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ICB CIC 
26 022 

Declarations and management of interests 
No interests were declared in relation to any item on the agenda.  
The Chair reminded members of their responsibility to highlight any interests should 
they transpire as a result of discussions during the meeting. 

  

ICB CIC 
26 023 

Minutes of the meeting held on 21 May 2026 
The minutes were agreed as an accurate record of the discussions held. 

  

ICB CIC 
26 024 

Action log and matters arising from the meeting held on 21 May 2026 
One action was highlighted as open and on track for completion by its due date and 
the remaining actions were confirmed as completed.  
Discussing the open item, it was confirmed that the ICBs were awaiting publication 
of national guidance on how the ICBs should discharge their duties with primary care 
in relation to Freedom to Speak Up arrangements, which would form part of the 
alignment of such arrangements within the ICBs. 
No other matters were raised.  

  

 Leadership and operating context 

ICB CIC 
26 025 

Citizen Story: Derby and Derbyshire Team Up 
The Chair invited Clair Raybould to introduce the item, and the following points were 
highlighted: 
a) Clair introduced Matthew Whittaker, Operational Lead for Team Up, 

Swadlincote/South Derbyshire and Co-Chair of the South Derbyshire Place 
Alliance. This was an opportune story, which set into context the item later on 
the agenda relating to frailty and end of life services. 

b) Matthew provided a presentation that detailed the experiences of Barbara and 
her daughter and how the Team Up multi-disciplinary team had been able to 
co-ordinate care at short notice to allow Barbara to die peacefully in the place 
of her choice.  

c) Matthew explained that the service had delivered positive impacts for local 
NHS services by helping to avoid accident and emergency attendances, 
hospital bed days and hospital conveyances. The accompanying report 
included statistics demonstrating this impact. He also emphasised that the 
value of citizen stories lay in showing how services affected individuals, both 
positively and negatively, by highlighting real-world failings and identifying 
areas for improvement. 
 

The following points were made in discussion:  
d) Members noted that the story supported both the national and ICB intention to 

promote integrated care in neighbourhood settings. They also acknowledged 
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25. Winter pressures are increasingly an extension of the sustained operational 
pressures experienced throughout the year, with additional demand arising 
from seasonal illnesses, including influenza and Respiratory Syncytial Virus. 
Stress-test events have been held in each ICB area to inform the final plans. It 
will be important that the Boards are assured that these are sufficiently robust 
to respond to seasonal pressures while maintaining safe and effective services. 

 

Visits and engagement 

26. Visits to local services continue to provide an important opportunity to hear 
directly from patients, staff and leaders and to understand the impact of our 
collective work on local communities. 

27. During August, Amanda Sullivan and I visited the Urgent and Emergency Care 
Department at Lincoln County Hospital. I would like to thank the colleagues 
who met with us and shared their experience and insight. Colleagues described 
a range of initiatives intended to reshape urgent and emergency care, including 
expanding the conditions that can be managed safely at the front door and 
directing suitable patients to the Urgent Treatment Centre. We also heard about 
work with the University of Lincoln Medical School to ensure that future medical 
and nursing curricula reflect emerging models of care and help prepare the 
future workforce. 

28. I was also pleased to speak at a leadership conference at Sherwood Forest 
Hospitals NHS Foundation Trust, with a particular focus on women in 
leadership. 

 

Board matters 

Committee terms of reference 

29. The Joint Transition Committee was established on a time-limited basis to 
oversee the ICB Transition Programme and implementation of the cluster 
operating model. With many of the Committee's original objectives now 
delivered or nearing completion, its terms of reference have been reviewed to 
ensure that its remit remains aligned with the matters that continue to require 
dedicated Board oversight and assurance. 

30. The revised terms of reference, which have been reviewed and endorsed by 
the Committee, refocus its remit on providing assurance regarding the final 
phase of the Transition Programme, the effectiveness and benefits of the new 
operating model and readiness for future merger arrangements. Other 
workforce and organisational development matters will continue to be overseen 
by the Joint Remuneration and Human Resource Committee, providing greater 
clarity of accountability and assurance. 
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Ref. Delegated matter Financial limit Delegated to Additional information Reference 

  
Clinical agency/off payroll 
worker, less than £500 per day 
and £50,000 in total 

Members of the Senior 
Leadership Team 

Unless the role is of significant 
influence (see below) 

Senior Leadership Team 
members are defined as 
postholders that report directly 
to the Executive Directors. 

SFI 8.5 

  
Clinical agency/off payroll 
worker, less than £750 per day 
and £50,000 in total 

Executive Directors 
(including the Chief 
Executive) 

Unless the role is of significant 
influence (see below) 

SFI 8.5 

  
More than £750 per day or more 
than £50,000 in total 

Chief Executive or Executive 
Director of Finance 

Subject to NHS England 
approval 

SFI 8.5 

  Role of significant influence Chief Executive 
Subject to NHS England 
approval 

SFI 8.5 
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https://joinedupcarederbyshire.co.uk/download/nhs-derby-and-derbyshire-icb-annual-assessment-letter/
https://joinedupcarederbyshire.co.uk/download/nhs-derby-and-derbyshire-icb-annual-assessment-letter/
https://lincolnshire.icb.nhs.uk/documents/annual-reports-and-accounts/annual-reports-and-accounts-1/2025-26-nhs-england-annual-assessment-of-nhs-lincolnshire-icb/?layout=file
https://notts.icb.nhs.uk/wp-content/uploads/sites/2/2025/08/FINAL-2025-26-Notts-ICB-Annual-Assessment-Letter.pdf
https://notts.icb.nhs.uk/wp-content/uploads/sites/2/2025/08/FINAL-2025-26-Notts-ICB-Annual-Assessment-Letter.pdf








https://www.england.nhs.uk/publication/quality-strategy-for-nhs-funded-care-in-england/#heading-1
https://www.england.nhs.uk/publication/quality-strategy-for-nhs-funded-care-in-england/#heading-1


https://democracy.derby.gov.uk/Committees/tabid/101/ctl/ViewCMIS_CommitteeDetails/mid/550/id/1931/Default.aspx
https://democracy.derby.gov.uk/Committees/tabid/101/ctl/ViewCMIS_CommitteeDetails/mid/550/id/1931/Default.aspx
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36. The Lincolnshire Health and Wellbeing Board met on 28 July 2026. The 
meeting focussed on neighbourhood health, an annual update on the progress 
of the health and wellbeing strategy, and the Better Care Fund. Papers for the 
meeting can be found here: 
https://lincolnshire.moderngov.co.uk/ieListMeetings.aspx?CommitteeId=488. 

37. The Derbyshire, Nottingham City and Nottinghamshire Health and Wellbeing 
Boards have not met since the last update.  
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Classification: Official 

ICB Chief Executive 
ICB Chair 

NHS England  
Wellington House 

133-155 Waterloo Road 
London 

SE1 8UG 

8 September 2026 
 

Dear Kathy and Amanda 

Neighbourhood Health – Derby and Derbyshire, Lincolnshire, Nottingham 
and Nottinghamshire  

Thank you to you and your team for meeting with us to discuss progress following the recent 
Neighbourhood Health Readiness Visit. 
 
We appreciated the continued openness and constructive engagement from you and your 
colleagues. The follow – up discussion provided an opportunity to further review progress and 
consider the system’s trajectory as neighbourhood health continues to develop.   
 
Despite an exceptionally challenging period of change, the Derby and Derbyshire, 
Lincolnshire, Nottingham and Nottinghamshire (DLN) Cluster has continued to make strong 
progress in developing neighbourhood heath and care services.  This has been achieved while 
bringing together three ICBs into a single cluster, significant impacts of the maternity and 
Nottingham attacks inquiries on system leadership capacity and clinical behaviours, being 
good partners during Local Government Reorganisation across all areas and helping to 
stabilize some trusts with significant financial pressures. 
 
Despite these headwinds,  you have created a coherent approach to neighbourhood 
development across three very different systems.  Through a shared commissioning 
framework, you have defined the core features, services and outcomes that residents can 
expect, whether they live in coastal Mablethorpe, the Derbyshire Dales or inner-city 
Nottingham.  This is enabling local provider collaboratives the flexibility to develop and to tailor 
delivery to local needs, based on strong general practice and local communities, building out 
from integrated neighbourhood team working. 
 
Guided by detailed population health intelligence and evidence-based interventions, you are 
building on strong existing arrangements.  At the same time, you are developing strong 
relationships with emerging strategic authorities and positioning health and care as an active 
partner in wider public service reform.  In short, despite considerable challenges, the DLN 
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Cluster has remained focused on delivering sustainable neighbourhoods that improve 
outcomes for local people. 
 
During my visit, I saw several strong examples of good practice across the DLN cluster, and I 
was impressed by the scale of ambition shown, despite your operating context.  I would 
encourage you to consider how you scale these types of best practice across the cluster 
footprint: 
 
• Team Up is Derby and Derbyshire’s integrated neighbourhood model for supporting 

housebound people, those with complex needs, and care home residents. We saw that this 
brings together general practice, community health, mental health, social care and voluntary 
sector partners to provide more joined-up, person-centred care at home.  This model has 
resulted in over 7,000 home visits each month, around 3,500 hours of GP time released, 
more than 9,000 urgent two-hour responses, strengthened care home support, improved 
falls response, and a 7% reduction in ED attendances for people aged 65+ with moderate 
or severe frailty. 
 

• Lincolnshire’s approach provides a model for delivering neighbourhood-based frailty care.  
We saw that delivery is embedded through early identification and risk stratification with 
PCN-led service models live in all 14 PCNs including targeted frailty clinics, care 
coordination, shared assessment tools and links to community support. The approach is 
supported by system-wide engagement, workforce training, population health data and local 
clinical leadership. The service is resulting in increasing access, clinical outcomes and 
patient experience, and staff satisfaction is also of note. 

 
• The expansion of the Community Dermatology pathway across Nottingham and 

Nottinghamshire has shown to reduce unequal access and pressure on acute services. Your 
new hub-and-spoke community dermatology model, using system-wide triage to direct 
patients to community clinics, secondary care or GP management, supported by shared-
care protocols and expanded local capacity has seen 43% of referrals redirected to 
community care, routine demand down 15%, and waiting times reduced from 52 weeks to 
2–3 weeks.  

 
Taking together the visit and follow-up process, alongside the subsequent system and Place 
level self - assessments, the accompanying single page summary provides an agreed 
reflection of the system’s current position.   
 
We would encourage you to share the agreed single-page summary with your Board and 
system partners to support local oversight of neighbourhood health priorities, agreed next 
steps and future delivery. 
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As discussed, some of the key areas of focus over the coming months are to: 
 
1. Confirm the DLN Neighbourhood delivery plans through SCC, ICB and relevant 

programme board routes.  
 

2. Finalise neighbourhood footprints for Derbyshire, Lincolnshire and Nottinghamshire. 
 

3. Review Five-year commissioning plan alongside updated delivery plans for neighbourhood 
health to confirm priority delivery actions and outcomes for NbH, elective and UEC 
 

4. Agree the DLN minimum INT model via DLN service specifications, including priority 
cohorts, expected proactive care offer, MDT model, social care and VCFSE contribution, 
and how each place will move towards coverage minimum 1% population cohort.  
 

5. Agree the DLN minimum model for urgent community coordination, including professional 
referral routes, clinical risk holding, direct deployment to UCR, rapid response, virtual ward, 
hospital at home, intermediate care and reablement. 
 

6. Confirm the CHS SitRep baseline, monitoring in development for 18 ww, separate adult 
and children’s waits, report neurodevelopmental pathways both included and excluded, 
agree 18-week and 52-week trajectories. 
 

7. Data sharing is priority action with full roll out planned and progressing across DLN 
 

8. Develop one DLN interface priority plan aligned to the red tape challenge and GIRFT 
checklist 
 

Thank you again for the time and commitment shown by you and your teams throughout both 
the visit and follow-up process. We look forward to continuing to work with you as 
neighbourhood health develops across the footprint. 
 

Yours sincerely 

 

 

Professor Claire Fuller      MRCGP  DRCOG  MBBS 
National Priority Programme Director – Neighbourhood Health  

 

Annex: 

Single slide summary 
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DLN ICB Cluster: Derby and Derbyshire, Lincolnshire, Nottingham and Nottinghamshire  
4 September 2026 
ICB at a glance 
ICB CEO Amanda Sullivan (substantive Cluster CEO across the three ICBs from October 2025) 
ICB Chair Dr Kathy McLean OBE (substantive Cluster Chair from 1 October 2025) 
Registered population approx. 2.97m registered; 3.25m people and 4,500 sq miles per the visit deck 
Places 3 systems, 6 Places, two per system (Lincolnshire one today, two on LGR). 5 HWBs today, 6 on LGR. 

Below Place: 7 PBPs, 54 PCN footprints 
Footprint Peak District to the Lincolnshire coast; urban Nottingham, Derby, Lincoln; large rural and coastal 

 

Local authorities 5 upper-tier (2 unitary, 3 county with 22 districts). LGR in train; Lincolnshire to two unitaries by March 
2028, alongside the ICB merger from April 2027 

Providers 
Acute: UHDB, Chesterfield Royal, NUH, SFH, ULHT within LCHG; DBTH and NLAG cross-border. 
Community/MH: DHCFT, DCHS, NHFT, LPFT, LCHS within LCHG, Nottingham CityCare, DHU. 
Ambulance: EMAS and EEAST. 

Trusts in regulatory action 1: Nottinghamshire Healthcare NHS FT, statutory inquiry, new CEO post-inquiry (HSJ, March 2026) 
2024/25 position Lincolnshire in deficit, forecasting breakeven or surplus in 2025/26 (IFG 2025). D&D and N&N not 

evidenced in the source pack 
NNHIP / NHC Wave 1 NNHIP Wave 1: 1 of 6 Places (Nottingham City, 1 of 43); 3 of 4 applications not selected. NHC Wave 

1: Long Eaton, 1 of 27, £2.4m, opening 2027 
 

 

Places  
Place  Derby City  & Derbyshire County - PLACE SCORE 34 Lincolnshire + Lincolnshire 2nd Place on LGR - PLACE SCORE 44 Nottingham City & Nottinghamshire County - PLACE SCORE 38  
System Derby City Derbyshire Lincolnshire Lincolnshire (future) Nottingham City Nottinghamshire 
Population c.365k c.760k c.830k From LGR, March 2028 c.390k c.835k across 3 PBPs 
PBPs beneath 1: Derby City 1: Derbyshire County 1: Lincolnshire To be determined 1: Nottingham City 3: South Notts c.380k, Mid Notts c.335k, 

Bassetlaw c.120k 
Neighbourhood footprints 5 PCNs 12 PCNs; 7 district Neighbourhood Alliances 14 PCNs, avg ~56k To be determined  9 PCN’s 15 PCNs 
HWB sign-off N; not determined N; not determined N; not determined N; not determined N; not determined N; not determined 
GP at-scale vehicle GPPB GPPB LPCNA, 81 of 81 practices LPCNA NCGPA, in GPFP PICS and Partners Health and Bassetlaw 

Federation, in GPFP 
Place maturity: MATURING / DEVELOPING / MOBILISING / PRE-MOBILISING.  This is the Place maturity scale, not the NNHIP four-point scale (Mobilising / Developing / Maturing / Optimising), whose order is inverted.  Columns are the 6 Places, two per system; Lincolnshire is one Place today and two once LGR creates a Lincoln City unitary and a Lincolnshire 
unitary by March 2028. No Place is rated above MOBILISING, because no neighbourhood footprint has yet been determined or agreed at a Health and Wellbeing Board. 
 

Examples of best practice across places 
D&D – GPPB commissioned as a single collective voice to represent general practice, strong foundation for load bearing service at scale, inc with LMC support  Team Up service is model for supporting vulnerable people, with 7000 home visits per month and a 7% reduction in ED attends in frail 
65+ cohort.  N&N – Expansion of community dermatology pathways into NbH showing positive results – 43% of referrals redirected to NbH services and waiting times reduced from 52 weeks to 2-3 weeks.  Lincs – Strong alliance model with the 14 PCN’s and care delivered in practices, example 
of OPIP weight management £3.7m contract covering 2700 patients. Cluster level governance clear and concise with route to Boards / HWBB and provider boards.  Clear forward look in terms of LGR impact, preparation in place for future impact on delivery.   

 

Five Goals (RAG vs England; see Annex B for scores) 
G1 Health outcomes 2.42 G2 GP access and 

experience 2.00 G3 Planned care 1.85 G4 Urgent and 
emergency care 2.32 

G5 Patient and staff 
satisfaction 1.58 

Cluster mean 2.03, every Goal below the England mean of 2.48. Strongest G1 2.42, weakest G5 1.58. The per-ICB pattern is divergent 
rather than uniform: Lincolnshire holds the only Amber-Green position in the cluster, G4 3.00 on A&E four-hour 81.26% (rank 6/42); 
N&N holds the only Red, G5 1.00 with all four NHS Staff Survey 2025 themes bottom-quartile (motivation rank 41/42); D&D is weakest 
on G4 at 1.67 on virtual ward capacity 10.2 per 100k (rank 41/42). All three ICBs Q4 on RTT 18-week. 
 

Enablers (Section 4) 
Enabler Key point (fill = rating) 

Data 
Three shared care records and three PHM platforms (Derbyshire SCR with RAIDR; Notts Care Record with 
eHealthscope; Lincolnshire DARS with Optum). Each reasonably mature individually; cluster consolidation is the g  
Roll-out of SAIU PHM risk stratification model across D&D underway.  [IN PROGRESS] 

Workforce No cluster NbH workforce plan and no named NbH SRO in any cluster-supplied document. Mandated cost reduct  
absorb change capacity. 450-plus ARRS staff deployed in Lincolnshire.  [EARLY STAGE] 

Finance 
No ring-fenced cluster NbH investment line. Devolved budgets at 2 of 4 N&N PBPs (£3.28m, £3.5m); none in 
Lincolnshire. Transformation fund stated at roughly £33m a year, 2026/27 funds diverted to acute pressures.  [EA  
STAGE] 

Digital 
. NHS App uptake in Derby’s is 75%, in Lincs 71% and in Notts 75%. NHS Notify plans. PFDS support. Ambient A  
programme in development 
FDP in D&D only. Cluster Digital Director Tom Sara appointed 2026..   [IN PROGRESS] 

Estates 
5 surgical hubs, 10 CDCs, 24 family hubs, 1 NHS Neighbourhood Health Service site. Pride in Place: 9 Phase 1 
towns, 8 Phase 2 neighbourhoods, £7.5m Impact Fund. Archetype mix, LIFT and RDEL case pending.  [EARLY 
STAGE] 

. 

Ref Stage 1 minimum requirement (2026/27): Ref fill shows rating Self-assessed score 

S1 Reduce non-elective admissions via UCR and reablement 5 
S2 Reduce variation; improve access to general practice 5 
S3 Neighbourhood footprints agreed 3 
S4 INTs for high-priority cohorts; devolved budgets 4 
S5 Neighbourhood approach to elective pathways 3 
S6 18-week community waits; eliminate 52-week waits 1 
S7 BCF pooled funding plans confirmed with LAs 4 
S8 Primary / secondary care interface (RTC) 5 
S9 Organisational ownership of planned deliverables 3 
S10 Data-sharing arrangements for patient identification 4 

Stage 1 overall (average of 3 total place scores):  39 

Stage 2 NbH Plan: seven-step readiness (cluster overall EARLY STAGE) 
1 National objectives via the three reform agendas [EARLY STAGE] 
2 Support wider local goals and public service reform [EARLY STAGE] 
3 Local objectives informed by JSNA [EARLY STAGE] 
4 Confirm final geographies [EARLY STAGE] 
5 Confirm organisational delivery responsibilities [EARLY STAGE] 
6 Confirm governance and operational arrangements [EARLY STAGE] 
7 Align other initiatives (Family Hubs, Pride in Place, MH hubs, employment) [EARLY STAGE] 

 

Forward look - Key actions over next 6 months: Forward look – Key actions over next 18 months 

1. Confirm the DLN Neighbourhood delivery plans through SCC, ICB and relevant programme board routes.  
2. Finalise neighbourhood footprints for Derbyshire, Lincolnshire and Nottinghamshire. 
3. Review Five-year commissioning plan alongside updated delivery plans for neighbourhood health to confirm priority delivery 

actions and outcomes for NbH, elective and UEC 
4. Agree the DLN minimum INT model via DLN service specifications, including priority cohorts, expected proactive care offer, 

MDT model, social care and VCFSE contribution, and how each place will move towards coverage minimum 1% population 
cohort.  

5. Agree the DLN minimum model for urgent community coordination, including professional referral routes, clinical risk holding, 
direct deployment to UCR, rapid response, virtual ward, hospital at home, intermediate care and reablement. 

6. Confirm the CHS SitRep baseline, monitoring in development for 18 ww, separate adult and children’s waits, report 
neurodevelopmental pathways both included and excluded, agree 18-week and 52-week trajectories. 

7. Data sharing is priority action with full roll out planned and progressing across DLN 
8. Develop one DLN interface priority plan aligned to the red tape challenge and GIRFT checklist 

1. Host, anchor or integrator arrangements agreed for each place and reflected in commissioning and delivery arrangements. 
2. Footprints formally agreed and operational across DLN, with clear named leadership, VCFSE and adult social care input in 

each neighbourhood, and evidence that community and mental health services are aligned to neighbourhood footprints 
wherever feasible 

3. Commissioning intentions translated into contracts, specifications or delivery agreements that support INT development, 
proactive care, interface improvement and neighbourhood outcomes, inc. for UEC & elective care 

4. Data-sharing arrangements operational across statutory partners, with progressive inclusion of VCFSE, community pharmacy, 
optometry and dental partners.  

5. BCF and wider pooled investment clearly aligned to neighbourhood priorities, with scheme-level inequalities measures, public 
HWB reporting and funding decisions feeding the next planning cycle. 

6. Interface reform embedded across priority providers, with red tape challenge actions implemented, a clinical leadership 
development programme active, and neighbourhood-facing specialist input reflected in workforce or job planning where 
appropriate. 
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local communities, build relationships and repair trust and begin to consider 
what ongoing support may need to look like with those families affected. 

19. It is with the collaboration of brave people like Sarah, and other families who 
share their experiences, which will help to shape improvements to maternity 
services. 
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Family involvement and stocktake 

14. The ICB continues to work with families impacted by NUH maternity services 
and whose cases were part of the Independent Review. We have involved 
these families in the stock take and assurance approach. We continue to 
strengthen relationships through the Maternity and Neonatal Voices 
Partnership, ensuring the continuing practical, emotional and psychological 
needs of these families and children are considered. Family involvement should 
be evidenced as a patient-safety intervention and not treated solely as an 
engagement activity. 

 

ICB oversight and external follow-up 

15. The ICB will maintain oversight through attendance at the Nottinghamshire 
Perinatal Quality Surveillance Group and attendance at NUH oversight and 
assurance meetings, and escalation through the DLN Perinatal Partnership 
Group and System Quality Group where required. The planned December 2026 
maternity follow-up to the Rapid Quality Review will provide an additional 
checkpoint on delivery, residual risks and the effectiveness of the strengthened 
arrangements. 

 
16. The following six areas are proposed as the ICBs' core contribution. They align 

maternity assurance with the emerging DLN approach to quality and place 
women, families, equity and demonstrable improvement at the centre of 
oversight. 
 

Area ICB action Evidence to Committee 

1. DLN perinatal 
oversight and 
reporting 

Implement a consistent assurance and 
escalation model for all five providers, with 
clear lines from local Perinatal Quality 
Surveillance Groups and contract quality 
routes to the DLN Perinatal Partnership 
Group, System Quality Group, Joint 
Committee and regional or national 
escalation. Use the updated reporting 
template and rules-based triggers to 
distinguish local management, Rapid Quality 
Review and formal improvement intervention. 

Consistent provider return; 
clear escalation rationale; 
actions, owners and dates; 
evidence of closure. 

2. Listening to 
women, families and 
carers 

Embed meaningful involvement in oversight, 
service design, investigations and 
improvement. Strengthening Maternity and 

Representation from seldom-
heard groups; feedback-to-
action audit trail; family 
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Area ICB action Evidence to Committee 

Neonatal Voices Partnership reach and 
representation, retain direct routes for families 
affected by the Nottingham review, and 
demonstrate how lived experience changes 
decisions and care. 

support needs identified and 
acted upon. 

3. Racism, 
discrimination and 
wider EDI priorities 

Use the three Local Maternity and Neonatal 
System equality and equity plans as the 
delivery basis, aligned with wider ICB EDI 
objectives. Require providers to address 
racism, stereotyping and differential 
experience through workforce, clinical and 
patient-experience action. 

Shared measures across 
access, experience and 
outcomes; provider action 
and exception reporting; 
evidence of co-production. 

4. Inequalities in 
maternity outcomes 
as a patient-safety 
priority 

Establish a joint outcomes and quality 
workstream using population-health 
intelligence to identify unwarranted variation, 
prioritise groups experiencing poorer 
outcomes and monitor whether interventions 
reduce harm. 

Agreed inequality priorities; 
stratified outcome measures; 
named interventions; 
evaluation and escalation of 
adverse trends. 

5. Better use of data 
through the DLN 
quality management 
system 

Build maternity into the DLN quality 
management system so that planning, control, 
assurance and improvement are connected. 
Triangulate quantitative data (NHSE Regional 
Heatmap) with incidents (Maternity Signal 
System), complaints, claims, staff voice and 
lived experience, using a single risk and 
action view. 

Common dashboard and 
narrative; traceable 
escalation decisions; 
improvement measures 
linked to patient outcomes 
and experience. 

6. PSIRF capability 
for non executives 
and executives 

Develop a focused PSIRF development offer 
for Non-Executive Directors and executives 
across the three ICBs. It should strengthen 
Board-level understanding of compassionate 
engagement, proportionate response, 
systems-based learning, oversight and 
assurance. 

Agreed learning objectives; 
attendance and evaluation; 
refreshed Board assurance 
questions; follow-up through 
committee development 
plans. 
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Provider NOF Status Key Issue Current Assurance 
Mechanism 

University Hospitals 
of Derby and Burton 
NHS Foundation 
Trust 

4 Ongoing Maternity oversight Improvement programme  

Regional oversight 

Quality Improvement Group 

Clinical Quality Review 
Group 

 

Northern 
Lincolnshire and 
Goole NHS 
Foundation Trust 

4 Ongoing Elective recovery, 
workforce and flow 

Improvement programme  

Regional oversight  

Nottinghamshire 
Healthcare NHS 
Foundation Trust 

4 Ongoing  Mental health delivery Improvement programme  

Regional oversight  

Nottingham 
University Hospitals 
NHS Trust 

4 Ongoing Mortuary, Urgent and 
Emergency Care, 
Maternity and corridor 
care 

Improvement programme 

Regional oversight 

 

 

Areas of Enhanced Oversight 

Theme Current Position  Key Assurance 

Learning Disability 
and Autism 

Performance variable across 
Derby and Derbyshire, 
Lincolnshire and Nottingham 
and Nottinghamshire 

Improvement work underway 
 

Children and Young 
People 

Special Educational Needs and 
Disabilities reform progressing 

Continued oversight required 

Infection Prevention 
and Control 

Health Care Associated Infection 
performance mixed 

System improvement actions in place 

Maternity Ongoing improvement National oversight continues 
 

Urgent and Emergency Care 

5. The most significant cross-cutting concerns are urgent and emergency care 
flow, discharge delays, corridor care, workforce experience, health inequalities, 
and the ability of organisations to sustain safe and effective care whilst 
operating under capacity pressure. The July 2026 experimental corridor-care 
data records 4,769 entries across the selected providers, of which 3,480 (73%) 
occurred in emergency departments. Derby and Derbyshire accounts for the 
largest ICB volume and University Hospitals of Derby and Burton NHS 
Foundation Trust the highest provider total. 
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6. The July 2026 experimental corridor-care dataset provides a useful quality 
signal because it exposes the extent to which patients are being cared for in 
non-designated areas. 

ICB / provider July entries Key observation 

Derby and Derbyshire 2,945 
Largest ICB volume; 2,315 emergency 
department and 630 adult entries. 

Lincolnshire 616 
564 emergency department and 52 adult 
entries. 

Nottingham and 
Nottinghamshire 

1,208 
601 emergency department and 607 adult 
entries. 

University Hospitals of Derby 
and Burton NHS Foundation 
Trust 

1,866 
Highest provider total; 1,236 emergency 
department and 630 adult. 

Chesterfield Royal Hospital 
NHS Foundation Trust 

1,079 
All recorded entries were emergency 
department. 

Nottingham University Hospitals 
NHS Trust 

1,208 607 adult and 601 emergency department. 

 

7. The 4,769 entries are dominated by emergency department activity (3,480; 
73%), with no paediatric corridor-care entries reported. This is a new 
experimental metric and should be treated as immature while completeness 
and validation improve. Nevertheless, the concentration of activity in 
emergency departments and the accompanying narrative on discharge and 
flow indicate a material quality risk that operational constraints can translate 
into privacy, dignity, timeliness and safety risks and is of upmost importance as 
we move into the winter period. Quality is integrated within winter planning and 
the sharing of good practice in relation to corridor care and temporary 
escalation spaces will be a focus for the next System Quality Group.  

Maternity 

8. Maternity data shows significant variation between providers.  

Provider 10-week 
booking 

NND / 
1,000 

Stillbirth / 
1,000 

Tears 
/ 1,000 

PPH / 
1,000 

Nottingham University Hospitals NHS Trust 61% 1.99 3.42 49.0 36.0 

Sherwood Forest Hospitals NHS Foundation 
Trust 

68% 2.87 1.01 36.0 19.0 

United Lincolnshire Teaching Hospitals NHS 
Trust 

70% 1.03 2.94 34.0 26.0 

Chesterfield Royal Hospital NHS Foundation 
Trust 

65% 1.18 2.84 33.0 42.0 

University Hospitals of Derby and Burton NHS 
Foundation Trust 

68% 0.91 2.89 44.0 39.0 
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9. The principal concern is not a single cluster-wide maternity failure but a set of 
provider-specific patterns. NUH has the broadest concern profile, with a 61% 
booking rate and high morbidity measures; its deep dive identifies 20% of 
women self-referring after eight weeks, limiting the ability to secure booking 
before ten weeks. ULHT has identified an increase in stillbirths and reports that 
all cases are undergoing detailed review. Chesterfield increasing rates of 
postpartum haemorrhage and is reviewing booking data because screening 
data suggest materially better compliance than the reported metric. UHDB has 
comparatively high tears and postpartum haemorrhage and remains behind 
trajectory for the Perinatal Pelvic Health Service. 

Infection, Prevention and Control 

10. The ICBs are developing an interim Infection, Prevention and Control 
assurance model using a combined resource, with a shared Healthcare-
Associated Infection reduction work plan being developed with the regional 
Infection, Prevention and Control lead. This is strategically important because 
the reported C. difficile infection year-to-date position is above plan at every 
listed provider. 

Provider C. difficile YTD actual YTD plan Variance 

Chesterfield Royal Hospital NHS 
Foundation Trust 

15 11 +4 

Nottingham University Hospitals NHS 
Trust 

46 38 +8 

Sherwood Forest Hospitals NHS 
Foundation Trust 

18 17 +1 

United Lincolnshire Teaching Hospitals 
NHS Trust 

27 23 +4 

University Hospitals of Derby and Burton 
NHS Foundation Trust 

45 40 +5 

 

11. The consistency of adverse C. difficile variance across providers suggests a 
geographical-level issue rather than isolated provider underperformance. A 
shared assurance approach is therefore appropriate, but that ICBs will retain 
provider-specific root-cause analysis and action plans. 

Continuing Healthcare 

12. There were 31 incomplete standard NHS Continuing Healthcare referrals 
beyond 28 days during Quarter One 2026/27, with one over 12 weeks and 
none over 26 weeks. Nottingham and Nottinghamshire accounts for 26 cases 
and has increased 63% from Quarter Four 2025/26. Derby and Derbyshire has 
three and Lincolnshire two. 
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Service Delivery Access: August 2026 published data
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National Oversight Framework
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ICB Assessments Q4 2025-26

NOF Domains Summary of Assessment - Positive Positions Areas of Focus Needed
Access GP Booking satisfaction
Experience LD&A Inpatients, days to discharge from DRD

Safety CYP (0-9) antibiotic prescribing
Finance Implied productivity growth
Workforce GP Leaver Rate and rising sickness absence rate
Population Health Healthy years life expectancy, Obesity referrals to DWMS and diabetes 

prevention programme
Social Value (addn Info) Staff survey EDI and Inclusion score. Population economically inactive and 

Greener NHS Programme

NOF Domains Summary of Assessment - Positive Positions Areas of Focus Needed
Access Reduced cancer diagnosis stage
Experience LD&A Inpatients, days to discharge from DRD,GP appts with preferred 

professional
Safety Neonatal still-births
Finance
Workforce GP Leaver Rate
Population Health Breast screening coverage
Social Value (addn Info) Staff survey EDI . Population economically inactive and Greener NHS 

Programme mostly met

NOF Domains Summary of Assessment - Positive Positions Areas of Focus Needed
Access GP Booking satisfaction Rate
Experience LD&A Inpatients. All eight diabetes care processes
Safety Staff survey raising concerns, neonatal still-births
Finance Implied productivity
Workforce Staff engagement, staff always learning, sickness absence rate, GP leaver rate
Population Health CYP MMR, Cancer staging

Social Value (addn Info) Staff survey EDI . Population economically inactive and Greener NHS 
Programme mostly metNo Scoring

Lowest scoring quartile
Below Average
Below Average % pregnant women stopping smoking, referrals to digital weight management 

services, Diabetes prevention programme

Lowest scoring quartile
Lowest scoring quartile CHC referrals 28 days

Above Average CYP (0-9) antibiotic prescribing

Highest scoring quartile LDA AHCs, cancer staging, stroke admission deprivation gap

No Scoring
NHS Staff inclusion score

NNICB

Highest scoring quartile Staff survey, raising concerns, CYP (0-9) antibiotic prescribing
Highest scoring quartile Plan YTD, combined finance score, deficit as % allocation, implied productivity

Below Average

LICB
Below Average GP Booking satisfaction
Below Average CHC referrals 28 days, hypertension NICE treatments, GP cardiovascular NICE

DDICB
Above Average

Highest scoring quartile CHC referrals 28 days, MH OAPs, GP appts with preferred professional, hypertension 
NICE treatments
Staff survey raising concerns score
Plan YTD, combined finance score, deficit as % allocation
Staff survey always learning score
CYP MMR

No Scoring

Above Average
Lowest scoring quartile

Above Average
Below Average

Positive change in WL, improved cancer diagnosis.
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Provider NOF Assessments Q4 2025-26

NOT PUBLIC

NHS Oversight Framework
Capability 

Rating
Organisation Type Elective Diagnostics Cancer UEC Q4 Q3 Q2 Q1 Q4 Q3 Q2 Q1 2025-26

Provider Assessments
Nottinghamshire Healthcare (NHT) MH & Comm 4 �K �K - - - - 4 4* 4* 4* N Y Y Y A/R
Nottingham University Hospitals (NUH) Acute 4 �Q �K 2 1 4 4 4* 3* N N Y Y A/R
United Lincolnshire Hospitals (ULTH) Acute 4 �Q �Q 3 4 4 4 4 N N N N A/G
Chesterfield Royal Hospital (CRH) Acute 4 �Q �Q 4 4 3 3 N N N N A/G
University Hospitals of Derby and Burton (UHDB)Acute 4 �L �Q 4 3 3 4 N N N N A/R
Sherwood Forest Hospitals (SFH) Acute 3 �Q �Q 3 3 3 3 N N N N A/G
Lincolnshire Partnership (LPFT) MH 3 �Q �Q - - - - 3 3 3 3 N N N N A/G
Derbyshire Healthcare (DHcFT) MH 3 �Q �Q - - - - 3 3 3 4 N N N N A/G
Lincolnshire Community Health Services (LCHS)Comm 3 �L �Q - - - - 3 2 4 3 N N N N A/G
East Midlands Ambulance Service Amb 3 �L �Q - - - - 3 1 1 1 N N N N A/R
Derbyshire Community Health Services (DCHS)Comm 2 �L �Q - - - - 2 1 1 2 N N N N G

NHSE led monthly PRM, T1 national fortnightly reviews, ICB attend
NHSE led monthly PRM, T2 regional reviews through system forums
ICB led through system forums and contractual governance
ICB led through system forums and contractual governance

Colour with number = confirmed Tiering Q4
Colour alone = Q3 tiering

NHSE NOF Assessments Q4 NHSE Quarter 4 Programme Tiering
NOF Ratings Recovery Support

Oversight Arrangements Key: NOF Ratings Key: Programme Tiering (distance from plan)

NHSE NOF Assessments 2025/26

Q4 25-26 NOF 
Rating NPIP

NHSE Led IOAG, ICB attend NOF4* - National Conditions Applied Significant failure - supports NPIP determination

NOF 4  - Nationally led support offer by NHSE Tier 1 - Nationally led support offer by NHSE

NOF 1 - local oversight no escalation required Tier 4 - local oversight no escalation required

NOF 3 - Regionally led support offer by NHSE Tier 2 - Regionally led support offer by NHSE

NOF 2 - Access to NHSE support offer as required/agreedTier 3 - Access to NHSE support offer as required / agreed
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Corridor care: daily averages (July returns)
Daily average = supplied July totals ÷ 31 days | provider detail grouped by ICB

16.72
England ED avg

22.45
Cluster ED avg

Legend: Adult ED Paeds

Daily average by ICB and subject
Stacked bars show Adult + ED daily average; paeds = zero.

Derby &
Derbyshire

95.00 ED 74.68
Adult 20.38

Nottingham &
Notts

38.97 ED 19.39
Adult 19.58

Lincolnshire 19.87 ED 18.19
Adult 1.68

Provider daily averages
Provider-level detail 

Provider Adult ED Total

UHDB 20.32 39.87 60.19

NUH 19.58 19.39 38.97

Chesterfield 0.00 34.81 34.81

ULHT 1.68 18.19 19.87

Sherwood 0.00 0.00 0.00

Key readout: ED is 73% of the selected daily average (112.26 of 153.84). Overall usage - Highest provider: UHDB 
60.19/day; highest ICB: Derby & Derbyshire 95.00/day.

Why this matters
National publication creates visibility of patients cared for in non-designated 
areas, where privacy and safe, dignified care can be compromised.

Use cautiously: NHS England marks this as an experimental, new metric 
collection. It should be treated as immature while completeness and 
validation improve.

Source: https://www.england.nhs.uk/statistics/statistical-work-areas/corridor-care-urgent-and-emergency-care-daily-situation-reports/

5.28
England adult avg

8.32
Cluster adult avg
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Urgent and Emergency Care
Headlines

Urgent and Emergency Care services continue to experience sustained operational pressure across the cluster, driven by ongoing demand, patient flow challenges 
and capacity constraints across acute, community and ambulance pathways. Whilst partners continue to work collaboratively to maintain patient safety and service 
resilience, pressures remain evident across the system and require continued focus on flow, discharge and alternative care pathways. Quality and Urgent and 
Emergency Care colleagues remain closely aligned through regular communication, shared escalation processes and joint oversight arrangements, ensuring that 
performance challenges are considered alongside emerging quality and patient safety risks. This coordinated approach supports early identification of concerns, 
system-wide situational awareness and timely implementation of mitigating actions where required. Despite continued pressure, there remains a strong focus on 
maintaining safe, effective care, with system partners working collectively to balance operational delivery, quality oversight and improvement activity across the 
urgent and emergency care pathway.
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Maternity
Nottingham University Hospitals NHS Trust

StillbirthsNeonatal Deaths
NUH's neonatal mortality (1.99 per 1,000 live births) and stillbirth rate (3.42 per 1,000 births) remain below 
MBRRACE group averages, demonstrating continued improvement in key mortality outcomes. However, 
performance remains challenging in relation to early booking (61%), 3rd/4th degree tears (49.0 per 1,000 births) and 
severe postpartum haemorrhage (36.0 per 1,000 births), all of which exceed national and peer group benchmarks. 
An NUH deep dive has shown that 20% of women are self-referring into the service after 8 weeks making it difficult 
to arrange a booking appointment before 10 weeks. They will now work to support earlier engagement with 
maternity services. 
NUH has demonstrated a small improvement in rates PPH over the last 12 months compared to the previous 12 
months. Rates of 3rd/4th degree perineal tears have increased slightly; however, the Trust is not currently identified 
as a national outlier. Improvement activity has included engagement with regional partners and higher-performing 
organisations to share best practice, alongside the relaunch of the Obstetric Anal Sphincter Injury (OASI) Care 
Bundle and continued embedding of the Perinatal Pelvic Health Service to support improved maternal outcomes.

Bookings at 10 weeks
% of total bookings
May 2026

Neonatal Deaths
Per 1,000 live births
2024

Stillbirths
Per 1,000 births
2024

3rd/4th Degree Tears
Per 1,000 births
May 2026

PPH >= 1,500 ml
Per 1,000 births
May 2026

61% 1.99 3.42 49.0 36.0
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Maternity
Sherwood Forest Hospitals NHS Foundation Trust

StillbirthsNeonatal Deaths
SFHFT continues to demonstrate positive performance across several key maternity outcomes. The stillbirth rate of 
2.87 per 1,000 births is broadly in line with comparable organisations, while the neonatal mortality rate of 1.01 per 
1,000 live births remains below the MBRRACE group average. Early access to maternity care remains a focus, with 
68% of women booked by 10 weeks gestation, below the NMPA ambition of 80%. 

The Trust has demonstrated strong performance in relation to PPH, with rates lower than both national and peer 
group benchmarks. However, rates of 3rd/4thdegree perineal tears remain above national and MBRRACE averages, 
and improvement activity continues through implementation of the OASI Care Bundle and the Perinatal Pelvic 
Health Service.

Bookings at 10 weeks
% of total bookings
April 2026

Neonatal Deaths
Per 1,000 live births
2024

Stillbirths
Per 1,000 births
2024

3rd/4th Degree Tears
Per 1,000 births
April 2026

PPH >= 1,500 ml
Per 1,000 births
April 2026

68% 2.87 1.01 36.0 19.0
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Maternity
United Lincolnshire Teaching Hospitals NHS Trust

StillbirthsNeonatal Deaths
ULHT stillbirth rate (2.94 per 1,000 births) increase in stillbirth rates has been identified and is currently above 
national threshold. All cases are undergoing detailed review via PMRT, supported by thematic analysis at trust 
and system level. 

Booking by 10 weeks is 70% which is above the target of 69%.

3rd and 4th degree rates are slightly above the national average and MBRRACE group value but not an outlier. PPH 
Rates over 1500mls is under the national and MBRRACE group comparator average. A thematic analysis involving 
human factors, themes and trends rather than looking at individual cases was recently put in place to support learning 
opportunities.

Bookings at 10 weeks
% of total bookings
May 2026

Neonatal Deaths
Per 1,000 live births
2024

Stillbirths
Per 1,000 births
2024

3rd/4th Degree Tears
Per 1,000 births
May 2026

PPH >= 1,500 ml
Per 1,000 births
May 2026

70% 1.03 2.94 34.0 26.0
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Infection, Prevention and Control
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Learning Disabilities and Autism
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Learning Disability and Autism

Headlines

The monitoring and reporting of inpatients with a Learning Disability and/or Autism continues.  Derby and 
Derbyshire ICB remain the real outlier in the Cluster, not achieving many of the National Key Performance 
Indicators.  Work is underway to support the Provider with best practice and developing a much firmer grip 
on the monitoring processes.  Moving forwards the monitoring and reporting processes for ICB and NHSE 
(Midlands) will be streamlined across the Cluster.
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Mental Health

Headlines

Data Note: Plans for Derbyshire MHST are assigned to DHT in error, these services are provided by Compass.
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Lincolnshire ICB

Lincolnshire's care home comprises 
approximately 282 registered care homes 
distributed across a large and predominantly 
rural county, covering the districts of Lincoln, 
Boston, East Lindsey, South Holland, South 
Kesteven, West Lindsey and North Kesteven, 
with additional provision in the neighbouring 
unitary authorities of North Lincolnshire and 
North East Lincolnshire with continued 
monitoring and support provided through the 
ICB Quality Team to maintain safe, effective 
care and minimise impacts on placement 
availability. Approximately 282 care homes 
across Lincolnshire, providing residential, 
nursing, dementia and specialist care services. 
Currently 2 care homes are suspended to new 
admissions and 3 care homes currently 
operating with admission restrictions.

Derby and Derbyshire ICB

Flu vaccination uptake among care home 
residents reached 79.2%, against a target of 
82%, placing Derby and Derbyshire ICB first in 
the Midlands region

COVID-19 vaccination uptake among care home 
residents was 69.36%, ranking fifth in the 
Midlands region.

Currently one home has restrictions in place for 
admissions, one home under a voluntary 
suspension and one home formally suspended. 
All have actions plans in place and regular 
monitoring.

Nottingham and Nottinghamshire ICB

Oversight levels remain stable, with a small 
reduction in high-risk (enhanced oversight) homes in 
the County and no high-risk homes in the City.

County services show growing operational 
pressures, particularly in contract suspensions, 
safeguarding alerts, complaints, and patient safety 
incidents.

City services demonstrate comparatively stable and 
improving performance, with low escalation levels 
and reductions in safety incidents.

There are currently 2 nursing homes with formal 
contract suspensions and 1 nursing home with a 
voluntary pause on admissions.

Care Homes
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Care Quality Commission (CQC)
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CQC Provider Ratings
DLN at a glance

Care Homes 822 54 605 151 5 7

Acute 5 - 3 2 - -

Community 2 2 - - - -

Mental Health 2 - 2 - - -

GP Practices 295 34 243 17 - 1

Organisation 
type 

Total number 
of providers

1,126
provider locations in view

76%
rated Good or 
Outstanding

170
Require improvement / 
Inadequate

1  https://www.cqc.org.uk/about-us/improving-how-we-work
2  https://www.cqc.org.uk/provider/RHA
3 https://www.cqc.org.uk/system/files/2026-08/04_August_2026_Latest_ratings.ods

Notes

1 New CQC rules mean some multi-service 
locations (such as adult social care, independent 
health and primary care) no longer receive 
location-level ratings. 1

2 Nottinghamshire Healthcare NHS Foundation 
Trust is excluded from these figures as CQC 
ratings are currently suspended. 2

3 CQC are moving to a new digital model to store 
and update directory of care services. As such, 
there will be delays in release of updated reports. 
In the meantime, whilst every effort has been 
made to ensure the most recent and accurate 
ratings are reported, this data should be viewed 
with caution until the new data models are 
available. 3
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CQC Provider Ratings
Nottingham and Nottinghamshire

Nottingham University Hospitals NHS 
Trust 13 September 2023

Safe Effective Caring Responsive Well-led Overall

Sherwood Forest Hospitals NHS 
Foundation Trust 14 May 2020

Organisation Report Published

Nottinghamshire Healthcare NHS 
Foundation Trust

During the 2023/24 period, the CQC conducted 9 assessments of various services within the Trust. One of these 
inspections was carried out under Section 48 of the NHS Act 2008, commissioned by the Secretary of State for Health 
and Social Care. This review looked at patient safety and quality of care in the services provided by the Trust. 

While the review is underway, the CQC ratings for the Trust have currently been suspended. 

Care Homes 289 28 211 47 2 1
GP Practices 112 16 93 3 0 0

Organisation type Total number of 
providers
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Chesterfield Royal Hospital NHS 
Foundation Trust 29 May 2020

Safe Effective Caring Responsive Well-led Overall

Derbyshire Community Health Services 
NHS Foundation Trust 12 September 2019

Organisation Report Published

University Hospitals of Derby and 
Burton NHS foundation Trust

CQC Provider Ratings
Derby and Derbyshire

Care Homes 279 11 215 50 0 3
GP Practices 106 16 84 5 0 0

Organisation type Total number of 
providers

6 June 2019

Derbyshire Healthcare NHS 
Foundation Trust 6 March 2020
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CQC Provider Ratings
Lincolnshire

United Lincolnshire Teaching Hospitals 
NHS Trust 8 February 2022

Safe Effective Caring Responsive Well-led Overall

Lincolnshire Partnership NHS 
Foundation Trust 19 August 2026

Organisation Report Published

Lincolnshire Community Health 
Services NHS Trust 22 June 2019

Care Homes 259 16 182 50 3 3
GP Practices 77 2 66 9 0 0

Organisation type Total number of 
providers

Inspected under the new assessment criteria. Provider domains 
unavailable.
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Winter Plan 2026/27 

 

Introduction 

1. The purpose of this paper is to share the development of a single Winter Plan 
for 2026/27 across Derbyshire, Lincolnshire and Nottinghamshire. It describes 
progress in developing provider and partner actions, including system-wide 
vaccination and infection prevention and control arrangements and the latest 
available planning intelligence for winter demand, including influenza, COVID-
19, RSV and other seasonal pressures. It discusses the principal strategic and 
operational risks identified through the planning process and provides a 
summary of the current position, governance arrangements and next steps 
towards delivery. 

 

Development of the system-wide Winter Plan 

2. The winter planning process commenced in April 2026, bringing together 
partners across Derbyshire, Lincolnshire and Nottinghamshire. Providers and 
system partners reviewed lessons from Winter 2025/26 before commencing 
planning for Winter 2026/27. The review considered successes, challenges 
and actions to carry forward. The plan has also been informed by national and 
international epidemiological intelligence, demand forecasting and system-
wide confirm-and-challenge activity. 

3. A single plan across the three ICB geographies has been developed around 
three demand scenarios: Baseline, Surge and Super Surge. It incorporates 
transformation programmes, non-elective admission reduction, capacity and 
resilience planning, escalation arrangements, workforce, Infection, Prevention 
and Control (IPC) and elective protection. 

4. Provider and system plans have been tested through a structured programme 
of exercises covering workforce shortages, infectious disease outbreaks, 
digital disruption, deterioration in flow and discharge, mental health pressures 
and major incidents. 

5. The plan has been developed within a highly challenging financial and 
operational context. It focuses on maximising existing resources, productivity, 
pathway transformation and collective stewardship, with no opportunity for 
additional investment. In developing the winter plan acute trusts were asked to 
ensure they acknowledged the position in relation to the Transformation 
Funding which has been included in acute baseline positions this year totalling 
£22.9 million. 
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Acute Trust Transformation 
Funding 

Chesterfield Royal Hospital NHS foundation Trust (CRH) £2M 

University Hospitals of Derby and Burton NHS Foundation Trust 
(UHDB) 

£4M 

United Lincolnshire Hospitals NHS Trust (ULHT) £7.9M 

Nottingham University Hospitals NHS Trust (NUH) £2M 

Sherwood Forest Hospitals NHS Foundation Trust (SFHFT) £7M 

Total £22.9M 

 

6. On this basis there are limited additional system mitigations in place that are 
commissioned over and above the existing baseline position. Collective 
ownership remains essential. Delivery will require coordinated action across 
NHS providers, ICBs, local authorities, primary care, ambulance services, 
community and mental health services, and voluntary, community and social 
enterprise partners. 

