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NHS North East London ICB board
29 January 2025, 1.30pm — 4.15pm; Unex Tower

Agenda
Item Time |Lead Attached/ Action
verbal required
1.0 Welcome, introductions and apologies 1.30 |Chair Note
1.1. Declaration of conflicts of interest Attached |Note
1.2. Minutes of the meetings held on 27 Attached |Approve
November 2024
1.3. Matters arising Verbal Discuss
1.4. Actions log Attached |Note
2.0 Resident story 1.40 Verbal Discuss/
note
3.0 Chair and chief executive reports
3.1. Chair’s report 2.00 [Chair Attached |Approve
3.2. Chief executive officer’s report 2.05 [ZE Attached |Note
4.0 Quality
41. Maternity and neonatal quality report 210 |DJ Attached |Discuss
4.2. Maternity and neonatal best start in life 220 |DJ Attached |Agree
4.3. Supporting people at the end of their life 2.30 |CPo Attached |Note
4.4, Delegation Agreement between NHS 250 |PG Attached |Approve
England and North East London ICB in
relation to specialised commissioning
functions
5.0 Strategy
5.1. NHS North East London Anti-Racist 3.00 DJ Attached |Approve
Strategy
5.2. Board Assurance Framework 3.10 [CPo Attached |Note
6.0 Finance and performance
6.1. Financial overview 3.20 HB Attached |Note
6.2. Performance report 3.30 HB Attached |Note
7.0 Governance
71. Committee exception reports for information: [3.40  Chair Attached |Note
¢ Executive Committee
¢ Audit and Risk Committee
¢ Remuneration Committee (verbal)
e Quality, Safety and Improvement
Committee
¢ Finance, Performance and Investment
Committee
e Population Health and Integration
Committee




Item Time |Lead Attached/ Action
verbal required
8.0 Board forward plan 3.50 [Chair Attached |Note
9.0 Questions from the public 4.00 |Chair Verbal Note
10.0 Any other business and close 4.10  (Chair Verbal Note

Date of next meeting: 26 March 2025
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Glossary of terms and abbreviations

Terms and abbreviations will also be explained within each report.

Term ‘ Explanation ‘
A&E Accident and Emergency department
APC Acute Provider Collaborative
B&D Barking and Dagenham
BAF Board Assurance Framework
BH Barts Health NHS Trust
BHRUT Barking, Havering and Redbridge University Hospitals NHS Trust
BCYP Babies, Children and Young People
C&H City and Hackney
CAMHS Children and Young People Mental Health Services
CEO Chief Executive Officer
CFPO Chief Finance and Performance Officer
CHC Continuing Healthcare
CMO Chief Medical Officer
CNO Chief Nursing Officer
CPCO Chief People and Culture Officer
CPPO Chief Participation and Place Officer
CSTO Chief Strategy and Transformation Officer
DHSC Department of Health and Social Care
ELFT East London NHS Foundation Trust
FPIC Finance, Performance and Investment Committee
ICB Integrated Care Board
ICP Integrated Care Partnership
ICS Integrated Care System
LA Local Authority
LTCs Long Term Conditions
MHLDA Mental Health, Learning Disabilities and Autism
NEL North East London
NELFT North East London NHS Foundation Trust
NELHCP North East London Health and Care Partnership
NEM Non-executive Member
NHSE NHS England
PbP Place-based Partnership
PELC Partnership of East London Co-operatives
PCN Primary Care Network
PHIC Population Health and Integration Committee
PTL Patient Tracking List
RTT Referral to Treatment
QsSIC Quality, Safety and Improvement Committee
UEC Urgent and Emergency Care
uTC Urgent Treatment Centre
VCSE Voluntary, Community and Social Enterprise
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Purpose, priorities, aims and our decision-making principles

Our agreed ambition, which is also that of North East London Health and Care
Partnership which we are part of, is that “We will work with and for all the people
of north east London to create meaningful improvements in health, wellbeing
and equity”.

To help guide our work, together partners have agreed four priorities, or joint
action areas, where we want to create measurable change, which will create key
outcomes for our system and place strategies. These are:

1. Employment and workforce — to work together to create meaningful work
opportunities and employment for people in north east London now and in the
future.

2. Long term conditions — to support everyone living with a long-term condition
in north east London to live a longer, healthier life and to work to prevent
conditions occurring for other members of our community.

3. Children and young people — to make north east London the best place to
grow up, through early support when it is needed and the delivery of
accessible and responsive services.

4. Mental health — to transform accessibility to, experience of and outcomes
from mental health services and well-being support for the people of north
east London.

Partners also agreed the following design or operating principles for our system:

Improving quality and outcomes: Individually and together, we will continuously
improve access, experience and outcomes for and with our residents, with a specific
focus on delivering integrated care in the neighbourhoods where our residents live
and work. We will seek to learn together and from international best practice to
continuously improve quality, to reinvent our ways of working and better secure our
outcomes.

Securing greater equity: We will resolutely tackle inequality in outcomes and
experience for our residents and staff, harnessing the diversity of our north east
London experience to create better and more responsive solutions and utilising our
combined resources to tackle the causes of inequality. We embrace the right of our
residents to meaningfully participate, as an equal part of our team, benefiting from
the strengths that they bring as individuals and communities.

Creating value: We will transparently work with our residents and staff to secure the
maximum, sustainable benefit from our physical, digital and financial resources,
repurposing what we have, reducing waste and taking care of our environment.
Critically we will support and enable our most important resource, our staff, to reach
their potential, enjoy work and be able to effectively contribute to our vision.

Deepening collaboration: We will work in meaningful partnership towards shared
goals, holding each other to account for the commitments we have made to each
other and to our residents. We will set resident interest and the common good as our
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defining success measure and we will support our staff to lead and deliver across
organisational boundaries. Our key collaboration will be with our residents, who will
drive and co-deliver and evaluate the outcomes of our partnership

The four aims of our integrated care system

To improve outcomes in population health and healthcare
To tackle inequalities in outcomes, experience and access
To enhance productivity and value for money

To support broader social and economic development

Our decision-making principles

ICB board members have agreed a set of principles for decision making as follows:

Always put the best interests of all the residents of north east London first
within a culture where our residents are our partners and co- production is
universally applied

Proactively tackle health inequities in access, experience and outcomes.
Demonstrably consider the equality, diversity and inclusion implications of the
decisions we make

Bring our experience and sector perspective, rather than representing the
individual interests of any member organisation or place over those of
another.

