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1. Executive summary 

This paper has 2 distinct parts, but both are intrinsically linked. The 5 year Joint 
Forward Plan (JFP) held by the Integrated Care Board (ICB) on behalf of the NHS and 
the trusts in Cornwall and the Isles of Scilly and the system operational plan which is a 
1 year operating plan for 23/24. Effectively the system operating plan is the first year of 
the JFP. 

The JFP flows from the high level 10-year Integrated Care Strategy that is co-designed 
and agreed by the Cornwall and Isles of Scilly (CIoS) Integrated Care Partnership 
(ICP). The ICP combines both Health and Care in codesigning the services delivered 
by the NHS and Cornwall and Isles of Scilly Councils. 

1.Joint Forward Plan (JFP 

This paper provides an update on the guidance and work so far. We are also seeking a 
steer from the Board on its ambitions for the JFP.     

The Plan is the joint responsibility of the Integrated Care Board, the Royal Cornwall 
Hospitals Trust, and Cornwall Partnership Foundation Trust. Views will also be sought 
from the trusts’ boards.   

The guidance expects Integrated Care Boards and their partner NHS trusts to be held 
to account for the Plan’s delivery.   This paper recommends that our three boards 
consider a joint meeting to review the draft plan and to discuss how to collectively 
oversee its ongoing development and implementation. 

Timing 
A first draft is required by 31 March 2023 followed by further engagement on the draft 
and then the Plan published by 30 June 2023. 



 

Content 
This is the opportunity to capture in one single, shared plan how we will deliver 
national requirements and changes to care and support that are essential for Cornwall 
and the Isles of Scilly to match the changing needs and specific circumstances of our 
population. 

There are four potential elements to the Plan described in the guidance 
1. Legislative requirements (listed in appendix 2) 
2. Delivery of universal NHS commitments (as described in the NHS priorities and 

operational planning guidance and the NHS Long Term Plan) 
3. Addressing the core purpose of the ICS
4. A shared delivery plan for the integrated care strategy and the joint health and 

wellbeing strategy

The guidance encourages ICSs to develop a shared delivery plan for integrated care 
strategies and joint health and wellbeing strategies that is supported by the entire 
system, including local authorities and voluntary, community and social enterprise 
partners. 

There is a legal requirement to involve health and wellbeing boards for them to confirm 
that the Plan takes proper account of joint health and wellbeing strategies.   

Progress to date 
The proposed structure of the JFP was shared at the Board’s last meeting and how we 
are starting to populate this is described in the main report. 

The aim is that the plan describes what care and support will look like in 5 years’ time 
to achieve the outcomes sought by the Integrated Care Strategy.  It then sets out what 
will be delivered step by step over the next 5 years to achieve that new model of care 
and support.  In doing that it also meets NHS England’s expectations for recovery and 
implementation of the NHS Long Term Plan. 

It is not starting from scratch.  It is pulling together and building on a lot of existing 
work, but there will be gaps given the short timeframe.  Co-production with local 
communities and people with experience of using services will need to continue after 
June during 2023, but the guidance acknowledges we are currently in a ‘transition year’ 
and the refreshed Plan published in March 2024 will be more fully developed.  

System operating plan 

Guidance on developing the system operating plan for 2023/24 was received on 23 
December. This sets out national objectives aligned with three tasks for 
the NHS for the coming year: 

• to recover core services and productivity; 
• as we recover, make progress in delivering the key ambitions in the NHS Long 
Term Plan, and 
• continue transforming the NHS for the future. 

The full technical guidance was received on 9 January to finance teams and the 
deadline for the first submission to NHS England is 23 February.  

We have also received notification of 2 changes to the guidance which are: 
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a) Workforce plans have been extended to 5 years with a strong emphasis on 
triangulation of workforce, activity, and finance; workforce affordability; and the 
ability of the workforce to deliver activity levels. 

b) The contract default between ICBs and providers for most planned elective care 
(ordinary, day and outpatient procedures and first appointments but not follow-
ups) will be to pay unit prices for activity delivered. 

We have also received further information that we need to provide, into the narrative 
template issued on the 27 January, the following information with regard to recovering 
core services and productivity: 

 the overall system approach to recovery planning for their system 

 key actions system partners will take to deliver national objectives for elective 
care, cancer, and diagnostics 

 key actions to restore productivity and improve operational efficiency 

A separate template with a focus on UEC recovery, bed capacity and system flow will 
be released alongside publication of the national UEC Recovery Plan (expected at the 
end of January) and that will inform allocation of additional capacity funding.