 

Key actions from system providers and partners, and vaccination plan 

DLN Wide Approach  

Actions are grouped around four common priorities: reducing avoidable demand, 
increasing capacity and alternatives, improving flow and discharge, and 
maintaining workforce, IPC and operational resilience. 

 

7. Acute providers: 

a) The current position remains subject to ongoing review and refinement, 
with partners continuing to challenge assumptions and identify further 
mitigation opportunities ahead of final plan submission. Further detail is 
available within Appendix A; bed gap and mitigations summary. 

Winter Plan - Total Bed Mitigations by Provider 

Provider Oct Nov Dec Jan Feb Mar 

CRH 0 0 0 0 0 53 

UHDB 20 22 21 20 20 23 

ULTH 44 44 54 54 54 54 

NUH 47 49 51 79 80 72 

SFH 53 55 55 44 44 42 
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Provider Oct Nov Dec Jan Feb Mar 

       
DLN TOTAL 165 170 181 197 198 244 

 

Winter Plan - Provider Winter Bed Gap 

Provider Oct Nov Dec Jan Feb Mar 

CRH -5 22 -4 5 5 32 

UHDB 42 21 20 -6 42 52 

ULTH -3 -4 0 -10 22 28 

NUH -28 -13 19 -42 -39 -7 

SFH -16 -5 -7 -24 -17 -18 

       
DLN Total -11 20 28 -77 13 86 

 

b) Key actions include additional winter and escalation capacity, expansion 
or optimisation of Same Day Emergency Care (SDEC), ambulatory care, 
Urgent Treatment Centre (UTC) streaming, Virtual Wards and front-door 
admission avoidance. 

c) Providers will maintain daily flow and discharge grip through senior 
reviews, board rounds, length-of-stay work, discharge tracking and 
closer management of P1, P2 and P3 pathways. 

d) Elective, cancer and clinically urgent activity will be protected wherever 
possible, supported by escalation arrangements designed to minimise 
avoidable disruption to planned care. 

8. Derbyshire actions: 

a) UHDB: Central Navigation Hub deflection, SDEC and UTC streaming, 
Virtual Wards, ambulatory care, frailty and diagnostics workstreams, and 
planned incremental capacity from October to March. 

b) CRH: 27 Medicine and Emergency Care winter beds for eight weeks, two 
paediatric beds from September, improved UTC utilisation, length-of-stay 
meetings, board rounds and exploration of Community Virtual Ward 
expansion. 

c) Derbyshire Community Health Services NHS Foundation Trust (DCHS): 
4 additional temporary escalation bed spaces, Care Transfer Hub direct 
placement, P2 processes, reverse boarding and strengthened digital 
oversight. 

d) DHU Healthcare (DHU): increased NHS111 clinical capacity, additional 
Central Navigation Hub clinicians, UTC clinical sessions, enhanced 
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queue management and multidisciplinary review of Virtual Ward 
capacity. 

e) Derbyshire Healthcare NHS Foundation Trust (DHCFT): NHS111 Mental 
Health Option 2, crisis alternatives, daily discharge profiling, 
standardised ward rounds, discharge tracking and work to reduce out-of-
area placements. 

f) Derby City Council and Derbyshire County Council: prevention, 
reablement, Home First and Discharge to Assess pathways, care-market 
resilience, brokerage and strengthened integration with community 
services. 

9. Lincolnshire actions: 

a) Lincolnshire Community Hospitals Group: Hospital at Home, OPAT, IV 
therapy, Virtual Wards, OPTO digital triage, UCR, integrated home 
visiting, D2A flexibility, Transitional Care surge assumptions and 
community hospital transformation. 

b) Flow actions include the Newton programme, Single Point of Referral, 
earlier stroke transfers, reduced fracture neck of femur length of stay, 
Trusted Assessor models and planned Optica discharge oversight. 

c) Lincolnshire County Council Adult Social Care: community and 
proportionate assessments, daily monitoring of people not meeting 
criteria to reside, Transfer of Care Hub participation and flexible 
deployment of staff, including weekend staffing where required. 

d) LPFT: maintenance of urgent mental health services, least restrictive 
care, MADE events, early discharge programmes, staff wellbeing support 
and use of temporary workforce where necessary. 

10. Nottingham and Nottinghamshire actions: 

a) NUH: SDEC expansion, UTC streaming, Pharmacy First, GIRFT long 
length-of-stay work, medicine and surgery Virtual Ward expansion, two 
winter wards and additional QMC capacity. 

b) SFH: call-before-convey, direct clinical advice, extended Clinical 
Assessment Unit hours, weekend trauma lists, escalation and overspill 
space, and potential decant capacity. 

c) Community providers: maximise UCR, Virtual Wards, D2A, community 
beds, reablement and timely P1/P2 discharge, supported by Transfer of 
Care Hub functionality and senior pathway leadership. 

d) Mental health services: daily Crisis multi-disciplinary teams (MDTs) and 
escalation forums, senior clinical review, crisis alternatives, inpatient 
flow, review of flex-bed and surge options, and escalation of post-
clinically-ready-for-discharge delays. 
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e) CityCare and transport partners: strengthen urgent community pathways, 
care-home support, discharge coordination, patient transport planning, 
mobility reviews and seasonal workforce resilience. 

11. East Midlands Ambulance Service: 

a) Across the DLN geography, optimise clinical assessment, Hear and 
Treat, See and Treat and alternative pathways, alongside workforce, 
fleet, adverse weather, business continuity and escalation arrangements. 

b) Maintain optimum operational resource levels through workforce 
planning, bank and overtime arrangements, dynamic deployment and 
fleet readiness. 

c) Use escalation frameworks, business continuity plans, adverse weather 
arrangements and winter assurance command where required. 

d) Work with acute, community, primary care and mental health partners to 
improve handovers, access to alternatives and seven-day flow. 

e) Maintain non-essential patient transport resilience through absence 
monitoring, relief and third-party capacity where required, accurate 
bookings and coordination of expected demand. 

12. Community services: 

a) Maximise Urgent Community Response, Virtual Wards, Hospital at 
Home, OPAT, IV therapy, community nursing and integrated home 
visiting. 

b) Strengthen Home First, D2A, reablement, intermediate care and 
P1/P2/P3 pathways to support recovery outside hospital and flex 
resources appropriately based on demand pressures.  

c) Utilise the Transfer of Care Hub arrangements to support direct 
placement, reduce delay and improve shared oversight across the 
cluster. 

d) Maintain flexible community and bedded capacity, including planned 
escalation arrangements where demand exceeds assumptions. 

e) Use Technology Enabled Care, neighbourhood models and prevention 
initiatives to support independence and reduce avoidable admission. 

f) Work with local authorities, primary care, care homes and VCSE 
partners to strengthen discharge, admission avoidance and care closer 
to home. 

13. Mental health: 

Overall page 165 of 384



 

6 

 

a) Strengthen crisis alternatives, 24/7 access routes, NHS111 Mental 
Health Option 2 and daily Crisis MDT arrangements to reduce avoidable 
admission. 

b) Maintain timely mental health liaison and senior clinical review across 
urgent and emergency care pathways. 

c) Improve inpatient flow through daily discharge profiling, standardised 
ward rounds, escalation forums and active management of barriers. 

d) Reduce reliance on out-of-area and private placements where possible 
and maintain executive oversight of long stays and delayed discharge. 

e) Review flex-bed, surge and community capacity options to respond to 
periods of exceptional demand. 

f) Use least restrictive care, safe havens and community support to protect 
patient safety and reduce pressure on acute pathways. 

14. Primary Care and Neighbourhood services: 

a) There is a significant amount of work underway with developing our INT 
model across the cluster, there are some early signs that this will support 
some of our high-risk cohorts of patients through a risk stratified 
approach to support attendance and admission avoidance.  

b) Maximise Pharmacy First at every opportunity throughout winter. 

c) Ensure we utilise NHS111, clinical assessment and advice routes, direct 
booking into UTC access and alternatives to Emergency Departments at 
every opportunity.  

d) Strengthen same-day urgent care, direct referral routes and access to 
community, SDEC and ambulatory pathways. 

e) Use risk stratification, personalised care, proactive case management 
and prevention to support people safely at home. 

f) Work with ambulance services to support clinical decision-making, safe 
non-conveyance and navigation to appropriate local pathways. 

g) Align neighbourhood, community and social care arrangements to 
support increased reablement, discharge and home-based capacity 
across health and social care. 

h) Primary Care Networks, GP Collaboratives and community services will 
work proactively to support patients most at risk of deterioration through 
targeted respiratory, frailty and long-term condition management. This 
includes delivery of the proactive ARI scheme, COPD reviews, 
vaccination promotion, medicines optimisation and enhanced 
multidisciplinary care to reduce avoidable hospital attendances and 
admissions while supporting people to remain independent at home 
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15. Local authorities and social care: 

a) Support Home First and Discharge to Assess pathways through 
integrated working with NHS partners and Care Transfer Hubs. 

b) Identify and proactively support care homes with a high risk of 
conveyance to ED to identify and provide earlier support to care home 
residents and staff.  

c) Maintain reablement, brokerage and care-market resilience, with flexible 
workforce deployment in response to changing demand. 

d) Improve pathway flow through earlier assessment, proportionate 
decision-making and timely escalation of barriers. 

e) Maximise Technology Enabled Care, prevention and community support 
to maintain independence and avoid unnecessary admission. 

f) Monitor delayed discharge and people not meeting criteria to reside, 
working jointly to reduce abandoned or avoidable delays. 

g) Maintain business continuity, staff wellbeing and Christmas and New 
Year cover arrangements. 

16. Children and young people: 

a) Maintain paediatric front-door and assessment capacity, including 
additional paediatric beds at CRH and extended Clinical Assessment 
Unit arrangements at SFH. 

b) Use system escalation and regional collaboration to respond to changing 
paediatric demand and specialist bed pressures. 

c) Monitor influenza, RSV, COVID-19 and other infectious disease 
pressures affecting children and young people. 

d) Maximise childhood vaccination uptake, including eligible two- and three-
year-olds, children in clinical risk groups and school-aged children. 

e) Use targeted communications and clear access routes to help families 
reach appropriate services and avoid unnecessary Emergency 
Department attendance. 

 

Seasonal vaccination plan 

17. Key actions within the plan are to:  

a) Maintain clear cluster governance through the DLN Vaccination and 
Immunisation Programme Board and related place and programme 
structures. Monitor vaccine supply, uptake variation, workforce capacity 
and hesitancy, with flexible mitigations where delivery is affected. 
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b) Offer flu vaccination to all eligible cohorts in line with the national 
programme and maximise uptake, particularly among older adults, 
clinical risk groups, pregnant women, children and young people. 

c) Ensure frontline health and care workers are offered flu vaccination 
through accessible organisational programmes, supported by workforce 
trajectories and monitoring. 

d) Deliver year-round RSV vaccination and the seasonal COVID-19 
programme for eligible populations through primary care, community 
pharmacies, outreach services and NHS providers. 

e) Use onsite clinics, roving vaccinators, outreach and walk-in opportunities 
to improve access for staff, patients, care-home residents and 
underserved groups. 

f) Address inequalities through targeted outreach, communication, 
engagement and accessible delivery models. 

g) A national supply issue affecting one provider may delay clinics for the 
under-65 cohort and could reduce timely coverage if influenza peaks 
earlier than anticipated. 

 

Latest intelligence on winter demand, including COVID-19 and influenza 

Current Position 

The slide deck states that influenza activity is expected to be broadly consistent 
with trends observed in the Southern Hemisphere last year. Further vaccination 
and disease-modelling guidance is expected from JCVI in September 2026. The 
dedicated influenza forecast slide remains a placeholder pending additional 
information. 

 

18. Planning assumptions are informed by national and international 
epidemiological intelligence, local surveillance and demand forecasting. The 
system will use real-time surveillance, laboratory reporting, outbreak 
monitoring and dashboards to identify respiratory infections and healthcare-
associated infections early. Plans include laboratory PCR, point-of-care and 
rapid diagnostic testing where appropriate to support timely isolation, 
cohorting and patient placement. 

19. The winter plan retains flexibility to respond to influenza, COVID-19, RSV, 
norovirus and other emerging threats, including scenarios in which infectious 
disease activity exceeds planning assumptions. 
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Scenario planning and stress testing 

20. The plan is structured around Baseline, Surge and Super Surge demand 
scenarios. Three localised exercises have taken place across the DLN 
footprint to test organisational and system plans before final approval. 

21. Testing challenged leadership, command and control, escalation, collective 
decision-making, mutual aid, patient safety and service continuity. Scenarios 
included workforce shortages and exhaustion, infectious disease outbreaks, 
digital or cyber disruption, flow and discharge failure, mental health and 
primary care pressures, and major incidents. 

22. Learning will be captured and incorporated into final Winter Plans and Board 
assurance processes and actions arising from KLOE feedback and testing will 
be tracked through established winter governance, including preparation for 
the National Winter Testing Exercise on 10 September 2026. 

 

System oversight and daily operational management 

23. System Coordination Centres (SCC) provide a central operational platform 
across all three systems, supporting shared situational awareness, capacity 
management, coordinated action and mutual aid. 

24. The SCC operates from 08:00 to 18:00, seven days a week on 364 days of 
the year, with out-of-hours on-call arrangements and clinical support available 
24/7. 

25. A Winter Monitoring Group will be established from September 2026 to track 
demand, additional capacity, delivery, benefits and emerging risks. 

26. Assurance will be obtained through provider daily calls, the regional 
coordination call, UEC Delivery Board and fortnightly Winter Monitoring Group. 

27. The Urgent and Emergency Care Delivery Board will oversee delivery of the 
plan, with key metrics and risks also reported through ICB governance. 

28. DLN partners are working towards a consistent cluster Surge and Escalation 
Framework, supported in the interim by shared local arrangements, central 
reporting, agreed triggers and clear escalation routes. 

 

Workforce resilience 

29. Providers are at varying stages of workforce planning maturity, with work 
focused on high-risk staffing gaps, reduced agency reliance and better use of 
available resources. 

30. Historical absence, staffing pressure and fill-rate information is being used to 
inform winter workforce assumptions and rostering. Annual leave, particularly 
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across Christmas and New Year, will be managed against expected demand, 
staffing availability and service resilience. 

31. Providers will maintain industrial action contingency and business continuity 
arrangements, including engagement with staff-side representatives and 
identification of critical services. 

32. Fortnightly winter meetings and daily operational calls will maintain shared 
oversight and enable rapid mitigation and escalation. Health, wellbeing, 
vaccination and visible leadership offers will support staff resilience during 
prolonged operational pressure. 

 

Key risks  

33. As part of the development of the winter plans with all system partners, key 
risks have been shared and assessed. As a system the following risks are 
presented as the highest risk areas across all system partners plans: 

a) Workforce capacity and organisational change, including the impact of 
NHS England and ICB restructuring on resilience and retention of winter-
planning expertise. 

b) Potential industrial action affecting service delivery, flow and operational 
performance. 

c) Financially challenged system which is a position reflected across all 
provider organisations limiting the ability to fund additional capacity or 
interventions. 

d) Urgent and emergency care demand exceeding available acute, 
community, mental health and social care capacity. 

e) Deterioration in ambulance response, handover, Emergency Department 
performance and progress to reduce corridor care. 

f) Mental health pressures, including national and regional scrutiny, 
inpatient flow and access to appropriate alternatives. 

g) Staff sickness, vacancies, recruitment and retention challenges and 
lower-than-planned staff vaccination uptake. 

h) Influenza, COVID-19, respiratory infection or other outbreaks exceeding 
forecast assumptions, compounded by severe weather 

i) Estates and infrastructure constraints limiting safe and flexible use of 
capacity. 

j) Disruption to elective recovery, cancer pathways and clinically urgent 
planned care if emergency pressures cannot be mitigated. 
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k) Delayed discharge, insufficient intermediate care and overuse of 
temporary residential placements, with a risk of deterioration and loss of 
independence. 

l) National vaccine supply constraints affecting timely delivery to the under-
65 cohort. 

 

Next steps  

34. All system partners are continuing to refine plans, demand and capacity 
assumptions, residual bed gaps, mitigations and interventions. The remaining 
IPC and influenza forecast information will be completed and updated national 
guidance will be incorporated when available. 

35. All Providers are working to a deadline of 30th September 2026 to get their 
internal Board sign off and submit their Board Assurance Statements by 7th 
October 2026. 

36. From 1 September 2026, delivery will commence delivery through fortnightly 
system-wide winter oversight meetings. Performance, demand, capacity and 
risks will be monitored against Baseline, Surge and Super Surge scenarios. 

37. The meetings will track the delivery and impact of winter interventions, 
adapting or stopping activity where expected benefits are not realised. 

38. The Winter Plan will be maintained as a live document, with reporting and 
escalation through the System Control Centre, the Winter Monitoring Group, 
the UEC Delivery Board and ICB governance. 

 

Source and status note 

This summary has been prepared from the attached FINAL DRAFT DLN 2026/27 
Winter Plan. Where the source deck identifies placeholders, outstanding 
information or ongoing refinement, this has been retained transparently. This paper 
will be updated alongside the final approved plan and associated provider 
submissions. 
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2026/27 DLN Winter plan
Key capacity/demand mitigations for Winter 26/27   

The overall position demonstrates an improvement compared with previous months, and we continue to work closely 
with providers and system partners to further reduce the remaining bed gap over the coming weeks as we progress 
towards final Board sign-off.

A range of mitigations and interventions are currently being refined and developed across the system to support 
winter resilience and capacity. These will be reflected in our final submission once this work has been completed and 
agreed with partners.

The information provided at this stage presents the current bed gap position by provider and should be viewed as an 
interim position, with further refinement and mitigation planning ongoing.
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2026/27 DLN Winter plan
CRH  - Key capacity/demand mitigations for Winter 26/27   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2026/27 planned beds available (incl 
escalation)

506 506 506 506 506 480 480 480 509 509 509 509

2026/27 planned beds occupied (incl 
escalation)

485 479 472 466 466 466 466 466 492 492 492 492

2026/27 % beds occupied (incl escalation) 95.9% 94.6% 93.3% 92.1% 92.1% 97.1% 97.1% 97.1% 96.6% 96.6% 96.6% 96.6%
485 479 472 466 466 466 466 466 492 492 492 492
0 0 0 0 0 0 0 0 0 0 0 53

485 479 472 466 466 466 466 466 492 492 492 439
506 506 506 506 480 480 480 480 480 480 480 452
0 0 0 0 0 0 0 28 28 38 38 38
0 7 13 20 -5 -5 -5 22 -4 5 5 32

2026/27 
Operation
al Plan

Unmitigated demand
Demand mitigations
Mitigated demand
G&A core beds available
G&A escalation beds available
Bed Shortfall (based on adjusted occupancy)
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2026/27 DLN Winter plan
UHDB - Key capacity/demand mitigations for Winter 26/27   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2026/27 planned beds available (incl 
escalation)

1,495 1,495 1,497 1,499 1,495 1,505 1,512 1,520 1,507 1,581 1,581 1,581

2026/27 planned beds occupied (incl 
escalation)

1,411 1,442 1,427 1,420 1,396 1,429 1,437 1,464 1,464 1,558 1,498 1,475

2026/27 % beds occupied (incl 
escalation)

94.4% 96.5% 95.3% 94.7% 93.4% 95.0% 95.0% 96.3% 97.1% 98.5% 94.8% 93.3%

1,411 1,442 1,427 1,420 1,396 1,429 1,437 1,464 1,464 1,558 1,498 1,475
7 11 15 19 19 21 20 22 21 20 20 23

1,404 1,431 1,412 1,401 1,377 1,408 1,417 1,442 1,443 1,538 1,478 1,452
1,429 1,429 1,429 1,429 1,429 1,429 1,429 1,429 1,429 1,429 1,429 1,429

83 83 64 64 64 70 90 95 95 167 154 138
47 20 21 33 56 31 42 21 20 -6 42 52

2026/27 
Operation
al Plan

Unmitigated demand
Demand mitigations
Mitigated demand
G&A core beds available
G&A escalation beds available
Bed Shortfall (based on adjusted occupancy)
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2026/27 DLN Winter plan
ULTH - Key capacity/demand mitigations for Winter 26/27   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2026/27 planned beds available (incl escalation)1,010 999 996 989 1,025 1,035 1,038 1,037 1,043 1,054 1,048 1,043
2026/27 planned beds occupied (incl escalation)928 915 904 910 943 962 950 994 997 1,011 1,001 958
2026/27 % beds occupied (incl escalation) 91.9% 91.6% 90.8% 92.0% 92.0% 92.9% 91.5% 95.9% 95.6% 95.9% 95.5% 91.9%

928 915 904 910 943 962 950 994 997 1,011 1,001 958
0 0 0 0 0 0 44 44 54 54 54 54

928 915 904 910 943 962 906 950 943 957 947 904
1,010 999 996 989 985 985 975 975 975 975 1,003 1,003

12 12 12 12 12 12 12 12 12 12 12 12
11 11 11 11 -26 -35 -3 -4 0 -10 22 28

2026/27 
Operational 
Plan
Unmitigated demand
Demand mitigations
Mitigated demand
G&A core beds available
G&A escalation beds available
Bed Shortfall (based on adjusted occupancy) Overall page 178 of 384





2026/27 DLN Winter plan
NUH - Key capacity/demand mitigations for Winter 26/27   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2026/27 planned beds available (incl 
escalation)

1,736 1,748 1,736 1,724 1,720 1,723 1,737 1,751 1,751 1,772 1,773 1,772

2026/27 planned beds occupied (incl 
escalation)

1,603 1,630 1,648 1,613 1,594 1,620 1,649 1,658 1,631 1,680 1,667 1,671

2026/27 % beds occupied (incl 
escalation)

92.3% 93.2% 94.9% 93.6% 92.7% 94.0% 95.0% 94.7% 93.2% 94.8% 94.0% 94.3%

1,391 1,435 1,442 1,407 1,417 1,431 1,435 1,449 1,419 1,533 1,531 1,491
0 0 0 0 0 35 47 49 51 79 80 72

1,391 1,435 1,442 1,407 1,417 1,396 1,388 1,400 1,368 1,454 1,451 1,419
1,404 1,404 1,404 1,404 1,404 1,404 1,404 1,404 1,404 1,404 1,404 1,404

0 0 0 0 0 0 12 40 40 66 66 66
-43 -87 -94 -59 -69 -48 -28 -13 19 -42 -39 -7

G&A core beds available - Adults
G&A escalation beds available - Adults
Bed Shortfall (based on adjusted occupancy)

2026/27 
Operational 
Plan

Unmitigated demand - Adults
Demand mitigations - Adults
Mitigated demand - Adults
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2026/27 DLN Winter plan
SFH - Key capacity/demand mitigations for Winter 26/27   

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2026/27 planned beds available (incl 
escalation)

680 680 680 680 680 680 685 685 690 700 695 685

2026/27 planned beds occupied (incl 
escalation)

646 648 654 650 660 653 664 665 665 665 665 661

2026/27 % beds occupied (incl escalation) 95.0% 95.3% 96.2% 95.6% 97.1% 96.0% 96.9% 97.1% 96.4% 95.0% 95.7% 96.5%
697 701 691 685 710 692 720 711 725 760 753 740
23 23 23 23 23 23 53 55 55 44 44 42
674 678 668 662 687 669 667 656 670 716 709 698
622 622 622 622 622 622 622 622 622 622 622 622
0 0 0 0 0 0 29 29 41 70 70 58

-52 -56 -46 -40 -65 -47 -16 -5 -7 -24 -17 -18

2026/27 
Operation
al Plan

Unmitigated demand
Demand mitigations
Mitigated demand
G&A core beds available
G&A escalation beds available
Bed Shortfall (based on adjusted occupancy)
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2026/27 DLN Winter Plan 
Executive Summary

The DLN Cluster Winter Planning process commenced in April 2026, bringing together partners across Derbyshire, Lincolnshire 
and Nottinghamshire to develop a coordinated response to Winter 2026/27. The plan has been informed by national and 
international epidemiological intelligence, demand forecasting and system-wide confirm-and-challenge sessions.

A single cluster-wide plan has been developed around three demand scenarios, incorporating transformation programmes, 
actions to reduce non-elective admissions, capacity and resilience planning, and escalation arrangements. The plan reflects the 
significant financial challenges facing the system whilst providing assurance that all opportunities within available resources 
have been maximised to support safe patient care.

The plan was tested throughout July and August, refined following NHSE feedback, and reviewed through system governance 
processes. Residual risks, including national uncertainties such as potential industrial action, have been identified and mitigated 
where possible.

Next Steps (from 1 September 2026):

�x Commence delivery through fortnightly system-wide Winter oversight meetings.

�x Monitor performance, demand, capacity and risks against the three planning scenarios.

�x Track delivery and impact of winter schemes, adapting or stopping interventions where benefits are not realised.

�x Maintain a live Winter Plan with ongoing reporting through system governance and escalation structures.

�x Continue collaborative working across partners to ensure a coordinated response to emerging pressures throughout Winter 
2026/27.

Overall page 185 of 384



Introduction

Introduction

�‡Key messages 
�‡Principles of the Winter 

Plan
�‡Key System Risks within 

Winter Plan
�‡Key Metrics - how 

success will be 
measured 

Overall page 186 of 384



2026/27 DLN Winter Plan 
Key messages

�x The DLN Winter Plan represents a single, whole-system approach across Derbyshire, Lincolnshire and Nottinghamshire, setting out how partners 
will work collectively to ensure patients receive the right care, in the right place, first time throughout Winter 2026/27.

�x The plan incorporates key actions and commitments from NHS providers, local authorities and system partners across all three ICBs, supported by 
strong collaboration and shared accountability.

�x Developed within a highly challenging operational and financial context, the plan aligns with existing Integrated Care System priorities and focuses 
on maximising impact from available resources.

�x The system has modelled three winter demand scenarios Baseline, Surge and Super Surge to ensure preparedness for escalating levels of 
demand, with system-wide testing and validation undertaken to assess resilience and response arrangements.

�x National and international epidemiological intelligence has informed demand forecasting and planning assumptions, enabling targeted preparations 
for anticipated winter pressures and seasonal disease activity.

�x Current intelligence suggests influenza activity is likely to be broadly consistent with trends observed in the Southern Hemisphere, with further 
vaccination and disease modelling guidance expected from JCVI in September to refine forecasts.

�x A significant focus of the plan is the reduction of avoidable acute admissions through strengthened community, mental health and demand 
management services, alongside investment in admission avoidance and Emergency Department alternative pathways.

�x Delivery of the Winter Plan will be supported through robust governance and central oversight, including fortnightly system-wide Winter meetings, 
regular performance reviews and escalation processes, with assurance and risks reported through established UEC governance structures.Overall page 187 of 384



2026/27 DLN Winter Plan
Principles of the Winter plan

�x System -Wide Partnership  �± Health and care partners across the cluster will work collectively to ensure patients receive the right care, in the 
right place, at the right time.

�x Patient Safety First  �± Patient safety, quality of care and balanced clinical risk underpin all decision-making across the patient pathway.
�x Maximising Existing Resources  �± In the context of limited additional investment, partners will optimise existing capacity through efficiency, 

productivity and pathway transformation to reduce unnecessary non-elective demand.
�x Prevention and Population Health  �± A targeted approach will be taken to increase vaccination uptake and reduce avoidable winter pressures.
�x Protecting Planned Care  �± The impact on elective recovery, patient experience, income and performance will be minimised, with cancer and 

other clinically urgent services prioritised and protected.
�x Collective Stewardship of Resources  �± Partners will work together to mitigate avoidable system costs and make best use of health and social 

care resources.
�x Clear Communication  �± Proactive and timely communication with patients, staff and partners will support service access, operational response 

and public confidence.
�x Co-ordinated System Leadership  �± The System Coordination Centre (SCC) will provide oversight of UEC flow, bringing partners together 

through a shared daily operational cadence and response.
�x Data-Led Decision Making  �± Real-time system intelligence and performance monitoring will be used to identify emerging risks, inform actions 

and support rapid escalation where required.
�x Supporting Our Workforce  �± The health, wellbeing and resilience of staff remain critical to delivering safe and sustainable services throughout 

the winter period.
�x Agility and Resilience  �± The system will maintain the flexibility to respond rapidly to changing demand and infectious disease outbreaks, 

including influenza, COVID-19, norovirus and other emerging threats.
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�x Workforce Capacity and Organisational Change  �± Ongoing workforce reductions and significant NHS England and ICB restructuring may impact organisational 
capacity, resilience and retention of winter planning expertise from Winter 2025/26.

�x Industrial Action  �± Potential industrial action across health and care services during Winter 2026/27 may adversely affect service delivery, patient flow and operational 
performance.

�x System Financial Pressures  �± The challenging financial position across ICBs and provider organisations represents the most significant strategic risk to delivery of the 
Winter Plan and limits opportunities for additional investment.

�x Demand Exceeding Available Capacity  �± Sustained growth in urgent and emergency care demand may outstrip available capacity across health and social care 
services, increasing pressure across the whole patient pathway.

�x Urgent and Emergency Care Performance  �± There is a risk that improvements in ambulance handovers, response times and corridor care are not sustained through 
winter, resulting in deterioration of performance and increased patient safety concerns.

�x Mental Health System Pressures  �± Ongoing regional and national scrutiny of mental health services may place additional demands on system capacity and 
operational management.

�x Workforce Availability and Resilience  �± Staff sickness, vacancies, recruitment and retention challenges, alongside lower-than-planned staff vaccination uptake, may 
reduce workforce resilience during periods of peak demand.

�x Severe Weather and Infectious Disease Surges  �± Demand may exceed forecast planning assumptions due to significant respiratory illness, influenza, COVID-19 or 
other infectious disease outbreaks, compounded by severe weather events.

�x Estates and Infrastructure Constraints  �± Physical estate limitations, including cubicle availability, inpatient capacity and timing of bed reconfiguration programmes, 
�P�D�\���U�H�V�W�U�L�F�W���W�K�H���V�\�V�W�H�P�¶�V���D�E�L�O�L�W�\���W�R���U�H�V�S�R�Q�G���I�O�H�[�L�E�O�\���W�R���V�X�U�J�H�V���L�Q���G�H�P�D�Q�G��

�x Impact on Elective Recovery  �± Failure to mitigate emergency bed pressures may require higher bed occupancy levels, increasing the risk of disruption to elective 
activity, cancer pathways and associated performance standards.

�x Discharge and Intermediate Care Risks  �± Increased use of temporary residential placements may lead to deterioration in patient condition, delayed recovery and 
poorer outcomes for individuals who could otherwise have returned directly home with appropriate support.

�x National Vaccination Supply for Under 65s �± Due to a national supply issue affecting one vaccine provider, there is a risk that flu vaccination clinics for the under-65 
cohort will be delayed. Should the flu season peak earlier than anticipated, this could result in a proportion of the eligible population not being vaccinated within the 
optimal timeframe, reducing vaccine coverage and increasing the risk of higher demand on health and care services during periods of winter pressure.

Key system risks 

2026/27 DLN Winter Plan
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2026/27 DLN cluster Winter Plan

Key metrics will be reported via the UEC Board and ICB Board including:

�‡ Winter Delivery Governance �± Monthly Winter Delivery Meetings (September 2026�±February 2027) will monitor progress against all agreed actions, expected 
benefits and provider delivery milestones.

�‡ Executive Oversight �± Key winter metrics and risks will be reported through the UEC Board and ICB Board, with escalation where delivery deviates from plan.

�‡ Elective Recovery �± Elective, cancer and clinically urgent activity is maintained throughout the winter period.

�‡ Demand and Capacity Management �± Actual activity, capacity and demand are monitored against winter planning assumptions and system trajectories.

�‡ Urgent and Emergency Care Performance �± Emergency Department performance, ambulance response times and handover standards are maintained in line with 
winter plan expectations.

�‡ Corridor Care Reduction �± Progress towards the elimination of corridor care is monitored through agreed system measures and trajectories.

�‡ Home First Delivery �± The number of people placed in short-term residential care where needs could be met at home is minimised and monitored.

�‡ Bed Occupancy �± Acute, community and intermediate care bed occupancy remains within agreed planning assumptions and safe operating thresholds.

�‡ Urgent Community Response �± Delivery of the two-hour UCR standard is maintained throughout the winter period.

�‡ Workforce Resilience �± System workforce metrics, including sickness absence and workforce availability, are monitored against plan.

�‡ Winter Bed Escalation �± Additional winter capacity is deployed in line with agreed trigger points and demand thresholds to support both operational and financial 
sustainability.

�‡ Performance Recovery Action �± Immediate corrective action is taken where indicators suggest delivery is off track, ensuring rapid response to emerging risks and 
maintaining overall system performance.

Key Metrics �kHow success will be measured  
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All providers and system partners were asked in March 2026 to review and consider lessons learned from Winter 25/6 before commencing planning 
for Winter 26/27. The outcome document of the review are included within Appendix 2.

Lessons learned 25/6   
2026/27 DLN Winter Plan
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Lessons learned 25/6   
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Lessons learned 25/6   

2026/27 DLN Winter Plan
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2026/27 DLN Winter Plan
Key system risks �kSupporting vulnerable patients /groups  
�x People with Learning Disabilities  are at increased risk of respiratory illness, poorer winter health outcomes and avoidable hospital 

admissions. Risks will be mitigated through annual health checks, targeted vaccination programmes, health promotion and reasonable 
adjustments across all care settings.

�x People with Severe Mental Illness (SMI)  may experience worsening mental health, increased crisis presentations and longer waits for 
appropriate care during periods of system pressure. Expansion of mental health capacity, strengthened crisis services and improved access to 
community support will help mitigate these risks.

�x People Experiencing a Mental Health Crisis  face a heightened risk of prolonged Emergency Department stays and delayed access to 
specialist support. Enhanced crisis pathways, 24/7 crisis access and additional inpatient capacity will support timely assessment and 
treatment.

�x Children, Young People and Adults at Risk of Admission  may experience poorer outcomes if preventative support is not available. 
Dynamic Support Registers and proactive case management will be used to identify individuals at risk and implement early interventions to 
avoid hospital attendance or admission.

�x People from Underserved and Deprived Communities  may experience disproportionately poorer outcomes due to barriers in access, lower 
vaccination uptake and wider health inequalities. A population health management approach will be used to target support and resources to 
areas of greatest need.

�x People Requiring Hospital Care with Additional Needs  may be at risk of poorer experience and outcomes if reasonable adjustments are not 
made. Learning Disability and Mental Health liaison services will support personalised care, communication needs and discharge planning.

�x People Awaiting Discharge or Community Support  are at risk of deterioration, deconditioning and loss of independence if discharge 
pathways are delayed. System oversight and escalation arrangements will focus on removing barriers and maintaining flow through the patient 
pathway.

�x Infectious Disease and Winter Pressures  have the potential to disproportionately impact clinically vulnerable groups, including older people, 
people with multiple long-term conditions, those with learning disabilities and individuals with severe mental illness.
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2026/27 DLN Winter Plan

The National  Flu  Immunisation  Programme  2026/27 requires systems to:

�‡ Offer flu vaccination to 100% of all eligible cohorts in line with the national programme.
�‡ Maximise uptake across all eligible groups, with particular focus on:

�‡ Adults aged 65 years and over.
�‡ Individuals in clinical risk groups.
�‡ Pregnant women.
�‡ Children and young people, including 2- and 3-year-olds, children in clinical risk groups, and school-aged children.

�‡ Support the national ambition to increase vaccination uptake and reduce variation across populations, contributing to reduced winter demand, hospitalisations and 
mortality.

�‡ Ensure all frontline healthcare workers are offered flu vaccination as part of organisational infection prevention and workforce resilience arrangements.
�‡ Maintain robust plans to identify and address health inequalities, improving access and uptake amongst underserved communities and reducing unwarranted 

variation.
�‡ Target newly eligible and underserved populations, including people experiencing homelessness, ensuring proactive outreach and improved access to flu, COVID-

19 and pneumococcal vaccination programmes where eligible, as part of wider efforts to reduce health inequalities and improve protection for vulnerable groups.
�‡ Deliver vaccination programmes in a safe, timely and equitable manner through effective system-wide collaboration and governance arrangements.

The Winter  Plan Letter requires systems to:

�‡ Include comprehensive vaccination delivery plans within their winter plans, demonstrating how vaccination programmes will support the reduction of winter demand 
and protect patients and staff.

�‡ Develop and implement workforce vaccination plans and trajectories, setting out how staff vaccination uptake will be promoted and monitored throughout the winter 
period.

�‡ Have plans in place to maximise vaccine uptake amongst all eligible cohorts, recognising vaccination as a key intervention to improve system resilience over winter.
�‡ Establish clear governance arrangements for monitoring vaccination delivery, providing assurance that programmes are being effectively managed and delivered.
�‡ Maintain robust Infection Prevention and Control (IPC) arrangements to manage outbreaks and minimise operational impact across health and care services during 

periods of increased pressure.

Seasonal Vaccination Plan 26/7
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�‡ Placeholder for information �± Steve Clapton providing once able to.
�‡ National supply issues that will impact both delivery plans and overall uptake. ICB Execs aware and the 

vaccination team continue to keep everyone sighted and updated on this matter.

Influenza Forecast 

2026/27 DLN Winter Plan
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Seasonal Vaccination Delivery Model 26/27

Overall page 200 of 384



Delivery  Action  Plan

OFFICIAL SENSITIVE �t NOT FOR WIDER SHARING
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Delivery  Action  Plan 26/27

OFFICIAL SENSITIVE �t NOT FOR WIDER SHARING
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Seasonal Vaccinations Plan 26/27
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Seasonal Vaccinations Plan 26/27

2026/27 DLN Winter Plan
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IPC Readiness

7-Day IPC Coverage and System Resilience
�‡ The Derbyshire, Lincolnshire and Nottinghamshire (DLN) Cluster maintains a robust Infection Prevention and Control (IPC) model to support safe, effective care delivery 

throughout winter periods of increased demand. 
�‡ Acute providers have established IPC arrangements with specialist advice available seven days a week, supported by on-call microbiology services and escalation 

pathways. 
�‡ Access to IPC advice is enabled across community providers and the ICB. This is supported through five-day IPC services and UKHSA provision.
�‡ IPC teams are integrated within operational flow and capacity management processes, ensuring infection risks are considered within daily operational decision-making, 

including weekends and periods of system escalation.
�‡ Governance arrangements are supported through provider IPC committees, Health Protection structures, system quality forums and the Healthcare IPC System 

Assurance Group (HSIPCAG), providing oversight of emerging risks, outbreaks and winter preparedness activities. 
�‡ Real-time surveillance systems, including laboratory reporting, outbreak monitoring and system dashboards, support early identification of respiratory infections and 

healthcare-associated infections, enabling timely intervention and risk mitigation.

Cohorting, Isolation and Capacity Management
�‡ Cohorting, isolation and surge plans form a core component of winter preparedness across providers and have been reviewed to incorporate learning from previous 

winters. 
�‡ Capacity is managed dynamically through designated cohort areas, isolation facilities and flexible zoning arrangements, supported by ongoing IPC risk assessments and 

multidisciplinary review processes.
�‡ Escalation triggers and outbreak response arrangements are clearly defined, with actions including cohorting, isolation, enhanced cleaning, outbreak control meetings and 

operational restrictions where required. IPC teams work closely with operational leads to minimise bed closures, maximise safe bed utilisation and maintain patient flow.
�‡ Cleaning protocols, enhanced decontamination standards and escalation processes are embedded within operational plans to support rapid turnaround of clinical areas. 
�‡ System-wide discharge pathways include agreed arrangements for the safe transfer of patients with confirmed or suspected respiratory infections, ensuring continuity of 

care and reducing delays across the pathway.

2026/7 DLN Winter Plan
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IPC Readiness

Respiratory Testing and Point of Care Diagnostics
�‡ The Cluster continues to utilise a mixed respiratory testing model, combining laboratory-based PCR testing with point of care and rapid diagnostic testing where 

appropriate. 
�‡ Point of care testing has demonstrated benefits in supporting early diagnosis, appropriate patient placement, timely isolation decisions and improved patient flow.
�‡ Testing arrangements are embedded across admission pathways, emergency departments and inpatient settings, with results supporting IPC decision-making regarding 

cohorting, isolation and outbreak management. 
�‡ Providers are working to maintain surge testing capacity during periods of increased demand through workforce training, enhanced IPC oversight and utilisation of 

emerging diagnostic technologies.
�‡ UKHSA  and IPC teams are supporting care homes with lateral flow device (LFD) rollout to enable early detection and improved respiratory outbreak management over 

winter.
�‡ The continued use of rapid testing is expected to support admission avoidance where clinically appropriate, facilitate safe management of respiratory illness in care 

home residents and reduce unnecessary hospital admissions during periods of winter pressure.

Vaccination Programmes
�‡ The Cluster will continue to deliver a coordinated vaccination programme for both staff and patients during winter 2026/27. 
�‡ Delivery models include onsite clinics, roving vaccinators, outreach services and walk-in opportunities designed to maximise uptake across healthcare settings.
�‡ Targeted approaches are in place to support vulnerable groups, care home residents, inpatients and underserved populations. Learning from previous vaccination 

campaigns has informed improvements in communication, engagement and accessibility, with a continued focus on reducing health inequalities and increasing 
vaccination coverage.

�‡ Risks associated with vaccine supply, uptake variation, workforce capacity and vaccine hesitancy are monitored through established governance arrangements, with 
mitigation plans supporting flexible delivery models and ongoing performance oversight.

2026/7 DLN Winter Plan
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2026/7 DLN Winter Plan
IPC Readiness

Care Home and Community IPC Preparedness
�‡ Recognising the seasonal impact of respiratory infections within care homes, the Cluster maintains a comprehensive community IPC offer to support prevention, 

preparedness and outbreak management. 
�‡ Winter preparedness measures include IPC winter packs, updated outbreak management guidance, quality assurance audits, regular communication bulletins and 

targeted support for care homes.
�‡ Community IPC teams work closely with providers, primary care, local authorities and the UKHSA to support outbreak management, early intervention and safe 

discharge pathways. UKHSA will provide LFD this year to support earlier detection and management of flu and COVID-19 outbreaks. Nottingham Citycare are trialling 4 
plex LFD testing in homes with pathway beds to improve outbreak prevention.

�‡ Intelligence from local epidemiology, surveillance systems and national reporting is used to identify emerging threats and support proactive system planning.
�‡ Arrangements remain in place to provide specialist support for influenza and COVID-19 management, including access to antiviral pathways and outbreak response 

mechanisms where required. 

System Escalation and Learning from Previous Winters
�‡ IPC remains fully integrated within system escalation arrangements, with risks and pressures escalated through HSIPCAG, provider governance structures and winter 

operational command frameworks.
�‡ Monthly outbreak reporting and surveillance information support system situational awareness and coordinated responses during periods of increased demand.
�‡ Learning from previous winters has highlighted the importance of minimising patient moves, reducing use of temporary escalation spaces where possible, maintaining 

effective communication across organisational boundaries and ensuring timely identification of infectious patients.
�‡ Continued emphasis will be placed on early testing, appropriate patient placement, adherence to national IPC guidance and proactive outbreak prevention measures to 

reduce healthcare-associated infections and maintain patient flow.
�‡ The Cluster will continue to use surveillance data, local epidemiology and operational intelligence to inform winter planning assumptions, support capacity modelling and 

strengthen resilience throughout the 2026/27 winter period.
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2026/7 DLN Winter Plan
IPC Readiness - providers

Nottingham University Hospitals Trust (NUHT) 
�‡ Well established 7-day IPC cover. Weekends both campus covered 8-4 1 IPC specialist at each campus with back up from a band 8. Out of hours on call medical 

microbiologist is available 
�‡ Point of care testing in place in all main admission areas to QMC (ED, acute medical admission area) and City (specialist receiving unit, respiratory admission unit) when 

epidemiology changes and there is evidence of increased community cases of Flu A, B and RSV. COVID testing available all year round. Any sample of loose stool from 
ED, geriatric admission unit is tested for norovirus

�‡ Operational meetings daily for escalation of cleaning delays/issues
�‡ Cohorting plans detailed in NUH isolation policy, respiratory virus policy and norovirus policy
Sherwood Forest Hospitals Foundation Trust (SFHFT)
�‡ Well established 7-day IPC cover 8-4. Out of hours on call microbiologist is available 
�‡ Point of care testing in place in ED when epidemiology changes and there is evidence of increased community cases of Flu A, B and RSV
�‡ IPC attendance at flow meetings three times a day to assist with any IPC concerns. Medirest have contracted times to achieve cleans
�‡ Risk assessment led cohorting in place. Daily sit reps in use for respiratory viruses/ norovirus with end dates for isolation to support cubicle use
Nottinghamshire Healthcare Foundation Trust (NHCFT)
�‡ Out of hours and weekend cover via on call manager to UKHSA
�‡ LFD testing in high-risk areas only. PCR testing via NUH lab
�‡ Deep cleans are pre-booked. Issues escalated to cleaning manager
�‡ Risk assessed cohorting in place as part of outbreak management policies
Doncaster and Bassetlaw Teaching Hospitals (DBTH)
�‡ Have 5-day IPC service provision with Consultants in Infection providing on-call support including weekends to cover Bassetlaw Hospital
�‡ Point of care testing in place
�‡ Risk assessed cohorting plans in place.
Lincolnshire Community and Hospitals NHS Group  (LCHG)
�‡ IPC cover Saturdays and bank holidays 8-1. Out of hours cover is provided by the on call medical microbiologist
�‡ All PII and outbreaks are subject to a multi-disciplinary team approach with a risk-based approach to cohorting
�‡ The IPC team undertake a risk assessment to determine the cleaning levels required, alongside operational capacity to ensure cleaning measures are proportionate and 

effective
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IPC Readiness

Lincolnshire Partnership Foundation Trust (LPFT)
�‡ 5 day IPC cover with additional out of hours and weekend cover from Microbiology Consultants and UKHSA.
�‡ IPC policies and information packs to support risk assessment and out of hours decision making are in place.
�‡ Point of care testing via 4 assay LFD in use for early detection and improved management of respiratory viruses to reduce outbreaks. PCR testing is available.
University Hospitals Derby and Burton (UHDB)
�‡ 7-day IPC cover from December to February with capacity extended beyond this period where operational pressures or epidemiological risks require. Outside of this the on-

call microbiologist is available, and detailed plans are developed and published in the weekend/bank holiday plan to those areas with closed beds to facilitate the safe 
opening of beds

�‡ Surveillance of seasonal respiratory viruses including Influenza, RSV and other circulating pathogens, to identify increasing trends and inform escalation requirements. 
�‡ Robust testing and patient placement pathways are established across the urgent and emergency care pathway and inpatient wards to support the timely identification and 

management of respiratory and infectious patients. Point of care testing is embedded within urgent care pathways. PCR laboratory testing remains available for inpatient 
pathways and urgent care settings outside of the winter surveillance period

�‡ Patient placement algorithms in place that provide a clear escalation framework, progressing from single room isolation to bay cohorting, with escalation to cohort wards 
when needed. A de-escalation protocol is in place to guide the safe discontinuation of isolation precautions.

�‡ Environmental disinfection available 24/7 on all sites. Cleaning requirements, escalation and priorities are discussed at site management meetings
Chesterfield Royal Hospital (CRH)
�‡ Plans for 7-day IPC cover over winter, agreement needed on format. Out of hours cover through tactical on call and strategic on call and consultant microbiologists
�‡ Point of care testing during winter
�‡ Daily review and prioritisation of cleaning to prevent delays
�‡ Risk based approach to cohorting, daily reviews in place
Derbyshire Community Health Services (DCHS)
�‡ 5-day IPC cover is in place with option to flex to 7 days as an exception. Out of hours support and escalation is via on-call managers and IPC lead
�‡ PCR testing is available with a 24-hour turnaround.
�‡ IPC outbreak management processes include cohorting arrangements. Deep clean teams are available for enhanced cleaning as required.
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Aim
The DLN Cluster has established a comprehensive winter stress-testing programme to provide assurance that system and provider Winter Plans are sufficiently robust to maintain patient 
safety, operational resilience and service continuity during periods of sustained winter pressure. The exercises are designed to identify risks, dependencies and mitigation actions before 
plans are finalised and approved by Boards.

Objectives
�‡ Test system resilience and leadership arrangements under prolonged high-pressure conditions, including command and control, escalation processes, decision-making and mutual aid 

arrangements.
�‡ Assess the ability to maintain safe and effective patient care during periods of exceptional demand and operational challenge.
�‡ Identify gaps, risks and dependencies within winter plans and strengthen preparedness ahead of Winter 2026/27.
�‡ Challenge assumptions within current plans and ensure mitigations are in place for a range of potential winter scenarios.

Stress  Testing  Approach
�‡ Three separate stress-testing exercises have been scheduled across the DLN Cluster to test plans at system and provider level.
�‡ Exercises will use realistic winter scenarios based on prolonged operational pressures where planned resilience measures have already been implemented and demand continues to 

exceed capacity.
�‡ Scenarios will test responses to:

�‡ Workforce shortages
�‡ Infectious disease outbreaks
�‡ Digital disruption/cyber incidents
�‡ Deterioration in flow and discharge performance
�‡ Mental health pressures
�‡ Major incidents and escalation requirements

Expected  Outcomes
�‡ Increased assurance that winter plans are deliverable and resilient.
�‡ Identification of further actions required before Board sign-off.
�‡ Strengthened system-wide working across ICBs, providers, ambulance services, primary care, mental health, community and local authority partners.
�‡ Learning from the exercises will be incorporated into final Winter Plans and Board assurance processes.

Overall  Position : The DLN Cluster has developed a structured stress-testing programme, comprising three planned exercises, to rigorously challenge winter plans, test leadership and 
operational resilience arrangements, and ensure systems are as prepared as possible for Winter 2026/27

DLN Cluster Winter 2026/27 Stress Testing Programme
2026/27 DLN Winter Plan
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Scenario Planning 

A programme of localised winter preparedness exercises has been scheduled to test the robustness of organisational, and system plans under a range of 
escalating operational pressures. The exercises are designed to challenge assumptions within current Winter 2026/27 plans and assess the effectiveness of 
governance, escalation, workforce resilience and patient safety arrangements during periods of sustained demand. Building on the Exercise Aegis 2026 
framework, testing will be undertaken across baseline, surge and super-surge scenarios to identify risks, dependencies and opportunities for improvement 
ahead of final plan sign-off.

Scenarios have been selected to reflect the most significant risks anticipated during winter and will include:

Mental Health and Primary Care Pressures �± testing the ability of partners to manage increasing demand across community, primary care and mental health 
services while maintaining access, flow and safe care pathways. This will assess whole-system responses to rising demand and the impact on urgent and 
emergency care services.

Staff Exhaustion and Workforce Resilience �± exploring the effect of prolonged operational pressures on workforce capacity, leadership resilience and 
service sustainability, including the effectiveness of workforce mitigations and escalation arrangements when resilience measures have been exhausted.

Discharge and Patient Flow Failure �± testing system responses to deterioration in patient flow and discharge performance, including the management of 
capacity constraints, escalation processes and collective decision-making to maintain safe and effective care across the system.