Be open and transparent, including when we have challenges, and ensure our
communities can hold us to account for delivery. Though this provide
constructive challenge, but always remain ‘solution-focused’

Create a culture of creativity, innovation, improvement and inspiration,
enabling transformation for better outcomes with our people and communities

Be brave and ambitious for our communities, while ensuring we are grounded
and realistic. In doing this consider risks and mitigations carefully, but not be
risk averse where we believe we can make improvements for local people

Support distributed leadership and decision making — close to people — being
outcome focused whilst assuring performance.

Demonstrate and enable collaboration, mutual accountability, shared learning,
embedding of best practice and joint development.

Secure the best value and benefit from our collective resources, maximising
productivity.
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- Declared Interests as at 31/12/2024

Position/Relationship

with ICB

Committees

Declared Interest

Name of the
organisation/business

Nature of interest

Valid From

North East London

Valid To
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mitigate risk

Cha Patel

ICB Board Non-Executive Member

Member of Board; Chair

Declarations to be made at the

ICB Remuneration Committee

ICB Audit and Risk Committee Financial Interest Eastlight Homes : - 2022-12-12
ICB Board ¢ of Auditand Risk; Current beginning of meetings
8 member of Finance and
ICB Finance, Performance & Performance Committee
Investment Committee -
ICB Quality, Safety & Financial Interest Igloo Consultants Limited Director of family owned 2022-12-12 Current Declarations to be made at the
Improvement Committee consultancy business beginning of meetings
Charlotte Pomery Chief Participation and Place Barking & Dagenham ICB Sub- Non-Financial Personal Interest Pomery McGregor Consultancy Director of consultancy 2009-06-01 Current No action required as no
Officer D Limited company, with husband who conflicts declared.
Barking & Dagenham Partnership is also a director of the
Board company. There are no
) employees and | have not
City &‘Hackney ICB Sub- carried out work through the
committee company since 2011 and
City & Hackney Partnership Board have never carried out any
Community Health Collaborative work in north east London
sub-committee
Havering ICB Sub-committee
Havering Partnership Board
ICB Audit and Risk Committee
ICB Board
ICB Population, Health & Integration
Committee
ICB Quality, Safety & Improvement
Committee
ICP Committee
ICS Executive Committee
Newham Health & Care Partnership
Newham ICB Sub-committee
Patient Choice Panel
Redbridge ICB Sub-committee
Redbridge Partnership Board
Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Sub-
committee
: : . ) E : . Cabinet Member for Health, 07 Declarations to be made at the
Christopher Kennedy Councillor City & Hackney ICB Sub-committee Non-Financial Professional Interest | London Borough of Hackney Adult Social Care, 2020-07-09 Current beginning of meetings
City & Hackney Partnership
Board Voluntary Sector and
Leisure in London Borough
ICB Board
ICB Finance, Performance & of Hackney
. s . X . § Member of Lee Valley c t Declarations to be made at the
Investment Committee Non-Financial Personal Interest Lee Valley Regional Park Authority | Regional Park Authority 2020-07-09 urren beginning of meetings
ICP Committee - -
. X i Member of Hackney Empire c Declarations to be made at the
Non-Financial Personal Interest Hackney Empire 2020-07-09 urrent beginning of meetings
Member of Hackne! Declarations to be made at the
Non-Financial Personal Interest Hackney Parochial Charity Parochial Charity Y 2020-07-09 Current beginning of meetings
. X Member of the Labour Party c Declarations to be made at the
Non-Financial Personal Interest Labour Party 2020-07-09 urrent beginning of meetings
. X X Registered patient with a c Declarations to be made at the
Non-Financial Personal Interest Local GP practice local GP practice 2020-07-09 urrent beginning of meetings
’ ! . . sitin the board as trustee c Declarations to be made at the
Non-Financial Personal Interest Hackney Joint Estate Charities 2014-04-07 urrent beginning of meetings
. X LBH appointed rep c Declarations to be made at the
Non-Financial Personal Interest CREATE London 2023-04-05 urrent beginning of meetings
Diane Herbert Non Executive Memb ICB Board Non-Financial Professional Interest| Hertfordshire Partnershi N tive direct 2019-05-19 Current P FIELAT e
lon Executive Member ¥ on-Financial Professional Interes ertfordshire Partnership on executive director -05- urren o] i
ICB Quality, Safety & University Foundation Trust (HPFT) beginning of meetings
Improvement Committee
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Non-Financial Professional Interest

2020-01-01

Diane Jones Chief Nursing Officer Clinical Advisory Group Royal College of Nursing Professional membership Current Deglargtions to be. made at the
Community Health Collaborative (RCN) beginning of meetings
fgg"é%g:;mee Non-Financial Professional Interest | Royal College of Midwives Professional membership 1994-01-01 Current Declarations to be made at the
ICB Quality, Safety & (RCM) beginning of meetings
Improvement Committee Non-Financial Professional Interest | Nursing & Midwifery Council Professional membership 1992-01-01 Current Declarations to be made at the
ICS Executive Committee (NMC) beginning of meetings
Sonr[nnri:{teceare Collaborative sub- Non-Financial Professional Interest | London Clinical Senate Member 2017-01-01 Current Declarations to be made at the