The General Practice Access Recovery Plan is expected to be published at the end of 
February and there will be a linked system recovery plan submission 
requirement.  Primary care is not, therefore, expected to be covered as part of the 23 
February submission. 

We are currently working in a scenario not seen before where we are trying to compile 
a ICS 10year strategy, a 5 year delivery plan and a yearly operating plan. 

Because of this we are having to combine ways of planning to ensure we make the 
NHSE deadlines. This has meant that we have not been able to follow our own 
processes in a way in which we would want to.  

We are in the process of agreeing and finalising our strategic intentions with partners 
as well as our operating plan alongside agreement around the financial plan, workforce 
and activity plans. All work to then inform the first year of the JFP. 

Financial context for 23/24 

It is one of guiding principles agreed by the Board for planning that we must ensure 
how we provide care and support is financially sustainable now and will be in the 
future. This is a requirement for both the joint forward plan and the system operating 
plan. 

We expect to have an underlying overcommitment at the end of 2022/23, which is 
currently being offset by non-recurrent (one off) measures. It is essential that our plan 
sets out changes that will both improve outcomes for our population and deliver a 
model of care that is financially sustainable. 

To be financially sustainable the plan needs to: 
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a) Shift our model of care to one that is personalised, focuses on prevention, early 
intervention, supporting people to self-care, and anticipatory care close to 
home, to both reduce per capita costs and improve outcomes for people. 
b) Broaden our model of care to include voluntary sector partners providing non- 
medical support that enhances people’s experience, tackles factors affecting 
how people can respond to healthcare, and improves outcomes reducing 
avoidable demand. 
c) Optimise use of digital and assistive technologies in a way that is inclusive and 
improves people’s experience of care and support, making it more accessible 
and convenient, and at the same time reducing per capita costs; 
d) Set the direction for efficiency improvements across our system that are 
recurrent, coordinated, and progressed urgently. 

NHS England is issuing two-year revenue allocations for 2023/24 and 2024/25. At 
national level, total allocations [including COVID-19 and Elective Recovery Funding 
(ERF)] are flat in real terms with additional funding available to expand capacity. 
Core capital allocations for 2022/23 to 2024/25 have already been published and 
remain the foundation of capital planning for future years. Capital allocations will be 
topped-up by £300 million nationally, which is prioritised for systems that deliver 
agreed budgets in 2022/23. 

ICBs and NHS primary and secondary care providers are expected to work together to 
plan and deliver a balanced net system financial position in collaboration with other ICS 
partners 

All areas are required to target 5% cost improvement in 2023/24 with a minimum of 3% 
being recurrent. In addition, the various SROs of the system priorities and 
organisations must reference the identified benchmark opportunities and develop plans 
to deliver a minimum of 50% of the opportunity within the next 2 years, and with year 1 
being at least a net cost saving to the system – requiring a ‘comply or explain’ 
discipline to the opportunities.  

Timetable for system operating plan 

Draft submission of the 2023/24 operating plan is expected to be 23rd February with the 
end of March for the final plan. See overleaf. 

Risks to system operating plan and JFP 

Due to the tight timeframes, lack of timely guidance and working in a way unknown 
previously we are at risk of not delivering a comprehensive plan in the timeframes 
required.  

To mitigate that risk we are ensuring there are regular planning and contracting 
meetings across a variety of colleagues from the operational, workforce and financial 
communities in CIoS. The CEO’s CFO’s and COO’s are meeting fortnightly to oversee 
and assure themselves that progress is happening.  

If the operating plan is not agreed then we do not have the first year plan for the JFP. 
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2. Recommendations 

(JFP) Members of the board are asked to:  

1. Discuss their ambitions for the Joint Forward Plan. 

2. Note progress to date and provide feedback on the proposed content. 

3. Invite the boards of the Royal Cornwall Hospital Trust and Cornwall 
Partnership Foundation Trust to a joint meeting to consider the draft Joint 
Forward Plan and discuss how they will collectively oversee its ongoing 
development and implementation. 

