERIT and Dudley Multi-Speciality 
Community Provider; development and ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ΨǇƭŀŎŜΩ ƳƻŘŜƭǎ across BCWB, implement a 
new care model across the Black Country for adult learning disability services, implemented a new 
regional pathology hub and continued the delivery of the new Midland Metropolitan Hospital, despite 
the collapse of Carillion. 

As we move into the next five years, we have committed to becoming an Integrated Care System (ICS) 
by April 2021. In an ICS, NHS organisations, in partnership with local councils and others, take collective 
responsibility for managing resources, delivering NHS standards, and improving the health of the 
population they serve. Although the terminology is fluid, what is important is that this plan represents 
the approach to the next five years from all health and care organisations and services from within the 
Black Country and West Birmingham; working in collaboration rather than competition with each other. 
As such, rather than use the terminology of STP/ICS in this plan, we will talk of our activities over the 
next five years as being developed, owned and delivered by our health and care system: this describes 
our collective responsibility to deliver changes to the way health and care are delivered locally, both in 
terms of services and cultures. What this change will look like has been articulated in the NHS Long 
¢ŜǊƳ tƭŀƴ ό[¢tύΣ ǇǳōƭƛǎƘŜŘ ƛƴ WŀƴǳŀǊȅ нлмфΦ ¢Ƙƛǎ ŀŦŦƛǊƳŜŘ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ŀ оΦп҈ 
funding increase per year over the next five years and sets out how systems should be sustainable, 
tackle health inequalities and respond to the changing needs of our population. This document sets out 
how the BCWB system will deliver its commitments against this plan. 

 
1 http://www.dudleyccg.nhs.uk/wp-content/uploads/2016/11/Black-Country-STP-Full-Plan.pdf 
2 https://www.england.nhs.uk/five-year-forward-view/ 

http://www.dudleyccg.nhs.uk/wp-content/uploads/2016/11/Black-Country-STP-Full-Plan.pdf
https://www.england.nhs.uk/five-year-forward-view/
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1.2 Our readiness to deliver the NHS Long Term Plan 
The plan is constructed with confidence to deliver. As described above we are well placed to deliver 
ǘƘŜ ƻōƧŜŎǘƛǾŜǎ ƻŦ ǘƘŜ нлмс ǇƭŀƴΤ ǿŜ ŀǊŜ ƴƻǘ ŀ ΨŦƛƴŀƴŎƛŀƭƭȅ ŎƘŀƭƭŜƴƎŜŘΩ ŜŎƻƴƻƳȅΤ ǿŜ ǇŜǊŦƻǊƳ ǿŜƭƭ ŀƎŀƛƴǎǘ 
NHS constitution and performance metrics; we have strengthened the system infrastructure and 
importantly each local place within the BCWB has the drive to improve health and care outcomes based 
on local integrated delivery plans. It has been constructed to meet all foundation commitments within 
the Long Term Plan within required timescales, deliver all metrics and meet the five financial tests on a 
system basis. 

1.3 Local context 

System demographics 

The BCWB system is home to circa 1.5 million people, accounting for one fifth of the West aƛŘƭŀƴŘǎΩ 
population. The age profile for the system is similar to the West Midlands profile with an ageing population, 
and there are more women than men. 

After years of decline our population is starting to increase and further diversify in ethnicity, with 26% of 
people from Black and Minority Ethnic (BME) origins, particularly from the Indian Sub-Continent and the 
Caribbean. This is compared to the national average of 9%. The system has 9.5% of all the authorised 
and tolerated traveller sites in the wider region and has sizeable Polish and Somali communities as well 
as growing numbers of refugee and asylum seekers. The predicted population growth across the system 
footprint is expected to be in line with the national average, but weighted towards these BME 
populations and particularly South Asian groups. About 4% of Black Country households have no one 
who has English as their main language.3 

The NHS as a local employer 

The NHS is central to the economy of the Black Country, responsible for £8 of every £100 of income and 
for 8 jobs in every 100 jobs in the workforce. A study of NHS spending in the area found that the 
majority was spent on employee benefits (52%), whilst the remainder was used to purchase goods and 
services. The significance of this role is demonstrated by the fact that 30,800 full time equivalent (FTE) 
jobs are directly supported by NHS spending in the Black Country, with more than two-thirds of these 
performed by local residents.4   

 
3 https://www.bcpft.nhs.uk/index.php?option=com_content&view=article&id=364:information-about-the-black-
country&catid=22:equality-and-diversity-in-our-trust&Itemid=31 
4 The Strategy Unit, ICF, Cambridge Econometrics. Economic impact of NHS spending in the Black Country. 2017. 
Available at https://www.strategyunitwm.nhs.uk/sites/default/files/2019-
02/Final%20Report%20NHS%20Economic%20Impact%20of%20NHS%20Spending%20in%20the%20Black%20C
ountry_0.pdf 

https://www.bcpft.nhs.uk/index.php?option=com_content&view=article&id=364:information-about-the-black-country&catid=22:equality-and-diversity-in-our-trust&Itemid=31
https://www.bcpft.nhs.uk/index.php?option=com_content&view=article&id=364:information-about-the-black-country&catid=22:equality-and-diversity-in-our-trust&Itemid=31
https://www.strategyunitwm.nhs.uk/sites/default/files/2019-02/Final%20Report%20NHS%20Economic%20Impact%20of%20NHS%20Spending%20in%20the%20Black%20Country_0.pdf
https://www.strategyunitwm.nhs.uk/sites/default/files/2019-02/Final%20Report%20NHS%20Economic%20Impact%20of%20NHS%20Spending%20in%20the%20Black%20Country_0.pdf
https://www.strategyunitwm.nhs.uk/sites/default/files/2019-02/Final%20Report%20NHS%20Economic%20Impact%20of%20NHS%20Spending%20in%20the%20Black%20Country_0.pdf
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Informal care 

In the Black Country, 16% of the population provide informal care. The value of unpaid informal care in 
the Black Country in 2015 was estimated to be £38 million per week (3,900 hours per week) or £2 billion 
annually. This is broadly similar in scale to expenditure by the NHS.  

In commissioned work to understand the possible economic impact of providing support to informal 
carers, the findings were that: 

¶ The cost of providing support would be relatively low 

¶ There would be economic benefits in terms of: 
o Informal carers able to return to employment 
o Employed informal carers being supported to stay in employment 
o Employed informal carers absent less from work 

¶ There would be a reduction in benefits paid to informal carers 

¶ Support would lead to better health outcomes for informal carers 

¶ The quality of life of those cared for would be improved 

The report concluded that the NHS could use some resources to provide support to carers, to help them 
cope with providing care and remaining in employment. This could lead to increase in economic output 
of £8 million per year as a result of limited additional expenditure.5 The value of such support should not 
be underestimated to the BCWB system and investment in such support will be prioritised in future 
plans.     

1.4 Local challenges 
It is important that this plan responds to local challenges - what are the problems that we are trying to 
solve through where, how, and by whom health and care services are delivered to our population? This 
section outlines these challenges ς the health needs of our population; the care we provide; workforce 
challenges and financial challenges. 

The health needs of our population 

We have many deprived areas in the BCWB. We have some of the highest infant mortality rates in the 
country, poorest academic achievement of school leavers which in turn impacts upon economic 
prospects, growing prevalence of obesity accompanied by low physical activity and many households 
living in fuel poverty to name but a few. Now more than ever, and with greater determination, we need 
to progress initiatives aimed at supporting healthier lifestyle choices, mental wellbeing and addressing 
socio-economic and environmental issues that contribute to poor health and inequalities. 

Building on the work carried out to support the approach of our 2016 STP plan that identified wide 
inequality in both disease prevalence and life expectancy within the BCWB, we have carried out 

 
5 Ibid. 
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evidence gathering6 to determine the most pressing health challenges facing our population.  For our 
area we have found that: 

¶ Depression rates are higher across the system compared to England average. 

¶ Diabetes prevalence is much higher across the system when compared to the England average. 

¶ We have some of the highest infant mortality rates in the country, whilst smoking rates in 
pregnancy remain high, and breast-feeding rates are low.  

¶ By the time a child starts school, they are much less likely to be ready for school than in other 
areas. Starting school ill-prepared makes it more difficult to catch up later, which is reflected in 
poorer GCSE results. In turn this leads to poorer employment opportunities, less earning 
potential, greater likelihood of teenage pregnancy, unemployment or providing unpaid care. 

¶ Both child and adult obesity rates are high, whilst physical activity levels are relatively low. Poor 
air quality is harmful to health, and unhealthy fast food is easily available. In turn this increases 
the risk of diabetes and other weight-related conditions prematurely. 

¶ Rates of admissions for alcohol and for violence are high, and many users of adult social care say 
they feel socially isolated and experience poor health related quality of life. 

¶ Rates of falls and hip fractures in older people are high, as are households living in fuel poverty 
meaning people are exposed to the risk of cold housing in winter exacerbating long-term 
conditions. 

¶ Mortality from conditions considered preventable is relatively high and we have a high 
prevalence of long-term conditions compared with England and West Midlands averages, 
especially in relation to hypertension, diabetes, chronic kidney disease, chronic heart disease, 
depression and dementia. 

Our response to the LTP set out in chapter 2 of this plan describes how we will develop our services in 
order to respond to these challenges. 

Health inequalities 

The NHS was founded to provide universal access to healthcare, though healthcare is only one of many 
factors that influence our health. The social and economic environment in which we are born, grow up, 
live, work and age, as well as the decisions we make for ourselves and our families collectively have a 
bigger impact on our health than health care alone. 

For reasons both of fairness and of overall outcomes improvement, we plan to take a more concerted 
and systematic approach to reducing health inequalities and addressing unwarranted variation in care, 
working in prevention across health and social care. 

 
6 Findings drawn from PHE Fingertips https://fingertips.phe.org.uk/; and data analysis by our system Business 
Intelligence teams. 

https://fingertips.phe.org.uk/
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Understanding our local health inequalities 

Healthy Life Expectancy 

There are differences in healthy life expectancy (HLE) between the five places in the BCWB system as 
demonstrated in the map and figure 1 below: 

 

Note ς darker colour = lower HLE 
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HLE for both females and males is lower for all place based areas within the STP compared to the 
national average.  Walsall has the lowest Female HLE in the STP while Sandwell & WB have the lowest 
male HLE. However, Dudley has the highest inequality (gap between the best and worst areas) in HLE. 

There is evidence that demonstrates that higher HLE is associated with lower emergency admissions 
with a reduction in 3.9% for each extra year of HLE. This means that tackling health inequalities in the 
BCWB system will impact upon the LTP commitment to reduce emergency admissions. The impact this 
has is demonstrated by the figure below: 
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Figure 2: HLE in the BCWB system 

Improving healthy life expectancy will be a key driver for the system over the next 5 years. More detail 
on analysis undertaken to date can be found in Appendix M. 

Mental v physical health 

There is currently a life expectancy gap of approximately 18 years for men, and 15 years for women 
between those in the BCWB system who are in contact with mental health services and those who are 
not. This gap also appears to be widening for females.   

PHE segment tool 

At a more granular level, the PHE Segment Tool provides information on the causes of death that are 
driving inequalities in life expectancy at local are level. Targeting the causes of death which contribute 
most to the life expectancy gap should have the biggest impact on reducing inequalities. The table 
below shows the top three conditions contributing to the inequalities between each local area and 
England and within each local area. 

This shows that the majority of health inequalities in the Black Country and West Birmingham are driven 
by Cancer, Circulation and Respiratory. 

We describe our approach to each in this strategy.  
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 Dudley Walsall Wolverhampton  Sandwell Birmingham 

Top 3 conditions 
contributing to health 
inequalities compared 
to England (Male) 

Cancer  
(31%) 

Circulation  
(30%) 

Circulation 
(33%) 

Circulation  
(26%) 

Circulation  
(25%) 

Deaths under 28 
days (18%) 

Cancer  
(18%) 

Cancer  
(20%) 

Cancer  
(20%) 

Other  
(17%) 

Digestive  
(16%) 

Other  
(17%) 

Other  
(16%) 

Respiratory 
(16%) 

Cancer  
(15%) 

Top 3 conditions 
contributing to health 
inequalities compared 
to England (Female) 

Cancer  
(43%) 

Circulation  
(28%) 

Other  
(25%) 

Other  
(19%) 

Circulation  
(24%) 

Other  
(29%) 

Cancer  
(27%) 

Circulation  
(22%) 

Cancer  
(18%) 

Deaths under 28 
days (19%) 

Circulation  
(18%) 

Other  
(18%) 

Cancer  
(17%) 

Circulation  
(14%) 

Respiratory 
(19%) 

Top 3 conditions 
contributing to health 
inequalities within LA 
(Male) 

Cancer  
(24%) 

Circulation  
(29%) 

Circulation  
(34%) 

Circulation  
(25%) 

Circulation  
(25%) 

Circulation  
(22%) 

Cancer  
(25%) 

Respiratory 
(19%) 

Cancer  
(23%) 

Cancer  
(20%) 

Other  
(14%) 

Respiratory 
(15%) 

Cancer  
(18%) 

Respiratory 
(17%) 

Other  
(15%) 

Top 3 conditions 
contributing to health 
inequalities within LA 
(Female) 

Cancer  
(29%) 

Cancer  
(26%) 

Cancer  
(23%) 

Respiratory 
(22%) 

Circulation  
(31%) 

Circulation  
(22%) 

Circulation  
(24%) 

Circulation  
(18%) 

Cancer 
(21%) 

Respiratory 
(24%) 

Other  
(16%) 

Other  
(21%) 

Respiratory 
(16%) 

Other  
(18%) 

Cancer  
(16%) 

Wider determinants 

There are some substantial challenges in relation to wider determinants of health we can only address 
together as system partners: 

¶ Low levels of school readiness and school leaver achievement 

¶ Growing levels of low physical activity and obesity 

¶ High levels of infant mortality (linked to smoking in pregnancy), diabetes and depression 

¶ Significant inequity in average Life Expectancy for mental health service users (18.4 years lower 
for men, 15.2 years lower for women) 

¶ Healthy Life Expectancy in the STP are below the England average by 6.3 years (males) and 6.4 
years (females) 

The future of healthcare in England lies in shifting our focus from responding to individual ill health to 
improving population health and wellbeing. This requires a collaborative approach with our wider 
system partners across the public and third sectors. Key to this will be energetic and coordinated action 
on the following priorities: 

1. Workforce strategy and development 
2. Technology strategy and adoption 
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3. Population Health Management 
4. Coordinating the knowledge centre to share learning 
5. Targeted plans to support Children and Young People. 

These priorities are woven into our programmes and described in more detail in chapter 2. 

The care we provide 

The system published its Clinical Strategy in 2018. The strategy responds to a recognised need to: 

1. Determine specific service development/transformation/rationalisation activities to deliver 
better outcomes, better care and better value, considering the five Joint Strategic Needs 
Assessments covering the population.  

2. As an imperative to embed PCNs as the bedrock of BCWB NHS provision, with the capacity and 
capability to deliver.  

3. Deliver care in a way that attends to physical and mental health issues in equal measure and 
simultaneously.  

4. Provide high quality acute services across 7 days.  
5. Ensure we are in the best position to have a sustainable clinical workforce.  
6. Develop a care model for an Integrated Care System (ICS) across the STP footprint  
7. Meet an ambition for services to be recognised by regulators (e.g. CQC, NHS Improvement) as 

delivering continued improvements in healthcare and of services being recognised for these 
improvements through achieving CQC ratings of good or outstanding. 

The Strategy was devised by the systems Clinical Leadership Group (CLG). The starting point for CLGΩǎ 
strategy development lies in the NHSE Five Year Forward View and the 2018/9 Planning Guidance that 
set out national ambitions for transformation in six vital clinical priorities: 

¶ Cancer: Advance delivery of the National Cancer Strategy to promote better prevention and 
earlier diagnosis and deliver innovative and timely treatments to improve survival, quality of life 
and patient experience by 2020/21 

¶ Mental Health: Implementing the Mental Health Forward View (July 2016), Stepping Forward to 
2020/21, providing equal status for mental and physical health 

¶ Primary Care: Stabilise general practice today and support the transformation of primary care 
and for tomorrow, by delivering General Practice Forward View and Next Steps on the NHS Five 
Year Forward View 

¶ Urgent and Emergency Care: Redesign and strengthen the urgent and emergency care system to 
ensure that patients receive the right care in the right place, first time 

¶ Transforming Care for People with Learning Disabilities: To transform the treatment, care and 
support available to people of all ages with a learning disability, autism or both so that they can 
lead longer, happier, healthier lives in homes not hospitals. 

¶ Maternity: Continue to make maternity services in England safer and more personal through the 
implementation of the Better Births 
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Further to this, the CLG reviewed RightCare data by specialty area (2017 data).  This identified significant 
opportunity to achieve better value from a number of clinical specialties. This resulted in the CLG 
prioritising the following areas in addition to the national programme areas described above: 

¶ Cardiovascular 

¶ Respiratory 

¶ Musculoskeletal  

¶ Frailty ς this addresses the non-elective opportunities in  
o genitourinary which is mainly UTIs in 65+ 
o neurology which is mainly admissions for syncope and collapse, disorientation and 

tendency to fall 
o trauma & injury which is mainly injuries due to fall in 65+ 

The system also recognises the following challenges, drawn from CCGs and other system forums.  

¶ Right Care Perspectives for the Black Country Clinical Service Review Process (Strategy Unit); 

¶ Local very challenged performance in respect of cancer 62 day and breast 2 week wait at one 
acute site, negatively impacting cancer performance overall across the system.  

¶ Developing Clinical Principles to inform the work of the BCWB STP (Strategy Unit); 

¶ Determining the Black Country Collaborative Commissioning Portfolio (Black Country Joint 
Commissioning Committee, BCJCC); 

¶ Programme Briefs for existing collaborative transformation work (BC JCC); 

¶ Proposals for addressing opportunities in relation to hypertension, respiratory care, MSK and 
frailty (Right Care). 

¶ NHS England Direct Commissioning Operational Planning. 

Performance against clinical standards 

Whilst the BCWB performs well against the majority of NHS performance metrics, the system does face 
challenges in a certain number of clinical standards.  The following standards need to be addressed 
based on the latest published data: 

Cancer 

Performance for the period to May 2019 shows that the BCWB system is failing to achieve national 
standard in six of the nine national Cancer Standards. These are: 

¶ 62 day   77.0% against a target of 85% 

¶ 2 week breast   66.1% against a target of 93% 

¶ 2 week wait  90.3% against a target of 93% 

¶ 31 day    93.4% against a target of 96% 

¶ 31 day sub Radio 91.8% against a target of 94% 

¶ 31 day sub Surgery 91.7% against a target of 94% 
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Mental health 

Overall the BCWB performs well against mental health clinical standards with IAPT performance 
improving over the last 6 months. 

Dementia Diagnosis Rate performance is also improving, however is slightly missing the target with 
performance of 66.6% against a target of 66.7% at July 2019. 

Urgent and emergency care 

There are challenges in the achievement of Urgent and Emergency care targets: 

1. ED 4 hour wait: the system achieved 86.8% against the 95% target at July 2019. 
2. NHS 111: July 2019 saw a significant drop in service level delivery with 76.62% of calls answered 

within 60 seconds and an abandonment rate of 3.39%, well below standard and the lowest 
performance since February 2019.  

Transforming Care Programme (TCP) 

The system is not expected to achieve its trajectory for the TCP programme in 2019/20 based on the 
original start-year targets. Performance at August 2019 against the original metric is as below, showing 
7 over targets for CCGs this year. 

 Target Projection 

CCG 19 26 

NHSE Adults 19 19 

NHSE Children 5 1 

Revised trajectories are currently being constructed based on the new targets published in September 
2019 which requires 31 adults and 4 CYP by 2023/4. 

There are other NHS Constitution metrics that we strive to improve, however those highlighted above 
will be the main focus in the short-term. We are also preparing for the outcome of the national 
consultation on the review of Clinical Standards. 

Regulatory position 

There are different regulatory regimes for the systems commissioners and providers.  

CCGs are assessed under the Improvement and Assessment Framework and were rated in 2018 as: 

Dudley Good 

Sandwell & West Birmingham Good 

Walsall Good 

Wolverhampton Outstanding 
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The current CQC rating for NHS providers within the BCWB system are shown in the table below: 

Org Name Overall CQC 
rating 

Safe Effective  Caring Responsive Well led Date 
report 
published  

Black Country 
Partnership 
NHS Foundation 
Trust 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Good Good Good January 
2019 

Dudley and 
Walsall Mental 
Health Trust 

Good Good Good Good Good Good February 
2019 

Sandwell and 
West 
Birmingham 
NHS Trust 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Outstanding Requires 
Improvement 

Requires 
Improvement 

April 2019 

The Dudley 
Group NHS 
Foundation 
Trust  

Requires 
Improvement 

Inadequate Good Good Requires 
Improvement 

Requires 
Improvement 

June 2019 

The Royal 
Wolverhampton 
NHS Trust 

Good Requires 
Improvement 

Good Good Good Good June 2018 

Walsall NHS 
Trust 

Requires 
Improvement 

Requires 
Improvement 

Requires 
Improvement 

Outstanding Requires 
Improvement 

Requires 
Improvement 

July 2019 

West Midlands 
Ambulance NHS 
Trust  

Outstanding Good Outstanding Outstanding Outstanding Outstanding August 
2019 

The rating for associate-STP providers supporting West Birmingham are: 

Org Name Overall CQC 
rating 

Safe Effective  Caring Responsive Well led Date report 
published  

Birmingham 
Community 
Healthcare NHS 
Foundation 
Trust 

Requires 
improvement 

Requires 
improvement 

Good Good Good Requires 
improvement 

September 
2019 

Birmingham 
and Solihull 
Mental Health 
NHS 
Foundation 
Trust 

Requires 
improvement 

Requires 
improvement 

Requires 
improvement 

Good Good Requires 
improvement 

April 2019 
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Workforce 

We have significant workforce challenges across the system across acute services, mental health, 
primary care, social care and other partners such as pharmacists. 

Examples of where we are facing such challenges are: 

¶ ageing workforce across all sectors 

¶ recruitment and retention of: 
o social workers 
o GPs and practice nurses, radiographers 
o ODPs 
o sonography 
o all types of nursing from learning disability and mental health to adult and children and 

medics  
o social care staff 

¶ lack of new entrants 

¶ changes in employment market, e.g. preference for locum roles 

¶ political environment, e.g. EU exit 

As an example, within primary care current predictions are that the system will have a shortfall of 47 
FTE GPs by 2023 and we have a higher number of GPs over the age of 55 than the national average.  
60% of the GP nursing workforce is also aged over 50.  

Our system workforce planning contains specific actions to meet these challenges, and we will describe 
in this plan how we will use the opportunities presented by Primary Care Networks (PCNs) to recruit, 
retain and transform our general practice workforce.  

Financial position  

Based on modelling undertaken, if we continue with our current service model, the system will be 
financially unsustainable in five years. ¢ƘŜ ΨŘƻ-ƴƻǘƘƛƴƎΩ Ǉƻǎƛǘƛƻƴ ƛǎ ŀ ǎȅǎǘŜƳ-wide deficit of £38.2m 
without continued sustainability funding from NHSI. Savings programmes in Trusts and CCGs are at the 
highest levels in recent history with members of the system in financial special measures. 

We have seen historical under-investment in estates and infrastructure; service demand and costs have 
risen for hospital-based care; and we have had underinvestment in mental health, community and 
primary care services.  

Our system response to the five financial tests set out in the LTP are described in the relevant section 
below. We believe that the five tests will be met, however there are challenges that we will need to 
overcome in order to achieve these tests on a sustainable basis. This will only succeed with the 
introduction of a new financial regime across the system as the current resource and contracting model 
is a disincentive to the achievement of the ambition in this plan.  
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Our Local Authority partners also remain subject to significant financial challenges, and are yet to 
receive the blueprint for how social care will be delivered in the future from the national government. 
This uncertainty is a risk for our plan.  

Summary position 

Given the ageing population, changes in demography and forecast increases in demand outstripping 
ƛƴŎǊŜŀǎŜǎ ƛƴ ŦǳƴŘƛƴƎΣ Ψƻǳǘ-of-ƘƻǎǇƛǘŀƭ ŎŀǊŜΩ Ƴǳǎǘ ōŜ ŀ ǇŀǊǘƛŎǳƭŀǊ ǇǊƛƻǊƛǘȅ ŦƻǊ ǘƘŜ ǎȅǎǘŜƳ ŀƴŘ ǿƛƭƭ ǊŜǉǳƛǊŜ 
joint action with all partners. Attention must be given to progressing positive changes in the wider 
determinants of health, growing self-care and strengthening community resilience. The BCWB system 
has performance challenges in a number of clinical areas and organisations and delivering against our 
clinical strategy and working together to deliver a sustainable system are vital to addressing these. 
Addressing our workforce and financial gap are key risks to our system. Detailed plans for these are set 
out in chapter 2. 

1.5 Aligning with NHSE/I regional aims 
The BCWB system is part of the NHS Midlands region which has defined elements of the LTP that should 
be prioritised locally.  

These are: 

¶ Reducing health inequalities 

¶ Reducing unwarranted variation in quality of care 

¶ Clinical and financial sustainability  

As described in the previous section, these are consistent with our local context and identified 
challenges and as such, our approach to delivering the LTP is already orientated towards these priorities 
through our approach to system reconfiguration, our clinical priorities and our commitment to being a 
sustainable system.  

1.6 Our system commitments  
As a system, we have been engaging with our public as well as our workforce as to what they think 
health and care should look like and how it can best serve them.  

The recurring themes we have heard are that they want us to: 

¶ Improve access and reduce inequality around accessing services 

¶ Focus on public health and prevention 

¶ Invest in services that help people to manage their own care better 

¶ To remove unnecessary variation in the quality of services provided 

¶ Have better collaboration between health and social care 

¶ Provide better mental health care 
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¶ Reduce hospital admissions and offer more community-based care 

¶ Provide personalised care 

¶ Invest in the workforce 

These demonstrate broad support for many of the key elements of the LTP and will be integral to the 
delivery of the vision for our system which is: 

Ψ¢ƻ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ƻŦ ƭƻŎŀƭ ǇŜƻǇƭŜΩ 

By doing this all organisations will provide the highest quality services, in the right place, at the right 
time. 

As we make progress in delivering our vision and this plan, there will be recognisable benefits that will 
be felt by our population and staff, as well as operational changes within our system that will support 
them. These are described below: 

 

Figure 3: The future BCWB system 

Throughout this plan we have prioritised the foundational commitments of the LTP and will ensure 
delivery by 2021.  

1.7 Our system strategic priorities 
In order to ensure that these commitments are realised we need to make fundamental shifts in how we 
work. As such, and in support of delivering our LTP commitments, we have defined three priorities that 
will underpin all of our activity over the life course of this strategic plan.  

These are: 

1. We will deliver our clinical priorities and improve outcomes for our population 
2. We will make the Black Country and West Birmingham the very best place to work 
3. We will create a sustainable and effective system 
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PRIORITY 1: We will deliver our clinical priorities and improve 
outcomes for our population 

There are three predominant strands to our clinical priority: 

a) Tackle inequalities and reduce exclusion 
b) Eliminate unwarranted variation in quality of care 
c) Deliver our clinical strategy and priorities 

a) Tackle inequalities and reduce exclusion  

The NHS was founded to provide universal access to healthcare, though healthcare is only one of many 
factors that influence our health. The social and economic environment in which we are born, grow up, 
live, work and age, as well as the decisions we make for ourselves and our families collectively have a 
bigger impact on our health than health care alone. 

For reasons both of fairness and of overall outcomes improvement, we plan to take a more concerted 
and systematic approach to reducing health inequalities. We will do this by: 

Understanding our local health inequalities: 

We described in section 1.4 the differences in Healthy Life expectancy across the five places in BCWB 
and the variances in HLE for our population with mental health diagnoses.  We also know that the areas 
of highest health inequality in BCWB are cancer, circulation and respiratory.  

The relevant clinical working groups will be supported to undertake analysis to understand the 
inequalities in terms of needs, access and outcomes in these pathways. 

One aspect of the analysis will be to understand needs, access and outcome by Primary Care Network 
(PCN). This will identify opportunities to work with particular PCNs to address geographical inequalities. 
We will use the RightCare PCN Focus packs to support this analysis. 

Engaging communities 

Communities will be identified based on condition, geography and protected factors. Action to address 
inequalities will be coproduced with communities and the soon to be ǇǳōƭƛǎƘŜŘ ΨƳŜƴǳ ƻŦ ŜǾƛŘŜƴŎŜ-
based interventions; will be used as a source of ideas to support. 

Implementing Interventions 

Embedding addressing inequalities in the programme working groups will make implementing 
interventions as part of the pathway more straightforward and provides the governance to make this 
possible. 
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Monitoring and evaluating 

As part of intervention design we will measure process and outcome measures.  !ǎ ǇŀǊǘ ƻŦ ǘƘƛǎ ΨŘo 
nothingΩ and expected trajectories will be described. Data will be collected from the beginning of the 
intervention to monitor impact. Where possible nationally proposed measures will be used supported 
by intervention specific measures. Monitoring and evaluation will balance the reality that addressing 
health inequalities takes time, and therefore it is often unreasonable for interventions to lead to 
ƛƳƳŜŘƛŀǘŜ ǊŜǎǳƭǘǎΣ ǿƛǘƘ ǘƘŜ ŎƻƴŦƛŘŜƴŎŜ ǘƻ ǎǘƻǇ ƻǊ ŎƘŀƴƎŜ ǘƘƛƴƎǎ ǘƘŀǘ ŘƻƴΩǘ ǊŜŀƭƛǎŜ ōŜƴŜŦƛǘǎΣ ŀƴŘ ŀŘŀǇǘ ǘƻ 
the evidence-base as it develops.  

b) Eliminate unwarranted variation in quality of care 

At system level 

At the heart of our system plan is a focus upon standardising service delivery and outcomes, reducing 
variation, delivering care through place-based models with person-centred care provided closer to 
home and through extended collaboration between GP practices, hospitals and other providers of 
healthcare services (e.g. oral health professionals, community pharmacy, eye health) founded upon the 
principles of whole population integrated care provision. 

We will implement a new quality framework across the system to improve consistency and reduce 
inequalities. This will build upon the benefits from the collaboration of Trusts to provide services facing 
sustainability challenges. 

We will seize opportunities at system level to undertake quality and safety work where it makes sense 
to drive up standards and to avoid repetition e.g.: serious incident management, learning lessons, some 
of the safeguarding duties (but not all), oversight and assurance of strategic commissioning 
arrangements at system level e.g. LMS, LD and Autism, some CYP and some Mental Health. 

This will mean some functions of existing arrangements will be required at a system level, with strategic 
lead roles for specific areas pertaining to quality assurance, patient safety and safeguarding, quality 
improvement and transformation, partnerships and engagement being developed.   

We will drive quality improvement and transformation across the system - Driving QI methodology, 
process and structure across the system. Development of the ICS academy for improvement, driving 
transformation at scale, working to support the CLG and research and innovation agenda of ICS, 
incorporating the digital and prevention agendas. 

Through our work supporting partnerships and engagement we will drive patient engagement and 
improve experience ensuring personalisation is at the core of everything we do. 

We will work closely with local systems, supporting career pathway developments, driving ICS workforce 
arrangements e.g.: GP Nursing strategy at scale, developing and supporting new roles, retaining nursing 
workforce, working with HEIs/LWAB. 
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!ǘ ΨǇƭŀŎŜΩ ƭŜǾŜƭ 

We will ensure local quality leadership, to ensure assurance at ΨǇƭŀŎŜΩ level of patient quality and safety 
issues and to drive quality transformation, fulfilling the CCG statutory responsibility to this agenda.  

We will work to develop standardised QA metrics, outcomes, frameworks for assurance, developing 
integrated assurance arrangements at local place with local leads moving towards one overall QA 
framework. We will build on the work already underway across a strategic function for safeguarding, 
ensuring no replication of areas of work i.e. agreeing a safeguarding performance dashboard across the 
ICS. 

c) Deliver our clinical strategy and priorities 

Through our focus on tackling inequalities and eliminating unwarranted variation, we will be in the 
position to deliver the best quality of care for our population and deliver the clinical priorities set out in 
our system clinical strategy. This strategy recognises the need to address national priorities, namely 
delivering 7-day services, integrating mental health and physical health in service provision, promoting 
mental well-being and driving earlier cancer diagnosis. In addition, it identifies where local needs and 
performance require us to take additional action in clinical priority areas over the course of this plan. 
This is described in more detail in section 2.3. 

PRIORITY 2: We will make the Black Country and West Birmingham 
the very best place work 

The workforce challenges we face are described above. To respond to this, we will ensure that the 
BCWB health and care system has a workforce that is fit-for-purpose to the new models of care 
described in this plan, reflects new roles to meet its requirements and has an attractive career path to 
retain such staff within our system. 

Our ambition is to become the employer of choice in the BCWB through a robust platform of leadership 
development, talent management, succession planning, links to universities and development of 
innovative approaches to solving recruitment challenges that will retain and attract the best staff. We 
will be research driven, harnessing technology and innovation to benefit all areas of service delivery and 
organisational development. 

Further detail on how this will be achieved is described in sections 2.1 (Transforming Out of Hospital 
Care) and 2.4, (Giving staff the backing they need) where bespoke strategies are in development, as well 
as throughout this document where specific requirements exist. As one of the key risks to the delivery of 
our plan, developing our workforce is fundamental to its success. 

PRIORITY 3: We will create a sustainable and effective system 

The BCWB system has the second highest financial allocation in the NHS Midlands Region, the highest 
population, the smallest geographical footprint and the most constituent organisations.  
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To deliver this plan effectively, we need to make sure that our system is organised in the best way to 
ensure that our population receives the highest quality services, in the right place, at the right time.  

The reorganisation of our system is driven not only by our response to the NHS LTP but because we 
believe we need to restructure to be able to provide the highest quality and most appropriate care to 
our population. 

This priority will be realised through two distinct areas of activity: 

a) Achieving financial sustainability 
b) Restructuring the system 

Each is described below: 

a) Financial sustainability 

We will work to change the financial regime within the system to ensure the system is financially 
sustainable, meeting the five financial tests described in the LTP. As we move towards system control 
totals, it is even more important that we have sustainable providers within our system. Under this plan, 
individual organisations and partnerships will continue to make the improvements and efficiencies that 
are directly within their own control but the overall scale of opportunity will be transformed by our 
working together as a single system with a common interest. This will be within an overarching system-
wide risk management framework.  

b) Restructuring the system 

Restructuring our system in a way that supports a new way of working will be vital to our success. There 
are a number of different approaches to this involving our partners. The core components are described 
below but others will develop over the course of this plan. 

i) Implement and embed Primary Care Networks 

GPs within the BCWB have established 34 PCNs. We will support PCNs to become strong primary care 
providers able to deliver new care models in each of our boroughs. Our PCNs will work in a closely 
integrated way with our community services and mental health providers to ensure that people are able 
to have timely access to the right primary care services at the right time. They will work to embrace the 
new skill mix workforce coming to the networks and to develop a modern model of primary care. 
Leadership development will be facilitated for the PCN clinical directors to assist them as they lead their 
networks and take their place in the more strategic decision making forums at ICP and ICS level. Our 
primary care networks will work with population health management tools to risk stratify their patients 
and target interventions appropriately. 
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ii) hǊƎŀƴƛǎŜ ƻǳǊ ƘŜŀƭǘƘ ŀƴŘ ŎŀǊŜ ŀǊƻǳƴŘ ƻǳǊ ŦƛǾŜ ΨǇƭŀŎŜǎΩ ǿƛǘƘ ŀ ŦƻŎǳǎ ƻƴ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ  

This priority is already well-ŘŜǾŜƭƻǇŜŘ ǿƛǘƘ ŦƛǾŜ ΨǇƭŀŎŜǎΩ ŜǎǘŀōƭƛǎƘŜŘ ƛƴ ǘƘŜ ǎȅǎǘŜƳΦ 9ŀŎƘ ƻŦ ǘƘŜǎŜ ŦƛǾŜ 
places have their own priorities and are supported by their local Health and Wellbeing Boards and other 
partnerships.7 The BCWB has a strong sense of identity related to place. People who grow up here tend 
to remain in the area and therefore have strong local ties. We see this as an opportunity; our places do 
not require construction as they are already conceived, in the mind and through the physical fabric of 
our communities.  

Administratively our places for organising health and care are defined in terms of the boundaries of our 
constituent CCGs and Local Authorities. In our places, primary and community care will work in a 
joined-up way to best serve the needs of their population and maximise the potential of our 
workforce and estates. Acute Trusts and mental health Trusts will work horizontally, supporting their 
local place whilst also crossing boundaries to support each other and collaborate with other Trusts.  

 

 

Figure 4Υ ./². ǎȅǎǘŜƳ ΨǇƭŀŎŜǎΩ 

 
7 For more information see Birmingham HWBB, 
https://www.birmingham.gov.uk/info/50119/health_and_wellbeing_board/1300/health_and_wellbeing_strategy; 
Dudley HWBB, https://www.dudley.gov.uk/community/initiatives/health-wellbeing/; Sandwell HWBB, 
http://www.sandwell.gov.uk/info/200222/healthy_sandwell_healthy_you/2391/sandwell_health_and_wellbeing_boar
d; Walsall HWBB, 
https://go.walsall.gov.uk/Portals/0/Uploads/PublicHealth/60112%20Walsall%20Our%20Health%20and%20Wellbei
ng%20Stategy%202017-2020.pdf; Wolverhampton HWBB, http://wellbeingwolves.co.uk/. 

https://www.birmingham.gov.uk/info/50119/health_and_wellbeing_board/1300/health_and_wellbeing_strategy
https://www.dudley.gov.uk/community/initiatives/health-wellbeing/
http://www.sandwell.gov.uk/info/200222/healthy_sandwell_healthy_you/2391/sandwell_health_and_wellbeing_board
http://www.sandwell.gov.uk/info/200222/healthy_sandwell_healthy_you/2391/sandwell_health_and_wellbeing_board
https://go.walsall.gov.uk/Portals/0/Uploads/PublicHealth/60112%20Walsall%20Our%20Health%20and%20Wellbeing%20Stategy%202017-2020.pdf
https://go.walsall.gov.uk/Portals/0/Uploads/PublicHealth/60112%20Walsall%20Our%20Health%20and%20Wellbeing%20Stategy%202017-2020.pdf
http://wellbeingwolves.co.uk/
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¢ƘŜ ./². ǎȅǎǘŜƳ ƛǎ ǿŜƭƭ ǇǊƻƎǊŜǎǎŜŘ ƛƴ ǘƘŜ ŘŜƭƛǾŜǊȅ ƻŦ ΨǇƭŀŎŜ-ōŀǎŜŘΩ ƛƴǘŜƎǊŀǘŜŘ ƳƻŘŜƭǎ ƻŦ ŎŀǊŜΣ ƘƻǿŜǾŜǊ 
the operating model, contractual model and phasing of implementation varies across each of the 
boroughs. 

Local place-based models of care ς ICAs/ICOs ς are being developed and implemented for each of the 
five places in the system. These ICAs/ICOs will bring together health and care services for defined 
populations with a focus on population health. They will deliver improved access to local services for 
their whole population, greater continuity of care for those with ongoing conditions and more 
coordinated care for those with the most complex needs. This work is a key deliverable for the system 
to transition to an Integrated Care System (ICS) by 2021. 

Our place based models will be key enablers to create integrated community health. This will be 
achieved through multi-disciplinary work among primary care and community services professionals 
from acute and mental health trusts who will be wrapped around networks providing care at 
neighbourhood with a strong focus on individual needs of patients. It is envisaged that these wrap 
around services will enable patients to receive greater support in their usual place of residence and 
reduce the need for hospital admission whether planned/unplanned. Facilitation will take place at 
neighbourhood level in the first instance with robust routes for escalation when necessary. 

We do not view our model of place-based care as five areas with five separate plans, but rather as a 
single model with local variation addressing unique needs in each locality. Each plan is drawn from the 
central principle of delivering improved access to local services for the whole population, greater 
continuity of care for those with ongoing conditions and more coordinated care for those with the 
most complex needs. The local variation element is however, very important to us. Each place has 
conceived its own identify built on its unique characteristics: 

Dudley  

Our placed based model of care is grounded in the wider economic and social characteristics of our 
community and recognises the impact that other factors ς άǘƘŜ ǿƛŘŜǊ ŘŜǘŜǊƳƛƴŀƴǘǎέ ς have on health 
inequalities and population health and wellbeing. 

This is reflectŜŘ ƛƴ ƻǳǊ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǘƘŜ 5ǳŘƭŜȅ ±ƛǎƛƻƴ άCƻǊƎƛƴƎ ǘƘŜ CǳǘǳǊŜέ ǿƘƛŎƘ ǎŜŜǎ 5ǳŘƭŜȅ ŀǎ ŀ 
place where: 

¶ everyone has the education and skills they need 

¶ communities are healthy and resilient 

¶ businesses are innovative and prosperous 

¶ transport is high quality and affordable 

¶ people want to visit and enjoy 

¶ towns and neighbourhoods are vibrant. 

hǳǊ IŜŀƭǘƘ ŀƴŘ ²ŜƭƭōŜƛƴƎ .ƻŀǊŘΩǎ Wƻƛƴǘ IŜŀƭǘƘ ŀƴŘ ²ŜƭƭōŜƛƴƎ {ǘǊŀǘŜƎȅ ǎǳǇǇƻǊǘǎ ǘƘƛǎ ǘƘǊƻǳƎƘ ƛǘǎ 
principles of: 
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¶ supporting resilient communities 

¶ focussing on prevention 

¶ joining up health and care services 

¶ measuring performance and making sure we are doing the right things to positively affect 
ǇŜƻǇƭŜΩǎ ƭƛǾŜǎΦ 

In particular, our placed based approach to reducing health inequalities and promoting health and 
wellbeing is driven by our three goals of: 

¶ promoting healthy weight 

¶ reducing the impact of poverty 

¶ reducing loneliness and isolation. 

Our place-based model of care has been developed as part of the national Vanguard Programme for 
New Care Models and centres upon the commissioning of a single Integrated Care Organisation ς the 
Multi-Specialty Community Provider. This will be committed to place by focussing solely on the Dudley 
population.  

Lǘ ǿƛƭƭ ōǊƛƴƎ ǘƻƎŜǘƘŜǊ ŀ ǊŀƴƎŜ ƻŦ άƻǳǘ ƻŦ ƘƻǎǇƛǘŀƭ ǎŜǊǾƛŎŜǎέ ŀǎ ŀ ƳŜŀƴǎ ƻŦ ƛƳǇǊƻǾƛƴg access, providing 
continuity of care and promoting coordinated care.  

It will be responsible for a whole population budget, integrating services in the community to create 
resilience and better manage demand.  A contract of up to 15 yearsΩ duration, will provide the longevity 
required to invest in prevention whilst developing relationships and initiatives with other players who 
have an impact on health and wellbeing.  A set of contracted and incentivised health and care outcomes 
will provide a means of reducing health inequalities and tackling the wider determinants. 

Sandwell  

Partners have been working together to create a Sandwell Care Alliance.  The expectation is that 
governance for that model will operate in shadow form from November 2019.  The principles of the 
alliance have been collaboratively developed over many months.  They include a commitment to 
minimum resourcing for the capacity of the third sector, excess investment above mandate in mental 
health, and the creation of shared risk based financing, long term contracts and capitated funding.  This 
model is grounded in joint working across all PCNs, the main NHS provider Trust for the borough, the 
ƳŜǊƎŜŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǘǊǳǎǘΣ ŎƘƛƭŘǊŜƴΩǎ ǘǊǳǎǘ ŀƴŘ ǘƘŜ ǾƻƭǳƴǘŀǊȅ ǎŜŎǘƻǊΦ  Lǘ ƛǎ ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ I²..Ωǎ 
commitments to health, education and employment, and to community wealth which is the focus of the 
/ƻǳƴŎƛƭΩǎ ŘǊƛǾŜ ŦƻǊ ǎƻŎƛŀƭ ǾŀƭǳŜΦ 

This partnership builds on extant joint working which has led to some of lowest rates of delayed 
transfers of care (DTOC) ƛƴ 9ƴƎƭŀƴŘΣ ŀƴŘ Ƙŀǎ ƘŜƭǇŜŘ ǘƘŜ ¢Ǌǳǎǘ ǘƻ ŀŎƘƛŜǾŜ ǘƘŜ ǎǘǊŀƴŘŜŘ ǇŀǘƛŜƴǘǎΩ ǘŀǊƎŜǘ ς 
one of few in NHS aƛŘƭŀƴŘǎ ǘƻ Řƻ ǎƻΦ  DƻƻŘ Ƨƻƛƴǘ ǿƻǊƪƛƴƎ ŜȄƛǎǘǎ ƛƴ ǘƘŜ .ŜǘǘŜǊ /ŀǊŜ CǳƴŘΣ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ 
Improvement Board, and the cooperative working agreement on public health.   
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There are agreed outcome goals on which the alliance will focus its work, mindful of national and ICS 
policies and priorities.  The explicit intention is to tackle inequality and exclusion on a neighbourhood 
basis. 

West Birmingham 

The Ladywood and Perry Barr Care Alliance is a partnership between GPs, the third sector, the local NHS 
and the local authority.  The alliance continues to work through how best to support city-wide initiatives 
consistent with a locality model. 

The partnership aims to refocus care towards more preventative, primary and community models of 
care, supported by greater personalisation and self-determination, change the movement of funds and 
people to shift between health and social care, and mental and physical care.  The specific focus remains 
on children and families, particularly the first thousand days of life, frailty and the end of life. 

The expectation is that governance for that model will operate in shadow form from November 2019.  
The principles of the alliance have been collaboratively developed over many months.  They include a 
commitment to minimum resourcing for the capacity of the third sector, excess investment above 
mandate in mental health, and the creation of shared risk based financing, long term contracts and 
capitated funding.   

Commissioning services for West Birmingham 

The Part of West Birmingham which covers Ladywood and Perry Barr falls within the commissioning 
arrangements for NHS Sandwell and West Birmingham CCG. As a result, this area is covered within the 
Black Country and West Birmingham STP as one of their five localities covering Sandwell, Dudley, 
Wolverhampton, Walsall and West Birmingham.  

As a result of the different boundaries NHS Birmingham and Solihull CCG, NHS Sandwell and West 
Birmingham CCG and Birmingham City Council work closely together to ensure collaborative 
commissioning arrangements deliver city-wide services based on the best interests of people in west 
Birmingham and city-wide for the place of Birmingham. This is part of an ongoing partnership approach 
to develop the medium and long term health and wellbeing strategy for this area in partnership with the 
local health and wellbeing board. 

Collaborative working is strengthened further as both STPs are associate members of their respective 
neighbouring STP Boards.   NHS Sandwell and West Birmingham CCG is also a member of the 
.ƛǊƳƛƴƎƘŀƳ .ŜǘǘŜǊ /ŀǊŜ CǳƴŘ ŀƴŘ ŀŎǘƛǾŜƭȅ ŎƻƴǘǊƛōǳǘŜǎ ǘƻ Ƴŀƴȅ ƻŦ .ƛǊƳƛƴƎƘŀƳΩǎ Ŏƛǘȅ ǿƛŘŜ 
transformation programmes.  

To ensure citizens in West Birmingham receive fair and equitable access to health care, joint 
commissioning arrangements that involve NHS Sandwell and West Birmingham CCG are in place for a 
number of areas including: 

¶ aŀǘŜǊƴƛǘȅ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ŘŜƭƛǾŜǊŜŘ ǘƘǊƻǳƎƘ ŀƴ ƛƴǘŜƎǊŀǘŜŘ ǎǘǊŀǘŜƎƛc commissioning plan 
ŦƻǊ ŎƘƛƭŘǊŜƴΩǎ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ǎŜǊǾƛŎŜǎ ŀŎǊƻǎǎ ǘƘŜ Ŏƛǘȅ 
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¶ .ƛǊƳƛƴƎƘŀƳ hƭŘŜǊ tŜƻǇƭŜΩǎ tǊƻƎǊŀƳƳŜΣ ǿƘƛŎƘ ŦƻŎǳǎŜǎ ƻƴ ǇǊŜǾŜƴǘƛƻƴΣ ŜŀǊƭȅ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘ 
ongoing personalised care supporting people to age well alongside end of life care. 

¶ Dementia services funded through the Better Care Fund to develop a Birmingham strategy which 
will deliver integrated services and support to dementia patients and their carers/families  

¶ Mental health given these are commissioned for the whole of Birmingham by NHS Birmingham 
and Solihull CCG  

¶ Learning disabilities focusing on earlier intervention and reducing the reliance on hospital based 
and inpatient care and supporting the transformation of community services to build capacity 
and greater resilience.  

As our two STPs develop their plans to evolve from STP to Integrated Care Systems, we will be 
considering how local citizens can be better served through closer integration of our health and social 
care delivery, both for city wide delivery and locality based integrated delivery. Critical within this 
planning and way of working together is ensuring the design and delivery of local services fit with the 
wider systems redesign and that together we ensure the success of the new Midland Metropolitan 
Hospital in 2022 for local people. 

¢ƘŜ ƴŜǿ aƛŘƭŀƴŘ aŜǘǊƻǇƻƭƛǘŀƴ IƻǎǇƛǘŀƭ ƛǎ ǎǘǊƻƴƎƭȅ ƭƛƴƪŜŘ ǘƻ ǘƘŜ ΨǇƭŀŎŜ-ōŀǎŜŘΩ ŎŀǊŜ ŀƎŜƴŘŀΣ ǿƘƛŎƘ ǿƛƭƭ 
include joint working to enable more preventative, primary and community based care. This will be 
supported by greater personalisation and self-determination, particularly for children and families, 
babies and very young children, frail older people and those at the end of life. This aligns with the 
strategic and operational direction in both the Birmingham and Solihull STP Plan and the Black Country 
and West Birmingham STP Plan as part of the commitments to deliver the NHS Long Term Plan.  

There will also be further opportunities to be realised over the coming years through the potential wider 
roll out of the Digital First approach across a larger area, which is a key strand of transformation in 
Birmingham and Solihull. This is in addition to complementary approaches to health promotion which 
signal an overall Birmingham city-wide focus on smoking prevention, supported by additional place-
based interventions to support people in west Birmingham to live healthier lifestyles through obesity 
management. Together these approaches will deliver better outcomes for people across the West 
Birmingham area.  