beginning of meetings
Primal_'z; care contracts sub- Non-Financial Professional Interest | Homerton Hospital Midwife (honorary 2015-01-01 Current Declarations to be made at the
committee contract) beginning of meetings
Non-Financial Personal Interest Group B Strep Support Director and Trustee 2020-01-01 Current Declarations to be made at the
(GBSS) beginning of meetings
Non-Financial Personal Interest Sign Health I am a Trustee of the 2023-05-01 Current Declarations to be made at the
charity beginning of meetings
Dr Jagan John Primary Care ICB Board |CB Board Financial Interest Aurora Medcare (previously GP Partner 2020-01-01 Current Declarations to be made at the
representative ICB Population, Health & known as King Edward Medical beginning of meetings
Integration Committee Group)
ICB Quality, Safety & Financial Interest Parkview Medical Centre GP Partner 2020-05-01 Current Declarations to be made at the
Improvement Committee beginning of meetings
Primary Care Collaborative sub-
committee Financial Interest Together First Limited (GP Practice isa shareholder 2014-01-01 Current Declarations to be made at the
Federation) beginning of meetings
Financial Interest Harley Fitzrovia Health Limited Director and shareholder 2018-01-01 Current Declarations to be made at the
beginning of meetings
Financial Interest Diagnostics 4u (previously Directorand Shareholder 2020-10-01 Current Declarations to be made at the
Monifieth Ltd) beginning of meetings
Indirect Interest Aurora Medcare (previously Other GPs are family 2020-01-01 Current Declarations to be made at the
known as King Edward Medical members beginning of meetings
Group)
Indirect Interest New West Primary Care Brother / GP Partner is 2020-11-01 Current Declarations to be made at the
Network the Clinical Director beginning of meetings
Non-Financial Professional Interest| Transformation Partners in Personalised Care 2017-05-01 Current Declarations to be made at the
Health and Care / NHS England Clinical Director beginning of meetings
- London Region
Non-Financial Professional Interest| North East London Foundation GPWSl in Cardiology 2011-08-01 Current Declarations to be made at the
Trust — Barking and Dagenham beginning of meetings
Community Cardiology Service
Financial Interest Buxton Medica GP partneris director 2021-10-31 Current Declarations to be made at the
and practice is a beginning of meetings
shareholder
Non-Financial Professional Interest| Barking & Dagenham, Havering Associate Medical 2022-09-01 Current Declarations to be made at the
and Redbridge University Director for Primary Care beginning of meetings
Hospitals Trust in BHRUT
Non-Financial Professional Interest| New West PCN Colead for health 2023-04-01 Current Declarations to be made at the
inequalities beginning of meetings
Financial Interest Faircross Medical Centre GP partner , and family 2024-04-01 Current Declarations to be made at the

member (brother) is also
a partner

beginning of meetings
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Dr Mark Rickets ICB Primary Care Partner Member | ICB Board Financial Interest Nightingale Practice (NEL Salaried GP 2022-02-02 Current Declarations to be made at the
ICB Finance, Performance & member practice) beginning of meetings
Investment Committee ) Non-Financial Professional GP Confederation Nightingale Practice is a 2022-02-02 Current Declarations to be made at the
Ié:B Wpﬁrkforce & Remuneration Interest member beginning of meetings
ommittee
NEM Remuneration Committee Indirect Interest Health Systems Innovation Lab, Wifeis a Visiting Fellow 2022-02-02 Current Declarations to be made at the
. . School Health and Social Care, beginning of meetings
Primary Care Collaborative sub- Al ar ginning 9
committee London South Bank University
Financial Interest Homerton University Hospital Non-executive Director 2022-02-02 Current Declarations to be made at the
NHS Foundation Trust beginning of meetings
Indirect Interest Point of Care Foundation cv"ft/h""'tfe';gi’r‘n oAfSégféa‘e 2022-03-01 Current Declarations to be made at the
Foundation whose work beginning of mestings
includes beinga mentor for
NEL ICS Schwartz Rounds
Dr Paul Francis Gilluley Chief Medical Officer Clinical Advisory Group Non-Financial Professional British Medical Association |am a member of the 2022-07-01 Current Eec!are_utlonsfto be made at the
:gg goanlj tion. Health & Interest organisation. eginning of meetings
opulation, Hea -
Integra‘t)ion Cemmifize Non-Financial Professional Royal College of Psychiatrists Fellow of the College 2022-07-01 Current Eec!ara}tlonsf to betmade atthe
ICB Quality, Safety & Interest egmmn'g S
Improvement Committee Non-Financial Professional Medical Defence Union Member 2022-07-01 Current Declarations to be made at the
ICP Committee Interest beginning of meetings
(e BeioCummllsy Non-Financial Professional General Medical Council Member 2022-07-01 Current Declarations to be made at the
Mental Health, Learning Disability beginning of meetings
Interest 9 9 9
& Autism Collaborative sub -
committee Non-Financial Personal Interest Stonewall Member 2022-07-01 Current Declarations to be made at the
. beginning of meetings
Primary care contracts sub- Declarations (o b deatth
o, Non-Financial Personal Interest National Opera Studio Trustee on the Board 2023-08-01 Current CEEEUES IS LRSS
beginning of meetings
Fiona Smith Non-Executive Member :gg IB:i(:g:ce Performance & Non-Financial Professional Interest| First Community Health and Care | Non Executive Director at 2019-11-03 Current Declarations to be made at the
Investment Committee First Community Health beginning of meetings
ICB Population, Health & and Care CIC, in Surrey
Integration Committee
ICB Quality, Safety &
Improvement Committee
ICB Remuneration Committee
Henry Black Chief Finance and Performance :gg gg::t dand (R GRS Indirect Interest BHRUT Wife is Assistant Director 2018-01-01 Current Declarations to be made at the
Officer 5 of Finance beginning of meetings
ICB Finance, Performance & STk =T
Investment Committee ’ e @l eclarations to be made at the
ICS Executive Committee Indirect Interest GSTT NHS Trust Dal::’ghttert e‘mployed asa 2023-09-01 lbeginning of meetings
Mental Health, Learning Disability & JERUEDUEINES
Autism Collaborative sub-
committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee
Imelda Redmond Non-Executive Member :gg gzil::nd Risk Commitiee Non-Financial Professional Health Devolution Commission Co Chair 2023-01-07 Current Eeegilr?r:?r:g:)? :T?el:i:;zde atthe
ICB Population, Health & Interest -
Integration Committee Non-Financial Professional Age UK East London Chair of Trustees 2024-02-18 Current b:gcisr:?n'g"g? rﬁeefi:;z ¢ atine
ICB Quality, Safety & Interest
Improvement Committee
ICB Remuneration Committee
Kash Pandya Non Executive Member :gggl;il::nd Risk Committee Financial Interest Essex Police, Fire and Crime Independent Audit 2021-01-01 Current Declarations to be made at the
) Commissioner’s Audit Committee | Committee Member beginning of meetings
ICB Finance, Performance & -
Investment Committee Indirect Interest Inverts UK Ltd Son is a Senior 2023-02-01 Current Declarations to be made at the
ICB Population, Health & Procurement Consultant lbeginning of meetings
Integration Committee i
ICBQI]Remuneration Committee Indirect Interest Accenture Son is a Legal Director 2017-01-01 Current AR s i B2 = 2

beginning of meetings
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Declarations to be made at the