Workforce Crisis �± assessing the system's ability to respond to significant staffing shortages, including the activation of mutual aid arrangements, prioritisation 
of limited resources and maintenance of essential services during periods of exceptional demand.

IPC and Infection Outbreak Pressures �± examining the resilience of services during infectious disease outbreaks and increased infection prevention and 
control requirements, including the impact on capacity, workforce availability, patient flow and operational delivery. 

Learning identified through each exercise will be formally captured and incorporated into final winter plans to strengthen preparedness, ensure risks and 
dependencies are appropriately mitigated, and provide assurance that organisations can work collectively to maintain patient safety and system resilience 
throughout Winter 2026/27

2026/27 DLN Winter Plan
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2026/27 DLN Winter plan
Key capacity/demand mitigations for Winter 26/27   

The overall position demonstrates an improvement compared with previous months, and we continue to work closely with 
providers and system partners to further reduce the remaining bed gap over the coming weeks as we progress towards 
final Board sign-off.

A range of mitigations and interventions are currently being refined and developed across the system to support winter 
resilience and capacity. These will be reflected in our final submission once this work has been completed and agreed with 
partners.

The information provided at this stage presents the current bed gap position by provider and should be viewed as an 
interim position, with further refinement and mitigation planning ongoing.
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2026/27 DLN Winter plan
Board Level Summary: Highest Impact Mitigations 
Against the Bed Gap

Across the DLN footprint, the mitigations most likely to reduce the residual bed gap are:

Out of Hospital
�‡ Virtual Wards / Hospital at Home
�‡ UCR expansion
�‡ OPAT / IV Therapy
�‡ D2A and Home First pathways
�‡ Care Transfer Hub and Transfer of Care Hub models
�‡ Mental health admission avoidance and crisis alternatives
�‡ Community and intermediate care bed capacity
�‡ Winter 2026/27 Proactive Acute Respiratory Infection (ARI) Scheme

In Hospital
�‡ Winter wards and incremental acute bed capacity
�‡ Escalation/overflow capacity
�‡ SDEC and ambulatory care expansion
�‡ Front-door streaming and admission avoidance
�‡ LOS reduction programmes
�‡ Daily discharge grip and discharge coordination
�‡ Improved patient flow through P1/P2/P3 pathways

Overall page 213 of 384



2026/27 DLN Winter plan
CRH  - Key capacity/demand mitigations for Winter 26/27   

Overall page 214 of 384



2026/27 DLN Winter plan
UHDB - Key capacity/demand mitigations for Winter 26/27   
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Admission Avoidance / Reducing Demand
�‡ NHS111 and Clinical Assessment Service (CAS) capacity 

increases.
�‡ Central Navigation Hub (CNH) deflection and call-before-convey 

pathways.
�‡ Virtual Wards and Ambulatory Care expansion.
�‡ Mental Health Option 2, crisis alternatives and admission 

avoidance pathways.
�‡ SDEC 

Additional Capacity
�‡ Additional acute winter capacity at UHDB. 27 winter Medicine & 

Emergency Care beds at CRH for 8 weeks.
�‡ Additional paediatric bed capacity at CRH.
�‡ Temporary escalation spaces within community pathways.80 

P2B beds and 115 P2A/CSB beds through DCHS.
�‡ Voluntary Sector Services

Derby & Derbyshire Mitigations / Interventions to Support 
Flow this Winter

Improving Flow / Releasing Beds
�‡ Care Transfer Hub direct placement into community 

beds.
�‡ Home First MDT triage.
�‡ Daily discharge profiling, board rounds and LOS 

reviews.
�‡ Reverse boarding protocol and improved discharge 

tracking.
�‡ Enhanced discharge coordination and pathway 

management.

Community Alternatives
�‡ Urgent Community Response optimisation.
�‡ UTC optimisation.
�‡ Community First and Technology Enabled Care.
�‡ Increased community and intermediate care capacity.
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2026/27 DLN Winter plan
ULTH - Key capacity/demand mitigations for Winter 26/27   
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Lincolnshire Mitigations / Interventions to Support Flow this Winter

Admission Avoidance / Reducing Demand
�‡ Hospital at Home
�‡ OPAT and IV Therapy services.
�‡ Virtual Wards operating at maximum utilisation.
�‡ OPTO digital triage.
�‡ UCR, home visiting and integrated CEMS/LIVES pathways.
�‡ Paediatric and cardiology front-door support

Additional Capacity
�‡ Flexible D2A capacity.
�‡ Transitional Care surge arrangements.
�‡ Community hospital transformation.
�‡ Ability to mobilise additional community beds if demand exceeds 

planning assumptions.
�‡ Weekend staffing and workforce redeployment arrangements.

Improving Flow / Releasing Beds
�‡ Newton flow improvement programme.
�‡ Single Point of Referral (SPoR).
�‡ Earlier stroke transfers.
�‡ Reduced FNOF length of stay.
�‡ Trusted Assessor model.
�‡ Optica dashboard for discharge oversight.
�‡ Daily monitoring of delayed discharges through Transfer of 

Care Hub processes.

Community Alternatives
�‡ Early discharge programmes.
�‡ MADE events.
�‡ Executive oversight of out-of-area beds.
�‡ Least restrictive care options to reduce pressure on acute 

pathways.
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2026/27 DLN Winter plan
NUH - Key capacity/demand mitigations for Winter 26/27   
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2026/27 DLN Winter plan
SFH - Key capacity/demand mitigations for Winter 26/27   
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Admission Avoidance / Reducing Demand
�‡ SDEC expansion.
�‡ UTC streaming.
�‡ Pharmacy First.
�‡ Call-before-you-convey pathways.
�‡ Direct advice lines.
�‡ Daily Crisis MDTs and alternatives to mental health 

admission.
�‡ UCR, D2A and community pathway optimisation.

Additional Capacity
�‡ Two NUH winter wards.
�‡ Additional QMC capacity.
�‡ Medicine and Surgery Virtual Ward expansion.
�‡ Extended Clinical Assessment Unit (CAU) hours at SFH.
�‡ Weekend trauma lists
�‡ Escalation and overspill spaces.
�‡ Potential decant ward capacity.
�‡ Flexible community capacity and safe over-occupancy of 

Virtual Wards.
�‡ Review of mental health flex-bed and surge options..

Nottingham & Nottinghamshire Mitigations / Interventions 
to Support Flow this Winter

Improving Flow / Releasing Beds
�‡ GIRFT long length of stay work.P1/P2/P3 flow KPIs.
�‡ Zero tolerance approach to avoidable abandoned 

discharges.
�‡ Transfer of Care Hub functionality.
�‡ Dedicated leadership oversight of discharge pathways.
�‡ Focus on reducing post-CRFD delays.
�‡ Daily senior clinical reviews and escalation processes.

Community Alternatives
�‡ UCR maximisation.
�‡ Expansion and optimisation of Virtual Wards.
�‡ Community bed utilisation.
�‡ Strengthened care-home support.
�‡ Reablement and discharge services.
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System Elective position 

All Nottingham and Nottinghamshire provider trusts remain committed to ensuring that elective recovery programmes are protected throughout 
Winter 2026/27, and that planned care activity is maintained wherever possible. Winter planning has been developed with the clear expectation 
that elective services should continue alongside the management of seasonal demand pressures, supporting delivery of national recovery 
ambitions and local operational priorities.

Key elements of the system's approach include:

�‡ All trusts are committed to ensuring elective recovery programmes are not compromised during Winter 2026/27.
�‡ The elective winter plan will mirror the approach taken during Winter 2024/25, with elective activity continuing as normal rather than converting 

surgical wards to support emergency pressures.
�‡ For SFH the intention remains to provide sufficient mitigation against anticipated winter demand pressures, enabling elective operating activity 

to continue throughout the year.
�‡ NUH and SFH have jointly committed to delivering a range of challenging operational performance standards by March 2027, in line with the 

system's annual planning requirements.
�‡ While both organisations are broadly aligned to national expectations across key performance measures, delivery during the winter period 

remains challenging. Performance may be affected should demand exceed planned capacity assumptions or if available winter capacity proves 
insufficient to manage periods of increased viral and seasonal demand.

Overall, the Nottingham and Nottinghamshire system approach seeks to balance winter resilience with the continued delivery of elective recovery 
ambitions, minimising disruption to planned care whilst maintaining safe and effective responses to emergency demand.

2026/27 DLN Winter Plan

Overall page 222 of 384



System Elective position 

For Derbyshire, the key elective priorities remain delivery of the operational plan trajectories, reducing the overall waiting list size, continued 
reduction in long waits, and maintaining improvements in cancer performance. Particular focus is being maintained on sustaining delivery of 
constitutional standards, including cancer targets, while managing ongoing demand pressures and seasonal impacts.

Key areas of work include:

�‡ Delivering planned reductions in PTL size through productivity, pathway improvement and demand management initiatives.
�‡ Further reducing long wait cohorts and preventing new long waits from developing through targeted specialty recovery plans.
�‡ Maintaining and improving cancer performance against national standards, with continued focus on earlier diagnosis and timely treatment 

pathways.
�‡ Delivering elective recovery and constitutional standards through a combination of outpatient transformation, diagnostic optimisation, advice 

and guidance, PIFU and improved referral management.
�‡ Working with providers to maximise capacity, improve utilisation and minimise the impact of winter pressures on planned care activity.
�‡ Continuing to develop alternative and community-based models where appropriate to support patient choice and ensure acute capacity is 

used for those who need it most.

Overall, Derbyshire remains focused on maintaining elective recovery throughout Winter 2026/27, balancing seasonal demand pressures with 
delivery of operational plan trajectories. While performance remains challenging, the system will continue to maximise capacity, protect planned 
care activity, reduce waiting times and sustain improvements in cancer performance to support timely access to care.

2026/27 DLN Winter Plan
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System Elective position 

For Lincolnshire, the key elective priorities for Winter 2026/27 are to protect planned care while continuing to reduce the waiting list and long 
waits, maintain cancer and diagnostic performance, and deliver the operational plan. The approach must also reflect local seasonal pressures, 
including East Coast demand, workforce constraints and patient flow across acute, community and social care.

Key areas of work include:

�‡ Protecting elective capacity across Lincolnshire providers, with clinically led escalation that minimises avoidable disruption to planned care 
during peaks.

�‡ Reducing PTL size and long waits through specialty recovery plans, list validation, productivity improvement and stronger theatre and 
outpatient utilisation.

�‡ Maintaining cancer and diagnostic pathways, with continued focus on earlier diagnosis, timely treatment and effective use of available 
capacity.

�‡ Using outpatient transformation, advice and guidance, PIFU, referral management and community alternatives to reduce avoidable acute 
demand.

�‡ Linking discharge, intermediate care and home-based support with elective protection so patient-flow constraints do not crowd out planned 
activity.

�‡ Operating through joint system governance, clear escalation triggers and real-time monitoring, applying learning from Lincolnshire's previous 
winter plans.

Overall, Lincolnshire remains focused on maintaining elective recovery throughout Winter 2026/27 while responding to seasonal demand. The 
system will work across NHS and local authority partners to maximise capacity, protect planned activity, reduce waits and sustain timely access to 
cancer and diagnostic care.

2026/7 DLN Winter Plan

Overall page 224 of 384



Introduction

Workforce Resilience & 
Availability 
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2026/27  DLN Winter Plan 
Workforce Resilience       

�‡ Providers are at varying stages of workforce planning maturity; however, planning discussions are already underway across 
organisations to support a coordinated and proactive approach. This includes a focus on mitigating high-risk staffing gaps, 
reducing reliance on agency workforce, and maximising the effective use of available staffing resources. Workforce 
assumptions and planning are being informed by historical data, including previous years' absence rates, staffing pressures, 
and workforce fill-rate trends, to strengthen preparedness and resilience.

�‡ Workforce resilience will be a key focus throughout the winter period, recognising the additional pressures associated with 
Christmas and New Year, seasonal illness, and adverse weather events. 

�‡ Providers will work collaboratively through fortnightly winter planning meetings and regular in-system daily operational calls to 
maintain oversight of workforce capacity, identify emerging risks, and implement mitigations at pace. 

�‡ Organisations will utilise demand and capacity modelling, alongside lessons learned from previous winters, to inform workforce 
planning and rostering arrangements, ensuring staffing resources are aligned to anticipated demand. This will be supported by 
a range of staff health and wellbeing initiatives designed to promote workforce resilience, reduce sickness absence, and 
support staff wellbeing during periods of sustained operational pressure. 

�‡ Together, these measures will enable a coordinated system-wide approach to maintaining safe and effective service delivery 
throughout the winter period.
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Workforce Resilience       

�‡ Providers will proactively manage annual leave through established leave management processes, with clear approval 
arrangements and workforce planning controls in place to ensure safe staffing levels are maintained throughout peak winter 
periods. Annual leave requests, particularly over Christmas and New Year, will be reviewed against anticipated demand, 
staffing availability and service resilience requirements, with mitigations implemented where necessary to minimise operational 
risk and maintain service continuity.

�‡ Providers will maintain robust industrial action contingency plans throughout the winter period, ensuring preparedness for any 
potential workforce disruption. This includes ongoing engagement with staff-side representatives, regular review and testing of 
business continuity arrangements, identification of critical service priorities, and implementation of workforce mitigations to 
maintain safe service delivery. System-wide oversight through winter planning meetings and operational calls will support early 
identification of risks, coordinated responses, and timely escalation where required to minimise impact on patients and 
services.

2026/27 DLN Winter Plan
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Introduction

System Oversight and 
Daily Management of the 

Winter Plan

�‡ System Coordination Centre

�‡ System Oversight & 
Monitoring

�‡ Winter Directors 

�‡ Surge & Escalations Plan
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System Co -ordination Centre

The System Co-ordination Centres (SCC) provide an operational platform across Derby & Derbyshire, Lincolnshire and Nottingham and 
Nottinghamshire for the health and care system, including local authority, primary care, voluntary, community and social enterprise partners.

The SCC is responsible for supporting interventions across the ICS on key systemic issues that influence patient flow. This includes a 
�F�R�Q�F�X�U�U�H�Q�W���I�R�F�X�V���R�Q���8�(�&���D�Q�G���W�K�H���V�\�V�W�H�P�¶�V���Z�L�G�H�U���F�D�S�D�F�L�W�\���L�Q�F�O�X�G�L�Q�J�����E�X�W���Q�R�W���O�L�P�L�W�H�G���W�R�����1�+�6�����������3�U�L�P�D�U�\���&�D�U�H�����,�Q�W�H�U�P�H�G�L�D�W�H���&�D�Ue, Social Care, 
Urgent Community Response and Mental Health services. 

The SCC operates 0800-1800, 7 days a week 364 days of the year (exception of Christmas day), with on-call providing out of hours support 
and clinical support available 24/7. The SCC supports proactive co-ordination of a system response to operational pressures and risks. 
Additionally, the SCC lead on system planning including but not limited to bank holidays, the Christmas and New Period and supporting the 
EPRR team with industrial action planning. 

Key outcomes are:

�‡ Improved situational awareness: senior operational and clinical leaders, will have an aligned picture of the performance of the region, 
systems, and providers �± and will drive action to improve performance as needed. 

�‡ Holistic and real -time management of capacity and performance: system-wide view of capacity across the acute providers, community, 
and mental health providers, leading to a collaborative effort, led at a system-level, to manage capacity, flow, and performance. 

�‡ Coordinated action and mutual aid: by placing shared data analytics as a central function of the SCCs, trends, and emergent issues 
across the region and ICBs will be visible and actionable. In turn, support will be diverted or offered from one place in the region or system to 
another.

�‡ Improved clinical outcomes: resulting from optimised admissions, assessments, treatments, and discharge pathways �± facilitated by the 
placement of patients in the right setting at the earliest opportunity.

2026/27 DLN Winter Plan
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System Oversight & Monitoring

�‡ A Winter Monitoring Group will be established from September 2026. 

�‡ Demand, and the delivery of plans to create additional capacity, will be tracked and monitored weekly throughout the winter 
period to ensure system partners have a shared understanding; and enabling the system to respond dynamically to 
emerging risk.

Assurance throughout Winter will be sought in a variety of ways including:

�‡ Provider Daily system calls
�‡ Daily Regional RCC call
�‡ UEC Delivery Board
�‡ Fortnightly Winter Monitoring Group

The delivery of the Cluster Plan will be overseen by the Urgent and Emergency Care Delivery Board. 

2026/27 DLN Winter Plan
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Winter Directors

UHDB: Andrew Sidebotham

Derby & Derbyshire Lincolnshire Nottingham & Nottinghamshire

CRH: Michelle Veitch

DCHS: Dean Wallace

DHcFT: Lee Ryan-Doyle

DHU: Kirsty Osborn

Derbyshire County Council: James 
Winson

Derby City Council: Andy Muirhead

EMAS: Craig Whyles 

DLN System Winter Director
Gemma Whysall

NUH: Andrew Hall 

SFH: Simon Illingworth

NHT: Becky Sutton

CityCare: Helen Woodiwiss

EMAS: Greg Cox

Nottingham County Council: 
Emma Shand 

Nottingham City Council: 
�7�U�L�F�L�D���2�¶�&�R�Q�Q�H�O�O

NEMS: Lucy Dadge

Group Acute: Lee-Anne Taylor 

Group Community:  Nikki Pownall 

LCC: Andrea Kingdom  

LPFT: Lee Wing 

EMAS: Sue Cousland 

AEO/ Executive Director 
Maria Principe
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Surge & Escalation Plan

2026/27 DLN Winter Plan

All DLN systems are working towards a consistent, cluster-wide Surge and Escalation Framework. In the interim, each ICB has shared and socialised its existing surge and 
escalation arrangements across partner organisations to ensure clarity of roles, responsibilities, escalation routes, and the agility required to respond effectively to periods of 
increased system pressure. This approach reflects our commitment to delivering an integrated health and care response, rather than a health-only response, ensuring collective 
ownership across all partners.

The Incident Response Plan and Operational Pressures Handbook continue to support on-call teams with timely, informed decision-making during periods of heightened 
operational pressure, particularly outside normal working hours. Both documents will be reviewed and refreshed ahead of winter to ensure they remain current and aligned with 
system requirements.

The System Coordination Centre (SCC) operates seven days a week between 08:00 and 18:00 and provides the central route for system escalation across the Derbyshire, 
Lincolnshire and Nottinghamshire (DLN) footprint. Through centralised daily reporting and real-time data feeds, the SCC maintains oversight of system pressures, enabling the 
early identification of emerging risks, bottlenecks and capacity constraints. This supports a coordinated multi-agency response, allowing partners to work collectively to resolve 
issues and mitigate risks before they escalate further. While system surges were historically associated with winter pressures, demand fluctuations are increasingly experienced 
throughout the year, driven by factors such as adverse weather, infectious disease outbreaks, public holidays and major events.

All health and social care organisations across DLN maintain local escalation plans, incorporating clear escalation and de-escalation processes alongside robust on-call 
arrangements. These local arrangements underpin and contribute to the overarching DLN Surge and Escalation Plan, which forms a key component of the wider DLN Winter 
Plan 2026/27.

The DLN Surge and Escalation Plan sets out how the health and care system will:

�‡ Work proactively and collaboratively to make shared decisions in response to current and anticipated demand pressures.
�‡ Apply a consistent assessment process, using agreed escalation triggers to determine system escalation levels and support coordinated decision-making across primary 

care, community services, acute providers, mental health services and social care.
�‡ Respond effectively to periods of increased demand arising from seasonal illness, infectious disease outbreaks, public events, adverse weather conditions and other 

operational pressures through a planned, coordinated and system-wide approach.
�‡ Maximise available capacity and resources across the health and care system to maintain patient safety, service continuity and timely access to care, particularly during the 

winter period.
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Introduction

Summary of Key Actions 
for Winter 2026/27 by 

System 
Providers/Partners
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NHS

Derbyshire system summary: key winter themes

1 Reduce avoidable demand
Access the right care first time and strengthen admission avoidance.

NHS111/CAS capacity, Pharmacy First, UTC use and self-care messaging
Mental health option 2, crisis alternatives, safe havens and liaison pathways
Community First, Technology Enabled Care and prevention in social care
CNH/call-before-convey and direct pathways to reduce avoidable ED attendance

2 Increase capacity and alternatives
Maximise community, virtual, urgent and bedded capacity.

Additional acute winter capacity at CRH and planned incremental UHDB capacity
Virtual Ward, SDEC, Ambulatory Care, UTC and UCR optimisation
DCHS P2 bedded care, temporary escalation spaces and flexible community capacity
Diagnostics, pharmacy, therapies and frailty workstreams targeted to pressure points

3 Improve flow and discharge
Move people through pathways safely and reduce delays.

Care Transfer Hub, Home First MDT triage and direct placement into community beds
Daily discharge profiling, LOS meetings, board rounds and discharge tracking
ASC/DCHS integration and P1/P2/P3 pathway improvement
System escalation and MADE-style operational grip during pressure periods

4 Workforce, IPC and resilience
Maintain safe staffing, infection control and operational oversight.

Winter rotas, Christmas/New Year plans, bank-first approaches and senior cover
Accessible staff flu vaccination and targeted uptake improvement plans
IPC winter plans, testing, outbreak response, cohorting and isolation arrangements
OPEL triggers, business continuity, adverse weather and system escalation plans

2026/27 DLN Winter Plan
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Derbyshire provider contribution matrix

Provider / partner Lead winter contribution Key actions / schemes Main system dependency or ask

UHDB Acute capacity, front-door streaming, 
discharge and diagnostics

CNH deflection; SDEC/UTC streaming; Virtual Wards and Ambulatory Care; 
frailty workstream; planned incremental capacity Oct-Mar; diagnostics resource.

Even ambulance conveyance; strong primary care and 
alternatives; increased P2/P2A and community 
pathways.

CRH Acute winter beds, discharge and flow 27 M&EC winter beds for 8 weeks; 2 paediatric beds from September; UTC 
utilisation; LOS meetings and board rounds; CVW expansion exploration.

Weekend discharge coordinator funding; DHU CVW 
capacity; GP/EMAS admission avoidance and 
discharge support.

DCHS Community capacity, CTH and P2 
flow

Care Transfer Hub direct placement; P2 TES process (4 additional spaces); 
reverse boarding protocol; Optica and dashboard focus.

ASC support to unblock P2 delays; additional 
discharge funding where available; system flow 
support and public messaging.

DHU NHS111, UTC, CAS and Virtual Ward 
support

Increase NHS111 clinical capacity; additional CNH clinicians; UTC clinical 
sessions; enhanced queue management; MDT review of VW capacity.

Timely DoS updates and referrals; primary care 
capacity information; real-time operational and 
discharge intelligence.

DHCFT Mental health alternatives, crisis and 
inpatient flow

111 Mental Health Option 2; crisis alternatives; daily discharge profiling; 
standardised ward rounds and discharge tracking; reduce out-of-area 
placements.

LA/ICB support for complex discharge, housing and 
placements; acute ED interface support; EMAS 
alternative pathways.

Derby City 
Council

ASC prevention, reablement and care 
market resilience

Technology Enabled Care and OT prevention; PVI sector sustainability; 
Community First and reablement with DCHS; 24/7 ASC services.

Support for crisis, rapid response and IST capacity; 
continued DCHS alignment and clear public/PVI 
communications.

EMAS NEPTS Transport resilience and correct 
resource use

Staff absence monitoring; overtime/relief cover; third-party use when needed; 
winter welfare vans; correct patient/correct resource approach.

Open communication, accurate bookings and 
coordination to avoid avoidable transport pressure.

EMAS 999 Emergency ambulance resilience and 
alternative pathways

Maximise CAS, Hear & Treat, See & Treat and alternative care pathways; 
optimise frontline resources through workforce planning, overtime/bank use and 
dynamic deployment; maintain REAP, Clinical Safety Plan, adverse weather and 
business continuity arrangements.

Improved patient flow and ambulance handovers; 
seven-day discharge and flow arrangements; access 
to alternative community pathways; timely operational 
intelligence and senior clinical decision-making.

Derbyshire 
County Council

Discharge pathways, reablement and 
community care capacity

Support Home First and Discharge to Assess pathways; coordinate Care 
Transfer Hub, DART and brokerage services; flex workforce resources across 
discharge and community teams; strengthen discharge processes and pathway 
flow.

Continued partnership working across the Care 
Transfer Hub; shared visibility of capacity and demand; 
timely escalation of system pressures; improved 
information sharing and digital interoperability; support 
for Home First principles.

2026/27 DLN Winter Plan
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Lincolnshire system summary: key winter themes

1 Reduce avoidable demand
Admission avoidance, right care first time and front-door alternatives.

LCHG: Hospital at Home, OPAT, IV therapy, Virtual Wards, OPTO digital triage, UCR, CEMS/LIVES and 
home visiting integration
LCHG: paediatric front-door specialist support, cardiology front-door capacity, bladder and bowel trusted 
assessor and CGA models
LA: community assessments, proportionate assessments and ASC support for admission avoidance
LPFT: maintain urgent care services and use least restrictive care options to reduce acute ED and GP 
pressure
EMAS: clinical hub optimisation and partner communications to support appropriate pathways and right 
service use

2 Increase capacity and alternatives
Community, virtual, workforce and surge capacity before bed expansion.

LCHG: optimise Virtual Ward at 100% occupancy and flex capacity to demand
LCHG: D2A flexibility, Transitional Care surge assumptions, community hospital transformation and 7-
day District Nursing model
LCHG: additional community beds remain an option if demand exceeds assumptions, but transformation 
is preferred first
LA: move staff across teams, add weekend staffing where needed and provide strategic cover across 
Christmas/New Year
LPFT/EMAS: use bank/agency or private providers where necessary to maintain critical services and 
safe response

3 Improve flow and discharge
Reduce length of stay, discharge delays and pressure on temporary care environments.

LCHG: Newton programme to reduce non-ideal decisions, streamline pathways and reduce acute length 
of stay
LCHG: Single Point of Referral, community transformation, earlier stroke transfers, reduced FNOF length 
of stay and Trusted Assessor models
LCHG: Optica dashboard planned to provide one version of truth for supported discharge oversight
LA: daily monitoring of NCTR, participation in Transfer of Care Hub and escalation where needed
LPFT: MADE events, early discharge programmes, exec oversight of out-of-area beds and system 
pressure responses

4 Workforce, IPC and resilience
Staffing, wellbeing, vaccination, escalation and command arrangements.

LCHG: rosters finalised in advance, annual leave controls, bank/temporary workforce, wellbeing 
roadshows and senior leadership visibility
LCHG/LPFT: IPC plans, outbreak policies, staff flu campaigns, vaccination offers and 
cohorting/isolation/zoning arrangements
LA: staff wellbeing policies, team manager touchpoints and LCC communications routes
EMAS: DOP calls, tactical plans, adverse weather, BCPs, REAP/OPEL, winter assurance and command 
arrangements
System: Winter Resilience Group requested to coordinate demand, capacity, flow, escalation and mutual 
aid

2026/27 DLN Winter Plan
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Lincolnshire provider and partner contribution matrix

Provider / partner Lead winter contribution Key actions / schemes Main system dependency or ask

Lincolnshire 
Community 
Hospitals Group

Community/acute flow, admission 
avoidance and virtual/community 
alternatives

Hospital at Home, OPAT, IV Therapy and Virtual Wards; OPTO digital triage; 
UCR, home visiting and CEMS/LIVES integration; D2A, TC surge assumptions, 
SPoR, District Nursing, Community Hospital transformation, Newton flow work, 
pediatric and cardiology front-door support.

System Winter Resilience Group; shared ownership of 
admission avoidance and discharge; ASC, primary 
care, EMAS and VCSE support; potential funding 
decision if additional community beds required.

Lincolnshire 
County Council 
ASC

Admission avoidance, NCTR 
oversight and social care flow

Community and proportionate assessments; daily NCTR monitoring; 
participation in Transfer of Care Hub; movement of staff across teams; possible 
weekend staffing; provider contact through contracts/commercial teams and 
LincA community of practice.

Financial support if additional inpatient areas open; 
continued system partner engagement to improve flow 
and reduce LoS.

LPFT / Mental 
Health and LD

Maintain urgent mental health 
services and reduce acute pressure

Maintain staffing levels; least restrictive care; MADE events and early discharge 
programmes; IPC outbreak support; staff flu campaign; EAP, wellbeing hub, 
TRiM and talking therapies; bank/agency use over Christmas/New Year if 
needed.

Updates on flu/COVID numbers; awareness of plans 
affecting MH services; support with Boston urgent care 
pressure where service offer is more limited.

EMAS Ambulance resilience, patient 
pathways and surge response

Protect A&E/NEPTS performance; optimise clinical hub pathways; maintain 
optimum resource levels, commander visibility, fleet availability and staff welfare; 
surge/escalation, adverse weather, BCP and major incident arrangements; 
winter assurance command when required.

Partner sharing of strategic/tactical plans; acute 
collaboration on timely turnarounds; demand 
management support; data to pre-identify surge 
hotspots; UEC Delivery Board coordination.

2026/27 DLN Winter Plan

Overall page 237 of 384



Nottingham and Nottinghamshire system summary: key winter themes

1 Reduce avoidable demand
Strengthen front-door alternatives and admission avoidance.

NUH: SDEC expansion, UTC streaming, Pharmacy First and GIRFT LLOS 
improvement
SFH: call-before-you-convey, direct advice lines and admission avoidance at the front 
door
Community Health: UCR, D2A, Virtual Ward and appropriate pathway use
Mental Health: daily Crisis MDTs and alternatives to admission through crisis 
pathways

2 Increase capacity and alternatives
Use acute, community, virtual and specialist capacity more effectively.

NUH: two winter wards, QMC additional capacity, medicine and surgery Virtual Ward 
expansion
SFH: CAU extended hours, trauma theatre lists, escalation/over spaces and possible 
decant ward
Community Health: flexible community capacity, Virtual Ward over-occupancy where 
safe and UCR resource maximisation
Mental Health: crisis service capacity, community team capacity and reduced use of 
private/OOA beds

3 Improve flow and discharge
Reduce delays and manage pathway capacity before winter peaks.

NUH: KPIs for P1/P2/P3, zero tolerance for avoidable abandoned discharges and 
flow improvement
SFH: improvement programme, discharge transport focus and demand/capacity 
modelling across the pathway
Community Health: Transfer of Care Hub functionality, P1/P2 leadership oversight 
and timely discharge support
Mental Health: system escalation of post-CRFD delays, bed prioritisation and long 
length of stay meetings

4 Workforce, IPC and resilience
Maintain safe staffing, winter communications and escalation grip.

NUH and SFH: vaccination plans, IPC guidance, respiratory testing/cohorting and 
OPEL/full capacity protocols
Community Health: visible leadership, wellbeing offer, occupational health and BAU 
Christmas/New Year cover
Mental Health: winter wellness campaign, gold/silver/bronze on-call and severe 
weather communications
System: demand modelling, daily operational oversight and consistent public/partner 
messaging
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Nottingham and Nottinghamshire provider contribution matrix

Provider / partner Lead winter contribution Key actions / schemes Main system dependency or ask

NUH UEC demand mitigation, acute 
capacity and discharge flow

SDEC pathway expansion; UTC streaming; Pharmacy First; GIRFT LLOS work; 
medicine/surgery Virtual Ward expansion; two winter wards; QMC GIM model; 
corridor care elimination action plan.

Whole-pathway demand and capacity modelling; 5% 
non-elective attendance reduction; ED alternatives; 
MH waits reduction; P1-P3 backlog and capacity 
support.

Sherwood Forest 
Hospitals (SFH)

Acute resilience, paediatric access, 
trauma and escalation capacity

Call-before-you-convey; admission avoidance; extended CAU hours; weekend 
trauma lists; escalation/over spaces; potential decant and ward capacity; 
improvement programme.

Appropriate conveyance and patient transport; 
adequate out-of-hospital capacity; prevention focus; 
equitable use of system capacity across providers.

Notts Community 
Health

Community capacity, UCR, D2A, 
Virtual Ward and P1/P2 flow

Flexible use of community capacity; Virtual Ward over-occupancy where 
clinically safe; UCR maximisation; timely P1/P2 discharge; dedicated senior 
leadership for urgent community pathways.

Transfer of Care Hub functionality; primary care 
support for community nursing; LA and wider system 
support for timely discharge.

Notts Mental 
Health

Crisis alternatives, inpatient flow and 
discharge escalation

Daily Crisis MDTs for admission referrals; daily clinical escalation forum; daily 
senior review; focus on timely barriers to admission/discharge; review of flex 
beds/surge options.

Timely system response to post-CRFD delays; 
alternative accommodation for delayed MH discharges; 
redesign of older adult MH pathway.

CityCare Community capacity, UCR, Virtual 
Ward and discharge support

Maximise UCR, Virtual Wards, community beds and reablement services; review 
UTC bookable slots and introduce e-triage; strengthen care-home support, 
discharge processes, IPC arrangements and workforce resilience.

Earlier discharge identification and referrals; improved 
utilisation of Virtual Ward capacity; resolution of 
transport and TTO delays; timely social care support 
and system-wide coordination.

EMED Patient transport resilience and 
discharge support

Advanced patient communications; portal training and mobility reviews; 
prioritisation of high-demand activity; PTLO support across acute sites; use of 
bank staff and third-party capacity to maintain transport services

Advance notice of increased outpatient and discharge 
demand; accurate mobility assessments; reduction in 
aborted journeys; patients ready for collection; 
coordinated planning for seasonal service changes.
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Summary of interventions and mitigations

OUT OF HOSPITAL: prevent, divert and support discharge IN HOSPITAL: additional capacity, improve flow and maintain safety

1. Reduce avoidable 
demand
Right care, first time

�‡���1�+�6���������&�$�6���D�Q�G���F�O�L�Q�L�F�D�O���K�X�E��
optimisation
�‡���3�K�D�U�P�D�F�\���)�L�U�V�W�����V�H�O�I-care and public 
messaging
�‡���&�D�O�O-before-convey and direct advice 
lines
�‡���0�H�Q�W�D�O���K�H�D�O�W�K���R�S�W�L�R�Q���������F�U�L�V�L�V��
alternatives and safe havens

2. Maximise community 
alternatives
Treat more people at, or closer 
to, home

�‡���9�L�U�W�X�D�O���:�D�U�G�V�����+�R�V�S�L�W�D�O���D�W���+�R�P�H����
OPAT and IV therapy
�‡���8�&�5�����F�R�P�P�X�Q�L�W�\���Q�X�U�V�L�Q�J���D�Q�G���K�R�P�H��
visiting models
�‡���'���$�����3���$���3���%�����U�H�D�E�O�H�P�H�Q�W���D�Q�G���F�D�U�H��
market resilience
�‡���7�H�F�K�Q�R�O�R�J�\���(�Q�D�E�O�H�G���&�D�U�H���D�Q�G��
prevention in social care

3. Expand acute 
response capacity
Absorb unavoidable winter 
peaks

�‡���:�L�Q�W�H�U���Z�D�U�G�V�����L�Q�F�U�H�P�H�Q�W�D�O���E�H�G�V���D�Q�G��
paediatric capacity
�‡���6�'�(�&�����D�P�E�X�O�D�W�R�U�\���F�D�U�H���D�Q�G���8�7�&��
streaming
�‡���7�H�P�S�R�U�D�U�\���H�V�F�D�O�D�W�L�R�Q�����R�Y�H�U-spaces 
and decant options
�‡���'�L�D�J�Q�R�V�W�L�F�V�����W�K�H�U�D�S�L�H�V�����S�K�D�U�P�D�F�\��
and frailty focus

4. Improve flow and 
discharge
Release capacity safely and 
earlier

�‡���'�D�L�O�\���G�L�V�F�K�D�U�J�H���S�U�R�I�L�O�L�Q�J�����/�2�6��
meetings and board rounds
�‡���&�D�U�H���7�U�D�Q�V�I�H�U���+�X�E���D�Q�G���7�U�D�Q�V�I�H�U���R�I��
Care Hub functionality
�‡���3�����3�����3�����S�D�W�K�Z�D�\���J�U�L�S�����+�R�P�H���)�L�U�V�W��
and direct placement
�‡���'�L�V�F�K�D�U�J�H���W�U�D�F�N�L�Q�J�����W�U�D�Q�V�S�R�U�W���I�R�F�X�V��
and escalation of delays

Enabling mitigations

Workforce and senior cover
Winter rotas, bank/agency use, 
Christmas/New Year plans and 

visible leadership.

IPC and vaccination
Flu campaigns, testing, cohorting, 
isolation and outbreak response 

arrangements.

Escalation and command
OPEL/REAP, BCPs, adverse 

weather, tactical plans and daily 
operational oversight.

System coordination
Winter Resilience Group, shared 

intelligence, partner messaging and 
mutual aid.

How this supports operational 
pressure:

Avoid admissions �: Create alternatives �: Free capacity �: Maintain safe services �: Escalate early
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System Communication Plan  

This communications plan sets out the approach to delivering proactive and reactive communications across the DLN cluster ICB footprint and 
to support the ICS wide plan for winter resilience in 2026/27.  We will use our established communications channels, and those of our local 
partners, to support the key areas of focus to help people get the help they need in the right place at the right time. 

Communications protocol

�‡ Organisations will update the shared activity planner with details of planned communications activity. This will provide a system-wide view 
and support collaboration.

�‡ NHS organisations will inform the ICB and NHSE about broadcast media activity.
�‡ Organisations will not publicly brief against other parts of the health and care system.
�‡ Organisations will use messaging that seeks to positively influence behaviours and enhance patient care rather than the reputation of 

organisations.
�‡ Organisations will avoid benchmarking as it can lead to league tables and can be disruptive to other parts of the system e.g. �³�Rur ambulance 

�W�X�U�Q�D�U�R�X�Q�G���W�L�P�H�V���D�U�H���W�K�H���E�H�V�W���L�Q���W�K�H���U�H�J�L�R�Q�´��
�‡ Organisations will maximise the reach of networks and seek to influence these via our own staff where possible.
�‡ Organisations will provide reassurance that services are here for people, are responsive and safe. 

Key messages - ICB

�‡ Your NHS is here for you this winter.
�‡ Contact NHS111 online or phone 111 to be directed to the right service for your needs.
�‡ Use the NHS App to book appointments with your GP team, order repeat prescriptions or find health information.
�‡ Find out more about the range of services available to you this winter by visiting the ICB website for your area.
�‡ Stay well this winter by taking up your offer of vaccination for winter illnesses if you are eligible.
�‡ Pharmacy First can help with a range of common conditions without the need to see a GP
�‡ Staff communications around vaccination take up etc

2026/27 DLN Winter Plan
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Neighbourhood support to winter
A joined-up neighbourhood model to prevent deterioration, keep people safely at home, avoid conveyance and maintain flow through winter pressure.

Winter contribution: risk stratification + urgent response + care at home + discharge capacity + prevention

1 Proactive INTs

�‡��Target frailty, long-term 
conditions and complex 
need
�‡���:�H�E���R�I���V�X�S�S�R�U�W���I�R�U���W�K�R�V�H���D�W��
highest risk of avoidable 
admission
�‡���'�U�D�I�W���V�S�H�F�L�I�L�F�D�W�L�R�Q���V�X�S�S�R�U�W�V��
consistency across the 
cluster

2
Care closer to 
home

�‡��BCF sustains integrated, 
preventative services
�‡���5�H�D�E�O�H�P�H�Q�W�����L�Q�W�H�U�P�H�G�L�D�W�H��
care, D2A/P2/P3 and short-
term assessment
�‡���7�H�F�K�Q�R�O�R�J�\-enabled care 
and prevention strategies 
strengthen independence

3
Urgent care front 
door

�‡��111/CAS/UCCH/UCR/OOH 
route people to the right local 
pathway
�‡���6�L�Q�J�O�H���X�U�J�H�Q�W���F�D�U�H���D�F�F�H�V�V��
point and 24/7 models where in 
place
�‡���(�'���Y�D�O�L�G�D�W�L�R�Q���D�Q�G��
alternatives: UTC, SDEC, GP, 
pharmacy first  and self-care

4
Hospital avoidance 
& flow

�‡��BCF strategically deployed 
across Community and 
Neighbourhood Services to 
enhance capacity and 
support care closer to home
�‡���9�L�U�W�X�D�O���Z�D�U�G�V�����F�R�P�P�X�Q�L�W�\��
beds, Hospital Avoidance 
Response Team and 
transitional care increase 
capacity
�‡���5�D�S�L�G���U�H�V�S�R�Q�V�H���P�D�Q�D�J�H�V��
acute episodes in the 
community
�‡���(�Q�K�D�Q�F�H�G���G�L�V�F�K�D�U�J�H��
support enables recovery in 
usual place of residence

5 System resilience

�‡��Clinical decision-making 
with ambulance services 
supports safe non-
conveyance
�‡���&�R�P�P�X�Q�L�W�\���F�R�Q�Q�H�F�W�R�U�V��
and VCSE prevention widen 
support
�‡���2�Q�J�R�L�Q�J���D�O�L�J�Q�P�H�Q�W���Z�L�W�K��
neighbourhood care plans 
strengthens winter resilience

Collective impact for winter

Reduce
avoidable unplanned admissions and ambulance 
conveyance

Maximise
care delivered at home and in community settings

Improve
patient flow, discharge and recovery outside 
hospital

Strengthen
coordination across neighbourhood, urgent and 
social care services

Core message: neighbourhood working is supporting delivery architecture for winter �²  combining proactive support, urgent community response and discharge capacity to keep people safer, independent and 
out of hospital wherever clinically appropriate.

Overall page 244 of 384



Introduction

Children & Young 
People Support to 

Winter

Overall page 245 of 384



Children and young people: winter position
A credible, established CYP response aligned to forecast demand, with clear pathways, surge arrangements and system oversight.

Winter position: forecast demand understood + established mitigations + alternative pathways + escalation + regional oversigh t

1 Forecast demand

�‡ Midlands CYP forecast and anticipated 
rises in respiratory illness, RSV and 
fever-related presentations are 
reflected in planning assumptions.

�‡ Forecast intelligence reinforces, rather 
than fundamentally changes, the 
current winter response.

2 Acute surge capacity

�‡ Escalation beds and extended 
assessment capacity are included 
within provider surge arrangements.

�‡ Workforce flex, additional staffing and 
regional mutual aid support escalation 
when required.

3 Care outside hospital

�‡ Same-day primary care access and 
Pharmacy First support lower-acuity 
demand.

�‡ Community paediatric nursing, 24/7 
CAMHS crisis provision and continuing 
care strengthen alternatives and 
oversight.

4 Prevention & oversight

�‡ Vaccination, self-care and targeted family 
messaging support prevention and 
appropriate service use.

�‡ Regional critical care surge plans and 
daily CYP bed monitoring provide 
oversight of PICU and HDU demand.

Collective assurance for winter

Anticipate
respiratory and seasonal demand through 
established planning assumptions

Respond
with acute surge capacity, workforce flex and mutual 
aid

Divert
appropriate presentations to primary, community and 
mental health pathways

Escalate
using surveillance, daily bed oversight and system 
governance

Core message: the CYP winter response is established and proportionate to forecast demand, with clear prevention, alternative pathway, surge and escalation arrangements already in place.
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DLN System Provider Plans on a Page

Derbyshire

1 Provider plan 2 Provider plan 3 Provider plan 4 Provider plan

5 Provider plan 6 Provider plan 7 Provider plan

Nottinghamshire
1 Provider plan 2 Provider plan

3 Provider plan 4 Provider plan

Lincolnshire

1 Provider plan 2 Provider plan

3 Provider plan 4 Provider plan

8 Provider plan

9 Provider plan

5 Provider plan 6 Provider plan

7 Provider plan 8 Provider plan

Overall page 248 of 384



Introduction

Appendix 2

�‡ Detailed Provider 
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DRAFT Full Detailed Provider Winter Plans

Derbyshire

1 Provider plan 2 Provider plan 3 Provider plan 4

5 Provider plan 6 Provider plan 7 Provider plan

1

Provider plan

2

3 Provider plan 4 Provider plan

1 Provider plan 2 Provider plan

NottinghamshireLincolnshire

3 Provider plan 4 Provider plan

1

1 Provider plan

Please note: These documents are a draft position and remain under active development. Further narrative, figures, assumption s, mitigations and interventions continue to be refined ahead of final Board sign -off.

1 Provider plan 2 Provider plan 3 Provider plan

5 Provider plan 6 Provider plan4 Provider plan

7 Provider plan 8 Provider plan

1 Provider plan 2 Provider plan

1 2

3 Provider plan 3 Provider plan

1 Provider plan 2 Provider plan 3 Provider plan

5 Provider plan4 Provider plan 6 Provider plan

7 Provider plan
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Acute Trust Bed Modelling Templates

Derbyshire

1 Provider plan 2 Provider plan 3 Provider plan 4

5 Provider plan 6 Provider plan 7 Provider plan

1

Provider plan

2

4

1 Provider plan 2 Provider plan

NottinghamshireLincolnshire

3 Provider plan 4 Provider plan

1

1 Provider plan

Please note: These documents are a draft position and remains under active development. Further narrative, figures, assumptio ns,  mitigations and interventions continue to be refined ahead of final Board sign -off.

3

1 Provider plan1 Provider plan 2 Provider plan 1 Provider plan 2 Provider plan
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KLOE submission inc. NHSE feedback

The Key Lines of Enquiry (KLOE) submission has provided a valuable opportunity to test the robustness of the DLN Cluster's Winter 2026/27 
planning arrangements and gain independent feedback from NHS England. The submission demonstrated several strengths across system 
planning, governance, resilience and collaborative working, whilst also highlighting areas where further assurance and detail would strengthen the 
overall position. NHS England's feedback has been welcomed as part of a continuous improvement approach to winter preparedness, helping to 
ensure that plans are not only comprehensive but also deliverable and measurable.

To support this, a dedicated log has been developed to capture all recommendations and areas identified for strengthening through the KLOE 
review process. These actions will be incorporated into the wider Winter Planning and Monitoring Framework, ensuring clear ownership, oversight 
and regular review throughout the planning and delivery phases. This approach will enable the cluster to evidence progress against each 
recommendation, provide ongoing assurance to NHS England, and ensure that learning is embedded into operational plans ahead of winter.

Progress against the log will be monitored through established winter governance arrangements, alongside local and cluster-wide testing 
exercises. Findings from these activities will also inform discussions and assurance processes associated with the National Winter Testing 
Exercise scheduled for 10 September 2026, ensuring that identified risks, mitigations and areas for improvement continue to be actively reviewed, 
tested and strengthened. Through this iterative approach, the DLN Cluster will be able to demonstrate a clear line of sight from NHS England 
feedback through to implementation, monitoring and operational delivery, providing confidence in system readiness for winter 2026/27.
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Winter Planning 26/27
Board Assurance Statement (BAS)
Integrated Care Board (ICB)

1. Purpose
�“���ô�Î�U�j�X�U�:�\�ô�Î�:���Î�e���ô�Î���:�Í�X�î�Î���\�\�j�X�Í�2�è�ô�Î�‹�e�Í�e�ô�1�ô�2�e�Î���\�Î�e�:�Î�ô�2�\�j�X�ô�Î�e���ô�Î�I�����
�\�Î���:�Í�X�î�Î���Í�\�Î�:�}�ô�X�\�������e�Î�e���Í�e�Î�Í�+�+�Î�'�ô�…�Î�è�:�2�\���î�ô�X�Í�e���:�2�\�Î���Í�}�ô�Î�æ�ô�ô�2met. It should be signed 
off by both the ICB Accountable Officer and Chair.  

2. Guidance on completing the Board Assurance Statement (BAS)

Section A: Board Assurance Statement 
�„�+�ô�Í�\�ô�Î���2�è�+�j�î�ô�Î�e���ô�Î�I�2�e�ô���X�Í�e�ô�î�Î���Í�X�ô�Î���:�Í�X�î�
�\�Î�ü�I�����ý�Î�2�Í�1�ô�Î�Í�e�Î�e���ô�Î�e�:�U�Î�:���Î�e���ô�Î�e�Í�æ�ß�Î�Î
This section gives ICBs the opportunity to describe the approach to creating the winter plan, and demonstrate how links with other aspects of planning 
have been considered. 

Section B: 26/27 Winter Plan checklist
This section provides a checklist of what Boards should ensure is covered in their 2026/27 Winter Plans.

3. Submission process and contacts

Completed Board Assurance Statements should be submitted to
the national UEC team via england.eecpmo@nhs.netby 30 September 2026.

�$�S�S�H�Q�G�L�[���&
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Integrated Care Board (ICB): #N/A

If Other, write ICB Name here:

Contact details (email, phone number):
Date:

Assurance statement Is this 
in 
place? 
(Y/N)

Additional comments or qualifications (optional) Blockers/Support requirements (optional)

Governance

1.1 The Board has assured the ICB Winter Plan for 2026/27. Yes The Winter Plan has been developed through the DLN Cluster governance 
process and presented through organisational governance routes for 

None identified at present

1.2
The Board is assured that a robust quality and equality impact assessment 
���4�(�,�$�����L�Q�I�R�U�P�H�G���G�H�Y�H�O�R�S�P�H�Q�W���R�I���W�K�H���,�&�%�¶�V���S�O�D�Q���D�Q�G���W�K�L�V���K�D�V���E�H�H�Q���U�H�Y�L�H�Z�H�G��
by the Board.

Yes
A Quality and Equality Impact Assessment (QEIA) informed development 
of the plan. The QEIA was reviewed by the QEIA Panel on 8 September 
2026 and approved with no changes required to services.

None identified at present

1.3

�7�K�H���%�R�D�U�G���L�V���D�V�V�X�U�H�G���W�K�D�W���W�K�H���,�&�%�¶�V���S�O�D�Q���Z�D�V���G�H�Y�H�O�R�S�H�G���Z�L�W�K���D�F�W�L�Y�H��
engagement and input of all system partners, including primary care, 111 
providers, Community Health Service Providers (including NHS and non-
NHS providers), acute and specialist trusts, mental health, ambulance 
services, local authorities and social care provider colleagues.

Yes

The plan has been developed collaboratively with providers and partners 
across Derbyshire, Lincolnshire and Nottinghamshire, including acute, 
community, mental health, ambulance, primary care and local authority 
partners. Contributions have been sought through winter planning groups, 
operational forums and system governance arrangements.

None identified at present

1.4
The Board has identified a named Executive Winter Sponsor with clear 
accountability for winter preparedness, delivery, escalation and system 
oversight.

Yes

Maria Principe has been identified as the Executive Winter Sponsor for 
DLN. Executive oversight is supported through system and organisational 
winter governance structures, with regular reporting through executive, 
operational and Board assurance routes.

None identified at present

1.5
The Board has tested the plan during a regionally-led winter exercise, 
reviewed the outcome, and incorporated lessons learned. Yes

Regional and local winter preparedness testing exercises have been 
undertaken during August  and September 2026. Learning and actions 
identified have been incorporated into winter planning, operational 
response arrangements and escalation processes.

None identified at present

1.6
The Board is assured that clear winter governance arrangements, 
escalation processes and operational leadership arrangements are in place 
across the system.

Yes

Comprehensive governance arrangements are in place across the DLN 
Cluster, including system coordination centres, winter planning groups, 
operational oversight meetings and executive escalation routes. These 
arrangements support operational leadership, decision-making, escalation 
and performance monitoring throughout the winter period.