Walsall 

Walsall Together is an ambitious programme to transform the health and social care people receive in 
Walsall. The programme brings together local NHS organisations (acute, community, mental health, 
primary care and the CCG), Walsall Council (public health, adult social care ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎύΣ hƴŜ 
Walsall (the umbrella organisation for the voluntary and community sector) and the housing 
sector.  Partners are working together to develop and implement a new model of care: supporting 
prevention, self-care and community resilience and creating integrated teams, with the GP at the 
centre, to support people with long term conditions and help people receive care closer to home.  
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Wolverhampton  

The Wolverhampton Integrated Care Alliance (ICA) is the driver for place-based care in Wolverhampton 
and focuses on Wolverhampton working as a system with pathways of care centred around the patient 
without organisational barriers. The strategy is clinically led, managerially supported and person 
centred. There is a shared governance system across the parties which provides system leadership that 
is mutually accountable for delivery.  A key feature of the ICA is an integrated data system where all 
ǇŀǊǘƛŜǎ Ŏŀƴ ŀŎŎŜǎǎ Řŀǘŀ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŀǘƘǿŀȅΦ ¢Ƙƛǎ ǊŜŘǳŎŜǎ ŘŜƭŀȅǎΣ ŜƴŎƻǳǊŀƎŜǎ ŎƻƻǇeration 
and supports integrated working. The ICA will shift resources from hospital to out of hospital services so 
that more people are supported proactively in their home and communities. It will focus on a number of 
key pathways initially including frailty and end of life care, mental health, ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ŀƴŘ ǳǊƎŜƴǘ 
and emergency care. In addition it will develop the approach to health promotion and disease 
prevention to support the wellbeing of our communities alongside the care that we already provide. 

iii) System-wide services: facilitate greater collaboration and reconfiguration of NHS 
providers  

Lƴ ŀŘŘƛǘƛƻƴ ǘƻ ǊŜŎƻƴŦƛƎǳǊƛƴƎ ǎŜǊǾƛŎŜǎ ŀǘ ΨǇƭŀŎŜΩ ƭŜǾŜƭΣ ΨǎȅǎǘŜƳ-ǿƛŘŜΩ ǎŜǊǾƛŎŜǎ ǿƛƭƭ ŀƭǎƻ ōŜ ǊŜǎǘǊǳŎǘǳǊŜŘΦ The 
NHS provider landscape will change over the next 5 years due to a combination of Trust mergers, new 
hospitals, greater collaboration of providers and the establishment of ICA/ICOs.  

i) Acute collaboration   

We will remove unwarranted variation in care and outcomes for our population. Closer collaboration 
and joint working between our acute providers is central to this ambition. We will take action to ensure 
we have the right level of collaboration or networking across different parts of our acute sites that 
benefits our population and system as a whole. Building on the collaborative approach implemented 
following the challenged services review, initially this will form around eight areas: 

1. Assess if further HASU centralisation/consolidation is necessary or not, over and above current 
discussions concerning HASU provision for the populations of Wolverhampton and Walsall, to 
achieve improvements in outcomes and other quality and sustainability benefits;  

2. Assess the benefits from collaboration/networking to help develop clinically effective and 
sustainable seven day working;  

3. Define and agree the standard service offer in each of the five localities for emergency care and 
maternity services;  

4. Agree the critical service interdependencies for vascular surgery, PPCI, cardiac surgery, hyper 
acute stroke, major trauma, interventional radiology;  

5. Set out a strategy and plan to improve cancer services and outcomes for the Black Country;  
6. Review the potential separation of emergency and elective care (by specialty or groups of co-

dependent specialties) to create centres of excellence for elective care;  
7. Identify distributions of services which optimise utilisation of facilities (to also enable where 

possible the easiest release of physical capacity); and  
8. Undertake the necessary workforce planning to underpin sustainable services. 
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9. Identify where efficiencies can be achieved by the sharing of corporate and support services.  

Appropriate governance models to support such collaboration will be developed and implemented over 
the timeframe of this plan. 

ii) Open and effectively transition to the Midland Metropolitan Hospital (MMH) 

Following the collapse of Carillion, a new contractor is being agreed by HMG in October, with the 
Midland Met now due to open in spring 2022, serving a population of 700,000 people. The Midland Met 
is predicated upon a whole system of care, and therefore strongly linked to place-based care. Delivery of 
the revised full business case would release, in an SWB whole system scenario, around £9m from acute 
care to invest in mental health and primary care from 2022-23. 

The BCWB system, as well as our neighbouring Birmingham and Solihull system, will play an important 
role in supporting the transition from current acute care arrangements in the area to the opening of the 
new hospital. This includes working together to create a genuinely 7-day acute care model. In addition, 
the Midland Met Ŏŀƴ ōŜ ŀƴ ΨŀƴŎƘƻǊΩ institution for the area, supporting housing, schools and other 
redevelopment projects in a deprived part of the city. The wider regeneration of the area around the 
ƘƻǎǇƛǘŀƭ ƛǎ ŀƴ ƛƳǇƻǊǘŀƴǘ ǇŀǊǘ ƻŦ [ƻŎŀƭ !ǳǘƘƻǊƛǘȅ ǇƭŀƴƴƛƴƎΣ ŀƴŘ ǇŀǊǘ ƻŦ ǘƘŜ ǿƘƻƭŜ {¢tΩǎ ǿƻǊƪ ƻƴ ǿŜŀƭǘƘ 
creation. 

The opening of Midland Met is expected to result in more emergency activity to be performed in 
Walsall, and has potential impact on Dudley. To prepare for this, the Emergency Departments at Walsall 
Manor Hospital and Russells Hall Hospital in Dudley are to be enhanced.  Flows of care in Birmingham 
are not modelled to change, and the expectation is that conveyance zones for the city will be as current.  
The Trust is discussing with UHB what opportunities their plans could create to relieve pressure on 
tertiary services, both through relocating eye services into the regional centre at Dudley Road, and 
through altering catchment flows in wider western Birmingham.  Complex gynae-cancer surgery is 
expected to move off the City Hospital site in 2021-22.  

iii) Merging of our Mental Health Trusts 

Within the Black Country there are currently two NHS provider trusts which deliver the majority of 
specialist mental health services to the population.  Mental Health services to West Birmingham are 
provided by Birmingham and Solihull Mental Health Trust. 

Black Country Partnership NHS Foundation Trust and Dudley and Walsall Mental Health Partnership NHS 
Trust will come together as one organisation through the process of a merger by acquisition in April 
2020. They will use the scale of working across the Black Country to strengthen resilience of the Trusts 
and to deliver opportunities not possible as existing standalone organisations. They will use specialist 
skills and expertise to deliver high quality ƳŜƴǘŀƭ ƘŜŀƭǘƘΣ ƭŜŀǊƴƛƴƎ Řƛǎŀōƛƭƛǘȅ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜ Ŧƛǘ ŦƻǊ 
the future.  There are three driving forces that support this merger described in figure 5 below: 
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Figure 5: Benefits of merger 

Voice and influence 

By creating a single provider for Black Country mental health and learning disabilities, we will be able to 
ŜƴǎǳǊŜ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ŀ άǾƻƛŎŜέ ŀƴŘ άƛƴŦƭǳŜƴŎŜέ ŀŎǊƻǎǎ ǘƘŜ ƭƻŎŀƭ health economy that will enable us to 
support some of the most vulnerable people in our communities. 

The ability to influence commissioning (making commissioning more streamlined) and attract new 
investment to develop local services and specialisms is also a key factor when coming together to create 
a larger NHS Trust. 

The new Trust will build an enviable reputation as a partner and provider of choice across the region, 
supporting local and borough place-based care to be as effective as possible and working in other 
partnerships to develop further opportunities to innovate and improve. 

Consistently high-quality services 

By harnessing evidence based best practise to become a centre of excellence, the new Trust will be 
focused on delivering the highest quality services for its communities. 

Creating the scale and scope to manage the rising demand for services across the Black Country through 
will be a strength of the new Trust: 

¶ Ability to innovate 

¶ Strengthening the delivery of core services 

¶ Delivering services more locally 

¶ Reducing inequalities and variation in pathways to have parity across services and boroughs. 

We will use our increased size, voice and presence to influence and deliver new models of care - 
building on multi-disciplinary, multi-agency working to create integrated services for our service users. 

Our mental health priorities 

The priorities of the new Trust will recognise both the local, regional and national drivers but will also 
focus on embedding the new organisation, building on our open and transparent culture and our vision 
of prevention, early intervention and recovery for the people we serve. 
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Figure 6: Mental health priorities 

iv) Implementing ICOs/ICPs/ICAs 

As described previously, the structure and operating model of the BCWB will be fundamentally different 
in 2024. A key element of this is the formalisation of ICOs and ICPs to drive the delivery of services at a 
local level. This will take a different form in each place, however in Dudley a new organisation is to be 
formed, Dudley Multi-specialty Community Provider, which is due to be formed in April 2020.   

v) Commissioning with a single strategic voice 

Clinical Commissioning Groups will continue to play a prominent role within the future ICSs.   The NHS 
Long Term Plan confirms the direction of travel for CCG configurations:  

ά9ǾŜǊȅ L/{ ǿƛƭƭ ƴŜŜŘ ǎǘǊŜŀƳƭƛƴŜŘ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ŀǊǊŀƴƎŜƳŜƴǘǎ ǘƻ ŜƴŀōƭŜ ŀ ǎƛƴƎƭŜ ǎŜǘ 
of commissioning decisions at system level. This will typically involve a single CCG for 
each ICS area. CCGs will become leaner, more strategic organisations that support 
providers to partner with local government and other community organisations on 
ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘΣ ǎŜǊǾƛŎŜ ǊŜŘŜǎƛƎƴ ŀƴŘ [ƻƴƎ ¢ŜǊƳ tƭŀƴ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴέΦ 

Our four CCGs will have a single shared management structure and accountable officer in order to 
deliver our vision for a single commissioning voice across the system by 2021.  

As part of the journey towards a strategic commissioning voice for the BCWB, the CCGs need to formally 
consider the options, benefits and dis-benefits associated with either continuing to work collaboratively 
or formally merging. This option is currently under consideration by the relevant governing bodies and 
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staff are being engaged as to the prospect. If a merger is agreed, it is expected that this will be approved 
in May 2020.  

vi) Becoming an Integrated Care System 

As an ICS we will bring together system leadership, regulation, commissioners, providers and the 
voluntary sector, all working together to deliver improved outcomes and reduce health inequalities for 
our population. This will provide the necessary leadership and structure required to support our 
reconfiguration and delivery through our places. 

We aim to operate as an ICS from April 2020 and become a formal ICS by 2021 at the latest. Our 
planned journey is described in detail in section 2.1.3 below.  

Summary 

The profile and timeline of the system reorganisation described above to enable the BCWB system to be 
fit for the future is shown below: 

 

Figure 7: Timeline of system reconfiguration 

1.8 Key system enablers 
At the heart of this plan is a focus upon standardising service delivery and outcomes; reducing variation 
ǘƘǊƻǳƎƘ ƛƳǇǊƻǾƛƴƎ Ψƻǳǘ-of-ƘƻǎǇƛǘŀƭΩ ŎŀǊŜ ŎŜƴǘǊŜŘ ƻƴ ǘƘŜ ŘŜlivery of our PCNs providing extended 
collaboration between GP practices, hospitals and other providers of healthcare services (e.g. oral 
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health professionals, community pharmacy, eye health) founded upon the principles of whole 
population integrated care provision.  

There are a number of key system enablers to delivering our plan: 

¶ Workforce: a reshaped workforce, working across professional boundaries, with proven 
competencies to ensure safety and quality of care and working in a way that shifts treatment to 
prevention, reactive to proactive care and to steady state rather than crisis care  

¶ Digital enablement: for services and service users, using technology to help those responsible 
for care (including patients) to access available intelligence to provide the right care  

¶ Shared records: legally compliant, timely sharing of relevant information with all providers and 
ŀƎŜƴŎƛŜǎ ƛƴǾƻƭǾŜŘ ƛƴ ŀ ǇŜǊǎƻƴΩǎ ŎŀǊŜ ŦƻǊ ǘƘŜ ǇǳǊǇƻǎŜ ƻŦ ŦŀŎƛƭƛǘŀǘƛƴƎ ŀƴŘ ŘŜƭƛǾŜǊƛƴƎ ŀǇǇǊƻǇǊƛŀǘŜ 
services across different care settings  

¶ Capital and Estate: ensuring the estates infrastructure required for service delivery and 
supporting functions is configured, financed and utilised in the most efficient way.  

¶ Business intelligence: to provide the context, both now and in the future, including:  
o Unmet need (waiting lists)  
o Current service use (demand) 
o Patient flows  
o Predicted demographic growth  
o Workforce numbers  
o Performance data  
o Risk profiling  
o Financial data based on activity, workforce, estates and other fixed costs  
o Population projections  
o Future health needs  

¶ Communications and engagement: involving and taking local people with us. This is detailed 
further on in this strategy.  

¶ Strategic joint commissioning arrangements across the Black Country, to include a joined-up 
planning and delivery approach between statutory commissioners of all healthcare and social 
care services (i.e. CCGs, NHS England and Local Authorities). 

1.9 How we will deliver our priorities  

System principles  

In order to deliver our system priorities, we have drafted a set of five principles that will support and 
guide the approach of our system. These are: 
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1. Focus on long-term collaboration 

Changing how we work, for example, acting in collaboration rather than competition across providers, 
requires us to focus on transforming the culture of our organisations more than their structures.  As a 
system we see our role as protecting the resources we have ς people, economic, environmental ς and 
ensuring that we provide the taxpayer with the maximum value for their investment. Central to this is 
that we identify and harness the unique value of the Black Country and West Birmingham and make 
decisions that protect it for future generations.  

2. Health and social care act as one 

Crossing between services funded by health and those funded by Local Authorities should not be felt by 
patients. Health and social care will collaborate and co-produce services at regional, system and place 
levels to deliver person-centred care.  

3. All providers will work as a network around an identified need 

All providers will be clear on the scope of their activities for a defined condition or population and how 
their activity adds value to the treatment people receive from them. This will create networks of 
providers around an identified need, with them all working towards an agreed set of outcomes and 
objectives and responsible for investing resources accordingly, reducing duplication and maximising the 
value of the service.  

4. Ensure each individual makes decisions to optimise personal value  

There is considerable focus in the LTP on personalised care and prevention. In order to provide an 
optimal environment for the realisation of commitments in these areas, the system leadership will put 
assurances in place to verify that services are set up so that individuals are able to make decisions that 
allow them to maximise the value of that service to them, and are enabled to make decisions that keep 
them healthier for longer.  

5. We will take collective responsibility for our success and failures 

System working means collective responsibility across all areas of service delivery. Our system 
governance enables shared decision-making and as such, the outcomes of our decisions will also be 
shared, with transparency and a learning culture at the core of our approach. 

System governance 

Delivering our system priorities requires all partners to work collaboratively towards them, with a clear 
governance structure and ways of working. In support of this we have set out below our system 
governance and a set of principles for acting as a system. Note ς this is currently being revised. 
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1.10  Evaluating our performance against this plan 
This plan sets out many changes to the way we work, the services we will deliver and how our citizens 
will receive and interact with those services. We have plotted a pathway for this change with many 
markers. 

 With so many moving parts to this plan, it is essential that we are regularly reviewing our progress 
ŀƎŀƛƴǎǘ ƛǘΤ ǿƘŀǘ Ƙŀǎ ƘŀǇǇŜƴŜŘ ŀǎ ǿŜ ŜȄǇŜŎǘŜŘΣ ǿƘŀǘ ƘŀǎƴΩǘΣ ŀƴŘ ǿƘȅΦ We will ensure that the system 
commitments we have set out here are being realised as benefits to our stakeholders and indeed, 
whether they remain the right commitments. The world can change a lot in five years and we will review 
this plan regularly to make sure it remains fit-for-purpose and based on the latest evidence, including 
the stated needs of our population. This will form part of our system operating plan that will be updated 
at regular intervals.  

 

Figure 8: BCWB current Governance structure (as of October 2019) 

1.11 Engaging people 
Across the BCWB system there are well established relationships and mechanisms for involving local 
people, staff and other stakeholders in health and care decisions.  The production of this Strategic Plan 
has been informed by the coordinated efforts of Partners to ensure that these people have a say in the 
way that local services transform. 

We are not starting from zero, there is a wealth of insight which exists in our system to inform this 
Strategic Plan. This feedback and insight has been themed to provide each of the workstreams with 
patient and public views to shape the work they are leading (see appendix A for detail of engagement 
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activity). In each of our places there has been work to seek views which will influence the integration of 
community and primary care to meet the needs of local people. This is actively informing our place-
based models of care.   

We also recognise the role that people can play, themselves, in their own health and care. As such, we 
ƘŀǾŜ ōŜŜƴ ǿƻǊƪƛƴƎ ǿƛǘƘ IŜŀƭǘƘǿŀǘŎƘ ǇŀǊǘƴŜǊǎ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ƭƻŎŀƭ ǇŜƻǇƭŜΩǎ ǾƛŜǿǎ ƻƴ ǎŜƭŦ-care. The 
output of this work (Healthwatch report) was presented to the STP Board in July by Healthwatch and 
has been used to inform the plan. 

The key themes from the engagement were: 

¶ Information, signposting and health education: People told us that they needed improved 
access to timely information and signposting to support them to self-care. This includes more 
accessible information which meets their needs i.e. easy read, no jargon.  

¶ Access to Services: People want quick, timely access to professionals for diagnosis, treatment 
and support. This includes improved access to GP appointments and mental health services. 
Following diagnosis individuals want effective signposting to information and services that 
empower them to self-care. 

¶ Support in their communities: People value support and services in their areas through the 
voluntary and community services and want this to be supported and increased utilising 
ŎƻƳƳǳƴƛǘȅ ŀǎǎŜǘǎΦ LƴŘƛǾƛŘǳŀƭǎ ƛŘŜƴǘƛŦƛŜŘ ƪŜȅ ǊƻƭŜǎ ƻǊ ΨƻƴŜ ǎǘƻǇ ǎƘƻǇǎΩ ŀǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ŀŎŎŜǎǎ 
information and services quickly. 

¶ Ongoing Engagement and Involvement: People value being involved and welcome ongoing 
conversations about health and social care. Individuals want to see more engagement take place 
to share their experiences and ideas. 

We also know that for us to be in position to deliver high quality, sustainable services we need a 
workforce that feels empowered and proud. We have been giving our workforce the opportunity to 
understand the Strategic Plan, tell us what some of the challenges are, the solutions to them and to 
understand the ways in which we can support them more. This feedback (staff survey into LTP) has been 
used to shape the staff health and wellbeing section of the plan.  

As a system, our pledge to local people, staff and stakeholders is that we will: 

¶ Give the right information, at the right time in the right way. 

¶ Listen to what you tell us and take the time to hear what you are saying. 

¶ Make it easy for you to get in touch with us. 

¶ Work with partners to give you the skills, knowledge and confidence you need to participate. 

¶ Be transparent in our decision-making processes. 

¶ Recognise and value your contributions; learn to appreciate and make better use of what we 
already have in our communities. 

¶ Always give you feedback ς even if it is a difficult conversation. 

We have already carried out significant engagement activity regarding our approach to delivering the 
NHS LTP. This includes a system-wide staff survey and patient survey and focus groups carried out on 
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our behalf by Healthwatch. Where we have carried out activity around a specific element of the LTP, the 
outputs have been included in the relevant section below and referenced in the engagement report in 
Appendix E.  

During September 2019 there was an opportunity for local people to influence the final version of this 
plan through events, hosted in each place. The plan has also been shared with staff, GP members and 
partners for consideration at public Boards, Health and Wellbeing Boards and CCG Governing Bodies 
whilst in a formative stage.  

To support the publication of the plan and our ongoing relationship with local stakeholders, we will be 
launching a digital presence and identity for health and care in the BCWB in November 2019. The STP 
has committed to developing a citizensΩ panel which will be in place for early in 2020 and offers the 
mechanism to seek views of a representative sample of local people as our plans develop. We are also 
developing a Communications and Engagement Strategy to support the delivery of the LTP ambition and 
our progression towards an ICS. This will be available in December 2019.  

Clinical engagement has also been key to the development of this plan. The Clinical Leadership Group 
has set the direction for the clinical improvement and redesign, supported by clinicians from across the 
system in both commissioning and provider roles. This will continue when individual initiatives with this 
plan are implemented. 

1.12  Risks  
Our key system risks pertain to the following areas: 

¶ Political environment: the political environment could have significant impact on the ambitions 
described in this plan 

¶ Clinical sustainability: especially in some acute hospital specialities ς acute medicine, 
respiratory, dermatology, urology, radiology 

¶ Financial sustainability: The collective control totals for the system will be extremely challenging 
to achieve. There remains a significant value of unidentified CIP in provider plans that must be 
achieved by cost reduction. This is a significant risk 

¶ Affordability: ambitions described in this plan may not be affordable within the timescales 
indicated. 

¶ Workforce: there are significant workforce challenges across the system both in health and 
social care. This includes high vacancy rates (extremely challenging in particular staff groups), 
lack of trained potential employees and competition within local systems for recruitment. There is 
a risk that partner organisations cannot recruit appropriate numbers of staff to fulfil contract 
expectations. There is also the risk that staff leave the Black Country and West Birmingham 
system due to uncertainty of future structures in both commissioning and provider sectors. 

¶ Quality of services: there were quality concerns during 2018/19 in some providers. As 2019/20 is 
a year in which we face both financial and workforce challenges there is a risk that this impacts 
on front-line services 
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¶ Achievement of performance targets: financial and workforce pressures, in addition to increasing 
demand, could impact on the achievement of performance standards. 

¶ Misaligned demand and capacity plans: there is a risk that contingency plans established by 
Trusts as mitigation to potential shifts in activity do not materialise. 

¶ Delivering place-based models of care: full implementation of new place-base models to 
expected timeframes could be impacted by issues potentially outside of the control of the 
system. Examples include the NHSE/I Integrated Support and Assurance Process for novel 
contracts, including Dudley MCP, and requirements for investments in services that may not be 
afforded due to system financial constraints. 

¶ Uncertainty around social care: numerous delays to the social care green paper mean that local 
authorities, health providers and commissioners have no clarity on the future of social care 
funding and delivery. This risks the alignment of health and social care activity.  
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Chapter 2: Our response to the NHS Long Term Plan 
The LTP sets out its key commitments according to specific clinical, operational and strategic portfolios 
and programmes. The remainder of this document details how the BCWB system will deliver these 
commitments by 2024. Clinical commitments are framed accƻǊŘƛƴƎ ǘƻ Ƙƻǿ ǘƘŜȅ ǿƛƭƭ ƳŜŜǘ ǘƘŜ Ψ¢ǊƛǇƭŜ 
!ƛƳǎΩ ƻŦ ƘŜŀƭǘƘŎŀǊŜΥ 

NHS Triple Aim: Support our population to have better health 
Through providing them with better care 

Whilst offering better value 

2.0 A new service model for the 21st century 

2.1.1 ¢ǊŀƴǎŦƻǊƳƛƴƎ Ψƻǳǘ ƻŦ ƘƻǎǇƛǘŀƭ ŎŀǊŜΩ ŀƴŘ Ŧǳƭƭȅ ƛƴǘŜƎǊŀǘŜŘ 
community-based care 

Ψ²Ŝ ǿƛƭƭ ōƻƻǎǘ άƻǳǘ-of-ƘƻǎǇƛǘŀƭ ŎŀǊŜέΣ ŀƴŘ Ŧƛƴŀƭƭȅ ŘƛǎǎƻƭǾŜ ǘƘŜ ƘƛǎǘƻǊƛŎ ŘƛǾƛŘŜ ōŜǘǿŜŜƴ 
ǇǊƛƳŀǊȅ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΩ 

Primary care triple aim opportunities 

Better health:  

Improved outcomes for our population cannot be achieved by primary care alone.  Involving GPs in 
commissioning discussions and decision making enables new approaches to prevention and 
management of ill health for our population, as integration across the wider system evolves. A key 
supporting mechanism is personalisation and patient ownership/empowerment, and as such the two 
agendas are intrinsically linked. 

Better care:  

The quality of care is improving, evident when reviewing feedback from patients and carers, but more 
Ŏŀƴ ōŜ ŘƻƴŜ ŀƴŘ ǘƘǊƻǳƎƘ Ŧǳƭƭȅ ǊŜŀƭƛǎƛƴƎ ǘƘŜ ǎȅǎǘŜƳΩǎ ŀƳōƛǘƛƻƴ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ǎŀǘƛǎŦŀŎǘƛƻƴΣ ǎŀŦŜǘȅ ŀƴŘ 
effectiveness, this will improve further. Networks supporting local populations will allow the provision 
of personal care and the deeper collaboration required to develop multi-disciplinary teams to meet the 
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whole-person needs of the population, and to move from disease management alone, towards 
prevention, wellbeing and self-care, optimising patient outcomes and reducing the demand on the 
ǿƻǊƪŦƻǊŎŜΦ ²Ŝ ǿƛƭƭ ŀƭǎƻ ŜƴǎǳǊŜ ǎŜǊǾƛŎŜǎ ǘƻ ΨƘŀǊŘ-to-ǊŜŀŎƘΩ ǇƻǇǳƭŀǘƛƻƴ ƎǊƻǳǇǎ ŀǊŜ ŜƴƘŀƴŎŜŘΦ  

Better value:  

Through integration that is taking place across the system amongst primary, community, mental health 
and secondary care professionals, and the wider care system, better outcomes for our population may 
be achieved, enabling funding to be allocated differently. Rebalancing the investment between primary 
and secondary care providers makes sense, as optimising the use of out of hospital services averts the 
current waste and duplication seen in the urgent and emergency care system. 

Our engagement around out of hospital care 

A number of local engagement activities have informed our approach to out-of-hospital care. For 
example, in Dudley there was a listening exercise to understand the needs of local people followed by a 
public consultation to inform the procurement and development of the Dudley Multi-specialty 
Community Provider.  

²Ŝ ƘŀǾŜ ŀƭǎƻ ƘŜƭŘ ǿƻǊƪǎƘƻǇǎ ƛƴ ŜŀŎƘ ΨǇƭŀŎŜΩ ŀƴŘ ǳǎŜŘ ǘƘŜ Dt ǎǳǊǾŜȅ ǊŜǎǳƭǘǎ ǘƻ inform the development 
ƻŦ ƻǳǊ tǊƛƳŀǊȅ /ŀǊŜ {ǘǊŀǘŜƎȅ ǘƘŀǘ ŦƻǊƳǎ ǘƘŜ ōŀǎƛǎ ŦƻǊ ƻǳǊ ŀǇǇǊƻŀŎƘ ǘƻ Ψƻǳǘ-of-ƘƻǎǇƛǘŀƭΩ ŎŀǊŜΦ  

Healthwatch have also carried out engagement activity (questionnaires and focus groups) in the Black 
Country and West Birmingham to gain insight into how people view local health services and help us to 
shape local action to support delivery of the LTP. This activity uncovered strong support from the local 
population for services that helped older people to stay in their own home for as long as it is safe to do 
so and people viewed communities as playing a central role in helping them to live their lives the way 
they wanted. 

Focus group feedback identified gaps in primary care being able to consistently link people with 
community services that could support them to manage their conditions. Increased use of pharmacists 
in care management was also identified.  

This feedback from our local population has informed our approach to out-of-hospital care and we will 
continue to engage on services throughout the life of this strategic plan. 

Our vision for out of hospital care in the Black Country and West 
Birmingham 

Transforming out-of-hospital care is foundational to our system commitment to deliver care by the right 
person, at the right time, in the right place. This will require all partners across the system to discuss, 
describe, plan and adopt new models of care, at both a local and whole system level. In the BCWB we 
will focus our effort to: 
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¶ Implement local place-based models of care for each community that delivers improved access 
to local services for the whole population. This will give greater continuity of care for all people 
and build on work within the BCWB including introducing models such as; Primary Care 
Networks, Multispecialty Community Provider (MCP) and Primary and Acute Care Systems 
(PACS). 

¶ Create, through extended collaboration between service providers, a coordinated system of 
primary care across the BCWB. This will improve quality and deliver efficiencies on a scale not 
accessible to individual organisations. 

¶ Work together on key enablers that will enable us to achieve significant primary care 
transformation such as; re-designing our workforce, delivering new and innovative digital 
infrastructures required for modern person-centred services, rationalising public sector estate 
utilisation and streamlining commissioning functions. 

¶ Act together in partnership to address the wider determinants of health such as employment, 
education and housing to understand where primary care can support this. 

How we will deliver our LTP commitments 

Meeting the funding guarantee 

The BCWB system is committed to investing central and local funds to meet the objectives for primary 
care. As such, it has constructed a financial plan for Primary Medical Care services, General Practice 
Information Technology (GPIT) and PCN support/development to 2023/24 that meets the requirements 
of the GP Forward View, including £1.50 per head of population. Plans do, therefore, meet the funding 
requirements set out in the Long Term Plan. 

Work is ongoing to quantify the full impact of the workforce, estates and digital investments required to 
deliver the new models of care over the next 5 years. This will be further informed by the ongoing 
implementation of place-based models.   

Supporting Primary Care Networks (PCNs) 

PCNs build on the core of current primary care services and enable greater provision of proactive, 
personalised, coordinated and more integrated health and social care. Clinicians describe this as a 
change from reactively providing appointments to proactively providing care for the people and 
communities they serve. There are a total of 34 PCNs across the system, containing 216 GP Practices. 
This is split by 7 in Walsall, 6 in Wolverhampton, 10 in Sandwell, 5 in West Birmingham and 6 in Dudley. 

Although our PCNs vary in size they adhere to the specification and criteria laid out in the national 
guidance and are working to the national entitlements under the 2019/20 network contracts.  
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The table below describes the responsibilities of our PCNs: 

 

Table 4: PCN responsibilities in BCWB 

Within our PCNs we will include traditional community (and historically some secondary) services so 
these can offer a greater range of service in primary care. This includes: 

¶ Mental health and wellbeing. 

¶ Contraceptive and sexual health advice. 

¶ Education and delivery of public health programmes. 

¶ Screening and immunisation provision. 

¶ Managing and supporting long-term conditions. 

¶ Positive lifestyle changes. 

¶ Health promotion, protection and screening. 

¶ Travel advice. 

¶ Management of risks (drugs, alcohol, weight management, smoking cessation). 

¶ Managing acute events. 

¶ Long-term conditions including exacerbations and continuing care. 

¶ Medicines management. 

¶ Triage 

As our PCNs evolve we will continue to engage with patient groups to ensure they are delivering the 
improvements and choice for people highlighted above. 

The STP Primary Care Board is responsible for ensuring PCNs are supported in their implementation, 
development and readiness for service delivery. A PCN maturity matrix is currently being undertaken, 
the learning from which will used to construct to a development programme, devised for each PCN. This 
will be supported by a structured education programme. 
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Improving the responsiveness of community health crisis response services to 
deliver the services within two hours of referral and reablement care within 
two days of referral 

In BCWB we will deliver this as part of our Frailty programme. 

Our population is ageing. The number of people aged 65+ in BCWB will increase by 14% over the next 10 
years.8 We do not all age in the same way. Some people are severely frail at 65+ while others are still fit 
at 95+. Caring for someone living with severe frailty is very costly. If we could reduce progression of 
frailty we could reallocate resources to support more people. 

People with varying degrees of frailty do not always get the care they need in the right setting and at the 
right time. Hospital interventions for some people with frailty are limited in efficacy 

Admissions to hospitals for conditions related to frailty vary considerably across BCWB. For example, in 
2017-18 rates of admissions for syncope and collapse in people aged 75+ varied from 3,733 to 8,214 per 
1000 population.9 We are working as BCWB to identify the good practice in places with lower 
admissions and spreading this across BCWB. This is key role of the BCWB Frailty Clinical Leadership 
Group who are developing a Frailty Value Framework to support this through ς shared aim, objectives 
and outcomes and identification of good practice to support improvement. This is an iterative 
document, but the summary page of the current version is below: 

 

 
8 ONS - 2016-based subnational population projections 
9 NHS RightCare Intelligence CCG Focus Pack - Frailty 
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Delivering improved crisis response within two hours, and reablement care 
within two days 

In some places in the BCWB we already have strong community teams providing rapid response, frail 
elderly services, locality-based teams and support to care homes.  

We will spread these good models and increase the capacity of these community and intermediate care 
services to develop community multidisciplinary teams (community geriatricians, district nurses, 
dementia workers, pharmacists, AHPs, social care and voluntary sector) aligned with PCNs. This will 
enable these services to be responsive to those who are clinically judged to benefit most and to deliver 
improved crisis response within two hours, and reablement care within two days, 

This will help prevent unnecessary admission to hospitals and residential are, as well as ensure a timely 
transfer from hospital to community. More NHS community and intermediate care packages will be 
delivered to support timely crisis care.  

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Deliver improved crisis response within two hours, and reablement within two days 

 Expand community and intermediate care services.  

Define population who are clinically judged to benefit 
from crisis response and from reablement care. 

Develop systems and processes to report on: 

% achievement of 2 hours waiting time for provision of 
crisis response care. 

And 

% achievement of 2 days waiting time for intermediate 
care 

Establish baseline 

Expand 
community & 
intermediate 
care services.  

Process of 
continuous 
improvement 
to improve on 
baseline 

Expand 
community & 
intermediate 
care services.  

Process of 
continuous 
improvement 
to improve on 
baseline 

Expand 
community & 
intermediate 
care services to 
optimal level. 

Process of 
continuous 
improvement 
to improve on 
baseline 

tǊƻǾƛŘƛƴƎ ΨŀƴǘƛŎƛǇŀǘƻǊȅ ŎŀǊŜΩ Ƨƻƛƴǘƭȅ ǿƛǘƘ ǇǊƛƳŀǊȅ ŎŀǊŜ 

Segmentation, identification and stratification of the population living with frailty by needs and not age 
is essential. This will be done by using population health management tools and will be used across 
health and social care supporting joint priorities, and integrated and personalised care.  

This has started in BCWB as a result of the introduction of frailty requirements in GMS to encourage 
routine identification of moderate and severe frailty by primary care. As of the fourth quarter of 
2017/18, the number of people who have been assessed using an appropriate tool varies across BCWB 
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(23% to 81%). We aim to improve this across BWCB. The number (%) of people diagnosed with severe 
and moderate frailty also varies. Severe frailty varies from 2.4% to 3.2% across BCWB. This compares to 
a national estimate of 3.4%. Moderate frailty varies from 4.2% to 6.9%. This compares to a national 
estimate of 12.7%. We will work to improve identification and reduce variation between place and 
PCNs. 

This segmentation will fŀŎƛƭƛǘŀǘŜ ŜŦŦŜŎǘƛǾŜ ΨŀƴǘƛŎƛǇŀǘƻǊȅ ŎŀǊŜΩ ǘƻ ōŜ ŘŜƭƛǾŜǊŜŘΦ ¢Ƙƛǎ ǿƛƭƭ ōǳƛƭŘ ƻƴ ǘƘŜ 
current requirements to offer an annual medication review; falls risk identification and referral; and 
requesting consent to share frailty information via the Summary Care Record (SCR). 

As of Quarter 4 2017/18, performance around these requirements was variable. 50-68% of people 
diagnosed with severe frailty had an annual medication review. 1.6%-3.3% of people diagnosed with 
moderate/severe frailty had a fall and had been referred to a falls clinic. 1.8%-7.4% of people diagnosed 
with moderate/ severe frailty had given consent to activate enriched SCR. We will work to improve this 
and reduce variation between place and PCNs. 

We will build on this by supporting PCNs to implement the new national anticipatory care specification 
through Ageing Well Community MDTs involving PCN and Community and Intermediate Care staff; if 
needed we will enhance this in BCWB. 

This will also be supported by the structured medication review specification which includes 
requirements for priority groups including people living with frailty and people in their last year of life. 

Another specification under development at national level that will be included in the PCN DES for 
2020/21 and will be underpinned by place based models where anticipatory care is required for patients 
in their usual place of residence. 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

tǊƻǾƛŘƛƴƎ ΨŀƴǘƛŎƛǇŀǘƻǊȅ ŎŀǊŜΩ Ƨƻƛƴǘƭȅ ǿƛǘƘ ǇǊƛƳŀǊȅ ŎŀǊŜ 

 Support PC to diagnose 
people with severe and 
moderate frailty and to share 
this across the system. 

Support PCNs to implement 
anticipatory care specification 

Develop community and 
intermediate care services 
aligned to PCNs and develop 
Ageing Well MDTs. 

Develop community and 
intermediate care 
services aligned to PCNs 
and develop MDT 
working arrangements. 

Develop community and 
intermediate care 
services aligned to PCNs 
and develop MDT 
working arrangements. 

Develop community and 
intermediate care 
services aligned to PCNs 
and develop MDT 
working arrangements. 
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Guaranteed NHS support to people living in care homes  

There are 5,200 people living in care homes in BCWB. They account for 7,500 A&E attendances, 4,300 
emergency admissions and 39,300 emergency bed days with 35-40% of emergency admission 
potentially avoidable. There is wide variation in rates of A&E attendances (18%-28%), emergency 
admissions (16%-33%) and emergency bed days (18%-28%) between places in BCWB.10 

Evidence suggests that many people living in care homes are not having their needs assessed and 
addressed as well as they could be, often resulting in unnecessary, unplanned and avoidable admission 
to hospital and sub-optimal medication regimes. Models to address this have been developed over 
many years in some places in BCWB and we have nationally recognised models of good practice which 
are leading to good outcomes (lower A&E attendances, emergency admissions and emergency bed 
days). 

We have started to spread these models across BCWB and roll out the Enhanced Health in Care Homes. 
This will develop further and in more places as staffing and funding grows. This includes: 

¶ Stronger links between PCNs and their local care homes, with all care homes supported by a 
consistent team of healthcare professionals, including named general practitioner support. 

¶ Ensuring that individuals are supported to have good oral health, stay well hydrated and well-
nourished and that they are supported by therapists and other professionals in rehabilitating 
when they have been unwell. 

¶ Care home residents will get regular clinical pharmacist-led medicine reviews where needed. 

¶ PCNs will work with emergency services to provide emergency support, including where advice 
or support is needed out of hours. 

¶ Easier, secure sharing of information between care homes and NHS Staff. Care home staff will 
have access to NHSmail, enabling them to communicate effectively and securely with NHS teams 
involved in the care of their patients. 

PCNs recognise that Enhanced Health in Care Homes will form part of the development of the Network 
DES in 2020/21 and will be underpinned by funds attached to new roles. PCNs will identify the resource 
they require to fulfil the requirements of the specification ensuring that sufficient resource is directed to 
care homes they are responsible for, in line with their local place based models. 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Guaranteed NHS support to people living in care homes 
 

Support PCNs to implement EHCH specification    

 
10 201902 EHCH Data Tool v5f 
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End of life care 

End of Life Care is a specific priority for BCWB. We have an end of life programme as part of our frailty 
programme and we are working across BCWB to achieve the six national ambitions. End of Life Care 
varies considerably across BCWB. For example, the percentage of the population on GP palliative care 
registers ranges from 0.2% to 1.0% and deaths in usual place of residence ranges from 46% to 52%. We 
are working as BCWB to identify the good practice in places with better outcomes and spreading this 
across BCWB. This is key role of the BCWB EOL Clinical Leadership Group who are developing a EOL 
Value Framework to support this through ς shared aim, objectives and outcomes and identification of 
good practice to support improvement. This is an iterative document, but the summary page of the 
current version is below: 
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Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Improving End of Life Care 

Develop BCWB shared 
outcomes. 

Support PCNs to 
implement EOL QI 
module 

Collect and share BCWB 
outcomes to support 
learning 

Develop BCWB PCN 
targets and encourage 
adoption at place as part 
of PCN commissioning. 

Implement ReSPECT 
across BCWB 

Implement shared 
records across BCWB 
sharing advance care 
plans. 

Develop process in acute 
care to systematically 
identify, support and 
track people in EOL. 

Work with other 
specialities (cardiac, 
respiratory, mental 
health) to improve 
EOL pathways and 
reduce 
overtreatment in 
EOL. 

 

Building capacity and workforce 

Our workforce will change with the introduction of a range of new roles in primary care who will focus 
on population health needs at neighbourhood level. These new roles will be intrinsic to the success of 
the Primary Care Networks 

As a system we have a real focus on how we support primary care and emergent PCNs through ongoing 
training, development, education and leadership (within our clinical and non-clinical workforce). 

We are working in partnership with Health Education England to aspire to be a system-wide training 
hub, this will form a foundation for the development of an academy in the longer term.  This will also 
include the application of continuous improvement approaches so staff can feel confident in 
implementing and transforming primary care services.  

Our existing training hubs and aspiration to become a medical education academy will create greater 
support to all staff in the wider general practice team.  This will develop and grow their skills and 
knowledge in a range of areas; leadership development, new and refreshed clinical skills development 
and application, service improvement and project management tools and techniques, new ways of 
working to aid managing demand and care redesign. Within this there will be the opportunities for 
individuals to gain more formal qualifications, such as the National Association of Primary Care NVQ 
Practice Manager Diploma.   

As we are in the process of developing our new 10-year workforce strategy (which details our ambitions, 
aims and plans to create our fit for the future workforce) we took the decision to move ahead on 
developing new skills and roles that support delivery of our emergent PCNs. For example, we are 
introducing social prescribers, physician associates, GP practice pharmacists, first contact practitioners 
and network clinical directors across 19/20 and 20/21.  In addition to this, there is also the opportunity 
to build on the work, already being progressed within the STP, on Clinical Fellows and Nursing Clinical 
Fellows. 
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We are also in the process of working through our intentions for other roles such as primary care mental 
health nurses, nurse associates and paramedics.  

The full timescales and rollout of plans will be detailed in our system nursing and workforce strategies; 
however we envisage this to be from 2020 onwards. It is fair to say that having a reshaped workforce, 
working across professional boundaries and ensuring staff are able to support delivery of high quality of 
care for our population is one of our highest priorities. 

Implementing service improvements and achieving impact 

Each of the five places has a formal structure in place which supports them to deliver programmes seen 
as critical in shifting appropriate services out of hospitals. These structures also support integrated 
working (the above being one such example). These programmes report up through the system 
governance structure so the system can gain assurance that progress is being made.   

We have started to jointly plan service changes so, as a system, we can ensure that any proposals 
consider impacts and benefits on out of hospital care.  

Each of our places aims to deliver an integrated, responsive and innovative primary and community care 
service.  

This approach will enable stronger integration of primary care with other services, as our GPs are 
supporting co-ordination of the care provided to their patients in collaboration with other services. One 
of the main approaches that will enable this is the use of MDTs to co-ordinate pŜƻǇƭŜΩǎ care. 

Over the next 12 months we will continue to evolve and integrate teams to become part of the wider 
primary care health team and continue to mature our PCNs. 

The CCGs are already working collaboratively within the system, taking consistent approaches to the 
way in which we commission and develop primary and community care. Some examples of what we 
have undertaken are: 

¶ Collaborative workforce planning.  

¶ Bidding and securing additional resource to support training and development of primary care 
staff to manage more complex care. 

¶ Joint working with the Black Country and West Birmingham training hub to implement our GPFV 
plans which supports appropriately diverting the flow of people out of hospitals. 
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Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Building capacity and workforce 

Achieving service improvements 

Implement and support primary care 
networks 

Publish system primary care strategy 

Refresh system Primary Care workforce 
strategy 

Establish system training academy 

Ensure alignment of community teams/PCN 
geography 

Delivery of GPFV implementation plan 

Roll out of new primary 
care roles e.g. physician 
associates, network 
clinical directors 

Roll-out of GP workforce 
scheme 

Roll-out GP Nurse 
workforce scheme 

  Upgraded NHS 
support to all care 
home residents  
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2.1.2 Reducing pressure on emergency hospital services 

Ψ²Ŝ ƘŀǾŜ ŀƴ ŜƳŜǊƎŜƴŎȅ ŎŀǊŜ ǎȅǎǘŜƳ ǳƴŘŜǊ ǊŜŀƭ ǇǊŜǎǎǳǊŜΣ ōǳǘ ŀƭǎƻ ƻƴŜ ƛƴ ǘƘŜ ƳƛŘǎǘ ƻŦ 
profound change. The Long Term Plan sets out action to ensure patients get the care 

they need, fast, and to relieve pressure on A&EsΦΩ 

Urgent and emergency care triple aim opportunities 

Better health:  

Taking concerted action to address some of the environment, societal and lifestyle issues that drive poor 
health outcomes, such as poverty, air quality, smoking and obesity, in addition to providing information 
and support for individuals to self-care and act quickly in response to changing health will reduce 
demand for UEC. 

Better care:  

Increasing access to primary care for everyone will reduce current variation in patient experience 
between GP practices, and based on the evidence, as more people have a good experience of their GP 
the less likely to use A&E departments. Adding to this, greater access to other community-based 
services, will allow the specialist skills of the ED workforce to increasingly focus on people with more 
serious or life-threatening emergency needs and giving them the optimum chance of survival and good 
recovery.  

Better value:  

Concerted action to stem the growth in the number of people using UEC, reduce fragmentation of the 
system and inconsistent service provision will lead to more people accessing the most appropriate UEC 
service to suit their needs and thereby will reduce duplication and over-use of the most expensive 
services provided. There are clearly opportunities to reduce A&E spend, set out below: 

Our vision for urgent and emergency care for the Black Country and 
West Birmingham 

¢ƘŜ {¢tΩǎ нлмф-2024 vision for Urgent and Emergency Care is to create a health and care system that 
provides responsive, accessible person-centred services as close to home as possible.  It will be a model 
in which services will wrap care around the individual, promoting self-care and independence, 
enhancing recovery and reablement, through integrated health and social care services that exploit 
innovation and promote care in the right setting at the right time. Patients and staff will be supported 
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by responsive and innovative technology.  As well as urgent and emergency care provider, acute care, 
community services, Primary Care Networks (PCNs) and General Practice have a pivotal role to play in 
this ambition.  Enhanced clinical assessment and navigation is a central part of the new integrated 
urgent care offer, so that we can direct patients into the most appropriate care setting based on need. 
We believe that a fully integrated IUEC system with consistency of access, allowing for local variation in 
the needs of patients across the local health economy, will make it easier for patients to navigate our 
system and use alternatives to acute services where appropriate. Our 2019/20 Urgent and Emergency 
Care Transformation Plan will ensure delivery of all the 2019/20 targets and will also position the UEC 
system in readiness for delivery of future ambitions. 

How we will deliver our LTP commitments 

Integrated urgent and emergency care, national and regional context  

Lƴ bƻǾŜƳōŜǊ нлмс ǘƘŜ ²Ŝǎǘ aƛŘƭŀƴŘǎ //Dǎ ŀǳǘƘƻǊƛǎŜŘ ǘƘŜ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ƻŦ 9ƴƎƭŀƴŘΩǎ ŦƛǊǎǘ Ŧǳƭƭȅ 
integrated Urgent and Emergency Care service.  Over the preceding years the lead commissioners and 
clinicians for this service have worked tirelessly to develop and refine the service model.  Following the 
release of the Carter Review into Ambulance services and the NHS Long Term Plan, West Midlands CCGs 
are now taking this opportunity to build on the foundation of the current service, launching a new, truly 
integrated urgent and emergency care service across 999/NHS 111 and Out of Hours (OOH) Primary 
Care, which will be the first of its kind in the country. The West Midlands remain at the forefront of 
developing IU&EC services, with executive representation across various national groups, for example: 

¶ National IU&EC Commissioners Network 

¶ National Ambulance workstream for mental health integration 

¶ IU&EC Board for England  

The new service model will go live from April 2020 and its service delivery will include combining the 
service offers for: 

¶ 999 Emergency Ambulance Service 

¶ NHS 111 IUC Service 

¶ Elements of previous OOH IUC Services 

The new service model will be a more efficient and effective use of NHS resources, providing the right 
care at the right time. The model goes beyond the specific requirements of the current National IUEC 
specification and clearly complements the ambitions of the LTO to provide more joined-up coordinated 
care and services to be more differentiated in the support they offer to individuals. 

Historically many component parts of urgent care systems have operated separately, lacking integration 
and interoperability across NHS 111, GP Out of Hours, ambulance services, emergency departments, 
urgent treatment centres, GP practices and rapid response services operated in the community. With 
pressures of increasing demand and resource shortages, this way of operating no longer fully meets the 
needs of patients or the NHS or produces best patients experience and outcomes.   
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Central to the new service will be the 999/111 Integrated Urgent Care Call Handling and the Integrated 
Clinical Assessment Service (CAS) offering patients who require it, access to highly trained call advisors 
and a wide range of experienced generalists and specialist clinicians.  The CAS will also offer advice to 
health and other care professionals in the community, such as paramedics and nurses in residential 
homes, so that no decision needs to be taken in isolation. 

The new IUEC service model 

The figure below provides a high-level service model (still in final development) of the new 999/NHS 111 
IU&EC service. Key enhancements over the previous approach are as follows: 

¶ Multi skilled call taking and initial triage workforce covering both NHS 111 and 999 

¶ All cases assessed with the same clinical assessment systems and processes 

¶ Consolidation of multiple clinical advice centres into a single CAS 

¶ Introduction of advanced clinical assessment for low acuity 999 calls 

¶ ¢ƘŜ ŎǊŜŀǘƛƻƴ ƻŦ ŀ ǎƛƴƎƭŜ Ǉƻƻƭ ƻŦ ŎƭƛƴƛŎŀƭ ŎŀǎŜǎ άŎƭƛƴƛŎŀƭ ǉǳŜǳŜέ ŀǊƛǎƛƴƎ ŦǊƻƳ bI{ ммм ŀƴŘ ффф 

¶ Consolidation of CAS onto a single IT platform with ability to move cases freely across skillsets 

¶ Opportunity to create improved access and assessment of cases by local alliance partners 
utilising local access to patient records and care plans 

¶ Easier and simpler access to clinical advice by health and other care professionals 

 

Figure 9: High-level service model for IEUC 
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As detailed in the above enhancements, the single technical infrastructure will be the first of its kind in 
the UK.  It will capture the entire patient journey and ensure all STPs and CCGs could design and define 
their own clinical patient pathways and integrate with a full range of their Health Care services.  

Activity 

As shown in graph overleaf, despite a significant growth in 111 call activity (blue bars), there has 
remained a steady increase in 999 activity (red bars) which cannot be sustained. Whilst activity in 111 is 
expected to continue to grow, within the new model increased clinical validation via the CAS will result 
in a reduction in ambulances dispatched (by 111), resulting in an expected reduction in the volume of 
patients referred and conveyed to EDs across the STP.   

In September 2019 the West Midlands achieved the 3rd best Conveyance to ED rate in the UK.  The 
system should be aware that within the new model a reduction in the number of ambulances 
dispatched by 111 will affect the WMAS denominator for this metric and likely result in an increase of 
the providersΩ conveyance rate to EDs. As such, it is vitally important metrics such as this are not 
managed and monitored in isolation and outcomes should be assessed across the entire service offer.  

 

  

 

Figure 10 

  

 .ƭǳŜκhǊŀƴƎŜ Ґ ммм       wŜŘκDǊŜŜƴ Ґ ффф 

/ŀƭƭ ±ƻƭǳƳŜ ϧ DǊƻǿǘƘ ¢ǊŜƴŘǎ ммм ϧ ффф 
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Key service deliverables of the new model 

Core elements of the new service can be usefully described in the following five domains.   

Ψ.ŜŦƻǊŜ ǘƘŜ ŎŀƭƭΩ describes the aims and objectives of the service before a patient 
contacts the service by phone and includes any strategies to better manage potential 
patient demand.  West Midlands Ambulance Service (WMAS) under the new service 
model will therefore be required to: 

¶ Follow the principles of the NHS Constitution and engage with Public Health 
9ƴƎƭŀƴŘΣ bI{9Σ ǊŜƎƛƻƴŀƭ ŀƴŘ ƭƻŎŀƭ //D ŎƻƳƳƛǎǎƛƻƴŜǊǎ ŀƴŘ {¢tΩǎ ǘƻ ǇǊƻǾƛŘŜ ǇǳōƭƛŎ ŜŘǳŎŀǘƛƻƴ ŀƴŘ 
guidance regarding the appropriate use of 999 ambulance and NHS 111 services  

¶ Engage and support both national and local CCG marketing campaigns. 

¶ Deliver robust campaigns for patient education and promotion  

¶ Oversee the West Midlands region High Intensity Service Users programme and provide 
leadership, co-ordination and support this service 

Ψ!ƴǎǿŜǊ Ƴȅ ŎŀƭƭΩ is the focus to explore all other means of access to services before a 
patient makes a phone call i.e. digital, on-line, app-based applications. Once these have 
been exhausted individuals or organisations will be directed through the following 
channels: 

¶ Calls through the 999 and NHS 111 

¶ Calls from Health and Other Care Professionals  

¶ Alerts through telemedicine and patient monitoring system 

ΨtǊƻǾƛŘŜ ǘƘŜ ǊƛƎƘǘ ŎŀǊŜΩ and ΨwŜǎǇƻƴŘ ǘƻ Ƴȅ ƴŜŜŘόǎύΩ ensures that resources are 
directed more effectively and responsibly to ensure patients receive an appropriate 
response, this is fundamental to the new IUEC model where patients will benefit from a 
fully integrated Clinical Assessment Service across 999 and NHS 111.  