Marie Gabriel ICB and ICP Chair ICB B.oard Non-Financial Personal Interest West Ham United Foundation Trust| Trustee 2020-04-01 Current beginning of meetings
ICB Finance, Performance & Declarations to be made at the
Investment Committee Non-Financial Personal Interest East London Business Alliance Trustee 2020-04-01 Current - .
N beginning of meetings
ICB Population, Health &
Integration Committee Financial Interest Race and Health Observatory Chair of the Race and 2020-07-23 Current Declarations to be made at the
ICB Quality, Safety & Health Observatory, beginning of meetings
Improvement Committee (paid). The Race and
ICB Remuneration Committee Health Observatory are
ICP Committee now considering the
NEM Remuneration Committee potential to enterinto
contracts with NHS
organisations to support
their work to tackle racial
and ethnic health
inequalities.
Non-Financial Personal Interest Member of the labour party Member of the labour 2020-04-01 Current Declarations to be made at the
party beginning of meetings
Non-Financial Professional NHS Confederation Trustee Associated with 2020-07-23 Current Declarations to be made at the
Interest my Chair role with the beginning of meetings
RHO
Fi ; ot ; Declarations to be made at the
inancial Interest Local Government Association Peer Reviewer 2021-12-16 Current e i
beginning of meetings
Non-Financial Professional UK Health Security Agency Associate NED, (paid), 2022-04-25 Current Declarations to be made at the
Interest UKHSA works with health beginning of meetings
and care organisations to
ensure health security for
the UK population
Non-Financial Professional Institute of Public Policy Commissioner on the 2022-03-13 Current Declarations to be made at the
Interest Research (IPPR) IPPR Health and beginning of meetings
Prosperity Commission
Paul Calaminus Board member. Sub-Committee Community Health Collaborative Indirect interest Department of Health Wife is civil servant in 2001-10-01 Current Declarations to be made at the
member. sub-committee Department of Health beginning of meetings
ICB Board
ICB Population, Health & Integration
Committee
ICS Executive Committee
Mental Health, Learning Disability &
Autism Collaborative sub-
committee
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Subcommittee
Zina Etherid . . . Acute Provider Collaborative . . . Brotheris employed as .
ge Chief Executive Officer of the . R Indirect Interest Royal Berkshire NHS Foundation L 2022-03-17 Current Declarations to be made at the
Integrated Care Board for north Joint Committee Trust Head of Acute Medicine beginning of meetings
Clinical Advisory Group at Royal Berkshire
eastLondon ICB Audit and Risk Committee hospital
:(C’E ﬁgjjfaﬁm Health & Non-Financial Professional UCL Partners 32’[‘,5 o L‘e“falfi?ﬂﬁ.gf 2023-09-18 Current Declarations o be made at the
Integration Committee Interest NEL and by extensiona beginning of meetings
ICB Remuneration Committee Director
ICP Committee . )
ICS Executive Committee Non-Financial Professional Mission Employable | have recently become a 2024-11-15 Current No action required as no

Mental Health, Learning Disability
& Autism Collaborative sub-
committee

NEM Remuneration Committee

Interest

trustee of Mission
Employable who provided
supported employment
placements for young
people with a learning
disability. They do not
work in NEL.

conflicts declared.
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North East London
- Nil Interests Declared as of 31/12/2024

Position/Relationship with ICB Committees Declared Interest

Shane Degaris ICB member Acute Provider Collaborative Joint Committee Indicated No Conflicts To Declare.
ICB Board
ICS Executive Committee

Jenny Hadgraft Partnership working Barking & Dagenham ICB Sub-committee Indicated No Conflicts To Declare.
Barking & Dagenham Partnership Board
ICB Board

ICP Committee

Abi Gbago Local Authority Member of Committee ICB Board Indicated No Conflicts To Declare.
Newham Health and Care Partnership

Andrew Blake-Herbert London Borough of Havering Havering ICB Sub-committee Indicated No Conflicts To Declare.
Havering Partnership Board

ICB Board

ICB Population, Health & Integration Committee
ICS Executive Committee

Maureen Worby Member of Committee Barking & Dagenham Partnership Board Indicated No Conflicts To Declare.
ICB Board

ICB Population, Health & Integration Committee
ICB Quality, Safety & Improvement Committee
ICP Committee
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Minutes of the NHS North East London ICB board

27 November 2024, 1.30pm — 4.00pm, Havering Town Hall

Members:

Marie Gabriel (MG) Chair, NHS North East London and North East London
Health and Care Partnership

Zina Etheridge (ZE) Chief executive officer, NHS North East London

Imelda Redmond (IR) Non-executive member, NHS North East London

Diane Herbert (DH) Non-executive member, NHS North East London

Cha Patel (CPa) Non-executive member, NHS North East London

Fiona Smith (FS) Non-executive member, NHS North East London

Kash Pandya (KP) Non-executive member, NHS North East London

Dr Paul Gilluley (PG) Chief medical officer, NHS North East London

Diane Jones (DJ) Chief nursing officer, NHS North East London

Shane DeGaris (SD) NHS trust partner member

Paul Calaminus (PC) NHS trust partner member

CliIr Christopher Kennedy (CK)| Local authority parther member

Clir Maureen Worby (MW) Local authority partner member

Caroline Rouse (CR) VCSE partner member

Dr Mark Rickets (MR) Primary care partner member

Attendees:

Charlotte Pomery (CPo) Chief participation and place officer, NHS North East
London

Johanna Moss (JM) Chief strategy and transformation officer, NHS North East
London

Ahmet Koray (AK) Director of finance, NHS North East London

Andrew Blake-Herbert (ABH) | Local authority executive participant

Abi Gbago (AG) Local authority executive participant

Jenny Hadgraft (JH) Healthwatch participant

Jamie Stafford (JS) Programme director, East London NHS Foundation Trust
(for item 4.1 only)

Najnin Islam (NI) Partnerships development director, VCSE Collaborative

Anne-Marie Keliris (AMK) Head of governance and company secretary, NHS North
East London

Katie McDonald (KMc) Governance lead, NHS North East London

Apologies:

Henry Black (HB) Chief finance and performance officer, NHS North East
London

Dr Jagan John (JJ) Primary care partner member

1.0 Welcome, introductions and apologies

The Chair welcomed everyone to the meeting including members of the public who
had joined the board meeting to observe.

The Chair and chief executive acknowledged that it would be Caroline Rouse and
Johanna Moss’s last ICB Board meeting. Members thanked Caroline and Johanna
for their contributions to the Board and the work they have delivered for the
population of north east London.