(SOP) Members of the board are asked to:  

1. Note the one off way of working for 23/24   

2. Note the next steps in the main report under financial context 

3. Confirmation of governance route 

☒ Discussed by the System Executive Group (SEG)  

☐ Discussed by the Transforming Care for Cornwall (TC4C) group 

☐ Discussed by the Integrated Care Partnership (ICP)  

☐ Discussed by the System Quality Group 

☐ Discussed by the Joint Health and wellbeing Board (JHWB) 

☐ Discussed by an ICB committee  
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Key points to note from discussions 

Work so far has been based on the first draft of the Integrated Care Strategy and the 
final draft is expected to be completed by 1 February, which will then inform content of 
the Plan. 

This document should also be read in conjunction with the paper ICB strategic 
intentions. (Part 2) 

Content – how we are starting to develop the Plan 

1. What matters: starting with what matters, using statements from individuals and 
the ICS vision combined with the overarching outcomes sought across the life-
course in the Integrated Care Strategy (Appendix 1, slides 1 and 2) 

2. Key challenges: describing the key challenges we need to overcome (slide 3) 

3. Who needs help: identifying groups of people across the life-course (slide 4) 

4. Levels of risk and differing needs: describing the levels of risk across our 
population and different care and support for people with differing risk. (slide 5)  

5. What difference the ICS can make: what difference the ICS can make for 
people across the life course.   Slide 6 is an example – there would be 5 slides, 
one for each at risk group.  So people can understand what the ICS can do for 
them. 

6. The detailed plan: then going into more detail for NHS England on the future 
operating model and to have detailed objectives and actions that can be 
monitored by the ICP/ICB to ensure the Plan is delivered. 

a. Future operating model: an outline of the future operating model we are 
working towards for 2028 for population groups with different levels of 
risk. (slide 8) 

b. For each of the strategic objectives and clinical priorities: 

i. What will have changed 5 years from now (slides 9 and 12) – 
what will look different to now? 

ii. Building the capability (slide 10) 

iii. SMART objectives for each year (slide 11 as an example) 

7. Workforce, digital and estates development to support the future model of 
care 

8. Achieving financial sustainability

9. Developing our ICS to deliver, monitor, and refreshed the Plan 

NHS England is looking for a 5-year joint forward plan that has well-defined, 
measurable goals with annual milestones and trajectories. It is expected to be delivery 
focused.   
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In developing the Plan we are drawing on: 

a) The existing ICS vision aims and purpose. 

b) The Joint Strategic Needs Assessment. 

c) The True North strategic objectives.  

d) The Integrated Care Strategy and Health and Wellbeing Strategy. 

e) Learning from implementing population health management and work by ICAs 
and PCNs to tackle health inequalities and emerging local plans of ICAs. 

f) Plans and SMART objectives developed for the clinical priorities, which include 
both national recovery priorities and local transformation of services. 

g) Strategies and plans developed by partners. 

h) Previous work on new models of care. 

i) The work of the financial sustainability programme, the digital strategy, 
workforce strategy and estates strategy. 

Engagement 
Effective engagement is essential with local people, communities, and providers of 
care and support across the system including the voluntary and community and social 
enterprise sector, independent social care providers, and unpaid carers. We will 
explore combining the engagement on the joint forward plan with that underway on the 
integrated care strategy and report back to the Citizen’s Engagement and Equalities 
Committee with a proposal. 

SMART objectives on a page 

To enable a golden thread though our strategic plans we have linked our agreed and 
shared objectives to our True North strategic priorities and our operational plans for the 
next 2 years. We have ensured that our objectives are SMART. We are in the process 
of defining these to ensure we have clear Key Performance Indicators (KPI’s) for each 
objective. 

These KPI’s would be the method of monitoring success and would be one of the tools 
the Board would use to monitor against our delivery plans.  These KPI’s would be 
shared with all to ensure that our measures of success are embedding in all linked 
plans across organisations.  

4. Appendices 

1. Emerging content for the Plan 
2. Legislative requirements  
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I don’t want to I don’t want to 
be ill

Where do I want to Where do I want to 
be when I die? Safe 
and comfortable at 
home with people I 

know

I want my kids 
to be happy

I don’t want to I don’t want to 
be stuck at 
home alone

I want to walk I want to walk 
my dog on the 

beach

I don’t want to 
go to hospital

What matters
Cornwall & Isle of Scilly 5 year joint forward plan

DRAFT

I want my kids I want my kids 
to do well at 

school
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What matters

• Cornwall and the Isles of Scilly are great places to be born, live and 
thrive, and to grow old.