None identified at present

1.7

The Board is assured that fit testing arrangements, PPE provision and 
other key infection prevention and control mitigations, as set out in the 
Health and Social Care Act 2008: code of practice on the prevention and 
control of infections are in place across the system and are supported by 
plans to scale rapidly in response to infectious disease surges, ensuring 
continuity of safe care and workforce protection.

Yes

Robust Infection Prevention and Control (IPC) arrangements are 
established across the system, supported by provider IPC committees, 
Health Protection structures, HSIPCAG and operational escalation 
processes. Measures including surveillance, testing, cohorting, isolation, 
outbreak management and vaccination programmes are in place to support 
continuity of safe care and workforce resilience through periods of 
increased infectious disease activity

None identified at present

1.8

The Board has received assurance that health protection governance, 
escalation processes, and provider response arrangements are effective 
and support timely management of infectious disease incidents and 
outbreaks, as set out in the ICB Commissioning Guidance - 
https://www.england.nhs.uk/long-read/clinical-response-outbreaks-of-
infectious-disease-commissioning-guidance-icbs/

Yes

Health protection governance is supported through provider IPC 
governance, Health Protection Boards, system quality forums and 
Healthcare System Infection Prevention and Control Assurance Group 
(HSPICAG) . Robust surveillance, outbreak management, escalation 
processes and 7-day IPC arrangements are in place to support the timely 
management of infectious disease incidents and outbreaks across the DLN 
system.

None identified at present

This section gives ICBs the opportunity to describe the approach to creating the winter plan, and demonstrate how links with other aspects of planning 
have been considered. 

OTHER - Please write below

Please complete these sections

1

Winter Planning 26/27 
Section A: Board Assurance Statement (BAS)

nnicb-nn.dlnspoc@nhs.net

17/09/2026

Derby & Derbyshire, Lincolnshire and Nottingham & Nottinghamshire 
(DLN) ICB
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Confirm 
(Y/N)

Additional comments or qualifications (optional) Blockers/Support requirements (optional)

Prevention and vulnerable cohorts

1.1

The Board is assured that those eligible have access to priority vaccination programmes, 
including childhood vaccinations.  This includes 
1.  RSV vaccination for pregnant women, older adults aged 75 years and over, and older adult 
care home residents; 
2.  pneumococcal vaccination for all adults aged 65 years and over and children and adults in 
a clinical risk group; 
3.  the annual winter flu and COVID-19 vaccination campaigns.

Yes

The DLN Cluster has established arrangements to support 
delivery of seasonal vaccination programmes, including RSV, pneumococcal, flu and 
COVID-19 vaccinations in line with national eligibility criteria. Delivery is supported 
through primary care, community services, care homes, outreach provision and 
targeted approaches for vulnerable and underserved populations. Vaccination 
governance and oversight arrangements are established across the system to 
support uptake and monitor delivery.

None identified at present.

1.2

The Board is assured that a risk-stratified approach is in place to identify individuals at 
increased risk of winter-related deterioration or admission, including those with co-morbidities 
that leave them susceptible to hospital admission as a result of winter viruses, younger people 
with significant co-morbidities, and other vulnerable cohorts. Targeted interventions are in 
place, including vaccination, pre-winter health checks, personalised care planning, access to 
antivirals where appropriate, and community-based support to reduce avoidable admissions 
and support continuing care in the community.

Yes

Risk-stratified approaches are in place to identify and support vulnerable 
cohorts, including vaccination, anticipatory care planning, frailty services, 
community support and admission avoidance schemes. ARI hubs have 
been commissioned to provide rapid assessment and treatment for 
patients with respiratory illness, helping to avoid unnecessary admissions 
and support care closer to home during winter pressures.

Continued focus on vaccination uptake and engagement of
vulnerable groups to maximise the effectiveness of preventative interventions.

Flow, occupancy and discharge

2.1

The Board is assured there are clear operational plans and daily processes to reduce 
avoidable bed occupancy and improve patient flow seven days a week, including pre-winter 
review of bed demand and capacity, delivery of model discharge pathway requirements, and 
executive oversight of required and actual daily discharges, patients with no criteria to reside 
by pathway, discharge performance and long discharge delays.

Yes

System partners have established operational flow and 
discharge arrangements to improve patient flow seven days a week. Demand and 
capacity modelling has informed winter planning, including identification of bed gaps, 
escalation requirements and discharge assumptions. Daily operational management 
processes, executive oversight, System Coordination Centre arrangements and 
discharge monitoring processes are in place to support reductions in avoidable 
occupancy and long length of stay.

None identified at present.

2.2

The Board is assured that system partners have agreed and implemented measures to 
eliminate corridor care, with defined patient safety thresholds, supported by coordinated 
patient flow, discharge and escalation arrangements, with system level oversight and 
mitigation of risk during periods of increased demand.

Yes

System partners have agreed escalation frameworks and patient flow 
arrangements to manage periods of increased demand safely. Short-Term 
Escalation Capacity has been reviewed as part of winter planning, with 
defined safety, operational and governance processes supporting 
implementation where required. System oversight arrangements are 
established to monitor risk, patient flow and occupancy pressures across 

Ongoing review of capacity positions and mitigation delivery to minimise
 reliance on escalation capacity during peak demand periods.

2.3

The Board is assured that discharge planning is being undertaken jointly with local authorities 
and social care partners, with effective system discharge coordination arrangements, clear 
processes to identify, escalate and resolve discharge delays, and real-time visibility of 
demand and community capacity.

Yes

Discharge planning is undertaken jointly with local authorities, 
community providers and wider system partners through established discharge 
governance arrangements. System discharge coordination processes, escalation 
routes and oversight forums provide visibility of demand, delays and community 
capacity, supporting timely discharge and flow across pathways.

Continued system focus on workforce and community capacity to support 
sustained discharge performance through peak winter demand.

2.4
The Board is assured that providers have baselined current discharge arrangements against 
the model discharge pathway, identified gaps, and agreed improvement actions across acute, 
community and social care partners.

Yes

Providers have reviewed current discharge arrangements
against model discharge principles and identified improvement actions through 
winter planning processes. Actions include strengthening discharge pathways, 
improving utilisation of community capacity, reducing avoidable delays and 
enhancing system oversight of long length of stay patients and no criteria to reside 
cohorts.

None identified at present.

2.5
The Board is assured that pre-Christmas and holiday-period occupancy reduction plans have 
been agreed and will be implemented. Yes

Pre-Christmas, Christmas and New Year resilience arrangements are
 incorporated within provider and system winter plans. Bank Holiday and festive 
period operational plans will support continuity of discharge services, senior decision-

Continued coordination across partners to ensure festive 
period operational
 plans remain aligned and responsive to emerging system pressures.

Demand, capacity, and surge management

3.1
The board is assured that whole system demand and capacity modelling has informed winter 
planning and that tested surge and extreme surge response arrangements are in place to 
support safe operational delivery during periods of increased demand.

Yes

Whole-system demand and capacity modelling has informed winter 
planning across the DLN Cluster, including identification of baseline and peak bed 
requirements, residual gaps and mitigating actions. Surge and extreme surge 
arrangements have been reviewed through winter planning processes and testing 
exercises, with escalation frameworks, operational command arrangements and 

Continued monitoring of modelled capacity gaps and 
delivery of agreed mitigations ahead of peak winter demand.

3.2
The Board is assured that workforce, NHS 111 and mutual aid arrangements are sufficient to 
respond safely to sustained periods of increased demand. Yes

Workforce, NHS 111 and mutual aid arrangements form part of provider 
and system winter preparedness planning. Existing escalation processes support 
deployment of additional workforce capacity, utilisation of bank and agency 

Workforce availability remains a national challenge and will continue 
to be monitored through provider resilience arrangements.

3.3
The Board is assured that bed escalation capacity arrangements have been agreed and 
tested across system partners. Yes

Bed escalation capacity arrangements have been identified and
 agreed across system partners as part of winter planning. Providers have reviewed 
escalation capacity requirements, including Short-Term Escalation Capacity, and 

Ongoing work continues to strengthen mitigations and reduce
 reliance on escalation capacity wherever possible.

Primary Care, NHS 111 and admission avoidance

Winter Planning 26/27 
Section B: 26/27 Winter Plan checklist

Please complete these sections

This section provides a checklist on what Boards should assure themselves is covered by 26/27 Winter plans. 

1

3

2

Section B: 26/27 Winter Plan checklist
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4.1

The Board is assured that anticipated general practice demand has been assessed, and that:
�‡���V�X�I�I�L�F�L�H�Q�W���F�D�S�D�F�L�W�\���K�D�V���E�H�H�Q���F�R�P�P�L�V�V�L�R�Q�H�G�����L�Q�F�O�X�G�L�Q�J���I�R�U���V�X�U�J�H���S�H�U�L�R�G�V�����H���J�����$�5�,���K�X�E�V��
�‡���U�R�E�X�V�W���H�V�F�D�O�D�W�L�R�Q���S�U�R�F�H�V�V���D�U�H���L�Q���S�O�D�F�H
�‡���W�K�U�R�X�J�K���W�K�H���,�8�&���&�O�L�Q�L�F�D�O���$�V�V�H�V�V�P�H�Q�W���6�H�U�Y�L�F�H�����R�U���H�T�X�L�Y�D�O�H�Q�W�������V�X�I�I�L�F�L�H�Q�W���F�D�S�D�F�L�W�\���Z�L�O�O���E�H��
commissioned for out of hours general practice, including weekends and bank holidays.

Yes

Anticipated primary care demand has been considered through 
winter planning processes. Capacity arrangements include ARI Hubs, urgent same 
day care services, enhanced access provision and out-of-hours services. Escalation 
processes are in place across primary care and urgent care pathways to support 
management of increased demand during winter periods.

None identified at present.

4.2

The Board is assured that practices are compliant with contractual requirements, including 
opening hours, use of online consultation, clinically urgent same day appointments (working 
towards 90% target) and practices making 1 appointment per 3,000 registered population 
available to NHS 111 for direct booking.

Yes

Primary Care Networks and practices continue to work towards national 
access requirements, 
including same day urgent access, online consultation and utilisation of 
multidisciplinary teams. Performance and access arrangements are monitored 
through established commissioning and primary care governance processes.

Continued monitoring of access performance and variation across 
localities.

4.3
The Board is assured that PCN enhanced access appointments are available and that PCNs 
make available to NHS 111 any unused on the day slots as per DES requirements. Yes

PCN Enhanced Access arrangements are established across 
the system and support additional appointment capacity outside core hours. 
Processes are in place to maximise utilisation of available capacity, including 
booking routes through NHS 111 where appropriate and in line with national 
requirements.

None identified at present.

4.4
The Board is assured that unscheduled dental care delivery is monitored as part of the 
mandated number of urgent dental care appointments. Yes

Urgent dental care provision forms part of wider system resilience planning
and is monitored through commissioned dental services and contractual oversight 
arrangements. Access to urgent dental appointments supports diversion from urgent 

Ongoing monitoring of urgent dental capacity and demand.

4.5
The Board is assured that for community pharmacy, demand, activity and capacity has been 
assessed, including sufficient out of hours provision across the ICB footprint; and delivery of 
Pharmacy First and the Discharge Medicines service.

Yes

Community pharmacy plays a key role in managing winter demand through 
Pharmacy First, minor illness management, medicines optimisation and support for 
timely discharge through the Discharge Medicines Service. Out-of-hours 
pharmaceutical provision is available across the system footprint and is supported 
through NHS 111 referral pathways.

Continued promotion of Pharmacy First and self-care messaging to maximise
 utilisation.

4.6
The Board is assured that the NHS 111 Directory of Services profiles are accurate, regularly 
reviewed, and aligned to available capacity across primary care and community services. Yes

NHS 111 Directory of Services arrangements are in place and subject 
to routine review to ensure service availability, opening hours and referral pathways 
accurately reflect commissioned provision. Accurate Directory of Services 
information supports effective navigation of patients to appropriate services across 
the system.

None identified at present.

4.7
The Board is assured that for all provision, both in and out of hours, there will be 
communications activity to ensure the public is aware of what services are available. Yes

Communications and engagement activity forms part of winter 
preparedness arrangements and includes promotion of vaccination programmes, 
Pharmacy First, urgent care services, NHS 111, self-care messaging and appropriate 

Continued coordinated communications activity across system partners 
during periods of increased demand.

Community Health Capacity

5 5.1

The Board is assured that sufficient urgent community capacity, including UCR, Virtual 
Wards, Hospital at Home and community diagnostic interventions where applicable, has been 
commissioned, is monitored and utilised effectively to support admission avoidance and 
discharge, with appropriate escalation arrangements in place and access to senior clinical 
decision-making through SPOAs at least 12 hours a day, 7 days a week.

Yes

Community health services form a key component of the system's winter 
response,including Urgent Community Response (UCR), Hospital at Home, Virtual 
Wards, community nursing and community-based diagnostic and treatment services. 
These services support admission avoidance, timely discharge and ongoing care 
closer to home. Single points of access and senior clinical decision-making 
arrangements are in place to support rapid assessment, escalation and deployment 
of community capacity seven days a week.

Continued monitoring of community workforce and capacity utilisation 
during peak demand periods.

Whole System Response

6 6.1
The Board is assured that a system wide approach is in place to optimise the use of out-of-
hospital capacity and admission avoidance pathways to reduce avoidable admissions and 
support timely discharge.

Yes

A whole-system approach is in place to maximise the use of out-of-hospital capacity 
and admission avoidance pathways. This includes Virtual Wards, Hospital at Home, 
UCR services, ARI Hubs, community beds, discharge pathways, enhanced primary 
care services and community pharmacy interventions. System partners work 
collaboratively through established operational and discharge governance 

Continued focus on optimisation of community capacity and timely access to 
discharge pathways during periods of sustained system pressure.

Leadership, operational grip and resilience

7.1
The Board is assured that on-call arrangements are in place and have been tested. Staff on-
call have access to medical and nursing leaders for urgent advice if needed. Yes

Robust on-call arrangements are in place across provider organisations 
and system partners, supported by established executive, managerial, medical and 
nursing on-call rotas. These arrangements have been incorporated into winter 

None identified at present.

7.2
The Board is assured there will be an appropriately skilled and resourced operating model for 
system co-ordination over the winter period to enable the sharing of intelligence and risk 
balance to ensure this is appropriately managed across all partners.

Yes

A System Coordination Centre (SCC) model will operate throughout 
winter to support whole-system oversight, coordination and escalation management. 
Arrangements facilitate the sharing of operational intelligence, capacity information, 
risks and mitigations across partners, enabling collective management of pressures 
and system risk balancing.

Continued monitoring of system pressures and resource utilisation across
 the winter period.

7.3
The Board is assured that tested command, control and escalation arrangements are in place, 
including OPEL reporting, EPRR arrangements and clearly defined leadership 
responsibilities.

Yes

Tested command, control and escalation arrangements are in 
place across the DLN Cluster, supported by EPRR frameworks, OPEL reporting 
arrangements and clearly defined leadership responsibilities. These arrangements 
have been exercised through winter preparedness and resilience exercises, with 

None identified at present.

7.4
The Board is assured that mutual aid arrangements, business continuity plans, severe 
weather preparedness arrangements and industrial action contingencies have been reviewed 
and tested where appropriate.

Yes

Mutual aid arrangements, business continuity plans, severe weather 
preparedness processes and industrial action response plans are established across 
organisations and have been reviewed as part of winter preparedness planning. 
Existing resilience frameworks provide mechanisms for escalation, coordinated 

Ongoing review of emerging national and local risks through established
 resilience governance arrangements.

7.5
The Board is assured thatplans are in place to support staff welfare through periods of high 
demand. Yes

Staff wellbeing and workforce resilience remain a key component of winter 
preparedness. Organisations have arrangements in place to support staff welfare 
during periods of sustained operational pressure, including access to wellbeing 
support, occupational health services, flexible workforce deployment, escalation 

Continued focus on workforce wellbeing and resilience throughout periods of 
increased winter demand.

System Co-ordination Centres

4

7
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8.1
The Board is assured that SCCs will be proactive in resolving operational pressures in 
hours, and that ICBs will maintain on-call functions for the oversight and resolution of 
operational pressures and patient flow and safety out of hours. 

Yes

The System Coordination Centre (SCC) provides proactive oversight of 
operational pressures, patient flow, discharge performance and escalation 
management across the system. Out-of-hours arrangements are supported through 
established executive, operational and clinical on-call functions, ensuring timely 

None identified at present.

8.2
The Board is assured that SCCs will be fully operational 08:00 to 18:00 7 days per week and 
have the ability to extend hours of operation during periods of extreme pressure. Yes

SCC arrangements are established to provide daily system 
oversight throughout the winter period, with the ability to scale operational support 
and coordination arrangements in response to escalating system pressures. 
Escalation frameworks and command arrangements support flexible extension of 

None identified at present.

8.3
The Board is assured that ICB SCCs will maintain proactive engagement and communication 
with NHSE Regional teams. Yes

The SCC will maintain regular engagement with NHS England regional 
teams through established reporting and escalation mechanisms. System pressures, 
performance, risks, mitigations and escalation requirements are shared through 
routine operational reporting, OPEL processes and regional coordination 
arrangements to ensure alignment and timely support where required.

None identified at present.

8
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Overall Assessment Rating: 5 - Full assurance

Rating
Section A Governance 5 - Full assurance

Prevention and vulnerable cohorts 5 - Full assurance
Flow, occupancy and discharge 5 - Full assurance
Demand, capacity, and surge management 5 - Full assurance
Primary Care, NHS 111 and admission avoidance 5 - Full assurance
Community Health Capacity 5 - Full assurance
Whole System Response 5 - Full assurance
Leadership, operational grip and resilience 5 - Full assurance

BAS Self-Assessment Dashboard

Section B

ICB
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Integrated Care Board (ICB) name:

ICB CEO/AO name:

Date reviewed:

ICB Chair name:

Date reviewed:

��

Executive Approval
The purpose of the Board Assurance Statement is to ensure the Trust's Board has oversight that all key considerations have been met. It should be 
signed off by both the ICB Accountable Officer and Chair.

Derby & Derbyshire, Lincolnshire & Nottingham & Nottinghamshire

Please confirm date reviewed

11/09/2026

Please update following completion of the BAS template

Please provide name and contact details of designated Senior Responsible Officer (Executive Level)

Maria Principe 
maria.principe@nhs.net

Please provide confirmation that the SRO has reviewed and approved the responses within this document, confirming they are 
correct and complete. 

Maria Principe has reviewed and approved all documents & associated content.
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Meeting title  Integrated Care Boards: Open Session (meeting in common) 
Meeting date  17/09/2026 
Paper  title  Commissioning Delivery Oversight Report  
Paper  reference  ICB CIC 26 052 
Paper  author  Sarah Bray, Associate Director of System Performance and Assurance, 

NHS Nottingham and Nottinghamshire ICB 
Paper  sponsor  Maria Principe, Executive Director of Commissioning 
Presenter  Maria Principe  

 

Paper type    
For assurance ��  For decision ��  For discussion ��  For information ��  

 

Report summary  
The September report presents a mixed but generally improving delivery position across the 
Derbyshire, Lincolnshire and Nottinghamshire (DLN) geographical area. Performance 
remains positive in several areas, particularly elective Referral to Treatment (RTT) targets, 
primary care access and adult community waits. However, significant risks remain across 
�G�L�D�J�Q�R�V�W�L�F�V�����F�D�Q�F�H�U���W�U�H�D�W�P�H�Q�W�����&�K�L�O�G�U�H�Q���D�Q�G���<�R�X�Q�J���3�H�R�S�O�H�¶�V���F�R�P�P�X�Q�L�W�\���V�H�U�Y�L�F�H�V�����D�Q�G���X�U�J�H�Q�W��
and emergency care flow. 
 
Diagnostics remains the principal cross-cutting constraint on elective and cancer recovery, 
whilst waiting-list growth and activity below plan mean that sustained elective improvement 
will increasingly depend on additional throughput, productivity and pathway transformation. 
Urgent-care performance continues to be affected by discharge delays, bed occupancy and 
wider patient-flow pressures. Outside acute services, the main challenges relate to Children 
�D�Q�G���<�R�X�Q�J���3�H�R�S�O�H�¶�V��community pathways, dental activity and mental health inpatient flow. 
 
The September statistical process control-based assessment identifies 61 headline metric 
instances failing against required targets or plans. 15 show sustained low performance or 
deterioration, 13 remain off plan but are improving, and 33 require a step change in delivery. 
These findings are informing targeted commissioner oversight through programme 
governance and the Provider Performance Framework process. 
 
A particular priority is assurance over the relationship between funded activity growth, 
provider delivery and operational performance. The Provider Commissioning Oversight Group 
meeting will consider areas where activity remains below the assumptions underpinning 
provider plans and associated funding. Specific acute providers where delivery is below 
planned levels have been asked for confirmation as to their ability to return to plan. This will 
test the credibility and recoverability of delivery trajectories and determine whether 
proportionate performance, contractual or commissioning action is required. 
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Report summary  
Particular focus is being given to the preparation for winter and improving accident and 
emergency department performance and discharges, improving handovers and ensuring 
arrangements are enhanced across primary care ahead of the winter period. 
 
Overall, the immediate priority is to convert strengthened oversight into demonstrable 
improvement, ensuring that provider plans are credible, funded activity is delivered and timely 
intervention is taken where recovery remains off trajectory. 

 

Recommendation(s)  
The Boards are asked to receive  the paper for assurance in relation to service delivery 
against the operational plans submitted for 2026/27.  

 

Appendices  
None. 

 

Board Assurance Framework  
This paper provides assurance in relation to the management of the following ICB strategic 
risk(s): 
�x Failure to systematically improve the quality of healthcare services 
�x Failure to ensure timely and equitable access to healthcare services in line with national 

and local performance standards 
 

Relevant statutory duties   
��  Quality improvement ��  Public involvement and consultation 

��  Reducing inequalities ��  Equality and diversity 

��  Financial limits/ breakeven ��  Effectiveness, efficiency and economy 

��  Integration of services ��  Wider effect of decisions (triple aim) 

��  Promoting innovation ��  Promoting research 

��  Patient choice ��  Obtaining appropriate advice 

��  Promoting education/training ��  Climate change 
 

Are there any conflicts of interest requiring management?  
No. 

 

Is this paper  confidential?  
No.  
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�'�H�U�E�\�V�K�L�U�H�������������������L�Q���/�L�Q�F�R�O�Q�V�K�L�U�H���D�Q�G�������������������L�Q���1�R�W�W�L�Q�J�K�D�P���D�Q�G��
�1�R�W�W�L�Q�J�K�D�P�V�K�L�U�H�����'�H�Q�W�D�O���D�F�W�L�Y�L�W�\���L�V���W�K�H���S�U�L�Q�F�L�S�D�O���U�L�V�N�����Z�L�W�K���D���F�R�P�E�L�Q�H�G���V�K�R�U�W�I�D�O�O���R�I��
�D�O�P�R�V�W�����������������8�Q�L�W�V���R�I���'�H�Q�W�D�O���$�F�W�L�Y�L�W�\���L�Q���-�X�Q�H�����5�H�F�R�Y�H�U�\���D�F�W�L�R�Q�V���L�Q�F�O�X�G�H���W�K�H��
���� �������G�H�O�L�Y�H�U�\���V�F�K�H�P�H�����U�H�E�D�V�L�Q�J���D�Q�G���U�H�F�R�P�P�L�V�V�L�R�Q�L�Q�J���R�S�S�R�U�W�X�Q�L�W�L�H�V�� 

12. �0�H�Q�W�D�O���+�H�D�O�W�K���D�Q�G���/�H�D�U�Q�L�Q�J���'�L�V�D�E�L�O�L�W�\���D�Q�G���$�X�W�L�V�P�����0�+�/�'�$�����V�H�U�Y�L�F�H�V��
�F�R�Q�W�L�Q�X�H���W�R���S�H�U�I�R�U�P���S�R�V�L�W�L�Y�H�O�\���D�F�U�R�V�V���V�H�Y�H�U�D�O���D�F�F�H�V�V���D�Q�G���U�H�F�R�Y�H�U�\���P�H�D�V�X�U�H�V����
�L�Q�F�O�X�G�L�Q�J���,�Q�G�L�Y�L�G�X�D�O���3�O�D�F�H�P�H�Q�W���D�Q�G���6�X�S�S�R�U�W�����(�D�U�O�\���,�Q�W�H�U�Y�H�Q�W�L�R�Q���L�Q���3�V�\�F�K�R�V�L�V��
�D�Q�G���D�Q�Q�X�D�O���K�H�D�O�W�K���F�K�H�F�N�V�����7�K�H���W�K�H�P�D�W�L�F���U�H�Y�L�H�Z���S�U�H�V�H�Q�W�H�G���W�R���)�L�Q�D�Q�F�H���D�Q�G��
�3�H�U�I�R�U�P�D�Q�F�H���&�R�P�P�L�W�W�H�H���L�Q���6�H�S�W�H�P�E�H�U���L�G�H�Q�W�L�I�L�H�G���F�R�Q�W�L�Q�X�L�Q�J���U�L�V�N�V���U�H�O�D�W�L�Q�J���W�R��
�L�Q�S�D�W�L�H�Q�W���I�O�R�Z�����R�O�G�H�U���D�G�X�O�W���O�H�Q�J�W�K���R�I���V�W�D�\�����F�U�L�V�L�V���U�H�V�S�R�Q�V�L�Y�H�Q�H�V�V�����/�H�D�U�Q�L�Q�J��
�'�L�V�D�E�L�O�L�W�\���D�Q�G���$�X�W�L�V�P���L�Q�S�D�W�L�H�Q�W���U�H�G�X�F�W�L�R�Q���D�Q�G���O�R�Q�J���V�W�D�\���F�R�K�R�U�W�V�����5�H�F�R�Y�H�U�\���L�V��
�G�H�S�H�Q�G�H�Q�W���Q�R�W���R�Q�O�\���R�Q���S�U�R�Y�L�G�H�U���D�F�W�L�R�Q���E�X�W���D�O�V�R���R�Q���F�R�R�U�G�L�Q�D�W�H�G���V�R�O�X�W�L�R�Q�V���D�F�U�R�V�V��
�F�R�P�P�X�Q�L�W�\���F�D�S�D�F�L�W�\�����K�R�X�V�L�Q�J�����V�X�S�S�R�U�W�H�G���D�F�F�R�P�P�R�G�D�W�L�R�Q�����V�R�F�L�D�O���F�D�U�H���D�Q�G��
�V�S�H�F�L�D�O�L�V�W���S�U�R�Y�L�G�H�U���P�D�U�N�H�W�V�����7�K�H���0�+�/�'�$���3�U�R�J�U�D�P�P�H���%�R�D�U�G���Z�L�O�O���S�U�R�Y�L�G�H���W�K�H��
�S�U�L�Q�F�L�S�D�O���D�V�V�X�U�D�Q�F�H���U�R�X�W�H�����Z�L�W�K���L�Q�F�U�H�D�V�L�Q�J���H�P�S�K�D�V�L�V���R�Q���Z�K�H�W�K�H�U���W�U�D�Q�V�I�R�U�P�D�W�L�R�Q��
�D�Q�G���I�L�Q�D�Q�F�L�D�O���U�H�F�R�Y�H�U�\���D�U�H���S�U�R�G�X�F�L�Q�J���P�H�D�V�X�U�D�E�O�H���L�P�S�U�R�Y�H�P�H�Q�W�V���L�Q���D�F�F�H�V�V����
�F�U�L�V�L�V���U�H�V�S�R�Q�V�H�����D�G�P�L�V�V�L�R�Q���D�Y�R�L�G�D�Q�F�H�����G�L�V�F�K�D�U�J�H���D�Q�G���S�D�W�L�H�Q�W���R�X�W�F�R�P�H�V�� 

 

Oversight  arrangements  

13. �(�[�F�H�S�W�L�R�Q���U�H�S�R�U�W�L�Q�J���D�F�U�R�V�V���D�O�O���S�U�R�J�U�D�P�P�H�V���L�G�H�Q�W�L�I�L�H�G���������K�H�D�G�O�L�Q�H���P�H�W�U�L�F��
�L�Q�V�W�D�Q�F�H�V���I�D�L�O�L�Q�J���D�J�D�L�Q�V�W���U�H�T�X�L�U�H�G���W�D�U�J�H�W�V���R�U���S�O�D�Q�V�������� ���V�K�R�Z���F�R�Q�F�H�U�Q�L�Q�J���Y�D�U�L�D�W�L�R�Q��
�E�H�F�D�X�V�H���R�I���V�X�V�W�D�L�Q�H�G���O�R�Z���S�H�U�I�R�U�P�D�Q�F�H���R�U���G�H�W�H�U�L�R�U�D�W�L�R�Q�����������U�H�P�D�L�Q���R�I�I���S�O�D�Q���E�X�W��
�D�U�H���L�P�S�U�R�Y�L�Q�J�����D�Q�G���������V�K�R�Z���F�R�P�P�R�Q���F�D�X�V�H���Y�D�U�L�D�W�L�R�Q���Z�K�H�U�H���D���V�W�H�S���F�K�D�Q�J�H���L�V��
�U�H�T�X�L�U�H�G�����7�K�H���P�D�L�Q���D�U�H�D�V���R�I���F�R�Q�F�H�U�Q���D�U�H���G�L�D�J�Q�R�V�W�L�F�V�����F�R�P�P�X�Q�L�W�\���Z�D�L�W�L�Q�J���W�L�P�H�V��
�D�Q�G���V�\�V�W�H�P���I�O�R�Z���D�Q�G���G�L�V�F�K�D�U�J�H�� 

14. The Provider Performance Escalation process was implemented during July 
and August. Escalated concerns identified across acute providers have been 
triangulated through the Commissioning Oversight Group with finance, quality 
and contractual intelligence. Management arrangements include coordinated 
working with NHS England tiering processes, formal recovery planning and 
time-limited enhanced oversight, tailored to individual provider circumstances. 

15. Commissioners are strengthening assurance over the relationship between 
funded activity growth, provider delivery and operational performance. Further 
assurance will be undertaken through Provider Commissioning Oversight 
Group where activity delivery remains below the assumptions underpinning 
provider plans and associated funding assumptions. Providers who are under 
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activity plans have been asked for confirmation on their ability to return to 
planned levels.  This will assess the credibility of delivery trajectories, the extent 
to which current shortfalls can be recovered within the planning period and 
whether existing commissioning and funding assumptions remain appropriate. 
Where recovery is not supported by a credible and achievable plan, 
commissioners will consider proportionate performance, contractual and 
commissioning action through the established governance arrangements.  NHS 
England made a targeted visit to understand the arrangements put in place to 
manage and improve the current levels of activity and associated delivery of 
performance.  The ICBs need to ensure that activity is increased in the final half 
of the year. 

16. �7�K�H���1�+�6���2�Y�H�U�V�L�J�K�W���)�U�D�P�H�Z�R�U�N���D�V�V�H�V�V�P�H�Q�W���S�U�R�Y�L�G�H�V���D���Z�L�G�H�U���Y�L�H�Z���R�I���U�H�O�D�W�L�Y�H��
�V�W�U�H�Q�J�W�K���D�Q�G���F�K�D�O�O�H�Q�J�H�����'�H�U�E�\�V�K�L�U�H���K�D�V���W�K�H���V�W�U�R�Q�J�H�V�W���R�Y�H�U�D�O�O���S�U�R�I�L�O�H����
�/�L�Q�F�R�O�Q�V�K�L�U�H���L�V���P�L�[�H�G�����D�Q�G���1�R�W�W�L�Q�J�K�D�P���D�Q�G���1�R�W�W�L�Q�J�K�D�P�V�K�L�U�H���L�V���W�K�H���P�R�V�W��
�F�K�D�O�O�H�Q�J�H�G�����&�R�P�P�R�Q���D�U�H�D�V���I�R�U���I�R�F�X�V���L�Q�F�O�X�G�H���D�F�F�H�V�V�����G�L�V�F�K�D�U�J�H���I�O�R�Z����
�S�U�R�G�X�F�W�L�Y�L�W�\�����Z�R�U�N�I�R�U�F�H���H�[�S�H�U�L�H�Q�F�H���D�Q�G���K�H�D�O�W�K���L�Q�H�T�X�D�O�L�W�L�H�V�����4�X�D�U�W�H�U�������R�I������������������
�Z�L�O�O���E�H���W�K�H���I�L�U�V�W���S�H�U�L�R�G���D�V�V�H�V�V�H�G���D�J�D�L�Q�V�W���W�K�H���Q�H�Z���I�U�D�P�H�Z�R�U�N�����Z�L�W�K���V�H�J�P�H�Q�W�D�W�L�R�Q��
�W�R���E�H���L�Q�F�R�U�S�R�U�D�W�H�G���Z�K�H�Q���S�X�E�O�L�V�K�H�G���E�\���1�+�6���(�Q�J�O�D�Q�G�� 

17. �$���'�/�1���Z�L�G�H���'�D�W�D���4�X�D�O�L�W�\���)�U�D�P�H�Z�R�U�N���L�V���Q�R�Z���L�Q���S�O�D�F�H�����O�L�Q�N�L�Q�J���O�R�F�D�O���R�Z�Q�H�U�V�K�L�S��
�D�Q�G���F�H�Q�W�U�D�O���6�\�V�W�H�P�V���$�Q�D�O�\�W�L�F�D�O���D�Q�G���,�Q�W�H�O�O�L�J�H�Q�F�H���8�Q�L�W���R�Y�H�U�V�L�J�K�W���W�K�U�R�X�J�K���I�R�U�P�D�O��
�J�R�Y�H�U�Q�D�Q�F�H���D�Q�G���H�V�F�D�O�D�W�L�R�Q�����$�W���W�K�H���H�Q�G���R�I���$�X�J�X�V�W���������������������D�F�W�L�Y�H���L�V�V�X�H�V���Z�H�U�H��
�U�H�F�R�U�G�H�G�����L�Q�F�O�X�G�L�Q�J���������U�H�O�D�W�L�Q�J���W�R���D�F�X�W�H���G�D�W�D���D�Q�G���Q�L�Q�H���W�R���Q�R�Q���D�F�X�W�H���G�D�W�D����
�(�P�H�U�J�H�Q�F�\���G�H�S�D�U�W�P�H�Q�W���U�H�S�R�U�W�L�Q�J���L�V�V�X�H�V���D�I�I�H�F�W���D�O�O���W�K�U�H�H���V�\�V�W�H�P�V�����Z�L�W�K���P�R�V�W��
�U�H�O�D�W�L�Q�J���W�R���7�\�S�H�������D�W�W�H�Q�G�D�Q�F�H���U�H�S�R�U�W�L�Q�J�����,�P�S�U�R�Y�H�G���Y�L�V�L�E�L�O�L�W�\���D�Q�G���H�V�F�D�O�D�W�L�R�Q���R�I��
�W�K�H�V�H���L�V�V�X�H�V���L�V���H�V�V�H�Q�W�L�D�O���W�R���F�R�Q�I�L�G�H�Q�F�H���L�Q���S�H�U�I�R�U�P�D�Q�F�H�����D�F�W�L�Y�L�W�\�����I�L�Q�D�Q�F�L�D�O���D�Q�G��
�F�R�Q�W�U�D�F�W�X�D�O���D�V�V�X�U�D�Q�F�H�� 

18. Overall, the ICBs have strengthened the foundations for commissioner-led 
recovery through programme governance, provider escalation, pathway 
transformation and data-quality assurance. The immediate priority is to convert 
this strengthened oversight into demonstrable delivery improvement, ensuring 
that provider plans are credible, funded activity is delivered and proportionate 
intervention is taken where recovery remains off trajectory. Focus will remain 
on diagnostics, cancer, �&�K�L�O�G�U�H�Q���D�Q�G���<�R�X�Q�J���3�H�R�S�O�H�¶�V community waits and 
urgent-care flow, while protecting the stronger performance evident in elective 
RTT, primary care and adult community services. 
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1.0 DLN Commissioning Oversight Delivery Report �ó Executive Summary (1)

3

1. The September Commissioning Delivery Oversight Report demonstrates a system delivering a mixed but generally improving position across several key programmes. Whilst several operational 
plan measures remain below trajectory, there is increasing evidence of stronger commissioner grip, more mature recovery planning and a greater focus on sustainable improvement rather than 
short-term performance management. 

2. Elective care remains relatively stable compared with several other operational programmes, with RTT performance broadly on trajectory across much of the cluster. Lincolnshire and 
Nottingham and Nottinghamshire achieved their June RTT trajectories, whilst Derbyshire remained only marginally below plan. However, all three systems remain above plan for waiting list size 
and long waits, highlighting that sustained recovery will increasingly depend upon activity growth, productivity improvement and successful pathway transformation rather than waiting list 
management alone

3. Pathway transformation continues to demonstrate tangible benefits. Community dermatology in Nottingham and Nottinghamshire has redirected 42% of referrals into community services and 
reduced routine dermatology demand by approximately 15%, providing a practical example of how left shift can improve access whilst releasing capacity within acute services. Similar 
approaches are now being developed across ophthalmology, MSK and gynaecology pathways. 

4. Diagnostics remains the most significant cross-cutting delivery risk across the cluster. Performance against DM01 remains below trajectory in all three ICBs, with pressure across audiology, MRI, 
NOUS, ECHO and endoscopy services. Diagnostic activity also remains below plan, directly affecting both elective and cancer recovery. Encouragingly, CDC expansion, workforce development 
and targeted recovery plans continue to progress and provide a stronger foundation for longer-term improvement

5. Cancer performance continues to improve in some areas, particularly within Faster Diagnosis pathways. Nottingham and Nottinghamshire achieved its June trajectory and is reporting continued 
improvement through July and August. However, all three ICBs remain below trajectory for the 62-day standard, reflecting ongoing challenges relating to diagnostics, oncology capacity and 
treatment pathway performance. Targeted recovery plans remain in place across all systems and tumour sites

6. Urgent and Emergency Care performance remains mixed. Lincolnshire continues to demonstrate positive four-hour performance despite demand significantly above plan, whilst Derbyshire 
remains close to trajectory. Nottingham and Nottinghamshire continues to experience more significant pressures across the urgent care pathway. Across all three systems, the principal 
challenge remains patient flow, discharge and prolonged waits rather than front-door performance alone.

7. There are encouraging indications of stronger whole-system coordination across urgent care, with progress being made in admission avoidance services, discharge pathways, Transfer of Care 
development and winter planning. However, continued improvement in flow and reduction in delayed discharges will remain essential to achieving sustained operational recovery during the 
remainder of the year.
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1.0 DLN Commissioning Oversight Delivery Report �ó Executive Summary (2)

4

1. Community services continue to provide a strong foundation for system delivery, particularly in adult services where performance against the 52-week standard remains positive. Children 
and Young People's services remain the principal area of challenge; however, improvements in some therapy pathways provide a stronger platform for recovery during the second half of the 
year. 

2. Primary care remains one of the strongest performing programmes within the operational plan. All three ICBs exceeded their same-day urgent access trajectories and delivered GP 
appointment activity above plan. Dental access remains the main challenge and continues to require significant commissioner focus; however, recovery arrangements are in place across all 
three systems.

3. Mental Health and Learning Disability & Autism services continue to deliver positively across many core access and recovery measures, including IPS, Early Intervention in Psychosis and 
Annual Health Checks. Inpatient flow, older adult length of stay and out-of-area placements remain areas requiring continued focus, although commissioner and provider recovery activity is 
in place to support improvement.

4. Overall, the September position reflects a system that continues to face significant operational challenges, particularly across diagnostics, cancer, community waits and system flow. 
However, there is increasing evidence of stronger commissioner oversight, more mature recovery planning and greater alignment between performance management, pathway 
transformation and contractual intervention. Whilst several performance measures remain below trajectory, there are encouraging signs of improvement in a number of areas and continued 
progress will depend on converting recovery actions into sustained delivery gains during the second half of 2026/27
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1.3 Contract Delivery �ó Executive Summary

5
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4. NHS Oversight 
Framework 

Benchmarking

Provider NOF PROM ERF Areas of Concern and agreed Management Approach

UHDB 4
(T2 EL & Cancer)

National RAP

Pause
UEC & Diagnostics

PROM Paused EMT 27.7.26 
�t shadow RAP requested 

instead with 8-week review 
commenced (August)

Increased Concerns: UEC and Diagnostics were of primary concern, however the trust has since moved to all areas of cancer and 
���o�����š�]�À���•�������]�v�P���}�(�(���‰�o���v�����v�����š�Œ�]�P�P���Œ�]�v�P���Z���•�����o���š�����[�����}�v�����Œ�v�•�X
Agreed Management Approach:
The ICB has requested a Shadow RAP from the Trust targeting the 4 programme areas of concern, followed by a fortnightly 
improvement progress discussion for 8 weeks, following which a decision will be taken as to whether to progress to a CPN and 
the Provider Recovery Oversight Meeting (PROM) process as per the Provider Performance Escalation Process.

CRH 4 Pause
UEC, Cancer

PROM Paused : Pending 
RQR

(review 18.9.26)

Review Concerns: �h���������v���������v�����Œ���]�v�]�š�]���o�o�Ç�U���]�v���Œ�����•�]�v�P�����}�v�����Œ�v�•���Œ���P���Œ���]�v�P���ò�î�������Ç���Á�Z�]���Z���Z���•���š�Œ�]�P�P���Œ�������Z���•�����o���š�����[�����}�v�����Œ�v�X
Agreed Management Approach:
PROM paused for Rapid Quality Review process duration.  SAIU is working with CRH on the UEC ED reporting issues with a 
clear workplan to be enacted during September.

ULTH 4
(T2 EL & Cancer)

Pause
Diagnostics (CPN already in 

place pre-PROM)
UEC, Cancer, El

PROM Paused: NHSE 
27.7.26

Increased Concerns: ���]���P�v�}�•�š�]���•���u�}�•�š���•�]�P�v�]�(�]�����v�š�����Œ�������}�(�����}�v�����Œ�v�U�����o�����š�]�À���•�U���h���������v���������v�����Œ���Z���À�����Z���•�����o���š�����[�����}�v�����Œ�v�X
Agreed Management Approach:
NHS England to lead the performance improvement discussions through the tiering meetings. The ICB had issued a CPN 
specifically for diagnostics prior to the ICB Performance escalation process which is being monitored through fortnightly 
meetings with the trust.

NUH 4
(T2 EL, Diagnostics 
& Cancer, T1 UEC)

Pause
UEC & Diagnostics

PROM Paused NHSE �t 
progress through Tiering 

27.7.26

Escalated Concerns: �h�����U�����]���P�v�}�•�š�]���•�U�����o�����š�]�À���•�����v���������v�����Œ�����Œ�������Œ�����•���}�(���Z���•�����o���š�����[�����}�v�����Œ�v�X
Agreed Management Approach: 
NHS England to lead the performance improvement discussions through the tiering meetings which the ICB are invited to 
attend.  Cancer has seen some improvements in the reported positions.

SFHT 3
(National RAP)

Yes
UEC & Diagnostics  CPN 

3.7.26

Routine Concerns: �h���������v�������]���P�v�}�•�š�]���•���]�v�]�š�]���o�����Œ�����•���}�(���Z���•�����o���š�����[�����}�v�����Œ�v�X��
Agreed Management Approach:
The Trust entered the ICB Escalation process on the 3rd July, being issued a CPN for UEC and Diagnostics, which has been 
supported with fortnightly meetings since that time. Both UEC and Diagnostics have improved in the last month reported 
position.

1. �“���ô�Ù�I�����Ù���Í�\�Ù���1�U�+�ô�1�ô�2�e�ô�î�Ù�Í�Ù�„�X�:�}���î�ô�X�Ù�„�ô�X���:�X�1�Í�2�è�ô�Ù�(�\�è�Í�+�Í�e���:�2�Ù�U�X�:�è�ô�\�\�Ù�î�j�X���2���Ù�V�j�+�…�Ù�Í�2�î�Ù���j���j�\�e�ß�Ù�Ù�“���ô�Ù�U�X�:�è�ô�\�\�Ù���î�ô�2�e�������ô�î�Ù�Í�X�ô�Í�\�Ù�:���Ù���(sca�+�Í�e�ô�î�
�Ù���:�2�è�ô�X�2�Ù�Í�è�X�:�\�\�Ù�U�X�:�}���î�ô�X�\�Ù�•�����è���Ù�•�ô�X�ô�Ù
discussed and reviewed through the ICB Commissioning Oversight Group to enable triangulation with other issues including finance and quality.  Recommendations were then 
discussed with regional colleagues and ICB Executives to agree most appropriate interaction with the providers based on the assessments reached.

2. There is a clear need to ensure triangulation with NHS England as it is developing its approach to provider performance frameworks to ensure that collectively both the ICB and 
NHS England can fulfil their respective responsibilities for provider contractual management and provider oversight, while co-ordinating interactions and outputs required from 
providers concerned. Further assurance will be undertaken through Provider COG where activity delivery remains below the assumptions underpinning provider plans and 
associated funding assumptions. This will test the credibility and recoverability of delivery trajectories and inform any proportionate performance, contractual or commissioning 
action required.
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Programme Performance Headlines

1. Elective Care & Waiting Times
�é18-Week RTT: NNICB and LICB achieved plan in June 2026, however DDICB were marginally below plan
�éLong Waits (52+ Weeks): All three ICBs are off plan for reducing long waits. All ICBs are working to eradicate 65-week waits. NNICB risk due to PICS gynae patient transfers
�éPTL (Patient Tracking List): DDICB, LICB and NNICB are worse than plan at the end of June 2026, although NNICB have improved to 273 away from plan. Waiting lists in local NHS Providers 
remain challenging, validation sprints and productivity programs are in progress. 

2. Cancer Pathways
�é28-Day Faster Diagnosis: Performance is below the plan target for all DDICB and LICB, NNICB achieved the plan. There is variation across the Cluster tumour sites, some increased capacity 
in key specialties. 
�é62-Day Treatment: Performance is below trajectory for all ICBs.

3. Diagnostics

�é6-Week Waits (DM01): Performance is off plan in all three ICBS.  Audiology, ECHO, MRI, NOUS, and endoscopy are particularly challenging. Improvement plans include increasing capacity 
and insourcing. 

4. Urgent and Emergency Care

�é4-Hour ED Waits: System performance is below national plans for DDICB and NNICB, with acute trusts facing challenges, for ED performance, LICB are achieving the plan. The 12-hour target 
was missed at all three ICBs.

5. Primary, Community, and Mental Health Services

�éPrimary Care: GP appointments are achieving the plan in June at all three ICBs. Dental UDA plans have not been met in July at any of the three ICBs. Pharmacy first appointments are 
performing well in all three ICBs.

�éCommunity Services : All ICBs are achieving plan for 52ww Adults. LICB are achieving the 52ww CYP plan.

�éMental Health & LD&A: Access targets are being met in several areas, but challenges persist in out-of-area placements  for NNICB and acute bed utilisation for DDICB and LICB. LD&A adult 
inpatient numbers are behind trajectory in DDICB and NNICB, with DDICB identified through SPC exception reporting. LD&A CYP inpatients are achieving plan in LICB and NNICB.

6. Vaccinations

�éVaccinations :  Spring campaign concluded in June with uptake above regional and national averages. 

7. NHS Oversight Framework Q3
�éQ4 assessments have led to NHT, NUH, ULH, CRH, and UHDB being rated NOF 4.

Forecast 
Delivery 

RAG
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Data Quality Notes: 1) From April 2026, Diagnostics waiting times include all 15 modalities captured in the DM01.  2) There are data quality issues affecting the accuracy of 4 hour wait 
performance in Derbyshire, which include duplicated data,  a range of data capture issues and incorrect assignment of attendance types. The ICB is working with providers to address 
these issues. 
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Framework 

Benchmarking

The table above shows the national ranking for each ICB and Provider in the Cluster against key metrics in the Operational Plan.
Ranking is from best (1) to worst.
The different numbers of organisations reflects the data submission count for the month.
SFHT does not have a ranking for RTT <65 Weeks as there were no 65 week wait patients in April.
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Overall, there are 61 metric ���2�\�e�Í�2�è�ô�\�Ù�•�����è���Ù�Í�X�ô�Ù���>�Í���+���2���
�Ù���2�Ù�e���ô�Ù�Í�\�\�j�X�Í�2�è�ô�Ù�:���Ù�î�ô�+���}�ô�X�…�Ù�e�:�Ù�e���ô�Ù
targets and plans required, from the key headline metrics.

15 are failing and are of concerning variation for continued low performance or a deteriorating 
position.  These areas have been outlined on the table to the left, and exception reports have 
been provided.

13 are improving indicating that although they remain unlikely to achieve plan on current 
assessments, they are reporting areas of improvement, these include long elective waits, 
cancer treatments, CYP mental health access and LD/ Autism inpatients.

33 are common cause meaning that there is no discernible change in their performance when 
a stepped improvement is required. 

The most significant clusters of concern relate to Cancer Faster Diagnosis, Diagnostics, Community Waiting Times and System Flow & Discharge. Further 
detail on all other metrics with concerning variation is provided on slide 14
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Performance Highlights:
Metric Overview: The objective is to increase the percentage of patients who are receiving a 
cancer diagnosis within the required 28 days up to a required target of 80%.

Benchmarks:

�‡ LICB ranks 
30/36 ICBs

�‡ NNICB ranks 
11/36 ICBs

�‡ DDICB ranks 
28/36 ICBs

Commissioner and Provider Actions:

1. LICB: United Lincolnshire Hospitals is under Tier 2 with NHS England, for which fortnightly review meetings are being held and ICB Commissioners attend.  Breast is showing some 
recovery with reductions in backlogs and return to plan is expected by September and overall FDS to have returned to plan by November.  Targeted specialty deep dives are being 
undertaken, using detailed data analysis and stakeholder engagement to identify improvement opportunities and address pathway pressures. Work is also focused on improving 
earlier diagnosis through initiatives that promote screening uptake and raise public awareness of cancer screening programmes. Enhanced contract oversight arrangements have 
been implemented. The ICB continues to work in close partnership with the trust to support recovery, strengthen delivery and ensure robust improvement plans are in place. 

Quality and Clinical Actions:

1. Quality improvement is the cornerstone of the additional EMCA funding .
2. Oversight of clinical harm review process through quality schedules  requirements and reporting. 
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Performance Highlights:Metric Overview: The objective is to reduce the percentage of patients who waiting longer 
than 6 weeks for a diagnostic test, to an individually notified ICB target by March 2027 (LICB 
14%; NNICB 2.9%).

Benchmarks:

�‡ LICB lowest 
ranking 36/36

�‡ NNICB ranks 27/36

�‡ DDICB ranks 25/36

Commissioner and Provider Actions:

1. LICB: United Lincolnshire Hospitals has had a Contract Performance notice issued by the LICB for a formal recovery plan request due to low and deteriorating performance. Main 
areas of concern include audiology assessments, cystoscopy, MRI and NOUS.  There are a significant number of waits over 13 weeks across NOUS as well as other areas, and a 
volume of audiology patients waiting over 104 weeks.   Audiology, MRI and NOUS were subject to a diagnostic deep dive by NHSE at the end of June.