The elements of the CAS are shown below: 

¶ Use of systems that automatically connect and search the DOS 

¶ Functionality to automatically dispatch an emergency ambulance 

 Ψ5ƛǊŜŎǘ ƳŜ ǘƻ ǘƘŜ ǊƛƎƘǘ ǇƭŀŎŜΩ phase will ensure the most appropriate clinical response 
is sent to a patient.  This response may not necessarily be a fully equipped paramedic 
crewed ambulance. An appropriate response may include: 

¶ A healthcare professional i.e. community response team or services identified in 
a patient care plan 

¶ A First Responder Doctor, emergency care practitioner, air ambulance, emergency care assistant 
or other appropriately trained and accountable responder 

¶ A trained community responder 
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Direct electronic booking will also be available for on-scene and call handling staff, irrespective of origin 
of call to the following providers: 

¶ GP led Out of Hours services including extended GP led Hubs 

¶ GP practices 

¶ Urgent treatment Centres 

¶ Participating pharmacies 

A single patient platform for all IUC service providers  

To become truly integrated across the West Midlands IUC service, one single system for 111/999 to final 
disposition will ensure the most appropriate patient journey, with all providers having visibility of the 
patient journey, notes and previous consultations.  

The key benefits of having a single platform will include: 

¶ Resilience ς providers being supported and offering support to other areas in escalation times 

¶ Visibility ς patient call-backs can be dealt with more promptly 

¶ Input from local clinicians ς calls dealt with by clinicians knowing the local healthcare economy 

¶ Technical solutions all on one platform ς any changes can be made on one system but 
benefiting all 

¶ Access to multiple referral points ς access to CAS clinicians (mental health, pharmacy etc.) Ease 
of transfer to other services using national DOS. 

¶ Integration ς Local CAS development to include *5 and *6 calls and Cat 3 and Cat 4 ambulance 
validation 

GPs working across IU&EC from the single platform will be able to prescribe electronically, request 
ambulance dispatches more easily and will also have referral options to healthcare professionals 
working in the CAS, including (but not limited to) Mental Health professionals, Dental nurses, 
Pharmacists and Specialised Advance Nurse Practitioners.  Where a clinician is not immediately 
available, the patient will be informed that a GP will call them back within an allotted timeframe and the 
call back will be added to the CAS single queue. Priority will be given, where possible, for calls to be 
allocated to the most appropriate, local GP but could equally be with any GP that is available across the 
region. Providers will be able to access the single queue, remotely and clinician performance and 
compliance will remain the responsibility of the individual OOH provider. 

Mental health and integrated urgent care  

Currently WMAS ambulance and Police respond to cases where they are classified as being mental 
health related. WMAS will in the new service model explore with the commissioners and partners the 
development of a solution to meet the vision of the Long Term Plan to greatly improve access and 
response to patients in mental health crisis and ease pressure on emergency ambulance, police and A&E 
services.   This new service model impacts will be: 
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¶ Improved and consistent access when crisis occurs 

¶ Improved support for Health and Other care professionals from IUEC CAS 

¶ De-escalation and reduced use of Ambulance and Police as a response to MH incidents 

¶ Reduced referrals to A&E for MH crisis 

¶ Better experience and potentially outcomes for patients 

Operating model for UEC in the Black Country and West Birmingham by 2024 

The operating model for BCWB by 2024 will see fully functioning primary and community models at 
each place supported by system-wide protocols and initiatives. Examples of such system-wide initiatives 
are digitisation of the clinical record across BCWB, 111/999 as described above, adoption of Core24 as 
described in the mental health section of this plan, alignment of specifications for UTCs, and more 
support to care homes. 

This will also be supported by three new Emergency Departments across the borough. 
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Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Reducing pressure on emergency admissions 

Increase the capacity and effectiveness of ED front-door 
clinical streaming 

Improve patient flow through adoption of good practice to 
reduce delayed transfers of care 

24-hour 'core 24' specialist mental health provision in A&E 

Extending NHS 111 clinical assessment, direct booking of 
urgent care apps and online advice service 

Increase the percentage of people triaged by NHS 111 that 
are booked into a face-to-face appointment, where this is 
needed, to greater than 40%. 

Strengthened support to care homes e.g. direct access to 
clinical advice 

Standardisation of Urgent Treatment Centres 

Implementation of the WMAS Strategic Cell 

Review UEC clinical pathways and associated cost 

Deliver a safe reduction in ambulance conveyance to EDs 
with trajectories to be agreed between services and their 
lead commissioners. 

All ambulance services to meet, as a minimum, a baseline 
level of digital maturity including access to and usage of 
patient information at scene (e.g. Summary Care Record, 
Patient Demographic Service, Electronic Patient Record), 
access to service information at scene (e.g. DoS) and 
establishing Electronic Prescribing. 

Ensure 100% of ambulance handovers occur within 30 mins 

Delivering 30% of non-elective admissions via SDEC by March 
2020 

Implement Care Home Bed State Tracker, including 
embedding into acute Trusts, utilisation of *6 and NHS Mail 

Implementation of ECDS into T1 / T3 departments (where 
not already implemented). Implementation of any digital 
elements not delivered in 2018/19   

Change the flow of 
care so over 1,000 
people a month, who 
turn up at A&E, will be 
able to have their 
problem assessed and 
treated by a GP 

Reduce the number of 
people visiting A&E by 
3,000 a week by 2021 
through adoption of 
new care models 
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2.1.3 Giving people more control over their own health and 
more personalised care 

ΨΧ ǘƘŜ bI{ ŀƭǎƻ ƴŜŜŘǎ ŀ ƳƻǊŜ ŦǳƴŘŀƳŜƴǘŀƭ ǎƘƛŦǘ ƛƴ Ƙƻǿ ǿŜ ǿƻǊƪ ŀƭƻƴƎǎƛŘŜ ǇŀǘƛŜƴǘǎ 
and individuals to deliver more person-centred care.Ω  

Personalised care triple aim opportunities 

Better health:  

aƻǊŜ ǇŜǊǎƻƴŀƭƛǎŜŘ ŀǇǇǊƻŀŎƘ ǘƻ ƳŀƴŀƎƛƴƎ ƛƴŘƛǾƛŘǳŀƭǎΩ ƘŜŀƭǘƘ ƴŜeds. 

Better care:  

Enabling people to have more choice in their care, working with partners (social care, voluntary sector 
etc.) to widen choices available and support people with their individual needs to improve their health 
and wellbeing. This will be through a variety of methods including social prescribing, health coaching 
and peer support. 

Better value: 

.ȅ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǇŜƻǇƭŜΩǎ ƛƴŘƛǾƛŘǳŀƭ ƴŜŜŘǎ ŀƴŘ ǇŜǊǎƻƴŀƭƛǎƛƴƎ ǘƘŜƛǊ ŎŀǊŜ ǿŜ Ŏŀƴ ƛƳǇǊƻǾŜ ǘƘŜƛǊ health 
and wellbeing, reducing dependence/demand on statutory services. By introducing Personal 
Health Budgets people have more control over the services that they receive and also ensures that 
patients are supported to be active participants in managing their condition(s) through self-care. 

What is personalised care? 

Personalised care means people have choice and control over the way their care is planned and 
ŘŜƭƛǾŜǊŜŘΦ  Lǘ ƛǎ ōŀǎŜŘ ƻƴ άǿƘŀǘ ƳŀǘǘŜǊǎέ ǘƻ ǘƘŜƳ ŀƴŘ ǘƘŜƛǊ ƛƴŘƛǾƛŘǳŀƭ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎΦ  tŜǊǎƻƴŀƭƛǎŜŘ 
care is fundamental to the changes the NHS is seeking to make over the coming years ς to deliver better 
health and wellbeing for individuals; by supporting them to achieve the outcomes in their personalised 
care plan, better quality and experience of care that is integrated and tailored around them; and more 
sustainable NHS services. 

The Comprehensive Model for Personalised Care has been co-produced with people with lived 
experience and a wide range of stakeholders and brings together six evidence-based and inter-linked 
components, each of which is defined by a standard, replicable delivery model.  
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The six components are:  

1. Shared decision making  
2. Personalised care and support planning  
3. Enabling choice, including legal rights to choice  
4. Social prescribing and community-based support  
5. Supported self-management  
6. Personal health budgets and integrated personal budgets 

The deployment of these six components will therefore deliver:  

¶ Whole-population approaches to supporting people of all ages and their carers to manage their 
physical and mental health and wellbeing, build community resilience, and make informed 
decisions and choices when their health changes.  

¶ A proactive and universal offer of support to people with long-term physical and mental health 
conditions to build knowledge, skills and confidence and to live well with their health conditions.  

¶ Intensive and integrated approaches to empowering people with more complex needs to have 
greater choice and control over the care they receive. 

Our engagement around personalised care 

Our Healthwatch survey results tell us that, for people, being able to manage and choose the support 
they need is of the upmost importance to them. This includes being central to decision-making as to 
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what treatment a person ǊŜŎŜƛǾŜǎ ŀƴŘ ǿƘŜǊŜΦ ¢ƘŜ ŦƻŎǳǎ ƎǊƻǳǇǎ ōǊƻǳƎƘǘ ƻǳǘ ǘƘŜ ƛŘŜŀ ǘƘŀǘ ΨōŜƛƴƎ ǿŜƭƭΩ 
meant being able to take care of yourself. 

Putting people at the centre of everything we do runs throughout the Long Term Plan (LTP) and clearly it 
is important to our local population as well. This has informed our approach to developing personalised 
care in the Black Country and West Birmingham. 

Our vision for personalised care in the Black Country and West 
Birmingham 

The BCWB system is a national Demonstrator Site and have agreed a Memorandum of Understanding 
(MOU) with NHSE that includes embedding personalised care in our five-year plan; to implement the 
Comprehensive Model for Personalised Care and; deliver the six components of personalised care. 
These are:  

¶ Shared decision making 

¶ Personalised care and support planning 

¶ Enabling choice, including the legal rights to choose 

¶ Social prescribing and community-based support 

¶ Supported self-management 

¶ Personal health budgets and Integrated personal budgets 

Our aim 

1. As a Personalised Care Demonstrator Site is to co-produce the solutions to increasing 
personalised care, in line with the components of the personalised care approach. 

Our objectives 

1. To develop the workforce in line with the comprehensive training schedule to improve skills, 
knowledge and experience to deliver personalised care. 

2. To support service development, in partnership with stakeholders, to ensure the implementation 
of new approaches to care delivery e.g. Shared Decision Making, Personalised Care and Support 
Planning, Health Coaching.  

3. To strengthen peer support through the delivery of facilitation training through the local 
Community and Voluntary services.    

4. To work as a system to personalise end of life care to support people to die in the place they 
have chosen. 

Delivering personalised care in the Black Country 

Each CCG from the Black Country has identified a lead for the Personalised Care and Personal Health 
Budgets (PHBs).  An NHSE support manager has been allocated to the system and a Programme 
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Manager has been recruited and commenced in post in August 2019.  We also have a  dedicated Health 
Coach/PCSP trainer,  funded through the programme and it is planned for them to become accredited to 
deliver Shared Decision Making training to staff across the system, including ς Primary Care, Secondary 
Care, Social Care and Independent providers.  

We will work with our population, local authorities and our voluntary sector partners to priorities the 
personalisation of end of life care to support people to die in the place they have chosen and reduce 
avoidable emergency admissions. 

A comprehensive training schedule in place in the first half of 2019/20 with more dates to be 
made available.  We are also in the process of recruiting a number of clinical /professional champions to 
engage with their peers and promote the benefits of personalised care. 

How we will deliver our LTP commitments 

We are planning the implementation of Personalised care across the STP in line with the requirements 
of the Universal Comprehensive model.  We have already implemented a several projects to support our 
population across a number of aspects of prevention.   

Going forward our intention is to deliver our plan, set out in Table 1 below. 

Personalised Care Delivery Plan 2019-20   

1. Workforce Development 

1.1 Progress Personalised Care and Support Planning (PCSP)/ health coaching training programme across the entire 
system. 

1.2 Patients registered as having a LTC will have a Personalised Care Plan as part of their annual review 
1.3 Plan and deliver a training programme for health coaching and personalised care support on an on-going basis.  

Within the STP, all organisations will include Personalised Care in their induction/training programmes. 
1.4 5ŜƭƛǾŜǊ άǘǊŀƛƴ ǘƘŜ ǘǊŀƛƴŜǊέ ǘǊŀƛƴƛƴƎ ǇǊƻgramme, growing resilience across the system for PSCP/Health Coaching 

training post Demonstrator site status.   
1.5 The system will release a multi-disciplinary team to engage with the national Shared Decision Making 

Programme.  This team will support the Personalised Care leads with the Introduction and spread of Shared 
Decision Making into discussions with our patients.  

1.6 Increase the utilisation of the Patient Activation Model tool (or approved equivalent) to support the measuring of 
the impact of PersonaliseŘ ŎŀǊŜ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎΦ 

1.7 Targeted work with specific clinical teams to develop a holistic Personalised approach including Shared Decision 
Making, Personalised Care Planning, Health Coaching and PHBs.  Successful care models will be scaled up and 
rolled out to clinical areas across the STP 

1.8 The system will support the development of a group of Clinical / Professional Champions to promote and engage 
staff to adopt the Personalised approach.  

1.9 We will deliver, along with our Clinical Champions, a number of wide-scale engagement events to promote 
Personalised Care across the STP. These events will demonstrate good practice already delivered in addition to 
supporting the future programme of work. We will cover Primary Care, Acute Providers, Community Providers, 
Independent Sector, Social Care and Care Homes and any other relevant partners. 
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2. Service development 

2.1 Implement digital initiatives to support people to manage their own health and wellbeing. 
2.2 Engage with commissioners over strategic direction and ensure contracts support and encourage on-going 

personalisation.   
2.3 Explore PHBs for high intensity users and integrated personal budgets for children and young people with 

complex needs and Education Health and Care (EHC) plans. 
2.4 Expand PHBs for people with Section 117, wheelchairs and High intensity users. We have recently introduced a 

scheme in conjunction with National Express whereby patients under a S117 can use a PHB to purchase a bus 
pass, at a negotiated price, to enable them to access services across BCWB. 

2.5 Accelerating the rollout of PHBs will also give people greater choice and control of their care planning.  
2.6 We will work with partners to explore ways to use the DFG effectively to support PHBs. 

3. Community and voluntary support 

3.1 Deliver a number of public engagement events to support the strategic co-   production of the Personalised 
agenda across the system, in order to enable people to manage their own health and wellbeing.  

3.2 Strengthen peer support offers by using outputs from peer support mapping and commission facilitation training 
for groups through the four local Community and Voluntary Services. 

3.3 Social prescribing, using link workers in PCNs, to develop tailored plans for individuals and connect them to local 
groups and support services as needed.  

Metrics 

We will meet BCWB trajectories for personalised care including: 

¶ Number of Personal Health budgets by 2324 

¶ Funded social prescribing link workers 

¶ Social prescribing referrals 

¶ Number of PCSPs 

Further detail can be found in Appendix B  

Our timetable for delivery 2019/20-2023/24  

Our projects to initiate personalised care in the BCWB are all planned for the first year of this plan. The 
aim for the remaining four years is to embed these initiatives in front-line delivery across the system; 
implementing personalised care in line with the Comprehensive Model. Clearly, personalised care is not 
only a stand-alone work stream but will be integrated across our five-year strategic plan. 
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2019/20 2020/21 2021/22 2022/23 2023/24 

Overall Programme Delivery / Governance 

Agree MOU for 
continued demonstrator 
site status 

Embedding personalised 
care into the STP 
Strategy 

Implementing the 
comprehensive model 
for personalised care 

Delivering the six, 
components, and 
aligned targets, of 
personalised care  

Ensure all providers 
meet personalisation 
requirements as 
described in NHS 
standard contract 

Discuss impact of 
Personalised Care on 
Winter Pressures with 
A&E Delivery Board 

Await funding confirmation from 
NHS England and Improvement 
from April 2020 

Review areas of successful 
implementation from 2019/20 
and produce rollout plan to 
increase spread across STP 

{¢t ǘƻ ŎƻƳƳƛǘ άtŜǊǎƻƴŀƭƛǎŜŘ 
/ŀǊŜ ƭŜŀŘǎέ ǊŜǎƻǳǊŎŜ ǘƻ ŜƴǎǳǊŜ 
continued rollout  

Continued engagement with 
Local Authorities, Public Health 
and Voluntary sector 

Include Personalisation 
requirements in all new Service 
Specifications and Primary Care 
Frameworks i.e. QOF+. 

Work with Public Health on 
Population Health Management 
to determine future cohorts of 
people that will benefit from 
accelerated Personalised Care, to 
support our rollout planning 
process. 

STP to commit 
άtŜǊǎƻƴŀƭƛǎŜŘ /ŀǊŜ 
ƭŜŀŘǎέ 
resource/time to 
ensure continued 
rollout  

 

STP to commit 
άtŜǊǎƻƴŀƭƛǎŜŘ /ŀǊŜ 
ƭŜŀŘǎέ 
resource/time to 
ensure continued 
rollout  

 

STP to commit 
άtŜǊǎƻƴŀƭƛǎŜŘ /ŀǊŜ 
ƭŜŀŘǎέ 
resource/time to 
ensure continued 
rollout  

 

Communication and Engagement 

Discuss impact of 
Personalised Care on 
Winter Pressures with 
A&E Delivery Board 

Engage with STP 
Training hub to identify 
ways of incorporating 
Personalised Care into 
education and training 
of clinical staff 

Set up Personalised Care 
events across STP  

Continued engagement with 
Local Authorities, Public Health 
and Voluntary sector 

Continued Promotion of 
Personalised Care (staff and 
patients and public)  

Review impact of using Training 
Hub to incorporate Personalised 
Care into education and training 
of clinical staff  

Deliver dedicated engagement 
events x 4  

Continued 
engagement with 
Local Authorities, 
Public Health and 
Voluntary sector 

Deliver dedicated 
engagement 
events x 4 

Identify and attend 
as many as 
possible 
engagement 
events across STP 
for PC clinical 

Continued 
engagement with 
Local Authorities, 
Public Health and 
Voluntary sector 

Deliver dedicated 
engagement 
events x 4 

Identify and attend 
as many as 
possible 
engagement 
events across STP 
for PC clinical 

Continued 
engagement with 
Local Authorities, 
Public Health and 
Voluntary sector 

Deliver dedicated 
engagement 
events x 4 

Identify and attend 
as many as 
possible 
engagement 
events across STP 
for PC clinical 
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Recruit 
clinical/professional 
champions to support 
communication and 
engagement and spread 
of personalisation 

Identify and attend as 
many as possible 
engagement events 
across STP for PC clinical 
champions to attend 

Develop comms and 
engagement material 
that can be used post 
Demonstrator site 
funding i.e. online 
training tools, 
supportive information, 
webinar. 

champions to 
attend 

champions to 
attend 

 

 

champions to 
attend 

 

 

Shared Decision Making 

Complete self- 
assessment check list in 
MSK, Urology and Frailty 

Develop an 
Improvement plan 
based on self-
assessment checklist 

SDM to be Tested within 
at least one of the 
clinical areas from 
within MSK,  

Staff to undertake 
relevant training 

Work with HEE to 
embed SDM with newly 
qualified doctors 

Work with local 
Universities to support 
personalisation in 
learning with nurses, 
midwives, therapists 
etc.  

Deliver self-assessment 
improvement plan in the areas 
identified 

Shared Decision Making to be 
tested within Urology and Frailty 
(incorporating respiratory and 
medicines) 

Staff to undertake relevant 
training 

 

Continued rollout 
of shared decision 
making across 
Primary Care, 
Secondary Care, 
Community, Social 
Care, Care Home 
sector etc. 

Embed shared 
decision making as 
BAU in identified 
(10) clinical 
situations, to 
include specific 
pathways in MSK, 
Respiratory,  
Urology and Frailty 

Staff to undertake 
relevant training 

 

Continued rollout 
of shared decision 
making cross 
Primary Care, 
Secondary Care, 
Community, Social 
Care, Care Home 
sector etc. 

Embed 
Personalised Care 
as BAU in 
identified (20) 
clinical situations 
to further include 
Mental Health 
Anxiety and 
Depression linking 
with Primary Care 
services such as 
Social Prescribing 
and IAPT 

Staff to undertake 
relevant training 

 

Continued rollout 
of shared decision 
making across 
Primary Care, 
Secondary Care, 
Community, Social 
Care, Care Home 
sector etc. 

Embed 
Personalised Care 
as BAU in 
identified (30) 
clinical situations 
to further include 
CVD and evidence 
based intervention 
programme 
procedures. 

Staff to undertake 
relevant training 
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Personalised Care Plans 

Develop and deliver 
training programme for 
Personalised Care 
Support planning  

Train the Trainer 
programme developed 
and deployed. 

Future trainers 
identified. 

Personalised Care Plans 
in place for LTC annual 
reviews, maternity, 
some areas of mental 
health, EHC, EOL 

Map all existing 
assessment, planning, 
decision making, and 
review pathways and 
processes 

Identify all workforce who are 
part of existing pathways and 
processes 

Identify various method to 
continue Training programme of 
Personalised Care Support 
planning e.g. face to face, online, 
peer learning 

Work with Local Authorities to 
standardise Personalised Care 
Plans for patients undergoing 
reablement and receiving care 
packages 

Standardise PCSPs within 
community nursing services. 

PCSP to be implemented in those 
clinical areas adopting a holistic 
personalised care approach 

Standardise and 
roll out PCSPs 
across Care Home 
and Domiciliary 
care sector 

Develop processes 
for patients that 
are discharged 
from hospital to 
have a PCSP. 

Review impact of 
PCSP of holistic 
approach in certain 
clinical areas 

 

Review all areas 
implemented to 
date 

Identify further 
areas to target. 

 

Enabling Choice 

The STP is compliant 
with the 9 contractual 
choice minimum 
standards. This will be 
reviewed on an annual 
basis 

Work to support the 
development of 
processes to implement 
26 week wait choice. 

Ensure all local 
providers are on eRS 
menu 

 

 

 

 

The STP is compliant with the 9 
contractual choice minimum 
standards. This will be reviewed 
on an annual basis 

The STP is 
compliant with the 
9 contractual 
choice minimum 
standards. This will 
be reviewed on an 
annual basis 

The STP is 
compliant with the 
9 contractual 
choice minimum 
standards. This will 
be reviewed on an 
annual basis 

The STP is 
compliant with the 
9 contractual 
choice minimum 
standards. This will 
be reviewed on an 
annual basis 
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Social Prescribing and Community Support 

A model of Social 
Prescribing PCN Link 
workers is largely 
agreed with some final 
discussions underway.  

The model supports 
existing Voluntary 
Sector Social prescribing 
services 

Recruitment of PCN link 
Workers 

Implementation of 
Primary Care based 
Social prescribing 
service 

Incorporate and build 
upon Sustainable peer 
support network to 
support link worker 
workforce 

Review of service to identify 
capacity and demand 

PCNs offered the opportunity to 
employ additional link workers in 
line with the NHSE trajectories. It 
is anticipated that this will be 
based upon demand in each area 
and the PCNs may or may not 
choose to increase the number 
of link workers. 

Set up communities of practice 
to support link worker workforce 

Review of service 
to identify capacity 
and demand 

PCNs offered the 
opportunity to 
employ additional 
link workers in line 
with the NHSE 
trajectories. It is 
anticipated that 
this will be based 
upon demand in 
each area and the 
PCNs may or may 
not choose to 
increase the 
number of link 
workers. 

Review of service 
to identify capacity 
and demand 

PCNs offered the 
opportunity to 
employ additional 
link workers in line 
with the NHSE 
trajectories. It is 
anticipated that 
this will be based 
upon demand in 
each area and the 
PCNs may or may 
not choose to 
increase the 
number of link 
workers. 

Review of service 
to identify capacity 
and demand 

PCNs offered the 
opportunity to 
employ additional 
link workers in line 
with the NHSE 
trajectories. It is 
anticipated that 
this will be based 
upon demand in 
each area and the 
PCNs may or may 
not choose to 
increase the 
number of link 
workers. 

Supporting Self-Management 

Health Coaching 
Training programme 
developed and deployed 
to 100+ staff across 
health and social care. 

Train the Trainer 
programme developed 
and deployed. 

Future trainers 
identified. 

PAM / equivalent used 
in some areas of 
practice (Primary Care 
based Health Coaching 
and Social Prescribing) 

Mapping of Peer 
support groups 
undertaken 

Health Coach training 
programme to continue across 
the STP 

Community of Practice to be 
established for health coach 
trainers. 

Health Ageing Co-ordinators 
employed and working with 
patients with mild ς moderate 
frailty in a preventative and 
proactive way. HACs to utilise 
PAM / Equivalent 

Review of self-management 
programmes and how they 
measure impact (i.e. Patient 
Activation) 

Engage with Peer support groups 
to identify support needs.  

Review of the 
Healthy Ageing Co-
ordinator model. 

Continue to 
support Peer 
support groups 

Identify clinical 
areas to embed 
health coaching 
such as Community 
nursing teams, 
secondary care 
services, primary 
care 

Review of VSC 
support for newly 
set up peer 
support groups 
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Create virtual online 
tool to provide further 
support for self-
management 

Work with VSCs to support the 
setting up of further Peer 
Support groups 

Establish Health Coaching as part 
of holistic Personalised Care 
approach in MSK and Frailty 

PHBs 

Expansion of Personal 
Health Budgets (right to 
have for S117 and 
Wheelchairs) 

Work is underway to 
transition to vouchers 
for wheelchairs 

Work undertaken with 
National Express to 
support S117 PHBs 

Pilot of PHB Choices to 
manage PHBs 

CHC patients receive an 
offer of PHB by default 
across the STP 

Expand s117 National Express 
pilot scheme  

Work with Local Authorities to 
increase the number of PHBs 
aŎǊƻǎǎ ǘƘŜ {¢t ƛƴ ǘƘŜ άǊƛƎƘǘ ǘƻ 
ƘŀǾŜέ ŀǊŜŀǎ 

Work with Local 
Authorities/Better Care Fund to 
explore how PHBs could work 
with people in receipt of a DFG 

Work with NHSE to develop 
processes to support Veterans. 

Identify areas 
within Learning 
Disabilities to 
assess Care and 
Treatment reviews 

Explore how PHBs 
can support carers 

Identify further 
areas the BCF can 
be utilised  

 

Progress further 
work with people 
with Learning 
Disabilities and 
Autism. 

Identify areas 
where PHBs could 
be expanded to  

 

 

We will ensure that staff across the STP engage with and are supported by NHSE as our delivery partner 
and the national support programmes such as the national training programmes, Social Prescribing 
Academy and the Personalised Care Institute as they become available. 
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2.1.4 Digitally-enabled primary care and outpatient care 

Ψ5ƛƎƛǘŀƭ ǘŜŎƘƴƻƭƻƎȅ ǿƛƭƭ ǇǊƻǾƛŘŜ ŎƻƴǾŜƴƛŜƴǘ ǿŀȅǎ ŦƻǊ ǇŀǘƛŜƴǘǎ ǘƻ ŀŎŎŜǎǎ ŀŘǾƛŎŜ ŀƴŘ 
ŎŀǊŜΦΩ 

Digitally-enabled primary care and outpatient care triple aim 
opportunities 

Better health:  

To enable primary care to be delivered at scale and improve outcomes for our population, a different 
technological toolset and skills base is required to deliver consistently and efficiently, providing patients 
with alternative services that support them in their own home rather than in community and inpatient 
settings. 

Better care:  

The adoption of digital technology will support the provision of quality care for our population. The 
delivery of GP services will be redesigned to facilitate patient consultation through modern technologies 
and digital platforms to increase access, productivity and reduce barriers associated with traditional 
consulting systems. All patients accessing health whether through acute minor ailments or more 
complex chronic pathways should have underpinning support. 

Better value:  

There is a high volume of low added value transactions between patients and healthcare services, which 
can potentially be automated or consolidated in order to reduce costs and improve quality and 
turnaround times. Investing in digital technology will help to reduce duplication, optimise administrative 
tasks and prioritise time spent delivering high quality care. 

Engagement around digitally-enabled care 

We already know from the National GP Patient Survey11 that whilst awareness of online services in 
primary care is amongst the best nationally, those services currently offered by primary care across the 
system are not well utilised. Having said this, a significant majority of respondents to the Healthwatch 
survey felt it was important that services could be accessed using a phone or computer and there was 
strong support for results being communicated more quickly where technology would allow it. 

 
11 https://www.gp-patient.co.uk/ 

https://www.gp-patient.co.uk/


 

 

   STRATEGIC PLAN 2019-2024 | 72 

 

CǳƴŘŀƳŜƴǘŀƭ ǘƻ ŜƴŀōƭƛƴƎ ŘƛƎƛǘƛǎŀǘƛƻƴ ƘƻǿŜǾŜǊΣ ǿŀǎ ŀǎǎǳǊŀƴŎŜ ǘƘŀǘ ǇŜƻǇƭŜΩǎ Řŀǘŀ ƛǎ ƳŀƴŀƎŜŘ ǿŜƭƭ ŀƴŘ 
kept secure. 

Our vision for digitally-enabled care in the Black Country and West 
Birmingham 

We are developing a system digital strategy for the next five years, the details of which are included in 
Section 2.5.    

Central to digitally-enabling primary and outpatient care is the refresh of our Local Digital Roadmap 
ό[5wύ ǿƘƛŎƘ ǿƛƭƭ ƛƴŎƭǳŘŜ Ƙƻǿ ǘƻ ǇǊƛƻǊƛǘƛǎŜ ΨŘƛƎƛǘŀƭ-ŦƛǊǎǘΩ ǇǊƛƳŀǊȅ ŎŀǊŜΦ Lǘ ǿƛƭƭ ŀƭǎƻ ŘŜǎŎǊƛōŜ Ƙƻǿ ƻǳǊ 
providers, supported by primary care, will redesign how outpatients will be delivered to meet the aim of 
reducing face-to-face outpatient appointments by a third by 2024. 

How we will deliver our LTP commitments 

Primary care 

We have an extensive programme of digitisation for primary care planned across the next 5 years. Our 
main programmes are: 

¶ Electronic Document Management. 

¶ Electronic Referrals. 

¶ Telehealth. 

¶ Electronic Prescription Services release 2. 

¶ Integrated Shared Care Record. 

¶ Clinical System Support, Data Sharing, Wi-Fi will be available in all practices. 

¶ Outreach/Mobile Working - this will allow staff to work across the local area in peoplesΩ ƘƻƳŜǎ 
and in other clinical settings such as care homes. 

¶ Local Electronic Service Directory - we will compile a local service directory to include primary, 
secondary, community and voluntary sectors. This will ensure the correct pathway is followed 
for individuals with a shared approach; reducing the likelihood of inappropriate referrals to 
secondary care.   

The above will be underpinned by effective change management which facilitates maintaining 
momentum through any changes. 

In parallel to the implementation of the above programmes we will: 

¶ Continue to work towards system interoperability (the ability to exchange information between 
health and social care systems). This will provide a single consolidated view of the patient in the 
context in which the patient is being viewed, supporting operational excellence within the new 
models of care. 
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¶ Utilise the latest and appropriate technologies to engage all parties within the system including 
clinicians, staff, people and partners. 

¶ Facilitate cross organisation collaboration, driving efficiency and productivity to close the finance 
and efficiency gap.  

¶ Utilise technology to extend the reach of health and social care to bridge the care and quality 
gap.  

¶ Implement and promote the use of digital tools and applications in support of health and 
wellbeing.  

¶ Build on existing achievements and the required coherence between technology and health and 
care services by adopting ubiquitous access to clinical information assuring availability in the 
right place, at the right time to support clinical decisions. 

¶ Be paper free/light at the point of care by 2020.  

¶ Adopt new standards as appropriate. This will be particularly relevant as a system wide 
interoperability capability is developed with a focus on cyber security and GDPR. 

¶ Continue gaining maximum value from the outsourced CCG IT and GPIT service level agreements 
and continue the alignment of the IT strategy and IT service to the organisational strategic 
objectives. 

Success can sometimes be difficult to measure or attribute to one or two changes. However, we know 
we will have succeeded when clinical computer systems are interoperable and facilitate communication 
and information sharing between services and organisations and, when creative and innovative digital 
solutions are available which support and empower people to manage their own health. Digital is a key 
enabler to shifting to a model of more personalised care and will support other workstreams in this 
approach.  

Outpatient care 

Our Elective Care Transformation Programme sets out planned redesign of outpatient services that will 
allow people to avoid up to a third of face-to-face outpatient visits by 2023. During 2018/19 there were 
1,471,648 face-to-face outpatient visits of which 469,965 were new and 1,001,683 were follow-ups. The 
system aims to reduce face-to-face activity by a third equivalent to 441,494 outpatient appointments.  

To do this the BCWB system will work collaboratively to coordinate improvement strategies and 
transform services to achieve a reduction in line with Long Term Plan ambitions. This will build upon 
current outpatient transformation programmes in operation and will include better support to GPs to 
avoid the need for a hospital referral, utilising online booking systems, appointments closer to home, 
alternatives to traditional appointments where appropriate including digital appointments to avoid 
people having to travel unnecessarily.  

The system is proactive in sourcing alternatives to face to face appointments and is accelerating delivery 
of on-line consultation in each borough.  
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IT support  

The STP is currently undertaking a review of the performance and provision of current IT support GPs 
and Practices currently receive. This is with a view to understanding more about the effectiveness of 
current arrangements and explore whether there may be the potential for improvements to be 
achieved from greater collaboration moving forward. The findings will be reported back to the STP 
Digital and Primary Care Boards/Workstreams. 

A system approach 

Traditional face to face consultations in primary care are a fundamental requirement for the appropriate 
and safe treatment of patients.  There are however, certain clinical scenarios whereby the GP will not 
need to have the patient in the same room.  The advent of more sophisticated app based technology 
alongside wider bandwidth, faster broadband and 4/5G networks gives the opportunity for an 
alternative means of accessing consultations.   

This opportunity has been seized upon by the commercial market and ŘƛǊŜŎǘ ΨŘƛƎƛǘŀƭ ŦƛǊǎǘΩ ŀŎŎŜǎǎ 
applications have entered the primary care market wholesale. This has the opportunity to drive much 
greater variation in how care is delivered in primary care, promoting a much more agile workforce 
which does not have to be in attendance in traditional settings in order to treat patients.   

Working hours can be more flexible and direct access to patient information held on clinical systems 
enables clinicians to carry out a fully informed consultation. This is not only limited to primary care 
appointments.  The same technology can be made available for secondary care outpatient 
appointments where appropriate.  The variation of clinical and patient input into outpatient first and 
follow up appointments needs to be reviewed as the sophistication of even video consultation may not 
be required.  The provision of data and information to consultants followed up by SMS or email contact 
with patients may even be an appropriate system.   

The Digital Workstream will aim to implement the toolset required to deliver these services, make 
better use of digital technology, for example, apps connecting patients to their practice, signposting to 
appropriate services, enabling phone and video consultations, webcams links with care homes and lead 
to earlier, more successful interventions: 

¶ Use technology to empower staff in both the way they need to work, and how they want to work 

¶ Improve early diagnosis and referrals pathways within the primary care setting 

¶ Identify solutions that will enable clinicians to improve efficiency and accuracy within clinical 
consultations and diagnosis; provide tools and techniques to facilitate this change and support 
patient care. 

The STP Digital team has instigated conversations in both primary and secondary care to encourage 
clinicians to propose how they will reimagine their workforce to enable this.  In primary care, do GPs 
want to deliver these online appointments themselves, within practices or within networks?  In 
secondary care, how and where and by whom would these appropriate appointments take place?   
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Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Digitally-enabled care 

Implement on-line consultation in 
each place, meeting NHSE 
compliance target 

Develop a plan for digitisation of 
outpatient care 

Support roll-out of Apps to support 
self-care 

Q3: extended NHS 111 piece will 
have gone live across the STP 
footprint  

  Greater utilisation of alternatives to 
face to face outpatient contacts through 
digital solutions that support, for 
example, virtual clinics. 
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2.1.5 Increasing the focus on population health ς moving to 
Integrated Care Systems everywhere 

Migrating to an ICS in the Black Country and West Birmingham 

By 2021, NHSE have stipulated that all systems will have transitioned into ICSs, bringing together local 
organisations to redesign care and improve population health. In 2019/20, therefore, significant 
progress is being made in the Black Country in realising this transition. 

A self-assessment against NHSE aƴŘ LΩǎ L/{ aŀǘǳǊƛǘȅ aŀǘǊƛȄ Ƙŀǎ ōŜŜƴ ǳƴŘŜǊǘŀƪŜƴ ōȅ ǇŀǊǘƴŜǊǎ ǿƛǘƘƛƴ ǘƘŜ 
system and as at August 2019 has assessed as Ψ5ŜǾŜƭƻǇƛƴƎ tƭǳǎΩ (Appendix F). We aim to be operating as 
an ICS by April 2020 and are working with NHS Midlands to agree the development timeline and 
evidence/track record required to achieve this. 

Measures in place to support this are: 

¶ Proactive approach to managing financial risk across the system 

¶ !Ŏǘƛƻƴ Ǉƭŀƴ ǘƻ ŀŎƘƛŜǾŜ ΨaŀǘǳǊƛƴƎΩ ƛƴ ǘƘŜ ƳŀǘǳǊƛǘȅ ƳŀǘǊƛȄ 

¶ Workstream level maturity assessment being completed for all workstreams  

¶ New joint performance framework 

¶ Evidence of system working ion practice to improve performance in cancer, UEC, Elective Care 
and Mental Health  

¶ Focus on key transformations ς MMH; CCG alignment, Provider integration, financial balance 

The diagram below shows the system transition timeline from April 2019 to April 2021. 



 

 

   STRATEGIC PLAN 2019-2024 | 77 

 

 

Figure 12: BCWB ICS transition timeline 

Population Health Management (PHM) 

The BCWB system is a member of the NHSE/I commissioned support programme to help systems 
develop their use of population health management (PHM) approaches. A central component of this is 
ǘƻ ΨƭŜŀǊƴ ōȅ ŘƻƛƴƎΩΦ ¢ƻ ŀŎƘƛŜǾŜ Ŧǳƭƭ ǾŀƭǳŜ ŦǊƻƳ ǘƘƛǎΣ ǘƘŜ system, its constituent organisations and 
stakeholders, will actively support a core team to conceive of, develop and deliver a project that seeks 
to improve the lives of a vulnerable population by deploying PHM principles and methods. We will also 
ensure that the lessons learned from this, and the skills and insights gained, are harnessed and built 
upon. 

The desired outcomes of this support are that our system will have: 

¶ An understanding of, and enthusiasm for, PHM approaches; 

¶ Practical experience of applying PHM approaches and a sense of value they can have; 

¶ The ability to replicate and scale approaches learned to help in the development of our ICS; and 

¶ A legacy and infrastructure to build upon. 

The programme to achieve these outcomes is organised into three workstreams: 
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Figure 13: PHM support workstreams 

As part of the programme, the BCWB system have developed their own maturity matrix to demonstrate 
ƻǳǊ ƧƻǳǊƴŜȅ ǘƻ ōŜŎƻƳŜ ŀ ΨǘƘǊƛǾƛƴƎ L/{Ω ǘƘŀǘ ƻǇŜǊŀǘŜǎ ŀǎ ŀ tIa ǎȅǎǘŜƳΦ ²Ŝ ŀǊŜ ŎǳǊǊŜƴǘƭȅ ƻǇŜǊŀǘƛƴƎ ŀŎǊƻǎǎ 
ǘƘŜ Ψ5ŜǾŜƭƻǇƛƴƎΩκΩaŀǘǳǊƛƴƎΩ Ǉƻints (Figure 14 below): 
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Figure 14: BCWB PHM maturity matrix 
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Our PHM approach is interdependent on our primary care networks described in section 5.3 and by 
2020/21 our PCNs will assess their local population risk with regards to unwarranted variation in 
outcomes using the PHM approaches developed as part of this programmeΩǎ support. 

Learning from the PHM Academy will be also be applied to key prevention areas, including but not 
limited to smoking, obesity, alcohol, air pollution and antimicrobial resistance. 

The service pathways are currently in development across the system. At this time, we predict that 
they will sit at the provider level or ICA, which is below the ICS. Whilst there are differences in design 
and pace of development with each local ICP, there are also many common themes which we will be 
collaborating on increasingly as four CCGs. These themes include: 

¶ Health and care services being brought together as a means of responding to the needs of a 
growing frail elderly population displaying multiple co-morbidities. 

¶ Creating a more resilient primary care system and placing the patient registered with general 
practice at the centre of the care model. 

¶ A population health approach to managing demand. 

¶ A move away from activity-based contract models to our Integrated Care 
Partnerships/Providers being responsible for the delivery of a set of health and wellbeing 
outcomes. 

Each CCG has begun work on developing an outcomes framework to look at improvement in a patient 
health over time. We are committed to working together to align these frameworks, which 
predominantly focus on the health management of our local populations, with a view to agreeing an 
overall common outcomes framework for the ICS. 
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2.2 More NHS action on prevention 

ΨΧ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ approach to preventing ill-health also depends on action that 
only individuals, companies, communities and national government can take to 

ǘŀŎƪƭŜ ǿƛŘŜǊ ǘƘǊŜŀǘǎ ǘƻ  ƘŜŀƭǘƘΦΩ 

Prevention triple aim opportunities 

Better health:  

By preventing ill-health more of our population will live longer, happier and healthier lives.  

Better care:  

By targeting interventions we will be able to reduce health inequalities in BCWB and reduce the 
burden on other services. 

Better value:  

Through focusing on preventing ill-health, we will be able to reduce the amount of NHS funds spent 
on diseases relating to smoking, obesity, alcohol, air pollution and antimicrobial resistance, allowing 
for spend to be diverted to other parts of the health service.   

Note: this section should not be read in isolation. The recognition of the health inequalities in our 
system and how we intend to respond this this with partners is reflected throughout this plan. 

Our vision for prevention in the Black Country and West 
Birmingham 

Healthy life expectancy at birth is 58 years for men and 59 years for women in the BCWB. We aim to 
increase healthy life expectancy by 5 years by 2035. The Global Burden of Disease (GBD) study 
quantifies and ranks the contribution of various risk factors that cause premature deaths in 
England. The top five are smoking, poor diet, high blood pressure, obesity, and alcohol and drug use. 
Air pollution and lack of exercise are also significant. These priorities guide our prevention 
programme.  

The role of the NHS includes secondary prevention, by detecting disease early, preventing 
deterioration of health and reducing symptoms to improve quality of life. We will use our thousands 
of contacts as positive opportunities to help people improve their health.  
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How we will deliver our LTP commitments 

For reasons both of fairness and of overall outcomes improvement, the LTP therefore takes a more 
concerted and systematic approach to reducing health inequalities and addressing unwarranted 
variation in care. Using NHSE indicators and datasets, we will monitor the impact of our prevention 
activities on health inequalities.  

In 2017 the BCWB system established a Prevention Framework. The framework is included as 
Appendix I.  

Based on the 2016 BCWB Plan, key activities have been ŦƻǊƳǳƭŀǘŜŘ ƛƴǘƻ ŀ Ψ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ [ƻƎƛŎ 
aƻŘŜƭΩ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ ǘǊƛǇƭŜ ŎƘŀƭƭŜƴƎŜ ƻŦ ŎŀǊŜ ǉǳŀƭƛǘȅΣ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ ŦƛƴŀƴŎƛŀƭ ǎǘŀōƛƭƛǘȅΦ  ¢ƘŜ ƪŜȅ 
activities are: 

¶ Local Place-based Models of Care 

¶ Extended Collaboration between Service Providers 

¶ Mental Health and Learning Disabilities 

¶ Maternity and Infant Health 

¶ Ψ9ƴŀōƭŜǊǎΩ ς systematic approach to workforce, digital strategy, estate, back office and future 
commissioning functions 

¶ Wider determinants 

Black Country Public Health departments have developed this common prevention framework, 
aligned to the logic model, to support the BC STP focus on prevention and early intervention with the 
aim of reducing variation and the health and wellbeing gap within and between local areas.  The 
prevention framework will specifically focus on three areas: 

¶ Changing population at scale 

¶ Managing individual health risks 

¶ Better wellbeing by putting people at the centre of their care 

The framework consists of core and aspirational transformation approaches, by logic model activity, 
with proposed indicators to monitor implementation and progress or key outputs. 

¶ Core transformation approaches outline initiatives where NHS contribution will make a 
considerable difference in closing the health and wellbeing gap by 2021 

¶ Aspirational transformation approaches outline broader health and social initiatives that can 
influence a reduction in the health and wellbeing gap 

Public Health will provide advice across the logic model activity areas on the implementation and 
monitoring of the core transformation approaches and work collaboratively with all stakeholders to 
support delivery of agreed aspirational approaches. 
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Draft Black Country Sustainability and Transformation Framework 1.0 2017 
 

CORE  
Transformational Approaches 

 

Good 
practice 

example/ 
Evidence 

Place-based 
Models of Care 

Extended 
collaboration 

Mental 
Health and 
Learning 
Disabilities 

Maternal 
and Infant 
Health 

Enablers 
Wider 

Determinants 
 

STP Partnership Workplace Wellbeing 
Charter: 

¶ Level One achieved by 
September 2017 

¶ Level Two achieved by 
September 2019 

¶ Level Three achieved by 
September 2021 

Examples of 
good 
practice 
and/or 
evidence 
e.g. menu 
of 
interventions 

Suggested 
Outcome: 
Achievement 
of various 
charter levels 
by specified 
dates 

   Suggested 
Outcome: 
Achievement 
of various 
charter 
levels by 
specified 
dates 

 

Focus on pre-birth and early years 
interventions that reduce risks of 
problems developing including:  

¶ integrated care for vulnerable 
families  

¶ support for parenting and attachment 

¶ early identification of potential risk 
factors (e.g. consanguinity, poor 
housing, domestic abuse) that 
increase the risk of poor child 
development 

¶ school readiness  
 

 
 

 Suggested KPI:  
 

¶ Early years 
offer 

 

¶ FNP and 
HV 

 

¶ Early Years 
Foundation 
Profiles 

 
 
 

 

  Key 
Output: 
Production 
of a Black 
Country 
Healthy 
Pregnancy 
Framework 
by XXXX 

  

Initiatives to support mental and 
emotional wellbeing and resilience in 
children, young people and adults 
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CORE  
Transformational Approaches 

 

Good 
practice 

example/ 
Evidence 

Place-based 
Models of Care 

Extended 
collaboration 

Mental 
Health and 
Learning 
Disabilities 

Maternal 
and Infant 
Health 

Enablers 
Wider 

Determinants 
 

Improved delivery of Making Every Contact 
Counts via: 

¶ Training of health and care staff to 
identify risk factors for ill-health 

¶ Use of Brief Interventions (alcohol) by all 
health and care staff 

¶ Screening of people to identify health 
risks e.g. alcohol, AF, high blood 
pressure, falls, cold homes 

¶ Ensuring factors that impact on ill-health 
(obesity, smoking etc.) are a core part of 
all health and social care assessments 

¶ Social isolation ? 

 Suggested KPI: 

¶ % staff trained 

¶ No. IBAs 
 

Suggested output: Evidence that health and social care assessments collect data on risk 
factors and refer as required 

Targeted interventions for people with 
health risks, e.g: 

¶ Preoperative smoking cessation 

¶ anticoagulation treatment for AF 

¶ alcohol care teams in acute hospitals 
and triage services in the community 

¶ structured education in diabetes 

¶ early identification and treatment of HIV 
and other STIs, TB & BBV 

¶ behaviour change services to support 
people to alter lifestyle risks  
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The framework will be reviewed by a newly formed Prevention and Health Inequalities forum (to sit 
within the governance structure of the STP) and a revised framework adopted by the system to ensure 
it remains consistent with the objectives in the 2019 plan and incorporates West Birmingham PH 
colleagues. 

In addition to the framework above, the main focus of our prevention activity is in the areas below: 

Smoking  

Smoking rates have fallen significantly but smoking still accounts for more years of life lost than any 
other modifiable risk factor. Around 225,000 people in BCWB still smoke. Smokers see their GP over a 
third more often than non-smokers, and smoking is linked to an estimated 12,000 admissions each 
year.   

Current estimates are that 13% of women in the BCWB smoke during pregnancy. The impact of 
maternal smoking and of second-hand smoke includes low birth weight, stillbirth, miscarriage, 
preterm birth, heart defects and sudden infant death.  

Requirements of the Long Term Plan are   

¶ By 2023/24 all people admitted to hospital who smoke offered NHS funded tobacco treatment  

¶ Also for all expectant mothers and partners 

¶ Universal smoking cessation offer for MH services 

Obesity   

Obesity rates have tripled since 1975, and the UK ranks among the worst in Europe. The BCWB rates 
ŀǊŜ ƘƛƎƘŜǊ ǘƘŀƴ 9ƴƎƭŀƴŘΩǎ ŀǾŜǊŀƎŜΦ  

Obesity and poor diet are linked with type 2 diabetes, high blood pressure, high cholesterol and 
increased risk of respiratory, musculoskeletal and liver diseases. Obese people are also at increased 
risk of certain cancers, including being three times more likely to develop colon cancer.   

The burden of obesity is not experienced equally across society. We will therefore: 

 

CORE  
Transformational Approaches 

 

Good 
practice 

example/ 
Evidence 

Place-based 
Models of Care 

Extended 
collaboration 

Mental 
Health and 
Learning 
Disabilities 

Maternal 
and Infant 
Health 

Enablers 
Wider 

Determinants 
 

 
Integrated patient and family centred end of 
life care 
 

       

Use of liaison psychiatry and/or 
psychological therapies to improve mental 
health outcomes and improve well-being for 
people with LTCs 
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¶ Provide a targeted support offer and access to weight management services in primary care for 
people with a diagnosis of type 2 diabetes or hypertension with a BMI of 30+ (adjusted 
appropriately for ethnicity); 

¶ Continue to implement our offer around the National Diabetes Prevention Programme (see 
section below); 

¶ By 2022/23, we also expect to treat more children a year for severe complications related to 
their obesity, such as diabetes, cardiovascular conditions, sleep apnoea and poor mental 
health. These services will prevent children needing more invasive treatment; 

¶ We will ensure our Trusts deliver against NHSE hospital food standards supported by the NHS 
Standard Contract.   

We intend to  

¶ Fund doubling of diabetes prevention programme 

¶ Action on healthy premises ς reduce sale of beverages 

¶ Workforce trained on nutrition to speak to patients 

Alcohol   

Alcohol contributes to conditions including cardiovascular disease, cancer and liver disease, harm 
from accidents, violence and self-harm, and puts substantial pressure on the NHS. 

Over the next five years we will roll-out specialist Alcohol Care Teams (ACTs) in our hospitals with the 
highest rate of alcohol dependence related admissions commencing in 2021. ACTs significantly 
reduced accident and emergency (A&E) attendances, bed days, readmissions and ambulance call-
outs. This will be funded from our health inequalities funding supplement, working in partnership with 
local authority commissioners of drug and alcohol services.   

Air pollution   

We will contribute to wider action on air pollution by working to reduce air pollution caused 
by business mileages and fleet air pollutant emissions by 20% by 2023/24. In 2017, 3.5% of all road 
travel in England was related to patients, visitors, staff and suppliers to the NHS. 