• We have connected, healthy, caring communities for one and all.

• Our young people have the best start to life.

• We all live well.

• As we get older we are able to live happy lives in a place we call 
home.
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Health inequalities 
71,000 people at greater risk of long-term illnesses, part of the 20% 
most deprived communities in England



The baby boomer effect: By 2027 50% more people aged 75-84 
and 27% more people aged 85+



An increase in preventable illnesses
More people have preventable illnesses  and are having more years 
of ill health, often with multiple illnesses 



Limited resources to meet growing demand
We need to make every £ stretch further

A growing population: 62,000 more in 20 years (2017-2037)

Performance of our current system
Long waiting times, delays in discharge, suboptimal outcomes, a 
need to improve productivity ad reduce variation



Our geography and settlement pattern
A peninsula and 60% of people in settlements of under 3,000 affects 
how and where services can be provided



Climate change
We are at risk from more extreme weather events and need to 
reduce our contribution to greenhouse gases in the atmosphere



Implement 
a new 

model of 
care 

Respond to 
the changing 
needs of our 

local 
population

advantage of 
Take 

advantage of 
new 

technologies

What we need to do

Key challenges we have to overcome
Workforce shortages
A high number of vacancies and  a high proportion of our workforce 
approaching retirement
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Who needs our help

To start well

(People aged 0-24)

To live well

(People aged 25-64)

   

To age well

(People aged 65+)

• All young children during 
their first 1001 days

• Children with complex 
medical and social needs 

• Children and young people 
struggling with their mental 
or emotional health and 
wellbeing.

• Young people with learning 
disabilities and/or autism 
approaching adulthood

• People at risk of dying 
earlier from diseases that 
could have been avoided.

• Adults struggling depression 
or anxiety or how to keep 
physically well with severe 
mental health conditions.

• People who have been out 
of work for medical reasons 
who we can help re-join the 
workforce.

• People of working age who 
need support to live 
independently

• People living with long-term 
health conditions.

• People with dementia.

• Older adults struggling with 
depression.

• Older people who need 
support to live 
independently.

Families living in our most disadvantaged communities

Taken from the Integrated Care Strategy first draft and the Joint Strategic Needs Assessment
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How we have to respond in different ways 
to differing needs within our population
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What difference the ICS can make for people to 
successfully manage long-term health problems

Starting well

(People aged 0-24)

What you can do

What we can do

Living well

(People aged 25-64)

What you can do

• Eat ‘5 a day’ and keep active 
so your weight is what it should 
be for your height

• Stop smoking 

• For diabetes, regularly monitor 
your glucose levels, follow the 
recommended diet 

What we can do

• Provide information and 
advice on how to maintain a 
healthy weight

• Provide advice on how a 
healthy diet and regular 
exercise can be affordable 

• Help you stop smoking

• Provide some extra help so 
you can get your glucose 
levels back under control

            

Ageing well

(People aged 65+)

What you can do

• Find out what the risks are to health 
in older age and how they can be 
prevented or managed so you avoid 
major diseases 

• Keep physically active to maintain 
strength and balance

• Keep socially active for mental 
wellbeing

What we can do

• Provide a local advice centre where 
you can drop in for tea and a chat 
(part of a community hub)

• Provide some extra help if you are 
struggling with managing medication 
or are not very active because you 
are afraid of falling or need help to 
monitor your condition

• Provide an urgent response to keep 
you at home and stop your condition 
deteriorating

EXAMPLE ONLY
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The detailed delivery plan
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Recovery – system operating plan 
for 2023/24

          

SMART objectives set out in the guidance 
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WORKING DRAFT
National NHS objectives 2023/24
Recovering core services and improving productivity

Objective

Prevention 
and health 
inequalities

Increase percentage of patients with hypertension treated to NICE guidance to 77% by March 2024

Increase the percentage of patients aged between 25 and 84 years with a CVD risk score greater than 20 percent on lipid 
lowering therapies to 60%