2. Lincolnshire three CDCs continue to perform well, with the fourth anticipating completion in March 2027.  The Nurse-led remote rapid angina pathway at Skegness CDC has been 
�\���:�X�e�+���\�e�ô�î�Ù���:�X�Ù�e���ô�Ù�F�‹�V�Ù���b�j�X�\���2��-�[�ô�î�Ù�„�Í�e���ô�2�e�Ù�‹�Í���ô�e�…�Ù�I�2�2�:�}�Í�e���:�2�Ù�:���Ù�e���ô�Ù�´�ô�Í�X�
�Ù�Í�•�Í�X�î�ß

3. NNICB: Nottingham University Hospitals is under Tier 2 with NHS England for which fortnightly review meetings are being held and ICB Commissioners attend.  Significant 
deterioration in performance across CT, US, DEXA, ECHO and Endoscopy.  MRI had a low plan level set with slow improvement through quarter 4. The funding for the additional 
mobile MRI van has been extended to support continued recovery. Echo has deteriorated in recent weeks due to the loss of locum and substantive workforce. The Trust are also 
needing to address increasing 13-week backlogs, significant increases in CT and NOUS. Additional CT capacity has been approved nationally from November and will support future 
recovery. Modality level recovery plans have been requested. 

Quality and Clinical Actions:
Oversight of clinical harm review process through quality schedules  requirements and reporting. 
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Performance Highlights:
Metric Overview: The objective is to eradicate waits over 52 weeks for therapeutic 
community services.

Commissioner and Provider Actions:

NNICB: All long waits relate to CYP.  There are no adult waits over 52 weeks. The CYP waits relate to Speech and Language therapy (SLT) and Occupational Therapy. The ICB continues to work with 
providers to deliver the N&N Neighbourhood Health 18-month delivery plan, including finalisation of the Core Integrated Neighbourhood Teams (INT) specification, population cohort modelling and 
development of neighbourhood dashboards. Preparation of the DLN Neighbourhood self-assessment is underway, supported through established programme governance and commissioning delivery 
groups. In relation to CYP waiting times, the ICB is maintaining targeted contract and performance oversight and continues to implement strategic commissioning interventions to support recovery in 
therapy services. Although performance remains off plan, there has been a reduction in CYP 52-week waits compared with the previous month, indicating some early progress.

Quality and Clinical Actions:
Community Stroke Rehab services are being reviewed across DLN as they are at varying stages of development in relation to the Integrated Community Stroke Service national guidance.  This reflects 
historic commissioning decisions and differing levels of provider engagement. Pathway improvement plans for 2026/27 have been agreed across the DLN with providers. Work is underway to establish 
a DLN Stroke Clinical Network to provide end-to-end clinical governance and assurance across the stroke pathway. Subject to ICB resource arrangements, a Stroke Rehabilitation Task and Finish 
Group will also be established to support the development and delivery of a Strategic Commissioning Framework. 

Oversight of clinical harm review process for those waiting more than 52 weeks through quality schedules  requirements and reporting. 

Oversight of the Minimum Standards for Planned Patient Care launched on 06/07/26. 
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1. RTT Admitted Pathways (NNICB) reported 4,359 pathways against a plan of 5,599, an adverse variance of 1,240 pathways. The metric is failing with concerning variation, 
indicating that admitted pathway delivery is below trajectory, and the underlying position is deteriorating. The position reflects continued elective recovery pressures and 
reinforces the need to increase elective throughput and productivity. Commissioners continue to seek assurance that provider recovery plans will deliver sustainable activity 
improvement, rather than relying predominantly on waiting list validation and management activity.

2. Discharge performance continues to show signs of deterioration across the cluster, with both Discharge Ready Date and Average Discharge Delay identified through SPC 
analysis as failing with concerning variation. NNICB reported a Discharge Ready Date performance of 77.7% against a plan of 79.4%, whilst DDICB achieved 82.6% against a plan 
of 82.0%. Average discharge delays were also above plan in both DDICB (5.9 days against a plan of 4.8 days) and LICB (5.7 days against a plan of 4.8 days). Together these 
measures indicate ongoing challenges in maintaining timely patient flow through inpatient pathways and progressing patients through discharge once clinically ready. The 
position reflects continued pressures relating to discharge planning, availability of onward care and community capacity. Recovery activity remains focused on reducing delays, 
strengthening discharge oversight and improving system flow, with commissioners maintaining close assurance of recovery plans and their impact on reducing discharge-
related pressures.

3. G&A Overnight Beds Occupied (%) (NNICB) was 94.6% against a plan of 94.2%, 0.4 percentage points above plan. Although the numerical variance is relatively small, the 
metric is failing with concerning variation, indicating sustained pressure and a deteriorating pattern over time. High occupancy reduces operational flexibility and increases the 
risk of congestion across urgent and emergency care pathways. Recovery remains focused on improving patient flow, reducing discharge delays and strengthening system-wide 
capacity management.

4. Total Non-Elective Spells, 0 Day (LICB) reported 3,543 spells against a plan of 3,224, an adverse variance of 319 spells (9.9%). Performance remains off trajectory with activity 
continuing to increase, indicating ongoing pressure across urgent and emergency care pathways. Whilst delivery of same-day emergency care can support avoidance of longer 
inpatient stays, the scale of activity growth suggests demand is currently exceeding planned levels and may be placing additional pressure on system capacity. This position 
reinforces the importance of continuing to strengthen admission avoidance services, urgent community response, neighbourhood health models and alternative pathways for 
patients who do not require acute hospital care. Commissioners are maintaining oversight of activity trends and working to better understand the underlying drivers of demand, 
ensuring recovery actions remain focused on delivering sustainable reductions in avoidable non-elective activity.

5. LD/Autism Adult Inpatients (DDICB)  reported 36 inpatients against a plan of 31, an adverse variance of five patients. The metric is failing with concerning variation, indicating 
that the inpatient population is above trajectory and the position is deteriorating. Recovery activity remains focused on preventing avoidable admissions, progressing individual 
discharge plans and strengthening suitable community alternatives. 

6. Talking Therapies Completing a Course of Treatment (DDICB & NNICB) is failing with concerning variation in both DDICB and NNICB, indicating delivery is below expected 
trajectory and continuing to deteriorate. DDICB recorded 1,040 completed courses against a plan of 1,169, whilst NNICB recorded 1,280 against a plan of 1,388, adverse 
variances of 129 and 108 completed courses, respectively. The position highlights ongoing challenges in supporting patients to complete treatment pathways and achieve 
planned outcomes. Improvement activity remains focused on maintaining engagement, reducing attrition and ensuring sufficient clinical capacity is available to support 
treatment completion. 
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1. Delivery Summary:
2. Whilst 18 weeks RTT trajectories have been achieved in parts of the cluster, current performance continues to be supported by validation and waiting-list management activity. In 

June, Lincolnshire delivered 62.0% against a 61.8% plan and Nottingham and Nottinghamshire delivered 66.9% against 64.7%. Derbyshire was only marginally below plan at 64.2% 
against 64.4%, a variance of 0.2 percentage points. This provides a positive foundation for recovery, although sustained delivery will depend on activity increasing sufficiently to 
reduce the overall waiting list. 

3. Long waits remain a priority for continued improvement. Derbyshire reported 1.6% of patients waiting over 52 weeks against a 1.5% plan, Lincolnshire 1.5% against 1.0%, and 
Nottingham and Nottinghamshire 1.9% against 1.0%. The position is therefore slightly above plan in Derbyshire and more challenged in Lincolnshire and Nottingham and 
Nottinghamshire.

4. Waiting lists were above plan across all three systems, with Derbyshire 2,202 patients above plan, Lincolnshire 3,004 above plan, and Nottingham and Nottinghamshire 273 above 
plan. Nottingham and Nottinghamshire is closest to its planned position, while the wider cluster position reinforces the need to move from maintaining RTT performance towards 
sustained waiting-list reduction.

5. First outpatient activity improved during June but remained below plan, with Derbyshire 0.8% below, Lincolnshire 4.5% below, and Nottingham and Nottinghamshire 0.3% below. 
The comparatively small gaps in Derbyshire and Nottingham and Nottinghamshire provide a platform for recovery, while Lincolnshire requires a stronger improvement in 
throughput.

6. Community dermatology continues to demonstrate the potential benefit of pathway transformation in Nottinghamshire. Between January and July 2026, 989 NUH referrals were 
triaged and 42% redirected to community services, contributing to a reported 15% reduction in routine dermatology demand. A review also identified 575 of 1,081 patients, or 53%, 
as suitable for community-based management.

7. Key Programme Delivery Risks:
8. Current RTT performance will become increasingly difficult to sustain if activity remains below plan.
9. Waiting-list growth and long waits continue to require focused recovery, particularly in high-volume specialties.
10. Diagnostic constraints in MRI, endoscopy and NOUS continue to affect elective throughput.
11. Validation is supporting management of the current position, but recurrent activity and productivity improvement are required to secure sustainable recovery.

12. Commissioner Response and Mitigating Actions:
13. Commissioners are maintaining enhanced oversight of elective recovery through programme governance, contract management and specialty-level assurance processes. This 

includes regular review of RTT trajectories, waiting list growth, long-wait cohorts and activity delivery to ensure emerging risks are identified early and recovery actions can be 
accelerated where required.

14. A stronger focus is being placed on the relationship between activity delivery and waiting list reduction. Provider recovery plans are being challenged to demonstrate how additional 
outpatient, diagnostic and inpatient activity will translate into sustainable reductions in PTLs and long-wait cohorts rather than short-term maintenance of RTT performance alone.

15. Commissioners continue to use contractual and performance framework mechanisms proportionately where delivery remains significantly below trajectory. This includes  
strengthened monitoring arrangements and escalation through established governance routes where sufficient improvement is not being achieved.

16. Significant focus is being made on pathway redesign and left shift programmes, including community dermatology, ophthalmology, MSK and gynaecology services. Early results in 
dermatology in Nottinghamshire demonstrate the potential for these approaches to reduce avoidable acute demand, improve access and create additional capacity within hospital 
services.

17. Commissioners are also developing a more coordinated DLN approach to independent sector utilisation and activity repatriation, ensuring activity is delivered in the most clinically 
appropriate and financially sustainable setting whilst supporting delivery of elective recovery trajectories

 Programme Lead: Gemma Whysall Programme Director: Gemma Whysall Delivery: Planned Care Board Oversight: Commissioning Oversight Group
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3.2 Programme Overview: Diagnostics�ó Operational Plan Delivery Risk and Mitigations

16

1. Delivery Summary:
2. Diagnostics remains an important focus for recovery across the cluster. In June, Derbyshire reported 27.4% of patients waiting over six weeks against a 17.1% plan, Nottingham and 

Nottinghamshire 29.3% against 22.6%, and Lincolnshire 52.1% against 32.8%. Whilst performance remains off trajectory across all systems, Nottingham and Nottinghamshire is 
comparatively closer to planned levels. 

3. Diagnostic activity remained below plan, with Derbyshire 7.2% below, Lincolnshire 13.2% below, and Nottingham and Nottinghamshire 1.9% below. The relatively small activity 
variance in Nottingham and Nottinghamshire is encouraging and suggests recovery actions are beginning to support throughput more effectively. 

4. Pressure remains concentrated within a limited number of modalities, including audiology, MRI, ECHO, NOUS and endoscopy. This provides a clearer focus for targeted recovery 
activity and capacity investment.

5. CDC development continues to provide positive opportunities for recovery. Lincolnshire's CDC programme remains approximately six weeks ahead of schedule, while Mansfield 
CDC is delivering more than 95% of planned activity and continuing to expand capacity.

6. Longer-term capacity is being strengthened through workforce investment, including recruitment of trainee sonographers and planned replacement of diagnostic infrastructure, 
helping support a more sustainable recovery trajectory

7. Key Programme Delivery Risks:
8. Delivery against DM01 remains below trajectory across all three systems.
9. Workforce and reporting constraints continue to limit sustainable recovery.
10. Temporary capacity solutions remain important but may not provide a recurrent solution.
11. Diagnostic performance continues to constrain elective and cancer pathway recovery.
12. Failure to improve activity delivery risks prolonging waiting list growth.

13. Commissioner Response and Mitigating Actions:
14. Commissioners continue to apply enhanced contractual and performance oversight to diagnostic recovery, with a particular focus on the modalities contributing most significantly 

to six-week waits and delays across cancer and elective pathways.
15. NHS England diagnostic deep-dive findings are being used proactively to identify opportunities to improve productivity, utilisation and pathway performance, with 

recommendations incorporated into modality-specific recovery plans.
16. Additional capacity continues to be secured through CDC utilisation, mobile diagnostic units, insourcing and targeted additional sessions, ensuring recovery efforts remain 

focused on areas of greatest operational impact.
17. Longer-term sustainability is being supported through workforce development, infrastructure improvements and equipment replacement programmes. Expansion of CDC provision 

across the cluster remains a key strategic component of future recovery.
18. Commissioners are strengthening the alignment between diagnostic recovery, elective care and cancer delivery to ensure activity is coordinated through a pathway-based 

approach rather than relying on isolated organisational interventions.
19. Continued emphasis is being placed on value for money and ensuring recovery actions support both operational performance and longer-term service sustainability.

Programme Lead: Richard Eccles Programme Director: Gemma Whysall Delivery: Diagnostics Board Oversight: Commissioning Oversight Group
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3.3 Programme Overview: Cancer�ó Operational Plan Delivery Risk and Mitigations

17

1. Delivery Summary:
2. Faster Diagnosis performance is showing encouraging signs of improvement in parts of the cluster. Nottingham and Nottinghamshire achieved its June trajectory at 81.3% against 

an 80.0% plan, demonstrating delivery against the operational target. Derbyshire delivered 78.0% against 80.0%, whilst Lincolnshire delivered 74.0% against 80.1%, indicating that 
further improvement is still required but with recovery plans in place across all systems.

3. The 62-day standard remains the principal area requiring improvement across the cluster. Derbyshire delivered 64.2% against a plan of 76.5%, Lincolnshire 60.3% against 74.1%, 
and Nottingham and Nottinghamshire 65.7% against 76.2%. Whilst performance remains below trajectory across all three systems, this reflects common challenges relating to 
diagnostics, workforce availability and treatment capacity rather than isolated organisational issues

4. Pathway-level improvement is beginning to emerge within a number of tumour sites. Breast pathways have shown significant improvement in Faster Diagnosis performance in 
Nottingham, with similar methodologies now being replicated within urology pathways. Improvements are also being reported within gynaecology services, although urology 
continues to represent 24.8% of the current backlog, indicating the need for continued focus

5. Innovation and pathway transformation continue to support delivery. Skin AI is now live in Nottinghamshire and around one-third of patients are being discharged directly from the 
pathway, helping reduce unnecessary demand on specialist services and improving pathway efficiency. The equivalent pathway is ready for roll out in Lincolnshire. Across the 
cluster, recovery programmes increasingly focus on pathway redesign, earlier diagnosis and reducing unwarranted variation in performance

6. Key Programme Delivery Risks:
7. Recovery of the 62-day standard remains dependent on sustained improvement in diagnostic, oncology and treatment capacity.
8. Demand continues to grow across a number of tumour sites, increasing pressure on diagnostics, workforce and pathway management.
9. Diagnostic turnaround times continue to affect pathway progression within several key tumour groups.
10. Oncology workforce and treatment capacity constraints remain evident across breast, urology, colorectal, lung and gynaecology services.
11. Significant backlog cohorts remain within a small number of pathways, particularly urology, creating ongoing delivery risk.
12. Without continued improvement in Faster Diagnosis and treatment capacity, recovery trajectories may become increasingly difficult to achieve.

13. Commissioner Response and Mitigating Actions:
14. Commissioners continue to strengthen tumour-site accountability through regular recovery meetings, contract management arrangements and NHS England oversight processes, 

ensuring clear ownership of delivery and targeted intervention where performance remains below trajectory.
15. Recovery resources are increasingly being focused on the pathways contributing most significantly to backlog growth and performance variance, including urology, gynaecology, 

colorectal and skin pathways. Programme governance is ensuring these interventions remain aligned to delivery of both Faster Diagnosis and 62-day standards.
16. Additional capacity, backlog reduction initiatives and pathway redesign programmes remain central to provider recovery plans. Commissioners are maintaining close oversight to 

ensure these actions translate into sustained improvement and not solely short-term reductions in backlog.
17. Innovation continues to support pathway improvement, including Skin AI and other digitally enabled solutions designed to improve triage, pathway control and earlier decision 

making. Opportunities to spread successful approaches across additional tumour sites are being actively explored.
18. Recovery planning is increasingly focused on whole-pathway improvement, ensuring diagnostics, oncology capacity and treatment delivery are aligned and collectively support 

achievement of national standards.
19. Commissioners continue to work closely with NHS England and provider cancer teams to ensure best practice is identified, shared and implemented consistently across the 

cluster, supporting sustainable improvements in both access and patient outcomes.

Programme Lead: Richard Eccles Programme Director: Gemma Whysall Delivery: Cancer Board Oversight: Commissioning Oversight Group
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3.4 Programme Overview: UEC �ó Operational Plan Delivery Risk and Mitigations

18

Delivery Summary:
1. Urgent and Emergency Care performance remains mixed across the cluster, with positive delivery evident in parts of the system despite ongoing flow pressures. In June, 

Lincolnshire delivered 79.4% against a plan of 74.6%, exceeding trajectory by 4.8 percentage points, while Derbyshire delivered 74.2% against 74.9%, remaining close to plan 
despite the recognised data quality caveat affecting emergency care reporting. Nottingham and Nottinghamshire delivered 69.0% against a plan of 78.4%, reflecting continued 
pressure across the urgent care pathway

2. The principal challenge continues to be system flow rather than front-door performance alone. Twelve-hour waits remained above plan across all three systems, with 
Derbyshire reporting 12.2% against 4.4%, Lincolnshire 15.6% against 9.3%, and Nottingham and Nottinghamshire 10.5% against 7.8%. This highlights the ongoing impact of 
discharge delays, bed occupancy and inpatient flow on overall urgent care performance.

3. Ambulance performance continues to be affected by wider system pressures. Category 2 response times remained above trajectory in all three systems, with Derbyshire 3 
minutes 38 seconds above plan, Lincolnshire 16 minutes 15 seconds above plan, and Nottingham and Nottinghamshire 1 minute 41 seconds above plan. Whilst improvement 
initiatives are underway, ambulance responsiveness continues to be influenced by delays elsewhere within the urgent care pathway

4. Lincolnshire continues to demonstrate positive operational resilience despite significant demand. Type 1 attendances were reported at 5.3% above plan, whilst four-hour 
performance remained above trajectory. This reflects the benefit of established front-door streaming arrangements and admission avoidance approaches, although 
downstream pressures remain evident through ambulance handover delays and prolonged waits

5. Across the cluster there are encouraging signs of stronger system coordination and oversight. Progress with discharge pathways, Transfer of Care development, admission 
avoidance services and winter planning provides a more robust platform for recovery, although sustained improvement will depend on continued whole-system focus on flow 
and capacity.

6. Key Programme Delivery Risks:
7. Twelve-hour waits remain above plan across all three systems and continue to present a significant system flow challenge.
8. Ongoing discharge delays and high bed occupancy are limiting the pace of recovery and reducing operational resilience.
9. Ambulance response times and handover delays remain under pressure across the cluster.
10. Recruitment and mobilisation challenges within discharge and admission avoidance services may delay recovery.
11. Increased seasonal demand may place additional pressure on already constrained pathways if improvements in flow are not sustained.
12. Commissioner Response and Mitigating Actions:
13. Commissioners are strengthening whole-system oversight through refreshed governance arrangements that bring together providers, local authorities and system partners to 

focus collectively on patient flow, discharge performance, ambulance handovers and admission avoidance. This approach is providing greater visibility of operational risks and 
supporting more coordinated delivery across organisations.

14. Development of a single Transfer of Care Hub remains a key strategic priority and is expected to improve coordination across discharge pathways, reduce duplication of process 
and provide greater visibility of available capacity across health and social care partners. Work on service design and mobilisation planning continues through the 
commissioning programme.

15. Commissioners are reviewing admission avoidance, intermediate care and discharge pathways through the DLN commissioning programme to ensure future service models 
are aligned to neighbourhood delivery, population need and value for money principles. Focus is being given to reducing avoidable admissions and supporting earlier discharge

16. Planning for winter resilience is well advanced, with systems using current operational intelligence to identify delivery risks, strengthen resilience and ensure mitigations are 
implemented ahead of anticipated seasonal pressures. Learning from current performance is being incorporated into winter planning assumptions across the cluster. 

17. Positive operational practice is increasingly being shared across organisations, including learning from front-door streaming, admission avoidance and discharge initiatives. 
Whilst recognising local differences in demand and capacity, the cluster is working to replicate successful approaches where they can deliver sustainable improvement in 
patient flow and urgent care performance. 

 

Programme Lead: Gemma Whysall Programme Director: Gemma Whysall Delivery: UEC Board Oversight: Commissioning Oversight Group
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3.5 Programme Overview: Community �ó Operational Plan Delivery Risk and Mitigations

19

Delivery Summary:
1. Adult community performance remains a positive area across the cluster. Lincolnshire and Nottingham and Nottinghamshire reported zero adults waiting over 52 weeks, whilst 

Derbyshire reported only 4 waits against a plan of 92, remaining materially better than trajectory. This demonstrates continued delivery of the adult waiting time standard despite 
wider pressures across health and care services.

2. �������+�î�X�ô�2�Ù�Í�2�î�Ù�´�:�j�2���Ù�„�ô�:�U�+�ô�
�\�Ù�•�Í���e���2���Ù�e���1�ô�\�Ù�X�ô�1�Í���2�Ù�e���ô�Ù�U�X���2�è���U�Í�+�Ù�è�:�1�1�j�2���e�…�Ù�î�ô�+���}�ô�X�…�Ù�è���Í�+�+�ô�2���ô�ß�Ù�"�ô�X�æ�…�\�����X�ô�Ù�X�ô�U�:�X�e�ô�î�Ù�W�O�R�Ù���´�„�Ù�•�Í���es over 52 weeks against a plan of 62, 
Lincolnshire reported 1,326 waits against a plan of 1,326, and Nottingham and Nottinghamshire reported 257 waits against a plan of 250. While pressure remains significant, the 
position varies considerably across the cluster and reflects differing demand, pathway and capacity challenges.

3. Lincolnshire is delivering its agreed trajectory, although the absolute backlog remains substantial at 1,326 waits, reinforcing the importance of maintaining recovery activity and 
securing a credible long-term reduction plan

4. Nottingham and Nottinghamshire remains close to plan and reported improvement compared to the previous month. CYP waits were 257 against a plan of 250, with reductions 
reported in Occupational Therapy waits and continued focus on Speech and Language Therapy recovery. This provides encouraging evidence that targeted intervention and 
oversight are beginning to deliver improvement

5. Community services continue to play an increasingly important role in wider system transformation. Across the cluster, neighbourhood delivery models, integrated care 
approaches and system-wide pathway redesign programmes continue to mature, supporting a longer-term shift towards prevention, earlier intervention and care closer to home

6. Key Programme Delivery Risks:
7. Sustained growth in CYP demand continues to exceed available workforce and service capacity across several pathways.
8. Community Paediatrics, Speech and Language Therapy, Occupational Therapy and neurodevelopmental services continue to experience significant pressure.
9. Derbyshire's CYP waiting list position remains materially above trajectory and requires continued validation and recovery activity.
10. Whilst Lincolnshire is achieving its agreed trajectory, the overall backlog remains substantial and presents an ongoing delivery challenge.
11. Workforce availability, recruitment challenges and increasing complexity of need may reduce the pace of recovery.
12. Delivery remains closely linked to wider SEND, neighbourhood and system transformation programmes, creating dependencies outside direct provider control.

13. Commissioner Response and Mitigating Actions:
14. Commissioners are prioritising validation and assurance of CYP waiting list positions across the cluster to ensure recovery actions are informed by accurate and consistent 

pathway-level intelligence. This is helping provide a clearer understanding of demand, capacity and the drivers of long waits
15. Additional assurance is being sought from providers where recovery trajectories remain unclear or where confidence in the pace of improvement is limited. Formal contract 

management and programme governance arrangements are being utilised to strengthen delivery oversight and maintain organisational accountability.
16. Recovery planning is increasingly focused on developing sustainable solutions rather than relying solely on short-term capacity measures. Commissioners are working with 

providers to understand pathway demand, workforce requirements and opportunities for service redesign that can support long-term improvement.
17. Community recovery is being aligned with wider neighbourhood health, SEND and transformation programmes to support a more integrated approach to improving outcomes for 

children and young people. This is intended to reduce fragmentation and strengthen coordination across health, education and care services.
18. Demand and capacity modelling is being used to support future commissioning decisions across therapy, neurodevelopmental and paediatric services. This will help ensure 

future investment and service developments are targeted towards areas of greatest need and risk. Providers continue to be supported and challenged to develop credible 
recovery trajectories with clear milestones, measurable improvements and demonstrable reductions in long-wait cohorts. Commissioners will maintain close oversight to ensure 
recovery plans remain realistic, deliverable and focused on achieving sustainable improvement

DDICB Lead: Victoria McGregor Riley LICB: Richard Eccles NNICB: Gemma Whysall Delivery: Community Boards Oversight: Commissioning Oversight Group
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3.6 Programme Overview: Primary Care �ó Operational Plan Delivery Risk and Mitigations

20

Delivery Summary
1. Primary care access continues to be a positive area of delivery across the cluster. All three ICBs exceeded their June trajectories for clinically urgent same-day appointments. 

Derbyshire delivered 75.0% against a plan of 70.0%, Lincolnshire 71.3% against 68.7%, and Nottingham and Nottinghamshire 78.9% against 75.0%. This demonstrates 
continued progress towards the national ambition and reflects sustained focus on improving timely access to general practice services. 

2. Strong same-day access performance is supported by delivery of overall GP appointment activity. Derbyshire delivered 84,688 appointments above plan, Lincolnshire 52,321 
above plan, and Nottingham and Nottinghamshire 134,762 above plan. This indicates that systems are delivering both urgent and routine activity at scale and are maintaining 
access despite ongoing workforce pressures. 

3. Dental services remain the principal area requiring improvement. In June, Derbyshire was 264 UDAs below plan, Lincolnshire 13,809 below plan, and Nottingham and 
Nottinghamshire 14,848 below plan, giving a combined shortfall of almost 29,000 UDAs across the cluster. While recovery programmes are underway, access to NHS dentistry 
continues to present a significant challenge nationally and locally. 

4. Practice-level variation continues to be monitored closely. Whilst the overall cluster position remains positive, commissioners recognise the importance of ensuring 
improvements are delivered consistently across practices and population groups, with ongoing work to improve coding quality, reporting accuracy and adoption of best 
practice. 

5. Primary care continues to play an important role in wider system transformation. Delivery of same-day access, Pharmacy First and digital access initiatives are supporting 
demand management across urgent care pathways and helping to ensure patients can access support through the most appropriate route. 

Key Programme Delivery Risks
1. Workforce pressures across general practice, dentistry and community pharmacy continue to present a risk to sustaining current levels of delivery and access.
2. Variation in practice-level performance and adoption of access models may result in inconsistent patient experience across systems.
3. Dental activity remains below trajectory across all three ICBs and continues to represent the most significant primary care delivery risk.
4. Continued demand growth may place additional pressure on practices, particularly where recruitment and workforce availability remain challenging.
5. Reliance on alternative access routes, including Pharmacy First and digital services, requires sustained provider engagement and public uptake to support wider system 

demand management.
Commissioner Response and Mitigating Actions
1. Commissioners are maintaining strong oversight of primary care access delivery and continue to support progress towards the national ambition for clinically urgent same-day 

access through regular performance review, targeted engagement with practices and system-wide monitoring of access measures. This is helping ensure positive performance 
is sustained and that emerging risks are identified at an early stage. 

2. Detailed practice-level analysis is being used to identify unwarranted variation in access performance and support targeted improvement activity where required. This 
approach allows commissioners to provide focused support to practices whilst sharing learning from those consistently delivering strong performance. 

3. Data quality and coding remain important priorities across the cluster. Commissioners continue to work with practices to improve consistency in appointment recording and 
reporting, providing greater confidence that reported performance accurately reflects patient access and operational delivery. 

4. Dental access remains a major commissioning priority. Recovery activity includes implementation of the 110% delivery scheme, UDA rebasing and recommissioning 
opportunities designed to maximise available contractual capacity and improve access to NHS dental services. Commissioners are maintaining oversight of delivery to ensure 
available resource translates into additional patient activity. 

5. Ongoing review of programme outcomes is helping identify where further intervention may be required and ensuring that investment supports sustainable improvements in 
access, utilisation and patient experience. This includes monitoring variation, uptake and delivery across local providers. 

6. Primary care recovery continues to be aligned with broader neighbourhood health, Pharmacy First and digital access programmes. This supports wider system objectives 
around demand management, prevention and ensuring patients can access support through the most appropriate setting. 

Programme Lead: Caroline Goulding Programme Director: Caroline Goulding Delivery: Primary Care Board Oversight: Commissioning Oversight Group
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3.7 Programme Overview: Mental Health & LDA �ó Operational Plan Delivery Risk and Mitigations

21

Delivery Summary:
1. Mental health delivery remains positive across several core access and recovery measures. Performance against Individual Placement and Support (IPS), Early Intervention in Psychosis (EIP) 

and Talking Therapies recovery standards remains strong across much of the cluster, reflecting continued focus on access, early intervention and recovery-focused care. 
2. Out-of-area placement performance remains encouraging in Derbyshire and Lincolnshire. Both systems reported zero inappropriate out-of-area placements, supporting progress towards the 

national ambition of eliminating inappropriate placements by March 2028. Nottingham and Nottinghamshire reported 10 placements against a plan of 8, remaining above trajectory but with 
active management arrangements in place to support recovery. 

3. Inpatient flow and length of stay remain the principal operational challenge. Derbyshire reported an older adult mean length of stay of 78.0 days against a plan of 81.5 days, performing better 
than trajectory. Nottingham and Nottinghamshire reported 93.0 days against a plan of 77.2 days, whilst Lincolnshire reported 137.0 days against 57.7 days, reflecting the continued 
complexity of discharge arrangements and the availability of appropriate community support and placements. 

4. Children and Young People's mental health services continue to demonstrate positive access delivery, although some specialist pathways remain under pressure. CYP Eating Disorder 
routine waiting time performance delivered 93% in Derbyshire, 86% in Nottingham and Nottinghamshire and 50% in Lincolnshire, against the national standard of 95%. Small numbers of 
patients accessing the services and patient choice to delay treatments remain key drivers of the position. 

5. Learning Disability and Autism performance remains broadly positive. Annual Health Check delivery is ahead of plan across all three ICBs, with Derbyshire 31 above plan, Lincolnshire 48 
above plan, and Nottingham and Nottinghamshire 176 above plan. However, inpatient flow remains an important area of focus, particularly where discharge complexity and community 
placement availability continue to affect trajectory delivery. 

6. Key Programme Delivery Risks:
7. Inpatient flow and Learning Disability and Autism inpatient reduction are increasingly constrained by system-wide dependencies, including housing, supported accommodation, social care, 

rehabilitation, specialist provider-market capacity and suitable community alternatives. These issues cannot be resolved through provider action alone and require coordinated 
commissioner, provider and local-authority intervention.

8. Older adult length of stay continues to remain above trajectory in parts of the cluster and is limiting progress towards improved inpatient flow and bed utilisation. 
9. Urgent and crisis responsiveness remains variable across the cluster, reinforcing the need for more consistent same-day access, crisis alternatives, home treatment and onward pathways. 

CYP Eating Disorder performance also remains below the national standard across all three systems.
10. Delivery of Learning Disability and Autism inpatient reduction trajectories remains dependent upon the availability of community accommodation, supported living provision and timely 

discharge arrangements. 
11. Commissioner Response and Mitigating Actions:
12. Commissioners are maintaining close oversight of inpatient flow and discharge through MADE processes, delayed transfer reviews and strengthened partnership working across providers, 

local authorities and community services. These arrangements are helping ensure barriers to discharge are identified earlier and escalated appropriately where system intervention is 
required. 

13. Additional leadership oversight of Section 117 arrangements and discharge planning processes is supporting more timely decision making in complex cases. This work is designed to improve 
patient flow, reduce avoidable inpatient delays and strengthen delivery against length-of-stay trajectories across the cluster. 

14. Recovery plans are actively monitored for Talking Therapies completion rates, CYP Eating Disorder performance and other measures where delivery remains below trajectory. Commissioners 
continue to work closely with providers to ensure recovery actions remain realistic, evidence-based and focused on sustainable improvement. 

15. Programme assurance will increasingly test whether transformation is delivering measurable changes in access, crisis demand, admissions, length of stay, delayed discharge and reliance on 
out-of-area or independent-sector care. Development of a single integrated MHLDA dashboard, using common definitions and place-level trajectories, will support exception-led assurance 
across performance, finance, quality, inequalities and programme delivery.

16. The MHLDA Programme Board provides the principal cluster-wide route for integrating performance, transformation, finance, quality, inequalities and risk. Local contract arrangements retain 
responsibility for first-line provider recovery, with unresolved or cross-system issues escalated through the Programme Board and, where required, to the Commissioning Oversight Group. 
Financial recovery will be managed alongside service transformation, with schemes expected to demonstrate clinically credible activity change, quality and equality impact, clear milestones 
and realised benefit.

Programme Lead: Richard Eccles Programme Director: Richard Eccles Delivery: Mental Health & LD&A Board Oversight: Commissioning Oversight Group
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3.8 Programme Overview: CYP �ó Operational Plan Delivery Risk and Mitigations

22

1. Delivery Summary:
2. CYP delivery remains mixed but broadly positive across the cluster, with a number of key access measures performing well and strengthened programme governance now 

supporting more coordinated oversight. The DLN CYP Programme Board and Delivery Board are fully established and are providing greater focus on recovery, escalation and delivery 
across system partners. 

3. Derbyshire continues to deliver positive CYP mental health access performance, with activity remaining ahead of plan. The principal area requiring continued improvement relates 
to community waiting times, particularly within Community Paediatrics and Community Physiotherapy pathways, where validation and recovery activity is ongoing to better 
understand demand and target intervention appropriately. 

4. Lincolnshire is also delivering CYP mental health access ahead of trajectory and continues to maintain Learning Disability and Autism inpatient numbers within tolerance. The main 
challenge remains within Community Paediatric neurodevelopmental pathways, which account for the majority of CYP 104-week waits. The recent inclusion in the national GIRFT 
Neurodevelopmental Pathway programme provides a positive opportunity to support pathway redesign and longer-term recovery. 

5. Nottingham and Nottinghamshire continues to demonstrate positive delivery across several priority measures. CYP mental health access remains on track, while 104-week wait 
recovery is progressing in line with expectations. Within therapy pathways, Occupational Therapy waits reduced from 103 to 90, demonstrating encouraging progress. However, 
Speech, Language and Communication Needs waits increased from 87 to 118, reflecting sustained demand pressures and providing a clear focus for further recovery activity.

6. The programme is increasingly supporting a more coordinated cluster-wide approach to CYP recovery. Opportunities presented through Experts at Hand funding, pathway redesign 
and collaborative commissioning arrangements are helping strengthen early intervention, improve pathway alignment and support more consistent delivery across the DLN 
footprint. 

7. Key Programme Delivery Risks:
8. Demand across CYP services continues to increase, particularly within neurodevelopmental, speech and language therapy and occupational therapy pathways.
9. Significant long-wait cohorts remain within a number of community-based services, with continued pressure on assessment capacity and workforce availability.
10. Derbyshire community waiting times require continued validation and recovery activity to ensure performance improvement actions are appropriately targeted.
11. Lincolnshire's recovery remains dependent upon long-term improvement within neurodevelopmental pathways and continued delivery of GIRFT recommendations.
12. Growing demand, workforce challenges and increasing case complexity continue to affect recovery across several CYP pathways.
13. Strong interdependencies remain with SEND services, community provision, local authority partners and wider system transformation programmes, creating risks that cannot be 

addressed through provider action alone.
14. Commissioner Response and Mitigating Actions:
15. Commissioners are utilising the DLN CYP Programme Board to provide stronger strategic oversight, delivery assurance and escalation across the cluster. The governance model is 

creating clearer accountability, improving visibility of delivery risks and supporting more coordinated system-wide action. 
16. A more pathway-based commissioning approach is being adopted, recognising that many of the current challenges are driven by demand growth, workforce pressures and SEND-

related factors that require whole-system solutions rather than isolated provider interventions. Commissioners are therefore working across organisational boundaries to support 
sustainable recovery. 

17. Targeted recovery work continues across Community Paediatrics, Speech and Language Therapy, Occupational Therapy and neurodevelopmental pathways. Demand and capacity 
analysis is being used to improve understanding of service pressures and inform future recovery priorities, commissioning decisions and workforce planning. 

18. Commissioners continue to support service redesign, workforce initiatives and pathway improvement programmes aimed at reducing long waits and improving access. This 
includes work on referral criteria, triage processes, discharge pathways, digital solutions and optimisation of existing workforce capacity.

19. Development of enhanced performance reporting and dashboard arrangements will provide greater visibility of recovery progress, support improved assurance and enable earlier 
identification of emerging delivery risks. This is expected to strengthen commissioner challenge and support more effective decision making across the programme.

Programme Lead: Victoria McGregor-Riley Programme Director: Victoria McGregor -Riley Delivery: CYP Board Oversight: Commissioning Oversight Group
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3.8 Programme Overview: Women's Health �ó Operational Plan Delivery Risk and Mitigations

23

1. Delivery Summary:
2. The DLN Women's Health Programme has continued to progress from programme development into implementation, providing a stronger foundation for delivery of national and 

regional priorities across the three ICBs. A shared cluster-wide approach is now established, with increasing focus on translating strategic ambitions into operational delivery and 
measurable improvement. 

3. Development of neighbourhood-based Women's Health models continues to advance across the cluster. Current priorities include gynaecology, heavy menstrual bleeding, pelvic 
pain and urogynaecology pathways, with a focus on improving access, reducing inequalities and delivering more care closer to home where clinically appropriate. These 
developments have the potential to reduce pressure on acute services whilst improving patient experience and outcomes. 

4. The programme is increasingly drawing upon population health intelligence and health equity assessments to support decision making. This is providing a stronger evidence base 
for future commissioning decisions and helping ensure that improvement activity is targeted towards areas of greatest need, variation and health inequality. 

5. Positive progress has also been made in developing enabling infrastructure for future delivery. This includes engagement with the CLEAR Women's Health Neighbourhood 
Transformation Programme, development of digital support solutions, strengthened programme reporting arrangements and work to establish a Women's Health Alliance to 
support stakeholder engagement and co-production. 

6. Whilst the programme is not yet supported by a mature set of operational performance measures, foundations are now being established to support future reporting and 
assurance. The focus during this phase is appropriately centred on implementation, governance, pathway development and creation of a robust performance framework that will 
support measurable delivery in future reporting cycles. 

7. Key Programme Delivery Risks:
8. National policy and guidance continue to evolve, creating the potential for further refinement of local priorities, programme structures and delivery plans.
9. Delivery remains dependent upon sufficient programme, clinical and operational capacity across partner organisations to support implementation at pace.
10. Progression of neighbourhood-based Women's Health models remains dependent upon agreement across the DLN footprint regarding commissioning arrangements, funding 

models and service specifications.
11. The programme remains at a relatively early stage of maturity compared with more established operational programmes, with ongoing dependency on development of reporting 

frameworks, baseline measures and benefit realisation arrangements.
12. Commissioner Response and Mitigating Actions:
13. Commissioners have established a shared DLN Women's Health Programme and Delivery Plan, providing a stronger foundation for delivery of national priorities and ensuring 

greater consistency of approach across Derbyshire, Lincolnshire and Nottingham and Nottinghamshire. Programme governance arrangements continue to mature, supporting 
stronger accountability and oversight of delivery.

14. Implementation of the Women's Health Delivery Plan is creating clearer ownership of workstreams, delivery milestones and performance expectations. Commissioners are using 
these arrangements to provide greater assurance that programme activity remains focused on delivering measurable improvements in access, outcomes and patient experience. 

15. Development of neighbourhood-based Women's Health models remains a major strategic priority. Commissioners are working with providers and system partners to develop 
sustainable pathways for gynaecology, pelvic pain, heavy menstrual bleeding and urogynaecology services, supporting delivery closer to home and reducing unnecessary reliance 
on acute hospital services. 

16. Population health intelligence, health equity assessments and local needs analysis continue to inform programme priorities and commissioning decisions. This approach is 
helping ensure resources and transformation activity are directed towards areas of greatest opportunity and greatest inequality.

17. Work is ongoing to develop dashboards, reporting arrangements, key performance indicators and benefits realisation measures. These developments will strengthen future 
performance oversight and provide a more comprehensive understanding of programme impact across the cluster. 

Programme Lead: Victoria McGregor-Riley Programme Director: Victoria McGregor -Riley �"�ô�+���}�ô�X�…�á�Ù�®�:�1�ô�2�
�\�Ù���:�Í�X�î Oversight: Commissioning Oversight Group
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4.0 NHS Oversight Framework: ICB Delivery Overview

24Programme Lead: Sarah Bray Programme Director: Maria Principe Delivery: Commissioning Oversight Group Oversight: Joint Executive Group

1. Overall position: DDICB has the strongest relative profile, LICB is mixed, and NNICB is the most challenged overall.

2. Main themes:  There were positive positions  for the cluster around waiting lists, cancer diagnosis, CHC referrals, prescribing and staff survey indicators 
Focus areas include access, discharge flow, productivity, workforce experience and health inequalities.

3. DDICB Position: Above average or better in access, experience, safety and workforce; finance is the key lowest-quartile risk.  Positive themes include i mproved waiting list 
position, cancer diagnosis, CHC referrals, mental health OAPS, GP appointments and staff survey scores.  Areas of focus include GP booking satisfaction, discharge delays, 
antibiotic prescribing, implied productivity and healthy-years inequality.

4. LICB Position: Strongest in safety, finance and population health, but below average for access, experience and workforce.  Positive themes include  CHC referrals, NICE 
hypertension and cardiovascular treatment, cancer staging, stroke admission gap and financial plan performance.   Areas of focus include Cancer diagnosis stage, discharge 
delays, GP appointment access, neonatal still-births, breast screening and workforce leaver rate.

5. NNICB Position: Access, experience and finance sit in the lowest quartile; workforce and population health are below average.  Positive themes include CHC referral waits, 
CYP antibiotic prescribing and some prevention activity around smoking, weight management and diabetes.  Areas of focus include GP booking satisfaction, discharge delays, 
diabetes care processes, productivity, staff survey concerns and cancer staging.

6. Q1 2026/27 will be the first quarter assessed against the new framework. Segmentation will be included in future reports when published by NHSE. 
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5.0 Data Quality Position 

25Programme Lead: Sarah Bray Programme Director: Maria Principe Delivery: Commissioning Oversight Group Oversight: Commissioning Oversight Group

1. A DLN-wide Data Quality Framework has been established to strengthen the consistency, reliability and assurance of data used across performance reporting, commissioning and contract 
management. The framework introduces clear governance, roles and accountabilities, linking operational data processes to system-level oversight through DQOG, AF&P and COG, ensuring 
data quality is managed as a core delivery enabler rather than a technical function.

2. The framework standardises data quality processes across the cluster, embedding both preventative controls (e.g. validation, coding accuracy) and detective controls (e.g. system-level 
scrutiny and audit). Assurance is delivered through a combination of local ownership and central SAIU oversight, supported by formal reporting routes and structured governance.

3. A consistent risk management approach is in place, with data quality risks assessed using a standardised methodology, tracked through a DQOG-managed risk register, and escalated through 
AF&P and COG as required. Current data shows: 31 active data quality issues across the cluster, of which 22 relate to acute data, with 9 relating to non acute. Across acute and non-acute care, 
there are 6 issues relating to missing data and 7 relating to timeliness of data received. This demonstrates both the scale of current challenge and improved visibility of risk through the 
framework

4. The framework establishes clear escalation thresholds and reporting mechanisms, ensuring issues are identified early, acted on consistently and explicitly linked to performance and delivery 
risk. This is strengthening confidence in system reporting and improving alignment between activity, performance and financial management, which is critical to effective commissioning 
oversight.

5. The chart below summarises the volume and type of issues logged on the data quality register at the end of August 2026; most issues relate to inaccurate or late data submission issues 
through national routes.  There are issues relating to ED reporting which affect all 3 systems, which are being progressed by the SAIU with the providers concerned, the majority relate to type 3 
attendance reporting.
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Meeting title  Integrated Care Boards: Open Session (meeting in common) 
Meeting date  17/09/2026 
Paper  title  Finance Report  
Paper  reference  ICB CIC 26 053 
Paper  author  Rebecca McCauley, Senior Finance Business Partner, NHS Derby and 

Derbyshire ICB 
Paper  sponsor  Bill Shields, Executive Director of Finance 
Presenter  Bill Shields, Executive Director of Finance 

 

Paper type    
For assurance ��  For decision ��  For discussion ��  For information ��  

 

Report summary  

This report outlines the financial position of the three ICB systems, including both ICB and 
provider positions, for the four-month period April 2026 to July 2026.  

All three ICBs continue to forecast delivery of their planned full-year financial positions. The 
ICBs are reporting a £3.7 million adverse year-to-date position at Month four in line with 
plans. The full-year forecast remains aligned to plan across all organisations to deliver a 
break-even position. 

The ICBs continue to forecast delivery of their £163.1 million efficiency programme. However, 
£5.7 million of recurrent efficiency under delivery is currently being offset by non-recurrent 
savings, resulting in a deterioration in the underlying position.  

The ICBs are reporting gross forecast risks of £77.0 million, principally relating to efficiency 
delivery (£33.2 million), additional cost pressures (£24.8 million), prescribing and continuing 
healthcare expenditure (£13.3 million). Identified mitigations fully offset these risks, resulting 
in a net nil risk position. Delivery of the forecast remains dependent on the successful 
implementation and maturity of these mitigating actions. 

Whilst the overall financial position remains in line with plan, continued focus is required on 
recurrent efficiency delivery, management of demand-led cost pressures and the delivery of 
planned mitigations to maintain financial sustainability and achieve year-end objectives. 

 

Recommendation(s)  
The Boards are asked to receive  the paper for assurance in relation to the financial position 
of the ICBs. 

 

Appendices  
None 
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2 

 

Board Assurance Framework  
This paper provides assurance in relation to the management of the following ICB strategic 
risk(s): 
�x Failure to allocate resources effectively and shape provider markets to deliver value, 

productivity and system priorities 
�x Failure to commission services through effective procurement and contract management 

arrangements, compromising financial sustainability 
 

Relevant statutory duties   
��  Quality improvement ��  Public involvement and consultation 

��  Reducing inequalities ��  Equality and diversity 

��  Financial limits/ breakeven ��  Effectiveness, efficiency and economy 

��  Integration of services ��  Wider effect of decisions (triple aim) 

��  Promoting innovation ��  Promoting research 

��  Patient choice ��  Obtaining appropriate advice 

��  Promoting education/training ��  Climate change 
 

Are there any conflicts of interest requiring management?  
No 

 

Is this paper  confidential?  
No 
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Finance Report July 2026 (Month 4)
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Systems Overview 
System Provider Metrics Month 4

2

I&E Postion Including Deficit Support Funding

Organisation YTD Plan YTD Actual YTD Variance

£'m £'m £'m

DD ICS (18.8) (18.9) (0.1) R

L ICS (12.6) (12.4) 0.2 G

NN ICS (38.7) (70.0) (31.3) R

Grand Total DLN (70.1) (101.3) (31.2) R

Overview of the Derbyshire, Lincolnshire, Nottinghamshire (DLN) Integrated 
Care Systems (ICS)

At month 4, the DLN ICS is reporting a deficit of £101.3m against a planned deficit 
position of £70.1m, an adverse variance of £31.2m. Lincolnshire are ahead of plan 
at month 4 with Derbyshire £0.1m adverse to plan and Nottinghamshire reporting a 
£31.3m adverse variance.

VARIANCE

KEY DRIVERS
The primary drivers of the variance within 
Nottinghamshire are, Nottingham University Hospitals 
(£17.6m adverse), reflecting pay cost pressures and 
under-delivery of efficiencies, Sherwood Forest 
Hospitals (£6.9m adverse) with under-delivery of 
efficiencies and other cost pressures, and 
Nottinghamshire Healthcare (£6.8m adverse), driven 
by both pay and non-pay pressures.

All organisations are, however, forecasting 
delivery of their full -year financial plans.

Efficiencies

£11.5m BEHIND PLAN
At Month 4, efficiency delivery is £11.5m behind the 
planned £150.5m. All systems are reporting behind 
plan, with Derbyshire £8.5m adverse (University 
Hospitals Derby and Burton at £5.3m and the ICB 
£4.1m), Lincolnshire £0.4m behind plan (across all 
providers), and Nottinghamshire £2.6m behind plan, 
driven by Nottingham University Hospitals (£4.2m) 
and Sherwood Forest Hospitals (£3.0m).

DELIVERY

FULL-YEAR PLAN
The variance across all systems is largely attributable 
to delays in schemes moving into the delivery phase 
and the phasing of planned efficiency savings.

All organisations are, however, forecasting 
delivery of their full -year efficiency plans.
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ICBs (1 of 3)
All  three  ICBs forecast  delivery  of  plan ; sustainability  remains  dependent  on mitigations  and recurrent  
efficiency  delivery .

ICB Key Metrics Variance to Plan - Surplus / (Deficit)
Year to Date Full Year

DDICB LICB NNICB DLN Total DDICB LICB NNICB DLN Total
£m £m £m £m £m £m £m £m

Financial Performance 0.0 G 0.0 G 0.0 G 0.0 G 0.0 G 0.0 G 0.0 G 0.0 G
Efficiency (4.1) R 1.1 G 3.0 G 0.0 G 0.0 G 0.0 G 0.0 G 0.0 G
Spend of Capital Allocation 0.0 G 0.3 G 0.0 G 0.3 G 0.0 G 0.0 G 0.0 G 0.0 G
Spend of Running Cost Allocation 0.9 G 0.6 G 0.8 G 2.3 G 2.7 G 1.7 G 2.3 G 6.8 G
Mental Health Investment Standard N/A - N/A - N/A - N/A - 0.1 G 0.0 G 0.0 G 0.1 G
Risk Position (Net) N/A - N/A - N/A - N/A - 0.0 G 0.0 G 0.0 G 0.0 G
Underlying Position N/A - N/A - N/A - N/A - 22.8 G (15.2) R (10.8) R (3.2) R
Better Payment Practice Code >95% G >95% G >95% G >95% G >95% G >95% G >95% G >95% G

DELIVERY

ON PLAN
All three ICBs and the forecast plan delivery, 
including full-year efficiency plans.

RISK

FULLY MITIGATED
£77.0m of gross forecast risk is fully offset by 
mitigations, with delivery requiring continued 
oversight.