12



The Chair welcomed Najnin Islam, Partnerships Development Director, to the
meeting and explained that Najnin will be the Voluntary, Community, Faith and
Social Enterprise partner Board member from January 2025.

The Chair advised people of housekeeping matters before proceeding.

1.1 Declaration of conflicts of interest
The Chair reminded members of their obligation to declare any interest they may
have on any issues arising at the meeting which might conflict with the business of
the Integrated Care Board (ICB).
No additional conflicts were declared.
Declarations declared by members of the ICB are listed on the ICB’s Register of
Interests. The Register is available either via the Governance Team or on the ICB’s
website.

1.2 Minutes of the last meeting
Subiject to a correction in section 3.2, “2024/35” amended to “2024/25”, the minutes
of the meeting held on 25 September 2024 were agreed as a correct record.

1.3 Matters arising
There were no matters arising.

1.4 Actions log
The ICB board noted the actions taken since the last meeting.

2.0 Resident story
The Chair explained that the resident who was going to share their story was
unfortunately unable to attend the meeting. The resident, Lynn, was going to
describe her experiences of being an unpaid carer and how this has led to her
being the chair of the Havering Carers Board, and how this work has enabled
changes for local carers.
Lynn’s story is an important one, as it highlights the importance of unpaid carers
being registered as well as the need for access to information. We will publish the
summary of her story on our website and invite Lynn to attend a future meeting.
ACTION: Summary of the resident’s story to be published on the ICB website.
The ICB Board noted the update.

3.0 Chair and chief executive reports

3.1 Chair’s report

MG presented the report which provided an update on the most significant activities
undertaken by the chair and non-executives since the last ICB board meeting. The
following key areas were highlighted:

e System oversight and accountability, including the role of Integrated Care
Boards (ICBs), is being developed further and will also be addressed
through the Government’s 10-Year Health Plan process. The method and
ways of regulating will be coproduced to develop an oversight framework.

o The Department of Health and Social Care published a consultation on
Tuesday 26 November regarding the introduction of professional regulation
for NHS managers. The Chair confirmed that she is a member of the

Page 2 of 12
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national management and leadership advisory group and the people
enabler group, and that the ICB Chief Executive Officer is a member of the
oversight and accountability group; meaning that north east London has
opportunities to contribute to the development of this work.

It will be important for us to review all Government policies and plans in the
round to establish the ICB work that is underway to address these plans,
and the areas that may need additional focus.

At its October meeting the Integrated Care Partnership (ICP) discussed best
practice in relation to community cohesion, collaboration to secure health
and care employment for local residents, and the progress of our voluntary,
community, faith and social enterprise (VCFSE) collaborative. The ICP will
be reviewing the draft Integrated Care System (ICS) anti-racism strategy at
its next meeting, prior to being presented at the ICB Board for approval on
31 January 2025.

Congratulations were extended to partners for their achievements at the
NHS Parliamentary Awards 2024.

Members discussed the report and points included the following:

Significant work has been happening to develop the VCFSE collaborative
and Najnin Islam has been appointed as Partnerships Development
Director. Najnin will be representing the VCFSE sector at the ICB Board
going forward, and the development of the collaborative will strengthen the
sector’s voice.

The Government’s autumn budget highlighted that £600m of new grant
funding will be available to support social care. We should acknowledge that
this will not be enough to fund the needs of the population. National
insurance increases will impact on our VCFSE organisations and GP
practices, which poses a risk to delivering our priorities. It will be important
to ensure that social care challenges are resolved.

The ICB Board noted the report.

3.2

Chief executive officer’s report

ZE presented the report and explained the following points:

Updates regarding national policy and what this means for the NHS were
outlined, including the Get Britain Working White Paper which was
published on 26 November.

System partners attended a workshop on developing the next stage of our
roadmap for integrated neighbourhood teams. We are testing a vision
based around everyone in north east London being able to live in healthy
communities and neighbourhoods that is supported by integrated
neighbourhood working and teams. We are working through what functions
integrated neighbourhood working should seek to deliver, as well as
identifying the enablers needed to make it happen.

The financial position in north east London remains extremely challenging.
Following the introduction of enhanced control measures we have seen
some improvement though more work is still required to support the in-year
position. We remain focused on our longer-term financial sustainability and
continue to work with partners across the system to make changes that
better meet our residents’ needs earlier, so reducing the costs of delivering
care.

The ICB’s approach to winter planning has been developed in collaboration
with places, providers and system partners. Our approach aligns with
system operational plans, lessons learned from previous years, national and
regional guidance, knowledge of our local population and best practice. A
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booklet on how to stay well this winter is being distributed to homes across
north east London and a copy of this will be shared with members.

The annual assessment letter from NHS England outlined a number of
actions in response to our annual report. The Chief Executive set out how
the executive are continuing to focus and drive these forward through
2024/25 and regularly reviewing these through our various committees.

Members discussed the report and points included the following:

It would be beneficial to understand what is expected from adult social
services to help enable integrated neighbourhood teams. In response it was
explained that we want to work with system colleagues to establish what we
want to do generally, and what we can do immediately. It is important that
we recognise this challenge and have clarity on what a core offer is.

GPs have raised concerns regarding the clarity of Local Enhanced Service
(LES) contracts. In response it was explained that work is underway to
address the concerns and that the Associate Medical Director and
Managing Director for Primary Care have been tasked with writing to GPs.
In response to a query raised regarding staff survey responses, it was
highlighted that the ICB currently has a response rate of 74.4%, and that the
survey will close on 29 November.

It would be helpful to demonstrate how we are targeting communities to
build equitable resilience in relation to the winter plan. It was then explained
that we have inclusion and outreach team targeting specific communities
and making every contact count, such as also conducting blood pressure
and blood sugar checks.

We could utilise the VCFSE sector by distributing the information booklet in
community spaces, queues and foodbanks. In response, it was highlighted
that we have a comprehensive communications plan in place and will
ensure that VCFSE organisations are included.

ACTION: ZE to share a copy of the ‘Keeping Well this Winter’ booklet with
members.

The ICB Board noted the report.

4.0

Quality

4.1

Intensive and assertive community outreach update

PG, PC and JS presented the report and highlighted the following key points:

Following the CQC'’s rapid review of Nottinghamshire Healthcare NHS
Foundation Trust, NHS England asked all ICSs and Trusts to undertake a
rapid initial review of services for people with whom we may not engage
well, and to report any gaps in provision and the barriers that are preventing
good care for this group.