Almost 30% of preventable deaths in England are due to non-communicable diseases specifically 
attributed to air pollution. The fraction of mortality attributable to particulate air pollution is higher in 
some places in BCWB than England.  

At least 90% of the NHS fleet will use low-emission engines (including 25% Ultra Low Emissions) by 
2028, and primary heating from coal and oil fuel in NHS sites will be fully phased out. Redesigned care 
and greŀǘŜǊ ǳǎŜ ƻŦ ΨǾƛǊǘǳŀƭΩ ŀǇǇƻƛƴǘƳŜƴǘǎ ǿƛƭƭ ŀƭǎƻ ǊŜŘǳŎŜ ǘƘŜ ƴŜŜŘ ŦƻǊ ǇŀǘƛŜƴǘ ŀƴŘ ǎǘŀŦŦ ǘǊŀǾŜƭΦ  

Antimicrobial resistance   

Although the number of antibiotic prescriptions dispensed in primary care has reduced by 13.2% in 
five years (between 2013 and 2017), further progress is required. Our rate is higher than 
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England. We will accelerate progress and continue to support implementation and delivery of the 
ƎƻǾŜǊƴƳŜƴǘΩǎ ƴŜǿ ŦƛǾŜ-year action plan on Antimicrobial Resistance.   

 

We will continue to optimise use, reduce the need for and unintentional exposure to antibiotics, as 
well as supporting the development of new antimicrobials. We will ensure access to old and new 
treatments, preventative measures (including vaccines) and appropriate tools (including diagnostics 
and electronic prescribing in both hospitals and community settings). We will continue to support 
system-wide improvement, surveillance, infection prevention and control practice, and antimicrobial 
stewardship, ensuring resources are available for clinical expertise and senior leadership at all levels.  

The role of local government  

Action by the NHS is a complement to, but cannot be a substitute for, the important role for local 
government. In addition to its wider responsibilities for planning, education, housing, social care and 
economic development, in recent years it has also become responsible for funding and commissioning 
preventive health services, including smoking cessation, drug and alcohol services, sexual health, and 
early years support for children such as school nursing and health visitors. These services are funded 
by central government from the public health grant, and funding and availability of these services over 
the next five years which will be decided in the next Spending Review directly affects demand for NHS 
services. 

Building upon the work currently undertaken by public health specialists within our NHS 
organisations, we will develop closer working relationships with Local Government and work together 
on the prevention agenda.  
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Our timetable for delivery 2019/20-2023/24  

For the full implementation plan please see appendix D. 

2019/20 2020/21  2021/22  2022/23  2023/24  

Reduce the impact of smoking  

 

   

Commission NHS funded tobacco 
treatment service for all people admitted 
to hospital who smoke based on Ottawa 
model  

This model will be adapted for expectant 
mothers and their partners 

Commission an offer for long term users 
of specialist mental health and learning 
disability services 

This will include option an of switch to e-
cigarettes while in inpatient settings  

Reduce the impact of obesity 

 Increase referral and 
uptake of NDPP 
to utilise 
11,769 places. 

Support Trusts to 
implement new 
hospital food 
standards.  

Commission 
targeted support 
offer and access to 
weight management 
service in primary 
care for people with 
type 2 diabetes or 
hypertension with 
BMI of 30+  

Commissioner 
service to treat m
ore children a 
year for severe 
complications 
related to their 
obesity.  

 

Explore opportunities to be involved in 
testing of low calorie diets for obese 
people with type 2 diabetes.  

Reduce the impact of alcohol 

    Establish Alcohol Care Teams  

Contribute to wider action on air pollution 

  Increase use of 
virtual 
appointments  

Increase use of 
virtual 
appointments  

Reduce primary heating from coal and 
oil fuel in NHS sites.  

Increase proportion of NHS fleet using 
low-emissions engines  

Address Antimicrobial resistance  

 Support 
implementation of 
five-year action plan 
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Voluntary sector  

The NHS will continue to commission, partner with and champion local charities, social enterprises 
and community interest companies providing services and support to vulnerable and at-risk groups. 
These organisations are often leading innovators in their field. Many provide a range of essential 
health, care and wellbeing services to groups that mainstream services struggle to reach. Of 100,000 
social enterprises in the UK, 31% work in the 20% most deprived communities58, creating jobs and 
filling gaps in support as well as addressing wider determinants of health and wellbeing such as debt 
and housing. Supporting innovative voluntary sector organisations will be encouraged and supported 
in BCWB to address health inequalities in our population. 

CCGs across the system currently commission a range of services from the voluntary sector, including 
social prescribing, carer support, community signposting, support groups and direct service provision.  
It is an intention of the system to increase investment in the sector which will be included in financial 
plans. 

We are working closely with Active Black Country who in partnership with the four Black Country Local 
!ǳǘƘƻǊƛǘƛŜǎ ŀǊŜ ǘǊƛŀƭƭƛƴƎ ŀ ΨtƭŀŎŜ .ŀǎŜŘ tƛƭƻǘΩ ǘƻ ǘŀŎƪƭƛƴƎ tƘȅǎƛŎŀƭ LƴŀŎǘƛǾƛǘȅΦ 

The exciting pilot, funded by Sport England and Black Country Consortium Ltd, aims to trial 
approaches in local ward areas to tackle physical inactivity.  

The pilot will be trialled in 8 wards across the Black Country, the funding is being used to develop a 
better understanding of residentǎΩ ƴŜŜŘǎΣ ǇǊƻǾƛŘŜ ŀŘŘƛǘƛƻƴŀƭ ŎŀǇŀŎƛǘȅ ǘƻ ƛƳǇƭŜƳŜƴǘ ŀ ŎƻƳƳǳƴƛǘȅ 
prescribing campaign and expertise to support and develop a framework for place-based change. 

We are seeking to create strong links with the priority communities. To understand what is needed to 
change and develop wider, collaborative partnerships which look at how all parts of a community can 
better work together to get people more active, healthier and happier. Making best use of assets 
within communities to encourage more people to be active ŀƴŘ ŦŜŜƭ ŀ ǎŜƴǎŜ ƻŦ ΨōŜƭƻƴƎƛƴƎΩ ǘƻ ǘƘŜƛǊ 
place. 

The programme of activities will differ between each ward area, with the engagement exercise 
informing the work of the community connectors and wider delivery.  
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2.3 Delivering further progress on care quality and outcomes 
In December 2018, we published the clinical strategy for our system that set out the case for change 
and priority clinical areas locally.  

These are: 

¶ Cancer 

¶ Mental Health 

¶ Learning Disability and Autism 

¶ Maternity and Neonates 

¶ Children and Young People 

¶ Urgent and Emergency Care 

¶ CVD 

¶ Interventional Radiology and Pathology 

¶ Primary Care 

¶ MSK 

¶ Respiratory 

¶ Frailty 

This strategy provides the reference point for the system, and we have established a Clinical 
Leadership Group (CLG) to determine which of our priority clinical areas are most important, and for 
which resources should be collectively mobilised to decide which actions will deliver the greatest 
contribution to the NHSE triple aim of better health, better care and better value. The development of 
these priorities going forward will be an iterative process shaped by our ongoing review of services 
across the Black Country, by our workforce review and our engagement strategy.  

hǳǊ ŎƭƛƴƛŎŀƭ ǎǘǊŀǘŜƎȅ ƛǎ ŀ ΨƭƛǾƛƴƎΣ ōǊŜŀǘƘƛƴƎΩ ǎǘǊŀǘŜƎȅ ǘƘŀǘ ǿƛƭƭ ŘŜǾŜƭƻǇ ŀƴŘ ǊŜ-shape as emerging 
evidence and other intelligence impacts upon its content. It will define our system transformation 
programme and in turn, those services and/or care pathways with the greatest benefits to be realised 
through collaborative commissioning via our Joint Commissioning Committees (JCCs). Importantly, it 
acts as a summary of evidence and priorities at a point in time, a working document to be used as the 
basis of building, strengthening and integrating our clinical leadership in pursuit of what matters most 
to our system from a clinical perspective and in the name of patient safety and high-quality. We are 
clear that this will continue to evolve as the wider system journey to an ICS unfolds and we develop 
further our implementation plans to deliver the LTP. We will revise it with comments from those who 
use our services, those who care for people who use our services, and clinicians and other health and 
care staff who deliver care and engage with us on this journey.  

As it emerges, the BCWB system will manage delivery of the priorities through a series of clinically led 
work programmes, reporting progress through a well-developed programme management office 
(PMO). The PMO will work closely with clinical programme system leaders to ensure delivery of the 
key priorities of the integrated care system. Each work stream will operate with an appropriately 
nominated clinical lead, working alongside senior commissioning and provider representation. 
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We will know if we are achieving against our priorities through delivery of a range of metrics and 
evidence developed for each clinical programme, reported through a robust governance arrangement, 
ǊŜǇƻǊǘƛƴƎ ǘƘǊƻǳƎƘ ǘƻ ǘƘŜ ΨIŜŀƭǘƘ tŀǊǘƴŜǊǎƘƛǇ .ƻŀǊŘ ΨŀƴŘ ǎǳōǎŜǉǳŜƴǘƭȅ ǘƻ ǘƘŜ ǿƛŘŜǊ ǇŀǊǘƴŜǊǎƘƛǇ ōƻŀǊŘ 
and receiving scrutiny and support via the Clinical Leadership Group of the Black Country and West 
Birmingham. 

This section will respond directly to the requirements in relation to care quality and outcomes set out 
in the LTP, as well as point to further work that will be carried out in clinical priority areas set by our 
clinical strategy with the caveat that these are subject to change over time as our system evolves and 
new opportunities present themselves. 

Quality assurance and improvement 

The system has a robust approach to achieving care quality and outcomes. [FIGURE BELOW] illustrates 
the principles by which we will drive quality assurance and improvement across the Black Country and 
West Birmingham system/ICS. 

 

Figure 15 A Clear Road Ahead (Health Foundation 2016) developed this modified version of the NHS Quality Framework. 
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Our delivery plan for driving quality care and outcomes  

1. Setting clear direction and priorities based on evidence 

¶ Development of an integrated quality and performance dashboard, to drive improvement and highlight risks across 
the system, this will be developed through local place and be reflective of respective place based performance but will 
ultimately provide system oversight and intelligence. 

¶ Development of local dashboards, with systematic and agreed indicators at place. 

¶ The development of a set of shared outcomes for system/ICS. 

¶ An agreed integrated assurance framework at local place feeding into an overall integrated assurance framework at 
system/ICS. 

¶ Establish system wide approach to learning from incidents and sharing best practice to drive quality improvement, 
share intelligence and identify common themes/trends across the system/ICS 

¶ Agree milestones for implementation of system wide approaches to improvement strategies e.g. GPN strategy, 
Healthy pregnancy strategy. 

¶ Establish vulnerable services review mechanisms across the system to identify where clinical care delivery may be at 
risk and working collaboratively to support the mitigations required.  

¶ Using evidence from patient and carer feedback to support improvement. 

¶ Benchmarking current practice against best practice or national guidance / directives e.g. NICE guidance  

2. Bringing clarity to quality, setting standards for what high-quality care looks like across all health and care settings 

¶ Revised governance and reporting arrangements to support Integrated system level assurance arrangements. 

¶ Agreed trajectories for improvement across defined clinical pathways, achieved through system working and 
transformation 

¶ Aligned processes in line with national frameworks and recommendations/legislation e.g. SI framework across the 
system/ICS agreed, in place and monitored, learning from deaths. 

¶ Clinical work streams against each of the 12 clinical priorities established, with clinical leadership and governance 
agreed,  

¶ Clinical work streams support NICE recommendations and GIRFT, Right Care evidence supporting system wide 
transformation and improvement.  

¶ Agreeing a collaborative approach to the analysis of incidents, complaints, serious incidents, never events, serious case 
reviews and national reports, and that lessons and good practice from this analysis is shared across the system. 

¶ Encouraging the reporting of incidents and near misses across all sectors  

3. Measuring and publishing quality, harnessing information to improve care quality through performance and quality 
reporting systems 

¶ Development of system level quality dashboards across a range of provision where they are deemed to add value to 
system level working e.g.: maternity services, Urgent and Emergency Care, TCP, Mental health and cancer. 

¶ Refreshed clinical strategy in place by 2020. 

¶ Build and develop digital solutions to measure, evidence and support QI across organisational boundaries. 

¶ PMO reporting embedded against work streams, overseen by system/ICS board and supported by Clinical Leadership 
group. 

¶ Establish system wide integrated assurance arrangements. 

¶ Working with patient and carer stakeholders across the system, including health watch partners to provide intelligence 
to inform quality and safety assurance framework. 

¶ Build on national metrics to inform current performance across the system  
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4. Recognising and rewarding quality 

¶ Work closely with local systems and regulators to ensure proactive intervention and support to areas requiring 
additional support and oversight.  

¶ Establish communication plan within and outside to share and recognise improvement and share successes 

¶  Identifying areas of best practice across the system and enabling progressive transfer of best practice approached 
through clinical work stream reporting and arrangements and clinical leadership opportunities. 

¶ Clinical leadership group will commit to a best practice event annually and a best practice newsletter quarterly to 
share, recognise and reward high quality care delivery across the BCWB system. 

5. Maintaining and safeguarding quality 

¶ Development of a quality improvement and assurance strategy for the system/ICS. 

¶ Annual refresh of quality improvement and assurance strategy for system/ICS. 

¶ Working with key system partners to ensure co-production and collaboration of quality improvement initiatives are 
utilised to demonstrate improved outcomes in care delivery. 

¶ Ensuring a robust patient and carer experience voice supports processes for innovation and assurance across the 
system/ICS. 

¶ Revised governance arrangements for integrated assurance arrangements will be required and implemented.  

¶ Current CQRM arrangements will be reviewed and be revised to be more reflective of ICP arrangements and 
integrated requirements. 

¶ Key priority areas for system wide learning and improvement will be agreed and supported, driving rapid 
improvement at system level where required.  

¶ Through collaboration at ICP, work with key leads and teams on areas of agreed priority. Establishing appropriate key 
leads with a focus on improvement, core competencies, quality and leadership. 

¶ Drive collaboration across health and care sectors in areas supporting joint training and education opportunities.  

6. Building capability by improving leadership, management, professional and institutional culture, skills and behaviours to 
assure quality and sustain improvement 

¶ Develop and agree a System wide education and training programme for key system wide priorities e.g.: frailty 
recognition and assessment, End of Life care planning, deterioration and human factors, CYP- Best start in life, Saving 
Babies Lives bundle and medicines management. 

¶ Develop and support Clinical Champions at system level to act as a resource and point of contact for local colleagues.  

¶ Establish system wide working groups for key priority areas to drive improvement and build capability. 

¶ Establish a system/ICS training academy of excellence who will work to support innovation and Quality Improvement 
methodology across the system.  

¶ system/ICS training academy will foster innovation and QI methodology and capability. 

¶ Build a workforce strategy which recognises workforce in every sector and at every level, supporting local and strategic 
workforce demands across all sectors of health and care. 

¶ Foster and develop relationships with key allies for the future e.g.: HEIs, Digital leads, independent sectors of care, 
schools and education providers, ensuring a learning and developing culture prevails.  

¶ Support capacity and collaboration at ICP, enhancing the ICS capability with a clear focus on staff wellbeing.  

7. Staying ahead, by developing research, innovation and planning to provide progressive, high-quality care 

¶ Working with system digital programme to develop and harness digital solutions and support to improving healthcare 
delivery. 

¶ Ensuring that a clearly defined escalation process is in place for safety and quality measures, performance issues, 
taking action as required to ensure that improvements in quality are implemented where necessary and to ensure 
appropriate engagement of external bodies on areas of concern. 

¶ Develop local capability and existing arrangements to further enhance research capability and activity.  
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Figure 16 

The following sections describe how we will achieve our ambition for each of our priority areas. 
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2.3.1.1 A strong start in life for young people: services for 
children and young people 

ΨThe needs of children are diverse, complex and need a higher profile at a national 
ƭŜǾŜƭΦ ²Ŝ ǿƛƭƭ ǘƘŜǊŜŦƻǊŜ ŎǊŜŀǘŜ ŀ /ƘƛƭŘǊŜƴ ŀƴŘ ¸ƻǳƴƎ tŜƻǇƭŜΩǎ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ 

Programme.Ω 

Children and young people triple aim opportunities 

Better health:  

Children and Young People (CYP) represent a third of the population in the UK and a quarter of our 
Black Country population and the Long Term Plan has ambitious plans for children and young people 
as the future of our country. The aim of the programme is to improve outcomes and reduce health 
inequalities for all those aged 0-25 

To ensure that CYP in the Black Country are in good physical and mental health, enabling them to 
become independent and productive members of our society; we want to improve the Marmot curve 
(which charts the deprivation of various English neighbourhoods against both their average life 
expectancies and of a disability-free life expectancy) for our CYP population. 

Better care:  

We recognise that a fundamental principle to achieving this is delivering place based care with 
community and primary care support for CYP.  

CYP shall receive their care as close to home and social network environment as possible. This will 
enable them to remain engaged with their education and enhance their life outcomes. Therefore, the 
Black Country CYP Transformation Programme must develop increased capacity for CYP support in the 
community by refocusing acute service capacity. 

Better value:  

The Right Care data suggests an opportunity to invest in higher value interventions (prevention and 
proactive care) and disinvest in lower value interventions (reactive care in an emergency). 

hǳǊ ŜƴƎŀƎŜƳŜƴǘ ŀǊƻǳƴŘ ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ǎŜǊǾƛŎŜǎ 

Locally, we have developed a number of ways to engage with our young people around the services 
we provide to them. We have, for example, supported health research by young people focusing on 
ǎƻƳŜ ƻŦ ǘƘŜ ǘƘƛƴƎǎ ǘƘŜȅ ŦŜŜƭ ŀǊŜ ƻŦ Ƴƻǎǘ ƛƳǇƻǊǘŀƴŎŜ ǘƻ ǘƘŜƳΦ  aƻǎǘ ƴƻǘŀōƭȅ ǇŜǊƘŀǇǎΣ ƛǎ 5ǳŘƭŜȅΩǎ 
Youth Health Champions scheme. A joint commission with Public Health, this is aimed at 11-25 year 
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olds and so far we have engaged them with issues including mental health, LGBTQ and period poverty, 
with more planned. A system-wide engagement plan for CYP services will be developed and agreed 
with commissioners and providers as part of the Transformation Programme. 

hǳǊ Ǿƛǎƛƻƴ ŦƻǊ ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ǎŜǊǾƛŎŜǎ ƛƴ ǘƘŜ .ƭŀŎƪ 
Country and West Birmingham 

It is our ambition that the BCWB system is a place where children and young people thrive, get a good 
start in life and are healthy; that all families are supported to be independent, responsible and 
successful, exceeding expectations; and where the most vulnerable children are protected.   

Across the Black Country we will work together to develop system-wide approaches to improving 
outcomes for children and young people. By working together, we will strive to deliver the following 
objectives: 

¶ Put children and young people and their families at the centre of care, including shared 
decision making and choice  

¶ Draw on the latest evidence and build the evidence base where it needs developing 

¶ Involve children, young people and families in the design and delivery of our work. 

¶ Our system will be the agent for change, enabled by national and regional support. 

¶ Target action at reducing health inequalities, including addressing the needs of vulnerable 
children and those with complex needs. 

¶ Value our staff and support them to work on a multi-professional basis and across professional 
and organisational boundaries. 

How we will deliver our LTP commitments  

ά²Ŝ ǿƛƭƭ ŎǊŜŀǘŜ ŀ .ƭŀŎƪ /ƻǳƴǘǊȅ /ƘƛƭŘǊŜƴ ŀƴŘ ¸ƻǳƴƎ tŜƻǇƭŜΩǎ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ tǊƻƎǊŀƳƳŜ ǿƘƛŎƘ ǿƛƭƭΣ ƛƴ 
conjunction with the Maternity Transformation Programme, oversee the delivery of the children and 
ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ŎƻƳƳƛǘƳŜƴǘǎ ƛƴ ǘƘŜ [ƻƴƎ ¢ŜǊƳ tƭŀƴέ  

¶ Appoint an Executive Sponsor to oversee the development and delivery of the CYP 
commitments within the Long Term Plan. 

¶ Support our local health economies and networks to implement the vision for the future of 
children services.  

¶ 9ƴǎǳǊŜ ŀƭƛƎƴƳŜƴǘ ƻŦ ŎƘƛƭŘǊŜƴΩǎ ǇǊƛƻǊƛǘƛŜǎ ƛŘŜƴǘƛŦƛŜŘ ǿƛǘƘƛƴ ǘƘŜ ǇƭŀƴΣ ǎǇŜŎƛŦƛŎŀƭƭȅ ǇƘȅǎƛŎŀƭΣ ƳŜƴǘŀƭ 
health, LD and/or Autism   

¶ Ensure information flows between all partners in both directions across at local level 

Local leadership arrangements are already in place, including an Executive Sponsor, Clinical Director, 
management leaders and also there are vehicles in place to ensure that we involve CYP and families in 
the development of our plans.  The next priority is to galvanise all of our local leaders from across the 
BCWB, including NHS, local government, education and the voluntary sector to design and deliver our 
Black Country and West Birmingham Transformation Programme Plan.   
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Our plan will be developed by 30 November 2019, and will include the following priorities as identified 
within the LTP: 

 

Right Care information will be used along with the LTP with a system-wide scoping exercise of all of 
the current strategies and policies relating to CYP that are in place to inform the BCWB strategy and 
identify any gaps. We have commissioned support from the Strategy Unit in targeting the 0-4 year 
ǇƻǇǳƭŀǘƛƻƴ ǘƻ ŘŜǾŜƭƻǇ ǘƘŜ .ƭŀŎƪ /ƻǳƴǘǊȅΩǎ ǎȅǎǘŜƳǎΩ ŀǇǇǊƻŀŎƘŜǎ ǘƻ tƻǇǳƭŀǘƛƻƴ IŜŀƭǘƘ aŀƴŀƎŜƳŜƴǘ 
which will support our forward planning for CYP in the Black Country and West Birmingham.  

A high level overview of our local Public Health England (PHE) data has identified our key concern 
areas:  

¶ Dudley ς obesity, teenage mothers, smoking and infant mortality, child poverty 

¶ Sandwell & West Birmingham ς all of the above including school readiness and performance, 
A&E attendances and admissions, specifically asthma 

¶ Walsall ς same as both above but also including admissions due to substance misuse 

¶ Wolverhampton ς as above, plus immunisations for looked after children, homelessness, 
dental issues, admissions due to self-harm. 

Many of these align with the LTP expectations: 

1. Improving childhood immunisations and improving performance on screening  
2. Reducing unnecessary ED attendances 
3. Supporting transition to adult services  
4. Improved alignment around primary and community care, school nursing, Speech and 

Language Therapy  
5. Paediatric dentistry  

We welcome the newly established national CYP Transformation Board and look forward to receiving 
support from the Board to successfully deliver the service improvements included within the LTP.   

 

Treating & managing 
childhood obesity 

rates 

Expanding Mental 
Health Services for 
Children & young 

People 

Personalised care and 
involvement of 

children, young people 
and families 

Reduction in hospital 
admissions by 

providing joined up 
care

Improving cancer 
outcomes & 
experience 

Improvements for 
LTCs such as; asthma, 
diabetes & epilepsy 

Providing NHS services 
that keep children 

well,including through 
using digital 
technology

Understanding the 
needs of children & 
young people with 

autism 

Improving transition 
to adult services & 

move to a 0-25 service 
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We acknowledge the additional funding which will be available to local systems from 2021/2023 to 
provide targeted investment to support the integration and improvement of CYP services and also the 
targeted funding which will be available from 2021/2022 to increase the capacity to treat obese 
children and the severe health complications associated with their obesity.  As detailed in our PHE 
snap shot described above, obesity is a significant health issue across the Black Country and West 
Birmingham and this will be a priority area within our transformation programme.  

In the development of the Black Country CYP Transformation Programme Plan, the additional targeted 
funding will be considered alongside a prioritisation exercise to phase activity to reflect local priority, 
this in turn will inform the plan and the timescales required to deliver. We will agree trajectories for 
delivery of these commitments that take into account the phasing of national enabling actions.  

We acknowledge that the national transformation programme will in time develop detailed metrics 
and deliverables for each CYP priority included within the plan.  Our local system plan will incorporate 
these metrics into the assurance framework of the plan to monitor and track delivery of the expected 
outcomes which will be reported and overseen by our STP/ICS Board.  

Our ambition is that our CYP Transformation Plan will deliver a sustainable health and care system 
that supports the LTP ambition for children and young people having the best start in life. 

LTP funding 

The programme will receive addition central funding to achieve the ambitions of the LTP as shown 
below: 

 

Funding will ringfenced to deliver the ambitions outlined in this plan.  

  

2019/20 2020/21 2021/22 2022/23 2023/24

£000's £000's £000's £000's £000's

Children & Young People -            84             1,990        3,070        5,050        



 

 

   STRATEGIC PLAN 2019-2024 | 98 

 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Children and young people 

9ȄǇŀƴŘ /¸tΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 
as part of the system mental 
health workstream and TCP 
CYP workstream of which the 
CYP commissioners are all 
active participants 

Identify services for CYP with 
cancer. In the Black County 
and identify any gaps in 
service provision as well as 
areas of best practice.  

Service specification to be 
developed to support 
improving outcomes for CYP 
to include end of life care and 
short breaks provision. 

Identify and develop 
age-appropriate 
integrated care, 
integrating physical 
and mental health 
services, enabling joint 
working between 
primary, community 
and acute services, 
and supporting 
transition to adult 
services. 

Scope services 
available for children 
with long term 
conditions across the 
Black Country. 
Develop service 
specifications to 
support CYP with LTC 
taking into account 
transition into adult 
services. 

Develop service 
specification to treat 
children and young 
people with 
childhood obesity as 
well as the severe 
health complications 
associated with their 
obesity. 

 

Development of Black Country CYP Transformation Programme Plan 

Executive Sponsor appointed 
with responsibility for 
overseeing delivery of CYP 
LTP priorities & also CYP TCP 
priorities ς (in place) 

Development of CYP 
Transformation Programme 
Plan (by 30th November 
2019)  

    

 

 

  



 

 

   STRATEGIC PLAN 2019-2024 | 99 

 

2.3.1.2 A strong start in life for young people: maternity and 
neonatal services 

ΨIŀǾƛƴƎ ŀ ōŀōȅ ƛǎ ƴƻǿ ǎŀŦŜǊ ǘƘŀƴ мл ȅŜŀǊǎ ŀƎƻΧ ōǳǘ ǿŜ Ŏŀƴ Řƻ ŜǾŜƴ ōŜtterΦΩ 

Maternity and neonatal triple aim opportunities 

Better health:  

We will reduce rates of stillbirth, neonatal death, maternal death and brain injury by the interventions 
will be introduce. We will implement Continuity of carer and saving babies lives. 

Better care:  

Pregnant women will have personalised care plans, the ability to make maternity choices. 

Better value:  

We will ensure services are efficient of value to both service user and provider. 

Our engagement around maternity and neonatal services 

Co-production with women and families 

!ǎ ǿŜƭƭ ŀǎ bŀǘƛƻƴŀƭ aŀǘŜǊƴƛǘȅ {ǳǊǾŜȅǎ ǘƘŀǘ ŜȄǇƭƻǊŜ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ŀƴŘ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ŎŀǊŜ ŀǊƻǳƴŘ 
the time of their pregnancy we have delivered BCWB-ǎǇŜŎƛŦƛŎ ŜǾŜƴǘǎ ŜƴǘƛǘƭŜŘ Ψ²ƘƻǎŜ {ƘƻŜǎΩ ŀŎǊƻǎǎ 
the system to develop our approach to maternity and neonatal services. Figure 6 below is one of the 
outputs from these events that describes some of key elements the service must include as it 
develops. We also have a Local Maternity System (LMS) Engagement and Advisory workstream that 
holds monthly service user sessions and a Maternity Voices Partnership that provides a forum in each 
of our places for service users.  
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CƛƎǳǊŜ мтΥ hǳǘǇǳǘ ŦǊƻƳ Ψ²ƘƻǎŜ {ƘƻŜǎΩ ŜǾŜƴǘΦ 

Feedback from women and how the LMS has actioned this   

What women said How the LMS have actioned it 

¶ I want to be cared for by the same 
midwife throughout my pregnancy 
and postnatal period 

¶ I am fed up of repeating my story. 

¶ I want to build a bond with my 
midwife. 

¶ Piloted continuity of care pathways for women across 
the LMS, which will continue over the coming months 
and years 

¶ I want my care to be in an 
environment where privacy and 
dignity are respected 

¶ Allow me some privacy  

¶ Change in culture to ensure staff knock and wait for 
an invite into room by woman 

¶ Install curtains in each room to ensure privacy 

¶ Ensure all women being transferred are appropriately 
covered. 

¶ I am confused about breastfeeding ¶ Spend time with women giving practical advice on 
infant feeding 

¶ Recruited Infant Feeding Co-ordinators in some Trusts 

¶ Customer service was poor ¶ Customer Service training was refreshed for all 
frontline staff 

¶ There was a lack of communication 
during my bereavement experience 

¶ Bereavement Midwives now in place in Trusts to 
ensure women are supported 

The LMS is continually collaborating with Provider Trusts to seek opportunities to ensure women are 
able to share their experiences and concerns on maternity services and that the information is fed 
into the commissioning process and /or used to improve local services.  Examples of this are: 

¶ Provider Trusts undertake the maternity safety thermometer on a monthly basis to seek 
ŦŜŜŘōŀŎƪ ŦǊƻƳ ǿƻƳŜƴΦ  vǳŜǎǘƛƻƴǎ ƘŀǾŜ ōŜŜƴ ŀŘŘŜŘ ǘƻ ǘƘƛǎ ǎǳǊǾŜȅ ǘƻ ǎŜŜƪ ǿƻƳŜƴΩǎ ǾƛŜǿǎ ƻƴ 
the choice of delivery offered and views on personalised care plans. 

¶ We provide details of the MVP on their complaints forms, so that women have the opportunity 
to feed back their views in a constructive way and contribute to improving maternity services 

¶ Friends and Family tests provide feedback on services and this information is regularly used to 
identify issues and actioned to improve services. 
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Fifteen steps challenge 

¢ƘŜ мр {ǘŜǇǎ /ƘŀƭƭŜƴƎŜ ŦƻŎǳǎŜǎ ƻƴ ǎŜŜƛƴƎ ŎŀǊŜ ǘƘǊƻǳƎƘ ŀ ǇŀǘƛŜƴǘ ƻǊ ŎŀǊŜǊΩǎ ŜȅŜǎΣ ŀƴŘ ŜȄǇƭƻǊƛƴƎ ǘƘŜƛǊ 
ŦƛǊǎǘ ƛƳǇǊŜǎǎƛƻƴǎΦ  ¢ƘŜ ƻǳǘŎƻƳŜ ƻŦ ǘƘŜ άǿŀƭƪŀǊƻǳƴŘέ ōȅ ǿƻƳŜƴ ƛƴŦƻǊƳǎ ŀƴȅ ǊŜƭŜǾŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘ 
actions at a ward/service and organisational level.  This exercise has been carried out in each Trust 
and the information below shows an example of the information gathered and actions implemented 
to improve maternity services. 

Positive feedback  

¶ Staff were Friendly and welcoming in all areas 

¶ Spoke to a dad on delivery suite- he explained that staff motivated him to be involved and 
valued him. He felt included and able to ask questions. He felt the midwives were responsive 
to care 

¶ {ǇƻƪŜ ǘƻ ŀ ƳǳƳ ƻƴ 5ŜƭƛǾŜǊȅ {ǳƛǘŜ ŀƴŘ ǎƘŜ ǎŀƛŘ ǎƘŜ ƘŀŘ Σ ƘŀŘ ŀ ΨƎǊŜŀǘΩ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ƘŀŘ ōŜŜƴ 
given good explanations about her care 

¶ {ǇƻƪŜ ǘƻ ŀƴƻǘƘŜǊ ƭŀŘȅ ƻƴ 5ŜƭƛǾŜǊȅ {ǳƛǘŜ ǿƘƻ ǎŀƛŘ ǘƘŀǘ ƘŜǊ ŎŀǊŜ ƘŀŘ ƛƳǇǊƻǾŜŘ ǎƛƴŎŜ Ωмо ȅŜŀǊǎ 
ŀƎƻΩ 

¶ [ƻǘǎ ƻŦ ƭƛƎƘǘΣ ǿƛƴŘƻǿǎ ƳŀŘŜ ƛǘ ŀƛǊȅΦ ΨCŀƪŜΩ ǿƛƴŘƻǿǎ ǿŜǊŜ ƭƻǾŜƭȅ 

Actions for improvement 

¶ Posters developed for Who is who/ staff on duty for the day as uniforms were not clear 

¶ Improved Day room décor as women reported that atmosphere was unwelcoming  

¶ Provide information on mental health advise and support, as no information was displayed  

¶ Because of the position of the bereavement rooms is the first thing a woman sees when 
walking into the Delivery suite, women could find this distressing, so the signage will be 
changed to be more discreet. 

¶ Quiet music is being played to ensure an issue of confidentially raised, due to previously being 
able to hear all conversations in the office 

Engaging with diverse and seldom heard groups 

¢ƘŜ a±tΩǎ ŀǊŜ ŀŎǘƛǾŜƭȅ ǎŜŜƪƛƴƎ ǘƻ ŜƴƎŀƎŜ ǿƛǘƘ ŘƛǾŜǊǎŜ ƎǊƻǳǇǎ ǿƛǘƘƛƴ ǘƘŜ a±tǎ ŀƴŘ ǎŜŜƪƛƴƎ ƛƴƴƻǾŀǘƛǾŜ 
ways of ensuring good public participation reaches all the local community, particularly those groups 
that traditionally do not participate in service developments, such as migrants, asylum seekers, and 
young teenage girls. Our MVPs are inclusive of all hard to reach groups with specific targeted 
ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƛƴ ǇƭŀŎŜ ŦƻǊ ǘƘƻǎŜ ΨƘŀǊŘŜǊ ǘƻ ǊŜŀŎƘΩ ƎǊƻǳǇǎΦ  

Through a Public Health led project using a community inclusion approach to engage, and 
communicate with women and their families, we have upskilled local women (who use maternity and 
local public health services) to capture the thoughts and experiences of other women regarding the 
choices of birth they have been offered, and to identify how they feel about the development of their 
personalised care plan for the pregnancy and delivery of their baby, local women are trained as local 
ǊŜǎŜŀǊŎƘŜǊǎ ǘƻ ǎǳǇǇƻǊǘ [a{Ωǎ ΨaŀǘŜǊƴƛǘȅ ±ƻƛŎŜǎ tŀǊǘƴŜǊǎƘƛǇΩΦ ¢ƘŜ ŜȄǇŜŎǘŀǘƛƻƴ ƛǎ ǘƘŀǘ ǘƘŜǎŜ ǿƻƳŜƴ ǿƛƭƭ 
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in turn develop creative approaches to engage with other women, particularly those who currently do 
not engage with services, to promote more inclusive ways of working.  

Other examples of projects which the LMS have commissioned in collaboration with public health are: 

¶ Pre-conception advice ς this project targets women preparing for pregnancy or at the start of 
a potential pregnancy, to offer advice and support and direct women to self-help resources to 
begin a healthy pregnancy journey.   In addition, the project has resulted in a better 
understanding about how parents wish to be given pre-conceptual information and how it 
should be best delivered. 

¶ Parenting app ς an evidence-based parenting resource for families which supports strength 
based parenting tool to help prevent neglect. The tool provides parents with examples of 
when parenting would be the absolute best example on a sliding scale to the absolute worst 
neglectful parenting.  Public health messages are included such as safe sleeping techniques, 
appropriate clothing, wearing of seat belts, nutritional advice, advice not to smoke and the 
tool is based on four measures including development, physical, safety and emotional  

¶ Preparing for pregnancy ς a pharmacy based campaign to promote the message of 
preparation pre-pregnancy by linking prospective parents to the Tommy's preconception app 
when they buy their pregnancy testing kit. Healthy Living Pharmacy (HLP) champions were 
recruited across the Black Country to market the app, produce publicity posters and consider 
evaluation methodology, by targeting those people enquiring and purchasing items such as 
vitamins, pregnancy test, folic acid etc. 

¶ Early Stork ς This is an education and primary prevention project to raise awareness and 
understand how to minimise risks associated with infant mortality with Year 11 and 12 school 
students.  This was well received by students in Wolverhampton in 2019 and will be rolled out 
across the Black Country, with improvements made from student feedback. 

Social media 

The LMS regularly posts on its Twitter account to share information about local maternity and 
neonatal services.  The information tweeted involves relevant calendar events to promote 
engagement, but also educational information which could be helpful to staff and women and their 
families; as well as good news stories of successful transformation of services across the LMS. 

Our vision for maternity and neonatal services in the Black Country 
and West Birmingham 

In March 2017 clinicians from across the Black Country and West Birmingham came together to agree 
a shared vision for the future provision of maternity services for the people of Dudley, Sandwell & 
West Birmingham, Walsall and Wolverhampton.  

¢ƘŜ ŀƳōƛǘƛƻǳǎ Ǿƛǎƛƻƴ ǎŜǘ ōȅ ƻǳǊ ŎƭƛƴƛŎŀƭ ƭŜŀŘŜǊǎ ƛǎ ǘƘŀǘ άǘƘǊƻǳƎƘ ŎƻƭƭŀōƻǊŀǘƛƻƴΣ ǿŜ ǿƛƭƭ ŘŜƭƛǾŜǊ ŀ ƘƛƎƘ 
quality maternity service across the Black Country and West Birmingham that is shaped by the voice of 
our women.  Our maternity services will be safe, personalised and responsive to ensure every woman 
ŀƴŘ ōŀōȅ ǊŜŎŜƛǾŜǎ ǘƘŜ ōŜǎǘ ǇƻǎǎƛōƭŜ ŎŀǊŜέΦ 
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Maternity services in the Black Country and West Birmingham face significant challenges. The LMS 
serves a population that is diverse, in many areas facing high levels of deprivation and poor health and 
with a growing demand for maternity services. Some of our current services already face capacity 
pressures and are operating limits on choice of location to help manage these. There is lots of work to 
do to ensure that our services respond to the challenge set out nationally in Better Births to become 
more personalised and more responsive 

Population level data 

The Black Country and West Birmingham has a 1.5 million population with an estimated 46% living in 
the most deprived areas of England.12  

Our population has significant poor health with higher than most England averages for a range of 
health issues including infant and premature mortality, smoking in pregnancy, obesity and diabetes.   

There are a range of contributing factors including high levels of deprivation and teenage conceptions, 
compounded by variable engagement and uptake of health and public health initiatives to improve 
outcomes for our population: 

¶ The Depression rate is 7.4% which is higher than the England average of 7.3% and is recorded 
at 8.6% in Dudley (Black Country Sustainability and Transformation Plan 2016 to 2021 ς see 
hyperlink above). 

¶ The Infant Mortality  rate is much higher in the Black Country and West Birmingham compared 
to the England rate of 4.0 deaths per 1,000 (Walsall is 6.8, Sandwell & West Birmingham is 6.9, 
and Wolverhampton is 6.8). 

¶ The Smoking in Pregnancy rate across the Black Country and West Birmingham (linked to 
infant mortality) is similar to the England average (11.1%) but Wolverhampton has a rate of 
16.2%.  We know that teenage mothers are more likely to smoke and are less likely to 
breastfeed which means their babies are less likely to receive the nutrition this approach 
provides.  

¶ Diabetes prevalence is much higher in the Black Country and West Birmingham compared to 
the rest of England, with Sandwell and West Birmingham reaching over 9% (England 6.4%). The 
percentage of physically inactive adults is 32.6% (England 27.7%).  

¶ The Premature Mortality rate for Respiratory Disease in the Black Country and West 
Birmingham is higher than the England average rate of 28.1 per 100,000 (Sandwell & West 
Birmingham has a rate of 38.1 and Wolverhampton has a rate of 40.9). The estimated smoking 
prevalence level in the Black Country and West Birmingham (20.3%) is higher than the rest of 
England figure (18.4%). Walsall and Wolverhampton rates are 21.5% and 20.7%, respectively.  

These factors contribute towards some of the poorest maternal, infant and child outcomes nationally.  
Our current maternity configuration is as follows: 

 

 
12 http://www.dudleyccg.nhs.uk/wp-content/uploads/2016/11/Black-Country-STP-Full-Plan.pdf 
 

http://www.dudleyccg.nhs.uk/wp-content/uploads/2016/11/Black-Country-STP-Full-Plan.pdf
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 RWT DGFT WHC SWBH (current 
prior toMMH) 

Maternity Antenatal and Day 
Assessment Unit (DAU) 

Yes Yes Yes Yes 

Foetal Medicine Unit (FAU) Yes No Yes Yes 

Maternity Triage (MTU) 

¶ Number of consulting rooms 

¶ Number of inpatient beds 

¶ Birth pool 

Yes 
2 
6 
1 

Yes 
3 
4 
0 

Yes 
2 
3 
0 

Yes 
6 

N/A 
N/A 

Maternity Induction unit (MIU) 

¶ Inpatient beds offering 
aromatherapy   

Yes 
10 

No Yes 
4 

No 

Yes 
4 and ward beds 
All ς as requested 
pending suitability 

Central Delivery Suite (CDS)  

¶ Number of births (CDS) 

¶ Delivery Rooms  

¶ Birth Pool Room 

Yes 
4,079 

10 
1 

Yes 
3,887 

13 
0 

Yes 
4,200 capped 

9 
1 

Yes 
4,300 

12 
1 

Enhanced Care Units (EMU) 2 2 1 2 

Bereavement Suites 2 0 2 2 

Maternity Theatre 2 2 1 plus emergency 
room (Elective CS 
- main theatre) 

2 

Alongside Midwifery Led Unit (AMU) 

¶ Low risk birth unit 

¶ Birth suites 

¶ Pools 

¶ Variotrak facilities this should not 
be included if it is demonstrating 
pool evacuation 

¶ Aromatherapy and reflexology 

 
1,000 births 

5 
3 
2 

Yes 

 
608 births 

3 
1 
2 

No 

Freestanding 
Midwifery Unit 

with 3 birth 
rooms each with 

a pool.  
Complementary 
services available 

 
1,500 births 
5 (AMU) &  
3 (FMU) 

5 & 3 
No 
Yes 

Maternity Ward with ante natal and 
post-natal facilities 

34 beds 23 25 beds across 
2 wards 

42 beds 
(2 wards) 

Community Midwifery Teams 6 teams 5 teams 4 teams 4 teams 

Neonatal Unit NICU ς 26 cots LNU ς 18 cots LNU ς 15 cots LNU ς 29 cots 

¶ Intensive Care (IC) facilities  

¶ High Dependency (HD) facilities 

¶ Special Care (SC) facilities 

7IC 
7HD 
12C 

2IC 
2HD 
12C 

1IC 
2HD 
11C 

5IC 
5HD 
19SC 

Transitional Care Ward (TC) 

¶ Number of cots 

¶ Maternal beds 

13 
13 

Included in 
AN/PN facilities 

4 
4 

6 + 
6 + 

 

Obstetric led antenatal clinics Cannock 
Chase Hospital 

10 sessions 
Russells Hall 

Manor Hospital City Hospital 

Midwifery led clinics Cannock 
Chase Hospital 

3 sessions 
Russells Hall 

Hospital 

Manor Hospital 
and community 

based 

City Hospital, 
Sandwell Hospital, 

Community settings 

Scanning facilities Cannock 
Chase Hospital 

Russells Hall 
Hospital 

Manor Hospital City Hospital, 
Sandwell Hospital, 

Community 
Settings 
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Black Country and West Birmingham maternity service overview 

The Office for National Statistics (ONS) calculate birth projections by taking subnational (female) 
population projections and applying the latest available age specific fertility rates (births per 1,000 
women at each year of age). The standard central projections suggest only limited levels of growth in 
births across the Black Country over the next 15 years. 

A9.2 Birth Projection 

 

Source: 2015 based subnational population projections (components of growth) - ONS 

Figure 18 

Lƴ ǘƘƛǎ ƳƻŘŜƭ ǿŜ ǳǎŜŘ ŀ ǎƭƛƎƘǘƭȅ ǊŜŦƛƴŜŘ ƳŜǘƘƻŘƻƭƻƎȅ ǘƻ ŀŎŎƻǳƴǘ ŦƻǊ ǇǊƻƧŜŎǘŜŘ ǘǊŜƴŘǎ ƛƴ ŦŜǊǘƛƭƛǘȅ ǊŀǘŜǎ 
ōȅ ŀƎŜΦ  ²Ŝ ŀǇǇƭƛŜŘ ǇǊƻƧŜŎǘŜŘ ŀƎŜ ǎǇŜŎƛŦƛŎ ŦŜǊǘƛƭƛǘȅ ǊŀǘŜǎ ǘƻ ŀƎŜ ǎǇŜŎƛŦƛŎ ƭƻŎŀƭ ǇƻǇǳƭŀǘƛƻƴ ǇǊƻƧŜŎǘƛƻƴǎ ǘƻ 
ŜǎǘƛƳŀǘŜ ōƛǊǘƘǎ ōȅ [! ŀǳǘƘƻǊƛǘȅ ŀǊŜŀ ŀƴŘ ŦǊƻƳ ǘƘƛǎ ŎŀƭŎǳƭŀǘŜ ŀƎŜ ǎǇŜŎƛŦƛŎ ƳǳƭǘƛǇƭƛŜǊǎ ǘƻ ŀǇǇƭȅ ǘƻ ǘƘŜ 
ōŀǎŜƭƛƴŜ ŘŀǘŀΦ 

LƭƭǳǎǘǊŀǘƛƻƴ !фΦо ǎƘƻǿǎ ƛƴ ǇŜǊŎŜƴǘŀƎŜ ŎƘŀƴƎŜ ǘŜǊƳǎ ǿƘŜǊŜ ǘƘŜ ƎǊƻǿǘƘ ƛǎ ŜȄǇŜŎǘŜŘΦ !ŎŎƻǳƴǘƛƴƎ ŦƻǊ 
ŘƛŦŦŜǊŜƴŎŜǎ ƛƴ ŀƎŜ ǎǇŜŎƛŦƛŎ ƎǊƻǿǘƘ ƛǎ ƛƳǇƻǊǘŀƴǘ ŀǎ ƎǊƻǿǘƘ ƛƴ ǘƘŜ ƴǳƳōŜǊ ƻŦ ƻƭŘŜǊ ǿƻƳŜƴ ǿƛƭƭ ǊŜǎǳƭǘ ƛƴ 
ƳƻǊŜ ōƛǊǘƘǎ ǘƻ ǘƘŜǎŜ ǿƻƳŜƴΦ DƛǾŜƴ ǘƘŜ ŎƻǊǊŜƭŀǘƛƻƴ ōŜǘǿŜŜƴ ǎƻƳŜ ŎƻƳǇƭƛŎŀǘƛƻƴǎ ŀƴŘ ŎƻƳƻǊōƛŘƛǘƛŜǎ 
ŀƴŘ ŀƎŜ ƻŦ ƳƻǘƘŜǊ ŀƴ ƛƴŎǊŜŀǎŜ ƛƴ ƻƭŘŜǊ ƳƻǘƘŜǊǎ ŀǎ ǎǳƎƎŜǎǘŜŘ ōȅ ǘƘŜ ŦƻǊŜŎŀǎǘǎ ǿƛƭƭ ǊŜǎǳƭǘ ƛƴ ŀ ƘƛƎƘŜǊ 
ƴǳƳōŜǊ ƻŦ ƳƻǊŜ ŎƻƳǇƭŜȄ ōƛǊǘƘǎΦ ¢ƘŜ ŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ŀƎŜ ǎǇŜŎƛŦƛŎ ƎǊƻǿǘƘ ŦŀŎǘƻǊǎ ǿƛǘƘƛƴ ǘƘŜ ƳƻŘŜƭ 
ŜƴǎǳǊŜǎ ǘƘŀǘ ǘƘƛǎ ŜŦŦŜŎǘ ƛǎ ŀŎŎƻǳƴǘŜŘ ŦƻǊ ƛƴ ǘƘŜ ƳƻŘŜƭΦ 

 

 

 

 

 



 

 

   STRATEGIC PLAN 2019-2024 | 106 

 

A9.3 Age-Specific Female Population Changes 

 

Figure 19 

The 18/19 activity profile supports the birth projection overview undertaken as the baseline activity 
for LMS initial submission.  

2018/19 DGFT SWBH WHC RWT TOTALS 

Bookings 
Source: https://digital.nhs.uk/data-and-
information/publications/statistical/maternity-
services-monthly-statistics  

5,300 10,080 4,590 4,590 24,560 

Births 
Source: https://digital.nhs.uk/data-and-
information/publications/statistical/maternity-
services-monthly-statistics  

4,215 5,295 3,360 4,885 17,755 

Obstetric Unit Yes Yes Yes Yes 4 out of 4 

Alongside Midwifery Unit Yes Yes No Yes 3 out of 4 

Standalone Midwifery Unit No No No (plan to 
reopen Jan 
2020) 

No 1 out of 4 

Neonatal Unit Level LNU LNU LNU NICU 
 

CQC Rating  Requires 
Improvement 

Good Good Good Ratings as 
at Oct 19 

MBRRACE Rating by CCG AMBER RED AMBER RED Ratings as 
Oct 19 

https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/maternity-services-monthly-statistics
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How we will deliver our LTP commitments 

The Black Country and West Birmingham has established the LMS in order to manage transformation 
for maternity and neonatal services. Our plans, informed by the LTP, are framed around the triple aim 
objectives. 

Each workstream has adopted clear deliverables, pertinent to the outcomes expected of the LMS and 
LTP deliverables. The workstreams are clinically led and managerially supported and organised 
through a robust PMO arrangement feeding into the governance of STP arrangements. There is overall 
strategic leadership provided by the CEO of Sandwell and West Birmingham NHS Trust and the SRO 
role is undertaken by the current Chief Nurse of the STP. The BCLMS membership includes all 
providers involved in the delivery of maternity and neonatal care, relevant senior clinicians, 
commissioners, operational managers, lay members and primary care representatives working across 
Walsall, Wolverhampton, Dudley and Sandwell and West Birmingham. 

The diagram below demonstrates the reporting and governance arrangements more fully: 
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Metrics 

LTP maternal and neonatal trajectories 

EQ1 Still Birth Rate 

2
0

1
6
/1

7 

2
0

1
7
/1

8 

2
0

1
8
/1

9 

2
0

1
9
/2

0 

2
0

2
0
/2

1 

2
0

2
1
/2

2 

2
0

2
2
/2

3 

2
0

2
3
/2

4 

2
0

2
4
/2

5 

Baseline                 

Numerator The number of 
stillbirths during 
a calendar year 

82     65 60 55 50 45 41 

Denominator The number of 
live births and 
stillbirths 
occurring during 
a calendar year. 

  18,791   18,829   18,098   17,888    17,681    17,476   17,247    17,074    16,876  

Rate Rate per 1,000 
live births and 
still births 

4.4     3.6 3.4 3.1 2.9 2.6 2.4 

EQ2 Neonatal 
Mortality Rate 

2
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1
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5 

Baseline                 

Numerator The number of 
neonatal deaths 
during a calendar 
year.  

49     37 33 29 26 25 24 

Denominator The number of 
live births and 
stillbirths 
occurring during 
a calendar year. 