WATCHPOINT

SUSTAINABILITY
Delivery remains reliant on mitigations and recurrent 
efficiency improvement; reduce dependence on one-
off measures.
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ICBs (2 of 3)
Plan remains  deliverable ; major  pressures  are offset,  but  efficiency  recovery  and mitigation  delivery  remain  critical .

FINANCIAL PRESSURES

£23.9m adverse Prescribing

£19.6m adverse MHLDA

£3.3m adverse CHC

Demand growth, pricing, complex care 
packages and efficiency delivery remain the key 
drivers.

LARGEST OFFSETS

£28.0m favourable Other Programme Services

£10.4m favourable Specialised Commissioning

£3.9m favourable Other primary care

These offsets continue to support the balanced forecast.

EFFICIENCY WATCHPOINT

£163.1m  Full-year efficiency plan

£5.7m   Recurrent under-delivery

£33.2m   Risk-adjusted shortfall fully mitigated

£5.7m of recurrent efficiency under-delivery is currently 
being replaced by non-recurrent savings, creating an 
ongoing sustainability risk.

The ICBs remain on track to deliver plan; £77.0m of gross forecast risk is fully mitigated within forecast positions, althoug h 
delivery remains dependent on mitigation delivery, recurrent efficiency recovery and active management of prescribing, Mental  
Health, Learning Disabilities and Autism (MHLDA) and Continuing Healthcare (CHC) pressures.
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ICBs (3 of 3)
Risks remain fully mitigated; sustainability depends on mitigation delivery and improved recurrent 
efficiency performance.

RISK & SUSTAINABILITY

£77.0m   gross forecast risk fully mitigated

£3.2m deficit   Indicative proxy underlying

Reliance on non-recurrent efficiencies remains a 
sustainability concern.

The £3.2m proxy position is subject to further review 
and validation as the underlying data and assumptions 
are worked through.

CASH & WORKING CAPITAL

Cash remains within the available 
envelope but is £91.3m overdrawn against 
a straight -lined profile due to timing of 
payment and phasing of efficiency 
schemes.

£10.6m   overdue payables

£2.3m   overdue receivables

Unvalidated   BPPC position

A national reporting issue is under review. 
Reported performance may change materially 
when corrected and could fall below the 95% 
target; a validated update will follow.

BOARD FOCUS

�‡��Maintain oversight of prescribing, 
MHLDA and CHC pressures.

�‡��Monitor delivery and maturity of 
mitigations supporting the balanced 
forecast.

�‡��Improve recurrent efficiency delivery and 
reduce reliance on non-recurrent 
measures.

�‡��Review underlying-position and run-rate 
reporting at Month 5.

Overall page 303 of 384



Appendix 1 �óSystem Income and Expenditure
TOTAL 
Income and Expenditure Summary Net Expenditure

Year to Date Full Year
Plan Actual Variance Plan Actual Variance
£m £m £m % £m £m £m %

Revenue Resource Limit (1,907.5) (5,799.7)
Acute Services 1,366.2 1,364.6 1.7 0.1% G 4,034.5 4,032.8 1.6 0.0% G

Acute services - NHS 1,290.5 1,288.1 2.4 0.2% G 3,830.4 3,827.2 3.1 0.1% G
Acute services - Independent/commercial sector 65.5 66.3 (0.7) (1.1%) R 188.6 189.6 (1.0) (0.5%) R
Acute services - Other non-NHS 6.0 6.4 (0.4) (6.3%) R 17.9 18.3 (0.4) (2.1%) R
Acute Services - Other Net Expenditure 4.2 3.9 0.3 7.9% G (2.5) (2.3) (0.2) 6.5% G

Community Health Services 250.3 250.3 0.0 0.0% G 737.5 737.2 0.3 0.0% G
Mental Health Services 311.1 321.7 (10.6) (3.4%) R 923.4 942.9 (19.6) (2.1%) R

MH Services  - NHS 194.7 197.1 (2.4) (1.2%) R 577.5 585.1 (7.5) (1.3%) R
MH Services  - Independent / Commercial Sector 67.6 67.2 0.4 0.6% G 200.1 199.5 0.6 0.3% G
MH Services  - Other non-NHS 46.6 58.1 (11.6) (24.9%) R 141.5 159.1 (17.6) (12.4%) R
MH Services  - Other net expenditure 2.3 (0.7) 3.0 132.8% G 4.3 (0.7) 5.0 116.5% G

Continuing Care Services 129.6 130.8 (1.2) (0.9%) R 382.4 385.7 (3.3) (0.9%) R
Prescribing 198.0 209.8 (11.8) (5.9%) R 590.4 614.3 (23.9) (4.1%) R
Delegated Primary Medical Services 239.5 239.1 0.5 0.2% G 722.6 722.2 0.4 0.1% G
Delegated Dental, Ophthalmic and Pharmacy 103.7 101.9 1.9 1.8% G 348.3 347.5 0.7 0.2% G

Dental Services 59.3 58.3 1.0 1.7% G 212.4 212.4 0.0 0.0% G
Ophthalmic Services 11.4 10.8 0.6 5.3% G 35.1 34.5 0.6 1.7% G
Pharmacy Services 33.0 32.8 0.2 0.7% G 100.7 100.6 0.1 0.1% G

Other Primary Care Services 34.0 32.4 1.5 4.6% G 97.3 93.4 3.9 4.0% G
Delegated Specialised Commissioning 283.3 279.8 3.5 1.2% G 886.3 875.9 10.4 1.2% G
Other Programme Services 27.3 14.0 13.3 48.7% G 78.0 50.0 28.0 35.9% G
Reserves/Contingencies (1.5) (2.8) 1.3 (81.0%) R 107.4 106.0 1.5 1.4% G
Total Programme 2,941.5 2,941.5 0.0 0.0% G 8,908.0 8,908.0 0.0 0.0% G
Running Costs 14.3 14.3 0.0 0.0% G 43.0 43.0 0.0 0.0% G
Grand Total 2,955.8 2,955.8 0.0 0.0% G 8,951.0 8,951.0 0.0 0.0% G
Surplus/(Deficit) (3.7) (3.7) 0.0 0% G 0.0 0.0 0.0 0% G
Less Non Recurrent Deficit Support Funding (1.4) (1.4) 0.0 0% G (4.3) (4.3) 0.0 0% G

Surplus/(Deficit) excluding Non-Recurrent Deficit Support Funding (5.2) (5.2) 0.0 0% G (4.3) (4.3) 0.0 0% GOverall page 304 of 384



 

 

   

 
Meeting title:  Integrated Care Boards: Open Session (meeting in common) 
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Paper type:     
For assurance ��  For decision ��  For discussion ��  For information ��  

 

Report summary:  
The joint Board Assurance Framework provides reasonable assurance that appropriate 
controls and assurance arrangements are in place across the nine strategic risk groupings, 
with no significant control or assurance gaps identified. Four risks are within appetite and five 
remain above appetite: population health intelligence, financial sustainability and contracts, 
quality improvement, access and performance, and cyber resilience. Priority action is focused 
on strengthening and aligning controls in these areas, improving assurance regarding control 
effectiveness, and supporting merger readiness. 

 

Recommendation(s):  
The Boards are asked to:  
�x Receive  and scrutinise the mid-year position of the joint Board Assurance Framework, 

noting the five risks above appetite and the priority actions set out in Appendix A. 
�x Approve  the revised narrative for Risk 11. 

 

Relevant statutory duties:   
��  Quality improvement ��  Public involvement and consultation 

��  Reducing inequalities ��  Equality and diversity 

��  Financial limits/ breakeven ��  Effectiveness, efficiency and economy 

��  Integration of services ��  Wider effect of decisions (triple aim) 

��  Promoting innovation ��  Promoting research 

��  Patient choice ��  Obtaining appropriate advice 

��  Promoting education/training ��  Climate change 
 

Appendices  
Appendix A: Summary strategic risk position 
Appendix B: 2026/27 Board Assurance Framework 

 

Are there any conflicts of interest requiring management?  
No. 

 

Is this paper  confidential?  
No. 
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Board Assurance Framework: Mid-year  update  

 

Introduction  

1. The joint �%�R�D�U�G���$�V�V�X�U�D�Q�F�H���)�U�D�P�H�Z�R�U�N�����%�$�)�����L�V���W�K�H���%�R�D�U�G�V�¶���S�U�L�P�D�U�\��
mechanism for overseeing the principal strategic risks to the delivery of the 
�,�&�%�V�¶���R�E�M�H�F�W�L�Y�H�V���D�Q�G���V�W�D�W�X�W�R�U�\���G�X�W�L�H�V�����,�W���E�U�L�Q�J�V���W�R�J�H�W�K�H�U��the controls, sources of 
assurance, and mitigating actions for each risk to enable the Boards to assess 
the effectiveness of governance, risk management and internal control 
arrangements. 

2. Since the BAF was last reported to the Boards in March 2026, further reviews 
have been undertaken with Executive Directors, senior leaders, and through 
the �%�R�D�U�G�V�¶��committee structure. This has included implementation of the 
�%�R�D�U�G�V�¶��revised risk appetite framework and completion of the first cycle of 
committee-based BAF reviews. 

3. This report presents the mid-year assurance position, summarises changes to 
the strategic risks, and highlights the principal control developments, assurance 
messages and priorities for further action. The full BAF is attached at 
Appendix B. 

 

Overall Board assurance position  

4. The BAF indicates that appropriate controls and assurance arrangements are 
in place across all strategic risks and that no significant control or assurance 
�J�D�S�V���K�D�Y�H���E�H�H�Q���L�G�H�Q�W�L�I�L�H�G�����$�S�S�O�L�F�D�W�L�R�Q���R�I���W�K�H���%�R�D�U�G�V�¶���U�L�V�N���D�S�S�H�W�L�W�H���I�U�D�P�H�Z�R�U�N 
shows that four strategic risks are operating within appetite and five remain 
above appetite, namely the strategic risks relating to population health 
intelligence, financial sustainability, quality, access, and cyber resilience. These 
risks continue to be actively managed through Executive oversight, committee 
scrutiny and mitigating actions. 

5. The dashboard below summarises the overall assurance position against the 
�,�&�%�V�¶���D�J�U�H�H�G��risk appetite framework, and is intended to help the Boards 
answer three key questions: 

a) Do we have a sound control environment? 

b) Do we have robust assurance arrangements? 

c) What are the assurances received to date telling us? 

6. Overall, �W�K�H���%�$�)���S�U�R�Y�L�G�H�V���U�H�D�V�R�Q�D�E�O�H���D�V�V�X�U�D�Q�F�H���U�H�J�D�U�G�L�Q�J���W�K�H���,�&�%�V�¶��
arrangements for strategic risk management and internal control. The position 
for each risk, including the key issues and next area of focus, is summarised in 
Appendix A. 
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Changes to strategic risks  

7. The strategic risks remain broadly unchanged from those reported in March 
2026 and continue to reflect the key �U�L�V�N�V���W�R���G�H�O�L�Y�H�U�\���R�I���W�K�H���,�&�%�V�¶���R�E�M�H�F�W�L�Y�H�V���D�Q�G��
statutory duties. However, following review with Executive Directors and 
through committee discussions, a change is proposed to the narrative of 
Risk 11. 

8. Previously, Risk 11 focused primarily on the development of the cluster 
operating model and the establishment of a collaborative and supported 
workforce across the three ICBs. The risk has now been broadened to reflect 
the current strategic context and next phase of transition to a single merged 
ICB. 

9. The revised narrative for Risk 11 is: 

Failure to develop and implement an effective operating model and 
workforce capability to support the transition to a merged ICB  (Risk that 
the ICBs do not build and maintain the strategic commissioning skills, 
capabilities and operating model required to support the transition to a merged 
ICB, while supporting the wellbeing of the combined workforce). 

10. Moving forward, oversight of Risk 11 will be provided jointly through the Joint 
Transition Committee and Joint Remuneration and Human Resource 
Committee in line with their respective remits and terms of reference. 

 

Development of the control environment  

11. S�L�Q�F�H���W�K�H���H�V�W�D�E�O�L�V�K�P�H�Q�W���R�I���W�K�H���,�&�%�V�¶���I�R�U�P�D�O���S�D�U�W�Q�H�U�V�K�L�S���D�U�U�D�Q�J�H�P�H�Q�W�V����
significant progress has been made in strengthening the control environment 
that supports the management of the joint strategic risks.  

12. Key enhancements include: 

a) Implementation of the Joint Decision-Making Framework, establishment of 
the Joint Commissioning Review Group, and delivery of associated 
training, to support more robust and consistent commissioning decisions. 

b) Strengthening of population health management and strategic 
commissioning capability through ongoing development of Strategic 
Analytics and Intelligence Unit (SAIU) arrangements, progression of 
research governance arrangements, and development of outcomes, audit 
and monitoring assurance frameworks to support evidence-based 
commissioning decisions. 
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c) �'�H�Y�H�O�R�S�P�H�Q�W���R�I���W�K�H���,�&�%�V�¶���&�R�P�P�L�V�V�L�R�Q�L�Q�J���2�Y�H�U�V�L�J�K�W���)�U�D�P�H�Z�R�U�N���D�V���D��
single, integrated approach for translating the Five-Year Population Health 
Strategy and Strategic Commissioning Plan into delivery, provider 
accountability, assurance and continuous improvement, supported 
through new commissioning governance and escalation arrangements. 

d) Establishment of a more mature provider oversight and contract 
management framework, including implementation of a single cluster-wide 
contract management database, Contract Delivery Review and Oversight 
Meetings (CDROMs), and supporting provider assurance arrangements to 
strengthen oversight of provider performance, quality, activity and finance. 

e) Implementation of a cluster-wide primary care governance model, 
including a Primary Care Operational Scheme of Delegation and 
associated governance arrangements, following the dis-establishment of 
previous East Midlands-wide arrangements. 

f) Development of a more mature quality governance framework through 
agreement of shared quality priorities for 2026/27, implementation of a 
cluster-wide quality approach, establishment of the System Quality Group, 
and further alignment of commissioning and quality oversight 
arrangements. 

g) Development of strategic commissioning arrangements to support 
neighbourhood health, prevention and provider market management, 
including supporting governance, clinical leadership and oversight 
arrangements. 

h) Continued development of organisational development, workforce support 
and wellbeing arrangements, and implementation of management of 
change processes to support organisational transition and merger 
preparedness. 

13. While the maturity, consistency and effectiveness of controls across the three 
ICBs has improved, further alignment activity continues. Further work is 
underway to: 

a) Improve the consistency of data and intelligence arrangements across the 
ICBs, including population health management, outcomes and research 
governance arrangements. 

b) Embed neighbourhood health, prevention and provider market 
management frameworks. 

c) Establish a cluster-wide Quality Strategy and Quality Management 
System. 

d) Further develop organisational and strategic commissioning capability and 
strengthen commissioning oversight and escalation arrangements. 
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e) Develop a more risk-based contract management approach. 

f) Align System Co-ordination Centre operating models. 

g) Align cyber strategies across the ICBs.  

14. Whilst the design of many of these arrangements is now established, several 
areas have moved into an implementation and embedding phase. In some 
instances, progress remains dependent on the confirmation of future roles, 
responsibilities and accountabilities through the ongoing organisational 
transition and workforce change programme, to enable the consistent 
implementation of arrangements across the three ICBs. 

 

Assessment of assurance arrangements  

15. Progress has also been made in strengthening the breadth and independence 
of assurance arrangements. Assurance mapping has confirmed that 
approximately 20% of identified assurance sources are derived from 
independent external assurance providers, including internal audit, external 
audit, NHS England oversight and other external reviews.  

16. Annual work programmes �I�R�U���W�K�H���%�R�D�U�G�V�¶���F�R�P�P�L�W�W�H�H�V have also been refreshed 
to strengthen the link between strategic risks and planned internal assurance 
activity. However, a recurring theme emerging from committee discussions is 
the need to increase the maturity of assurance reporting. Whilst current 
assurances largely demonstrate that governance arrangements and controls 
are in place, future assurance activity needs to increasingly focus on 
demonstrating the effectiveness, impact and outcomes of those arrangements, 
providing greater confidence regarding the extent to which strategic risks are 
being successfully managed. 

 

Analysis of assurances received  

17. Assurances received to date support the conclusion that governance 
arrangements are established and operating; however, they also confirm that 
the ICBs continue to face significant strategic challenges in several areas 
where residual risk exposure remains above the Boards' target tolerance levels. 
These risks are recognised within the BAF and continue to be subject to 
focused management and committee scrutiny. 

18. Importantly, �U�H�Y�L�H�Z�V���R�I���V�W�U�D�W�H�J�L�F���U�L�V�N���S�R�V�L�W�L�R�Q�V���E�\���W�K�H���%�R�D�U�G�V�¶��committees found 
no evidence that mitigating actions had materially stalled or that there were 
immediate concerns regarding delivery of agreed improvement programmes. 
Actions remain in progress and continue to be refined in response to emerging 
risks and changing organisational priorities. 
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Next steps  

19. The BAF will continue to be refreshed on a quarterly basis with Executive 
Directors and reviewed through the �%�R�D�U�G�V�¶��committee structure to ensure that 
strategic risks, controls, assurances and mitigating actions remain aligned to 
the changing operating environment. 

20. Over the remainder of 2026/27, work will focus on: 

a) Further strengthening controls and mitigating actions in those areas 
�F�X�U�U�H�Q�W�O�\���R�S�H�U�D�W�L�Q�J���D�E�R�Y�H���W�K�H���%�R�D�U�G�V�¶���D�J�U�H�H�G���U�L�V�N���D�S�S�H�W�L�W�H�����Q�D�P�H�O�\��
population health intelligence, financial sustainability, quality, access, and 
cyber resilience. 

b) Supporting delivery of the merger programme, including organisational 
development, workforce planning and implementation of the future 
operating model. 

c) Increasing the maturity of assurance reporting, with a greater emphasis 
on demonstrating the effectiveness, impact and outcomes of established 
controls rather than evidencing the existence of governance 
arrangements and processes. 

21. The BAF will be further refined through future review cycles and reported back 
to the Boards in accordance with the agreed risk management framework. 

Overall page 312 of 384



 

 

Appendix A: Summary strategic risk position  

Risk  Current 
Score  

Target  Appetite 
Position  

Key Issue  Next Focus  

Risk 1: 
Population 
Health 
Intelligence 

16 12 ¶Ñ Above 
appetite 

Data, intelligence, 
research and evidence 
arrangements are not 
yet fully aligned across 
the cluster. 

Implement shared data 
architecture, align SAIU 
processes and establish the 
Strategic Research Board and 
Research and Evidence 
Framework. 

Risk 2-5: 
Commissioning 
Strategy and 
Transformation 

16 16 Ãj  Within 
appetite 

Significant 
transformation 
programme remains at 
an early stage of 
maturity. 

Embed neighbourhood health 
and prevention frameworks, 
implement outcomes and 
assurance arrangements, and 
continue development of digital 
and data strategies. 

Risk 6: 
Engagement 
and Co-
production 

12 12 Ãj  Within 
appetite 

Engagement, co-
production and EDI 
arrangements require 
further alignment across 
the three ICBs. 

Develop the Communications 
and Engagement Strategy, Co-
production Framework and 
aligned EDI arrangements. 

Risk 7a: 
Provider 
Markets and 
Resource 
Prioritisation 

12 12 Ãj  Within 
appetite 

Further maturity 
required in market 
management 
arrangements. 

Develop the provider market 
development approach and 
continue embedding provider 
assurance arrangements. 

Risk 7b: 
Financial 
Sustainability 
and Contracts 

16 12 ¶Ñ Above 
appetite 

Provider oversight and 
contract management 
arrangements require 
further consistency and 
embedding across the 
cluster. 

Implement the risk-based 
contract management 
framework, CDROM model, 
escalation arrangements and 
payer controls framework. 

Risk 9: Quality 
Improvement 

16 8 ¶Ñ Above 
appetite 

Need stronger evidence 
of effectiveness and 
sustained improvement. 

Develop and implement the 
Quality Management System 
and continue rationalisation of 
quality oversight arrangements. 

Risk 10: Access 
and 
Performance 
Standards 

16 8 ¶Ñ Above 
appetite 

Continued performance 
challenges against 
access standards. 

Further embed commissioning 
oversight arrangements and 
align System Co-ordination 
Centre operating models. 

Risk 11: Merger 
Readiness and 
Workforce 
Capability 

12 12 Ãj  Within 
appetite 

Dependencies on 
national decisions and 
future footprint. 

Deliver the OD programme, 
strategic commissioning 
capability development and 
merger readiness workstreams. 

Risk 12: Cyber 
Resilience 

12 8 ¶Ñ Above 
appetite 

Multiple IT environments 
and differing security 
arrangements. 

Develop a single Cyber Security 
Strategy, align governance 
arrangements and complete 
critical system assurance and 
testing activity 

Note: Risk 8 was removed by the Boards as a standalone risk in March 2026. 
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Appendix B: Board 
Assurance  Framework  

 

September 2026 
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How to navigate  the Board Assurance Framework  
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3 
 

Risk 1 �± Failure to develop and 
maintain a comprehensive, 
evidence -based understanding of 
local population health needs  

     

Strategic Risk Narrative : 
 

Risk that the ICBs do not use joined-up, person-level data and 
intelligence to identify current and future needs, drivers of risk, and 
underserved communities, leading to ineffective or inequitable 
commissioning decisions. 

Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Commissioning, Executive Director of Outcomes  High (4 x 4) High (4 x 4) Medium (4 x 3) No change.  

Lead Committee:  Joint Strategic Commissioning Committee    Open   
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Establishment and embedding of a structured, data -sharing architecture 
to ensure equitable access to appropriately shared data across all three 
geographies. This includes formal data-sharing arrangements, federated or 
integrated platform capability, and robust information governance controls.  

Alignment of SAIU analytical processes  across the three geographies to 
ensure data availability is routinely assessed and that shared data is 
systematically analysed to support population health management, predictive 
analytics and strategic decision-making. 

Information Sharing Framework and Supporting Agreements 
(including Joint Controller Agreement and Aggregated Data 
Memorandum of Understanding) to the Information Governance, 
Data Protection and Cyber Steering Group (April 2026) 

Population Health Outcomes Framework and Population Health 
Improvement Plan Update to the Joint Strategic Commissioning 
Committee (November 2025, January 2026 and pending) 

Population Health Strategy and Commissioning Plan, to the  
Boards (February 2025, February 2026 and pending March 2027) 
Population Health Strategy and Commissioning Plan to the Joint 
Strategic Commissioning Committee (January 2026) 

�9��
 

 
�9��

 
 

 
�9��

 
�9��

 �9��
 

 
�9��

 
 

 
�9��

 
�9��

 To implement a structured, system-wide data-
sharing architecture and aligned SAIU 
analytical processes across all three 
geographies. 

To improve the consistency and comparability 
of source data used across the three ICBs, 
enabling reliable cluster-wide reporting and 
analysis. 

1.1 

 

 
 

1.3 

The development of Joint Strategic Needs Assessment (JSNA)  
arrangements, with ICBs contributing as statutory NHS partners, using 
joined-up data and insight to shape strategic commissioning priorities. 

Annual review of the robustness of processes and progress on 
health needs assessments update to the Joint Strategic 
Commissioning Committee (pending) 

�9��
 

   None identified.  

The establishment and embedment of a research and evidence 
framework , ensuring that commissioning decisions across the cluster are 
informed by high-quality research, national guidance, local evaluation, and 
evidence, to support effective, equitable, and value-based service planning 
and delivery. 

The framework is underpinned by delivery of the three ICS Research 
Strategies , a cluster-wide Strategic Research Board , and governance 
arrangements that promote the systematic use of research and evidence 
within strategic commissioning, programme delivery and service redesign.  

Improvement, learning and innovation report (incl. research) to the 
Boards (pending, Nov 2026) 
Arrangements for the promoting and using evidence from 
research update to the Joint Strategic Commissioning Committee 
(July 2026)  
DLN Strategic Approach to Outcomes to the Quality and Service 
Improvement Committee (July 2026) 

DLN Outcomes Audit Monitoring Assurance Approach to the Joint 
Quality and Service Improvement Committee (Sept 2026) 

�9��
 
�9��
 

 
�9��
 
�9��
 

  

 
�9��
 

 
�9��
 
�9��
 

 To align research and evidence arrangements 
across the cluster. 
 

To implement the cluster-wide Research and 
Evidence Framework and associated 
governance arrangements, including 
establishment of the Strategic Research 
Board. 

1.2 

 

 
1.4 

 

Action(s):  Responsible Officer  Implementation Date  

1.1: To implement a structured, system-wide data-sharing architecture and aligned SAIU analytical processes across all three geographies.  Executive Director of Commissioning March 2027 

1.2: To align research and evidence arrangements across the cluster.   Executive Director of Outcomes Complete  

1.3  To improve the consistency and comparability of source data used across the three ICBs, enabling reliable cluster-wide reporting and analysis. Executive Director of Commissioning April 2027 
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1.4 To implement the cluster-wide Research and Evidence Framework and associated governance arrangements, including establishment of the Strategic 
Research Board. 

Executive Director of Outcomes April 2027  

 

Related high/extreme ���•������ operational risks from the ICB �V�¶��Joint  Operational Risk Register:   

No high scoring ORR risks identified.  
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Risk 2 -5 �± Failure to deliver a 
coordinated transformation of 
commissioned services, including 
prevention, community care 
models, and digital enablement  

     

Strategic Risk Narrative:  
 

Risk that the ICBs do not develop or implement a robust, long�æterm, 
outcomes�æfocused commissioning strategy; fail to shift system focus 
from sickness to prevention; do not redesign services to deliver 
integrated care closer to home; and do not adopt or embed digital 
technologies. Taken together, these could result in missed opportunities 
to improve population health and reduce inequalities, persistent reliance 
on reactive and hospital�æbased care, poor patient experience, 
inefficiencies, and an inability to achieve system priorities or national 
expectations. 

Opening Risk 
Level and Score 

(I x L)  

Current Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score (since last 
reporting period) 

Executive Risk Owner:  Executive Director of Strategy and Citizen Experience, Executive 
Director of Commissioning, Executive Director of Outcomes (Medical), 
Executive Director of Finance 

High (4 x 4) High (4 x 4) High (4 x 4) No change.  

Lead Committee:  Joint Strategic Commissioning Committee    Eager  
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

The implementation and alignment of a Population Health 
Management (PHM) approach across the three ICBs, using linked 
datasets and predictive analytics to proactively identify at-risk cohorts, 
understand unwarranted variation and population need, and inform the 
tailoring of equitable, preventative and value-based commissioning 
interventions. 

Population Health Strategy and Commissioning Plan presented to the 
Boards (Feb 2025, Feb 2026 and pending, March 2027) 

Population Health Strategy and Population Health Outcomes 
Framework updates to the Joint Strategic Commissioning Committee 
(November 2025 and January 2026, pending July 2026) 
Population Health Strategy Progress Report: Frailty and End of Life 
presented to the Boards (July 2026) 

�9��
 
�9��
 
�9��
 

 �9��
 
�9��
 
�9��
 

 To embed and scale the use of the Strategic 
Analytics and Intelligence Unit (SAIU) 
consistently across all three ICBs. 

To develop and align a consistent Population 
Health Management (PHM) approach across 
the cluster. 

2.1 

 
 

2.2 

The development of the Five-Year Population Health Strategy , which 
�V�H�W�V���R�X�W���W�K�H���,�&�%�V�¶���O�R�Q�J-term vision, priorities and ambitions for improving 
population health outcomes, access to high-quality care and reducing 
health inequalities across the cluster. 

The development of the Five-year Population Health Strategy has been 
informed by the three Integrated Care Strategies which exist across the 
three ICSs.  

Population Health Strategy and Commissioning Plan presented to the 
Boards (Feb 2025, Feb 2026 and pending, March 2027) and Joint 
Strategic Commissioning Committee (January 2026) 
Population Health Strategy Progress Report: Frailty and End of Life 
presented to the Boards (July 2026) 
Rolling programme of strategic priority updates to the Boards (each 
meeting) 

Annual statement on health inequalities to the Boards (July 2026) 
Population Health Improvement Plan updates to the Joint Strategic 
Commissioning Committee (November 2025 and January 2026) 

Clustered System Review Meetings (SRMs) with NHSE Regional 
Teams (monthly) 

DLN Internal Audit Reviews �± Strategic commissioning (inc. strategy 
oversight) (pending, TBD) 

�9��
 

 
�9��
�9��

 
 
�9��
 

 

 

 

 
 

 
 

 
 

 
 
�9��
��
�9��

�9��
 

 
�9��
�9��

 
 
�9��
 

 
�9��

 

 

 

 
 

 
 

 
 

 
 
�9��
 

None identified.  
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Establishment of an Executive-led Strategy and Planning 
Coordination Group, which has senior ICB leadership representative 
from strategy, commissioning, planning, performance and finance has 
�W�K�H���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���W�R���H�Q�V�X�U�H���D�O�L�J�Q�P�H�Q�W���D�F�U�R�V�V���W�K�H���,�&�%�V�¶���S�O�D�Q�Q�L�Q�J���R�X�W�S�X�W�V�� 

Strategic Commissioning Plan approved through the Joint Strategic 
Commissioning Committee (January 2026) 
Medium-Term Planning Framework presented to the Joint Strategic 
Commissioning Committee (November 2025) 

�9��
 
�9��

 �9��
 
�9��

 To refocus the Strategy and Planning 
Coordination Group from strategy 
development to oversight of operational 
delivery. 

2.3 

The development of the Five-Year Commissioning Plan (Population 
Health Improvement Plan),  which translates the strategic ambitions of 
the Population Health Strategy into actionable, resourced, and 
measurable commissioning programmes across the three ICBs.  
The development of the Five-year Commissioning Plan has been 
informed by the three Joint Forward Plans which exist across the three 
ICSs.  

Population Health Strategy and Commissioning Plan presented to the 
Boards (Feb 2025, Feb 2026 and pending, March 2027) and Joint 
Strategic Commissioning Committee (January 2026) 
Medium-Term Planning Framework presented to the Joint Strategic 
Commissioning Committee (November 2025) 

DLN Internal Audit Reviews �± Strategic commissioning (inc. strategy 
oversight) (pending, TBD) 

�9��
 
 
�9��
 

 

 
 

 
 
�9��

�9��
 
 
�9��
 

 None identified.   

Establishment and ongoing development of a comprehensive 
commissioning oversight and transformation framework  across the 
DLN cluster to support delivery of an outcomes-focused commissioning 
strategy and associated transformation priorities, including prevention, 
service redesign, neighbourhood development, integrated care closer to 
home and digital enablement. This includes: 

�x A defined governance and escalation architecture, including the 
Commissioning Oversight Group, Joint Commissioning 
Executive Group  and associated commissioning forums , 
providing strategic oversight of commissioning priorities, 
transformation programmes and system outcomes, and enabling 
timely escalation of issues requiring strategic commissioning 
action. 

�x Management -led transformation and commissioning 
oversight forums  across key domains (including finance, quality, 
commissioning, strategy, outcomes, digital, and vaccinations and 
immunisations), supporting the development and implementation 
of commissioning approaches, preventative models of care, 
service redesign and system-wide transformation priorities. 

�x Formalised programme governance and transformation oversight 
through Programme Boards , providing strategic oversight of 
transformation programmes, monitoring delivery of agreed 
outcomes, benefits and milestones, managing programme risks 
and dependencies, and ensuring commissioning intentions are 
translated into sustainable service transformation, integrated 
models of care and improved population outcomes. 

Population Health Strategy and Commissioning Plan presented to the 
Boards (Feb 2025, Feb 2026 and pending, March 2027) and Joint 
Strategic Commissioning Committee (January 2026) 

Medium-Term Planning Framework presented to the Joint Strategic 
Commissioning Committee (November 2025) 

Commissioning Oversight Delivery Report to the Joint Finance and 
Performance Committee and Boards (each meeting) 
Thematic Commissioning Delivery Review �± Urgent and Emergency 
Care presented to the Joint Finance and Performance Committee 
(July 2026) 
Assessment of current dental issues, future requirements and potential 
commissioning options update to the Joint Strategic Commissioning 
Committee (February 2026) 

Assurance on Specialised Commissioning Delegation update to the 
Joint Strategic Commissioning Committee (May 2026) 

�9��
 
 
�9��
 
�9��

 
�9��

 
�9��

 
 
�9��
 

 �9��
 
 
�9��
 
�9��

 
�9��

 
�9��

 
 
�9��
 

 To develop and implement the cluster 
Commissioning Oversight and Escalation 
Framework.  

 

2.4 

Establishment of a cluster-wide Outcomes Framework , incorporating 
measurable indicators across quality, population health and health 
inequalities, underpinned by regular performance reporting, to evaluate 
and evidence the impact of delivery of the Strategy and Commissioning 
Plan.  

Population Health Strategy and Commissioning Plan presented to the 
Boards (Feb 2025, Feb 2026 and pending, March 2027) and Joint 
Strategic Commissioning Committee (January 2026) 
Population Health Strategy Progress Report: Frailty and End of Life 
presented to the Boards (July 2026) 
Rolling programme of strategic priority updates to the Boards (each 
meeting) 

�9��
 
 
�9��
��
�9 

 �9��
 
 
�9��
 
�9��

 To finalise the cluster-wide Outcomes 
Framework and operational oversight of 
delivery of the Strategy.   
See 1.3 above. 

2.5 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Development and implementation of a cluster -wide neighbourhood 
model , supported by a defined implementation framework, clinical and 
professional leadership arrangements , and place -based partnership 
governance , to enable integrated neighbourhood working and inform 
commissioning decisions that shift care towards prevention, population 
health improvement and community-based services. 
 
  

Strategic approach to neighbourhood health development presented to 
the Joint Strategic Commissioning Committee (February 2026) 
Delivery approach to neighbourhood health development presented to 
the Joint Strategic Commissioning Committee (April 2026) 
Neighbourhood Health and Integrated Neighbourhood Teams 
Strategic Position presented to the Joint Strategic Commissioning 
Committee (May 2026) 

Neighbourhood Health update to Board�V�¶ Development Session 
(February 2026) 
Neighbourhood Health strategic priority update to the Boards (May 
2026; September 2026 and pending, January 2027) 
Hucknall Neighbourhood Health Hub Development presented to the 
Joint Finance and Performance Committee (July 2026) 

�9��
 

 
�9��

 
�9��
 

 
�9��

 
�9��

 
�9 

 �9��
 

 
�9��

 
�9��
 

 
�9��

 
�9��

 
�9 

 To review the strategic approach to neighbour 
health development following the publication 
of national guidance.  

 
To implement the cluster-wide neighbourhood 
framework and supporting clinical leadership 
arrangements. 

2.6 

 

 
 

2.10 

Development of a cluster-wide strategic approach to prevention , 
incorporating population health insights, evidence-based interventions, 
and outcome measures, to guide commissioning decisions, reduce 
health inequalities, and support the shift from sickness to proactive, 
preventative care across the system. 
 

Strategic Approach to Prevention and Early Intervention presented to 
the Joint Strategic Commissioning Committee (March 2026) 

Population Health Strategy Progress Report: Frailty and End of Life 
presented to the Boards (July 2026). 
Annual Statements on Health Inequalities to the Boards (July 2026). 

Working with People and Communities Annual Reports presented to 
the Joint Strategic Commissioning Committee (May 2026). 

Annual Reports on Working in Partnership with People and 
Communities presented to the Boards (July 2026). 

�9��
 
�9��

 
�9��
�9��

 
�9 

 �9��
 
�9��

 
�9��
�9��

 
�9 

 To establish the cluster-wide strategic 
approach to prevention.  

2.7 

Development and implementation of a DLN outcomes, audit and 
monitoring assurance approach , including an integrated dashboard 
and prioritisation framework, to triangulate clinical audit, outcomes and 
population health intelligence; identify inequalities and unwarranted 
variation; and inform commissioning, pathway improvement and 
preventative interventions. 

DLN Outcomes Audit Monitoring Assurance Approach, to the Joint 
Quality and Service Improvement Committee (September 2026). 

�9��  �9��  To implement the DLN outcomes and 
assurance framework to inform 
commissioning priorities and reduce 
unwarranted variation. 

2.11 

Development and implementation of a cluster -wide digital and data 
strategy and associated delivery framework , aligned to strategic 
commissioning priorities, supporting digital transformation, 
interoperability, digital inclusion, innovation and the use of technology-
enabled care.  

This includes the integration of digital solutions within commissioning, 
pathway redesign, neighbourhood development, prevention and 
transformation programmes across the three ICBs. 

Joint Strategic Commissioning Committee: Emerging Strategic 
Approach to Digital Transformation across DLN (April 2026) 
Population Health Strategy and Commissioning Plan presented to the 
Boards (February 2025, February 2026 and pending March 2027) and 
Joint Strategic Commissioning Committee (January 2026) 
Digital Technology Strategic Priority Update to the Boards (pending 
January 2027) 

NNICB Internal Audit Review �± Delivering Digital Transformation 
(Significant Assurance) 
 

�9��
 
�9��
��
�9 

 

 

 
 

 
 
�9 

�9��
 
�9��

 
 

 
�9 

 To develop cluster-wide Digital and Data 
Strategy, based on existing Strategies across 
the three ICBs.  

2.8 

Establishment and ongoing development of cluster -level digital 
governance arrangements  to support oversight, prioritisation and 
coordination of digital transformation initiatives across the three ICBs, 
ensuring alignment with strategic commissioning priorities, service 

Joint Strategic Commissioning Committee: Emerging Strategic 
Approach to Digital Transformation across DLN (April 2026) 

Digital Technology Strategic Priority Update to the Boards (pending 
January 2027) 

�9��
 
�9��

 

 

 
 

 

 

 
�9��

 

 To align digital transformation governance 
arrangements across the cluster.  

2.9 

Overall page 320 of 384



 

8 
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

redesign, interoperability requirements and wider transformation 
programmes. 

NNICB Internal Audit Review �± Delivering Digital Transformation 
(Significant Assurance) 
Senior Information Risk Owner (SIRO) Annual Report to the Audit 
Committee (April 2026) and Board (May 2026) 

Information Governance Assurance Reports to the Audit Committee 
(February and June 2026) 

 
�9��
 
�9��
 

�9 �9��
�9��
 
�9��
 

 

Action(s):  Responsible Officer  Implementation Date  

2.1: To embed and scale the use of the Strategic Analytics and Intelligence Unit (SAIU) consistently across all three ICBs. Executive Director of 
Commissioning 

November 2026 

March 2027 

2.2: To develop and align a consistent Population Health Management (PHM) approach across the cluster. Executive Director of 
Commissioning 

November 2026 

March 2027 

2.3: To refocus the Strategy and Planning Coordination Group from strategy development to oversight of operational delivery. Executive Director of Strategy 
and Citizen Experience 

September 2026 

Superseded  

2.4: To develop and implement the cluster Commissioning Oversight and Escalation Framework.  

 

Executive Director of 
Commissioning 

September 2026 

2.5: To finalise the cluster-wide Outcomes Framework and operational oversight of delivery of the Strategy.   Executive Director of Strategy 
and Citizen Experience / 

Executive Director of Outcomes 
/ Executive Director of 

Commissioning 

April 2027 

2.6 To review the strategic approach to neighbour health development following the publication of national guidance.  Executive Director of Strategy 
and Citizen Experience 

August 2026  

March 2027 

2.7: To establish the cluster-wide strategic approach to prevention.  Executive Director of Outcomes November 2026 

2.8: To develop cluster-wide Digital and Data Strategy, based on existing Strategies across the three ICBs. Executive Director of Finance  September 2026 

March 2027 

2.9: To align digital transformation governance arrangements across the cluster. Executive Director of Finance October 2026 
March 2027 

2.10 To implement the cluster-wide neighbourhood framework and supporting clinical leadership arrangements.  Executive Director of Strategy 
and Citizen Experience / 

Executive Director of Outcomes 

April 2027 

2.11 To implement the DLN outcomes and assurance framework to inform commissioning priorities and reduce unwarranted variation. Executive Director of Outcomes April 2027 
 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

RR140 �± Insufficient DLN cluster capacity and resource risks delayed digital transformation and reduced efficiencies. 
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Risk 6 �± Failure to involve people 
and communities meaningfully in 
commissioning and service design  

     

Strategic Risk Narrative:  
 

Risk that the ICBs do not systematically co-produce solutions with 
service users, carers, and communities, leading to services that do not 
meet local needs or legal requirements for engagement. 

Opening Risk 
Level and Score 

(I x L)  

Current Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score (since last 
reporting period) 

Executive Risk Owner:  Executive Director of Strategy and Citizen Experience Medium (4 x 3) Medium (4 x 3) Medium (4 x 3) No change.  

Lead Committee:  Joint Strategic Commissioning Committee      Open  
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Development of a robust Engagement Strategy  across all three ICBs, 
�D�O�L�J�Q�H�G���Z�L�W�K���W�K�H���6�W�U�D�W�H�J�L�F���&�R�P�P�L�V�V�L�R�Q�L�Q�J���)�U�D�P�H�Z�R�U�N�¶�V���U�H�T�X�L�U�H�P�H�Q�W���I�R�U��
systematic community involvement and co-production.  
 

Citizen Stories presented to the ICB Boards (each meeting) 

Arrangements for public and patient involvement update to the Joint 
Strategic Commissioning Committee (February 2026) 

Annual Working with People and Communities Report to the Joint 
Strategic Commissioning Committee (May 2026) 
Working with People and Communities Strategy updates to the Joint 
Strategic Commissioning Committee (pending) 

�9��
�9��
 
�9��
 
�9��

 �9��
�9��
 
�9��
 
�9��

 To produce an aligned, cluster-wide 
Engagement Strategy. 

6.1 

The establishment and embedding of Directorate governance 
arrangements  to provide oversight of community engagement activity, 
ensure learning and insight from engagement is reviewed, and support 
alignment between citizen feedback, strategic development and 
commissioning decisions. 
  

Arrangements for public and patient involvement update to the Joint 
Strategic Commissioning Committee (February 2026) 
Annual Working with People and Communities Report to the Joint 
Strategic Commissioning Committee (May 2026) 

Ad-hoc commissioning proposals, assessed via patient and public 
involvement and engagement processes.  

�9��
 
�9��

 
�9��

 

 �9��
 
�9��

 

 To formalise and embed Directorate 
governance arrangements for oversight of 
community engagement activity. 

6.2 

Development of a Co-production Framework  to provide a consistent, 
structured approach for involving service users, carers, and 
communities. The framework will define how engagement activity 
integrates with co-production, ensuring that lived experience 
systematically informs strategy, service design, and commissioning 
decisions.  

Statement of intent and co-production arrangements for children, 
young people and families reported via Joint Quality and Service 
Improvement Committee (July 2026) 
Arrangements for personalised care update to the Joint Strategic 
Commissioning Committee (May 2026 and pending, November 2026) 
Evidence of co-production through programme-specific commissioning 
proposals and service redesigns. 

�9��
 

 
�9��
 
�9��

 �9��
 

 
�9��
 

 To produce an aligned, cluster-wide Co-
production Framework. 

6.3 

Maintenance of a system-wide Patient and Public Involvement ( PPI) 
infrastructure  across all three ICBs, providing structured mechanisms, 
including patient and citizen panels, public meetings, online engagement 
platforms, Public and Patient Partners, communities of practice, and 
engagement steering groups, to support bespoke engagement activities. 
 

 

Arrangements for public and patient involvement update to the Joint 
Strategic Commissioning Committee (February and June 2026 and 
pending, Oct 2026 and February 2027) 
Annual Working with People and Communities Report to the Joint 
Strategic Commissioning Committee (May 2026) 

DDICB Internal Audit Review �± Public Involvement (Moderate 
assurance)  

�9��
 
 
�9��
 

 

 
 

 
 
�9��

�9��
 
 
�9��
 
�9��

 None identified.  

Completion and review of Equality and Quality Impact Assessments 
(EQIA/QIA)  for all proposed service changes and commissioning 
decisions, ensuring that identified potential impacts on service users, 
carers, and communities inform the design and focus of engagement 
activities. 

Annual Equality Assurance Report to the Boards (May 2026) 
Equality Delivery System update to the Joint Strategic Commissioning 
Committee (April 2026) 

DLN Approach to EDI for 2026/2027 to the Joint Strategic 
Commissioning Committee (September 2026) 

�9��
�9��

 
�9��

 

 �9��
�9��

 
�9��

 

 To align EDI policies, processes and 
procedures across the cluster, building on 
existing arrangements within the three ICBs. 

6.4 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Annual Statement on Information on Health Inequalities Assurance 
Report presented to the Joint Strategic Commissioning Committee 
(June 2026) 
NHS Core20PLUS5 Adults update through the Joint Strategic 
Commissioning Committee work programme (pending, October 2026) 

NHS Core20PLUS5 Children and Young People update through the 
Joint Strategic Commissioning Committee work programme (pending, 
November 2026) 

�9��

 
�9��

 
�9��

 

�9��

 

Formalised partnerships and engagement with Voluntary, Community 
and Social Enterprise (VCSE) organisations, Healthwatch, Local 
Authorities, Primary Care Networks (PCNs), and Health and 
Overview Scrutiny Committees (HOOSCs) to support neighbourhood-
level engagement, gather local insights, and ensure community 
intelligence systematically informs service design and commissioning 
decisions. 

Strategic approach to neighbourhood health development update to 
the Joint Strategic Commissioning Committee (April 2026) 

Delivery approach to neighbourhood health development update to the 
Joint Strategic Commissioning Committee (April 2026) 
Annual Working with People and Communities Report to the Joint 
Strategic Commissioning Committee (May 2026) 
Evidence of Health Overview and Scrutiny Committee engagement 
arrangements reported through Public and Patient Involvement 
updates (February 2026 and pending) 

�9��
 
�9��
 
�9��
 
�9��
 

 �9��
 
�9��
 
�9��
 

 

 None identified.  

 

 

 

Action(s):  Responsible Officer  Implementation Date  

6.1: To produce an aligned, cluster-wide Communications and Engagement Strategy. Executive Director of Strategy and Citizen 
Experience 

November 2026 

 

6.2: To formalise and embed Directorate governance arrangements for oversight of community engagement activity Executive Director of Strategy and Citizen 
Experience 

September 2026 

December 2026 

6.3: To produce an aligned, cluster-wide Co-production and Engagement Framework.  Executive Director of Strategy and Citizen 
Experience / Executive Director of Quality  

January 2027 
March 2027 

6.4: To align EDI policies, processes and procedures across the cluster, building on existing arrangements within the three ICBs. Executive Director of Quality September 2026 

March 2027 
 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

RR048 �± Ongoing negative media and workforce changes risk damaging public trust in local NHS services. 
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Risk 7 a �± Failure to allocate 
resources effectively and shape 
provider markets to deliver value, 
productivity and system priorities  

     

Strategic Risk Narrative:  
 

Risk that the ICBs do not align funding to population needs, optimise 
resource use, or proactively shape and manage provider markets. This 
could result in poor value for money, reduced productivity, inequitable 
access, and an inability to achieve national and local priorities or deliver 
sustainable improvement in health outcomes.  

Opening Risk 
Level and Score 

(I x L)  

Current Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score (since last 
reporting period) 

Executive Risk Owner:  Executive Director of Commissioning, Executive Director of Finance, 
Executive Director of Strategy and Citizen Experience  

Medium (4 x 3) Medium (4 x 3) Medium (4 x 3) No change.  

Lead Committee:  Joint Strategic Commissioning Committee    Open  
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Development and delivery of a cluster-wide Medium Term Financial 
Plan, aligning future resource allocation with strategic commissioning 
priorities, population need and financial sustainability. The Plan supports 
the shift towards neighbourhood health, community-based services and 
prevention, whilst maintaining provider sustainability and system 
affordability. 

Medium Term Planning updates to the Boards (December 2025 and 
January 2026) 

Operational and Financial Plan updates to the Joint Finance and 
Performance Committee 
Financial and efficiency reports to the Joint Finance and Performance 
Committee (each meeting) 
Clustered System Review Meetings (SRMs) with NHSE Regional 
Teams (monthly) 

System Review Meetings (QSRMs) with NHSE Regional Teams 
(quarterly) 

�9��
��
�9��
��
�9��
��

��
��
��
��
��
��
�9��
��
�9��

�9��
��
�9��
��
�9��
��
�9��
��
�9��
��

��
��
��
��
�9��
��
�9��
��
�9��
��

None identified.  

 

 

Development and implementation of a cluster-wide, aligned 
commissioning decision -making process  (phase one), with a 
planned transition to a more refined approach, including a weighted 
prioritisation methodology (phase two). 

The weighted value framework  (phase two) will be based on criteria 
�L�Q�F�O�X�G�L�Q�J���V�W�U�D�W�H�J�L�F���µ�I�L�W�¶���D�Q�G���D�Q�W�L�F�L�S�D�W�H�G���E�H�Q�H�I�L�W�V���D�O�L�J�Q�H�G���Z�L�W�K���W�K�H��
commissioning priorities identified in the Five-Year Population Health 
Strategy, Five-Year �6�W�U�D�W�H�J�L�F���&�R�P�P�L�V�V�L�R�Q�L�Q�J���3�O�D�Q�����D�Q�G���W�K�H���,�&�%�V�¶��
Outcomes Framework. 

Joint Decision-Making Framework and establishment of a Joint 
Commissioning Review Group update to the Joint Strategic 
Commissioning Committee (February 2026) 

Joint Commissioning Executive Group Assurance Reports to the Joint 
Strategic Commissioning Committee (each meeting) 
360 Assurance Internal Audit Review - Governance Arrangements 
(August 2026, Significant Assurance) 

 
 

�9��
 

 
�9��

 

��
��
��
��
��
�9��
��

�9��
��
��
�9��
��
�9��
��
��

�� To finalise and implement the phase 2 
weighted value framework to strengthen 
commissioning decision-making and 
prioritisation. 

7a.1 

Implementation of evidence -based commissioning approaches to 
support resource allocation and prioritisation decisions.  
Commissioning proposals are informed by population health intelligence, 
outcomes, service performance, clinical evidence and value-for-money 
considerations to ensure resources are directed towards interventions 
that deliver the greatest benefit. 

Joint Commissioning Executive Group Assurance Reports to the Joint 
Strategic Commissioning Committee (each meeting) 
 

�9��
��

�� �9��
��

�� See action 1.2   

Role, remit and operating framework of the Joint Commissioning 
Executive Group (JCEG) , supported by the Joint Commissioning 
Review Group (CRG),  to ensure commissioning decisions are 

Joint Decision-Making Framework and establishment of a Joint 
Commissioning Review Group update to the Joint Strategic 
Commissioning Committee (February 2026) 

�9��
 
 

��
��
��

�9��
��
��

�� To deliver training to embed understanding of 
aligned commissioning decision-making 

7a.2 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

evidence-based, prioritised against population need, and subject to 
robust scrutiny, enabling effective allocation of resources and delivery of 
population outcomes. 

Joint Commissioning Executive Group Assurance Reports to the Joint 
Strategic Commissioning Committee (each meeting) 
Ad-hoc commissioning proposals, developed in line with cluster-wide 
commissioning decision-making and prioritisation processes.  

360 Assurance Internal Audit Review - Governance Arrangements 
(August 2026, Significant Assurance) 

�9��

 
�9��

��
��
��
��
�9��

��
�9��
��
��
�9��
��

processes and governance structures across 
the cluster. 