Continue to address health inequalities and deliver on the Core20PLUS5 approach

People with 
a learning 
disability 
and autistic 
people

Ensure 75% of people aged over 14 on GP learning disability registers receive an annual health check and health action plan 
by March 2024

Reduce reliance on inpatient care, while improving the quality of inpatient care, so that by March 2024 no more than 30 adults 
with a learning disability and/or who are autistic per million adults and no more than 12–15 under 18s with a learning disability 
and/or who are autistic per million under 18s are cared for in an inpatient unit

Mental 
health

Improve access to mental health support for children and young people in line with the national ambition for 345,000 
additional individuals aged 0-25 accessing NHS funded services (compared to 2019)

Increase the number of adults and older adults accessing IAPT treatment

Achieve a 5% year on year increase in the number of adults and older adults supported by community mental health services

Work towards eliminating inappropriate adult acute out of area placements

Recover the dementia diagnosis rate to 66.7%

Improve access to perinatal mental health services
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WORKING DRAFT
National NHS objectives 2023/24
Recovering core services and improving productivity

Objective

Urgent and 
emergency care*

Improve A&E waiting times so that no less than 76% of patients are seen within 4 hours by March 2024 with further 
improvement in 2024/25

Improve category 2 ambulance response times to an average of 30 minutes across 2023/24, with further improvement 
towards pre-pandemic levels in 2024/25

Reduce adult general and acute (G&A) bed occupancy to 92% or below

Community health 
services

Consistently meet or exceed the 70% 2-hour urgent community response (UCR) standard

Reduce unnecessary GP appointments and improve patient experience by streamlining direct 
access and setting up local pathways for direct referrals

Primary care* Make it easier for people to contact a GP practice, including by supporting general practice to 
ensure that everyone who needs an appointment with their GP practice gets one within two weeks and those who contact 
their practice urgently are assessed the same or next day according to clinical need

Continue on the trajectory to deliver 50 million more appointments in general practice by the end of March 2024

Continue to recruit 26,000 Additional Roles Reimbursement Scheme (ARRS) roles by the end of March 2024

Recover dental activity, improving units of dental activity (UDAs) towards pre-pandemic levels

Elective care Eliminate waits of over 65 weeks for elective care by March 2024 (except where patients choose to wait longer or in 
specific specialties)

Deliver the system- specific activity target (agreed through the operational planning process)
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WORKING DRAFT
National NHS objectives 2023/24
Recovering core services and improving productivity

Aim Objective

Cancer Continue to reduce the number of patients waiting over 62 days

Meet the cancer faster diagnosis standard by March 2024 so that 75% of patients who have been urgently referred by 
their GP for suspected cancer are diagnosed or have cancer ruled out within 28 days

Increase the percentage of cancers diagnosed at stages 1 and 2 in line with the 75% early 
diagnosis ambition by 2028

Diagnostics Increase the percentage of patients that receive a diagnostic test within six weeks in line with the March 2025 ambition of 
95%

Deliver diagnostic activity levels that support plans to address elective and cancer backlogs and the diagnostic waiting 
time ambition

Maternity* Make progress towards the national safety ambition to reduce stillbirth, neonatal mortality, maternal mortality and serious 
intrapartum brain injury

Increase fill rates against funded establishment for maternity staff

Use of resources Deliver a balanced net system financial position for 2023/24

Workforce Improve retention and staff attendance through a systematic focus on all elements of the NHS  People Promise

          

*ICBs and providers should review the urgent and emergency care and general practice access recovery plans, and the 
single maternity delivery plan for further detail when published. Page 18



WORKING DRAFT

Reform – implementing the NHS Long 
Term Plan and addressing local 
population health needs
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Organisation
and governance

Capability to be 
delivered

Process and 
infrastructure

People

Measures 
of success

Design principles

• Person at the 
centre

• Close to home
• Joined up care
• Strong 

relationships

Redesigning how we will provide care 
and support in the future

This will be an overview in 
the Plan for each population 
segment for whom the ICS is 
redesigning care and support 

Describing   what will 
be different about how 
and where the 
workforce is deployed 
in 2028 and what skills 
are needed – which 
will feed into the 
system plan for 
workforce 
development

Describing what development is 
needed in use of technology or 
estates or in processes and 
procedures – which will feed into the 
digital and estates strategies

Describing what changes 
are needed to organisation 
and governance

Describing the new 
capability the ICS will have 
in place by 2028 to support 
a population segment and 
the building blocks of that 
capability
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Strategic objective: person at the centre

By 2028

• The person is at the heart of everything we do.