  18,709   18,829   18,098   17,888    17,681    17,476   17,247    17,074    16,876  

Rate Rate per 1,000 
live births and 
still births 

2.6     2.1 1.9 1.7 1.5 1.5 1.4 

EQ3 Percentage of 
women placed 
on a continuity 
of care pathway 

2
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    Baseline             

Numerator Number of 
women who 
reach 29 weeks 
gestation in 
March, who are 
marked as being 

    302       478         644         736     1,103      1,471      1,838  
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on a continuity 
of carer 
pathway, and 
have a named 
lead midwife and 
team as part of 
their maternity 
care plan.  

Denominator Number of 
women who 
reach 29 weeks 
gestation in 
March.  

       1,838     1,838      1,838      1,838     1,838      1,838      1,838  

Rate %     16.43% 26.01% 35.04% 40.04% 60.01% 80.03% 100.0% 

EQ4 Brain Injury 
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  Baseline               

Numerator The annual 
number of 
infants who 
received at least 
one episode of 
care within a 
neonatal unit in 
England with a 
brain injury 
occurring during 
or soon after 
birth, without 
exclusions 

  129   90 85 79 70 64 60 

Denominator Annual number 
of live births in 
England  

   18,655   17,924   17,714    17,507    17,302   17,100    16,900    16,702  

Rate Rate per 1,000 
live births  

  6.92   5.0 4.8 4.5 4.0 3.7 3.6 

  Smoking at Time 
of Birth 
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  The annual 
percentage of 
women smoking 
at time of birth  

  11.70%   10% 8% 6% 6% 6% 6% 

Numerator The annual 
number of 
women smoking 
at time of birth  

     2,183       1,771      1,401      1,038     1,026      1,014      1,002  

Denominator Annual number 
of live births in 
Black Country 

   18,655   17,924   17,714    17,507    17,302   17,100    16,900    16,702  
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and West 
Birmingham STP 

Rate Rate per 1,000 
live births  

     117.0       100.0        80.0        60.0       60.0        60.0        60.0  

  Premature 
Births 
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Numerator The annual 
number of 
deliveries under 
37 weeks  

       1,511     1,683      1,576      1,471     1,368      1,183      1,002  

  Percentage of 
births under 37 
weeks 

    10% 9.50% 9% 8.50% 8% 7% 6% 

Denominator Annual number 
of live births in 
Black Country 
and West 
Birmingham STP 

     17,924   17,714    17,507    17,302   17,100    16,900    16,702  

Rate Rate per 1,000 
live births  

         84.3       95.0        90.0        85.0       80.0        70.0        60.0  

  Maternal Deaths 
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Numerator The annual 
number of 
maternal deaths 

     4 1 0 0 0 0 0 

Denominator Annual number 
of maternities  

    18,528   17,808   17,602    17,398    17,196   16,971    16,801    16,606  

Rate Rate per 1,000 
maternities  

  - 22.46 5.68 - - - - - 

  Choice 
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Numerator Number of 
maternities 
offered choice 3 
places of birth  

       7,123     8,801    12,179    15,476   15,274    15,121    14,945  

Denominator The annual 
number of 
maternities 

  18,410   18,528   17,808   17,602    17,398    17,196   16,971    16,801    16,606  

Rate Rate per 100 
maternities (%) 

    40% 50% 70% 90% 90% 90% 90% 

  Personalised 
Care 
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Numerator Number of 
maternities with 

       10,561    13,918    17,196   16,971    16,801    16,606  
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a personalised 
care plan  

Denominator The annual 
number of 
maternities 

  18,410   18,528   17,808   17,602    17,398    17,196   16,971    16,801    16,606  

Rate Rate per 100 
maternities (%) 

      60% 80% 100% 100% 100% 100% 

  Number of 
Women giving 
birth in a 
midwifery 
setting 
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Numerator Number of 
maternities 
birthing in a 
midwifery 
setting  

       2,226     2,640      3,828      5,159     5,091      5,040      4,982  

Denominator The annual 
number of 
maternities 

  18,410   18,528   17,808   17,602    17,398    17,196   16,971    16,801    16,606  

Rate Rate per 100 
maternities (%) 

    12.50% 15% 22% 30% 30% 30% 30% 

How the LMS intends to build on implementation of Better Births up 
to 2021 

The national vision for maternity services set out in Better Births is fully supported by the LMS.  
Working through the four boroughs we are planning to develop a model for community hubs that 
support women with effective ante-natal care, improve maternity pathways, support greater choice 
and personalisation including a wider range of options for women; having clear midwifery-led 
pathways in each borough for women for whom this is the best choice and supporting women who 
chose a home birth. Decisions about ǿƘŜǊŜ ǘƻ ƎƛǾŜ ōƛǊǘƘ ǿƛƭƭ ōŜ ōŀǎŜŘ ƻƴ ǿƻƳŜƴΩǎ ŎƘƻƛŎŜ ŀǎ 
pregnancy progresses and risks change.  

Digital 

¢ƘǊŜŜ ƻŦ ƻǳǊ ŦƻǳǊ ƳŀǘŜǊƴƛǘȅ ǳƴƛǘǎ ǳǘƛƭƛǎŜ Ψ.ŀŘƎŜǊ ƴŜǘΩ ǎȅǎǘŜƳ ŀǎ ǘƘŜ t!{ ŀǊǊŀƴƎŜƳŜƴǘ ŦƻǊ ƳŀǘŜǊƴƛǘȅ 
care in the LMS. In order to implement an effective continuity of care model, promote choice and 
personalisation the LMS is implementing and championing an electronic Shared Care Record across 
the LMS.  This is a significant and innovative solution which will enable true personalised care across a 
wider maternity footprint. A go-live for this arrangement is planned for January 2020. 

Lƴ ŀŘŘƛǘƛƻƴ ǘƻ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ƻƴŜ ǎƘŀǊŜŘ ǊŜŎƻǊŘ ǘƘŜ [a{ Ƙŀǎ ŀƭǊŜŀŘȅ ƛƳǇƭŜƳŜƴǘŜŘ ŀ ΨǿƻƳŜƴΩǎ 
ŀǇǇΩ ŦƻǊ ŘƛǊŜŎǘ ŀŎŎŜǎǎ ǘƻ ƳŀǘŜǊƴƛǘȅ ǊŜŎƻǊŘǎΣ ǘƘŜ Ǝƻ ƭƛǾŜ ǿŀǎ ŀŎƘƛŜǾŜŘ ƭŀǎǘ ȅŜŀǊ ŀƴŘ Ƙas resulted in full 
utilisation of the record and overwhelming approval by the women and clinicians using it.  
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Saving Babies Lives v2 

The LMS during 18/19 fully implemented Saving Babies Lives care bundle V1. Following on from this 
success the LMS completed a gap analysis to identify areas required to fulfil implementation of the 
Saving Babies Lives Care Bundle version 2. The gap analysis was broken down by each maternity unit 
against each of the key elements.  

Focus of delivery now rests with those areas identified as gaps in delivery across the LMS and focus 
on: 

Element 1  
¶ Purchase CO monitors to enable all areas to capture CO readings at all touchpoints. 

¶ Provision of a smoking cessation service  

Element 2  
¶ Champions identified to undertake the Babylifeline Saving Babies Lives session. 

¶ Purchase of portable USS machines. 

¶ Purchase CTG machine capable of monitoring Twin pregnancy if reduced fetal 
movement reported.  

¶ Additional PA for Obstetrician to lead on implementation of element 2 - Fetal Growth 
restriction including 3rd and 10th centiles 

¶ Dissemination of CTG masterclasses. Purchase 300 Training packages RCOG Fetal 
Growth Restriction. 

Element 3  
¶ Develop communication strategy to raise awareness of RFM.  

¶ Purchase x3 examination couches for family centres to enable sonography to complete 
scans in the community  

¶ Training for 2 x 3rd trimester scanning courses 

¶ Production of Womens App 

¶ Introduction of revised pathways, including clinical triage for RFM management.  

¶ To increase scan capacity by having increased scan sessions -pilot scheme to fund 
sonography time 

Element 4  
¶ Appointment of FML midwife  

¶ Develop education package for clinicians to ensure effective CTG monitoring across the 
LMS.  

¶ Purchase sonicaid machines.  

¶ Training masterclass for designated consultant re: CTG training. 

¶ Appointment of a fetal monitoring lead midwife. 

¶ Upgrade 9 machines for computerised CTG.  

¶ Purchase maternal pulse monitors.  

Element 5  
¶ Purchase of FFN Machine - The Perilynx system (a quantitative test for fetal fibronectin) 

¶ Training for Sonographers on uterine artery doppler measurements. 

¶ Purchase and utilise a FFN Machine - a quantitative test for fetal fibronectin, for fetal 
monitoring 

Neonatal critical care 

LMS has agreed a series of workstreams to support the national recommendations (info still awaited). 
A Clinical lead and workstream lead have been identified and the priorities agreed for the system are: 

¶ Development of a High risk pregnancy strategy 

¶ Review of Pre-term clinic arrangements  

¶ Neo natal outreach advice/pathways  

¶ Development of a <27 week pathway 
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¶ Agreed policy for the LMS for administration of magnesium sulphate 

¶ Consideration of a Respiratory physiotherapy arrangement 

Targeted and enhanced continuity of care 

In March 2019, the LMS achieved 16.4% of the 20% trajectory.  The LMS is working towards 
achievement of the 35% trajectory with a real focus on targeted and enhanced CoC pathways for 
delivery.  To date pathways already receiving CoC include:   

¶ Low risk care Continuity of Care pathway 

¶ Elective/planned caesarean section Continuity of Care pathway 

¶ Young Parents Continuity of Care pathway 

¶ Vulnerable women Continuity of Care pathway e.g.: WREN (Women Requiring Extra Nuturing)  

¶ Midwife led care Continuity of Care pathway 

¶ Diabetic Women Continuity of Care pathway 

¶ Multiple Pregnancy Continuity of Care pathway 

Trust % achieved by 
March 2019 

% proposed to achieve by March 
2020 

Sandwell and West Birmingham Hospitals NHS Trust 15.3% 25% 

Dudley Group of Hospitals NHS Foundation Trust 29.3% 33% 

Royal Wolverhampton NHS Trust 12.3% 22.8% 

Walsall Healthcare Trust 12.8% 24% 

Total 16.4% 25.5% 

¶ The revised trajectory is now set at 25.5%, this is a shortfall of 9.5% of the expected trajectory 
of 35% set by NHSE. 

¶ Further understanding of the expectations of the trajectory, specifically with regards 
application of Hybrid models is awaited.  

Perinatal mental health 

We have developed an STP wide service specification which meets NICE and Royal College Guidance. 
Wolverhampton has been selected to commission and develop the new service with transformational 
funding. We have developed a Perinatal Mental Health Alliance Programme Board and Clinical 
wŜŦŜǊŜƴŎŜ DǊƻǳǇ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ aŀǘŜǊƴƛǘȅ ŀƴŘ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ ŀƴŘ ǿƛǘƘ ŎƭƻǎŜ ŀƭƛƎƴƳŜƴǘ ǿƛǘƘ 
our BC&WB LMS governance structures.  

Additional investment plans have been submitted to expand our team accordingly with additional 
psychology, social work and occupational therapy posts. We are working with Primary Care and 
Secondary Care colleagues to ensure performance against access targets and trajectories (at least 5 % 
prevalent population).  

By 2023/24: 

¶ Meet currently unmet need and areas of low referral 
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¶ LƳǇǊƻǾŜ ŎƻƴƴŜŎǘƛǾƛǘȅ ŀŎǊƻǎǎ ŎƘƛƭŘǊŜƴΩǎ ŀƴŘ ƳŀǘŜǊƴƛǘȅ ŀƭŎƻƘƻƭ ŀƴŘ ǎǳōǎǘŀƴŎŜ ƳƛǎǳǎŜ ŀƴŘ 
mental health services  

¶ Focus on high risk mothers who are complex e.g. asylum seekers, victims of trauma, dual 
diagnosis, victims of trafficking etc. of which we appear to have high numbers across the STP.  

¶ Achieve NCAT level 4 

¶ Work closely with HEE and the EAG to improve access to Family Intervention Training CBT-P 
and support delivery of best practice. 

Maternal medicines network 

Within the LMS, only Royal Wolverhampton NHS Trust met the criteria to become a maternal 
medicines network and is awaiting an outcome of decision.  The LMS will support establishment of the 
network if the application is approved. 

Maternal smoking 

The table below demonstrates the percentage of women known to be smokers at the time of delivery 
for Quarter 1 (April ς June 2019) to be 13.70% for the Black Country and West Birmingham. There is a 
significant challenge to meet the trajectory for smoking cessation, with a significant focus on this 
element being provided by the LMS.  

Quarter 1 ς April to June 2019  
 

Women known to be smokers 
at time of delivery 

Women known 
to be non- 
smokers at time 
of delivery 

Women whose 
smoking status 
was not known 
at time of 
delivery 

Commissioning region, 
STP and CCG 

Number of 
maternities 

Number % 95% Number % Number % 

Confidence 
interval 

ENGLAND 145,876 14,941 10.40% 10.3 - 10.6% 128,038 89.60% 2,897 2% 

The Black Country and 
West Birmingham 

4,219 562 13.70% 12.7 - 14.8% 3,548 86.30% 109 2.60% 

NHS Dudley CCG 817 93 11.60% 9.6 - 14.0% 709 88.40% 15 1.80% 

NHS Sandwell and West 
Birmingham CCG 

1,788 208 12.20% 10.7 - 13.8% 1,497 87.80% 83 4.60% 

NHS Walsall CCG 828 131 16% 13.7 - 18.7% 686 84% 11 1.30% 

NHS Wolverhampton 
CCG 

786 130 16.50% 14.1 - 19.3% 656 83.50% 0 0 
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The plans to achieve the target of reduction in smoking at the time of delivery (SATOD) to 6% by 2022 
include: 

Smoking 
Champions 

¶ The project aims to provide a halo around pregnant women to discuss the links 
between smoking and infant mortality and signpost to smoking cessation support 

¶ Smoking Champion attended the Walsall Works Expo Event - 80 exhibitors and 1100 
job seekers in attendance, this presented a sound opportunity for networking and 
engagement. In total 22 people signed up to Stoptober and OneYouWalsall have 
already signposted 9 women to stop smoking appointments. 

¶ Smoking Champion arranged Stoptober launch in collaboration with Walsall Football 
Club at their home fixture against Scunthorpe United on the 21st September 2019. 

Peer Support 
¶ Mentors provide support to pregnant women who smoke, including workplace 

champions targeting partners and family members of pregnant women in routine and 
manual occupations.  

¶ Workplaces across the Black Country are being engaged to establish smoke free leads 
as well as working with jobcentres to provide support to wider families and friends.  
There is a Smoking Cessation Champion lead appointed to this project to ensure its 
success 

Maternity 
Neonatal 

Collaborative 

¶ 5DC¢Ωǎ aŀǘŜǊƴƛǘȅ bŜƻƴŀǘŀƭ /ƻƭƭŀōƻǊŀǘƛǾŜ ǇǊƻƧŜŎǘ όtƘŀǎŜ нύ ŦƻŎǳǎǎŜǎ ƻƴ ǎƳƻƪƛƴƎ 
cessation and they have seen a reduction in maternal smoking and have a team in 
place to focus on further reducing women smoking. 

¶ ²I¢Ωǎ aŀǘŜǊƴƛǘȅ bŜƻƴŀǘal Collaborative project (Phase 3) focus is on smoking 
cessation, so improvements will be made in the coming months and years. 

Smoking 
cessation 
services  

¶ Since introducing the smoking cessation key worker, RWT have seen a sustained 
improvement in smoking rates reducing from 16.8% to 14.6%.   

¶ RWT have now recruited additional staff resource to focus on smoking cessation, to 
further reduce women smoking during pregnancy and at the time of delivery.  

Wider impacts 
¶ The LMS recognises the importance of family education and support to influence 

maternal and wider family support for smoking in pregnancy and have commissioned a 
strategic comms campaign to promote smoking cessation in partners and families to 
protect the woman and baby, this is in line with learning and support from Public 
Health colleagues across the LMS and builds on the work of the healthy pregnancy 
strategy already in place for the LMS. 

Postnatal physiotherapy 

The LMS has developed a Postnatal Improvement plan which addresses postnatal physiotherapy, 
guidance from NHSE is awaited.  The draft plan identifies the ideal pathway will include: 

¶ Women will have continuity of carer through to their transfer to the health visitor service, at a 
ǘƛƳŜΣ ŘŜǇŜƴŘƛƴƎ ƻƴ ƳƻǘƘŜǊ ŀƴŘ ōŀōȅΣ ŦǊƻƳ мл Řŀȅǎ ǘƻ с ǿŜŜƪǎΩ Ǉƻǎǘ-partum. 

¶ Women will be seen in their home at least once and then offered choices of where care can be 
offered. This would include home visits, by appointment, in a post-natal clinic in the GP surgery 
or in a family HUB. 

¶ Women may be seen by other health workers, such as health care support workers, to give 
ongoing infant feeding advice, the perinatal mental health team, GPs in the community, or 
obstetricians and neonatologists in the hospital. 

¶ Women will be offered dietary advice and be advised about exercise, parenting and 
contraception. 
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¶ Midwifes will be able to recognise anxiety, feeling low, or abnormal mood swings and have 
referral pathways in place to referral women for expert help  

¶ Midwives will have skills to listen, and hear, when the birthing experience was traumatic, and 
causing flash back, leading to the need for trained support. 

¶ Maternity services will have trained practitioners in debriefing in place, with timely 
appointments and follow-up. 

¶ A commissioned bereavement support service will be in place, with home visiting and ongoing 
community support, including feedback from post mortem or investigation and continuity of 
name if referral to the national HSIB. The service will also be responsible for the data 
submission to the national MBRRACE system. Funeral support will be offered by the hospital. 

¶ Pelvic or girdle pain referral pathways will be in place for referral of women by all members of 
the MDT.  

¶ Women recognised as having on going pelvic floor problems, due to bladder damage or pelvic 
floor trauma, will have access to trained physiotherapy, or alternative therapists, or referred as 
part of a routine pathway when transferred to the community from the hospital setting  

¶ Neonatal examination and screening will be offered, including oxygen saturation check, NIPE, 
hearing, new born blood spot and immunisation where appropriate.  

There is a need for a commissioner developed service specification in post-natal care to be developed 
with expected standards agreed. This will create a standard and allow the different services to 
understand what is required in terms of training and development, commissioners will be reviewing in 
line with contract negotiations for next financial year. 

The LMS will offer universal services, expected pathways, give self-help support and advice in: 

¶ Post-natal exercises 

¶ Smoking  

¶ Exercise  

¶ Feeding  

¶ Giving practical advice in describing babies changing stool colour  

¶ Recognising health breast feeding babies, wet nappies and regular yellow stools 

¶ Rashes 

¶ Back to back sleeping 

¶ Bedroom temperatures  

¶ Cot death  

Post-natal physiotherapy pathways for pelvic pain, and pelvic and bladder trauma will be established 
with trained personnel. 

A review of the current bereavement offer for each provider is underway to offer a consistent and 
equitable service, as determined in the suggested specification, which would include the 
implementation of the National Bereavement Care Pathway and a continuity model for women in 
their next pregnancy and beyond. This will include a training needs analysis to determine fitness of the 
offer in terms of debriefing with a service established across the LMS. 
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The LMS is working with the local authority and health visiting services and will include this work in 
the Children and Young Peoples work stream of the STP to develop agreed arrangements of where 
and how maternity services integrate into family hubs; and become part of the wider place based 
teams. 

Work to date recognises that the transfer and handover to health visiting may require review or 
documentation strengthening to ensure continuity in the ongoing management of domestic violence, 
safeguarding, managing a vulnerable baby, managing a vulnerable family, supporting feeding, 
parenting and mental health. 

The next steps to implement the postnatal plan include: 

¶ A review of the Bladder care policy relating to care both in labour and in the postnatal period 
has been started by the Heads of Midwifery. 

¶ A review of bereavement services currently offered ς Gap Analysis 

¶ A review of debriefing underway ς Gap Analysis 

¶ A local review of physiotherapy and referral pathways  - LMS wide 

¶ The joint commissioning Committee of the STP are regularly updated to drive through 
improvement of services via the contracting and quality work stream to further review and 
refresh a service specification for 20/21. 

Infant feeding 

Trusts have already recruited Infant Feeding Co-ordinators, to support women during pregnancy and 
in the postnatal period, whilst maintaining and sustaining the UNICEF Baby Friendly Maternity 
standards. Outcomes of this initiative are being monitored through the LMS. 

LMS funding 

The LMS has been allocated a total of £881,000 national transformation monies in 2019/20. A cost 
assignment exercise has been completed with resource allocated against each of the LMS priorities. 
Allocation of monies has been made on a needs allocation basis and evidenced through the 
submission of business case templates from each of the trusts. 

Description of item Total assigned 

Best Start Workstream/Neonatal support £120,000.00 

Saving Babies Lives Implementation £240,000.00 

Continuity of Care - achieve 35% trajectory £240,000.00 

Contingency for Continuity of Care £30,000.00 

Smoking Cessation services £120,000.00 

Postnatal Care services £60,000.00 

MVP - support £20,000.00 

Comms - websites/social media/conference £30,000.00 

Contingency for Shared Care Project £21,000.00 

TOTAL ς LMS Funding for 2019/20 £881,000.00 
Priority assignment table 
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Approximately £570,000 has been committed to date in 2019/20, with plans agreed for the balance. 
Monitoring for the LMS funding allocation has been developed for Trusts to adhere to, thus ensuring 
that the funding is used against the proposals approved. 

Financial model 

The tables below shows 2018/19 antenatal, postnatal and birth commissioning activity figures and 
costings for the Black Country and West Birmingham LMS against Trusts and CCGs. 
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Workforce model  

¢ƘŜ ƳŀǘŜǊƴƛǘȅ ǿƻǊƪŦƻǊŎŜ Řŀǘŀ ƛŘŜƴǘƛŦƛŜǎ ǘƘŀǘ ǘƘŜ [a{ǎΩ ƻǾŜǊŀƭƭ ǾŀŎŀƴŎȅ ǊŀǘŜ ŦƻǊ aŀǘŜǊƴƛǘȅ {ŜǊǾƛŎŜǎ 
including medics is 6.8%, with our overall vacancy rate for Nursing and Midwifery Maternity services 
(including Community) at 7.6%. The LMS currently has a 7.1% vacancy gap for midwives across the 
Black Country, with planned increase of 20 FTE posts in plan. 

The LMS is working with local HEIs, LWAB and HEE to ensure our student places and university 
commissions are increased and the LMS will be sharing the excellent local trust level work re: 
workforce across the area. This work includes the development of new roles and the establishment of 
clinical fellows, which has seen specific positive outcomes for one local trust with regards 
improvement in workforce numbers.  

Three out of four Trusts within the LMS have recently completed Birth-rate plus, with the fourth 
¢ǊǳǎǘΩǎ ƛƴ ǇǊƻƎǊŜǎǎΦ ¢ƘŜ ŀƴŀƭȅsis of this data will support workforce planning arrangements going 
forwards.  

To date the workforce planning arrangements in place by the trusts support the current 
reconfiguration of services, supporting LMS delivery, specifically achievement of Continuity of Care 
trajectories. The LMS will be working with HEE colleagues to re-model workforce data post Birth-rate 
plus analysis of all trusts.  

Payment system 

Personalised care is instrumental in the transforming of maternity services and the LMS will ensure 
that the six elements of personalised care are incorporated into all of our services. 

The LMS continues to review the national requirements with regards personal payment system 
arrangements. 
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Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Maternity and neonatal 

Reduced rates of still 
birth, neonatal death, 
maternal death and brain 
injury during birth by 20% 

Fully implemented the 
{ŀǾƛƴƎ .ŀōƛŜǎΩ [ƛǾŜǎ 
bundle 

35% of women booked 
onto continuity of care 
pathway 

All providers have agreed 
a postnatal improvement 
plan 

LMS has a credible plan 
for how financial 
allocation will be spent 
and on track to spend it 

All women have a personalised 
care plan 

More women are able to give 
birth in midwifery settings 

All learning from incidents is 
shared through their LMS by 
services 

All services engaged in the 
development and 
implementation of the NHS 
Improvement Maternity and 
Neonatal quality improvement 
programme 

All women are able to make 
choices about their maternity 
care, during pregnancy birth 
and postnatally 

LMS is engaged with 
Operational Delivery Networks 
to deliver safe and sustainable 
models of care across England 
by March 2021 

The LMS has sufficient core 
staffing, and clear governance 
and reporting processes 

  (2025) 50% reduction in 
stillbirth, neonatal 
death, maternal death 
and brain injury during 
birth  

Maternal Medicines 
Networks operational 
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2.3.1.3 Learning disabilities and autism 

ΨChildren, young people and adults with a learning disability, autism or both, with 
the most complex needs, have the same rights to live fulfilling livesΦΩ 

Learning disabilities and autism triple aim opportunities 

Better health:  

The TCP programme will result in people with learning disabilities and/or autism seen as citizens with 
rights, who should expect to lead active lives in the community and live in their own homes just as 
other citizens. It will ensure that the best support services in the community are available to avoid 
crisis and increase self-care, improving bed utilisation and building greater community resilience and 
incentivising interventions. 

Better care:  

Delivering the TCP programme will improve the quality of life for people with a learning disability 
and/or autism and the enhanced community capacity will allow them to receive care whilst living 
where they usually reside and remain part of their local community. The right specialist community 
services will be in place to allow service users to benefit from maintaining links with their local support 
network and family. 

Better value:  

The reduced reliance on bed-based care, reduced A&E attendances, less inpatient admissions and 
fewer delayed discharges of care will release costs. Added to this, by determining the level of 
specialist services that can be sustained within the Black Country, expensive out of area placements 
can be reduced. Furthermore, joint commissioning capability will enable strategic commissioning for 
the relatively small numbers of people whose care packages can be very expensive and difficult to 
procure and monitor, and at sufficient scale to manage the risk. 

Our engagement around learning disability and autism services 

Our Transforming Care Programme (TCP) is the main vehicle for improving services for children and 
adults with learning disabilities in the BCWB. We have been holding events in 2019 with service users 
to understand better their views on the services we offer to inform the future model of care.  

For services to support adults, particularly the community learning disability service, assessment and 
treatment beds, intensive support service and forensic support service, we have conducted formal 
engagement on the new model of care. The new services have been informed by service user 
experiences and insights. 
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Children and young people: our vision for learning disability and 
autism services in the Black Country and West Birmingham 

It is our ambition that the BCWB is a place where children and young people with Learning Disabilities 
and/or Autism thrive, get a good start in life and are healthy; that all families are supported to be 
independent, responsible and successful, exceeding expectations; and where the most vulnerable 
children are protected.  Our vision is to reduce the number of hospital admissions for this group or 
children and young people or if a hospital admission is required to ensure the length of stay is as short 
as needed to support change in the young person's mental health.  The other aim of the programme is 
to reduce the numbers of children and young people entering the criminal justice system.  

We want every child and young person with Learning Disabilities and/or Autism in the BCWB to have 
the best start in life. This means that every child grows up in an environment that nurtures 
their development, derives safety and security from their care givers, provides ready access to high 
quality services and has a belief in their goals and their ability to achieve them. Our ambition is that 
every child in the Black Country acquires the skills necessary to negotiate early childhood, primary and 
secondary school and education and employment. 

Across the BCWB, we need to work together to develop system-wide approaches to 
improving outcomes for children and young people with Autism and/or Learning Disabilities. 

Children and young people: How we will deliver our LTP 
commitments 

The BCWB CYP Transforming Care steering group has made significant progress over the last 12 
months.  An Executive Sponsor is in place and a draft model of care has been co-produced with CYP 
and their families.  The Model of Care once fully developed and implemented will deliver many of the 
requirements of the Long Term Plan.  The BCWB CYP team have delivered a 65% reduction in Tier 4 
admissions over the last 8 months and this performance is currently being sustained.   

Our Draft Model of Care for Children and Young People with Learning Disability and/or Autism is 
shown below:  
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Figure 20 
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In order to deliver the priorities for CYP with learning disabilities and autism identified within the Long 
Term Plan we will ensure that:  

¶ We understand our local unmet need, gaps in care, including local health inequalities (dynamic 
support register); 

¶ We have a named senior responsible officer to oversee local implementation of LTP CYP 
ambitions for those with learning disability, autism or both and their families. 

¶ Our system plans and proposals for children and young people with learning disabilities, 
autism or both align with plans for mental health, special educational needs and disability 
(SEND) children and young ǇŜƻǇƭŜΩǎ ǎŜǊǾƛŎŜǎ ŀƴŘ IŜŀƭǘƘ ŀƴŘ WǳǎǘƛŎŜΤ 

¶ Our systems will involve people with lived experience and their families in checking the quality 
of care, support and treatment and set out how they will all ensure all local services make 
reasonable adjustments for people with learning disabilities, autism or both when they need it; 

¶ We set out our local offer for children and young people with a learning disability, autism or 
both; 

¶ By March 2023/24, inpatient provision for children and young people across BCWB, will be no 
more than 12 to 15 children with a learning disability, autism or both per million, cared for in 
an inpatient facility; 

¶ Seclusion/restraint ς reducing restricted practices including the use of seclusion and long term 
segregation  

¶ We bring down the length of time CYP stay in inpatient care settings and support earlier 
ǘǊŀƴǎŦŜǊǎ ƻŦ ŎŀǊŜ ŦǊƻƳ ƛƴǇŀǘƛŜƴǘ ǎŜǘǘƛƴƎǎΦ ²Ŝ ǿƛƭƭ ŎƻƴǘƛƴǳŜ ǘƻ ŜƳōŜŘ ŀƴŘ ƳƻƴƛǘƻǊ ŀƎŀƛƴǎǘ ŀ Ωмн-
Ǉƻƛƴǘ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴΩ ǘƻ ŜƴǎǳǊŜ ŘƛǎŎƘŀǊƎŜǎ ŀǊŜ ǘƛƳŜƭȅ ŀƴŘ ŜŦŦŜŎǘƛǾŜΤ 

¶ We will continue to work with our system partners to develop specialist community teams for 
children and young people, to provide intensive support approach to prevent children being 
admitted into institutional care; 

¶ By 2023/24 children and young people with a learning disability, autism or both with the most 
complex needs will have a designated keyworker, implementing the recommendation made by 
Dame Christine Lenehan. Initially, keyworker support will be provided to children and young 
people who are inpatients or at risk of being admitted to hospital; 

¶ We extend keyworker support to the most vulnerable children with a learning disability and/or 
autism, including those who face multiple vulnerabilities such as looked after and adopted 
children, and children and young people in transition between services; 

¶ Over the next three years, we will ensure that autism diagnosis is included alongside work with 
ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ǘƻ ǘŜǎǘ ŀƴŘ ƛƳǇƭŜƳŜƴǘ ǘƘŜ Ƴƻǎǘ ŜŦŦŜŎǘƛǾŜ 
ways to reduce waiting times for specialist services; 

¶ Over the next five years, we will ensure that our children with learning disabilities across BCWB 
have their needs met by eyesight, hearing and dental services, and are included in reviews as 
part of general screening services and are supported by easily accessible, ongoing care; 

¶ We work with our system partners to bring hearing, sight and dental checks to children and 
young people with a learning disability, autism or both in our special residential schools; 

¶ We will improve uptake of the existing annual health check in primary care for people aged 
over 14 years with a learning disability, so that at least 75% of those eligible have a health 
check each year; 
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¶ We will expand Stop the Over Medication of People (STOMP) and Supporting Treatment and 
Appropriate Medication in Paediatrics (STAMP); 

¶ We will continue to implement the Learning Disabilities Mortality Review Programme (LeDeR);  

¶ We will increase Personal Health Budgets (PHB) for people Learning Disabilities and/or autism; 

¶ Implementation of National Learning Disability Improvement Standards (inpatient services).  

During 2019/20 our Learning Disability service (as part of the Transforming Care Programme) will 
become a single delivery model across the system. Working closely with Local Authorities, it will 
support the discharge of patients from hospital with intensive community, case support and forensic 
staff as well as acting in a preventable manner to minimise future hospitalisation of this cohort of 
patients. Our TCP strategy is currently developed with our stakeholders and we have an outcomes 
framework to track progress of delivery against our six objectives.  

These are: 

1. Children and young people with LD and/or Autism are actively involved in decisions that affect 
their lives and communities 

2. Children and young people with LD and/or Autism feel and are safe; 
3. Children and young people with LD and/or Autism are resilient and experience good mental 

and emotional health and wellbeing; 
4. Children and young people with LD and/or Autism are healthy and make positive choices; 
5. Children with LD and/ or Autism are ready for school and young people with LD and/or Autism 

leave school with the qualifications they can achieve and the life skills they need to thrive in 
adulthood 

6. Children, young people and young adults with LD and/ or Autism have better chances in life. 

We will have improved outcomes for the children and young people, evidenced by our 
strategy outcomes framework. The outcomes will focus on the following areas: 

1. Ensuring that inpatient stays for children and young people will only take place where 
clinically appropriate, will have the minimum possible length of stay, and will be as close to 
home as possible to avoid inappropriate out of area placements, within a context of 150-180 
additional beds by 2020/21 

2. Physical health checks are in place for at least 75% of all people with Learning Disability 
and Autism aged over 14 years 

3. Development of School or college-based Mental Health support Teams across the Black 
Country which will include support for CYP with ASD and/or Learning Disabilities 

4. Local offer will be clearly available for CYP with Learning Disabilities and /or ASD 
5. Development of keyworkers for CYP with most complex needs and their families and carers  
6. Alignment of SEND, /ƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ǎŜǊǾƛŎŜǎΣ ȅƻǳǘƘ ŀƴŘ ƧǳǎǘƛŎŜ ŦƻǊ /¸t ǿƛǘƘ [5 

and /or autism. 

We welcome the support from the National Team in the following areas: 

¶ Developing technical specification for the digital flag for patient records from 2020 

¶ Review to identify best practice to increase uptake in annual health checks 

¶ Developing and testing health checks for people with autism 
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¶ Developing and testing best practice diagnostic pathways for autistic children and young 
people 

¶ Determining potential offer for keyworkers ς working with key stakeholders to develop 
appropriate model during 2019/20.  Further work in 2020/21 to develop specifications for 
community keyworkers and testing 

¶ Developing quality assurance framework for inpatient care including increased visits for those 
who are in inpatient care 

¶ Reviewing use of restraint, prolonged seclusion and long term segregation for children and 
young people in inpatient settings 

¶ Developing a support tool to help systems map and assess existing community services 
provision in line with national service model (developing support and services for children and 
young people with learning disability, autism or both) 

¶ National review of CETR process 

¶ Working with DfE and LGA to improve support for children and young people. 

We acknowledge the additional funding which will be available to local systems from 2020-2025 to 
support achievement of the following priorities:  

¶ To ensure that robust community provision is in place for intensive, crisis, and forensic 
community support. To include seven day specialist multidisciplinary services, crisis care and 
community teams for children and young people that can be built upon or strengthened with 
clear alignment with mental health and social care funding  

¶ Development of the key worker role, with the initial focus of children and young people in Tier 
4 provision  

¶ Support primary Care Networks to put arrangements in place to reduce STOMP ς STAMP 

¶ Support to introduce eye, hearing and dental services to children and young people in 
residential schools  

¶ Support to catch up with unallocated LeDeR reviews and embed a process of learning across 
our local system.  

Adults: our vision for learning disability and autism services in the 
Black Country and West Birmingham 

Our vision is to deliver system-wide change to ensure that people with Learning Disabilities and/ or 
autism, and their families, report that: 

¶ Their care is planned, proactive and co-ordinated  

¶ They have choice and control over how their health and care needs are met 

¶ They are supported with trained staff and good information  

¶ They have choice about where and who they live with 

¶ They have a fulfilling and purposeful everyday life 

¶ They get good care from mainstream NHS services 

¶ They can access specialist health and social care support in the community 

¶ They get help to understand how their behaviour can get them into trouble 
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¶ When they are in (specialist) hospital, the care they have is good and they are not there longer 
than they need to be. 

Adults: How we will deliver our LTP commitments 

People with learning disabilities and/or autism will have the opportunity to lead fulfilled, healthy 
lives, supported to access reasonably adjusted care and support when they need it, which focuses on 
their strengths and achieving their expressed outcomes. Change will also deliver: 

¶ Improved health outcomes  

¶ Reduction in health inequalities 

¶ Increased inclusion  

¶ Consistent core offer across the Black Country 

¶ Improved access to services, evidence-based interventions and reasonable adjustments 

¶ Enhanced choice and commitment to co-production 

¶ Efficient delivery of services through collaborative commissioning 

¶ Greater use of personal health budgets (PHBs) 

¢Ƙƛǎ ǿƻǊƪ ƛǎ ŘǊƛǾŜƴ ōȅ ǘƘŜ ƴŀǘƛƻƴŀƭ tƭŀƴ Ψ.ǳƛƭŘƛƴƎ ǘƘŜ wƛƎƘǘ {ǳǇǇƻǊǘΩΣ ǘƘŜ ƴŀǘƛƻƴŀƭ ǎŜǊǾƛce model and 
associated national specifications. There is an Engagement Plan, with ongoing plans for engagement 
with families and stakeholders. A number of services have been commissioned collaboratively, 
utilising co-production as an approach. Local and national reports and intelligence, research and CQC 
Insights are used to determine priorities and plan delivery and continued improvement. 

Close working relationships with local authorities, a range of health and social care providers, self-
advocacy groups, carer groups and the voluntary sector contribute to our growing understanding of 
unmet needs and gaps in support, and the challenges in delivering improved outcomes. Care and 
Treatment Reviews, with independent panel members, further support the system to check both 
quality and outcomes.  

Regular reviews with  providers and case managers provides us with the opportunity to understand 
and track the impact of the new services for people who historically would have accessed inpatient 
services, and also how the needs of our population are changing. The learning from this informs our 
service development improvement plans and future commissioning intentions. 

Metrics 

Our plans indicate that we will achieve the required metrics by 2023/24. 

For clarity, these are: 

Inpatients 

bI{ 9ƴƎƭŀƴŘΩǎ [ƻƴƎ ¢ŜǊƳ tƭŀƴ ǎǘŀǘŜǎ ǘƘŀǘΣ ōȅ aŀǊŎƘ нлноκнпΣ ƛƴǇŀǘƛŜƴǘ ǇǊƻǾƛǎƛƻƴ ǿƛƭƭ ƘŀǾŜ ǊŜŘǳŎŜŘ ǘƻ 
less than half of 2015 levels and that: 
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¶ for every one million adults, there will be no more than 30 people with a learning disability 
and/or autism cared for in an inpatient unit.  

¶ for every one million children under the age of 18 years, there will be no more than 12 to 15 
children with a learning disability and/or autism cared for in an inpatient facility. 

Note ς these are the new targets based on ONS resident population. 

Annual Health Checks 

¶ The National target is by the end of 2023/24, 75% of people on the Learning Disability Register 
will have had an Annual Health Check.  

Revised trajectories are currently being constructed based on the new targets published in September 
2019 which requires 31 adults and 4 CYP by 2023/4 and 5655 Annual Health checks. 

As at September 2019, the BCWB is not on trajectory to achieve the target set for original targets 
2019/20 as shown below: 

 Target Projection 

CCG 19 26 

NHSE Adults 19 19 

NHSE Children 5 1 

It is a key priority for the system to ensure the required trajectories are achieved by the 
implementation of the actions described in the preceding sections. The team continue to review every 
citizen who remains in a hospital bed and where possible discharges will be brought forward. In 
addition we are reviewing the guidance around long term leave where legal frameworks provide a 
barrier to discharge. 

Our timetable for delivery 2019/20-2023/24  

For the full LD and Autism implementation plan please see appendix D. 

2019/20 2020/21 2021/22 2022/23 2023/24 

Learning disabilities and autism: Children and young people 

Establish wider local 
system CYP TCP 
steering group 

Continue to 
strengthen dynamic 
risk registers and 
implementation of the 
12 point discharge 
plan across BCWB 

Develop service model 
for key worker role for 

Develop local offer in 
each area to clearly 
identify what is 
available for CYP with 
ASD and/or LD 

Key worker service 
specification to be 
developed ς for a 
single model across 
BCWB  

As part of Model of 
Care, begin to 
explore a pathway to 
ensure that as part 
of CYP reviews: 
eyesight, hearing 
and dental services 
are included and are 
easily accessible.  

We will work with 
PCN Clinical 
Directors to ensure 

Keyworker role will 
be developed and 
commissioned once 
in teams across 
BCWB ς will include 
looked after, 
adopted and 
transition. 

Implement hearing, 
eyesight and dental 
checks pathway and 
explore with our LAs 

In-patient provision ς 
there will be no more 
than 5 children in an in-
patient unit. September 
19: BCWB target 
achieved   
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CYP with complex 
needs who are on the 
dynamic risk register, 
1st phase will be 
targeting those CYP 
who are in T4 in-
patient facility ς pilot 
to take place mid 2019 
ς early 2020  

Continue to co-
produce draft model 
of care for CYP with LD 
and/or Autism ς 1st 
priority is to 
strengthen specialist 
community teams and 
intensive support 
approach. 2nd faster 
autism diagnosis & 
post diagnosis support  

Development and 
implementation of 
STOMP - STAMP in 
paediatrics 
programme 

Roll out of mental 
health support teams 
in educational settings 
across the BCWB 
including support for 
CYP with ASD and/or 
LD 

Assure alignment of 
SEND, CYP services, 
youth and justice for 
CYP with LD and/or 
autism. 

Backlog of LeDeR 
reviews cleared, 
robust system in place 
to embed the learning 
at BCWB system level  

Targeted approach to 
increase PHBs for 
vulnerable CYP  

that at least 75% of 
all >14year olds 
across BCWB who 
are eligible will have 
a health each year 

We will link in with 
the National team to 
be involved in 
piloting a specific 
health check for 
people with autism  

extending to special 
residential schools   

Learning disabilities and autism: Adults 

Review governance 
and structure of the 
TCP Board 

System-wide plan to 
complete timely 
LeDeR reviews, and 
use learning from 
reviews to develop an 
action plan to improve 
outcomes. 

System-wide plan to 
increase uptake of 
annual health checks 

Review new 
embedded services 

Review uptake of PHBs 
and develop 
improvement plan 

Plan developed to 
embed and monitor 
the NHS Learning 
Disability 
Improvement 
Standards. 

Full roll out of STOMP 
programme 

Review clinical 
pathways of care 
and support for 
people with LD 
and/or autism and 
ensure there is a 
plan to embed 7-day 
multi-disciplinary 
working through 
intensive support, 
crisis support and 
community forensic 
support. 

Review learning 
from NHSE pilot 

Implement NHS 
Learning Disability 
Standards (shadow 
form) 

Specific health check for 
people with autism aged 
over 14 delivered to 
75% of eligible 
population 

Systems in place to 
ensure all care 
commissioned by the 
NHS meets the Learning 
Disability Improvement 
Standards 

No more than 30 adults 
with a learning disability 
and/or autism in an 
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Review and 
disseminate LeDeR 
learning to develop 
action plan 

Develop STOMP 
implementation plan 

Workforce plan sets 
out training and 
guidance for NHS staff 
to support people with 
LD and/or autism 

TCP response and 
assurance plan 
developed to reduce 
restrictive practices 

Plan to set out how 
systems will involve 
people with lived 
experience, and their 
families, in checking 
the quality of care and 
support 

Training and 
awareness 
programmes in place 
for all NHS staff 

project to deliver 
health checks to 
people with autism 
and develop a 
system service based 
on this. 

Plan developed to 
ensure that the 
digital flag/Summary 
Care Record is 
recording reasonable 
adjustments 
required. 

Proposal for New 
Model of Care in line 
with NHSE guidance 
developed ready for 
engagement 

inpatient unit for every 
1 million adults 

New Care Models 
enable shorter lengths 
of stay and out of area 
placements 

Greater use of PHBs 

7-day intensive, crisis, 
and forensic community 
support provided by 
specialist MDTs 

Systems that evidence 
that they involve people 
with lived experience, 
and their families, in 
checking the quality of 
care, support and 
treatment.  

Systems that evidence 
how commissioned 
services make 
reasonable adjustments 
when they are needed 
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2.3.2 Better care for major health conditions 

ΨIn the seventy years since the founding of the NHS, life expectancy has increased by 
around 13 years. But different types of diseases are becoming more commonΦΩ 

2.3.2.1 Cancer 

Cancer care triple aim opportunities 

Better health:  

Taking concerted action to address some of the environment, societal and lifestyle issues that drive 
poor health outcomes, such as poverty, air quality, smoking and obesity, in addition to providing 
information and support for individuals to self-care and act quickly in response to changing health will 
positively impact upon delivery of important cancer outcome measures. 

Better care:  

Given the national funding secured by the West Midlands Cancer Alliance (WMCA), our key 
opportunities are to:  

¶ work with PHE to develop targeted interventions to improve the uptake of cancer screening 

¶ ensure that all recommended direct to test pathways are available across the Black Country 

¶ develop standardised referral forms and processes across the West Midlands 

¶ implement the national faster [28 day] diagnosis pathways for hospital cancer services 

¶ implement the recommendations arising out of the WMCA strategic reviews for lung, 
prostrate, colorectal and upper GI services 

¶ deliver Living With and Beyond Cancer.  

Better value:  

Through taking actions to increase screening uptake and earlier diagnosis should not only save lives 
but reduce costs for unplanned cancer care. 

Our engagement around cancer care 

At the regional level, the WMCA is committed to ensuring the patient voice is represented at every 
level. Patient advocate roles have been created on the Board, on EAGs and in addition the Alliance 
work with STPs to ensure that local patient issues are represented and fed through the STP Cancer 
Boards. 
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¢ƘŜ {¢t /ŀƴŎŜǊ .ƻŀǊŘ ǘƘŀǘ Ƙŀǎ ƻǾŜǊŀƭƭ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ƭŜŀŘƛƴƎ ǘƘŜ ǎȅǎǘŜƳΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ 
cancer priorities at STP level and provides a forum for engagement between primary care, secondary 
care, Local Authorities and other key stakeholders in matters relating to cancer care. 

General Practice is represented on the STP Cancer Board by the four Macmillan funded CCG cancer 
lead GPs who will ensure effect engagement with PCNs at place-level in the delivery of cancer 
programme priorities. 

Patient and public engagement activity have been implemented at the level of place for cancer during 
2019/20. The STP has identified a senior communications and engagement lead for Cancer and a 
system communications strategy will be developed during the early part of this five-year plan. 

Our vision for cancer care in the Black Country and West 
Birmingham 

The National Cancer Plan, published by NHS England in 2015, sets out the national strategy for 
improving cancer services in England.  The National Cancer Plan priorities are reflected in the LTP. We 
will deliver these priorities in BCWB through concerted action across the STP, co-ordinated by the STP 
Cancer Board, and through our membership of the WMCA, which has lead responsibility for the 
implementation of the national Cancer Plan across the West Midlands. 

How we will deliver our LTP commitments 

The WMCA is leading the development of a West Midlands plan for the implementation of the LTP 
and the work of the system in delivering the LTP will be directed and supported by our membership of 
the Alliance. 

The summary of system plans set out below should be read, therefore, in conjunction with the WMCA 
Plan (attached as Appendix L).  

Improving one-year survival rate 

The system remains committed to continuing to improve cancer survival rates through 
implementation of the cancer priorities set out in the NHS LTP: improving screening uptake, ensuring 
consistent GP referral practice and the introduction of innovations such as Rapid Diagnosis Centres 
and low dose CT screening will help to ensure that a greater percentage of people are diagnosed at an 
earlier stage; and second, innovations in treatment methods (such as advanced radiotherapy 
techniques and immunotherapies) will continue to improve patient outcomes. 

The system, working as part of the WMCA, will continue to ensure people in the Black Country and 
West Birmingham have access to the best available treatments, including where appropriate referring 
people for treatment outside the system. 

Improving bowel, breast and cervical screening uptake 

Following publication of the Richards review of the national screening programmes the STP will work 
with Public Health England to improve screening uptake and to address inequalities in screening 
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uptake.  PHE has recently undertaken an analysis of health inequalities in screening across the West 
Midlands and will work with the STP to identify priority areas for collaborative action, using targeted 
funding provided by the West Midlands Cancer Alliance. 

Faecal Immunochemical Test (FIT) for bowel screening has now been implemented at the two 
screening hubs in the BCWB system (Royal Wolverhampton Trust and Sandwell and West Birmingham 
Hospitals Trust). It is believed that the FIT test will increase the uptake of bowel screening due to the 
ease of use for people; estimated increase of uptake is between 7-11%.  FIT testing is also expected to 
increase the number of people needing to go on for colonoscopies, due to its higher level of 
sensitivity.  The system is currently undertaking a system-wide endoscopy demand and capacity 
exercise exploring the impact of FIT on Endoscopy. Two Week Wait demand will be considered and 
factored into this work. 

In July 2016, the UK National Screening Committee recommended that the NHS Cervical Screening 
Programme should replace cytological screening as the first line of testing with the Human Papilloma 
Virus (HPV) primary screening test due to the increased sensitivity of the test, longer protection 
following a negative result and better outcomes for women. The Independent Taskforce Cancer 
Strategy (2017) included the recommendation that there should be national coverage of HPV as a 
primary screen across the NHS CSP by 2020.  The system is committed in supporting the mobilisation 
and introduction of primary HPV testing following the completion of the national HPV laboratory.  
Royal Wolverhampton NHS Trust will be leading the local consolidation of the existing 4 cytology 
laboratories into one.  By December 2019 we anticipate RWT would have completed the consolidation 
of laboratories and that primary HPV testing would be fully rolled out.  The impact and outcome 
would improve patient outcomes; by reducing the incidence and mortality rates of cervical cancer 
through early detection of abnormal cells of the cervix. 

Patient experience 

In addition to the implementation of the Recovery Package we will use the results of the national 
patient survey and local patient engagement to identify and action changes which will improve the 
experience of cancer patients across the whole pathway.   This will be supported by collaborative 
learning and support provided through the West Midlands Cancer Alliance. 

Roll-out of FIT for symptomatic and non-symptomatic populations in line 
with national policy, and HPV as a primary screen in the cervical screening 
programme 

The WMCA has agreed a preferred approach to the roll-out of FIT for symptomatic and non-
symptomatic populations and the system has established a working group to implement it. 

Improving GP referral practice 

The system is engaged in the ongoing work in the WMCA aimed at improving GP referral practice.  
This work is predominantly being done through the Expert Advisory Groups and is looking at reviewing 
referral criteria and redesigning Two Week Wait referral forms to meet the needs of the 28 Day Best 
Practice Pathways.  
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Implementation of faster diagnosis pathways 

As part of the 18/19 transformation projects, BCWB system made significant progress in the 
implementation of the Best Practice Pathways (BPP) in Lung, Prostate, Colorectal and Upper GI. Table 
1 illustrates the system position on each pathway. 

It is expected that the faster diagnosis pathways will be fully implemented at each Trust during 
2019/20. 

Improving access to high-quality treatment services through roll out of 
wŀŘƛƻǘƘŜǊŀǇȅ bŜǘǿƻǊƪǎΣ ǎǘǊŜƴƎǘƘŜƴƛƴƎ ƻŦ /ƘƛƭŘǊŜƴ ŀƴŘ ¸ƻǳƴƎ tŜƻǇƭŜΩǎ 
Cancer Networks, and reform of Multi-Disciplinary Team Meetings 

The WMCA is implementing a West Midlands Operational Delivery Network for:  

Radiotherapy (ODN) with University Hospitals Coventry and Warwickshire (UHCW) to be the host of 
the network. Royal Wolverhampton Trust, which is the only provider of radiotherapy services within 
the system, is part of this network. 