The Mental Health, Learning Disabilities and Autism (MHLDA) Collaborative
has undertaken an initial review of our service offer to this population, which
highlighted a range of strengths and innovations. The review also
highlighted areas of inconsistency, and areas where improvements could be
made. An improvement plan has been developed and work to address the
variation will begin in December, with a workshop for the emerging
improvement network which will be clinically led with service user
representation.

By adopting the King’'s Fund polarities model, we aim to continue to build on
our innovative strength in areas such as open access and co-produced
personalised care whilst creating greater rigour and a more standard offer
for those at risk.
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We have welcomed the involvement of partners, including the Metropolitan
Police, as well as service users in developing this work. It will be important
to have a shared understanding of the person we are working with, as well
as with their family. This approach will be taking forward the best practice
we have in north east London and enable us to work through tensions.

NHS England has not indicated what the funding implications will be, which
will be important so that we are able to shape the model with an
understanding of what resources are available to this group of people.

Work is underway to develop a national set of standards which we expect to
receive in the next few months and will be key to driving this forward.

Members discussed the report and points included the following:

It is easy for the roles of families to dissipate, so it will be important to
include this in our improvement work.

The report has brought to life the challenges of delivering mental health
services in communities, but also highlights the exciting opportunities we
have. We will need to make sure that the national formula works for our
communities.

It will be important for the Acute Provider Collaborative to be linked into this
work, as often people who are not known to us will present at emergency
departments seeking support. In response, it was explained that we have a
broadness in north east London regarding acute representation. Data
sharing, and understanding that data, will be key to improving services.

In response to a query regarding the anticipated timeline for this work, it
was explained that it will likely take at least two years. We are expecting the
national requirements in January 2025 which will help us to shape the early
work in 2025/26. We also need to determine the number of people and
prevalence of this group in north east London; we currently anticipate
approximately 2,000 residents. In north east London we are very adept in
setting new programmes up, but re-developing good models will be
challenging.

It is important to remember that social prescribers have a valuable role to
play in this work.

It would be helpful if the MHLDA Collaborative could provide a paper
regarding the emerging model to the Board, once available.

ACTION: MHLDA Collaborative to provide a paper regarding the emerging model
to the Board, once available.

The ICB Board noted the report and endorsed the proposed next steps.

4.2

Update on the delivery plan for recovering access to primary care

JM presented the report and explained the following points:

We have been making good progress against the plan. NHS England has
developed a checklist of actions to enable ICBs to assess progress against
the plan commitments. Areas of focus that will enable a step change in
access for patients include expanding community pharmacy services,
moving to a modern general practice model and the freeing up of clinical
capacity by reducing bureaucracy at the interface with secondary care.
There are now more GP appointments available which have been enabled
through areas of work such as the Pharmacy First scheme and the modern
general practice model, which allow for patients to receive the most
appropriate care from the most appropriate member of the practice team.
This increase in availability, however, is in misalignment with our residents’
experience and perception of access to services.
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Reducing bureaucracy provides practices with more time to focus on their
patients’ clinical needs. This workstream focusses on improving the
interface between primary and secondary care, to enhance experiences for
patients and staff, as well as increasing efficiencies across all providers.
This is a resource intensive area of work, and the ICB has offered to provide
bespoke support to local interface groups in project managing the transition
to new ways of working.

Members discussed the report, and key points included the following:

It will be important to educate residents through our communications work
about the range of services available to them and the health professionals
who can offer care, other than a GP.

The development of the primary care strategy will be important to help
address the inequities we have across north east London.

We have started to see more involvement from community pharmacists,
who are also keen to innovate, particularly in regard to the vaccination
programme.

It would be beneficial to unpick the misalignment of GP appointment
provision and residents’ experiences and look at this in detail.

The Clinical Advisory Group reviewed the interfacing work at its meeting on
20 November. There has been lots of work happening with acute trusts and
we have an improving trajectory, but there is more we can do to improve the
interface with mental health trusts.

There is lots of work happening in the digital space, but we need to be
mindful that not all residents have access to digital devices. Also, those that
do often only have one smartphone to access the internet, so it is important
that our webpages are formatted correctly. It would also be helpful if GP
practice websites could contain the same core information.

A primary care transformation public deliberation report was published
earlier today and is reflective of our conversations. ZE agreed to circulate
the report to members.

It will be important to increase awareness of our workforce’s clinical skillsets
to shift behaviours. It is also worth recognising that people will base
comments on their last experience; they may not try to make an
appointment if their previous is experience was poor, so informing people of
the improvements is important too.

Many GPs are unhappy with their current working lives so there remains a
risk that collective action may escalate as winter progresses. The primary
care strategy should be reflective of the potential changes to the NHS
contract.

ACTION: To review and unpick the misalignment between GP appointment
provision and residents’ experiences.

ACTION: ZE to circulate the primary care transformation public deliberation report
to members outside of the meeting.

The ICB Board noted the report.

5.0

Strategy

5.1

NEL ICS Green Plan (2022-2025)

JM presented the report and highlighted the following points:
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The climate emergency is a health emergency. The impact of extreme
weather caused by manmade emissions will affect people’s ability to access
services and reduce our communities’ quality of life.

We should celebrate the progress that has been made since 2024, including
workstreams such as workforce, medicines optimisation and travel; which
have been significant in achieving a 32% reduction in our collective carbon
footprint.

Five of our boroughs are in the top ten Places that have the highest number
of deaths from air pollution. An air quality system wide group has been
established to look at this important area, but air quality is just one element
of potential harm that we need to develop system wide approaches to in our
refreshed Green Plan.

The NHS England framework for the refreshed green plan is due to be
published by the end of 2024. It will outline a minimum requirement, and it is
possible for NHS organisations to go further with their responses and
ambitions. The ICB will undertake a co-production approach to developing
the plan as well as subject matter experts to contribute. Without full
engagement in the development of the next green plan we are at risk of
missing collaborative opportunities at scale.

Members discussed the report and points included the following:

A message of thanks was extended to Rebecca Waters and Ellie Hobart
who have been leading on this work for the significant progress that has
been made in this area.

To strengthen the refreshed strategy, it would be beneficial to include
additional reference to our local authorities and the VCFSE sector.