Development and implementation of a provider market strategy  to 
identify service gaps, stimulate innovation, and ensure sufficient provider 
capacity, supporting prioritised investment and resource allocation. 

Arrangements for shaping and managing the provider market update 
to the Joint Strategic Commissioning Committee (pending) 
Strategic Commissioning Plan delivery and transformation programme 
assurance reports to the Joint Strategic Commissioning Committee 
(pending) 

Commissioning delivery reports to the Boards and Joint Finance and 
Performance Committee (each meeting). 

DLN Palliative End of Life Care Strategic Commissioning Framework 
to the Joint Strategic Commissioning Committee (Sept 2026) 

�9��
 
�9��

 
 
�9��
 
�9 

�� ��
��
��
��
��
�9��
��
�9��

��
��
��
��
��
�9��
��

To develop a provider market development 
approach across the cluster to identify service 
gaps, stimulate innovation and support 
sufficient provider capacity to meet future 
system priorities. 

To implement an aligned framework for 
provider oversight, contract management and 
performance assurance across the cluster. 

7a.4 

 
 

 
7a.5 

Develop and embed a joint procurement framework  across the three 
ICBs to ensure all provider selection, contract award, and contract 
management processes are PSR-compliant, deliver value for money, 
�D�Q�G���D�U�H���F�R�Q�V�L�V�W�H�Q�W�O�\���D�S�S�O�L�H�G�����D�V���G�H�V�F�U�L�E�H�G���Z�L�W�K�L�Q���W�K�H���,�&�%�V�¶���M�R�L�Q�W��
Procurement and PSR Policy. The framework supports appropriate 
market assessment, due diligence, governance scrutiny and 
consideration of affordability, value for money, and strategic fit. 
 

Development of a comprehensive, automated contract management 
database  across the three ICBs for secondary care contracts, providing 
a single record of contractual arrangements and proactively identifying 
contracts approaching review, expiry or procurement. This enables 
timely planning and decision-making, supports compliance with 
procurement and Provider Selection Regime requirements. 

Provider Selection Regime Annual Report to the Audit Committees 
(April 2026) 
Joint Commissioning Executive Group Assurance Reports to the Joint 
Strategic Commissioning Committee (each meeting) 

DDICB Internal Audit Review �± Provider Selection Regime (Significant 
assurance) 

NNICB Internal Audit Review �± Provider Selection Regime (Significant 
assurance) 
DLN Internal Audit Reviews �± Procurement (Q3/Q4) 

�9��
 
�9��
 

��
��
��
��
�9��
��
�9��
��
�9��

�9��
��
��
��
�9��
��
�9��
��

�� None identified.  

 

 

 

Action(s):  Responsible Officer  Implementation Date  

7a.1: To finalise and implement the phase 2 weighted value framework to strengthen commissioning decision-making and prioritisation.  Executive Director of Commissioning  Complete 

7a.2: To deliver training to embed understanding of aligned commissioning decision-making processes and governance structures across the cluster. Executive Director of Commissioning Complete 

7a.3: To develop and implement a provider market strategy across the cluster to identify gaps, stimulate innovation, and ensure sufficient provider capacity to 
meet system priorities.  

Executive Director of Finance  Superseded  

7a.4 To develop a provider market development approach across the cluster to identify service gaps, stimulate innovation and support sufficient provider 
capacity to meet future system priorities. 

Executive Director of Strategy and 
Citizen Experience  

November 2026 

7a.5 To implement an aligned framework for provider oversight, contract management and performance assurance across the cluster, supporting delivery of 
the provider market strategy. 

Executive Director of Commissioning December 2026 

 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

No high scoring ORR risks identified. 
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Risk 7 b �± Failure to commission 
services through effective 
procurement and contract 
management arrangements, 
compromising financial 
sustainability  

     

Strategic Risk Narrative : 
 

Risk that the ICBs do not utilise robust procurement frameworks, 
contracting mechanisms, or contract management processes, leading to 
inefficiencies, unmanaged demand, poor provider performance, 
increased financial risk, or inability to deliver statutory financial duties 
and long-term sustainability. 

Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Commissioning, Executive Director of Finance High (4 x 4) High (4 x 4) Medium (4 x 3) No change.  

Lead Committee:  Joint Finance and Performance Committee       Open  
 

Control Description  
(How are we going to stop the risks happening?) 

Assurances  
(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

The development and delivery of a three-year operational plan for 
2026/27 to 2028/29, including integrated revenue, workforce, and 
operational performance and activity plans.  
The plan sets out how the ICBs will deliver statutory duties, meet 
performance standards, manage resources, and align financial, 
workforce, and operational arrangements. 

Medium Term Planning updates to the Boards (December 2025 and 
January 2026) (open and/or confidential sessions) 

Opening budgets reported to the Boards (annually) 
Operational and Financial Plan update to the Joint Finance and 
Performance Committee (Jan 2026 and, pending Jan and Feb 2027) 
Finance reports to the Boards (each meeting) 

Finance reports presented to the Joint Finance and Performance 
Committee (each meeting) 
Commissioning delivery reports presented to both the Boards and the 
Joint Finance and Performance Committee (each meeting) 

Thematic commissioning delivery reviews to the Joint Finance and 
Performance Committee (Sept and pending, Dec 2026 and Jan 2027) 

360 Assurance �± Internal Audit Review, Financial ledger and reporting 
(pending, Q3) 
Clustered System Review Meetings (SRMs) with NHSE Regional 
Teams (monthly) 

System Review Meetings (QSRMs) (including Providers) with NHSE 
Regional Teams (quarterly) 

Ad-hoc Assurance Meetings with NHSE Regional Team (bi-monthly) 

�9��
 
�9��
�9��
��
�9��
�9��
��
�9��
��
�9��
��
 

��
��
��
��
��
��
��
��
��
��
��
��
�9��
�9��
��
�9��
��
�9��

�9��
��
�9��
�9��
��
�9��
�9��
��
�9��
��
��
��
��
�9��
��
�9��
��

��
��
��
��
��
�9��
�9��
��
�9��
��
��
��
��
�9��
��
�9��
��

None identified.  

 

 

Develop and embed a joint contract management framework  across 
the three ICBs to ensure all provider contracts are actively monitored, 
outcomes and KPIs are assessed, and payments are aligned to services 
delivered. 
This includes the establishment of provider -specific Contract Delivery 
Review and Oversight Meetings (CDROMs)  as the principal 
commissioner-provider forum for contractual accountability and 
oversight. CDROMs provide a single, integrated mechanism for 
monitoring contractual delivery across quality, operational performance 

Contract Management Reports to the Joint Finance and Performance 
Committee (September 2026, pending February 2027) 
Commissioning Delivery Reports to the Boards and Joint Finance and 
Performance Committee (each meeting) 

Finance Reports to the Joint Finance and Performance Committee 
(each meeting) 

 �� �� �� To establish a single, shared contract 
management database across the ICBs to 
support consistent contract recording and 
monitoring. 
 

To develop and implement a standardised 
and aligned approach to contract 
management across the ICBs, including 

7b.3 

 
 

 
7b.4 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

and finance; identifying and escalating provider risks; overseeing 
recovery and improvement plans; reviewing contract variations; and 
supporting future contract development and negotiation. 
The framework will also include the establishment of a formal control 
framework for payer mechanisms  to ensure providers are paid 
appropriately for services delivered, supported by robust validation, 
reconciliation and contract management processes 

Thematic Commissioning Delivery Reviews to the Joint Finance and 
Performance Committee (September 2026, pending December 2026 
and January 2027) 
DLN Internal Audit Review �± Contract Management (planned) 

contract tiering, governance arrangements, 
and defined management responsibilities 
proportionate to contract risk and value. 
 

To develop and embed a formal control 
framework for payer mechanisms once 
national guidance is published. 

 

 
7b.2 

Alignment and development of performance management, 
contractual oversight and productivity monitoring controls  across 
the cluster to oversee provider performance and system outputs, 
supporting delivery of operational plans, improved productivity and value 
for money. 
This includes: 

�x Activity, Pricing and Payment Technical Groups  operating 
beneath each CDROM to provide detailed oversight of activity 
delivery, financial performance, pricing, payment reconciliation, 
coding, counting, data quality, contract variations and recurrent 
financial impacts. 

�x An overarching Activity, Finance and Performance Group , 
providing strategic oversight of commissioning and operational plan 
delivery, with alternating focus on Acute services and Mental 
Health and Community services. 

�x Provider-specific Contract Delivery Review and Oversight 
Meetings (CDROMs)  which monitor contractual, activity, quality, 
operational and financial performance, consider risks and 
interdependencies collectively, and oversee agreed corrective 
actions and recovery plans. 

�x Performance Recovery and Oversight Meetings  where 
sustained underperformance is identified, providing structured 
oversight of provider recovery plans and a clear route into formal 
contractual escalation where sufficient improvement is not 
demonstrated. 

�x Escalation of material performance, quality, operational or financial 
concerns through established contractual management 
arrangements, including Contract Performance Notices, 
remedial action plans  and executive-level intervention, where 
required. 

Contract Management Reports to the Joint Finance and Performance 
Committee (September 2026; pending February 2027) 

Commissioning Delivery Reports to the Boards and Joint Finance and 
Performance Committee (each meeting) 
Thematic Commissioning Delivery Reviews to the Joint Finance and 
Performance Committee (September 2026, pending December 2026 
and January 2027) 
Operational and Financial Plan Updates to the Joint Finance and 
Performance Committee (January 2026, pending January and 
February 2027) 

DDICB Internal Audit Review �± Data Quality and Performance 
Management Framework (Advisory) 

DLN Internal Audit Reviews �± Contract Management and Data Quality 
(planned) 

 �� �� �� See action 2.4. 
See action 7b.1. 

 

�$�O�L�J�Q�P�H�Q�W���D�Q�G���H�P�E�H�G�P�H�Q�W���R�I���U�R�E�X�V�W���µ�J�U�L�S���D�Q�G���F�R�Q�W�U�R�O�¶���P�H�D�V�X�U�H�V���D�F�U�R�V�V��
the three ICBs to oversee financial performance, alongside routine 
monitoring of budgets, efficiency programmes, and compliance with the 
�,�&�%�V�¶���6�W�D�Q�G�L�Q�J���)�L�Q�D�Q�F�L�D�O���,�Q�V�W�U�X�F�W�L�R�Q�V�����6�F�K�H�P�H���R�I���5eservation and 
Delegation and other financial governance requirements. 
This includes: 

Finance Reports to the Joint Finance and Performance Committee 
(each meeting) 

Savings and Efficiency Reports to the Joint Finance and Performance 
Committee (September 2026 and ongoing) 
Operational and Financial Plan Updates to the Joint Finance and 
Performance Committee (January 2026, pending January and 
February 2027) 

�9��
 
�9��
 
�9��
 

��
��
��
��
��
��

�9��
��
�9��
��
�9��
��

�9��
��
��
��
�9��
��

None identified.  
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

�x �7�K�H���,�&�%�V�¶��Financial Recovery Meeting (FRM),  providing CEO-
chaired, Executive-�O�H�G���R�Y�H�U�V�L�J�K�W���R�I���G�H�O�L�Y�H�U�\���R�I���W�K�H���,�&�%�V�¶���I�L�Q�D�Q�F�L�D�O��
recovery plans and efficiency programmes, including monitoring 
achievement of financial recovery trajectories, reviewing significant 
financial risks and pressures, and overseeing actions to improve 
delivery confidence.  

�x �7�K�H���,�&�%�V�¶��Savings and Efficiency Group (SEG),  providing 
detailed programme-�O�H�Y�H�O���R�Y�H�U�V�L�J�K�W���R�I���G�H�O�L�Y�H�U�\���R�I���W�K�H���,�&�%�V�¶��
efficiency programmes and cost improvement initiatives, including 
review of scheme delivery, identification and resolution of barriers 
to delivery, monitoring progress against agreed savings plans and 
escalation of risks requiring Executive intervention. 

DDICB Internal Audit Review �± Cost Improvement Plan (Significant 
Assurance) 
Internal Audit Reviews �± Financial Ledger and Reporting (planned). 

External Audit �± Year-end Financial Accounts Reviews 
Clustered System Review Meetings (SRMs) with NHSE Regional 
Teams (monthly) 

System Review Meetings (QSRMs) (including Providers) with NHSE 
Regional Teams (quarterly) 

��
�9��
��
�9��
�9��
�9��
��
�9��

��
�9��
��
��
��
�9��
��
�9��

��
��
��
��
��
�9��
��
�9��

 

Action(s):  Responsible Officer  Implementation Date  

7b.1: To establish an aligned contract management framework across the ICBs.  

 

Director of Commissioning / Director 
of Finance 

Superseded (see 7b.3 and 7b.4) 

7b.2: To develop and embed a formal control framework for payer mechanisms once national guidance is published.  Director of Finance  September 2026  

December 2026 (dependent on 
national guidance publication) 

7b.3 To establish a single, shared contract management database across the ICBs to support consistent contract recording and monitoring. Director of Finance Complete 

7b.4 To implement and embed a consistent provider oversight and contract management framework across the cluster, including Contract Delivery 
Review and Oversight Meetings (CDROMs), associated escalation arrangements and risk-based contract management processes. 

Director of Finance / Director of 
Commissioning  

November 2026 

 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶���-�R�L�Q�W���2�S�H�U�D�W�L�R�Q�D�O���5�L�V�N���5�H�J�L�V�W�H�U������ 

RR151 �± Rising demand for autism and ADHD assessments risks unmet need, poor experience and adverse outcomes. 
RR165 �± Delays to replacement Derbyshire Urgent Treatment Centre services could disrupt urgent care delivery, reducing access and increasing pressure. 

RR134 �± Insufficient recurrent financial efficiencies risk slower improvement in underlying deficit and reduced ability to meet population needs in Lincolnshire. 
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Risk 9 �± Failure to systematically 
improve the quality of healthcare 
services  

     

Strategic Risk Narrative : 
 

Risk that the ICBs do not effectively monitor, evaluate and drive 
improvement in commissioned services, limiting their ability to both 
restore quality where standards fall below expectations and deliver 
transformative quality improvement to achieve better outcomes and 
experience. 

Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Quality (Nursing) High (4 x 4) High (4 x 4) Medium (4 x 2) No change.  

Lead Committee:  Joint Quality and Service Improvement Committee      Cautious  
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

�'�H�Y�H�O�R�S�P�H�Q�W���D�Q�G���D�O�L�J�Q�P�H�Q�W���R�I���W�K�H���,�&�%�V�¶���D�S�S�U�R�D�F�K���W�R���T�X�D�O�L�W�\���D�F�U�R�V�V���W�K�H��
cluster, through the establishment of a formal Quality Strategy  and 
clear, shared priorities for 2026/27  aligned to commissioning intentions 
and statutory duties, including: 

�x Access and capacity: Ensuring timely and equitable access to 
services. 

�x Patient safety and experience: Reducing harm, learning from 
incidents, and improving user experience, with particular focus on 
maternity and mental health. 

�x Reducing health inequalities: Targeted interventions for 
underserved groups, using population health management 
approaches. 

�x Workforce: Focusing on training, retention, sickness 
management, and staff wellbeing to support quality delivery. 

�x Clinical effectiveness: Ensuring evidence-based care, pathway 
redesign, and robust outcome measurement. 

�x Digital maturity: Leveraging technology for safer, more effective 
care, with attention to CHC transformation. 

�x Safeguarding and health protection: Maintaining robust 
frameworks for vulnerable groups, including children and people 
with mental health conditions, learning disabilities, and autism 
(LDA). 

Derbyshire, Lincolnshire and Nottinghamshire Quality Approach 
update to the Joint Quality and Service Improvement Committee 
(January 2026) 

Quality Strategy update to the Joint Quality and Service Improvement 
Committee (February 2026 and ongoing through the 2026/27 work 
programme) 
Quality Improvement Priorities and Plans presented to the Joint 
Quality and Service Improvement Committee (February 2026 and 
ongoing) 
Quality Priorities 2026/27 update to the Joint Quality and Service 
Improvement Committee (February 2026) 

Delivery of Quality Improvement Plans reporting to the Joint Quality 
and Service Improvement Committee (July and pending, November 
2026) 

Clustered System Review Meetings (SRMs) with NHS England 
Regional Teams (monthly)  
 

�9��
��
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�9��
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�9 

To develop clear, measurable plans to 
oversee delivery of the quality priorities.  
 

To establish and implement a cluster-wide 
quality approach for 2026/27, including 
agreed priorities, aligned oversight 
arrangements and consistent reporting across 
the three ICBs, as an interim position ahead 
of a full strategy. 
 

To develop and embed a Quality 
Management System (QMS) approach across 
the future single ICB, aligned to the national 
quality strategy and informed by delivery of 
the 2026/27 quality priorities. 

9.2 

 

 
9.5 

 
 

 
 

 
 

9.6 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Establishment and ongoing development of the �,�&�%�V�¶���T�X�D�O�L�W�\���R�Y�H�U�V�L�J�K�W��
and commissioning framework , ensuring systematic monitoring, 
evaluation and improvement of commissioned services in line with 
statutory duties, including: 

�x �7�K�H���,�&�%�V�¶��quality framework, commissioning processes and 
integrated quality reporting arrangements , including the 
development and use of quality dashboards and Integrated 
Performance Reports, which provide systematic oversight of quality, 
safety, performance and patient outcomes, drive quality 
improvement in line with statutory responsibilities, and ensure 
services are routinely assessed against required quality and safety 
standards. 

�x Development and implementation of robust quality schedules for 
2026/27, embedded within contract management arrangements, 
providing structured mechanisms for quality assurance and 
continuous improvement across commissioned providers 

�x Continued embedment of the Patient Safety Incident Response 
Framework (PSIRF) , establishing consistent systems and 
processes for responding to patient safety incidents, supporting 
organisational learning and improvement. 

 
  

Quality Oversight Reports to the Joint Quality and Service 
Improvement Committee (each meeting) 
Thematic Quality Reports to the Joint Quality and Improvement 
Committee (every other meeting) 
Learning, Safety and Continuous Improvement Reports (including 
PSIRF and patient safety intelligence) to the Joint Quality and Service 
Improvement Committee (May and pending, November 2026) 

The Patient Safety Incident Response Framework to the Joint Quality 
and Service Improvement Committee (May 2026) 
Health Protection Report to the Joint Quality and Service Improvement 
Committee (May 2026) 
Oversight of Mortuary and After Death Care in Provider Organisations 
to the Joint Quality and Service Improvement Committee (May 2026) 

Education Quality Summary Report to the Joint Quality and Service 
Improvement Committee (May 2026) 
Provider Quality Accounts Corroborative Statements to the Joint 
Quality and Service Improvement Committee (May 2026) 
Modern Slavery Statements to the Joint Quality and Service 
Improvement Committee (May 2026) 

LICB Internal Audit Review �± Patient Safety 
NNICB Internal Audit Review �± Patient Safety Incident Response 
Framework (PSIRF) 

DLN Internal Audit Review �± Quality oversight arrangements (pending) 
DLN Internal Audit Review �± Safeguarding arrangements (pending) 
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�9 To develop robust quality schedules and 
associated monitoring arrangements (in 
conjunction with contracting colleagues).  

 
 

9.3 

 

 
 

 

Implementation of an aligned quality oversight, assurance and 
improvement framework , enabling the ICBs to systematically monitor, 
evaluate and improve the quality of commissioned services, identify 
areas where standards fall below expectations, oversee delivery of 
improvement actions, and escalate concerns where quality, safety, 
outcomes or patient experience are at risk. This includes: 

�x The System Quality Group , acting as the central forum for quality 
and safety oversight, triangulating intelligence from provider 
reporting, patient safety, safeguarding, complaints, quality 
surveillance and commissioning assurance arrangements. 

�x Routine quality oversight through provider quality forums and 
quality review meetings , enabling detailed scrutiny of quality 
performance, patient safety incidents, complaints, regulatory 
concerns and thematic risks, and agreeing actions to improve the 
quality and safety of commissioned services. 

Quality Oversight Reports to the Joint Quality and Service 
Improvement Committee (each meeting) 

Focused reports on NOF 3 and 4 providers to the Joint Quality and 
Service Improvement Committee (January and May 2026 and 
pending, September 2026) 

Thematic Quality Reports to the Joint Quality and Improvement 
Committee (every other meeting) 
Learning, Safety and Continuous Improvement Reports (including 
PSIRF and patient safety intelligence) to the Joint Quality and Service 
Improvement Committee (May and pending, November 2026) 
Thematic Quality Report �± Learning Disabilities and Autism to the Joint 
Quality and Service Improvement Committee (April 2026) 

Deep Dive into Quality Escalations �± maternity at NUH and UHDB to 
the Joint Quality and Service Improvement Committee (May 2026) 
Primary and Neighbourhood Care Quality and Improvement Plans to 
the Joint Quality and Service Improvement Committee (May 2026) 
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To review and rationalise operational quality 
oversight arrangements, ensuring the balance 
of ICB-level and cluster-wide oversight is 
appropriate. 
 

9.4 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

�x Routine commissioning assurance through Contract Review 
Meetings (CRMs),  monitoring delivery against contractual quality 
requirements and agreed improvement trajectories. 

�x Contract Delivery Review and Oversight Meetings (CDROMs),  
providing integrated oversight of significant quality, safety and 
delivery risks, ensuring quality concerns identified through 
surveillance, assurance and review processes are considered 
alongside wider delivery risks and supported by clear improvement 
and recovery actions. 

�x Formal escalation and intervention through Contract Executive 
Board(s),  providing senior commissioner-provider leadership 
oversight where quality concerns require formal escalation. 

�x Mental Health, Learning Disability and Autism (MHLDA) 
Programme Board , providing cluster-wide commissioning 
assurance and oversight of service quality, outcomes, access, 
patient experience and improvement delivery across mental 
health, learning disability and autism services, with responsibility 
for escalating significant quality and delivery risks through the 
wider commissioning governance framework.  

�x Regular safeguarding assurance forums  (including children and 
adults), ensuring statutory safeguarding responsibilities are met 
and risks to vulnerable groups are identified, escalated and 
managed effectively. 

�x Maternity quality oversight and perinatal assurance 
arrangements,  including DLN-wide maternity governance through 
the Perinatal Partnership Group and associated quality assurance 
processes, together with provider-specific quality oversight, 
surveillance and escalation forums for Nottingham University 
Hospitals (NUH) and University Hospitals of Derby and Burton 
(UHDB).  

�x Primary care and delegated commissioning quality forums , 
ensuring consistent oversight of quality, safety and patient 
experience across GP, dental, pharmacy and optometry services. 

�x Quality surveillance and escalation arrangements  aligned with 
regional and national NHS England processes, supporting the 
sharing of intelligence, coordinated responses to emerging 
concerns and system-wide improvement activity. 

Salivary Gland Assessment and Management Pathway Assurance to 
the Joint Quality and Service Improvement Committee (April 2026) 
Safeguarding Vulnerable Adults updates to the Joint Quality and 
Service Improvement Committee (pending, September 2026) 

Safeguarding Children updates to the Joint Quality and Service 
Improvement Committee (pending, October 2026) 
Regional LMNS oversight and performance meetings with NHS 
England 

Regional Learning Disability and Autism (LDA) oversight and 
performance meetings with NHS England 

Clustered System Review Meetings (SRMs) with NHS England 
Regional Teams (monthly) 
Quality System Review Meetings (QSRMs) (including providers) with 
NHS England Regional Teams (quarterly) 
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Action(s):  Responsible Officer  Implementation Date  

9.1: To develop and implement a formal cluster-wide Quality Strategy, establishing agreed priorities and mechanisms for quality oversight and reporting across 
the three ICBs. 

Director of Quality (Nursing)  Superseded (see 9.5 
and 9.6) 

9.2: To develop clear, measurable plans to oversee delivery of the quality priorities.  Director of Quality (Nursing) September 2026 
Complete 
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9.3: To develop robust quality schedules and associated monitoring arrangements (in conjunction with contracting colleagues).  Director of Quality (Nursing) June 2026 

Complete 

9.4: To review and rationalise operational quality oversight arrangements, ensuring the balance of ICB-level and cluster-wide oversight is appropriate. Director of Quality (Nursing) November 2026 

9.5 To establish and implement a cluster-wide quality approach for 2026/27, including agreed priorities, aligned oversight arrangements and consistent 
reporting across the three ICBs, as an interim position ahead of a full strategy. 

Director of Quality (Nursing) April 2026 

Complete 

9.6 To develop and embed a Quality Management System (QMS) approach across the future single ICB, aligned to the national quality strategy and informed 
by delivery of the 2026/27 quality priorities. 

Director of Quality (Nursing) April 2027 

 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

RR150 �± Delays in MH discharges causing flow issues across ED and inpatient settings impacting patient safety and quality across the cluster. 

RR149 �± LDA patients in inappropriate inpatient settings due to discharge delays impacting quality and outcomes across the cluster. 

RR161 �± Ineffective cluster wide discharge processes, may increase length of stay and cause harm, deconditioning, and poor experience. 
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Risk 10 �± Failure to ensure timely 
and equitable access to healthcare 
services in line with national and 
local performance standards  

     

Strategic Risk Narrative :  
 

Risk that the ICBs do not rigorously monitor, evaluate, and adapt 
services, resulting in persistent non-delivery of access targets. 

Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Commissioning High (4 x 4) High (4 x 4) Medium (4 x 2) No change.  

Lead Committee:  Joint Finance and Performance Committee      Cautious  
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

The development and delivery of a three-year operational plan for 
2026/27 to 2028/29, including integrated revenue, workforce, and 
operational performance and activity plans.  
The plan sets out how the ICBs will deliver statutory duties, meet 
performance standards, manage resources, and align financial, 
workforce, and operational arrangements. 

Medium Term Planning updates to the Boards (December 2025 and 
January 2026) (open and/or confidential sessions) 
Operational and Financial Plan update to the Joint Finance and 
Performance Committee (Jan 2026 and, pending Jan and Feb 2027) 

Commissioning delivery reports presented to both the Boards and the 
Joint Finance and Performance Committee (each meeting) 

Thematic commissioning delivery reviews to the Joint Finance and 
Performance Committee (Sept, pending Dec 2026 and Jan 2027) 
NNICB Internal Audit Review �± Delivery of Operational Plans 
(Significant assurance) 

Clustered System Review Meetings (SRMs) with NHSE Regional 
Teams (monthly) 

System Review Meetings (QSRMs) (including Providers) with NHSE 
Regional Teams (quarterly) 
Ad-hoc Assurance Meetings with NHSE Regional Team (bi-monthly) 
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None identified.  

 

 

Establishment and ongoing development of a comprehensive 
commissioning oversight and commissioning delivery framework  
across the DLN cluster, enabling systematic monitoring, evaluation, 
escalation and adaptation of commissioned services to support delivery 
of operational plans and access standards, including: 

�x A defined governance and escalation architecture, including the 
Commissioning Oversight Group  and Joint Commissioning 
Executive Group , providing oversight of commissioning delivery, 
performance and risk, and enabling timely escalation of issues 
requiring system-level intervention or commissioning action. 

�x Management -led oversight forums  across commissioning 
domains (including finance, quality, commissioning, strategy, 
outcomes, digital, and vaccinations and immunisations), ensuring 
coordinated and thematic review of delivery and supporting 
adaptation of services in response to emerging risks and system 
priorities. 

Contract Management Reports presented to the Joint Finance and 
Performance Committee (June 2026, and pending Oct 2026 and Feb 
2027) 

Commissioning delivery reports presented to both the Boards and the 
Joint Finance and Performance Committee (each meeting) 

Thematic commissioning delivery reviews to the Joint Finance and 
Performance Committee (Sept, pending Dec 2026 and Jan 2027) 
NHS England delegated functions updates (Specialised Services) to 
the Joint Strategic Commissioning Committee (pending) 

NHS England delegated functions updates (Dental, Ophthalmic and 
Pharmaceutical Services) to the Joint Strategic Commissioning 
Committee (pending) 

DDICB Internal Audit Review �± Data Quality and Performance 
Management Framework (Advisory) 
DLN Internal Audit Reviews, including: Data quality of a Board-level 
indicator (indicative) and Contract management (pending, Q2) 

�9��
 
 
�9��
 
�9��
��
�9��

 
�9��

 

 

 
 

 
 

 
 

 
 

 
��
�9��

 
��
�9��
 

 

 
 
�9��
 

 

 
 
�9��
 

See action 2.4. 

See action 7b.1. 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

�x Formalised programme and delivery oversight through Programme 
Boards , providing routine monitoring of delivery trajectories, 
milestones and risks, and ensuring commissioning plans are 
translated into deliverable transformation and service change 
programmes. 

�x An integrated Activity, Finance and Performance (AFP) 
oversight model , comprising: 
- Activity, Finance and Performance Technical Group(s),  

responsible for detailed monitoring and triangulation of activity, 
finance and delivery metrics, identifying emerging risks, 
variation from plan and areas requiring intervention 

- DLN Activity,  Finance and Performance Group , providing 
consolidated oversight of commissioning delivery and 
operational plan trajectories, with structured focus across Acute 
services and Mental Health and Community services. 

�x Routine commissioning delivery oversight through Contract Review 
Meetings (CRMs) , monitoring delivery against contractual, activity, 
quality and financial requirements, and enabling early identification 
and management of underperformance against agreed trajectories. 

�x Formal escalation and intervention through Contract Executive 
Board(s),  bringing together ICB and provider leadership to review 
delivery concerns, agree recovery actions, and oversee 
implementation of improvement plans where services are not 
delivering in line with commissioning expectations. 

�x A Commissioning Delivery Dashboard , incorporating metrics 
aligned to national standards, operational planning requirements 
and strategic commissioning priorities, enabling consistent 
monitoring of delivery against trajectories and early identification of 
variance. 

�x Defined escalation triggers and a formal escalation framework , 
enabling proportionate and timely response to deterioration in 
delivery, including escalation through ICB governance and, where 
required, NHSE oversight arrangements. 

�x Joined-up commissioning delivery and financial recovery oversight, 
including the Financial Recovery Meeting , ensuring activity, 
performance and financial position are considered collectively, with 
coordinated escalation and agreement of mitigation actions where 
material variance from plan is identified. 

Implementation of a Primary Care Operational Scheme of Delegation,  
establishing a consistent framework across the three ICBs for the 
discharge of NHS England delegated primary care functions, including 
clear accountabilities, delegated decision-making arrangements, 
oversight of Primary Medical, Dental, Ophthalmic and Pharmaceutical 

Commissioning delivery reports presented to both the Boards and the 
Joint Finance and Performance Committee (each meeting) 
Primary Medical Care Services Assurance Report to the Joint 
Strategic Commissioning Committee (January 2026) 

�9��
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To establish a consistent, cluster-wide model 
for primary care operational governance, 
aligning contract management and 
performance oversight across the three ICBs. 

10.1 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Services, contract management, quality oversight, provider performance 
management, commissioning decisions and escalation arrangements.  
Delivery is supported through the Joint Primary Care Commissioning 
Group,  operating as a sub-committee of the Joint Strategic 
Commissioning Committee with responsibility for exercising delegated 
primary care commissioning functions and receiving assurance 
regarding provider quality, performance and contractual management 
arrangements. 

Daily system calls and On-call arrangements, alongside alignment of the 
System Co-ordination Centres (SCC) across the cluster; the purpose of 
which is to ensure the safest and highest quality of care possible for the 
entire population across every area by balancing the clinical risk within 
and across all health and care settings.  

Operational Pressures Escalation Level (OPEL) Framework across 
primary and secondary care providers. 

Commissioning delivery reports presented to both the Boards and the 
Joint Finance and Performance Committee (each meeting) 
 

�9��
 

 �9��
 

�9��
 

To align and integrate the three System Co-
ordination Centres (SCCs) into a single, 
consistent cluster-wide operating model. 

10.2 

 

Action(s):  Responsible Officer  Implementation Date  

10.1: To establish a consistent, cluster-wide model for primary care operational governance, aligning contract management and performance oversight across 
the three ICBs. 

Director of Commissioning October 2026 

Complete  

10.2: To align and integrate the three System Co-ordination Centres (SCCs) into a single, consistent cluster-wide operating model. 

 

Director of Commissioning September 2026 

December 2026 
 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

RR151 �± Rising demand for autism and ADHD assessments risks unmet need, poor experience and adverse outcomes. 
RR073 �± Mental health bed shortages risk inappropriate placements and pressure on urgent care.  

RR165 �± Delays to replacement Derbyshire Urgent Treatment Centre services could disrupt urgent care delivery, reducing access and increasing pressure. 
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Risk 11 �± Failure to develop and 
implement an effective operating 
model and workforce capability to 
support the transition to a merged 
ICB 

     

Strategic Risk Narrative : 
 

  Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Transition  Medium (4 x 3) Medium (4 x 3) Medium (4 x 3) No change.  

Lead Committee:  Joint Transition Committee  / Joint Remuneration and Human Resources 
Committee   

  Open   

 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

The establishment and ongoing delivery of a jointly agreed ICB 
Transition Programme Plan , providing a structured and 
coordinated approach to managing the transition across the three 
ICBs.  

The Programme Plan includes development of the future operating 
model and strategic commissioning arrangements, including 
assessment of future ICB functions, commissioning capability 
requirements and organisational design needed to support future 
cluster and merger arrangements. 
The Plan is underpinned by defined workstreams, with assigned 
Senior Responsible Officers (SROs) including: 

�x the Estates workstream , which is responsible for delivering 
efficiencies and establishing future corporate HQ and satellite 
space. 

�x the Commissioning Support Unit (CSU) Transition 
workstream , which is responsible for reviewing CSU functions 
and determining proposals for future delivery models. 

�x the Finance workstream , which is responsible for monitoring 
budgets, allocations, and cost efficiencies. 

�x the Governance workstream , which is responsible for 
ensuring robust decision-making, oversight, and risk 
management. 

�x the Communications and Engagement workstream , which 
is responsible for supporting staff and stakeholder 
communications, including consultation processes. 

�x the Management of Workforce Change workstream , which 
is responsible for overseeing staff transition, voluntary 
redundancy planning, and associated consultation processes. 

�x the development and implementation of a structured merger 
readiness and due diligence workstream  and associated 

Transition programme updates to the ICB Boards (each meeting) (open 
and/or confidential sessions) 

Transition Programme Plan delivery and risk reporting updates to the Joint 
Transition Committee (each meeting)  
Operating model development updates to the Joint Transition Committee, 
including a focused update in Q3 2026/27 on plans (where relevant) for 
the transfer of ICB functions to other NHS bodies (each meeting) 
Strategic Commissioning Development Plan updates to the Joint 
Transition Committee (May 2026, and pending) 

Summary of the NHS Reform Bill to the Joint Transition Committee (July 
2026) 
Assessment of merger/boundary change preparation requirements to the 
Joint Transition Committee (pending), subject to confirmation of future ICB 
footprints in line with the anticipated timetable for local government 
reorganisation decisions. 
Merger/boundary change plan updates to the Joint Transition Committee 
(pending), with delivery updates in Q4 2026/27. 
Merger plan delivery updates to the Boards and Joint Transition 
Committee (pending) 

360 Assurance Internal Audit �± Independent support and assurance on 
transition and merger due diligence (Q4)   
360 Assurance Internal Audit Review - Governance Arrangements 
(August 2026, Significant Assurance) 

Clustered System Review Meetings (SRMs) with NHSE Regional Teams 
(monthly) 

System Review Meetings (QSRMs) (including Providers) with NHSE 
Regional Teams (quarterly) 
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To develop and implement detailed merger 
plans once the future ICB footprint is 
confirmed, informed by the publication of the 
NHS Reform Bill and aligned with local 
government reorganisation decisions. 
 

To establish a structured merger and due 
diligence workstream to support the planned 
merger, including defined assurance reporting 
to the Joint Transition Committee and Boards. 

11.1 
 

 
 

 
 

11.2 
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

governance arrangements  to assess operational implications 
of any future merger or boundary change arrangements. 

Development and delivery of a Management of Change process 
and supporting business case , providing a structured approach to 
aligning the ICBs workforce structures, roles and capacity across the 
cluster to enable safe and effective transition. 
Ongoing engagement and consultation with recognised Trade 
Unions and staff representatives  to support transparency, fairness 
and staff engagement throughout workforce change and transition 
processes. 

Organisational Development Framework update to the Joint Transition 
Committee (July 2026) 
Workforce Change and Exit Plan progress updates to the Joint Transition 
Committee (each meeting) 

Workforce Reports to the Joint Remuneration and HR Committee (each 
meeting) 
Workforce and Organisational Capability Risk Reports to the Joint 
Remuneration and HR Committee and Joint Transition Committee (each 
meeting) 
Trade Union engagement and consultation updates through Workforce 
Change Programme reporting (each meeting) 

Voluntary Redundancy Scheme Progress Reports to the Remuneration 
and HR Committee (January 2026) 

Management of Change Process Progress Reports to the Remuneration 
and HR Committee (January 2026) 
Equality Impact Assessment updates relating to workforce transition 
proposals (April 2026 and as required) 

Strategic Commissioning Competency Framework self-assessment 
findings reported to the Joint Transition Committee (pending) 

NHS Staff Survey results to the Remuneration and HR Committee (April 
2026) 
Freedom to Speak Up report to the Audit Committees (pending, October 
2026) 

Freedom to Speak Up report to the Boards (pending, November 2026) 
DLN Internal Audit Review: Support Mechanisms for Staff (Q4 2026/27) 
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None identified.   

Development and delivery of a cluster -wide Organisational 
Development Framework  and Strategic Commissioning 
Development Programme , informed by organisational capability 
assessments, the commissioning competency framework and self-
assessment process.  
This will address system capability, leadership development, cultural 
alignment and skills requirements necessary to support transition 
and the future operating model.  

Organisational Development Framework update to the Joint Transition 
Committee (July 2026 and future updates). 

Strategic Commissioning Competency Framework self-assessment 
findings to the Joint Transition Committee (pending) 

Strategic Commissioning Development Plan updates to the Joint 
Transition Committee (pending). 
Workforce and Organisational Capability Risk Reports to the Joint 
Remuneration and HR Committee and Joint Transition Committee (each 
meeting). 
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�9 

 To develop and implement a cluster-wide 
Organisational Development (OD) Plan, 
informed by the commissioning competency 
framework and self-assessment. 

11.2 

Staff support and wellbeing arrangements  to support the 
management of change process, including occupational health, 
Employee Assistance Programmes, HR advice and mental health 
support, ensuring workforce wellbeing is maintained during 
transition.  

�'�H�Y�H�O�R�S�P�H�Q�W���R�I���,�&�%�V�¶���V�K�D�U�H�G���Y�D�O�X�H�V���D�Q�G���E�H�K�D�Y�L�R�X�U�V�����%�R�D�U�G���'�H�Y�H�O�R�S�P�H�Q�W��
Session, April 2026) 
NHS Staff Survey results to the Remuneration and HR Committee (April 
2026) 

Freedom to Speak Up report to the Audit Committees (pending, October 
2026) 

Freedom to Speak Up report to the Boards (pending, November 2026) 
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None identified.  
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Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

DLN Internal Audit Review: Support Mechanisms for Staff (Q4 2026/27) �9�� �9 �9 
 

Action(s):  Responsible Officer  Implementation Date  

11.1: To develop and implement detailed merger plans once the future ICB footprint is confirmed, informed by the publication of the NHS Reform Bill and 
aligned with local government reorganisation decisions. 

Director of Transition September 2026  

October 2026 

11.2: To develop and implement a cluster-wide Organisational Development (OD) Plan, informed by the commissioning competency framework and self-
assessment.  

Director of Transition December 2026 

11.3: To establish a structured merger and due diligence workstream to support the planned merger, including defined assurance reporting to the Joint 
Transition Committee and Boards. 

Director of Transition October 2026 

 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

No high scoring ORR risks identified. 
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Risk 12 �± Failure to maintain cyber 
resilience  

     

Strategic Risk Narrative : 
 

Risk that the ICBs do not establish robust cyber security arrangements, 
which could compromise delivery of core functions and disrupt access to 
critical data and systems. 

Opening Risk 
Level and Score 

(I x L)  

Current  Risk 
Level and Score 

(I x L)  

Risk Appetite and 
Target Risk Score 

(I x L)  

Movement in risk 
score  (since last 
reporting period) 

Executive Risk Owner : Executive Director of Outcomes (Medical)/SIRO, Executive Director of 
Finance 

Medium (4 x 3) Medium (4 x 3) Medium (4 x 2) No change.  

Lead Committee:  Audit Committee    Cautious   
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

Development and implementation of a cluster -wide Cyber Security 
Strategy , informed by national NHS cyber security policy and existing 
organisational strategies, to establish a consistent approach to cyber 
governance, assurance, risk management and resilience across the 
three ICBs.  

This includes alignment of cyber oversight arrangements, assurance 
reporting, and provider transition plans, supporting increased digital 
collaboration and readiness for the future single ICB while safeguarding 
systems, information assets and service continuity. 

Information Governance Assurance Reports to the Audit Committee 
(February and June 2026) 
Senior Information Risk Owner (SIRO) Annual Report to the Audit 
Committee (April 2026) 

Senior Information Risk Owner (SIRO) Annual Report to the Board 
(May 2026) 
National Cyber Security Centre (NCSC) NHS cyber security training 
(Board Development Session, pending Dec 2026) 
�,�7���3�U�R�Y�L�G�H�U�V�¶��Cyber Essentials and Cyber Essentials Plus 
Accreditations 

Dionach pen testing reported to the SIRO (complete, all three ICBs) 
2026/27 DLN Internal Audit Reviews �± IT Disaster Recovery/Business 
Continuity (Q2)(Significant Assurance) 

NHS England (NHSE) phishing exercise reported to the SIRO 
(pending) 
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 To review existing cyber security strategies 
across the three ICBs and develop a single, 
aligned cluster-wide Cyber Security Strategy. 
 

See action 2.8 

12.1 

Role and remit of the �,�&�%�V�¶�� Data Protection & Security (DP&S) 
Steering Group , which is a cluster�æwide operational forum that 
coordinates and strengthens information governance, data protection 
and cyber security arrangements across the three ICBs. 

The Group is responsible for: 

�x coordinating and overseeing cyber resilience and information 
security assurance across the cluster. 

�x m�R�Q�L�W�R�U�L�Q�J���D�Q�G���D�V�V�H�V�V�L�Q�J���H�D�F�K���,�&�%�¶�V���F�R�P�S�O�L�D�Q�F�H���Z�L�W�K���W�K�H���&�\�E�H�U��
Assurance Framework (CAF) through the CAF�æaligned Data 
Security and Protection Toolkit (DSPT), in line with the annual 
profile set by NHS England. 

�x providing collective oversight of cyber and information security 
risks. 

�x supporting the proactive management of cyber security threats, 
vulnerabilities and incidents across the cluster. 

Information Governance Assurance Reports to the Audit Committee 
(February 2026 and June 2026), including updates in relation to the 
ICBs�¶ compliance with the DSPT. 

Cyber Security Updates to the Data Protection & Security (DP&S) 
Steering Group, which summarise cyber security progress and cyber 
risk mitigations, including patching, password hygiene, and strategic 
infrastructure upgrades (to every other meeting)  

Communications via the ICBs; Staff News relating to cyber security (as 
per IG Comms Plan and TNA)  
2025/26 Internal Audit Review (DDICB) �± DSPT (Low risk) 

2025/26 Internal Audit Review (NNICB) �± DSPT (Low risk) 
2025/26 Internal Audit Review (LICB) �± DSPT (Very high risk) 
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To deliver the Lincolnshire ICB DSPT 
Improvement Plan and strengthen compliance 
with DSPT requirements through completion 
of agreed improvement actions. 

12.4 

Alignment of existing digital and cyber governance structures across the 
three ICBs, adopting a common NHIS-aligned approach to governance, 

Senior Information Risk Owner (SIRO) Annual Report to the Audit 
Committee (April 2026) 

�9 
 

 

 

�9 
 

 

 

To review, align, and consolidate digital and 
cyber governance arrangements across the 
three ICBs. 

12.2 

 

Overall page 339 of 384



 

27 
 

Control Description  

(How are we going to stop the risks happening?) 

Assurances  

(How do we know the controls are working?) 

I E + - Gaps in Control / Assurance (Where are we 
failing to put effective controls in place and/or 
gain evidence that controls are effective?) 

Action 
ref:  

assurance and oversight for digital services, cyber security and 
technology investment.  
This will support the transition of Derby and Derbyshire ICB and 
Lincolnshire ICB digital functions into the NHIS operating model, provide 
consistent governance arrangements across the cluster, and strengthen 
readiness for the future single ICB. 
It should be noted that existing arrangements continue to exist at the 
current IT providers until the transition to NHIS.  

Senior Information Risk Owner (SIRO) Annual Report to the Board 
(May 2026) 
Information Governance Assurance Reports to the Audit Committee 
(February and June 2026), �L�Q�F�O�X�G�L�Q�J���X�S�G�D�W�H�V���L�Q���U�H�O�D�W�L�R�Q���W�R���W�K�H���,�&�%�V�¶��
compliance with the DSPT. 

2026/27 DLN Internal Audit Reviews �± IT Disaster Recovery/Business 
Continuity (Q2)(Significant Assurance) 
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See action 2.8  

Role of the joint Senior Information Risk Owner (SIRO ) for the three 
ICBs, responsible for overseeing and managing information governance 
and cyber security risks across the cluster.  

The SIRO ensures organisational data is protected, cyber threats are 
mitigated, and compliance with legal, regulatory, and NHS cyber 
standards is maintained across all three ICBs. 

Senior Information Risk Owner (SIRO) Annual Report to the Audit 
Committee (April 2026) 

Senior Information Risk Owner (SIRO) Annual Report to the Board 
(May 2026) 
National Cyber Security Centre (NCSC) NHS cyber security training 
(Board Development Session, pending Dec 2026) 

�9 
 
�9 
 

 �9 
 
�9 
 

 None identified.  

Role of the Emergency Preparedness, Resilience and Response 
(EPRR) Team across the three ICBs, ensuring that Business Impact 
Assessments (BIA)  identify critical digital systems and services across 
the cluster. This will enable the cluster to understand cyber risks and 
maintain continuity plans that support rapid recovery from cyber 
disruptions. 

Emergency Preparedness, Resilience and Response (EPRR) and 
Business Continuity Report to the Boards (pending, Jan 2027) 
Emergency Preparedness, Resilience and Response (EPRR) and 
Business Continuity updates to the Audit Committee (December 2025 
and May 2026) 
DDICB Internal Audit Review �± Business Continuity (Significant 
assurance) 

EPRR NHSE Core Standards Self-Assessment (all three ICBs) 
2026/27 DLN Internal Audit Reviews �± IT Disaster Recovery/Business 
Continuity (Q2)(Significant Assurance) 
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 To undertake testing across all ICB�V�¶ BIA 
critical systems. 

12.3 

 

Action(s):  Responsible Officer  Implementation Date  

12.1: To review existing cyber security strategies across the three ICBs and develop a single, aligned cluster-wide Cyber Security Strategy.  Director of Finance October 2026 

June 2027 

12.2: To review, align, and consolidate digital and cyber governance arrangements across the three ICBs. 

 

Director of Finance October 2026 

June 2027 

�������������7�R���X�Q�G�H�U�W�D�N�H���W�H�V�W�L�Q�J���D�F�U�R�V�V���D�O�O���,�&�%�V�¶���%�,�$���F�U�L�W�L�F�D�O���V�\�V�W�H�P�V��  Director of Finance June 2026 
January 2027 

12.4 To deliver the Lincolnshire ICB DSPT Improvement Plan and strengthen compliance with DSPT requirements through completion of agreed improvement 
actions. 

Executive Director of Outcomes 
(Medical)/SIRO 

December 2026 

 

Related high/extreme ���•������ �R�S�H�U�D�W�L�R�Q�D�O���U�L�V�N�V���I�U�R�P���W�K�H���,�&�%�V�¶��Joint  Operational Risk Register:   

No high scoring ORR risks identified. 
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Annex 1: Alignment of BAF Strategic Risks to  ICB�V�¶��Joint  objectives/ core aims   

Strategic Risks  

(What could prevent us from achieving our strategic aims/objectives and statutory duties?) 
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Risk 1: Failure to develop and maintain a comprehensive, evidence -based understanding of local population health needs  

Risk that the ICBs do not use joined-up, person-level data and intelligence to identify current and future needs, drivers of risk, and underserved 
communities, leading to ineffective or inequitable commissioning decisions. 

�9 �9   

Risk 2 , 3, 4 and 5: Failure to deliver system transformation through delivery of a long -term, outcomes -focused commissioning strategy  

Risk that the ICBs do not establish or implement a robust, evidence-based commissioning strategy that delivers the three strategic shifts of the 10-Year 
Health Plan: from sickness to prevention, from hospital to community-based care, and from analogue to digital; resulting in missed opportunities to 
improve health outcomes, reduce inequalities, and deliver system priorities. 

�9 �9 �9 �9 

Risk 6: Failure to involve people and communities meaningfully in commissioning and service design  

Risk that the ICBs do not systematically co-produce solutions with service users, carers, and communities, leading to services that do not meet local 
needs or legal requirements for engagement. 

�9 �9   

Risk 7 a: Failure to prioritise resources and shape provider markets to meet local needs  

Risk that the ICBs do not prioritise investment or allocate resources according to local needs, resulting in inefficiencies, reduced productivity, and an 
inability to deliver services that meet population needs. 

  �9 �9 

Risk 7b: Failure to manage contracts effectively and achieve financial sustainability   

Risk that the ICBs do not effectively manage contracts or ensure providers deliver agreed services, leading to poor value for money and inability to 
achieve financial balance. 

�9 �9 �9 �9 

Risk 9: Failure to systematically improve the quality of healthcare services  

Risk that the ICBs do not effectively monitor, evaluate and drive improvement in commissioned services, limiting their ability to both restore quality 
where standards fall below expectations and deliver transformative quality improvement to achieve better outcomes and experience. 

�9 �9   

Risk 10: Failure to ensure timely and equitable access to healthcare services in line with national and local performance sta ndards  

Risk that the ICBs do not rigorously monitor, evaluate, and adapt services, resulting in persistent non-delivery of access targets. 

�9 �9 �9  

Risk 11: Failure to develop and implement an effective operating model and workforce capability to support the transition to a merged ICB 

Risk that the ICBs do not build and maintain the strategic commissioning skills, capabilities and operating model required to support the transition to a 
merged ICB, while supporting the wellbeing of the combined workforce. 

  �9  

Risk 12: Failure to maintain cyber resilience  

Risk that the ICBs do not establish robust cyber security arrangements, which could compromise delivery of core functions and disrupt access to 
critical data and systems. 