Early engagement and communication work has already started to raise awareness of the draft 
guidance on MDT meetings to prepare for its implementation when the final document is published 
along with the relevant Standards of Care. Streamlining MDTs will ensure that appropriate time and 
discussion is afforded to the people that require it the most and will also help to ensure key clinical 
resources, particularly consultant and clinical nurse specialists, are used more effectively. 

Roll-out of personalised care interventions and the Living With and Beyond 
Recovery Package, to improve quality of life outcomes 

All system Trusts have started to implement the stratified follow-up pathway for breast patients and 
planning has started for the roll out of personalised follow-up for prostate and colorectal patients 
during 2020/21. 

There is a recognition that more work still needs to be done around the Recovery Package 
interventions, and the STP is committed to ensuring thiǎ ƛǎ ŀŘŘǊŜǎǎŜŘΦ ! ά[ƛǾƛƴƎ ²ƛǘƘ ŀƴŘ .ŜȅƻƴŘ 
{ǘŜŜǊƛƴƎ DǊƻǳǇέ Ƙŀǎ ōŜŜƴ ŜǎǘŀōƭƛǎƘŜŘ ǘƻ ǇǊƻƎǊŜǎǎ ǘƘƛǎ ǿƻǊƪ ƻƴ ŀ ŎƻƭƭŀōƻǊŀǘƛǾŜ ōŀǎƛǎ ŀŎǊƻǎǎ ǘƘŜ ǎȅǎǘŜƳΦ 

Digital pathology 

A key programme of work for the Alliance in 2019/20 is the development of a West Midlands 
integrated pathology network where four tertiary centres will form a regional networked digitalised 
pathology diagnostic service.  Pathology services for the Black Country and West Birmingham are 
delivered through a single Black Country Pathology Service which is hosted by the Royal 
Wolverhampton Hospitals NHS Trust.  Having a single provider will support a consistent approach to 
the realisation of the benefits of digitalised pathology across the STP. 
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Rapid Diagnostic Centre 

The STP will be developing a Rapid Diagnosis Centre model from January 2020 as part of the WMCA 
plans for the implementation of the national specification, working with partners from across the 
West Midlands. 

Workforce 

The WMCA is developing a workforce plan to address the seven key occupational areas identified as 
key priorities within phase 1 of the Cancer Workforce Plan.  The focus will be to address: 

¶ improvements in retention, postponing retirements, recruiting from non-NHS sectors of 
employment and international recruitment; 

¶ building on sustainable short and long-term solutions such as upskilling, new roles and new 
ways of working; 

¶ investing in areas of identified need such as increasing diagnostic capacity i.e. clinical 
endoscopy, reporting radiography.  

The Alliance is working closely with Health Education England (HEE) and Local Workforce Action 
Boards (LWABs) to deliver its workforce objectives. 

Deliverables and metrics 

The WMCA Long Term Plan for Cancer includes details of the deliverables and metrics that will be 
used to monitor progress in the implementation of LTP priorities: 

5 Year Deliverable Metric/s 

By 2023/24 an extra 30,000 people each year 
(nationally) will survive for five years or more, 
following a cancer diagnosis. 

One and five-year cancer survival, all cancers (children 
and adults) 

Age-standardised incidence rate 

Health inequalities indicators (deprivation plus other 
inequalities to be defined) (TBD) 

a. Smoking prevalence 
b. Screening coverage 
c. One-year survival 
d. Patient experience 
e. Emergency presentation 
f. Early stage 

By 2023/24 significantly more patients will be 
diagnosed at an early stage (stage 1 or 2) so that the 
NHS is on track to ensure 75% of people are 
diagnosed at an early stage by 2028. 

Proportion of cancers diagnosed at stage 1 and 2 

From September 2019, all boys aged 12 and 13 will be 
offered the HPV vaccination 

Uptake of HPV boys vaccination (school aged 
immunisation programme) 

By 2020, HPV primary screening for cervical cancer 
will be implemented across England. 

Cervical screening 14 day TAT performance KPI  
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From summer 2019, the Faecal Immunochemical Test 
will be introduced in the bowel screening programme. 

Bowel screening coverage, aged 60-74, screened in last 
30 months 

By 2023/24, significant improvements will be made 
on uptake of screening programmes. 

Bowel screening coverage, aged 60-74, screened in last 
30 months 

Breast screening coverage, females aged 50-70, 
screened in last 36 months 

Cervical screening coverage, females aged 25-64, 
attending screening within target period (3.5 or 5.5 
years) 

By 2023 the first phase of the Targeted Lung Health 
Checks Programme will be complete, with a plan for 
wider roll out (depending on evaluation). 

By 2022 the lung health check model will be extended 

By 2020, one Rapid Diagnostic Centre will be 
implemented in each Cancer Alliance, with further roll 
out by 2023/24.  

By 2020 1 RDC will be implemented in each cancer 
alliance with further roll out by 2023/24 

From April 2020, all local systems should be recording 
their Faster Diagnosis Standard data. 

Faster Diagnosis Standard Performance 

By 2023/24 Primary Care Networks will be working 
with Cancer Alliances to help to improve early 
diagnosis of patients in their own neighbourhoods. 

Proportion of cancers diagnosed at stage 1 or 2 

Cancer 14 day performance 

Sustainable operational performance through the 
delivery of all eight cancer waiting times standards 

Cancer performance standards including 14, 31 and 62 
day standards and, from 2020/21, compliance with the 
28 day Faster Diagnosis Standard 

Ensure early diagnosis of cancer for the four priority 
best practice pathways: colorectal, lung, prostate and 
upper GI. 

Implementation of Best Practice Pathways and ongoing 
compliance with these (locally reported) 

11 Radiotherapy networks will be established across 
England by 2019/20 to fully implement new service 
specifications by 2021/22. 

Implementation of RT service specification 

New service specifications for children and young 
ǇŜƻǇƭŜΩǎ ŎŀƴŎŜǊ services will be implemented by 
2021. 

Delivery of the updated service specification for 
ŎƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ŎŀƴŎŜǊ ǎŜǊǾƛŎŜǎ  

More children and young people will be supported to 
take part in clinical trials, so that participation among 
children remains high, and the NHS is on track to 
ensure participation among teenagers and young 
adults rises to 50% by 2025. 

Access to clinical trials (locally reported) 

From 2019, whole genome sequencing will begin to 
be offered to all children with cancer.  

 

From 2020/21, more extensive genomic testing 
should be offered to patients who are newly 
diagnosed with cancers so that by 2023 over 100,000 
people a year can access these tests. 

 

By 2021 everyone diagnosed with cancer will have 
access to personalised care, including needs 

Number of Holistic Needs Assessments completed 
(COSD; until placeholder indicators are available) 
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assessment, a care plan and health and wellbeing 
information and support. 

a. Breast 
b. Colorectal 
c. Prostate 
d. Other 

Personalised stratified follow up pathway indicator 
(placeholder) 

By 2020 all breast cancer patients will move to a 
personalised follow-up pathway once their treatment 
ends, and all prostate and colorectal cancer patients 
by 2021. 

From April 2020 two thirds of patients who finish 
treatment for breast cancer to be on a supported self-
management follow up pathway 

All trusts to have in place protocols for 
personalising/stratifying the follow up of prostate and 
colorectal patients and systems for remote monitoring 
for patients on supported self-management 

From 2021, the new Quality of Life Metric will be in 
use locally and nationally. 

From 2020/21 all relevant providers to submit QoL data 

Recruit an additional 1,500 new clinical and 
diagnostic staff across seven priority specialisms 
between 2018 and 2021.  

Staff vacancy rates (7 prioritised professions) 

All patients, including those with secondary cancers, 
will have access to the right expertise and support, 
including a Clinical Nurse Specialist or other support 
worker. 

Demonstrable increase in CNS and support staff 
numbers in the region (locally reported) 

Patient experience and ensuring effective patient 
engagement in the strategic development of cancer 
services. 

Cancer Patient Experience Survey (CPES) 

Health inequalities Smoking prevalence by socio-economic deprivation 

Overall patient experience by socio-economic 
deprivation 

Emergency presentation by socio-economic deprivation 
and ethnicity ςJune 

Early stage by socio-economic deprivation ςQ2 19/20 

Cervical, breast and bowel screening coverage by socio-
economic deprivation and ethnicity ςQ2 19/20 

1-year survival by socio-economic deprivation and 
ethnicity ςQ2 19/20 
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Risks and issues 

The STP faces similar risks and issues to the West Midlands Cancer Alliance in relation to the delivery 
of the LTP cancer priorities. 

Key risks to delivery Mitigating actions 

Workforce Ongoing workforce challenges including 
recruitment to key roles pose a significant 
risk. 

Work is underway with HEE working 
together to develop and implement 
regional workforce strategies for cancer. 
Links also to wider STP workforce strategy. 

Performance Performance against 14, 31 and 62 day 
constitutional standards is challenging, 
particularly ς within the STP ς at RWT. 

Recovery Plans are in place and there is on-
going work to identify opportunities to 
support delivery through collaboration 
across the STP 

Equity of access to 
care 

Cancer data highlights wide variation in 
access to screening and cancer services 
across the region, as well as clinical variation 
in pathway delivery. 

This is a core focus of the delivery plans in 
2019/20. 

Diagnostic 
capacity 

Increasing demand for diagnostics is a 
particular challenge for the delivery of 
performance standards and the Faster 
Diagnosis Pathways 

The STP has secured the support of the 
NHS Improvement Elective Care Team to 
undertaken system-wide demand and 
capacity reviews for endoscopy and 
imaging with a specific focus on cancer 
performance. 

LTP funding 

The programme will receive addition central funding to achieve the ambitions of the LTP as shown 
below: 

 

Funding will be utilised to meet the objectives in the plan, following ongoing dialogue with the WMCA 
and providers.  

  

2019/20 2020/21 2021/22 2022/23 2023/24

£000's £000's £000's £000's £000's

Cancer 3,073        2,346        1,829        1,751        1,750        
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Our timetable for delivery 2019/20-2023/24  

The BCWB will work to the timetable of the WMCA, as the decision-making body in terms of the 
planning and delivery of the LTP.  

2019/20 2020/21 2021/22 2022/23 2023/24 

Cancer: Prevention and screening 

Ensure regional rollout and full 
coverage of HPV vaccination for all 
boys age 12 and 13 in the West 
Midlands  

Ensure regional implementation 
and rollout of HPV primary 
screening for cervical cancer 

Ensure regional implementation 
and rollout of FIT testing in bowel 
cancer screening 

Develop a screening inequalities 
guidance pack for STPs to share 
evidence-based best practice in 
delivering improved screening 
uptake. 

WMCA funding awarded to each 
STP to implement evidence-based 
interventions to improve screening 
uptake ς local plans being 
supported by locality NHSE 
Screening & Immunisations 
Partnerships 

   WMCA to work with regional 
NHSE commissioners Breast, 
Bowel and Cervical cancer 
screening services to agree 
annual programme of actions 
to increase screening take up in 
line with the commitments set 
out within Section 7A Public 
health Services, NHSE Cancer 
Screening Programme service 
specifications, the GMS 
contract and the annual CCG 
planning guidance 

Cancer: Earlier and faster diagnosis 

Deliver implementation of 
Targeted Lung Health Checks 
Projects in Stoke and Coventry by 
October 2019 (note, local project 
not formally part of national 
programme) 

Identify and implement a pilot site 
RDC for a defined population 
within the Alliance geography 

Identify an academic partner to 
support the development of the 
short-term evaluation of the RDCs 
and the development of a longer 
term RDC cohort study by 
December 2019 

Ensure a 
demonstrable 
improvement in 
the number of 
lung, prostate 
and colorectal 
cancer patients 
diagnosed in 28 
days 

 Ensure 
regional 
implementati
on of the 
national 
service 
specification 
for Primary 
Care 
Networks 
Direct 
Enhanced 
Services: 
Early Cancer 
Diagnosis 

Delivery and implementation 
of further Targeted Lung 
Health Check sites across the 
region (subject to evaluation) 

Evaluation of RDC models to 
inform development of other 
RDC sites across the Alliance 
footprint, including rollout of 
the model across the region by 
2023/24 

Ensure all trusts are meeting 
the faster diagnosis standard 
across all pathways 

Via the Primary Care EAG, 
begin working with emerging 
primary care networks to 
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Ensure all trusts are collecting FDS 
mandatory data items ς WMCA 
supporting all trusts to improve 
data quality in preparation for 
introduction of the formal 
standard in 2020/21 

Develop and implement timed 
pathways for oesophago-gastric, 
breast, gynaecology and head & 
neck cancers 

Via the Primary Care EAG, work to 
standardise referral criteria and 
two-week wait referral forms 
across all pathways 

develop an annual programme 
of actions to support primary 
care to diagnose more cancers 
early 

Cancer: Diagnostics and treatment 

Establish the West Midlands 
Radiotherapy Operational Delivery 
Network (ODN), with agreed 
membership, chair and hosting 
arrangements. (The West Midlands 
ODN is hosted by University 
Hospitals Coventry and 
Warwickshire (UHCW)) 

 Support the 
West Midlands 
Radiotherapy 
Network to 
effectively 
function and 
deliver the new 
radiotherapy 
service 
specification 
across the 
region by 
2021/22 

The WMCA will 
support 
Specialised 
Commissioning 
to implement 
the new service 
specification for 
CYP cancer 
across the 
region by 2021. 

 Via the CYP and TYA EAGs 
monitor and expand availability 
of clinical trial recruitment 
across the region 

Proactively engage with the 
relevant Genomic Laboratory 
Hub and NHS Genomic 
Medicine Centres to ensure 
local strategies are in place to 
provide all eligible patients 
with access to appropriate 
cancer genomic testing 

Work in partnership with the 
relevant Genomic Laboratory 
Hub to ensure all genomic 
testing requested within the 
Cancer Alliance is consistent 
with the national genomic test 
directory and delivered by the 
designated providers 

Promote the use of, and 
support all providers to 
implement, whole genome 
sequencing for all eligible 
cancer indications 

Work with partners to support 
the implementation of cancer 
genomic research projects and 
ensure greater alignment 
across local research initiatives 

Cancer: Living with and beyond cancer 
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Increase the proportion of patients 
with access to breast, prostate and 
colorectal cancer personalised 
support. 

From April 2020 approximately 
two-thirds of patients who finish 
treatment for breast cancer to be 
on a supported self-management 
follow-up pathway 

Ensure at least 50% of patients are 
on a supported prostate self-
management follow-up pathway 

Ensure at least 50% of patients are 
on a supported colorectal self-
management follow-up pathway 

All Trusts to have in place 
protocols for 
personalising/stratifying the follow 
up of prostate and colorectal 
patients and systems for remote 
monitoring for patients on 
supported self-management. 

Continue to roll 
out and 
improve the 
quality of 
personalised 
care 
interventions 
including needs 
assessment, a 
care plan and 
health and 
wellbeing 
information 
and support. 

Implement 
personalised 
stratified 
follow-up 
pathways for 
colorectal and 
prostate cancer 
in all trusts 

  Work with system partners to 
implement comprehensive 
model of personalised care for 
cancer patients 

Implement personalised 
stratified follow-up pathways 
for other cancers (to be 
determined) 

Ensure all relevant providers 
are submitting Quality of Life 
(QOL) data in line with national 
requirements 

Utilise QoL data to inform 
continuous improvement of 
services 

Cancer: Workforce 

Bring together key stakeholders 
from across the West Midlands to 
form a Workforce Advisory Group 

Work with HEE, 
LWABs and 
system 
partners to 
deliver phase 1 
workforce 
plans via 
comprehensive 
regional 
workforce 
mapping and 
workforce 
strategy 

  Continue to use workforce 
modelling and strategy to 
support STP workforce 
planning, supporting the 
ongoing delivery of 
improvements to ensure a 
sustainable workforce and 
excellent cancer services 

Continue to deliver local 
actions to improve recruitment 
and retention of Clinical Nurse 
Specialists and support workers 
to ensure everyone diagnosed 
with cancer has access to the 
right expertise and support, 
including people with 
secondary cancer and/or with 
complex needs 
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2.3.2.2 Cardiovascular disease 

Cardiovascular disease triple aim opportunities 

Better health:  

In 2015/16, the burden of disease in terms of first Cardiovascular Disease (CVD) events was: 3,450 
Coronary Heart Disease events, 1,600 Strokes and 1,350 Heart Failure events. It is our ambition to 
prevent 133 heart attacks and 167 strokes by detecting 60,000, and managing 75,000, more people 
with hypertension with minimal variation between practices. For a patient register size of 280,000 
(80% of estimated numbers), this equates to 245,000 with blood pressure less than 140/90 (87.5% of 
those on register) and less than 10% variation between practices.  

Better care:  

Building on the work already done to establish networked stroke services through combining the two 
stroke units at Walsall and Wolverhampton into one, and thereby making the best use of our 
specialist staff, we will deliver to the National Standards (2007) on a sustained basis, resulting in 
people who suffer stroke receiving the best treatment and care.  

Better value:  

Averting 270 heart attacks and 700 strokes would save up to £12 million. This could be reallocated 
from non-elective care and invested in primary and community care. 

Our vision for cardiovascular disease in the Black Country and West 
Birmingham 

Heart and circulatory disease, also known as cardiovascular disease (CVD), causes a quarter of all 
deaths in the UK and is the largest cause of premature mortality in deprived areas. This is the single 
biggest area where the NHS can save lives over the next 10 years.  

CVD is largely preventable, through lifestyle changes and a combination of public health and NHS 
action on smoking and tobacco addiction, obesity, tackling alcohol misuse and food reformulation. 
Our prevention section sets out how we will address this. 

Early detection and treatment of CVD can help people live longer, healthier lives. Too many people are 
still living with undetected, high-risk conditions such as high blood pressure, raised cholesterol, and 
atrial fibrillation (AF).  

Other countries have made more progress on identification and diagnosis working towards people 
ǊƻǳǘƛƴŜƭȅ ƪƴƻǿƛƴƎ ǘƘŜƛǊ Ψ!./Ω ό!CΣ .ƭƻƻŘ ǇǊŜǎǎǳǊŜ ŀƴŘ /ƘƻƭŜǎǘŜǊƻƭύΦ wŜǇƭƛŎŀǘƛƴƎ ǘƘƛǎ ŀǇǇǊƻŀŎƘ ǿƛƭƭ ōŜ 
increasingly possible with digital technology, and major progress could be achieved working with the 
voluntary sector, employers, the public sector and NHS staff themselves.  
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Working with local authorities and PHE, we will improve the effectiveness of approaches such as the 
NHS Health Check, rapidly treating those identified with high-risk conditions. Working with voluntary 
sector partners, community pharmacists and GP practices will also provide opportunities for the 
public to check on their health, through tests for high blood pressure and other high-risk conditions. 

Where individuals are identified with high risk conditions, appropriate preventative treatments will be 
offered in a timely way. We will support pharmacists and nurses in primary care networks (see 
Chapter One) to case find and treat people with high-risk conditions. Where 100 people with AF are 
identified and receive anticoagulation medication, an average of four strokes are averted, preventing 
serious disability or even death. The creation of a national CVD prevention audit for primary care will 
also support continuous clinical improvement. 

There are an estimated 32,683 people living with AF in the BCWB. In 2017/18, there were 25,472 
people living with Atrial Fibrillation (AF) on GP registers. 17% of estimated numbers with AF are 
undetected. We aim to reduce this to 15% to achieve the 10-year cardiovascular disease ambition for 
England ς 85% of he expected number of people with AF are detective by 2029 Additionally, there are 
an estimated 350,498 people living with high blood pressure in the BCWB. In 2017/18, there were 
219,076 people living with high blood pressure on GP registers. 33% of estimated numbers with high 
blood pressure are undetected. We aim to reduce this to 20% to achieve the 10-year cardiovascular 
disease ambition for England ς 80% of the expected number of people with high blood pressure are 
diagnosed by 2029. 

In relation to high cholesterol, there are an estimated 92,300 people living this in the BCWB. The 
numbers of people aged 40-74 with a formal validated CVD risk assessment and cholesterol reading 
recorded in primary care was unknown in BCWB. We aim to develop systems to collect this data and 
achieve the 10-year cardiovascular disease ambition for England ς 75% of people aged 40-74 have 
received a formal validated CVD risk assessment and cholesterol reading recorded on a primary care 
system by 2029.  

In 2017/18, 18,593 of the 20,620 people with high risk AF were treated with anticoagulation drug 
therapy. 10% of people living with high risk AF are untreated. We aim to maintain or improve this to 
achieve the 10-year cardiovascular disease ambition for England ς 90% of people with AF who are 
already known to be at high risk of stroke to be adequately anticoagulated by 2029. 

In 2017/18, 95,730 of the 163,726 people age under 80 years living with hypertension had their blood 
pressure managed to 140/90. 42% of people living with hypertension are not treated to target. We 
aim to reduce this to 20% to achieve the 10-year cardiovascular disease ambition for England ς 80% of 
the total number of people already diagnosed with high blood pressure are treated to target as per 
NICE guidelines by 2029. 

We do not know how many people aged 40-74 have 20% or greater 10 year risk of developing CVD or 
how many are treated with statins. We aim to start to collect and report this data and to achieve the 
10-year cardiovascular disease ambition for England ς 45% of people aged 40 to 74 identified as have 
a 20% or greater 10 year risk of developing CVD in primary care are treated with statins by 2029. 

The BCWB system have established a CVD prevention group that will use data as a starting point for 
designing and delivering services. This will enable better value from available resources; the culture 
needed to support effective local action; better use of analytical resources already in the system, 
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building a sustainable infrastructure; developing frameworks for decision making and seeing citizens 
as a source of insight.  

PHE have developed a Return on Investment (ROI) tool for CVD prevention activity that will help us to 
understand the costs, savings and health benefits likely to be produced by implementing a range of 
interventions or improvements in detection and/ or management in our Local Authority, clinical 
commissioning group (CCG) or system footprints. 

How we will deliver our LTP commitments 

The BCWB system have developed a CVD Value Framework for the system that sets out where key 
improvements are required. 

 

Expanding access to genetic testing for Familial Hypercholesterolemia (FH), which causes early heart 
attacks and affects at least 150,000 people in England116, will enable us to diagnose and treat those 
at genetic risk of sudden cardiac death. Currently only 7% of those with FH have been identified117, 
but we will aim to improve that to at least 25% in the next five years through the NHS genomics 
programme. 

People with heart failure and heart valve disease will be better supported by multi-disciplinary teams 
as part of PCNs.  80% of heart failure is currently diagnosed in hospital, despite 40% of people having 
symptoms that should have triggered an earlier assessment. When admitted to hospital, we will 
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improve rapid access to heart failure nurses so that more people with heart failure, who are not on a 
cardiology ward, will receive specialist care and advice. Better, personalised planning for people will 
reduce nights spent in hospital and reduce drug spend. Greater access to echocardiography in primary 
care will improve the investigation of those with breathlessness, and the early detection of heart 
failure and valve disease. 

Pilot schemes in 2020/21 and 2021/22 will increase access to echocardiography and improve the 
investigation of those with breathlessness and the early detection of heart failure and valve disease. 
From 2022/23 we expect funding for wider rollout will be included in fair shares allocations to 
systems. 

Fast and effective action will help save lives of people suffering a cardiac arrest. The chance of survival 
from a cardiac arrest that occurs out of hospital doubles if someone receives immediate resuscitation 
(CPR) or a high energy electric shock to the heart (defibrillation) 120. A national network of 
community first responders and defibrillators will help save up to 4,000 lives each year by 2028. This 
will be supported by educating the general public, including young people of school age, about how to 
recognise and respond to out-of-hospital cardiac arrest. We also will work with partners such as the 
British Heart Foundation to harness new technology and ensure the public and emergency services 
are able to rapidly locate this life saving equipment in an emergency. More effective mapping of data 
on incidence will help direct community initiatives to areas where they are most needed, with the 
.ǊƛǘƛǎƘ IŜŀǊǘ CƻǳƴŘŀǘƛƻƴΩǎ ƴŀǘƛƻƴŀƭ hǳǘŎƻƳŜǎ wŜƎƛǎǘǊȅ ŀƭƭƻǿƛƴƎ ǳs to track survival rates and target 
unwarranted variation. 

As a system we will be working towards the following ambitions related to CVD: 

¶ Working with voluntary sector partners to launch a campaign to increase the number of 
volunteer responders to help improve outcomes of out of hospital cardiac arrests 

¶ Encouraging participation in the Out-of-Hospital Cardiac Arrest Registry to enable national and 
regional benchmarking and support to link this with mapping of location of public access 
defibrillators 

¶ Working with NHS Providers to encourage local NHS staff to sign up to the GoodSAM App, or 
other means by which ambulance services can identify their location when an out-of-hospital 
cardiac arrest occurs 

¶ Undertaking work to optimise heart attack pathways, including data monitoring, reducing 
variation in speed of access to coronary angiography, developing the service specification for 
STEMI (ST-segment elevation myocardial infarction) heart attacks and commissioning PPCI 
(primary percutaneous coronary intervention) services that are 24/7 

¶ Linking with work to develop and test apps and digital technologies to support self-care and 
self-management pathways, including artificial intelligence (AI), ensuring the health 
inequalities gap is not increased as a consequence 

¶ Working with regions and networks to increase access to the BNP (B-type natriuretic peptide) 
blood test and echocardiography, to improve the early detection and optimum management 
of heart failure and heart valve disease 

¶ Working with the British Heart Foundation and ambulance services to rollout a national 
defibrillator network. This will map the location of all public and restricted access defibrillators 
and provide the data to emergency medical despatchers to increase their use in an emergency. 
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Cardiac rehabilitation is an intervention recommended by NICE which can save lives, improve quality 
of life and reduce hospital readmissions. Access to and uptake of cardiac rehabilitation services varies 
across England, and only 62,822 people (52%) of the 121,500 eligible people per year take up offers of 
cardiac rehabilitation. Scaling up and improving marketing of cardiac rehabilitation to be amongst the 
best in Europe will prevent up to 23,000 premature deaths and 50,000 acute admissions over 10 
years. 

We will test the use of technology to increase referral and uptake of cardiac rehabilitation from 
2021/22. We will be developing the national accreditation and national audit programmes for cardiac 
rehabilitation, with support to act on results to improve service quality by the end of 2020/21 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

CVD 

Clear baseline 
established for 
STEMI and NSTEMI 
heart attack 
pathways 

Cardiac 
rehabilitation 
provision and 
uptake 

Preparation for the 
adoption of the 
CVD prevent audit 
in primary care 

Implementation of 
CVDprevent audit in 
primary care 

Increased detection and 
medicines optimisation for 
high risk CVD conditions 

CCG baseline assessment 
using NHS Rightcare CVD 
prevention pathway  

Increased cardiac 
physiologist workforce 

Adoption of nationally spec 
for cardiac rehabilitation 
with plans to increase 
provision where necessary 

Local adoption of national 
campaign to increase 
volunteer responders for 
out of hospital cardiac 
arrest with NHS staff, the 
general public, LA and VCSE 
staff 

Co-ordination of local 
defibrillator networks with 
VCSE and ambulance leads 

Establishment of CVD 
clinical networks  

Implementation of 
PCN service 
specification for CVD 
prevention and 
HF/HVD 

Confirmation of 
designation of PCI and 
non-cardiac centres 
against NICE quality 
standards 

 

Increase diagnostic 
capacity for heart 
failure specifically the 
echocardiography 
workforce 

 

Increase diagnostic 
capacity for heart 
failure specifically the 
echocardiography 
workforce 
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2.3.2.3 Stroke care  

Stroke care triple aim opportunities 

Better health:  

There are 24,500 people with a stroke or TIA on GP registers in BCWB (2017/18). Through our planned 
improvements in primary care we will improve their health and reduce the risk of future CVD events. 

Better care:  

Between March and December 2018 - 17-70% of applicable patients went direct to a stroke unit 
within 4 hours. (England ς 54%). 64-94% of patients admitted to hospital following a stroke who spent 
90% of their time on a stroke unit. (England ς 83%). 23-50% of patients were treated by a stroke 
skilled Early Supported Discharge team. (England ς 37%). 86-100% of eligible patients who were given 
thrombolysis. (England ς 88%). We will work to improve this care and reduce variation between place. 
This has already started with the Walsall population receiving acute stroke care in Wolverhampton. 

Better value:  

Stroke is a preventable disease. Early detection and good primary care management of Atrial 
Fibrillation and high blood pressure would prevent strokes. We are investing in this through our CVD 
prevention work. Investment in prevention is much better value than investment in treating strokes. 

Our vision for stroke care in the Black Country and West 
Birmingham 

Stroke is a preventable disease. It is the fourth single leading cause of death in the UK and the single 
largest cause of complex disability. We will work to reduce the risk factors for stroke. This will include 
actions to improve the populations lifestyle choices (diet, physical activity, weight, alcohol) through 
our prevention workstream and specific CVD risk factors (AF, high BP, Cholesterol) through our CVD 
prevention workstream.  

We will continue to develop our acute stroke offer and network working across the BCWB STP moving 
towards an Integrated Stroke Delivery Network (ISDN). We are exploring how best to configure our 
hyper-acute stroke care in the context of workforce challenges to ensure all units are well-equipped 
and staffed and able to meet seven day standards for stroke care. Stroke workforce will be a focus for 
our Local Workforce Action Board,  

We will continue to develop acute stroke interventions including brain scanning, thrombolysis, 
mechanical thrombectomy and other future national developments which can reduce the severity of 
disability caused by a stroke.  

As part of our community services developments we will further develop our stroke rehabilitation to 
ensure out-of-hospital, integrated, high intensity rehabilitation for people in recover from stroke. 
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The system will deliver the national stroke programme, developed jointly by NHS England and the 
Stroke Association, which will deliver better prevention, treatment and care for the people within 
BCWB who have a stroke. The ambitions of the programme, which meet the aims set out in the Long 
Term Plan, will: 

¶ Improve post-hospital stroke rehabilitation models for stroke survivors 

¶ Deliver a ten-fold increase in the proportion of patients who receive a thrombectomy after 
stroke so that each year 1,600 more people will be independent after their stroke 

¶ Train more hospital consultants to offer mechanical thrombectomy 

¶ Deliver clot-busting thrombolysis to twice as many patients, ensuring 20% of stroke patients 
receive it by 2025 ς the best performance in Europe 

¶ Enhance the Sentinel Stroke National Audit Programme (SSNAP) to identify further need and 
drive improvements 

¶ Ensure three times as many patients receiving 6 month reviews of their recovery and needs ς 
from 29% today to 90% 

How we will deliver our LTP commitments 

At present, stroke care is being developed at the place level. This work will be brought together under 
the system Stroke Steering Group and Clinical Network. Progress during the life of this strategic plan is 
expected under the Integrated Stroke Delivery Network and commissioning for Early Supported 
Discharge, where joint commissioning arrangements may be preferable.  

Place-based approaches in development are described in the table below: 

  

https://www.stroke.org.uk/
https://www.england.nhs.uk/2017/04/stroke-patients-in-england-set-to-receive-revolutionary-new-treatment/
https://www.nhs.uk/conditions/stroke/treatment/
https://www.strokeaudit.org/Home.aspx
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Wolverhampton Sandwell West Birmingham Dudley Walsall 

Stroke Pathway 
review looking at: 

¶ Acute inpatient 
care 

¶ Rehabilitation 
Services 

¶ Long-term care 

 

Stroke Pathway 
specification review 
SWB hospitals: 

¶ Inpatient 
rehabilitation 

¶ ESD 

¶ Community 
rehabilitation 

Deliver prevention 
activity (screening and 
management) for 
hypertension, 
cholesterol, atrial 
fibrillation and heart 
failure. 

Support implementation 
of social prescribing for 
all PCNs for targeted 
interventions 

Work with Sandwell 
Local Authority to raise 
awareness of NHS 
Health Checks through 
PCNs 

Stroke Pathway specification 
review SWB hospitals: 

¶ Inpatient rehabilitation 

¶ ESD 

¶ Community rehabilitation 

BSOL stroke review for 
Birmingham and Solihull area 
include: 

¶ Consider configuration of 
specialist stroke units to 
meet best practice i.e. NHS 
seven-day standards and 
National Clinical Guidelines 
for Stroke 

¶ Improve access to 
mechanical thrombectomy 
for all appropriate patients 

¶ Explore economies of scale 
and equity of access 
opportunities to improve 
clinical outcomes  

Deliver prevention activity 
(screening and management) 
for hypertension, cholesterol, 
atrial fibrillation and heart 
failure. 

Support implementation of 
social prescribing for all PCNs 
for targeted work with 
Birmingham Local Authority to 
raise awareness of NHS Health 
Checks through PCNs 

Increase case 
finding for 
hypertension and 
AF prevalence 

Implement new 
anti-platelet 
guidance 

Review ESD and 
rehabilitation 
specifications 
against updated 
guidance. 

New acute pathway 
introduced in April 
2017, with acute 
stroke admissions 
transferred to Royal 
Wolverhampton 
Hospital. 

Stroke 
rehabilitation beds 
to be transferred 
from acute hospital 
to community 
setting.  

 

As we develop our system stroke offer, in-line with national ambitions, we will be delivering 
improvements in the following areas: 

Workforce 

In 2019, working with the Royal Colleges, NHSE/I will pilot a new credentialing programme for hospital 
consultants to be trained to offer mechanical thrombectomy.  

Stroke rehabilitation 

By 2020 NHSE and I will begin improved post-hospital stroke rehabilitation models, with full roll-out 
over the period of this LTP. By 2027 people recovering from stroke will have access to improved post-
hospital stroke rehabilitation. 
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Thrombolysis and mechanical thrombectomy 

By 2022 we will deliver a ten-fold increase in the proportion of patients who receive a thrombectomy 
after a stroke so that each year, nationally, 1,600 more people will be independent after their stroke. 
By 2025, England will have amongst the best performance in Europe for delivering thrombolysis to all 
patients who could benefit. 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Stroke 

Establishment of 
Integrated Stroke Delivery 
Networks (ISDNs) based 
on the ISDN framework 

At least ambulance, ESD, 
six month reviews 
delivery included within 
initial planned outputs 

Identification of stroke 
rehab pilots sites to test 
and evidence new ways of 
working   

Workforce plans to 
incorporate specialist 
stroke skills provision for 
registered and non-
registered staff 

Every ICS/STP area to 
have initiated an 
Integrated Stroke 
Delivery Network 
(ISDN). 

Commitment to using 
SSNAP data as a driver 
for post acute stroke 
service improvement  

Adopt a stroke service 
model including ESD and 
community 
rehabilitation covering 
the full geography. 

Implementation of NHS 
RightCare Stroke 
pathway 

 

Increased provision 
of stroke 
thrombectomy, for 
10% of stroke 
patients   

Ensure 6 month 
reviews are included 
in the stroke 
pathway 

 

Adopt a post-acute 
stroke model that 
includes integrated 
ESD and 
comprehensive 
rehabilitation, with 6 
month reviews  

 

All stroke system 
reconfigurations 
completed 

Rapid (<4 hour) 
stroke unit access 
provided for at least 
80% of all stroke 
patients 

Thrombolysis 
delivered to at least 
15.8% of all stroke 
patients 
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2.3.2.4 Diabetes  

Diabetes triple aim opportunities 

Better health:  

Reduction in weight helps reduce the risk of developing Type 2 Diabetes. People identified at high risk 
are targeted with a structured education intervention to help improve their health and wellbeing. We 
will also identify people living with diabetes earlier to avoid associated complications. 

Better care:  

The National Diabetes Prevention Programme (NDPP) encourages people to be active partners in 
managing their health, which leads to greater patient satisfaction and prevention of Type 2 Diabetes. 
Structured education will improve outcomes for people with diabetes. 

Better value:  

The NDPP programme is targeted at those who are at most high risk of developing Type 2 Diabetes 
and has shown to result in weight loss and lowered HbA1c levels. Reducing the number of people who 
develop Type 2 Diabetes will help reduce the costs associated with managing patients who develop 
Diabetes. 

Our vision for diabetes in the Black Country and West Birmingham 

There are an estimated 120,000 people living with diabetes in BCWB and 100,000 people on GP 
diabetes registers. 11% of the population in BCWB compared to 9% in England live with diabetes. 
Therefore, diabetes has long been a priority in the Black Country. As a result in many areas outcomes 
in BCWB are good ς however given the large numbers of people living with diabetes this remains a key 
priority for BCWB. 

Our vision is: 

¶ Through addressing wider determinants of health, delivery of lifestyle services and delivery the 
National Diabetes Prevention Programme (NDPP), slow the rate of increase of Type 2 diabetes 
in the BCWB.  

¶ Identify people living with diabetes early and provide good quality care including testing of 
programmes to reverse diabetes (i.e. low calorie diet programmes). 

¶ Improve diabetes treatment and care through improvements in primary care, and structured 
education. 

¶ Improve diabetes treatment and care for those at highest risk of complication by increasing 
integration between Primary Care Networks, community services and acute care. 

¶ Respond effective to complications from diabetes through improvement in in-patients 
services. 
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How we will deliver our LTP commitments 

Diabetes a priority as part of the BCWB system clinical strategy. We are developing a Diabetes clinical 
leadership group to develop and implement this strategy. This is captured and supported in an 
iterative Diabetes Value Framework that sets out the system improvement priorities for the BCWB 
system: 

 

Diabetes Value Framework 

National Diabetes Prevention Programme 

There are an estimated 130,000 adults living with non-diabetic hyperglycaemia in BCWB. Our new 
service contract for the NDPP went live in August 2019. NHSE have allocated 14,290 funded places 
from 1st August 2019 to 31st July 2022 across the system. The expectation is that primary care will 
generate 23,961 referrals into the programme and will utilise the 14,290 funded places based on a 
60% conversion rate. We will work as a system to utilise our NDPP capacity and reduce variation 
between places. There is no additional cost to the system for this service as it is nationally 
commissioned.  
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Diabetes screening 

Approximately 100,000 (82%) of the estimated 120,000 people living with diabetes in BCWB have 
been identified, compared to 80% in England. We will work as a system to maintain and increase case 
finding and reduce variation between places. This will include working with local authorities to 
increase uptake of NHS Health Checks ς as our places with high uptake of NHS Health Checks have 
identified high proportions of people living with diabetes. 

We are piloting very low-calorie diet programmes with the aim of reversing diabetes. This has started 
in Wolverhampton and we have submitted a system application to join the NHSE programme. 

Support for people living with diabetes to achieve three recommended 
treatment targets 

BCWB benchmarked well against England in achievement of three recommended treatment targets 
(3TT) in 2017-18. 20% of people with type 1 diabetes in BCWB achieved 3TT compared to 19% in 
England. 42% of people with type 2 diabetes in BCWB achieved 3TT compared to 40% in England. 
Incentives for primary to increase numbers receiving eight care process (8CP) and/or 3TT has been 
included in primary care offers in each of our five places in 2018/19 and 2019/20. Dudley CCG has 
implemented a health coaching pilot which has demonstrated a positive impact on outcomes for 
people living with diabetes ς this is being rolled out across all PCNs. Local data suggests we have 
improved on our positive benchmark. We expect to improve our position when NDA data is reported 
for 2018/19. We are working as a system to maintain and increase this improvement and reduce 
variation between places. This will include focusing of implementing health coaching for patients with 
diabetes across BCWB as part of the Personalised Care and Supporting planning programme.   

We have recently run community pharmacy public health campaign for Diabetes UK 15 healthcare 
essentials. This will be repeated next year. 

Expanded access to structured education 

BCWCB benchmarked poorly against England in numbers of people with type 1 and type 2 diabetes 
offered and attending structured education in 2017/18. For people diagnosed with type 1 diabetes ς 
30% were offered and 10% received structured education, compared with 39% and 5% for England. 
For people diagnosed with type 2 diabetes ς 64% were offered and 6% attended structured education, 
compared with 75% and 9% for England. We believe this is partly explained by problems with data 
recorded. Much progress has been made since 2017/18 in BCWB to expand access to structured 
education. As a system, all places received funding from NHSE Diabetes Treatment and Care 
Programme to improve the uptake of structured education for patients living with diabetes. Incentives 
for primary care to increase the number of people offered structured education have been included in 
primary care offers in each of our five places in 2019/20. Work has been undertaken to improve 
recording of people completing structured education. Structured education options have increased 
including introduction of a digital offer. Local data demonstrates considerable improvement in the 
numbers accessing structured education and we are working as a system to maintain and increase this 
improvement and reduce variation between places. 
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Multidisciplinary footcare teams (MDFTs) 

89% of people on diabetes registers had a record of foot examination and risk classification in 2017/18 
in BCWB, compared to 88% for England. There is 100% coverage of MDFTs across BCWB. The number 
of inpatients seen by the MDFTs is increasing. Work has been done in some places to improve 
provision of MDFTs. This has been supported the NHSE Diabetes Treatment and Care programme but 
with varying investment between places. We will work as a system to maintain and improve MDFT 
performance and reduce variation between places. 

Diabetes inpatient specialist nurses (DISN) teams 

Our clinical strategy aims to improve outcomes for people living with diabetes including reducing need 
for secondary care support. Given our high prevalence of diabetes, our in-patient demand 
benchmarks positively. For those who periodically need this support we will continue to ensure the 
quality of our in-patient services including access to diabetes inpatient specialist nursing teams. 

Inequalities 

Socio-economically disadvantaged people are disproportionally represented in people living with 
diabetes (particularly type 2 diabetes). We will work to collect and analyse our outcome measures by 
PCN and by deprivation decile. This will enable us to refine the plans we have described to meet the 
needs of those most at need. 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Diabetes prevention 

New service 
contract goes live 
August 2019 

2,043 patients 
NDPP 

4,683 patients NDPP 

Confirmation of future 
commissioning arrangements ς 
NHSE or CCG funded 

Procurement of new service 

5,235 patients NDPP 

Contract ends 31.7.22 ς 
transition to new provider 

  

Diabetes screening 

 Work with LA to review NHS 
Health Checks and plan to 
increase uptake. 

   

Structured education 

Understand 
impact of actions 
to increase 
uptake of 
structured 
education and 

Analysis to understand 
inequalities in structured 
education and develop actions to 
address 

Data reports to PCNs 
demonstrating variation. 

Encourage PCNs to address 
variation within PCN 

Support PCNs 
with the lowest 
achievement 
on diabetes 
treatment 
targets 

Continuous 
quality 
improvement 
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scale of challenge 
for future 
improvement 

Review remote offer of 
structured education 
including nationally 
developed HeLP, 

Three treatment targets 

Understand 
impact of actions 
to increase 
achievement of 
3TT and scale of 
challenge for 
future 
improvement 

Analysis to understand 
inequalities in 3TT and develop 
actions to address 

Data reports to PCNs 
demonstrating variation. 

Encourage PCNs to address 
variation within PCN 

Support PCNs 
with the lowest 
achievement 
on diabetes 
treatment 
targets 

Continuous 
quality 
improvement 

Multidisciplinary footcare teams 

 Review investment profile by 
place 

   

Diabetes inpatient specialist nurses 

 Review service benchmarks  Confirm benchmarks still 
positive and take 
appropriate action if 
required 

  

Inequalities 

 Define outcome measures by 
PCN 

Review variation in 
outcomes by PCN 
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2.3.2.5 Respiratory disease 

Respiratory triple aim opportunities 

Better health:  

RightCare data suggests that we can perform much better in detecting Chronic Pulmonary Disease. 

Better care:  

The Premature Mortality rate for Respiratory Disease in the BCWB is higher than the England average 
rate of 28.1 per 100,000. This is a clear opportunity to improve outcomes through integration of 
services to deliver care across the whole respiratory pathway, reducing dependence on acute 
admissions to hospital through better prevention and management of care in the community. 
RightCare suggests we could perform better in the take-up of smoking cessation, annual reviews and 
flu vaccinations from people with COPD. 

Better value:  

Sub-optimal pathways for people with respiratory conditions lead to exacerbations of disease and 
demand for urgent care. The variation between BCWB CCGs and similar CCGs suggests high demand 
for urgent care. Improving pathways should reduce demand and this capacity could be reallocated to 
higher value interventions e.g. detection, primary care management. Respiratory Medicine indicates 
savings of up to £0.9m. 

Our vision for respiratory in the Black Country and West 
Birmingham 

Problems of the Respiratory System cost the Black Country and West Birmingham system over £115 
million each year. Respiratory disease affects one in five people in England and is the biggest cause of 
death. Hospital admissions for lung disease have risen over the past seven years at three times the 
rate of all admissions generally and remain a major factor in the winter pressures faced by the NHS.  

However, in some places (Dudley and Wolverhampton) in the BCWB we have bucked this trend. We 
are working as the BCWB to identify the good practice in places with lower admissions and spreading 
this across the BCWB. This is key role of the BCWB Respiratory CLG who are developing a Respiratory 
Value Framework to support this, including shared aims, objectives and outcomes and identification 
of good practice to support improvement. This is an iterative document, but the summary page of the 
current version is below:  
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Respiratory Framework 

Addressing health Inequalities  

Socio-economically disadvantaged people are disproportionally represented in people living with 
respiratory problems. We will work to collect and analyse our outcome measures by PCN and by 
deprivation decile. This will enable us to refine the plans we have described to meet the needs of 
those most at need.  

How we will deliver our LTP commitments 

Early detection of respiratory problems 

Currently around a third of people with a first hospital admission for a COPD exacerbation have not 
been previously diagnosed. There are an estimated 54,645 people living with COPD in the 
BCWB. Lƴ нлмтκмуΣ ǘƘŜǊŜ ǿŜǊŜ 27,981 people living with COPD on GP registers. By 2024/25 we aim to 
detect 80% of our estimated people living with COPD.  

However, we do not want to detect more people with COPD until we have optimal pathways for 
diagnosis. 84.5% of people on GP registers in the BCWB have been diagnosed with 
spirometry. However, there is huge variation in the quality of spirometry testing across the 
country. We will do more to diagnose respiratory problems earlier and to a high quality.   
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Improve outcomes from pulmonary rehab 

We will explore the use of GRASP when it is re-released later this year as a tool to support 
identification of people with COPD in primary care.  

We intend to roll out lung screening as per current national pilots subject to agreement of funding. 
Evidence suggests this will detect more people with lung cancer, COPD and other respiratory 
diseases.  

We have estimated that approximately 2,000 people in the BCWB could benefit from pulmonary 
rehabilitation each year. In 2017/18, approximately 400 people in the BCWB completed pulmonary 
rehabilitation ς 20% of those who could benefit.  

We aim to increase referrals to pulmonary rehabilitation from primary care, increase the number of 
referrals that start pulmonary rehabilitation, increase the number of people who complete pulmonary 
rehabilitation and improve the quality of pulmonary rehabilitation so the outcomes of people who 
complete pulmonary rehabilitation are as good as they can be.  

These improvements will be made by: 

¶ Reviewing current services and understanding how much is being invested and whether this is 
good value for money and if appropriate investing further to increase capacity for pulmonary 
rehabilitation;  

¶ Supporting PCNs to take a population management approach to find patients from existing 
COPD registers who have not been previously referred to rehabilitation. This has started in 
2019/20 with the new QOF indicator. We will ensure this continues, if needed, either through 
QOF or local PCN commissioning;  

¶ Encouraging acute Trusts to increase the number of people receiving the COPD discharge 
bundle which includes referral to pulmonary rehabilitation where this is appropriate. This 
is incentivised through the Best Practice Tariff and supported by GIRFT;  

¶ Supported by nationally provided resources to support commissioners of pulmonary 
rehabilitation;  

¶ Additional funding provided as part of the Long Term Plan.  

By expanding pulmonary rehabilitation services over the next 5 years, approximately 1,500 
exacerbations can be prevented and 200 admissions avoided each year by 2024/25.  

Support for people with respiratory disease in medications 

87% of the BCWB spend on asthma goes on medicines i, but incorrect use of medication can also 
contribute to poorer health outcomes and increased risk of exacerbations, or even admissions.  

In 2019/20 we have reviewed COPD inhaler treatment guidelines and developed a standard format for 
the BCWB. We have provided training on this for more than 400 people with a focus on adherence to 
the formulary and inhaler technique.  

This training will support implementation of a range of medicine reviews; educating people on the 
correct use of inhalers; reducing use of short acting bronchodilator inhalers and switch to dry powder 
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inhalers where clinically appropriate; uptake of new smart inhalers; and environmental impact of 
inhalers. Offering the training to all disciplines across the respiratory pathway will support 
multidisciplinary working.  

RightCare will publish an Asthma toolkit in autumn 2019/20. Our system Respiratory CLG will use this 
toolkit to develop an improvement plan. This will be supported by the new best practice tariff asthma 
discharge bundle from 2020/21. 

Targeted management for breathlessness 

80 people in BCWB have received training focusing on the different reasons for breathlessness and 
Ƙƻǿ ǘƻ ǊŜŘǳŎŜ ƛǘǎ ƛƳǇŀŎǘ ƻƴ ǇŜƻǇƭŜǎΩ ƭƛǾŜǎ ǊŜǎǳƭǘƛƴƎ ƛƴ ŀ ǇǊƻǾŜƴ ǊŜŘǳŎǘƛƻƴ ƛƴ ŀŘƳƛǎǎƛƻƴǎ (Using the 
Cambridge Breathlessness Intervention Service breathing, thinking, functioning model). This training 
will be rolled out across the BCWB and a network of those trained will be supported to develop new 
models to respond to people with breathlessness.  

Our timetable for delivery 2019/20-2023/24  

For the full implementation plan please see appendix D. 

2019/20 2020/21 2021/22 2022/23 2023/24 

Respiratory: Detect and diagnose respiratory problems earlier 

Participation in 
RightCare regional 
programmes   

Work to the 
requirements of the 
spirometry 
commissioning guidance 

Map spirometry trained people 
across system.  

Access national ARTP 
spirometry training for at least 
2 staff members per PCN 
locality.  

Develop diagnostic hubs 
on PCN footprints using 
nationally provided 
spirometry 
commissioning guidance 

Incentivise 
primary care to 
identify more 
people with 
COPD. 

80% of estimated 
number of 
people with 
COPD detected 
and diagnosed by 
accredited 
spirometry 

Pulmonary Rehab 

Plan to enrol all PR 
services in RCP PR 
accreditation scheme to 
assure quality. 

Plan trajectory for 
referral to PR services  

25% of those who can benefit 
from PR complete PR.  

Define outcomes for 
completers  

All providers accredited by RCP 
(supported by NHSE) 

30% of those who can 
benefit from PR 
complete PR.  

Report outcomes for 
completers  

Increase workforce 
trained in pulmonary 
rehab  

35% of those 
who can 
benefit from PR 
complete PR.  

Improve 
outcomes for 
completers  

45% of those 
who can benefit 
from PR 
complete PR.  

Improve 
outcomes for 
completers  

Respiratory medications 

Implement RightCare 
pneumonia and asthma 
pathway 

Drive and track uptake 
of COPD discharge 

Develop standardised BCWB wi
de asthma inhaler treatment 
guideline.  

Develop 
training programme for range 

Develop pneumonia 
treatment guidelines.  

Embed 
training programme and 

Review COPD 
treatment 
guidelines  

Sustain and 
further develop 
training program
me  
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bundle as part of the 
best practice tariff 

of staff including community 
and practice pharmacists.   

Identify resources to deliver in 
a regular and sustainable way.  

Support uptake of national 
service specification for 
medication reviews.  

monitor uptake and 
impact.  

Sustain and further 
develop 
training programme.  

Review Asthma 
treatment 
guidelines  

Sustain and 
further develop 
training 
programme  

Breathlessness 

 Develop 
training programme for range 
of staff working with people 
with breathlessness.  

Embed 
training programme and 
monitor uptake and 
impact.  