It is important to be aware of our tensions and contradictions between
strategies; for example, community health hubs have numerous benefits,
but we are expecting people to travel to a particular site which could have
traffic and exhaust fume implications.

It is disappointing that funding has not been identified for next year as
resource is our greatest obstacle. In response it was highlighted that when
faced with financial pressures, it is important to consider what should be
prioritised and challenges us to be creative so that we can still attain our
ambitions.

We should try to utilise our digital infrastructure and explore how we can
enhance our collaboration with universities which may be able to help us
with research and innovation.

The ICB Board:

Reviewed and noted the progress of the ICS Green Plan 2022-25

Noted the system opportunities and challenges and how these will inform
the Green Plan refresh

Endorsed system partner involvement with co-production activities planned
for the Green Plan refresh

Supported system collaboration on climate resilience and adaptation
planning in order to maximise limited resources and internal expertise
Considered the health inequalities associated with climate change.

5.2

ICS strategic priorities progress report and cross-cutting themes

JM presented the report and highlighted the following points:

The report provides an overview of the progress made against our four ICS
strategic priorities as well as how we are progressing against our six cross-
cutting themes from the ICS strategy.
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¢ Growing demand continues to be a challenge across all areas and there
are complexities among the interdependencies and interfaces between
each theme and their respective programmes.

o The improvements we are seeing are localised or through pilot schemes
that are not funded recurrently. We have a real need to review the
examples of good practice and determine if/ how they can be delivered at
scale across multiple Places.

Members discussed the report and points included the following:

o We have patches of excellence, so we need to determine how these can
be scaled up as we are seeing examples of inequity i.e. access to diabetes
programmes.

o Regarding diabetes services, it is important to remember that outcomes are
the most important, not necessarily the uptake of particular schemes.
People may take different routes but if they are getting positive outcomes,
that is what matters.

e Going forward it would be helpful if graphs could be labelled as to whether
it is actual numbers of patients, or if this is weighted, as it throws up
concerns regarding equity.

e Receiving an update on the cross-cutting themes has been helpful and it
would be beneficial to receive these on a regular six-monthly basis.

e Inresponse to a query regarding when resident success measures will be
included, it was explained that this will be from April 2025, following the ICP
Committee in January.

¢ As a matter of accuracy, it was noted that the workforce and employment
page should state that the People and Culture Committee will first meet in
January opposed to September.

e The term “lesser heard communities” should be amended following
guidance from VCFSE colleagues as to what would be most appropriate.

¢ It would be helpful to see further information about the tracking and trends,
otherwise it becomes difficult to read across. We need to understand how
change occurs locally to inform our thinking.

e A whole system approach is important to effecting change and improving
services. The long-term conditions team away day this week highlighted
that the team feels the burden and not necessarily the wider programme
board.

e The mental health priority update had a focus on impact and this approach
would be welcomed across each priority. In response it was highlighted that
each priority is at a different level of maturity so this way of reporting may
not be possible.

ACTION: An update on the cross-cutting themes to be presented to the Board on a
six-monthly basis.

ACTION: VCFSE colleagues to advise which term should replace “lesser heard
communities”.

The ICB Board noted the report.

5.3

Board Assurance Framework

CPo presented the report and explained the following points:
e Training for all and risk champions has started to take place and will
continue over the winter and will focus on the ICB’s risk management
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strategy and policy and include why risk management is important to the
ICB.

e The north east London governance leads have developed a set of system
risk principles and a risk matrix following a review of provider and ICB board
assurance frameworks.

o The governance team has supported each Place team to develop a Place
Partnership risk register, which reflects the local system risks which reports
into the Chief Participation and Place Officer portfolio risk register.

e The governance team is working with the ICB Project Management Office
(PMO) team to support the development of project and programme risk
management across the ICS.

Members discussed the report and points included the following:

e |t was highlighted that the risk regarding long-term conditions has the same
current and target risk score and was queried whether this was in error.
CPo agreed to raise this with the appropriate risk lead and provide a
response outside of the meeting.

¢ Inresponse to a query regarding why we have risks scored 12 on the Board
Assurance Framework, it was explained that risks scored less than 15 can
be included BAF, in line with our risk management policy and strategy.
These tend to be risks which have a high national and public interest but are
decided by the appropriate Chief Officer and Executive Management Team.

¢ Many of the risks on the Framework have been there since July 2022, so it
is important that they are reviewed in light of our current position.

ACTION: CPo to review the long-term conditions risk with the appropriate lead and
explain why the target risk score is the same as the current score.

The ICB Board noted the report.

6.0

Finance and performance

6.1

Financial overview

AK presented the report and highlighted the following points:

e At month 7 the ICS is reporting a £80.6m deficit, which is a £63.6m variance
to plan. The finance recovery plan (FRP) trajectory assumed the ICS would
report a month 7 deficit of £81.6m, therefore the ICS has reported a slightly
improved position compared to the FRP.

e Inline with NHS England (NHSE) reporting requirements, the ICS is
reporting a year-end breakeven position.

e The total system efficiency and cost improvement plan at month 7 is
£147.8m. Of this, £126.6m has been delivered, leaving a year-to-date
balance against plan of £18.2m (£15.2m providers and £3m ICB).

¢ NHSE allocated Physical Capacity Funding to NHS North East London ICB
for 2024/25. The plan for allocating the funding and use of funds has
already been taken through the appropriate governance routes. It has been
agreed that part of the funding will be transacted through the Better Care
Fund (BCF). To enable this to happen the Board is asked to approve a
variation to the 2023-25 Section 75 arrangements.

Members discussed the report and points included the following:
¢ A message of thanks was extended to all system colleagues for doing all
they can to improve the position. It was recognised that the year-end
forecast includes significant risk.
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e |t will be important to start discussions regarding the 2025/26 operating plan
as soon as possible to enable us to implement the plan on 1 April 2025 and
minimise delays to delivery.

e |t was noted that we will be holding a session with local authority partners to
further understand their challenging positions.