People are experiencing better outcomes as 

services are personalised and coordinated around 

the individual.

• Everyone has choice and control over the way 

their care is planned and delivered, based on their 

individual strengths, needs and preferences:

• People only have to tell their story once

• People with complex needs are empowered, by 

having a personalised care and support plan and if 

appropriate a personal health budget.

• People with long-term conditions are knowledgeable 

about their conditions and have the confidence and 

skills in self-care to live well, benefiting from 

personalised care and support planning and supported 

self-management, including access to health coaching, 

peer support and self-management education.

• Everyone can make informed decisions and choices 

when their health changes, benefitting from shared 

decision making and choice.

• Everyone knows where and how to access community-

based support that can help them to stay well.

• Resilient communities make the most of assets that can 

support health and well-being.

        

Every conversation starts with:

What will be different five years from now?

• More people feel they live in compassionate, inclusive communities.

• People are healthier, safer, happier, valued, and respected.

• People closest to the issue design, deliver and measure the effectiveness of services
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Building the capability

Workforce development

• Implementation of personalised care as 
described pp. 14-15.

• Training in anticipatory care and provision of 
specialist support for place-based teams 
(see pp. 18-19 for place-based teams)

• Staffing for transfer of care hubs

• Increase workforce capacity and skills for 
home based reablement

• Increase workforce capacity for community-
based assessment and urgent response if 
conditions deteriorate or people become frail

• Increase workforce capacity for providing 
virtual wards and develop skills in managing 
virtual wards

• Training and development of volunteer 
workforce for community hubs, ‘what 
matters to you’ conversations, and non-
medical support

• Career paths for people providing care at 
home to aid retention

Infrastructure development

• Accommodation for community 
hubs and co-located teams  

• Transfer of care hubs

• Single electronic referral system 
linked to shared care record 

• Shared care record

• Digital platform for online support 
and personal care plan

• Equipment and software for 
remote monitoring in virtual 
wards

• Assistive technology

• Clinical space, equipment, and 
short stay wards for community 
assessment when conditions 
deteriorate or people become 
frail

• Community-based diagnostics

Process/procedure 
development

• For 3 x transfer of care 
hubs

• For integrated working by 
local teams

• Community gateway 
processes and procedures 
by a partnership of VCSE 
organisations

• For provider collaboration 
to deliver integrated and 
place-based care close to 
or at home.

• For joint strategic 
commissioning between 
the ICB and Cornwall 
Council 

• Pooled funding 
arrangements

Capability Support for people with long-term 
conditions 

Early 
diagnosis

Primary care 
management 
of  conditions

Support for 
self-

management

Home-
based 

reablement

Anticipatory 
care

Care at 
home

Hospital 
at home

Urgent 
community 
response

ICA based 
transfer of  
care hubs

Functions

Capability
EXAMPLE ONLY
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Delivery plan for people with long-term conditions

         

23/24 24/25 25/26 26/27 27/28

SMART objectives supporting this group within the intermediate care priority

5. urgent community response standard % in 2 hours 70%

6. Reduce unnecessary GP appointments 

and improve patient experience by 

streamlining direct access and setting up 

local pathways for direct referrals

Number of direct 

referrals

7. VCSE community hub evaluation 

demonstrates an improvement in 

standardised measures of emotional 

wellbeing, social isolation and confidence 

managing own condition. 

Level of 

improvement

8. Maintain and develop network of  

community hubs 

Number of hubs 50

9. Home-based reablement - community 

gateway partnership personalised 

conversations

Number of 

conversations per 

week

100

10. Home-based reablement – community 

gateway partnership number of 

personalised care plans 

Number of plans 

per week

100

11 Community reablement average number 

of discharges

Number per week
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Impact by 2028

Measure 19/20 23/24 24/25 25/26 26/27 27/28

A&E attendance by this 
population group

Inpatient spells by this 
population group

Numbers in residential 
care

Per capital cost of this 
population group

Total cost to the ICS  of 
this population group

         

On the health and care system

Measure 19/20 23/24 24/25 25/26 26/27 27/28

On outcomes for people

To come from 
the Integrated 
Care Strategy
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