Sustain and further 
develop training 
programme  

Sustain and 
further develop 
training progra
mme  

Sustain and 
further develop 
training program
me 

CAP 

Participation in CAP 
CQUIN for 19/20 

 

Continued best practice around 
CAP admission and discharge 
(post CQUIN) ς NICE and BTS 
guidance 

Track admission rates and bed 
days for CAP (pneumonia) 
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2.3.2.6 Mental health 

Mental health triple aim opportunities 

Better health:  

Improved access to universal and specialist mental health and mental wellbeing initiatives, care 
pathways and services across the life span, with increased focus upon prevention and early 
intervention at key moments in life, reducing levels of complexity and chronicity including physical 
health and improving the quality of life chances and opportunities. 

Better care:  

Improved access to integrated health and social care driven initiatives across all statutory and non-
statutory key stakeholder partners and agencies, aligned with West Midlands Combined Authority 
Mental Health Commission deliverables including focus on primary care as well as mental wellbeing 
and the wider determinants of mental ill health in individuals, families and communities. 

Better value:  

Transformed patient outcomes and experience as well as reducing demand of high levels and types of 
need on mental and physical health secondary and tertiary services We will release savings through 
reductions in inappropriate out of area placements for reinvestment in crisis, community and acute 
services to maintain system capacity. 

Our engagement around mental health services 

National surveys looking at the experiences of people receiving community mental health services as 
well as adult inpatients in hospital have supported us in designing our approach to delivering the 
mental health commitments in the LTP. We have also carried out stakeholder workshops locally 
focusing on the personality disorder pathway. We will continue to engage with our population as to 
our plans for mental health services in the early stages of this strategic plan. 

Our vision for mental health in the Black Country and West 
Birmingham 

With the publication of the NHS LTP containing ambitions to drastically improve the quality and 
availability of mental health services, the opportunity to turn the tide has never been greater. This 
coupled with the renewed commitment that mental health services will grow faster than the overall 
NHS budget, with a ring-fenced investment of at least £2.3bn by 2023/24 which we are committed to; 
we have the catalysts for change that we have long championed for.  
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Drivers for change in MH 

Our ambition for the delivery of mental health services is guided by a system of partnership which 
encourages increased collaboration and integration, guided by the principle of local-first. Influenced 
by factors such as prevalence, capacity, reach and scale we will balance delivery between proximity to 
home and family, and high quality provision and outcomes.  

The BCWB system has committed to the delivery of a single NHS Mental Health Trust across the Black 
Country by April 2020.  This has strong support on the basis that it will enable a more consistent 
mental health and learning disabilities offer, regardless of where you live in the Black Country. The 
population of West Birmingham will continue to receive NHS services from Birmingham and Solihull 
Mental Health Trust. 

The acceleration of New Care Models (now called Establishing Steady State Commissioning) with the 
transfer of funding, commissioning, service redesign, quality improvement and performance oversight 
of specialised services from NHSE/I to provider collaboratives will result in a shift in our current 
system architecture. Vanguards across the UK have shown success in repatriation of out of area 
patients, developing full pathway approaches, delivering financial efficiency and making investment in 
early intervention work.  All specialised commission for Mental Health will move to this new way of 
working by 2021. The process of transferring commissioning to provider collaboratives has started 
with three areas ς Secure Care, CAMHS T4 and Adult Eating Disorders, with Learning Disabilities and 
Autism threaded through all three. Based on a lead provider and provider alliance model, lead NHS 
providers will be allocated a population budget to manage. Provider Collaboratives will be financially 
and clinically responsible for placement and care of their patient population. They will have the ability 
to pool financial risk across the partnership, and the flexibility to make savings and reinvest in 
community and step-down services in order to improve the whole pathway, and reduce reliance on 
the most specialised services. Across our region the process for establishing and seeking approval for 
the collaborative is underway, and NHS Providers have supported the following as lead providers:  
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¶ Secure Care ς Birmingham and Solihull Mental Health Foundation Trust 

¶ CAMHS T4 ς .ƛǊƳƛƴƎƘŀƳ ²ƻƳŜƴΩǎ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ 

¶ Adult Eating Disorders ς Midlands partnership Foundation Trust 

As these collaboratives develop it is a key priority of the BCWB system to ensure that BCWB and local 
community provision is well-represented with a strong and influential voice.  

At a system level and in line with BCWB Clinical Strategy for Mental Health a range of best practice 
specialist mental health service specifications have been developed, which are predicated on the basis 
of being delivered on a black country footprint, resulting in a more standardised approach that tackles 
unwarranted variation. This approach has strong clinical support and is a key enabler on the Black 
Country and West Birmingham journey to eliminating inappropriate Out of Area Placements (OoAP) in 
mental health services.  

The system recognises that OoAPs do not provide optimal care for our people, are distressing at a 
difficult time, increase length of stay, result in discontinuity of care, and increase the risk of suicide, 
whilst also adversely impacting the B health and care economy. There is a marked difference in the 
use of inappropriate OoAPs across the system. By reducing the unwarranted variation in the 
commissioning and provision of local specialist services, significant inroads can be made in reducing 
OoAPs across our system.  

A further challenge for our system is the fact that our Mental Health Trusts have had sustained 
periods where bed occupancy in each of our respective places has been over 85% and sometimes 
95%, which coupled with the added challenges we face locally when females are in need of PICU (for 
which there is no Black Country provision) and males in need of PICU (for which there is no provision 
in Dudley and Walsall) resulting in our people being sent out of area. Our vision is the Black Country to 
collaborate and develop one clinical vision for Black Country and West Birmingham mental health bed 
stock with improved community services to reduce admissions. 

Lƴ ./². ǘƘŜǊŜ ŀǊŜ ŦƛǾŜ ǎǘǊƻƴƎ ōƻǊƻǳƎƘ ōŀǎŜŘ ΨǇƭŀŎŜǎΩ ǿƘƛŎƘ ŀǊŜ ǾŜǊȅ ǇƭŀŎŜ ǎǇŜŎƛŦƛŎ ƛƴ ŘŜǾŜƭƻǇƛƴƎ ƭƻŎŀƭ 
responses to improving the health and wellbeing for their populations. Mental Health services play a 
key role in each of our respective places in order to develop and embed models of care that take a 
population health approach, improve access to local services and provide greater continuity and 
coordination of care. We recognise that 90% of people accessing care for their mental health needs 
across the country do so in primary care settings. The introduction of Primary Care Networks (PCNs) 
earlier this year provide the fundamental building blocks upon which our new model of work would 
be established. Co-designing with our PCNs, and using population health intelligence to understand 
prevalence, we will seek to focus and align the most effective mental health interventions as local as 
possible to individuals in our population. We will strive to achieve ease of access by challenging the 
traditional rhetoric between referrer and responder, and by nesting the right mental health skills in 
primary care. 
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By 2024 we will have: 

¶ Integrated pathways in the community and hospital specialist/ support in: 
o CAMHS  
o ED  
o TCP (LD) 
o Adult Secure  

¶ One commissioning unit which will be strategically and contractually organised to minimise 
variation and inequality  

¶ Provision coordinated by one Healthcare NHS provider to ensure consistency and minimise 
clinical variations  

¶ A strong financial platform which will improve economies of scale and scope  

One commissioner  

hǳǊ //Dǎ ǇǊƻǇƻǎŜ ǘƻ ƻǇŜǊŀǘŜ ŀǎ ΨƻƴŜ ŎƻƳƳƛǎǎƛƻƴŜǊΩ ŀŎǊƻǎǎ ǘƘŜ .ƭŀŎƪ /ƻǳƴǘǊȅ ŀƴŘ ²Ŝǎǘ .ƛǊƳƛƴƎƘŀƳΣ 
leading to a substantial reduction in the current unwarranted variations in the quality of care, 
standardised services, and the creation of an environment in which our providers can maximise 
ǊŜǎƻǳǊŎŜǎ ŀƴŘ ǿƻǊƪŦƻǊŎŜ ǘƘǊƻǳƎƘ ōŜǘǘŜǊ ǎƪƛƭƭ ƳƛȄ ǳǘƛƭƛǎŀǘƛƻƴΦ ¢Ƙƛǎ ǿƛƭƭ ōǳƛƭŘ ƻƴ ǘƘŜ ¢ǊǳǎǘǎΩ ŀƳōƛǘƛƻƴ ǘƻ 
merge and improve the experience of BCWB residents affected by Mental Health and Learning 
Disabilities (MHLD). By sharing best practice and aligning to the work of all agencies we will reduce 
variation; improve access, choice, quality and efficiency; and collaborate to develop new highly 
specialised services in the Black Country and West Birmingham. 

By agreeing common specifications and models we will develop standardised and potentially more 
cost effective solutions, and minimise service variation, including putting in place a recovery model 
that supports people to avoid crisis and manage their own care as much as possible, whilst supporting 
them at times of need. This will reduce role duplication, streamline service management and allow 
investment in front line staff development and up-skilling.  

Overall, this approach to harmonization and standardisation will:  

¶ Simplify access to services improving health and wellbeing for users, families, staff and 
communities 

¶ Put in place common, responsive and standardised all age Early Intervention services 

¶ Combat variation in care and service delivery across the Black Country and West Birmingham  

¶ Ensure clear, simplified pathways for users, ensuring most effective use of resources 

¶ Achieve economies of scale for providers and reduction of duplication Improve utilisation in 
front line services through better skill mix usage and reduction in temporary and locum costs.  

The Care Model is illustrated below: 
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Figure 21 Care model illustration 
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Addressing health inequalities 

There are significant levels of deprivation in the Black Country with 56% of our people accessing 
mental health services, living in the most deprived areas of England. There is currently a life 
expectancy gap of approximately 18 years for men, and 15 years for women between those in the 
Black Country who are in contact with mental health services, and those who are not, and this gap 
appears to be widening for females.  

Across our Black Country population: 

¶ Depression rates (7.4%) are higher than the England average (7.3%) and are recorded at 8.6% 
in Dudley 

¶ The level of employment for individuals with mental health needs is significantly lower than 
the employment rate in the population as a whole, particularly in Wolverhampton 

¶ Whereas cancer is the leading cause of death for the population as a whole, circulatory disease 
is the most common cause of death for mental health service users in the Black Country 

¶ The estimated smoking prevalence level (20.3%) is higher than the rest of England figure 
(18.4%) 

¶ Approximately 20% of A&E attendances and emergency admissions in the Black Country can 
be attributed to mental health service users who only make up 7% of the population 

¶ Outpatient DNA rates run at almost 15% for mental health service users, which is significantly 
higher than other patients, and rates of diagnostic imaging are almost twice as high among 
mental health services users as the rest of the population. 

How we will deliver our LTP commitments 

Specialist community perinatal mental health 

We have developed an STP wide service specification which meets NICE and Royal College Guidance. 
Wolverhampton has been selected to commission and develop the new service with transformational 
funding. We have developed a Perinatal Mental Health Alliance Programme Board and Clinical 
wŜŦŜǊŜƴŎŜ DǊƻǳǇ ǿƛǘƘ /ƘƛƭŘǊŜƴΩǎ aŀǘŜǊƴƛǘȅ ŀƴŘ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ ŀƴŘ ǿƛǘƘ ŎƭƻǎŜ ŀƭƛƎƴƳŜƴǘ ǿƛǘƘ 
our BC&WB LMS governance structures.  

Additional investment plans have been submitted to expand our team accordingly with additional 
psychology, social work and occupational therapy posts. We are working with Primary Care and 
Secondary Care colleagues to ensure performance against access targets and trajectories (at least 5 % 
prevalent population).  

By 2023/24: 

¶ Meet currently unmet need and areas of low referral 

¶ LƳǇǊƻǾŜ ŎƻƴƴŜŎǘƛǾƛǘȅ ŀŎǊƻǎǎ ŎƘƛƭŘǊŜƴΩǎ ŀƴŘ ƳŀǘŜǊƴƛǘȅ ŀƭŎƻƘƻƭ ŀƴŘ ǎǳōǎǘŀƴŎŜ ƳƛǎǳǎŜ ŀƴŘ 
mental health services  

¶ Focus on high risk mothers who are complex e.g. asylum seekers, victims of trauma, dual 
diagnosis, victims of trafficking etc. of which we appear to have high numbers across the STP.  
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¶ Achieve NCAT level 4 

¶ Work closely with HEE and the EAG to improve access to Family Intervention Training CBT-P 
and support delivery of best practice. 

CƘƛƭŘǊŜƴ ŀƴŘ ȅƻǳƴƎ ǇŜƻǇƭŜΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ 

Children and yoǳƴƎ ǇŜƻǇƭŜΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ǿƛƭƭ ƎǊƻǿ ŦŀǎǘŜǊ ǘƘŀƴ ōƻǘƘ ƻǾŜǊŀƭƭ bI{ ŦǳƴŘƛƴƎ 
and total mental health spending.  Our plans set out how they we will meet this mental health 
investment standard and use the investment and the additional funding set to deliver the 
commitments in the LTP and the Five Year Forward View for Mental Health. These are: 

¶ Specialised mental health services and learning disability and autism services will be managed 
through NHS-led provider collaboratives over the next five years 

¶ Stabilising and expanding core community teams for adults and older adults with severe 
mental health illnesses 

¶ Delivering National Mental Health priorities 

¶ Funding allocations will be made to individual systems 

¶ Targeted funding for specific sites for a range of smaller initiative and pilots. 

Across BCWB STP our ambition is to increase access for our children and young people (CYP), and 
ensure that pathways for CYP aged up to 25 are aligned (where possible), or connected to remove 
arbitrary transition barriers.  We already have pathways that are cognisant to 0 to 25 models including 
an all age Eating Disorders pathway and EIP.  

An STP wide Eating Disorder service specification has been developed with the ambition of being all 
age by 2021. Focus on delivery of referral to treatment standards and comprehensive and robust 
connectivity with CAMHS Schools, Colleges and Universities and Dual Diagnosis Workers, EUPD 
services and Alcohol and Substance Misuse Services, and services for people with ASD.  

BCWB STP CYP workstream identifies opportunities to align care and support for vulnerable CYP with 
Special Educational Needs and disabilities.   A focused CYP Transforming Care sub-group strategically 
plans for system change for those with challenging behaviour/mental health who also have Autism 
Spectrum Disorder and or Learning Disability.  Our plans aim to bolster community support including 
what matters to CYP and their families in the development of pre and post diagnostic support.  In 
addition, we recognise that a large proportion of CYP with ASD/LD are known to the criminal justice 
system.  We will continue to work alongside specialised commissioning to ensure seamless pathways 
are offered to CYP. 

By 2023/24: 

¶ We will have a comprehensive BCWB STP 0 to 25 offer that ensures that CYP access the right 
support to meet their cognitive needs, with a focus on the most vulnerable and most likely to 
be impacted by health inequalities such as CYP with protected characteristics or those known 
ǘƻ /ƘƛƭŘǊŜƴΩǎ {ƻŎƛŀƭ /ŀǊŜ 

¶ 100% of CYP in BCWB STP will have access to emotional wellbeing and mental health services 
by 2024 
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¶ We will have expanded our teams moving from 4 to at least 8 with an expected reach of 
approximately 8,000 CYP per team.  Our teams will provide whole school/education setting 
types of approaches to ensure that CYP have knowledge of how to access services when they 
most need it.  BWB STP Mental Health Trailblazer is innovative where we will develop a virtual 
targeted team that will work across the footprint to support CYP who are placed outside of 
local authority boundaries. 

Adult common mental illnesses (IAPT) 

BCWB STP has historically taken a place-based approach to the delivery of IAPT.  This is a legacy of 
each of the 5 areas developing their service over 10 years and in line with local pathways for primary 
mental health.  Services will continue to operate on place basis reflecting the need to develop Long 
Term Condition pathways in conjunction emerging primary care networks and local specialist 
pathways that currently emerge from 5 different providers of acute and community services.  IAPT in 
West Birmingham is provided as part of the city-wide delivery model for Birmingham and 
commissioned on behalf of the Black Country and West Birmingham STP via Sandwell & West 
BƛǊƳƛƴƎƘŀƳ //DΩǎ Ƨƻƛƴǘ ŀǊǊŀƴƎŜƳŜƴǘǎ ǿƛǘƘ .ƛǊƳƛƴƎƘŀƳ ϧ {ƻƭƛƘǳƭƭ //DΦ 

This diverse approach will continue, reflecting the need of each local economy, but the proposed 
merger of the current Black Country mental health provider organisations, that will form the totality 
of the IAPT provider picture, will afford opportunities to realise greater efficiency through shared 
learning, governance, development and clinical leadership.  Investment by each CCG into its services 
reflects the ambition to achieve a greater level of access and deliver the mandated specialist pathways 
for people with Long Term Conditions and Medically Unexplained Symptoms. 

By 2023/24: 

¶ Locally agreed trajectories aimed at manageable growth in year with a Quarter 4 ambition of 
achieving 22% access with invest in place to achieve this 

¶ STP to agree IAPT trainee plan, for Black Country with requisite number of commissions from 
Health Education England to ensure workforce sustainability 

¶ Each area to continue to work within localities to develop LTC pathways 

¶ Sandwell to mobilise new Primary Mental Health and IAPT service following re-procurement 

¶ Each area to utilise requisite investment to achieve 25% access for whole year 

¶ Each area to have mobilised and have functioning LTC pathways across a minimum of two 
condition specific pathways. 

 

Adult severe mental illnesses (SMI) community care 

Community  

The planned merger of the two major providers of specialist NHS community mental health provision 
will, during the life of the plan, afford the opportunity for the development and delivery of new 
models of care.  The merger of skills, capability, experience and the capacity afforded through a 
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greater economy of scale will enable each area to work closely with its Primary Care Networks, 
emerging care alliances and third sector colleagues whilst having a consistent and high quality core 
SMI offer that meets the needs of the most vulnerable across the entire STP footprint. 

Each of the 4 CCGs, has established local incentive schemes and primary care co-commissioning 
frameworks that reflect the need to achieve the ambition for physical health checks that will continue 
to have a positive impact during the life of the plan.  In addition, the STP will work closely with our 
specialist provider to ensure that a greater number of people under their care receive a health check 
and access to high quality physical health care. 

Through collaboration with stakeholders and greater integration with primary care, community care 
and treatment in the Black Country and West Birmingham will be delivered closer to the patient, with 
a greater emphasis on shared care, early intervention, community asset-based support and 
personalisation.  The latter will see CCGs cede more of its resources to providers under risk-gain share 
arrangement so that the people delivering care can offer innovative, diverse and individualised 
solutions to enable service users to realise their full recovery potential and reduce the dependency on 
mainstream provision. 

The service will, as a key component of its offer, ensure that people with personality disorders receive 
the highest standard of NICE informed care and that it has a workforce that is sensitive and responsive 
to the needs of those with a traumatic history.  We are committed to ensuring that the services we 
provide do not serve to increase or contribute to the distress experienced by people. 

The development of community care for people with SMI, will move to the forefront of innovation 
and become the bedrock upon our more specialist service provision will operate.  It will be the main 
tool to enable the Black Country to deliver its ambitions in relation to zero suicide among our SMI 
population and eradicating the need for out of area hospital placements for our most vulnerable 
users. 

By 2023/24: 

¶ Each CCG to work with emerging PCNs and the mental health trusts to develop a coherent 
concept for each place that can be tested. 

¶ Each CCG will achieve 60% physical health checks as per the constitutional demand. 

¶ 9ŀŎƘ //D ǿƛƭƭ ŀƎǊŜŜ ƛǘΩǎ Ƙƻǿ ƛǘǎ ŦƛƴŀƴŎƛŀƭ ǇƭŀƴƴƛƴƎ ǿƛƭl support the development of integrated 
primary and community care in Mental Health during the life of the plan. 

¶ Each CCG to collaborate with the trusts to agree the ambition for devolving the resource to 
support personalisation. 

¶ In year testing of new clinical models reflecting discussions in each place, with the expectation 
that across the total STP at least 4 PCNs will be covered by a new model of care delivery. 

¶ Detailed in-year evaluation of the impact of the new models of care to inform financial 
planning and a greater roll out, subject to a full service user engagement programme. 

¶ 10% of SMI physical health checks will occur within secondary care with the development of an 
integrated system to ensure seamless data capture and an aggregated picture for the whole 
STP. 
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¶ Subject to possible future changes to both the commissioning and provider constitution in the 
Black Country, this year will see the comprehensive roll out of integrated community care 
models, informed by the evaluation of trials and stakeholder engagement. 

¶ People entitled to Section 117 aftercare will have the opportunity to receive this through the 
mechanism of a personal health budget  

EIP 

We have an STP wide recovery plan and service specification in place which has been developed by 
our clinical reference group. We are working closely with HEE and the EAG to improve access to 
Family Intervention Training CBT-P and support delivery of best practice.    We have scoped the 
funding gap with support via NHSE EAG deep dives to agree funding gap to achieve full compliance 
with national guidance and NICE. IPS wave 1 funding workers embedded in EIP.  

By 2023/24: 

¶ Achieve NCAT level 4 by Q4 21/22. 

¶ Increased allocation of in line with MHIS funding assumptions Focus on delivery of referral to 
treatment standards and implementation of 14-65 model and further embedding ARMS across 
STP. 

Individual Placement Schemes (IPS) 

The STP has been successful in securing both Wave 1 and Wave 2 funding from NHSE to ensure 
delivery across the Black Country footprint and to implement additional services delivery to those 
with an SMI.  

The Exemplar IPS provider has now expanded its service to include EIP, Criminal Justice and those 
currently supported in intensive rehabilitation units. This pump priming funding has enabled the STP 
to fast track IPS growth. Investment will continue post programme funding, delivering greater 
employment opportunities for more people than previously available, improving outcomes for those 
receiving support. 

The service will continue to be monitored to ensure it meets STP requirements and performance 
levels are of a high standard. The STP is committed to delivering these additional IPS services in future 
years and will address any capacity and investment required to meet population needs going forward. 

Mental health crisis care and liaison 

Within the Black Country there is some variation in the level of crisis provision and collaboration and 
transformation will significantly aid address those differences and bring all 4 boroughs up to fidelity to 
the crisis model. Wolverhampton and Sandwell have benefited from significant transformation that 
has allowed investment in crisis services in recent times, therefore the focus, on most part will be for 
Walsall and Dudley, bringing all four boroughs close to fidelity.  
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It will support 24/7 hours operation for CR and HT functions in Dudley and Walsall, in particular: 

¶ Walsall Older Adult home treatment qualified staff 

¶ Dudley and Walsall all age community qualified crisis staff 

¶ Support workers to improve call handling / responsiveness 

By 2023/24: 

¶ Co-locate Rethink from within our Dudley Crisis team and consider for Walsall.  

¶ Provide open access to the crisis pathway including telephone access and 111 and in-reach into 
local crisis cafes 

¶ Develop a new staffing model which will provide 48 WTE qualified staff for a population of 
approx. 590,000.  

¶ Reconfigure some aspects of the whole crisis pathway in order to better manage demand and 
patient flows.  

¶ Develop into a redesign programme of work in partnership with BCP.  

¶ Provision of home treatment for older adults in Walsall 

¶ Ability to in-reach into local crisis café / safe haven services  

¶ Due to patient needs, we will establish a comprehensive crisis cafe service in Walsall, offering: 
o Sign-posting to and information from CAB, THRIVE into Work etc.  
o Sign-posting to step up / temporary housing services 
o Provide advice and guidance 
o Provide 1:1 therapy / peer led therapy 
o Physical health advice and support 
o Immediate crisis interventions including physical health e.g. suturing  
o Support relapse prevention, coping skills and other guided self-help 
o Chill out zone where people can just sit and relax 
o Provide access to self-help information, leaflets and online help 
o Provide access to printer/copier facilities 

 

Core 24  

Across the Black Country STP, there are varying levels of Core 24 in place. We were successful in a bid 
to improve all areas of the Black Country to bring all up to the Core 24 standards. This will all take 
place in Year 1. 

To do this we will:  

¶ Create an overarching Core 24 team consisting of Consultants, Psychologists and Therapists 
that support the local teams. 

¶ Create local level teams that are available 27/7 with access to wards and AED 

Working as part of a multi-disciplinary team with acute hospital colleagues, the Psychiatry Liaison 
Service will: 

¶ Provide a single point of access for mental health referrals and advice in acute 
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¶ Hospitals, 24 hours a day, 7 days a week. 

¶ Provide a rapid response for people requiring mental health assessments in Emergency 
Departments and timely response to Wards in acute hospitals. 

¶ Provide a comprehensive bio-psycho-social assessment for all referrals that meet the criteria 
for assessment. 

¶ Undertake assessments and treatment for people with medically unexplained symptoms 
(MUS), joint working where relevant with primary care specialist medication teams and other 
specialist multi-disciplinary teams. 

¶ Provide assessment supporting risk management of complex patients and coordinate referrals 
to out of hospital services as appropriate. 

¶ Play a key role in delivering integrated care to improve the care and outcomes for people with 
long-term conditions and co-morbid mental health problems or health anxieties, across 
traditional mental and physical health boundaries. 

¶ Provide advice on the use of mental health specific medication to acute clinicians and staff. 

¶ Provide short-term interventions based on the assessment and refer patients to other health 
and social care agencies as appropriate. 

¶ Ensure a smooth transition for patients discharged back to local mental health services thereby 
minimising delayed transitions of care 

¶ Provide training and support within the acute trust to increase the detection, recognition and 
early treatment of impaired mental well-being and mental disorder and manage challenging 
behaviour 

Therapeutic acute mental health inpatient care  

Investment across the STP has been made to improve local inpatient services. Funding for additional 
roles including ward gate keepers, psychology, occupational therapy and activity coordinators and 1:1 
support has already been made. Further work in this area to remove STP variation and follow best 
practice could yield further outcomes for service users.  

Additional services such as Home Treatment Team, crisis ŎŀŦŞΩǎΣ ŀƴŘ ŎǊƛǎƛǎ ōŜŘǎ ǿƛƭƭ ǎǳǇǇƻǊǘ ŦǳǊǘƘŜǊ 
reductions in inpatient admissions and reduce lengths of stay. Furthermore, more intensive support 
provided on wards will reduce readmissions to acute wards.  

National best practice models are being delivered or considered to reduce delays in assessment, 
treatment and discharge and having closer working with partners to facilitate discharges at earliest 
opportunity.  

This work on improving upstream intervention options, providing responsive crisis and home 
treatment services as well as improving therapeutic services on wards will assist in reducing all out of 
area acute placements. 
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Suicide reduction and bereavement support  

Areas within the STP are working with local partners to deliver national strategic objectives.  

Initiatives include, local areas developing Suicide Prevention Strategies and action plans with statutory 
and non-statutory organisations alongside experts by experience. Numerous engagement events 
conducted to develop future planning to increase awareness, training, information sharing, 
bereavement support and data collection. 

Attention to improving existing service delivery, such as crisis and home treatment support continues. 
As well as developing new services such as crisis café model, phone support and improving internet 
information. Plans are also underway to support primary care colleagues in recognising mental health 
issues, supporting patients and offering appropriate sign posting. Directory of Service (DOS) updating 
and potential roll out to other emergency services under review. 

Digital  

Digital ambitions can be found in the digital section of this plan. Specifically for mental health, 
priorities and workstreams which are currently taking place across both Dudley & Walsall Mental 
Health Trust and Black Country Partnership NHS Foundation Trust in relation to digital are: 

Electronic Patient Record 

Deployment of RiO in a first of kind contract, combining Dudley Walsall Mental Health and Black 
Country Partnership on one instance of RiO.  

¶ Deployment of RiO Mobile and desktop for CYPF, October 2019 

¶ Deployment of RiO Mobile and desktop for LD November 2019. 

¶ Deployment of RiO Mobile and desktop for Mental Health, Older Adults, and CAMHs June 
2020. 

Agile working 

¶ Potential for Mobile session persistence ς provide seamless connectivity to applications for 
community workers post-30/06/2020 

Systems/digital delivery of services 

¶ E-Obs delivered by 2021 

¶ EDMS delivered by 2021 

¶ Fibonacci 

¶ MASH 

¶ Graphnet 

¶ GDE integration / utilisation 

¶ Digitisation DPIA ς making more efficient and seamless with reporting and alerts in place 

¶ Digitisation of CQC reporting mechanism -- More efficient use of clinical time, providing live 
alerts, reminders and reports dashboard 
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¶ Digitisation of Collaborative workspace for inter-organisational secure channel 
communications and secured document sharing with any stake holder partner, NHS or external 

By 2023/24:  

¶ Building on an effective digital mental health leadership and strategy across each STP/ICS by 
2021/22, 100% of mental health providers will be fully digitised and integrated with other 
parts of the health and care system by 2024.  

¶ Additionally, NHS England and NHS Improvement will continue to support the development of 
apps, digitally-enabled models of therapy and online resources to support good mental health 
and enable recovery. 

Data quality  

Improving the quality of mental health data 

Mental health data quality will be improved substantially over the coming years to support 
improvements in mental health services and monitoring of commitments set out in the Long Term 
Plan.  

The coverage, consistency, quality and breadth of data submitted nationally should be on par with 
physical health to accurately reflect local service activity. This will enable comprehensive analysis and 
monitoring to support improvements in patient care and choice. 

By 2023/24: 

¶ Maintain 100% compliant with MHSDS v4.0 ISN 

¶ Work towards a 100% compliant SNOMED CT for April 2020 

¶ Work towards a 95% compliant MHSDS Data Quality Maturity Index 

¶ Work towards a 100% compliant MHSDS Data Quality Maturity Index  

¶ Develop and implement a new costing system enabling the new merged organisation to 
submit reference costs at patient level    

Workforce  

Across the Black Country the two Mental Health Trusts, Black Country Partnership Foundation Trust 
and Dudley & Walsall Mental Health Trust, are working together to develop and deliver an integrated 
mental health workforce plan.  This will be supplemented by working with BSMHT.  

Changes in the workforce are based on the stated and anticipated commissioning intentions for 
service delivery.   
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These are summarised in the table below for 2019/2020: 

Urgent care, access and 
CAMHS 

Inpatients Community Specialist Pan-Trust 

¶ Core 24 - STP wide 

¶ CAMHS 
transformation  

¶ IAPT improvement / 
expansion 

¶ Crisis cafes 

¶ Night shelter 

¶ Training for GPs 

 

¶ Provision of step-
down beds 

¶ Increase funding 
for beds 

¶ TMS expansion 

¶ Ward realignment 

¶ Step down beds 

¶ Out of area 
placements 

 

¶ Dudley Memory 
service  

¶ STP IPS Wave 2 
expansion 

¶ Dementia Diagnostics 
Assessment Service - 
STP wide   

¶ Outpatients review 

¶ Community services 
productivity review 

¶ PT Hub waiting times 
review 

¶ Recovery College 

¶ Place based teams 

¶ Perinatal services 
expansion 

¶ Expansion of ANS 

¶ Eating disorder ς 
STP wide 

¶ EIP expansion 

¶ Specialist training 

¶ Worcester L and D 
expansion 

 

¶ Peer support 
workers 

¶ MHFA training  

¶ STORM 
training 

¶ Estates plan / 
review 

 

 

Based on the stated commissioning intentions a series of workforce priorities have been set for the 
mental health workforce with a summary of the approach being taken shown in the table below.  
Further work is being undertaken to show more detailed year on year delivery objectives and this will 
be reflected in the new mental health workforce template. 

Priorities Workforce impact Approach 

Meeting new IAPT 
targets and waiting 
times 

Recruiting hard to fill roles e.g. PWPs 

Increased need for IM&T support 

Work is being undertaken across the STP to support IAPT 
development and discussions are being undertaken with 
HEE to discover whether training can be delivered more 
locally, so as to encourage more clinicians to undertake 
additional training.  There is a clear trajectory for the 
recruitment and training of additional IAPT staff 

STP pan Black Country 
services ς Core 24, 
CAMHS and street triage 

May involve change to services / 
structures 

In line with commissioning intentions, these services are 
being developed and services developed.  As with IAPT 
discussions are being undertaken with HEE to see 
whether delivery of training can be arranged on a 
regional basis to better enable easy access to specialist 
CAMHS interventions, as current training is not being 
delivered locally and clinicians are reluctant to travel 
large distances to access the training.  

CAMHS transformation / 
growth including CYP 
IAPT 

Recruiting hard to fill roles e.g. 
CAMHS nurses / PWPs 

Development of CAMHS IAPT is being undertaken jointly 
with colleagues from the local authority and Black 
/ƻǳƴǘǊȅ /ƘƛƭŘǊŜƴΩǎ ¢ǊǳǎǘΦ  ¢ƘŜ ǎŀƳŜ ƛǎǎǳŜǎ ŀǎ ŦƻǊ ƻǘƘŜǊ 
CAMHS and IAPT training apply about access and this is 
being addressed. 

Within the current workforce there are significant areas of understaffing, especially in areas such as 
CAMHS nursing, Psychiatry and mental health nursing.  These are in line with national shortage areas 
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and the STP are looking to develop and utilise new role to support the workforce to deliver services 
differently where there are recognised shortages. 

Our NHS providers are investing in the development of Trainee Nurse Associates (TNA), with the first 
cohort completing training during 2019.  The Trusts are also working together to develop Peer support 
workers and apprentice nurses.  This will help to develop clear career pathways for staff working 
within the Black Country and offer alternative routes for people to access professional training, whilst 
still working. 

The chart below shows the anticipated changes in staffing over the next five years, by broad job role 
and by year. 

 

Figure 23 

This shows an increase of 171 WTE over the five years of the workforce plan, above staff turnover 
caused by retirements and job changes.  In addition to these new posts the STP is focussing on the 
retention of staff through improving staff retention, especially within the older workforce where 

those over the age of 55 may be considering retiring, by focussing on offering opportunities for people 
to retire flexibly either through retire and return programmes or through gradual reduction in hours 
or duties to suit a planned change in lifestyle.  This is particularly important within the BCWB system 
as 18% of the workforce (493) are aged 55 or older and another 484 people are between the ages of 

51 ς 55.  The STP is also focussing on the management of sickness absence and have had some success 
in bring the STP absence rate to below the West Midlands average of 4.5% as demonstrated in the 
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dashboard below.

 

Figure 24 

By 2020/21 the BCWB system workforce workstream will have a robust baseline workforce plan that 
covers health and social care, with aspects of Private, Independent and Voluntary sector staffing.  This 
will allow the STP to review where its workforce is placed and develop strategies and processes to fill 
gaps across services.  This will also enable the SYSTEM to have plans in place to fully meet the 
workforce trajectory figures agreed in the 2017/18 mental health workforce plan (an increase of 138.5 
WTE), including the development of strategies to improve recruitment and retention of people across 
all areas of the mental health workforce. 

By 2023/24 the STP will have processes in place to develop the workforce to meet the changing 
mental health environment, including the development of new roles (Trainee Nurse Associate, 
Physicians associate, Peer Support Worker etc.) and the upskilling of existing staff to enable them to 
work in new ways and in different environments to meet the mental health needs and demands of the 
population across the Black Country.  To support this the system will: 

¶ Continue to collate and report on the workforce across the system, highlighting any areas 
where there are recruitment shortages 

¶ Work with Higher Education providers and other training providers to ensure that the existing 
and future workforce are able to deliver high quality care to people across the Black Country 

¶ Work with commissioners to ensure that resources are targeted at those areas with greatest 
need and with providers to ensure that those services are delivered in an effective way 



 

 

   STRATEGIC PLAN 2019-2024 | 178 

 

¶ Develop attractive career pathways across health and social care that utilise apprenticeships, 
continuing professional development and other developmental pathways to attract and retain 
the workforce. 

Metrics 

The following deliverables will be achieved: 

1. Perinatal  
1.1 Annual Activity trajectory: At least 66,000 women in total accessing specialist community 

perinatal mental health services by2023/24 

1.2 Extended period of care from 12-24 months in community settings, and increased 
availability of evidence based psychological therapies by 2023/24 

1.3 Evidence based assessments for partners offered and signposted where required by 
2023/24 

1.4 Maternity Outreach in all STPs/ICS by 2023/24 

2. CYP 
2.1 Annual Activity trajectory: 345,000 additional CYP aged 0-25 accessing NHS funded 

services by 2023/24 (in addition to the FYFVMH commitment to have 70,000 additional 
CYP accessing NHS Services by 2020/21) 

2.2 Achievement of 95% CYP Eating Disorder standard in 2020/21 and maintaining its 
delivery thereafter 

2.3 Comprehensive 0-нр ǎǳǇǇƻǊǘ ƻŦŦŜǊ ŀŎǊƻǎǎ ŀƭƭ {¢tǎκL/{Ω ōȅ нлноκнп 

2.4 Mental Health Support Teams (MHSTs) to cover between a quarter and fifth of the 
country by 2023/24 

2.5 100% coverage of 24/7 crisis provision for CYP which combines crisis assessment, brief 
response and intensive home treatment functions by 2023/24  

2.6 Joint agency Local Transformation Plans aligned to STP plans are in place and refreshed 
annually to 2020/21 

2.7 CYP mental health plans align with those for children and young people with learning 
disability, autism, special educational needs and disability (SEND), children and young 
people's services and health and justice, from 2022/23 

3. IAPT 
3.1 Annual Activity trajectory: A total of 1.9m adults and older adults accessing treatment by 

2023/24 

3.2 Maintain the IAPT RTT rates (75% RTT within 6 weeks; and 95% RTT within 18 weeks) 

3.3 Maintain the IAPT recovery rate (50%) 

3.4 IAPT Long Term Conditions Service in place (Maintaining current commitment) year-on-
year -this is a requirement in every CCG 

4. Adult SMI -
integrated 
models of 
primary and 
community 

4.1 370,000 people receiving care in new models of integrated primary and community care 
for people with SMI, including dedicated provision for groups with specific needs 
(including care for people with eating disorders, mental health rehabilitation needs and a 
ΨǇŜǊǎƻƴŀƭƛǘȅ ŘƛǎƻǊŘŜǊΩ ŘƛŀƎƴƻǎƛǎύ 

4.2 Annual Activity trajectory: 390,000 people with SMI receiving physical health checks by 
2023/24 
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mental health 
care 

4.3 Annual Activity trajectory: 55,000 people with SMI accessing Individual Placement and 
Support Programme by 2023/24 

4.4 Delivery of the Early Intervention in Psychosis standard: -Achieve 60% EIP Activity 
Standard by 2020/21  and maintaining its delivery thereafter 

4.5 Delivery of the Early Intervention in Psychosis standard: -Achieve 95% Level 3 EIP NICE-
Concordance by 2023/24 

5. Crisis 
5.1 100% coverage of 24/7 adult Crisis Resolution and Home Treatment Teams (CRHTTs) 

operating in line with best practice by 2020/21 and maintaining coverage to 2023/24 

5.2 All acute hospitals will have Liaison Mental Health services that can meet the specific 
needs of people of all ages by 2020/21 

5.3 100% roll-out of mental health professionals working in ambulance control rooms, 
Integrated Urgent Care services, and providing on the scene response in line with the 
clinical quality indicators [national/ regional development work will take place in 
2019/20 with more detailed information on implementation becoming available in 2020] 

5.4 Complementary crisis care alternatives in place in each STP/ICS by 2023/24 [drawing 
from a menu of approaches to be made available in 2019] 

5.5 100% coverage of 24/7 age appropriate crisis care via NHS 111, connecting 111 services 
to local crisis pathways  

6. Therapeutic 
acute 

6.1 Improved therapeutic offer to improve patient outcomes and experience of inpatient 
care, and reduce average length of stay in all adult acute inpatient mental health settings 
to the current average of 32 days (or fewer) by 2023/24 

6.2 Maintain ambition to eliminate all inappropriate adult acute out of area placements 

7. Dementia  
7.1 Maintain the dementia diagnosis rate of two thirds (66.7%) of prevalence and improve 

post diagnostic care 

8. Rough 
Sleeping 

8.1 All areas, whether or not they receive funding for new specialist mental health provision, 
should have a mechanism in place  

9. Provider 
collaboratives 

9.1 Plans recognise relevant NHS-led Provider Collaboratives in their footprint and the 
ambition that these will be managing the majority of specialised mental health services 
covering 100% of the country by 2023/24 and become the vehicle for rolling-out 
specialist community forensic care [from 2021/22] 

10. Digital 
mental health 

10.1 100% of mental health providers meet required levels of digitisation  

11. Data quality 
11.1 100% of providers to be compliant with MHSDS v4.0 ISN from 2019/20 

11.2 100% of providers to be SNOMED CT compliant from 2020/21 onwards 

11.3 100% of mental health providers to achieve and maintain a score of 95%, or above, in 
the MHSDS Data Quality Maturity Index from 2020/21 

11.4 100% of NHS mental health providers to submit patient-level costing information by 
2020/21 

12. Advancing 
health equalities 

12.1 All STPs must set out how they will reduce health inequalities by 2023/24 and 2028/29 

13.1 100% of systems achieve the Mental Health Investment Standard from 2019/20 
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13. MHIS 
13.2 STP/ICS leaders, including a nominated lead mental health provider, have reviewed the 

MHIS to ensure it covers all the priority areas for the programme and the related 
workforce requirements.  

14. Workforce 
14.1 Workforce plans are sufficient to deliver the ambition of the plan  

LTP funding 

The programme will receive addition central funding to achieve the ambitions of the LTP as shown 
below: 

 

The funding will be used to meet the objectives of the Mental Health Implementation Plan. 

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Provision 

 One mental health provider in the 
Black Country through merging of 
DWMHT and BCP. 

   

Perinatal mental health 

    Extra 30,000 
women getting 
specialist help  

Children and Young People 

Develop data quality plans 
to improve reporting against 
MHSDS 

Utilise principles from 
Sandwell and 
Wolverhampton demand 
and capacity modelling to 
support Walsall and Dudley 
access plans 

Develop MHSTs across the 
Black Country 

To scope 18 to 25 pathways to 
identify potential opportunities 
for integrated pathways including 
submitting data for MHSDS 

To review and align where 
possible standard service offer for 
0 to 25 across BCWB 

To utilise needs assessment 
information in CAMHS Local 
Transformation plan to identify 
areas where system-based 
commissioning maybe more 

To develop 
commissioning 
plan for 0 to 25 
services  

To commission 
additional 
activity to 
support access 

To agree delivery 
model across 
BCWB that 
supports 

To support 
change across 
providers for 0 to 
25 services 

MHSTs are 
refined and roll 
out plan in place 
to support 
embedding 
emotional 
wellbeing in 

Maintain new 
services  

2019/20 2020/21 2021/22 2022/23 2023/24

£000's £000's £000's £000's £000's

Primary Care MH 6,643        6,966        7,185        7,417        7,266        

Adult CRHTTs & Crisis alternatives -            1,643        925            1,237        1,611        

SMI -            -            3,572        8,698        10,768      

Ageing Well -            773           1,803        5,252        8,827        
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Crisis service specification 
for CYP across the Black 
Country which to offer 24/7 
blended response to crisis 
signed off and agreed in 
contract 

Local Place based CAMHS 
Transformation plans 
refreshed and aligned to 
NHS 10yr long term plan 

Review Local Offer including 
pre-post diagnostic support 
for SEND 

Review BCWB transition 
processes 

Pilot intensive support for 
LD/ASD 

efficient i.e. Children in Care, 
Learning Disability, ASD 

MHSTs are fully operational 
across the Black Country including 
virtual MHST 

To submit proposals for MHST 
expansion including Young 
Offenders 

Analysis of CYP use of crisis 
completed to understand  the 
needs of CYP outside of core 
hours to alternative approaches 
of CYP that do not meet 
thresholds to access crisis services  

To work alongside acute trusts to 
identify what support they 
require to manage CYP attending 
A &E or admitted following 
mental health presentation  

BCWB STP rationalisation of Local 
place based plans to identify 
opportunities to undertake 
collaborative commissioning 
across the STP footprint agreed 

Co-production with CYPF on 
service pathway and model 
design 

Agree transition principles across 
BCWBSTP 

emotional 
wellbeing and 
mental health i.e. 
Thrive, CAPA 

To review MHST 
model to scale up 
to enable all 
education 
settings to 
provide an 
emotional 
wellbeing offer 

Following 
scoping from 
previous year 
and development 
of understanding 
of CYP in the 
Black Country 
service 
specification to 
be revised to 
meet the needs 
of the CYP 

education 
settings 

Service 
specification for 
Crisis support for 
CYP revised to 
meet the 24/7 
standard.  

2.6 All refreshed 

Adult Common Mental Health Illnesses (IAPT) 

    Achieving 
planned 
trajectories for  
Access, 
Treatment and 
Waiting times 
during the 
period to 23/24, 
including 
appropriate 
access for 
patients 
suffering from 
LTC 

Adult Severe Mental Illnesses (SMI) Community Care 
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Early Intervention in 
Psychosis (EIP) 

Pilot of new models of community 
mental health care linked to the 
development of PCNs 

Personalisation 

STP 9 service specifications in 
place 

NICE Compliant all age Eating 
Disorder Service 

 

NICE Concordant 
Personality 
Disorder Pathway 

Continue to 
deliver NICE 
compliant IPS 
Service across 
BC&WB STP NHS 
Long Term Plan 
following on 
from Five Year 
Forward View for 
Mental Health 
delivery - across 
BC & STP building 
on service 
established as 
result of 
allocation of 
Wave 1 and 
Wave 2 funding 

Full 
implementation 
of new models of 
community 
mental health 
care linked to the 
development of 
PCNs 

Physical health 
checks 

 

Mental Health Crisis Care and Liaison 

Appropriate access and 
waiting time standards for 
urgent and emergency 
mental health care will be 
field tested 

100% coverage of 24/7 age-
appropriate crisis care, via NHS 
111 

   

Therapeutic Acute Mental Health Inpatient Care 

 Avoid OOA placements for all 
adult acute mental health care. 

   

Rough Sleeping 

 All areas, whether or not they 
receive funding for new specialist 
mental health provision, should 
have a mechanism in place to 
ensure their mental health 
services can support rough 
sleepers 
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Enablers 

Provider collaboratives 

    Plans recognise relevant NHS- led 
Provider Collaboratives in their footprint 
and the ambition that these will be 
managing the majority of specialised 
mental health services covering 100% of 
the country by 2023/24 and become the 
vehicle for rolling-out specialist 
community forensic care [from 2021/22] 

Digital mental health 

    100% of mental health providers meet 
required levels of digitisation 

Data quality 

100% of providers 
to be compliant 
with MHSDS v4.0 
ISN from 2019/20 

100% of providers to 
be SNOMED CT 
compliant from 
2020/21 onwards 

   

Advancing health equalities 

    All systems must set out how they will 
reduce health inequalities by 2023/24 
and 2028/29 

Mental Health Investment Standard 

100% of systems 
achieve the Mental 
Health Investment 
Standard from 
2019/20 

system/ICS leaders, 
including a nominated 
lead mental health 
provider, have 
reviewed the MHIS to 
ensure it covers all the 
priority areas for the 
programme and the 
related workforce 
requirements 

   

Workforce 

    Workforce plans are sufficient to deliver 
the ambition of the plan 
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2.3.2.7 Shorter waits for planned care 

ΨUnder the Long Term Plan, the local NHS is being allocated sufficient funds over the 
next five years to grow the amount of planned surgery year-on-year, to cut long 

waits, and reduce the waiting list.Ω 

Planned care triple aim opportunities 

Better health:  

We will be better able to manage demand for elective care so that patients are treated in a timely 
manner. 

Better care:  

GPs will have access to rapid specialist advice so that they are able to manage their patients without 
necessarily having to refer to treatment, consistent with our commitment to delivering the right care 
to patients, in the right place, at the right time. We will work closely with our neighbouring STPs to 
ensure that no patient is negatively impacted by commissioning boundaries. 

Better value:  

All available capacity across the NHS is fully utilised. Acute service providers will collaborate across the 
STP to create a coordinated system of care and reduce variation, improve quality and deliver 
organisational efficiencies. 

Our vision for planned care in the Black Country and West 
Birmingham 

Demand for elective care services continues to grow and more patients are being referred for 
treatment. There are more patients waiting to be seen and in many cases they are waiting longer than 
18 weeks for treatment to start.  

There is a clear need to ensure that systems reform and modernise referral models so that:  

¶ The STP is able to deliver its plans to manage with less referral and activity growth  

¶ Interventions are put in place to ensure the system is able to manage the increasing demand 
for elective care services  

¶ GPs have access to rapid specialist advice so that they are able to manage their patients 
without necessarily having to refer to treatment  

¶ All available capacity across the NHS is fully utilised  

¶ Patients are treated by the right person, in the right place, first time.  
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Through a programme of transformation, the STP aims to impact positively upon elective care and 
contribute to an improvement in the health, wellbeing and prosperity of the people of the Black 
Country.    

How we will deliver our LTP commitments 

¢ƘŜ bI{ 9ƴƎƭŀƴŘ Ψ9ƭŜŎǘƛǾŜ /ŀǊŜ ¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ tǊƻƎǊŀƳƳŜΩ Ƙŀǎ ŀ ƴǳƳōŜǊ ƻŦ ŀǊŜŀǎ ƻŦ ǿƻǊƪΥ  

¶ Specialty based transformation; a national programme to test radical changes to the referral 
and OP process in a range in a range of high volume specialties followed by regionally-led 
implementation.   

¶ High impact interventions; high level specifications for local implementation to achieve a high 
degree of impact and support demand management.  

¶ Referral Management; diverting referrals from challenged providers to ensure patients are 
seen within RTT standards.  

¶ NHS Improvement Transformation; a series of pilot work streams including theatre 
productivity, following learning and best practice, and accelerating use of digital channels in 
outpatients.   

This programme is now reflected in the National Transformation Priorities set out below: 

Workstream 
 

Requirement 
 

Performance 
Management 

1. Set out the approach to the management of STP RTT waiting lists along with the anticipated 
impact and benefits. 

Reducing Long 
Waiters 

2. Actions to ensure that there should be no reportable 52 week waits from Q3 onwards.  
3. Delivery of a targeted reduction in 40+ week waits by the end of Q2 (scale to be agreed with 

each system)  
4. Implementation of 6-month choice (as per national guidance due to be published in due 

course).  

Theatre Productivity 5. Develop a system theatre productivity improvements plan, including identifying 
opportunities to share capacity and activity across systems. 

First Contact 
Practitioner for MSK 

6. Expand current STP pilots to cover a population of circa 150,000.  
7. Take part in national evaluation processes.  
8. Develop plans for full five-year rollout across STP. 

Ophthalmology 
(EyesWise) 

9. Complete actions from the Ophthalmology High Impact Intervention on failsafe prioritisation 
and clinical audit.  

10. 9ƴǎǳǊŜ ǘƘŀǘ ƴƻ ǇŀǘƛŜƴǘǎ ŀǊŜ ά[ƻǎǘ ǘƻ Ŧƻƭƭƻǿ ǳǇέ ŀƴŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎ ŀǊŜ ǎŜŜƴ ǿƛǘƘƛƴ ŀǘ ƭŜŀǎǘ нр҈ 
of the timeframe for their intended date for follow up.  

11. Develop implementation plans to follow through on conclusions from Eye Health Capacity 
Reviews.  

Outpatient 
Transformation 

12. Implement learning from Elective Care Specialty Handbooks to transform outpatient 
provision where appropriate and take part in Targeted Transformation work where 
opportunities arise.  
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13. Develop detailed and phased plans to deliver on the LTP commitment to reduce face to face 
OP attendances by 30% by 2023.  

Capacity Alerts 14. Develop local monthly processes to identify services across the STP that would benefit from 
Capacity Alerts.  

15. Ensure that Capacity Alerts are in place in the STP during quarter two. 

Advice and Guidance 16. Identify areas where Advice and Guidance functionality can be exploited to improve 
outcomes for patients and reduce demand on secondary care. 