�9 �9 �9  
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Meeting title:  Integrated Care Boards: Open Session (meeting in common) 
Meeting date:  17/09/2026 
Paper  title:  Committee Highlight Reports  
Paper  reference:  ICB CIC 26 055 
Paper  author:  Committee Secretariat 
Paper  sponsor:  Committee Chairs 
Presenter:  Committee Chairs 

 

Paper type:     
For assurance ��  For decision ��  For discussion ��  For information ��  

 

Report summary:  
�7�K�L�V���U�H�S�R�U�W���S�U�R�Y�L�G�H�V���D�Q���R�Y�H�U�Y�L�H�Z���R�I���W�K�H���Z�R�U�N���X�Q�G�H�U�W�D�N�H�Q���E�\���W�K�H���%�R�D�U�G�V�¶���F�R�P�P�L�W�W�H�H�V���V�L�Q�F�H��the 
last meeting in July 2026. The report is intended to provide assurance that the committees 
�D�U�H���G�L�V�F�K�D�U�J�L�Q�J���W�K�H�L�U���G�H�O�H�J�D�W�H�G���G�X�W�L�H�V���D�Q�G���W�R���H�V�F�D�O�D�W�H���D�Q�\���P�D�W�W�H�U�V���U�H�T�X�L�U�L�Q�J���W�K�H���%�R�D�U�G�V�¶��
attention.  

�7�K�H���U�H�S�R�U�W���L�Q�F�O�X�G�H�V���W�K�H���F�R�P�P�L�W�W�H�H�V�¶���D�V�V�H�V�V�P�H�Q�W�V���R�I���W�K�H���O�H�Y�H�O�V���R�I���D�V�V�X�U�D�Q�F�H���W�K�H�\���K�D�Y�H���J�D�L�Q�H�G��
from the items received and any actions instigated to address any areas where low levels of 
assurance have been provided. 

 

Recommendation(s):  
The Boards are asked to receive  the paper for assurance in relation to the work of its 
committees. 

 

Relevant statutory duties:   
��  Quality improvement ��  Public involvement and consultation 

��  Reducing inequalities ��  Equality and diversity 

��  Financial limits/ breakeven ��  Effectiveness, efficiency and economy 

��  Integration of services ��  Wider effect of decisions (triple aim) 

��  Promoting innovation ��  Promoting research 

��  Patient choice ��  Obtaining appropriate advice 

��  Promoting education/training ��  Climate change 
 

Appendices  
Appendix 1 �± Joint Finance and Performance Committee Highlight Report 
Appendix 2 �± Joint Quality and Service Improvement Committee Highlight Report 
Appendix 3 �± Joint Strategic Commissioning Committee Highlight Report 
Appendix 4 �± Joint Transition Committee Highlight Report 
Appendix 5 �± Joint Remuneration and Human Resources Committee Highlight Report  
Appendix 6 �± Description of levels of assurance 
Appendix 7 �± Current high-level operational risks being overseen �E�\���W�K�H���%�R�D�U�G�V�¶���F�R�P�P�L�W�W�H�H�V 
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Appendix 1:  Joint Finance and Performance Committee Highlight Report  

 

Meeting Dates:  02 September 2026 

Committee Chair : Stephen Jackson, Non-Executive Director 

 

Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

ICB Finance 
Report (Month 
4) 

At month four, all three ICBs continued to report on-plan financial positions, both in-
month and for the full-year forecast. The wider NHS systems reported a combined 
deficit of £101.3 million against a planned deficit of £70.1 million, representing an 
adverse variance of £31.2 million. Providers in Nottingham and Nottinghamshire 
were the principal drivers of the adverse variance. 

The Committee discussed in detail a number of risks to th�H���,�&�%�V�¶ positions, notably 
acute activity, mental health and learning disability services, prescribing, Continuing 
Healthcare and community services; and the actions that were being taken to 
mitigate these cost pressures. Members took assurance that the pressures 
continued to be actively managed and mitigated through the �,�&�%�V�¶��Financial 
Recovery Group.  

Adequate  

 

Adequate 

(awarded at the 
meeting held on 
01 July 2026) 

 

 

ICB Efficiency 
Report (Month 
4) 

To date, £173.8 million of savings had been identified equating to 106.5% of the 
requirement.  

The risk adjusted year end forecast was estimated to be a £29.8 million gap to 
target. This represented a £6 million improvement in the risk adjusted position since 
the last report. The Committee heard that work continued to improve the risk 
adjusted position and a line-by-line review of the highest risk schemes was being 

Adequate  Adequate 

(awarded at the 
meeting held on 
01 July 2026) 
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Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

undertaken to close remaining risks, assess the precise delivery forecasts and build 
certainty in terms of the overall end of year delivery.   

Contract 
Management 
Report 

The report provided an overview on the establishment and initial operation of the 
Contract Delivery Review and Oversight Meeting framework across the ICBs. It 
summarised the key issues identified through the first round of meetings with 
providers, the actions and interventions established through the contract 
�P�D�Q�D�J�H�P�H�Q�W���I�U�D�P�H�Z�R�U�N���D�Q�G���W�K�H���D�V�V�X�U�D�Q�F�H���W�K�L�V���S�U�R�Y�L�G�H�G���U�H�J�D�U�G�L�Q�J���W�K�H���,�&�%�V�¶���D�E�L�O�L�W�\��
to identify, manage and escalate provider performance, financial and service 
sustainability risks. 

�:�H�O�F�R�P�L�Q�J���W�K�H���U�H�S�R�U�W�����P�H�P�E�H�U�V���F�R�Q�V�L�G�H�U�H�G���W�K�D�W���L�W���I�X�U�W�K�H�U���V�W�U�H�Q�J�W�K�H�Q�H�G���W�K�H���,�&�%�V�¶��
financial control framework. 

Adequate  Not applicable 

Commissioning 
Delivery Report 
2026/27  

Overall performance remained mixed. Diagnostic performance continued to be a 
significant concern. In planned care, 65-week waits had not been eliminated across 
all three systems, and recovery action plans were in place to improve performance 
against the 62-day cancer standard. Urgent and emergency care services also 
remained under sustained pressure. 

The Committee had welcomed the additional information within the report regarding 
contract delivery and the actions being taken to manage performance; and 
supported the commitment to continue strengthening reporting processes. 

Partial  Partial 

(awarded at the 
meeting held on 
01 July 2026) 

 

Thematic 
Commissioning 
Delivery Review: 
Mental Health 
and Learning 

The report provided an in-depth review of mental health, learning disability and 
autism services across the three ICB geographies, examining the current 
performance position; key risks and mitigations; and the 2026/27 Delivery Plan, 
which aimed to improve access, flow, outcomes, quality and financial sustainability. 

Partial  Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

Disabilities and 
Autism 

The Committee heard that overall, performance remained mixed. There were a 
number of services performing well. However, the most significant concerns related 
to inpatient flow and prolonged stays, urgent and crisis responsiveness and 
community capacity.  

Assurance was taken that the development of a robust delivery plan, and 
establishment of a Programme Board for these services, provided a sound basis for 
overseeing the transformation of services across Derbyshire, Lincolnshire and 
Nottinghamshire.  However, as the programme was in its infancy, at this stage an 
assurance rating of partial was considered appropriate. 

Estates and 
Capital 
Resource Use 
Update 

Members received an update on capital resource use and priority estates 
programmes across Derbyshire, Lincolnshire and Nottinghamshire.  

The capital programme remained broadly on track to fully utilise the allocation, with 
a current year-end forecast of full expenditure against plan. However, as with all 
capital programmes, there had been some movement since the plan had been 
approved. In order to ensure full utilisation of the allocation, approval for the 
proposed changes was requested ���V�H�H���µ�G�H�F�L�V�L�R�Q�V���P�D�G�H�¶���E�H�O�R�Z���� 

Adequate  Not applicable 

 

Other considerations : 

Decisions made:  

The Committee:  

a) Endorsed  the joint 2026/27 Winter Plan and recommended it to the Boards for approval. The plan set out a whole-system approach 
to winter preparedness across the three ICB areas and had been stress tested against a range of demand scenarios. The Committee 
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Decisions made:  

noted that a residual acute bed gap remained in Nottinghamshire, although the position had improved compared with previous years 
and work was ongoing to mitigate it. 

b) Approved  the proposed �F�K�D�Q�J�H�V���W�R���W�K�H���,�&�%�V�¶��Capital Resource Programme. The changes reflected movements since the original 
plan was approved and were intended to support full utilisation of the available capital allocation. 

 

Discussion and information items : 

The Committee reviewed and discussed the six operational risks within its remit, noting a reduction of two since the previous report. 
Members considered whether any new or emerging risks arose from the matters discussed and requested further consideration of the 
financial aspects of the risk relating to autism and ADHD assessments and of an emerging financial risk arising from NHS Engl�D�Q�G�¶�V��
approach to performance monitoring. 
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Appendix 2: Joint Quality and Service Improvement Committee Highlight Report  

 

Meeting Dates:  09 September 2026 

Committee Chair:  Sharon Robson, Non-Executive Director 

 

Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

Oversight and Assurance 
Arrangements for Derby and 
Derbyshire, Nottingham and 
Nottinghamshire, and 
Lincolnshire Perinatal 
Services 

The Committee received a report on oversight and assurance 
arrangements for perinatal services across the three ICBs. It 
was advised that all five maternity providers were progressing 
implementation of the NHS England 10-point Maternity 
Urgent Plan, with ongoing oversight of challenges including 
workforce capacity, digital interoperability and service 
demand. 

The report also covered post-death care arrangements 
across providers in the three ICB areas and proposed 
priorities to strengthen maternity assurance, family 
engagement, the reduction of inequalities and the use of 
quality intelligence. 

Members emphasised the importance of robust contractual 
oversight, independent verification of provider progress and 
evidence that actions were translating into sustained 
improvements in outcomes and organisational culture. They 
discussed concerns regarding organisational culture and 
experiences of racism within maternity services and 

Limited Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

highlighted the importance of triangulating performance data 
with family, patient and staff experience. 

While oversight arrangements were in place and progress 
was evident, the Committee took limited assurance regarding 
�W�K�H���,�&�%�V�¶���D�E�L�O�L�W�\���W�R���V�H�F�X�U�H���V�X�V�W�D�L�Q�H�G���L�P�S�U�R�Y�H�P�H�Q�W���Z�K�H�U�H��
provider performance remained below expectations. It sought 
greater clarity on the contractual and commissioning levers 
available to secure timely improvement and address identified 
concerns. 

Quality Oversight Report and 
Integrated Performance 
Report  

The Committee received assurance that quality oversight 
arrangements remained in place across the three ICBs. 
Members noted that progress was being made across SEND 
reforms and improvement programmes, with local area 
partnerships due to receive reform reports by the end of 
September. 

Members noted that work continued to address key quality 
priorities across the three ICBs, including infection prevention 
and control, learning disability and autism services, and the 
strengthening of quality intelligence and performance 
reporting arrangements. 

Partial  Partial  

(awarded at the 
meeting held on 8 
July 2026) 

DLN Outcomes, Audit and 
Monitoring Assurance 
approach 

The Committee received assurance that a new DLN 
Outcomes, Audit and Monitoring Assurance Framework had 
been developed to strengthen the use of national audit, 
outcomes and benchmarking data in quality improvement and 

Adequate  Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

strategic commissioning. The approach will provide a single 
view of performance across the three ICBs, enabling audit 
findings, data quality concerns and unwarranted variation to 
be validated, prioritised and routed through existing quality, 
commissioning and contractual governance arrangements. 

Members welcomed the approach as an innovative model for 
linking clinical audit intelligence, quality oversight, contractual 
levers and best practice tariffs to drive measurable 
improvements in care and outcomes across the three ICBs, 
supported by enhanced reporting and dashboarding 
arrangements to provide a comprehensive view of 
performance, monitor improvement priorities and track 
progress over time. 

Medicines Safety and 
Optimisation Report 

The Committee received assurance that effective medicines 
safety and optimisation arrangements were in place across 
the three ICBs, supported by strong system collaboration in 
responding to national alerts, medicines shortages, 
antimicrobial stewardship priorities and controlled drugs 
oversight.  

The Committee noted continued improvement in key safety 
indicators and prescribing practices, alongside ongoing work 
to strengthen incident reporting, digital medicines safety and 
governance arrangements across the three ICBs for 2026/27.  

Adequate  Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

Members discussed the principal medicines safety risks 
across the three ICBs, including antimicrobial resistance, 
high-risk opioid prescribing, under-reporting of medication 
incidents and digital interoperability challenges, highlighting 
the importance of robust oversight, shared learning, 
education and the development of digital solutions to support 
safe and effective medicines management across 
increasingly integrated neighbourhood services. 

 

Other considerations : 

Decisions made:  

The Committee endorsed  the proposed DLN Outcomes, Audit, Monitoring and Assurance Approach, including implementation of the 
integrated dashboard and prioritisation framework and the use of existing governance arrangements for assurance and escalation. 

 

Discussion and information items : 

a) The Committee heard directly from members of the Nottingham Maternity Families Group about their experiences of maternity care 
and their work with the ICB to support safer, more transparent and compassionate maternity and neonatal services.  Members 
acknowledged the significant contribution these families have made to improving maternity safety and assurance arrangements and 
supported their continued involvement in �W�K�H���,�&�%�¶�V���R�Y�H�U�V�L�J�K�W�����H�Q�J�D�J�H�P�H�Q�W���D�Q�G���L�P�S�U�R�Y�H�P�H�Q�W���Z�R�U�N�� 

b) The Committee also reviewed and discussed the 27 operational risks within its remit, noting the consolidation of several ICB-specific 
risks into joint risks across the three ICBs and the addition of two newly identified risks. Members also considered whether any new 
or emerging risks arose from the matters discussed at the meeting. 
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Appendix 3: Joint Strategic Commissioning Committee Highlight Report  

 

Meeting Dates:  
30 July 2026 and 3 September 2026 
(extraordinary meeting) 

Committee Chair : Jon Towler, Non-Executive Director  

 

Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

ICB Research 
Assurance 
Report  

Members received assurance that each of the three ICBs are meeting their 
statutory research duties. The report covered progress since April 2025 in 
delivering each �,�&�%�¶�V approved five-year research strategy for 2024�±2029; 
collaboration across the three ICBs; the integration of research and evidence 
into strategic commissioning; current and proposed ICB governance 
arrangements; and future opportunities, risks and mitigations. 

Members noted t�K�H���,�&�%�V�¶���D�P�E�L�W�L�R�Q�V���I�R�U���U�H�V�H�D�U�F�K, alongside evidence of 
increasing research activity and ongoing partnership working. Members also 
acknowledged that demonstrating the impact and value of research, and 
ensuring findings were translated into practice, remained a key challenge and 
would be a focus of future reporting. Noting the current uncertainties and 
challenges, an assurance rating of adequate was agreed.  

Adequate  Not applicable 

Palliative and 
End of Life Care 
Strategic 

At its meeting on 30 July 2026, members received an update on the 
development of a Strategic Commissioning Framework for Palliative and End of 
Life Care across the three ICBs. This covered progress to date, including 
completion of the diagnostic phase and initial stakeholder engagement; the 
implications for the emerging framework; and key milestones for its 

Partial  Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

Commissioning 
Framework  

development, testing and endorsement. Work was underway to finalise the 
framework alongside local commissioning plans, with a second phase of 
engagement with system partners and patient representatives scheduled for 
August 2026. 

Members sought assurance regarding the challenges, actions and resources 
required to achieve a more consistent approach across the ICBs and suggested 
that the next update include a clear explanation of the next steps, supported by 
a plan setting out the actions required over the next 12 to 24 months to address 
the barriers identified through the diagnostic work and maximise opportunities for 
service improvement. 

Noting that the work remained at an early stage and the full strategic framework 
had yet to be developed, an assurance rating of partial was agreed. 

Derby and 
Derbyshire, 
Lincolnshire, and 
Nottingham and 
Nottinghamshire 
All Age 
Continuing Care 
Position, 
Governance and 
Assurance 

Members received a report setting out the national and local context for All Age 
Continuing Care. This included �&�K�L�O�G�U�H�Q���D�Q�G���<�R�X�Q�J���3�H�R�S�O�H�¶�V���&�R�Q�W�L�Q�X�L�Q�J���&�D�U�H����
NHS Continuing Healthcare, Fast Track and NHS-funded Nursing Care, together 
with the associated statutory, governance, commissioning and financial 
stewardship functions. The report also described the �,�&�%�V�¶��current operating 
models and the governance arrangements supporting effective clinical, 
operational and financial oversight. 

Members noted the development of an 18-month transformation programme to 
implement a single service model across the ICBs, including clinical oversight, 
statutory responsibilities and business transformation. Delivery would be 
supported through collaboration with finance and digital colleagues, with a focus 
on quality, service delivery, financial sustainability and digitisation, alongside the 

Adequate  Not applicable 
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Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

establishment of appropriate governance and oversight arrangements to support 
�W�K�H���S�U�R�J�U�D�P�P�H�¶�V���G�H�O�L�Y�H�U�\�� An assurance rating of adequate was agreed. 

Joint 
Commissioning 
Executive Group 
Assurance 
Report 

Members received a report summarising the broad range of commissioning 
proposals considered by the Joint Commissioning Executive Group in June 
2026. It detailed the number of decisions taken and confirmed that these were 
supported by appropriate clinical, financial and equality assessments. The 
meeting also demonstrated active scrutiny, with two matters requiring ongoing 
oversight. In both cases, members requested further work before agreeing 
longer-term commissioning arrangements, and the associated risks would be 
reviewed to ensure that they were appropriately reflected in the �,�&�%�V�¶ Risk 
Register. Members agreed an assurance rating of full. 

Full  Full  

(25 June 2026) 

Board Assurance 
Framework 
Targeted Report  

Members received a targeted review of Board Assurance Framework strategic 
Risks 1, 2, 6 and 7a. The report set out the current position for each risk, 
including changes to scores or narratives, and summarised the effectiveness of 
the controls and assurances in place. 

A comprehensive framework of controls was in place or being further embedded 
to support a more consistent approach to strategic commissioning across the 
three ICBs; however, alignment in some areas would require a phased 
approach. Assurances received to date provided reasonable confidence that 
governance arrangements, strategic frameworks, programmes and oversight 
mechanisms were being established and aligned across the three ICBs; 
however, most of the current assurances were focused on demonstrating 
progress in developing and implementing these arrangements, rather than 
evidencing their effectiveness and impact.  

Adequate  Not applicable 

Overall page 356 of 384



 
 

14 
 

Item Summary  
Level of 
Assurance  

Previous Level 
of Assurance  

Members acknowledged the scale of work required to address the identified 
gaps, noted the comprehensive programme of actions in place, and recognised 
the impact of the ongoing organisational transition. An assurance rating of 
adequate was agreed. 

 

Other considerations : 

Decisions made:  

The Committee: 

a) Endorsed  �W�K�H���,�&�%�V�¶���&�R�P�P�L�V�V�L�R�Q�L�Q�J���2�Y�H�U�V�L�J�K�W���)�U�D�P�H�Z�R�U�N�����L�Q�F�O�X�G�L�Q�J���W�K�H���S�U�R�S�R�V�H�G���J�R�Y�H�U�Q�D�Q�F�H�����G�H�O�L�Y�H�U�\���D�Q�G���D�V�V�X�U�D�Q�F�H��
arrangements, noting that future reports would provide focused assurance on Programme Board delivery, provider performance, 
financial delivery, benefits realisation, risks and recovery actions. 

b) Approve d proposed variations to the Primary Care Operational Scheme of Delegation and associated Terms of Reference. 

c) Approved  the Strategic Commissioning Framework for Palliative and End of Life Care at the extraordinary meeting held in 
September 2026.  The Framework sets the strategic commissioning direction across the three ICBs and will inform local 
commissioning plans, service specifications, contracts and provider improvement plans. It also enables Derby and Derbyshire, 
Lincolnshire, and Nottingham and Nottinghamshire to tailor their approach to local population needs, provider landscapes and 
service configurations. 

 

Discussion and information items:  

The Committee: 
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Discussion and information items:  

a) Discussed the interim arrangements to support the continued management of Out of Area Treatment (OAT) referrals across the 
three ICBs during the organisational change period, along with the longer-term ambition to establish a single OATs service across 
the ICBs, aligned with the Individual Funding Request and Continuing Healthcare panel processes. 

b) Noted the NHS Lincolnshire ICB Mental Health Inpatient Quality Transformation Programme Year Two Report and Summary and 
agreed that the Year Two update would not be published as a standalone report, noting that it was an internal programme 
assurance report and that future public reporting would be aligned across the three ICBs. 

c) Reviewed and discussed the 15 operational risks within its remit, comprising 13 joint risks across the three ICBs and two risks 
relating specifically to NHS Nottingham and Nottinghamshire ICB. Members also considered whether any new or emerging risks 
arose from the matters discussed at the meeting. 
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Appendix 4: Joint Transition Committee Highlight Report  

 

Meeting Dates:  03 September 2026 

Committee Chair:  Jon Towler, Non-Executive Director 

 

Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

Transition Finance Update The Committee received assurance that the Transition 
Programme remained on track to deliver the required £52.9m 
savings and achieve the target cost reduction, with £36.2m of 
annualised savings realised by July 2026 and further savings 
anticipated through the completion of Voluntary Redundancy 
and Wave 3 workforce changes.  

Members noted ongoing uncertainty relating to final workforce 
numbers, CSU transfer costs and non-pay savings delivery, 
but were assured that the agreed future structure was defined 
and remained affordable within the financial framework. 

Full  Full 

(awarded at the 
meeting on 2 July 
2026) 

Transition Programme Plan 
update 

 

 

The Committee received an update on the Transition 
Programme Plan and noted good overall progress. However, 
completion of the Wave 3 recruitment and alignment process 
had been reprofiled from September to the end of October 
2026. This reflected the complexity of the job evaluation 
activity, the volume of job descriptions requiring refinement 
and the capacity required from Human Resources, managers 

Adequate  Adequate 

(awarded at the 
meeting on 2 July 
2026) 
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Item Summary  
Level of 
Assurance  

Previous Level of 
Assurance  

and Trade Union representatives to maintain a safe and 
legally robust process. 

Members noted that the extended timeline increased the risk 
of prolonged uncertainty for staff, delays to full 
implementation of the new operating model, continued 
pressure on business continuity and workforce capacity, and 
slower realisation of some transition benefits; however, critical 
leadership posts had been filled and mitigating actions were 
in place to maintain programme momentum and 
organisational resilience pending completion of Wave 3. 

Members also noted progress in developing the Midlands 
Procurement Hub and the future corporate estate model, 
highlighting the need to carefully manage associated 
implementation, workforce and travel-related risks as these 
programmes progress. 

 

Other consideration s:  

Decisions made:  

The Committee endorsed  proposed changes to its terms of reference that refocussed its remit on oversight of transition delivery, 
benefits realisation and lessons learned and recommended them to the Boards for approval.  
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Discussion and information items:  

The Committee also: 

a) Received a verbal update from the Chief Executive on transition progress, including progress with Wave 3 recruitment, development 
of the Strategic Commissioning Framework and emerging national policy developments affecting ICB mergers, devolution, and NHS 
operating arrangements. Members noted that planning was underway for a range of potential future organisational scenarios pending 
further national guidance expected in September 2026. 

b) Reviewed the 15 live joint transition risks. Members noted that a risk relating to CSU staff, functions and associated costs had 
reduced following further assessment and had subsequently been archived. They also noted a new risk relating to delays to Wave 
3 recruitment and emerging risks associated with proposed merger arrangements and the procurement hub. 
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Appendix 5: Joint Remuneration and Human Resource Committee Highlight Report  

 

Meeting Dates:  23 July 2026 

Committee Chair : Margaret Gildea, Non-Executive Director 

 

Item Summary  
Level of 
Assurance  

Previous 
Level of 
Assurance  

Workforce Report Members received a report that provided an overview of the �,�&�%�V�¶��workforce 
metrics for June 2026, including whole time equivalent, head count, sickness, 
turnover including aggregated reason for leaving, mandatory training, appraisals 
and equality, diversity and inclusion.  

Members discussed ongoing work to support a more consistent and effective 
appraisal process and requested that future reports include trend analysis, 
benchmarking and enhanced narrative on mitigating actions to strengthen 
assurance. Further analysis of sickness absence data was also requested to 
provide greater insight into the staff groups affected and the factors contributing 
to current absence levels. 

Partial  Adequate 
(23 April 
2026) 

Management of 
Change 
Programme Plan 
Update  

Members received a report that aimed to provide assurance on progress against 
the Management of Change Programme being undertaken across NHS Derby 
and Derbyshire, NHS Lincolnshire and NHS Nottingham and Nottinghamshire 
ICBs, including key actions completed and planned next steps. 

Members reflected positively on the progress achieved to date, highlighting the 
value of strong governance, transparent communication and staff engagement, 
and received assurance that the programme remained on track despite 

Adequate  Not 
applicable 
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Item Summary  
Level of 
Assurance  

Previous 
Level of 
Assurance  

challenging timelines, with contingency arrangements in place to mitigate risks 
associated with job evaluation and workforce transition activities. 

Agenda for 
Change Non-Pay 
Deal 
Recommendations 
�± NHS Job 
Evaluation  

Members received a paper on the updated job evaluation requirements under 
Agenda for Change�����K�L�J�K�O�L�J�K�W�L�Q�J���H�P�S�O�R�\�H�U�V�¶���U�H�V�S�R�Q�V�L�E�L�O�L�W�L�H�V���W�R���H�Q�V�X�U�H���U�R�O�H�V��were 
evaluated appropriately, pay arrangements were equitable and compliant with 
equal pay obligations, and workforce redesign was effectively managed. 

Assurance was provided that delivery remained on track despite the additional 
demands of implementation alongside the Management of Change Programme, 
supported by strengthened leadership, workforce training and robust governance 
arrangements to enable successful delivery and ongoing Board oversight. 

Adequate  Not 
applicable 

 
Other considerations  
 

Decisions made:  

The Committee: 

a) Approved its refreshed annual work programme 2026/27. 

b) Approved the appointments and proposed remuneration for several senior leadership roles. 

c) Approved an uplift and pay arrangements for NHS Lincolnshire ICB employees on non-NHS terms and conditions. 

 

Discussion and information items:  

The Committee: 
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Discussion and information items:  

a) Discussed the proposed Organisational Development Framework, which would inform the development of a shared Organisational 
Development Plan to support workforce engagement, organisational capability and strategic commissioning across the three ICBs.  

b) Reviewed and discussed the six operational risks within its remit, all of which were joint risks across the three ICBs. These related 
principally to the management of organisational change, establishment of the future ICB operating model and the impact of the 
transition on business-as-usual delivery. Members also considered whether any new or emerging risks arose from the matters 
discussed at the meeting. 
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Appendix 6 - Description of levels of assurance  
 
Levels of 
assurance:  

The report demonstrates that:  

Full 
Assurance  

�x Desired outcomes are being achieved; and/or  

�x Required levels of compliance with duties is in place; and/or 

�x Robust controls are in place, which are being consistently applied.  

Highly unlikely that the achievement of strategic objectives and system 
priorities will be impaired.  

No action is required. 

Adequate 
Assurance  

�x Desired outcomes are either being achieved or on track to be achieved; 
and/or  

�x Required levels of compliance with duties will be achieved; and/or 

�x There are minor weaknesses in control and risks identified can be 
managed effectively.  

Unlikely that the achievement of strategic objectives and system priorities will 
be impaired.  

Minor remedial and/or developmental action is required. 

Partial 
Assurance  

 

 

 

 

 

 

�x Achievement of some outcomes are off-track or mechanisms for 
monitoring achievement in some areas have yet to be established/fully 
embedded; and/or 

�x Compliance with duties will only be partially achieved; and/or 

�x There are some moderate weaknesses that present risks requiring 
management. 

Possible that the achievement of strategic objectives and system priorities 
will be impaired.  

Some moderate remedial and/or developmental action is required. 

Limited 
Assurance  

�x Achievement of outcomes will not be achieved or are significantly off-track 
for achievement; and/or 

�x Compliance with duties will not be achieved; and/or 

�x There are significant material weaknesses in control and/or material risks 
requiring management.  

Achievement of strategic objectives and system priorities will be impaired. 

Immediate and fundamental remedial and/or developmental action is 
required. 
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Appendix 7: Current high -level operational risks being overs een �E�\���W�K�H���%�R�D�U�G�V�¶���F�R�P�P�L�W�W�H�H�V 

Risk Profile  

There are 64 risks within the Operational Risk Register. Of these, 20 are scored at a high level, accounting for 31% of the total. 
Three of the high-scoring risks originate from NHS Derby and Derbyshire ICB, one from NHS Lincolnshire ICB, seven from NHS 
Nottingham and Nottinghamshire ICB, and nine are joint risks across the three ICBs. 

The �W�K�U�H�H���,�&�%�V�¶ total high-level risk profile is shown in figure 1 below.  

 

 

 

 

 

 

 

 

 

 

 

 

The 20 high-level operational risks do not include any risks classified as confidential. In exceptional circumstances, a risk may be 
designated as confidential where it relates to sensitive matters, such as ongoing legal proceedings, commercial or contractual 
negotiations, or personnel issues, and where wider disclosure could be inappropriate or prejudice effective management of the 
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issue. Any confidential risks are reported separately and are excluded from the analysis and detail presented within this report. At 
the time of writing, no confidential risks are held by the ICBs. 

 

Details of High-Scoring Risks 

Operational risk reports continue to be routinely presented to the committees of the Boards, enabling the ongoing review and scrutiny 
of all risks, including those high-level risks.  

 

Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR134 LICB If NHS Lincolnshire ICB is unable to deliver sufficient recurrent 
financial efficiencies at the required pace, there is a risk that a 
sustainable underlying deficit (UDL) position will not be achieved, 
impacting long-term financial resilience and the ability to operate 
within available resources. 

High  
16 (I4 x L4) 

Joint Finance and 
Performance Committee 

RR003 DDICB If ambulance handover times at acute trusts within Derby and 
Derbyshire increase and cause delayed ambulance arrival in the 
community, there is a risk of potential harm to citizens who are 
waiting for an ambulance, which may lead to further deterioration 
of their condition. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR022 NNICB If ambulance handover times at acute trusts within Nottingham 
and Nottinghamshire increase and cause delayed ambulance 
arrival in the community, there is a risk of potential harm to 
citizens who are waiting for an ambulance, which may lead to 
further deterioration of their condition. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR029 NNICB If Nottingham University Hospitals NHS Trust (NUH) fail to 
sustain improvements made to date following CQC and external 
recommendations, there is a risk quality of services may decline. 
This may lead to compromised quality of care issues which could 
result in poor experience and adverse health outcomes for the 
population of Nottingham and Nottinghamshire. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR048 NNICB If adverse media coverage relating to key health services 
commissioned by the Nottingham and Nottinghamshire ICB (e.g. 
maternity, mental health, primary care) persists, public 
confidence in the ICB may decline. This may lead to reduced 
trust, and impact on public confidence. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR051 NNICB If operational performance pressures persist due to capacity 
constraints and rising demand, the ICB may be unable to fulfil its 
statutory duty to commission hospital and medical services 
across Nottingham and Nottinghamshire that meet the 
reasonable requirements of the population. This could result in 
Trusts being unable to deliver planned levels of elective activity, 
leading to missed waiting time targets, delayed treatment, poorer 
health outcomes, and increased reliance on urgent and 
emergency care pathways. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR089 

 

DDICB If maternity services across Derby and Derbyshire do not sustain 
the quality improvements made to date, there is a risk that 
service standards could deteriorate. This may lead to 
compromised safety, reduced quality of care, and poor 
experiences for women, birthing people, their babies, and 
families. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR130 

 

DDICB If operational performance pressures persist due to capacity 
constraints and rising demand, the ICB may be unable to fulfil its 
statutory duty to commission hospital and medical services 
across Derby and Derbyshire that meet the reasonable 
requirements of the population. This could result in Trusts being 
unable to deliver planned levels of elective activity, leading to 
missed waiting time targets, delayed treatment, poorer health 
outcomes, and increased reliance on urgent and emergency care 
pathways. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR147 Joint If the ICBs, as strategic commissioners, do not secure robust 
contractual arrangements and effective performance monitoring 
to support delivery of Year 1 Urgent and Emergency Care (UEC) 
priorities within the five-year Commissioning Plan, there is a risk 
that these early priorities will not be delivered as intended. This 
may result in failure to achieve planned access and pathway 
improvements, leading to delays in care, patient safety risks, and 
poorer health outcomes. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR149 Joint If discharges for people with a Learning Disability and/or Autism 
are delayed due to insufficient capacity in appropriate community 
placements, and individuals are cared for within mental health 
inpatient settings which are not designed to meet their needs, 
then patients may remain in restrictive or inappropriate 
environments for prolonged periods, leading to poor patient 
experience and potential deterioration in health outcomes across 
the cluster. 

 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR150 Joint If mental health inpatient discharges are delayed due to flow 
pressures and limited onward care and community support, 
patients may experience prolonged hospital stays and delays in 
accessing appropriate care. This may result in reduced quality of 
care, deterioration in patient safety, and poorer outcomes across 
the cluster.  

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR151 Joint If demand for autism and ADHD assessments across the cluster 
ICBs continues to increase, services may not meet demand, 
leading to unmet health needs, poor experience, and adverse 
clinical outcomes. This risk affects both adults and children, with 
a greater impact on adult services.  

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR159  

(NEW) 

Joint If cancer service performance continues to deteriorate due to 
demand pressures, capacity constraints, pathway inefficiencies, 
and variation in provider performance, the ICBs may be unable to 
commission timely and effective cancer services. This could lead 
to non-compliance with national cancer standards, including the 
62-day referral-to-treatment target and the 28-day Faster 
Diagnosis Standard, leading to poorer clinical outcomes and 
diminished experience for the population. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR160 

(NEW) 

Joint If diagnostic service demand continues to exceed available 
capacity, the ICBs may be unable to fulfil their statutory duty to 
commission timely and effective diagnostic services across the 
cluster. This could result in persistent backlogs and extended 
waiting times, particularly for individuals approaching 78 and 65-
week thresholds, leading to poorer clinical outcomes diminished 
experience for the population and increased pressure across the 
health and care system. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR161 

(NEW) 

Joint If there are ineffective discharge processes across the cluster, 
there is a risk of increased length of stay and potential for 
individuals to experience harm when leaving the hospital and 
returning home. This may lead to deconditioning and poor 
experience. 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 

RR165 

(NEW) 

Joint Notice has been received by DCHS on the delivery of 4 
Derbyshire Urgent Treatment Centre services. Failure to 
commission alternative services within required timescales may 

High  
16 (I4 x L4) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

result in a risk of disruption to same day urgent care provision in 
the county, resulting in reduced capacity to meet the urgent care 
needs of patients within a community setting and potentially 
increasing pressure on other local urgent care service providers. 

RR071 

(NEW) 

NNICB �,�I���1�+�&�7�¶�V���O�H�D�G�H�U�V�K�L�S���F�D�S�D�F�L�W�\�����F�D�S�D�E�L�O�L�W�\�����D�Q�G���R�U�J�D�Q�L�V�D�W�L�R�Q�D�O��
culture do not fully support effective improvement and responsive 
decision-making, then the Trust may be unable to meet 
operational and strategic demands, resulting in challenges across 
Nottingham and Nottinghamshire in delivering safe, high-quality 
services and achieving regulatory compliance. 

High  
15 (I3 x L5) 

Joint Quality and Service 
Improvement Committee 

RR072 NNICB If NHCT lacks the capacity and capability to implement 
sustainable quality improvements identified through serious 
incidents, deaths, quality reviews, and broader performance 
concerns, then similar failures may recur, leading to harm and 
poor health outcomes for the population of Nottingham and 
Nottinghamshire. 

High  
15 (I3 x L5) 

a) Joint Quality and 
Service 
Improvement 
Committee 

RR073 NNICB If mental health bed capacity issues persist amid rising demand 
in Nottingham and Nottinghamshire, individuals in crisis may be 
placed in inappropriate or out-of-area settings. This may lead to 
increased distress and disrupted care continuity for individuals 
and delayed discharges. 

High  
15 (I3 x L5) 

Joint Quality and Service 
Improvement Committee 
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Risk 
Ref. 

ICB Risk Description  Score  Responsible Committee  

RR140 Joint If sufficient clinical and operational capacity, capability, and 
dedicated resource are not identified to support the 
implementation and embedding of digital transformation 
initiatives, there is a risk that the intended benefits of 
transformation will not be fully realised, limiting the achievement 
of anticipated efficiencies. 

High  
16 (I4 x L4) 

Joint Strategic 
Commissioning 
Committee 
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Meeting title:  Integrated Care Boards: Open Session (meeting in common) 
Meeting date:  17/09/2026 
Paper title:  Joint Board Annual Work Programme  
Paper reference:  ICB 26 056 
Paper author:  Lucy Branson, Director of Corporate Governance and Assurance 
Paper sponsor:  Kathy McLean, Chair  
Presenter:  - 

 

Paper type:     

For assurance �•  For decision �•  For discussion �•  For information �•  
 

Report summary:  
The work programme sets out a cycle of business for meetings from May 2026 to March 
2027, in line with the �%�R�D�U�G�V�¶ duties. The programme is designed to be flexible, allowing for 
�D�G�D�S�W�D�W�L�R�Q���D�V���W�K�H���,�&�%�V�¶���F�O�X�V�W�H�U�L�Q�J���D�U�U�D�Q�J�H�P�H�Q�W�V���H�Y�R�O�Y�H�� 

 

Recommendation(s):  
The Boards are asked to note the work programme for information. 

 

Appendices  
Appendix A: Joint Board Work Programme 2026/27 

 

Board Assurance Framework  
Not applicable.   

 

Relevant statutory duties:   
��  Quality improvement ��  Public involvement and consultation 

�•  Reducing inequalities ��  Equality and diversity 

�•  Financial limits/ breakeven �•  Effectiveness, efficiency and economy 
��  Integration of services ��  Wider effect of decisions (triple aim) 

��  Promoting innovation ��  Promoting research 

��  Patient choice ��  Obtaining appropriate advice 

��  Promoting education/training �•  Climate change 
 

Are there any conflicts of interest requiring management?  
No. 

 

Is this paper confidential?  
No. 
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Appendix A: 2026/27 Joint  Board Work Programme  
 

Agenda item  
(See Annex 1 for purpose and content)  

21 
May 

16 
Jul  

17 
Sep 

19 
Nov 

21 
Jan 

18 
Mar 

Link to BAF  Notes  

Introductory items  �9 �9 �9 �9 �9 �9 Not applicable See note 1 

Citizen Story  �9 �9 �9 �9 �9 �9 Not applicable See note 2 

Leadership and operating context          

�&�K�D�L�U�¶�V���5�H�S�R�U�W �9 �9 �9 �9 �9 �9 Not applicable See note 3 

�&�K�L�H�I���(�[�H�F�X�W�L�Y�H�¶�V���5�H�S�R�U�W �9 �9 �9 �9 �9 �9 Not applicable See note 4 

Population health and commissioning priorities          

Refresh of Five -Year Population Health Strategy, Five -Year 
Strategic Commissioning Plan, and Three -Year Operational 
Plan  

- - - - - �9 Strategic risks 2-5 See note 5 

Reports on S trategic Priorities :       Strategic risks 2-5 See note 6 

�x Neighbourhood Health �9 - �9 - �9 - - - 

�x Frailty - �9 - - - - - - 

�x End of Life - �9 - - - - - - 

�x Long-Term Condition Management  -  �9 - - - - - 

�x Strong General Practice - - - �9 - - - - 

�x Immunisations, Vaccinations and Screening Programmes - - - �9 - - - - 

�x Digital Technology - -  - �9 - - - 

�x Children and Young People �± Obesity - - - - - �9 - - 

�x Children and Young People �± Mental Health - - - - - �9 - - 

Improvement, learning and innovation  Report  (incorporating 
research)  

 

 

- - - �9 - - Strategic risks 1 and 9 See note 7 
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Agenda item  
(See Annex 1 for purpose and content)  

21 
May 

16 
Jul  

17 
Sep 

19 
Nov 

21 
Jan 

18 
Mar 

Link to BAF  Notes  

Commissioning oversight and delivery          

2027/28 Opening Budgets  - - - - - �9 Strategic risks 7a and 7b See note 8 

Finance Report  �9 �9 �9 �9 �9 �9 Strategic risks 7a and 7b See note 9 

Commissioning Delivery  Report  �9 �9 �9 �9 �9 �9 Strategic risk 10 See note 10 

Quality Strategy  - �9 - - - - Strategic risk 9 See note 11 

Quality Report  �9 �9 �9 �9 �9 �9 Strategic risk 9 See note 12 

Governance and compliance          

Transition Report  - �9 - �9 - �9 Strategic risk 11 See note 13 

Board Assurance Framework  - - �9 - - �9 All risks See note 14 

Annual Equality  Assurance Report  �9 - - - - - Strategic risks 2-5, 6, 9 and 10 See note 15 

Senior Information Risk Owner (SIRO) Annual Report  �9 - - - - - Strategic risk 12 See note 16 

Annual Report on Working in Partnership with People and 
Communities  

- �9 - - - - Strategic risk 6 See note 17 

Annual Statement on Health Inequalities  - �9 - - - - Strategic risks 2-5, 6, 9 and 10 See note 18 

Freedom to Speak Up  Annual Report  - - - �9 - - Strategic risk 11 See note 19 

Emergency Preparedness, Resilience and Response (EPRR) 
and Business Continuity Report  

- - - - �9 - Strategic risk 12 See note 20 

Committee Highlight Reports   �9 �9 �9 �9 �9 �9 All risks See note 21 

Closing items  �9 �9 �9 �9 �9 �9 Not applicable See note 22 

 

 

 

 

Board Seminars and Development Sessions:  
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Topic  16 Apr  18 Jun  15 Oct 17 Dec 18 Feb 

�x Development of ICB�V�¶ shared values and behaviours 

�x 2026/27 priorities, planning and contracting update 
�9 - - - - 

�x �5�H�Y�L�H�Z���R�I���,�&�%�V�¶���V�K�D�U�H�G���U�L�V�N���D�S�S�H�W�L�W�H 

�x Strategic Commissioning Capability Self-Assessment 
- �9 - - - 

�x Review of recent and upcoming legislative changes as appropriate to ICBs - - �9 - - 

�x National Cyber Security Centre (NCSC) NHS cyber security training - - - �9 - 

�x To be confirmed - - - - �9 
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Annex 1: Purpose and content of agenda items  

No. Agenda item  Purpose  

1.  Introductory items  This section of the meeting will include: 

�x �$���F�R�S�\���R�I���P�H�P�E�H�U�V�¶���U�H�J�L�V�W�H�U�H�G���L�Q�W�H�U�H�V�W�V���I�R�U���F�R�Q�V�L�G�H�U�D�W�L�R�Q���D�Q�G���D�J�U�H�H�P�H�Q�W��
of how any real or perceived conflicts of interest are required to be 
managed. 

�x �7�K�H���S�U�H�Y�L�R�X�V���P�H�H�W�L�Q�J�¶�V���P�L�Q�X�W�H�V���I�R�U���D�J�U�H�H�P�H�Q�W�����D�Q�G���D�Q�\���P�D�W�W�H�U�V���D�U�L�V�L�Q�J���� 

�x The Boards�¶ Action Log for review. 

2.  Citizen Story  To present a citizen story at the outset of each meeting of the Boards, with 
the purpose of grounding the following discussions at each meeting in the 
reality of patient care and putting citizens at the heart of Board decisions. The 
stories will demonstrate a range of examples of healthcare provision, what 
matters to people, their experience of healthcare services, learning points 
and improvement actions. 

3.  �&�K�D�L�U�¶�V���5�H�S�R�U�W 

 

�7�R���S�U�H�V�H�Q�W���D���V�X�P�P�D�U�\���E�U�L�H�I�L�Q�J���I�R�U���%�R�D�U�G���P�H�P�E�H�U�V���R�I���W�K�H���&�K�D�L�U�¶�V���U�H�I�O�H�F�W�L�R�Q�V����
actions, and activities since the previous meeting of the Boards.  

As appropriate, this will include updates on key governance developments, 
and on an annual basis this will present the Boards�¶ Annual Work Programme 
and include a review of the skills, knowledge, and experience of Board 
members (when taken together) to ensure the Boards can effectively carry 
out their functions. 

4.  �&�K�L�H�I���(�[�H�F�X�W�L�Y�H�¶�V���5�H�S�R�U�W To present a summary briefing on recent local and national developments 
and areas of interest for Integrated Care Boards (ICB) and wider Integrated 
Care Systems (ICS), along with key updates from system partners and formal 
partnership arrangements, including Integrated Care Partnerships and Health 
and Wellbeing Boards. On a quarterly basis, the reports will include the latest 
segmentation ratings under the NHS Oversight Framework. 

The report will also include key updates regarding the ICBs�¶ workforce on a 
periodic basis, including NHS staff survey results and wider workforce 
indicators. 

As appropriate, the report may also include specific items requiring approval 
or for noting by Board members. 

5.  Refresh of Five -Year 
Population Health Strategy, 
Five-Year Strategic 
Commissioning Plan, and 
Three-Year Operational 
Plan  

To present the annual refresh of the Five-Year Population Health Strategy, 
Five-Year Strategic Commissioning Plan, and Three-Year Operational Plan 
for approval. 

Note: Development of the refreshed strategy and plans will be overseen by 
the Joint Strategic Commissioning Committee and Joint Finance and 
Performance Committee. 

6.  Reports on Strategic 
Priorities  

To provide the Boards with a collective and integrated view of progress 
against delivery of the Population Health Strategy priorities and 
Neighbourhood Health Plan, bringing together contributions from across 
strategy, commissioning, finance, quality and outcomes. Reports will focus on 
the intended population outcomes, target cohorts and inequalities, and 
demonstrate how delivery activity is contributing to measurable improvement, 
supported by triangulated evidence including performance, financial, quality, 
safety, provider insight and citizen experience. 

The reports will be action�� focused and decision�� orientated, identifying risks, 
gaps, resource implications and trade�� offs to enable the Boards to support 
delivery, unblock issues and hold the system to account.  

The reports will have collective executive ownership and draw on input from 
all directorates to present a single, coherent position on priority delivery. 
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No. Agenda item  Purpose  

Note: The Joint Strategic Commissioning Committee and Joint Quality and 
Service Improvement Committee and will have in-year oversight of these 
arrangements. 

7.  Improvement, learning and 
innovation  Report  
(incorporating research)  

To receive an annual assurance report on the ICBs�¶ arrangements for 
improvement, learning and innovation (including research). 

Note: The Joint Quality and Service Improvement Committee and Joint 
Strategic Commissioning Committee will have in-year oversight of these 
arrangements. 

8.  2026/27 Opening Budget s To present the ICBs�¶ 2027/28 opening budgets for approval.  

Note: The opening budgets will be reviewed by the Joint Finance and 
Performance Committee prior to presentation to Board.  

9.  Finance Report  To present the ICB�V�¶ and wider NHS system�V�¶ financial positions, covering 
revenue and capital, and including delivery updates against financial 
sustainability and productivity and efficiency plans.  

Note: The Joint Finance and Performance Committee will have monthly 
oversight of these arrangements. 

10.  Commissioning Delivery 
Report  

To receive routine assurance reports regarding the key operational service 
delivery targets for 2026/27. Reports will set out the latest performance, 
alongside actions being taken to address any areas where required 
standards are not being met. 

Note: The Finance and Performance Committee will have monthly oversight 
of these arrangements. 

11.  Quality Strategy  To present the IC�%�V�¶ Quality Strategy for approval. 

Note: In-year delivery of the strategy will be overseen by the Joint Quality and 
Service Improvement Committee (updates for Board assurance will be 
included in the routine Quality Reports and Committee Highlight Reports). 

12.  Quality Report  To present quality oversight reports, including performance against key 
quality targets.  

Note: The Joint Quality and Service Improvement Committee will have 
monthly oversight of these arrangements. 

13.  Transition Report  �7�R���U�H�F�H�L�Y�H���D�V�V�X�U�D�Q�F�H���U�H�S�R�U�W�V���L�Q���U�H�O�D�W�L�R�Q���W�R���W�K�H���G�H�O�L�Y�H�U�\���R�I���W�K�H���,�&�%�V�¶���7�U�D�Q�V�L�W�L�R�Q��
Programme. 

Note: The Joint Transition Committee will have monthly oversight of these 
arrangements. 

14.  Board Assurance 
Framework  

To present in-year and year-end positions of the Board Assurance 
Framework. This will include annual approval of the ICBs�¶ strategic risks. 

Note: The �%�R�D�U�G�V�¶ Committee will oversee the strategic risks during the year 
via focussed updates from each executive director.  

15.  Annual  Equality Assurance 
Report  

To receive an annual assurance report on the ICBs�¶ arrangements for 
meeting the Public Sector Equality Duty.  

Note: The Joint Strategic Commissioning Committee and Joint Remuneration 
and Human Resource Committee will have in-year oversight of these 
arrangements. 

16.  Senior Information Risk 
Owner (SIRO) Annual 
Report  

To present an annual report from the SIRO to provide assurance regarding 
the management of information risks and incidents, including arrangements 
for cyber security. 

Note: This will be reviewed by the Audit Committees prior to presentation to 
Board, with in-year Committee oversight of these arrangements. 
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No. Agenda item  Purpose  

17.  Annual Report on Working 
in Partnership with People 
and Communities  

To receive an annual assurance report on the ICBs�¶ arrangements for 
working with people and communities.  

Note: The Joint Strategic Commissioning Committee will have in-year 
oversight of these arrangements. 

18.  Annual Statement on 
Health Inequalities  

To present the ICBs�¶ annual statement on health inequalities.  

Note: This will be reviewed by the Joint Strategic Commissioning Committee 
prior to presentation to Board. 

19.  Freedom to Speak Up 
Report  

To receive an annual assurance report on the ICBs�¶ freedom to speak up 
arrangements. 

Note: The Audit Committees will have in-year oversight of these 
arrangements. 

20.  Emergency Preparedness, 
Resilience and Response 
(EPRR) and Business 
Continuity  Report  

To receive an annual assurance report on the ICBs�¶ arrangements for EPRR 
and business continuity. 

Note: The Audit Committees will have in-year oversight of these 
arrangements. 

21.  Highlight Reports from the:  

�x Audit Committees  

�x Joint Remuneration and 
Human Resource 
Committee  

�x Joint Finance and 
Performance Committee  

�x Joint Quality and 
Service Improvement 
Committee  

�x Joint Strategic 
Commissioning  
Committee  

To present an overview of the work of the Boards�¶ committees to provide 
assurance that the committees are effectively discharging their delegated 
duties and to highlight key messages for the Boards�¶ attention. This includes 
�W�K�H���F�R�P�P�L�W�W�H�H�V�¶���D�V�V�H�V�V�P�H�Q�W�V���R�I���W�K�H���O�H�Y�H�O�V���R�I���D�V�V�X�U�D�Q�F�H���W�K�H�\���K�D�Y�H���J�D�L�Q�H�G��
from the items received and the actions instigated to address any areas 
where low levels of assurance have been provided. Also included is a 
summary of the high-level operational risks currently being oversighted by the 
committees. 

22.  Closing items  This section of the agenda at each meeting will be used to share items that 
are for information only, which will not be individually presented, although 
questions may be taken by exception at the discretion of the Chair. These will 
include routine sharing of the Boards�¶ Work Programme. 

This section of the meeting will also include the following verbal items: 

�x Risks identified during the course of the meeting. 

�x Questions from the public relating to items on the agenda. 

�x Any other business 
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