Table 6: National Elective Care Transformation priorities 

In responding to these priorities, our plan is based upon actions relating to 5 pillars of demand, access, 
capacity, sustainability, technology and innovation 

Demand 

¶ The development of standard referral forms, utilising GP clinical systems and templates, to 
deliver more consistent referral quality and eliminate unnecessary referrals 

¶ Consistent triage processes including the use of tele-dermatology, MSK triage and directories 
of service 

¶ Standard referral processes for Advice and Guidance, building on the Sandwell and West 
Birmingham pilot scheme, including virtual advice and guidance for diagnostics 

¶ The development of standard clinical pathways across the Black Country 

Access 

¶ Common Black Country access and discharge policies 

¶ Implementation of First Contact Practitioners for MSK 

¶ {ǘŀƴŘŀǊŘƛǎŜŘ ŀǇǇǊƻŀŎƘ ǘƻ 9w{ ƳŀƴŀƎŜƳŜƴǘ ƛƴŎƭǳŘƛƴƎ άƳŀƴŀƎŜ Ƴȅ ǊŜŦŜǊǊŀƭέ 

¶ Outreach clinics for out-patient services supporting general practice and supporting the 
management of patients in primary care, including multi-disciplinary working between 
primary, community and out-patient services 

Capacity 

¶ Developing a Black Country theatre productivity plan 

¶ Implementing capacity alerts 

¶ Developing a standard operating procedure for patient initiated out-patient follow ups 

¶ Providing mechanisms to support community based out-patient follow ups 

¶ Implementing a standard 6-month choice operating procedure 

Sustainability 

¶ A continuous programme of education and development for primary care to support the 
consistent implementation of initiatives 

¶ Effective patient engagement to manage expectations and support self-care 
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¶ A workforce strategy across primary, community and secondary care that supports the plan 
and develops new types of workforce that support transformation 

¶ Sharing and implementation of GIRFT initiatives 

Technology and innovation 

¶ Implementation of the digital road map including the summary care record 

¶ The implementation of virtual and other none face to face clinics 

¶ A consistent approach to the use of business intelligence and reporting methodologies 

¶ The use of technology to support the education and development process through webinars 
and other initiatives 

¶ The use of technology to embed pathways and protocols and reduce unnecessary variation 

Specific actions are described below: 

Performance management including long waiters 

Across the system, commissioners and providers are working together to agree and implement joint 
monitoring arrangements. One borough has jointly agreed monitoring arrangements which will allow 
for a regular audit cycle of clinical practice in accordance with the access policy.  Annually, four areas 
of clinical practice will be prioritised for audit.  The findings of each audit will be presented to the 
retrospective Contract Review Meetings for discussion.  Where appropriate, action plans will be 
developed and outcomes reviewed the following year to measure improvements.   

By the end of this five-year plan, we will have reduced face-to-face outpatient appointments by 30 % 
and First Contact Practitioners (FCPs) will cover 100% of our population. This commitment is repeated 
in section 2.1.4 relating to digitally-enabled outpatient care. 

The STP will manage performance and reduce long waiters through a series of actions including:  

¶ Coordinating weekly provider level meetings and escalating issues requiring an STP response 
through a conference call process to include progress in reaching planned waiting lists at 
March 2019.  

¶ Providing   a consistent approach to the access of secondary care through a Black Country 
Access and Discharge policy which will bring benefits including improved performance.  

¶ Improve the management and utilisation of e-RS by developing a standard operating 
procedure for the management of e-RS referrals and triage.  

¶ Implement community clinics in appropriate specialties.  

¶ Greater utilisation of alternatives to face to face outpatient contacts through digital solutions 
that support, for example, virtual clinics.  

¶ Demand management methods such as development of standardised referral processes and 
clinical pathways, embedding consistent triage processes, reviewing e-RS Directory of Service 
across the STP and embedding shared decision making into clinical pathways.  

¶ Implementing recommendations from Ophthalmology HII Action 3 to manage demand and 
capacity for eye health services.  

¶ Develop a standard operating procedure for patient initiated outpatient follow-ups.   
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¶ Implement standard 6-month choice operating procedure.  

¶ Shared learning and capacity sharing for theatre utilisation (see separate section below).  

¶ Standardisation of data capture and performance reporting across the STP.  

26 week choice 

In line with regional programme requirements, Dudley Group NHS FT has been nominated as the STP 
άŦƛǊǎǘ ƳƻǾŜǊέ ǎƛǘŜΦ  

A baseline assessment has been conducted of the current position in terms of potential patients who 
may wish to exercise choice. This data is being reviewed by the STP and agreement on the initial 
specialty, process and subsequent phasing, together with an agreed contracting methodology, is 
scheduled to take place before the end of November 2019. It is anticipated that the STP Health 
Partnership will then be requested to agree the appropriate SOP and phasing of implementation. 

Capacity alerts 

!ƭƭ ǇǊƻǾƛŘŜǊǎ ƘŀǾŜ ƴƻǿ ǎǳōƳƛǘǘŜŘ ǘƘŜƛǊ άwŜŘέ ŀƴŘ άDǊŜŜƴέ ǎǇŜŎƛŀƭƛǘƛŜǎ ǿƛǘƘ ŀ ǾƛŜǿ ǘƻ ŘŜǾŜƭƻǇƛƴƎ ŀ 
plan for mobilisation by Q2.  

The Friday/weekly STP teleconference call will also provide a forum to discuss capacity alerts and any 
changes in capacity requiring action. Initial proposed red/green specialty alerts are as follows:  

CCG Area  άwŜŘέ {ǇŜŎƛŀƭǘƛŜǎ  άDǊŜŜƴέ {ǇŜŎƛŀƭǘƛŜǎ  

Dudley  
Ophthalmology;  

Paediatrics; Dermatology  

All other specialties  

Sandwell and 
West 
Birmingham  

Neurology:  

Paediatric Ocular Plastics;  

Paediatric Neuro- 

Ophthalmology  

All other specialties  

Walsall  
Respiratory; Neurology;   

Urology;   

ENT;   

Rheumatology; Vascular surgery; 
Anaesthetics; Pain management; Paediatric 
ENT.  

All other specialties  

Wolverhampton  
Cataract Clinic ς Ophthalmology (New 
Cross);  

Cataract Clinic ς Ophthalmology (Cannock);  

Chronic Pain Management Service;  

Sleep Apnoea - Sleep Studies;  

General Surgery (Adult) - General Surgery  

General Haematology 

Paediatric; Orthopaedics;  

Diabetes (General) - Diabetic Medicine  

General; Rheumatology (adult);  

Geriatric Medicine (Elderly Care) - General 
Medicine (Cannock)  
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Theatre productivity 

The STP will seek to embed clinical service redesign across multiple sites by using rigorous data 
analysis to identify opportunities for theatre productivity. This process will be overseen by a theatre 
productivity work stream group.  

Local monthly processes will be developed to identify services across the STP that would benefit.  

The variation in elective theatre capacity across the STP will be analysed and spare capacity and 
workforce shared to reduce waiting times for patients.  

Learning across the system will be shared to optimise theatre productivity metrics and GIRFT 
recommendations by identifying those trusts that demonstrate best practice at specialty and 
procedure level, and sharing what they do to achieve consistently strong theatre productivity 
Improvement plans will be developed and implemented to realise their specific opportunities and 
ensure surgeons and anaesthetists form part of the improvement  

First Contact Practitioners for MSK 

The STP will ensure that FCP services will be expanded from the current population coverage of 
50,000 to 321,000 by March 2020 in line with national priorities. This will be focussed on Dudley CCG.  
Full implementation will be achieved by 2023/24. 

²ƘƛƭŜ ǘƘŜ ŦƻŎǳǎ ƻŦ ǘƘƛǎ ŜȄǇŀƴǎƛƻƴ ǿƛƭƭ ōŜ ƛƴ 5ǳŘƭŜȅΣ ŀǎ ǘƘŜ {¢tΩǎ ƭŜŀd site, the STP will ensure that 
other areas begin their development and expansion of FCP services, sharing good practice and 
minimising risks.  

Plans for full implementation by 2024 are in the early stages of development as indicated below: 

 

¶ Sandwell & West Birmingham CCG is working during 2019/20 to develop an integrated FCP 
model which encompasses triage with a view to mobilising in some PCNs in 2020/21 and the 
aim is that all patients have access to an FCP by 2023/24.  

¶ Walsall CCG is currently engaging with PCNs to achieve full roll-out by 2023/24, subject to 
agreement by all PCNs. 

¶ Wolverhampton CC is intended to commence in 2020/21 in some PCNs, aiming to achieve full 
roll-out by 2023/24, subject to agreement by all PCNs. 

The STP-wide MSK Working Group, reporting to the Elective Care Transformation Board and 
supported by NHS Right Care, will progress opportunities for STP-wide improvement of MSK Services, 
building on initiatives already in place locally.   

Ophthalmology 

An action plan is being developed that addresses the problems identified by stakeholders and to 
further build on developments across the STP to ensure that there is a consistent offer across the 
Black Country.  
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The action plan will include the following STP initiatives, which were identified as being a priority:  

¶ Enhance /utilise the skills of Optometrists in primary care (such as Wet AMD, Glaucoma, 
Cataract and OHT)  

¶ Develop virtual services  

¶ Collaborate and share data to improve the patient journey  

¶ Move to fully integrated services including improvement provision of communication between 
providers  

¶ Staff working collaboratively  

¶ Shared IT and data  

¶ Ability to manage the skill mix and training required to keep sustainable specialised services  

¶ Identify ways to manage capacity and demand innovatively across the Black Country  

¶ Review of rehabilitation pathways and directory of support services for patients 

Outpatient transformation 

The STP will work collaboratively to coordinate improvement strategies and transform services to 
achieve a reduction in line with Long Term Plan ambitions.  These will include better support to GPs to 
avoid the need for a hospital referral, utilising online booking systems, appointments closer to home, 
alternatives to traditional appointments where appropriate including digital appointments to avoid 
patients having to travel unnecessarily.   

The redesign will build on the learning and implementation of existing Right Care, Getting It Right First 
Time (GIRFT) programmes and Elective handbooks, through: 

¶ Closer integration, planning and co-ordination of outpatients transformation across the STP.  

¶ Transforming outpatients to be more responsive, with less inappropriate visits to hospital and 
with patients signposted to the right clinician at the right time and right place.  

¶ Improving access to clinical decision-making support and specialist advice to make a significant 
impact on patients getting the right treatment and removing unnecessary steps from their 
journey.  

¶ Maximising the roles of the wider multidisciplinary team to ensure patients have access to the 
right clinician first time and in removing unnecessary delays to their journey.  

¶ Reducing the need for face-to-face consultant appointments by optimising digital solutions to 
support self-management, managing patients remotely or reviewing patients in their own 
home using online tools.  

¶ Reducing STP variation in secondary care return appointments and review processes, wherever 
clinically appropriate.  

The STP will launch phase 1 of the redesign through speciality-based task and finish groups for the 
following CCG priority areas:   

¶ Dermatology   

¶ Ophthalmology   

¶ Cardiovascular Disease (CVD)  

¶ Respiratory    
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¶ Diabetes  

¶ Musculoskeletal (MSK)   

The speciality-based groups will include representation from providers and commissioners including 
clinical leadership, managerial and patient representation. The groups will review existing pathways 
and data to understand current service provision, gaps and variation between services. Each 
speciality-based group will develop a plan to redesign pathways to set out:   

¶ Changes to Face to Face First appointments  

¶ Alternatives to GP referral i.e. triage   

¶ Changes to discharge and non-face to face follow-up  

¶ Identify specific schemes   

¶ Undertake cost/benefit/analysis  

¶ Highlight quick wins i.e. standardised referral forms  

¶ Agree clinical outcome improvements to be achieved  

The speciality-based groups will draw on the learning from the Elective Care handbooks; these provide 
practical and evidence- based advice on tested interventions including clinical review and triage, 
standard referral forms, self-management and specific speciality interventions. 

Shared decision-making 

Shared decision-ƳŀƪƛƴƎ ƛǎ ǇŀǊǘ ƻŦ ǘƘŜ bI{ [ƻƴƎ ¢ŜǊƳ tƭŀƴΩǎ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ƳŀƪŜ ǇŜǊǎƻƴŀƭƛǎŜŘ ŎŀǊŜ 
business as usual across the health and care system. Shared decision making (SDM) ensures that 
individuals are supported to make decisions that are right for them.  It is a collaborative process 
through which a clinician supports a patient to reach a decision about their treatment. 

The aim of the conversation is to bring together: 

¶ ǘƘŜ ŎƭƛƴƛŎƛŀƴΩǎ ŜȄǇŜǊǘƛǎŜΣ ǎǳŎƘ ŀǎ ǘǊŜŀǘƳŜƴǘ ƻǇǘƛƻƴǎΣ ŜǾƛŘŜƴŎŜΣ Ǌƛǎƪǎ ŀƴŘ ōŜƴŜŦƛǘǎ 

¶ what the patient knows best: their preferences, personal circumstances, goals, values   and 
beliefs 

Shared decision making is a key component of delivering Personalised Care, the STP will embed SDM 
through the following: 

1. Commissioned services  

Review of clinical pathways to build into care pathways when a decision needs to be made. At these 
decision points, options may include medical treatments, doing nothing and (where relevant) the 
option of psychosocial/community support. 

The STP will review SDM opportunities through speciality-based task and finish groups focusing on the 
priority clinical areas identified above:  
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2. Trained teams  

Organise and deliver training to support health and care staff to confidently take part in SDM 
conversations. This will involve training staff in motivational/health coaching approaches, alongside 
specific training in risk communication and in working with people at low levels of health literacy. 

3. Prepared public  

Individuals will be supported to play as active a role as they wish in decisions about their care. 
wŜǎƻǳǊŎŜǎ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛƭƭ ōŜ ŘŜǾŜƭƻǇŜŘ ǘƻ ƘŜƭǇ ƛƴŎǊŜŀǎŜ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀǿŀǊŜƴŜǎǎ ƻŦ ǎƘŀǊŜŘ 
decision making; increase their expectations for a shared decision-making consultation; and provide 
them with a way of taking part in shared decision making 

4. Supportive systems and processes   

Implementation will be clinically led, and all improvement efforts will be co-produced with people 
with lived experience. Care pathways (for the above priority areas) will be mapped to identify decision 
points and consideration given to embedding health literate decision support resources at these 
points.  

Patient initiated follow-ups (PIFU) 

Patient Initiated Follow-Ups (PIFU) put the patient in control of any further outpatient appointments 
with consultants or nurses for their existing condition. Instead of being offered regular clinic visits and 
routine check-ups with their consultant, patients can make their own appointment only when they 
need it e.g. when an individual experiences a flare-up of their condition. 

Historically patients were often placed on a follow up plan without them being clear of the clinical 
reason for the follow-up appointment. The STP will establish a clear methodology through working 
with clinicians to understand their follow up waiting list and the establishment of clinical governance 
processes. 

The STP will initially introduce a pilot speciality with vigorous monitoring in place and robust clinical 
governance during 20/21. Other specialities will be introduced using the lessons learned from 
implementing the first speciality. The STP will launch PIFU redesign through speciality-based task and 
finish groups which will ensure alignment with priority clinical areas identified above. 

Advice and guidance  

The following STP wide opportunities to further explore A and G will be implemented: 

¶ Further roll-out of A and G across providers/specialities, focusing on high referral volumes 
and/or avoidable referrals. 

¶ tǊƛƳŀǊȅ ŎŀǊŜ ŜŘǳŎŀǘƛƻƴ ǘƻ ƛƴŎƭǳŘŜ ΨŎƻƴǾŜǊǎƛƻƴΩ ƻŦ ŀŘǾƛŎŜ ǘƻ ǊŜŦŜǊǊŀƭ ǿƘŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜΣ ǘƻ 
monitor effectiveness  

¶ An incentive scheme to support utilisation in primary care  
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¶ The extension across the STP of the standard referral form developed by Sandwell and West 
Birmingham CCG  

¶ Improved monitoring and measuring effectiveness, to inform pathway/service development 
opportunities and primary care education  

¶ An STP A and G dashboard to regularly monitor uptake of advice and guidance and conversion 
to an outpatient appointment and identify areas where advice and guidance functionality can 
be exploited to improve outcomes for patients and reduce demand on secondary care  

¶ Including A and G functionality requirements in all service specifications  

¶ Sharing learning/ best practice from within and outside the STP  

¶ Implementation of tele-dermatology  

¶ Psychological support for long term conditions and pain management  

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Planned Care     

¶ Set out the approach to the management of STP RTT 
waiting lists along with the anticipated impact and 
benefits 

¶ Delivery of targeted reduction in 40+ week waits 

¶ Implementation of 6-month choice 

¶ Develop a system theatre productivity improvements 
plan, including identifying opportunities to share capacity 
and activity across systems, including productivity 
opportunities identified in the Model Hospital 

¶ Expand current STP pilots to cover a population of circa 
150,000 

¶ Take part in national evaluation processes 

¶ Develop plans for full five-year rollout across the STP of 
FCP services 

¶ 9ƴǎǳǊŜ ǘƘŀǘ ƴƻ ƻǇƘǘƘŀƭƳƻƭƻƎȅ ǇŀǘƛŜƴǘǎ ŀǊŜ ά[ƻǎǘ ǘƻ 
Ŧƻƭƭƻǿ ǳǇέ ŀƴŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎ ŀǊŜ ǎŜŜƴ ǿƛǘƘƛƴ ŀǘ ƭŜŀǎǘ нр҈ 
of the timeframe for their intended date for follow up 

¶ Develop implementation plans to follow through on 
conclusions from Eye Health Capacity Reviews 

¶ Implement learning from Elective Care Specialty 
Handbooks to transform outpatient provision where 
appropriate and take part in Targeted Transformation 
work where opportunities arise 

¶ Develop detailed and phased plans to deliver on the LTP 
commitment to reduce face to face OP attendances by 
30% by 2023 

   ¶ Deliver on LTP 
commitment to 
reduce face to face 
OP attendances by 
30% 

¶ FCPs will cover 
100% of population 
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2.3.2.8 Our other clinical priorities  
In addition to the clinical priorities highlighted in the LTP Implementation Framework, we have other 
local priorities that we are currently developing improvement plans for. Further detail is included 
below: 

Frailty 

Frailty triple aim opportunities 

Better health:  

Ensuring improved prevention and better prevention, effective acute care and management and 
recognition of frailty, managing better our most poorly frail patients, especially at the end of life. 

Better care:  

There are six contributing conditions to frailty: falls, mobility, polypharmacy, delirium/ dementia, 
incontinence and end of life. There are opportunities to improve outcomes in all these areas, for 
example, applying the NHS Comprehensive Model of Personal Care to support people with dementia. 

Better value:  

¢ƘŜ ŀǾŜǊŀƎŜ Ŏƻǎǘ ǇŜǊ ǇŀǘƛŜƴǘ ŦƻǊ ƻƭŘŜǊ ǇŜƻǇƭŜ ƛƴ ǘƘŜ ΨŦƛǘΩ ŎŀǘŜƎƻǊȅ ƛǎ ϻфтр ǇŜǊ ȅŜŀǊΦ ¢ƘŜ ŀǾŜǊŀƎŜ Ŏƻǎǘ 
ǇŜǊ ǇŀǘƛŜƴǘ ŦƻǊ ƻƭŘŜǊ ǇŜƻǇƭŜ ƛƴ ǘƘŜ ΨǎŜǾŜǊŜΩ ŎŀǘŜƎƻǊȅ ϻпΣмуф ǇŜǊ ȅŜŀǊΦ LŦ мл҈ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘǎ ƛƴ Ŝŀch of 
the three frailty categories had remained in the lower category the costs would be approximately 
£13m less. Therefore, investing in improving or maintaining fitness could be higher value than reacting 
to late presentation and resulting hospital care. 

Our vision for frailty in the Black Country and West Birmingham 

Our Value Framework for the system sets out objectives and priorities for our Frailty services.  

A workstream has been established for each of the improvement priorities and we will be designing 
their implementation plans during the early stages of this strategic plan.  

The diagram below succinctly describes the key objectives and priorities to be undertaken for this 
programme. For clarity, these such priorities are: 

¶ Urgent community response 

¶ Fully-integrated community-based care 

¶ CǊŀƛƭǘȅ ΨŦǊƻƴǘ-ŘƻƻǊΩ ƛƴ ǎŜŎƻƴŘŀǊȅ ŎŀǊŜ 

¶ Enhanced care home programme 

¶ End of life initiatives 
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Figure 9: Frailty Value Framework 

Musculo-skeletal conditions (MSK) 

MSK triple aim opportunities 

Better health:  

Streamlining the referral process, reducing waiting times and reducing unnecessary or inappropriate 
referrals will help people maintain a better and healthier life in the community and their own home. 
Increasing the quality and amount of information available to the public and practitioners will support 
better and earlier decisions with access to the right type of care first time. 

Better care:  

Improving experience through increased access to care. Reducing unwarranted variation will improve 
outcomes and maximise patient experience. Offer telephone follow up to people without 
complications will reduce their reliance on hospital visits. 

Better value:  

Reduce unnecessary or inappropriate referrals. Improve identification of appropriate patients for 
referral. Reduce secondary care follow ups. 
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Our vision for MSK in the Black Country and West Birmingham 

Problems of the Musculoskeletal System cost the Black Country and West Birmingham system over 
£123 million each year.13 The majority of this £72 million (59%) is planned care. 

MSK: Elective spend per 1,000 age-sex weighted population ς 2017/18 

 

Figure 25 

There is six fold variation in elective spend for MSK in England and BCWB CCGs are distributed across 
this range. RightCare calculates that CCGs in BCWB spend £5 million more than the lowest 5 of 10 
similar CCGs. 

We are working as BCWB to identify the good practice in places with lower elective spend and 
spreading this across BCWB. This is a key role of the BCWB MSK group who are developing a MSK 
Value Framework to support this through ς shared aim, objectives and outcomes and identification of 
good practice to support improvement. This is an iterative document, but the summary page of the 
current version is below: 

Figure 10: MSK Value Framework 

 
13 Programme Budgeting Benchmarking Tool 2017-18 
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In 2017/18 MSK outpatient spend varied from 5%-14% of total outpatient spend across BCWB. 
Learning from this variation could contribute to reducing face to face outpatient appointments.  

One of our key priorities is to introduce First Contact Practitioners at scale. This will support rolling out 
FCPs to 100% of our population. 

An integrated approach to pharmacy and medicines optimisation  

Pharmacy and medicines optimisation triple aim opportunities 

Better health:  

By developing systems to ensure medicines use is optimised to reduce risk of poor health outcomes, 
improve quality and length of life and reduce the risk of harm related to medicines use. 

Better care:  

By targeting interventions we will be able to reduce health inequalities in the BCWB and reduce the 
burden on other services. 

Better value:  

By developing ways of integrated, cross system working, we will make better use of the pharmacy 
workforce, reduce medicines waste and promote cost-effective choice. 

Our engagement around pharmacy and medicines optimisation 

The BCWB system Pharmacy Leadership Group (PLG) has developed key relationships with other 
system groups, including the Clinical Leadership Group, Local Workforce Action Board, GP 5 year 
forward view group, digital group, and the CV and respiratory working groups. The PLG has also 
hosted an engagement event with key stakeholders within the system, the Midlands region and NHS 
England pharmacy integration team.  

Our vision for pharmacy and medicines optimisation in the Black Country 
and West Birmingham 

The aim of the pharmacy and medicines optimisation work stream is to implement a pharmacy and 
medicines collaborative to improve patient outcomes and system efficiency across the BCWB. 

How we will deliver our LTP commitments 

The PLG has initiated task and finish groups for 5 work streams in 2019/20, with each being led by a 
senior pharmacist and supported by a programme manager. Objectives and milestones have been set 
for each work stream. These are: 

¶ Transfer of care around medicines 

¶ Medicines safety 
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¶ Stop overmedicating people with learning disabilities (STOMP LD) 

¶ Polypharmacy 

¶ Pharmacy workforce 

¶ Reduction in the prescribing of medicines of limited clinical value and those used for self-care 
implement electronic prescribing systems to reduce errors by up to 30% 

The PLG has developed links with the GP Forward View work stream. There are two key areas of 
development. Firstly, there will be an assessment of the current and future requirements with respect 
to pharmacists relieving the pressure on GPs in primary care. Secondly, the two work streams will be 
assessing the developmental needs of primary care pharmacists working at practice and PCN level 
with a view developing support networks aligned to the structures in each place based system. 

Currently, funding for the programme finishes during 2019/20; the PLG will be developing a business 
case to secure further funding based on efficiencies in the medicines and prescribing 
environment. The business case will include a 5 year timeline with key deliverables. As a minimum this 
will include: 

¶ Tracking and supporting the implementation of electronic prescribing systems in hospitals and 
their impact on errors 

¶ Supporting the development of medicines related work programmes in PCN, specifically:  
o targeted medication reviews, including (but not limited to) changing patients from 

aerosol to dry powder inhalers where appropriate and supporting uptake of smart 
inhalers 

o detection and management of hypertension, atrial fibrillation and 
hypercholesterolemia (in support of the STP cardiovascular strategy) 

¶ Harnessing the use of digital technology to promote appropriate medication choice (for 
example genetic testing to optimise medicines effectiveness), reduce harm and ensure 
appropriate monitoring of high risk medicines 

¶ Antimicrobial resistance (AMR) ς continued implementation of best practice to reduce AMR 
reduction.  
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2.3.2.9 Research and innovation to drive future outcome 
improvement 

ΨPatients benefit enormously from research and innovation, with breakthroughs 
enabling prevention of ill-health, earlier diagnosis, more effective treatments, better 

outcomes and faster recoveryΦΩ 

How we will deliver our LTP commitments 

The BCWB system is a proactive partner of the Academic Health Science Network (AHSN).  

We work closely with the AHSN to:  

¶ Increase capacity and capability in the West Midlands to adopt innovation. The AHSN has 
provided up to 2 years of funding to the system for an Innovation Implementation Lead; 

¶ Provide an innovation and adoption process that matches viable innovative solutions to 
defined challenges; 

¶ Establish focused collaborative partnerships that implement identified solutions to achieve 
measurable impact; 

¶ To increase and drive adoption through improved understanding between industry, academia, 
health and the general public; 

¶ To implement the appropriate schemes as identified by the national programme. 

The BCWB system is committed to continuing to develop relationships that can drive research and 
innovation. We have financial support from the AHSN to develop a project to identify the needs 
appropriate for innovation and adoption in their priority areas and early engagement with innovative 
initiatives across the system. The project will provide linkages to regional and national advice and 
solutions by providing specific support and targeted interventions as required, matched to local need. 
By the end of 2019 a lead for this project will have been recruited.  

Research and innovation schemes that are currently underway or in development in the BCWB system 
are included in table 8: 

Project Detail 

Implementation of Faecal 
Calprotectin 

Under the Accelerated Access Collaboration there are links with this programme to the 
use of the Faecal Immunochemical Test for timely diagnosis of colorectal cancer 

High Sensitivity Troponin 
pathway 

Black Country Pathology Service is working with us to establish the pathway across all 
organisations within the system 

Urolift procedure Royal Wolverhampton Trust is being developed as the West Midlands Centre of 
Excellence for the Urolift procedure, which will raise the profile regionally and 
nationally. Dudley are also adopting the procedure and Walsall are having the business 
case reviewed 
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Heartflow software Royal Wolverhampton Trust is close to implementing the Heartflow software to utilise 
modelling of the CT scanner information to determine the appropriate treatment of 
coronary heart disease. The Dudley Group of Hospitals and Sandwell and West 
Birmingham are already utilising this software 

Innovation and Technology 
Payment 

NHSE, through the Long Term Plan and a newly established body called the Accelerated 
Access Collaborative (AAC), are committed to improving the update and spread of 
innovation for patient benefit. As part of the programme to support this, the 
Innovation and Technology Payment (ITP) is in place to remove financial and 
procurement barriers ς both of which can be significant challenges to the update of 
innovation 

Innovation toolkit The AHSN is developing an Innovation Toolkit. The system is considering acting as a 
pilot for it. 

Table 8: Research and Innovation in the BCWB system 
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2.3.2.10 Genomics 

ΨWe will focus targeted investment in areas of innovation that we believe will be 
transformative, particularly genomicsΦΩ 

How we will deliver our LTP commitments 

We will work closely with the Wessex and West Midlands Genomic Laboratory Hub and West 
Midlands Genomic Medicine Centre (WM GMC) in order to support the LTP commitment to ensure 
that clinical pathways are in place, operating to national standards and protocols. This will allow for 
eligible patients to access appropriate genomic testing and that requests for genomic testing are 
consistent with the national genomic test directory. This includes: 

¶ Expanding access to genetic testing for Familial Hypercholesterolemia - we will work more 
closely with the West Midlands Familial Hypercholesterolemia Service to avoid patients being 
referred to secondary care before being assessed and tested by the service to avoid 
unnecessary tariffs.   

¶ Increase the number of children with cancer who are offered genome sequencing 

¶ Increase the number of adults suffering from certain rare conditions or specific cancers who 
are offered genome sequencing 

We will improve our reporting processes with the West Midlands GMC by creating a formal contact 
with our CLG.  This will enable performance against sequencing objectives to be discussed and 
measures for improvement put in place. It is intended that we will have a genomics champion for the 
system that will be the link between the CLG and the GMC. 

Underpinning this work will be our workforce. This will contribute in two ways: 

¶ to increase awareness of genomics within our workforce in terms of who and how people can 
access genome sequencing. We will work with our GMC to develop a suitable approach. 

¶ the Genomics Education Programme provides funding and access to formal qualifications for 
genomics and our workforce strategy will include plans to access this.  

  



 

 

   STRATEGIC PLAN 2019-2024 | 202 

 

2.3.2.11 Volunteering 

ΨWell-designed and managed volunteering programmes improve satisfaction and 
wellbeing ratings for staff, as well as volunteers and patientsΦΩ 

How we will deliver our LTP commitments 

Our volunteers form a significant and essential element of our workforce adding enhanced service 
delivery for better patient care. Across the six NHS Black Country provider Trusts, there are 
approximately 1,500 being utilised, with a further 1,200 within the seventh Black Country regional 
provider the West Midlands Ambulance Service (WMAS). Currently the system has a mixed economy 
with regards to volunteers; some Trusts have volunteers that are integral to their department being 
either enhanced service volunteers such as delivering peer support, befriending etc., and service 
improvement volunteers such as governors, expert by experience. There are also organisations that 
enable 1 or 2 days paid special leave to specifically undertake volunteer duties across the system. 

The aim will be to further enhance the use of this valuable resource both for career development 
experience and enabling the citizen with lived experiences to enhance service delivery.  The ambition 
of the system will be to deliver a cohesive system strategy supporting the aim to make the BCWB a 
great place to live and work. 
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2.3.3 Wider social impact 

ΨLooking beyond healthcare provision, the NHS has a wider role to play in 
influencing the shape of local communitiesΦΩ 

Addressing the wider determinants of health  

We will build on existing partnerships with individual Local Authorities and the West Midlands 
Combined Authority to support the delivery of appropriate Local Authority efficiencies (the plan 
assumes application of the Social Care Precept and of the net Better Care Fund increase), to take 
effective action together on prevention and the wider determinants of health, to maximise the impact 
of health spending in the Black Country and West Birmingham. 

Reducing the prevalence of long term conditions  

As described earlier, the healthy life expectancy of residents across the Black Country and West 
Birmingham is generally lower than the England average, indicating a considerable number of years is 
spent living with disability resulting from long term health conditions (LTCs). Care of people with LTCs 
accounts for 70% of the money spent on health and social care in England. Population projections 
predict an increase in residents over the age of 75 years across the Black Country and West 
Birmingham, with longer life expectancy but a high likelihood of increasing demand for health and 
social care services within this, and younger, population groups. Poor health outcomes are the result 
of lifestyle choices such as smoking, alcohol misuse and unhealthy eating, which significantly 
contribute to the development of LTCs. The prevalence of LTCs can be reduced by focusing on primary 
prevention to halt the occurrence of LTCs and extend healthy life expectancy by addressing lifestyle 
factors. Secondary prevention will support optimal management of LTCs, slow disease progression 
and reduce the demand for services.  

We aim to improve the healthy life expectancy of Black Country and West Birmingham residents by 
achieving a significant reduction in the prevalence of long term conditions (LTC) through promotion of 
the prevention agenda and building resilient communities. The new Prevention and Health 
Inequalities forum will work to:  

¶ Provide evidence based recommendations to support the prevention agenda; and  

¶ Develop an STP-wide network of best practice and identify prevention resources & self-help 
tools.  

¶ Local partners will work together to: 

¶ Deliver ambitious programmes across the Black Country and West Birmingham to address key 
lifestyle risk factors, mobilising health and social care systems to deliver Making Every Contact 
Count. This will include promotion of workplace health initiatives across health, social care and 
local business;  
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¶ Support the development of social capital to address social isolation and improve resilience, 
enhancing local knowledge of community resources and support whilst creating a culture 
where communities and groups can themselves identify gaps and develop solutions for local 
people;  

¶ Promote independence through personalisation;  

¶ Develop place-based models of care to improve management of LTC;  

¶ Improve employability and skills development; and  

¶ Encourage a wellbeing focus across all health and social care policies, planning and 
departments.  

Maximising the impact of the health pound  

One of the major drivers of the financial gap in the BCWB is projected increases in demands for health 
and care over the planning period. There is a clear evidence base to demonstrate that the wider 
determinants of health and wellbeing lie mainly outside of the health and care system and relate to 
employment, wealth, education and housing.  

Our STP commissioned a unique economic study through the Strategy Unit and ICF International in 
order to provide:  

¶ An indicative assessment of the economic impacts in the Black Country and West Birmingham, 
that flow from spending by the NHS on health services  

¶ A framework for assessing the wider impacts of changes in the scale and/or type of health 
services spending.  

The study tracks healthcare expenditure and the subsequent effects on the demand for goods and 
services (through procurement) and for labour (skills and wages). The economic impacts associated 
with treating the population, especially, the working age population, with subsequent effects on levels 
of labour market output and productivity, have also be added. In both cases the focus is on the 
patients, health sector workforce and procurement located in the Black Country and West 
Birmingham. There is also brief analysis of services that have the potential to have significant 
economic impacts; informal care, infant care / mortality and mental health services. The more 
effective healthcare services are, the greater the economic as well as health benefits. The analysis 
seeks to distinguish between patients according to age and economic activity.  

The study has aimed to: 

¶ Quantify the health and wellbeing benefit of the economic redevelopment proposals 
ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ /ƻƳōƛƴŜŘ !ǳǘƘƻǊƛǘȅΩǎ ǇǊƻǇƻǎŀƭǎΤ  

¶ Address through the Combined Authority the wider determinants of health including 
employment, housing, welfare and education; and  

¶ Identify the contribution that the STP plan can ƳŀƪŜ ǘƻ ǘƘŜ /ƻƳōƛƴŜŘ !ǳǘƘƻǊƛǘȅΩǎ Ǝƻŀƭǎ 
through reduced welfare dependency, employment and procurement, recognising health as a 
major industry sector in the West Midlands.  

The outcome of this will be reviewed by the Prevention and Health Inequalities Forum and 
appropriate recommendations made that will form part of the systems operational plans. 
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How we will deliver our LTP commitments 

Health and justice system 

The West Midlands Health and Justice Teams commission: 

¶ Integrated Healthcare within Prisons and Young Offender Institutions -this includes primary 
care GP, nursing, dental, optometry, pharmacy, therapies, substance misuse and mental health 
services. Acute and community services are commissioned through CCG held contracts with 
local providers.  

¶ Liaison and Diversion services covering Police Custody and Courts -identify people who have 
mental health, learning disability, substance misuse or other vulnerabilities when they first 
come into contact with the criminal justice system, support them through the early stages of 
criminal system pathway, refer as appropriate to local health or social care or enable them to 
be diverted away from the criminal justice system into a more appropriate setting, if required. 

¶ Sexual Assault Referral Centre (SARC) services -provide open access 24/7/365 one stop service 
including both forensic examination and care delivered at named Sexual Assault Referral 
Centre (SARC) locations, supported by referral pathways into appropriate local services for 
support and follow-up care where these are needed.  

¶ In addition, the Team provide support to all four Police Forces in relation to the commissioning 
and delivery of healthcare in Police Custody. Whilst this is a Police statutory responsibility it is 
recognised as a key part in the criminal justice health pathway 

The LTP contains commitments to improve outcomes for people engaged in the health and justice 
systems. We will work with colleagues in NHSE Specialised Commissioning in order to ensure that 
these commitments are delivered for our local population.  

Our timetable for delivery 2019/20-2023/24  

2019/20 2020/21 2021/22 2022/23 2023/24 

Health and Justice 

 Support whole pathway development to reduce 
fragmentation and improve continuity of care for survivors 
of sexual assault, with a key focus on mental health and 
sexual health services 

Ensure the availability of community services (particularly 
mental health, substance misuse, learning disability and 
personality disorder services) that those in touch with the 
criminal justice system can be diverted into from police 
custody/courts 

Improve release pathways and reduce barriers to accessing 
community services for newly released prisoners, 
especially during the first 48 hours after release. Priority 
areas are mental health, substance misuse and primary 
care (GPs). 

Support 
initiatives that 
have an 
impact on the 
wider 
determinates 
of health, 
offending and 
reoffending 
such as 
housing and 
employment 

Engage in system-
wide sexual assault 
and abuse 
prevention 
initiatives to 
minimise exposure 
to harm. 

Increase the 
availability of 
community 
sentence 
treatment 
requirement 
programmes 
(mental health, 
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Improve the responsiveness of Mental Health Act 
assessments for those in touch with the criminal justice 
system. 

Improve pathways and reduce barriers to accessing 
community services for CYP, both pre and post custody. A 
key priority is mental health and enabling a trauma 
informed whole pathway approach. 

drugs and alcohol) 
to increase 
alternatives to 
custodial 
sentences 

Veterans and the armed forces 

Across the system there are in place a number of programmes which are designed to support veterans 
in finding and sustaining employment, as well as the provision of appropriate timely care for the 
armed forces community, ensuring smooth transition of medical records, continuity of treatment for 
service personnel on leaving the armed forces, veterans, families and dependents of serving 
personnel.   

The NHS specific programmes are Step into Health, which focuses on employment, and the Veterans 
Covenant Healthcare Alliance (VCHA), which in addition to employment, has a focus on provision of 
services for veterans, and for those leaving any of the armed forces. The VCHA accreditation process 
ensures that Trusts are able to develop and evidence ǘƘŀǘ ǘƘŜȅ ŀǊŜ Ψ±ŜǘŜǊŀƴ !ǿŀǊŜΩΦ  In addition, the 
Ministry of Defence scheme for employer recognition focuses on the role of organisations in 
supporting the employment of members of the armed forces community.   

Within our system, both RWT and WMAS have signed the Armed Forces Covenant 
and have been awarded Silver accreditation by the Ministry of Defence, for the work undertaken in 
supporting veterans and reservists in the field of employment. In addition, RWT and WMAS 
are also partners within the NHS Step into Health Programme, where both Trusts take veterans and 
service leavers on work experience placements, facilitate shadowing opportunities and actively 
support job applicants from the armed forces community. Within RWT there are a number of GP 
surgeries which will also be included in the work carried out as part of the VCHA accreditation 
ό±ŜǘŜǊŀƴ !ǿŀǊŜύ ǇǊƻŎŜǎǎΦ ²a!{ Ƙŀǎ ǊŜŎŜƴǘƭȅ ƘŜƭŘ ŀƴ Ψƻƴ ǎƛǘŜ ƛƴǎƛƎƘǘΩ ǊŜŎǊǳƛǘƳŜƴǘ ŜǾŜƴǘ ŦƻǊ ǘƘŜ ŀǊƳŜŘ 
forces and RWT is planning to hold a similar event in spring 2020. Dudley Group NHS Foundation 
Trust has also signed the covenant but is not yet signed up to Step into Health or VCHA.  

Wolverhampton City Council has an Armed Forces Covenant Board which RWT attends and supports 
the work in a wider community context. As part of the Covenant Board there are representatives from 
across the public sector and armed forces organisations, including the prison service and Local 
Authority housing and social care.   

It is hoped that all organisations within our system will continue to build upon this great work in 
supporting veterans and armed forces personnel.  

Health and the environment 

¢ƘŜ ./². ǎȅǎǘŜƳ ŀǎ ŀ ǿƘƻƭŜ ǿƛƭƭ ǎŜŜƪ ǘƻ ŀƭƛƎƴ ƛǘǎŜƭŦ ǿƛǘƘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ bŀǘƛƻƴŀƭ tƭŀƴƴƛƴƎ tƻƭƛŎȅ 
CǊŀƳŜǿƻǊƪ όbttCύ ǿƘƛŎƘ ǎŜǘǎ ƻǳǘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ Ǉƭanning and development policies for England.  
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The purpose of the development planning system is to contribute to the achievement of sustainable 
development. At a very high level, the objective of sustainable development can be summarised as 
meeting the needs of the present without compromising the ability of future generations to meet 
their own needs.   

The emerging NHS Healthy New Town Principles: Putting Health Into Place, will focus on planning and 
designing a healthy built environment, creating innovative models of healthcare and encouraging 
strong and connected communities. This will align and underpin the national adopted NPPF which 
states that the art of achieving sustainable development means that the development planning 
system considers three overarching objectives, which are interdependent and need to be pursued in 
mutually supportive ways (so that opportunities can be taken to secure net gains across each of the 
different objectives):    

¶ An economic objective ς to help build a strong, responsive and competitive economy, by 
ensuring that sufficient land of the right types is available in the right places and at the right 
time to support growth, innovation and improved productivity; and by identifying and 
coordinating the provision of infrastructure;  

¶ A social objective ς to support strong, vibrant and healthy communities, by ensuring that a 
sufficient number and range of homes can be provided to meet the needs of present and 
future generations; and by fostering a well-designed and safe built environment, with 
accessible services and open spaces that reflect current and future needs and support 
ŎƻƳƳǳƴƛǘƛŜǎΩ ƘŜŀƭǘƘΣ ǎƻŎƛŀƭ ŀƴŘ ŎǳƭǘǳǊŀƭ ǿŜƭƭ-being; and  

¶ An environmental objective ς to contribute to protecting and enhancing our natural, built and 
historic environment; including making effective use of land, helping to improve biodiversity, 
using natural resources prudently, minimising waste and pollution, and mitigating and 
adapting to climate change, including moving to a low carbon economy.  

These objectives will be delivered through the preparation and implementation of our plans and the 
application of the policies identified in the NPPF; and should play an active role in guiding 
development towards sustainable solutions, but in doing so should take local circumstances into 
account, to reflect the character, needs and opportunities of each area.  

Health and employment 

As part of helping people to get into appropriate work, upon recruitment all system partner 
organisations undertake rigorous health screening in which health issues and disabilities can be 
identified and positive steps be put in place to support individuals. In addition to this, pro-active steps 
are taken to support individuals to get into work through actions including:  

¶ Dedicated work-experience type support for individuals with autism with the benefit of a 
support worker network;  

¶ {ǇŜŎƛŦƛŎ ǿƻǊƪ ǿƛǘƘ ǘƘŜ tǊƛƴŎŜΩǎ ¢Ǌǳǎǘ ŀƴŘ ƭƻŎŀƭ ŀǳǘƘƻǊƛǘȅ ŎƻƭƭŜŀƎǳŜǎ ǘƻ ƛŘŜƴǘƛŦȅ ŀƴŘ ǎǳǇǇƻǊǘ 
individuals from communities where members are more likely to experience health conditions 
into work, such as Wolves at Work in Wolverhampton;  

¶ Skills for Care are working with Beacon Centre in the local area to support those with sight loss 
into the health and social care workforce;  
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¶ Work is being undertaken across system partners with the Shaw Trust to support individuals 
into work.  

In order to help people to remain in appropriate work, partners within the region have a range of 
ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǎǳǇǇƻǊǘƛƴƎ ƛƴŘƛǾƛŘǳŀƭǎ ǿƛǘƘ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴǎ ŀƴŘ ŘƛǎŀōƛƭƛǘƛŜǎ ǘƻ ǎǘŀȅ ƛƴ ǿƻǊƪΦ All have a 
baseline approach with dedicated occupational health service providers to identify and make 
adjustments to the workplace, nature of work or otherwise to support individuals where their 
ŎƻƴŘƛǘƛƻƴ ǿƻǳƭŘ ŀŎǘ ŀǎ ŀƴ ƛƳǇŜŘƛƳŜƴǘΦ  ǎȅǎǘŜƳ ǇŀǊǘƴŜǊǎ ƻŦŦŜr rehabilitation of those returning from 
ŀōǎŜƴŎŜ ǘƘǊƻǳƎƘ ǘƘŜ ǳǎŜ ƻŦ ǇƘŀǎŜŘκ ƎǊŀŘǳŀǘŜŘ ǊŜǘǳǊƴΦ  Lƴ ŘƻƛƴƎ ǘƘƛǎΣ ǇŀǊǘƴŜǊ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ǿƻǊƪ ǿƛǘƘ 
specialist support organisations to optimise the support they offer to staff, including:  

¶ Remploy ς system partners work with Remploy to assess and develop a support package for 
individuals who experience mental or physical health problems that would otherwise 
ǳƴŘŜǊƳƛƴŜ ǘƘŜƛǊ ŀōƛƭƛǘȅ ǘƻ ǎǘŀȅ ƛƴ ǿƻǊƪΦ  ¢Ƙƛǎ ƻŦŦŜǊ ƛƴŎƭǳŘŜǎ ŀ Ŧǳƭƭ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭǎΩ 
needs and a 9 month support package being put in place to support the individual.  

¶ Access to Work ς individual employees and their employer make use of the support through 
Access to Work through a referral to this service which results in an independent assessment 
and potentially partial funding of any necessary support.   

System partners provide a range of training for managers including tactical training on how to deal 
with attendance and health issues in the workplace as well as training and workshops on:  

¶ Mental Health First Aid  

¶ Suicide Prevention  

¶ Menopause and associated health issues  

¶ aŜƴΩǎ IŜŀƭǘƘ ƛǎǎǳŜǎΣ ƛƴŎƭǳŘƛƴƎ ǊŀƛǎƛƴƎ ŀǿŀǊŜƴŜǎǎ ŀƳƻƴƎ ǎǘŀŦŦ  

¶ Maternity health issues  

¶ SAGE and THYME (relating to difficult conversations both with patients and staff)  

In addition to this, many of the leadership programmes include content in respect of managers 
ǎǳǇǇƻǊǘƛƴƎ ǎǘŀŦŦ ǿƛǘƘ ƘŜŀƭǘƘ ƛǎǎǳŜǎ ƛƴ ǘƘŜ ǿƻǊƪǇƭŀŎŜΦ  {ŎƘǿŀǊȊ ǊƻǳƴŘǎ ŀǊŜ ƛƴ ǇƭŀŎŜ ǘƻ ŜƴŀōƭŜ ǎǘŀŦŦ ǿƛǘƘ 
a safe space to consider issues that can potentially affect their mental health, along with coaching and 
mentoring support for individuals.  

In recognition of the work done in supporting those with disabilities into work or to remain in work, 
system organisations have been awarded Disability Confident Status.  

We also have implemented the HOP (Health Overseas Professions) programme, part funded over the 
last two years by the LWAB, to work with and enable refugees who have trained in other countries 
and have settled in the system, to formalise their qualifications and registration and 
become employed by the system, which ƛƴŎƭǳŘŜǎ DtǎΣ ƴǳǊǎŜǎ ŀƴŘ ƻǘƘŜǊ ǊƻƭŜǎΦ ¢Ƙƛǎ ŜƴŀōƭŜǎ ǘƘŜ ǎȅǎǘŜƳ 
to utilise a supply already in the system and support the wider social goals.  

In addition, there a number of "Ambassadors" across the system who go into the schools to inspire 
the future workforce and a number of Trusts across the system have influenced the curriculum, and 
continue to deliver classes, at the Health Futures UTC (university technical college) to support the 
college to deliver an educational experience and hands on project learning with healthcare 
professionals to go on to further education or employment.  
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It is recognised that helping people with health issues to enable them to access suitable work 
opportunities, as well as maintain and support those people who are already in work, will continue to 
be an area of focus for our system.  

Specialised services 

The NHS budget for the BCWB exceeds the allocations delegated to CCGs. In addition to core CCG 
services, NHS England commissions services for the population for Specialised Services, Primary Care 
and other services such as Health and justice. 

There are over 140 services commissioned by 10 specialised commissioning teams (currently going 
through restructure) and 7 regions and all specialised services are commissioned to consistent 
national standards with policy set nationally. Clinical oversight and advice for these services are 
provided through a number of Clinical Reference Groups organised into different national 
programmes of care. 

They often involve treatments provided to patients with rare cancers, genetic disorders or complex 
medical or surgical conditions. They deliver cutting-edge care and are a catalyst for innovation, 
supporting pioneering clinical practice in the NHS. 

These services include a range of treatments, from interventions that most of us have heard of, such a 
chemotherapy, radiotherapy and kidney dialysis though to pioneering procedures that are currently 
carried out only in small numbers. Specialised commissioning also support trials of unique treatments, 
such as PrEP (Pre-exposure prophylaxis, a drug to prevent HIV). 

The Midlands specialised commissioning team will work with the BCWB system and other systems to 
agree the roadmap for systems taking on greater responsibility from April 2021 onwards. 

The move to place based planning of specialised services aims to: 

¶ ensure a commissioning environment develops to supports new approaches to provision. 

¶ ensure local involvement in the setting of strategic direction and expected outcomes. 

¶ enable providers to develop their own proposals for person-centred, population-based care. 

This could result in a change to the financial regime for the allocation and use of such resources to a 
pure population approach. This is a significant change to the current model for Specialised Services 
which is provider based. 

The indicative value of Specialised Commissioning budget for BCWB is £398m. 

The table below identifies priority spend against Clinical Reference Group for BCWB. It shows that 
Cardiac, Renal, Neonatal and HIV have been identified as having high potential for transformation. 
This will be jointly between the BCWB system and NHS England. 
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Figure 26 

Provider collaboratives 

In addition the BCWB will support and implement provider collaboratives. Commissioners will work 
jointly with providers to identify those specialities and program areas where providers of acute and 
complex specialist care will work together to hold delegated budgets and to deliver more standardised 
care for a wider population.  

Commissioners and providers will identify these specialties through analysis of variation in access, 
outcomes and value for specialist care, and a joint understanding on services that would benefit from 
a single network delivery model. Collaboratives for specialist care are most likely at a sub-Regional 
(West or East Midlands) or at a Regional (Midlands or National) level.  

Provider Collaboratives will be commissioned to give the opportunity to become more accountable for 
improving outcomes, reducing variation and reinvestment of value driven savings into pathway 
improvements. These collaboratives will be accountable to NHSE/I and ICS commissioners jointly. 
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Further delegation of Primary Care 

The national vision for Primary Care services described an integrated and proactive approach to 
Population Health Management that focusses on 

¶ Reduced Pressure on Urgent Care Systems. 

¶ Continuity of Care. 

¶ A more diverse and sustainable workforce. 

¶ Digital Innovations to support Primary Care Service Delivery. 

BCWB CCGs have delegated authority from NHS England for the commissioning of Primary Medical 
Services. Pharmaceutical, Optometry and Dental Services are currently commissioned by NHS England 
for our population and cost over £110 million per year. 

The information below identifies this and its proportion of total regionally commissioned expenditure. 

 

Figure 27 

NHSE and the BCWB system will work closer to ensure services commissioned meet the requirements 
and expectations of partners and the population. There is an opportunity to strengthen allegiance to 
wider Primary Care services including Dental, Pharmacy and Optometric and work towards exploring 
these opportunities at a Neighbourhood level, working closely with PCNs and NHSE/I. 




























































































































































