¢ Inresponse to a query regarding why the ICS is reporting a year-end
breakeven position, it was explained that the ICS is required by NHSE to
deliver a breakeven position at year-end (month 12). At month 7, there
remains significant risk to achieving this,

¢ Inresponse to a question regarding the run rate pressures, it was explained
that the prescribing pressures are driven by a growing trend of activity,
rather than price, with an increased volume of prescriptions. We are also
reporting slippage in the ICB commissioning review workstreams.

e Improving quality, safety and equity are all important elements of our
approach. We are assured that these have been considered and inform the
decisions we are making.

e Planning for next year will be important, particularly because inflation is high
in the health system in comparison with the general economy.

e Our reports should consistently reflect the need for keeping the ICS thinking
as a system, which is also a risk that is on our Board Assurance
Framework.

¢ The important initiatives that we have discussed at today’s meeting will all
require continued investment to see long-term outcomes, which could be
difficult given the funding profile in north east London. We need to ensure
that quality of care remains our priority.

e We are in a challenging position, and we need to work as a system for the
residents of north east London who are our foremost priority.

¢ Over the next few months, we will understand more about the local
government funding settlement and the NHS operating plan. Once we know
what the position is we can share any potential implications with the Board,
noting that we want to minimise any impacts to residents.

¢ It was suggested that we extend the Board development session in
February to discuss this further.

e |t was highlighted that all services have undertaken equality impact
assessments. There are a number of services which are non-binary, such
as renal dialysis, which must be provided. NHS organisations are reviewing
back-office functions and productivity in order to minimise impacts to
services.

¢ Inresponse to a query regarding the different values for each Place in
relation to the section 75 agreements, it was explained that the allocations
for each borough were agreed based on capacity plans developed against
each borough’s current arrangements. The difference in the section 75
values only reflects the arrangements that are managed through a separate
pooled budget between the NHS and local authority. Allocations were also
made directly to providers ensuring that the split across each borough was
equitable.

¢ |t was explained that the schemes for Tower Hamlets will be taken through
final governance separately once the schemes have been agreed by the
Director of Finance and Financial Sustainability Director, and assurance
was provided that there are no concerns relating to this.

ACTION: The ICB Board development session in February to be extended.

The ICB Board:
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Noted the month 7 financial position, the levels of risk and the mitigations
being taken.

Approved a variation to the 2023-25 section 75 arrangements (all boroughs
except Tower Hamlets) as an additional in year financial payment.

6.2

Performance report

AK presented the report and highlighted the following points:

The total waiting list in planned care increased in August 2024 for the ninth
consecutive month. Whilst the waiting list continues to grow, the number of
people waiting the longest (more than 78 weeks, 65 weeks and 52 weeks)
continues to improve. There were no patients waiting more than 104 weeks
in August 2024 and this has been sustained in September and into October.
Cancer 62-day performance was achieved against trajectory in August
2024, an improvement on the previous month’s performance and achieving
the 70% March 2025 requirement at north east London.

The 4-hour Emergency Department (ED) standard fell below the August
2024 position and fell below trajectory in north east London.

The total number of patients waiting for a diagnostic test decreased in
August 2024 along with those waiting more than six weeks. Performance
improved this month and despite the known diagnostic challenges, north
east London remains positive against peer performance.

Members discussed the report and points included the following:

We know that performance in gynaecology services is challenged, so it
would be helpful to understand this further, despite it not being one of the
constitutional standards, as well as any other exceptions. In response, it
was explained that members of the Quality, Safety and Improvement
Committee are working to develop a quality report that will be brought
regularly to the Board which will highlight any causes for concern. There is
also lots of work happening in north east London to improve women’s
health, and as a result we are now beginning to see a reduction in waiting
times.

As we have learned from previous resident’s stories it is important that we
do not keep people waiting long for diagnostic results, so it would be helpful
to understand what we can do improve the faster diagnostic standard. In
response, it was explained that the Government has a national focus on the
longest waiters which is why we have had to concentrate efforts in this area.
The Acute Provider Collaborative has also been working to improve
diagnostics performance.

Urgent and emergency care performance has been challenged all year,
which is an area of concern as we go into the winter period. It was
highlighted that despite the huge pressure on the system, we did achieve
our targets last year. Further progress has been made since then and a
series of strategic and operational mitigations have been identified. We
have had a joined up, system approach from all partners and we are doing
all that we can. We are also seeking external expertise to help us through
winter, but there will still be pressures and risks to patient experience.

The ICB Board noted the report.

7.0

Governance

7.1

Committee exception reports for information
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The Chairs and Vice-chairs of the committees of the board each presented an
exception report which highlighted the work undertaken by its members since the
last meeting. The reports included updates from:

Executive Committee

Audit and Risk Committee

Remuneration Committee

Quality, Safety and Improvement Committee

Finance, Performance and Investment Committee

Population Health and Integration Committee

The ICB board noted the exception reports.

8.0

Board forward plan

The Chair advised that the emerging intensive and assertive community outreach
model and an update on the work we are doing to improve immunisations and
vaccinations uptake would be scheduled on the forward plan.

ACTION: Emerging intensive and assertive community outreach model and update
regarding immunisations and vaccinations uptake to be scheduled on forward plan.

The ICB board noted the forward plan.

9.0

Questions from the public

There were no questions received.

10.0

Any other business and close

There was no other business to note.

Date of next meeting — 29 January 2025
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ICB board — action log

NHS

North East London

Integrated Care Board

OPEN ACTIONS
Agenda item | Meeting Action required Lead Required | Status
date by

4.1 Chair's 29.11.23 | System workshop on disability equity to be arranged during 2024 DJ Winter A date in March has been

report and be led by disabled residents. 24/25 confirmed and the focus is on
d/Deaf awareness. It is being
co-created and led by people
with living experiences.

7.3 Board 25.09.24 | Chair and Charlotte Pomery to discuss the Board Assurance Chair/ Nov 24 Complete. Item moved to the

Assurance Framework further outside of the meeting. CPo strategy section of the

Framework agenda given the strategic
importance of the Board
Assurance Framework.

2.0 Resident’'s | 27.11.24 | Summary of the resident’s story to be published on the ICB CPo Jan 25 Complete.

story website.

3.2 Chief 27.11.24 | ZE to share a copy of the ‘Keeping Well this Winter’ booklet with ZE Jan 25 Complete. Circulated on

executive members. 02.01.25.

officer’s report

4.1 Intensive 27.11.24 | MHLDA Collaborative to provide a paper regarding the emerging PG/ PC | Jul 25 Added to Board forward plan

and assertive intensive and assertive community outreach model to the Board, for July 2025.

community once available.

outreach

update

4.2 Delivery 27.11.24 | To unpick and review the misalignment between GP appointment PG Mar 25 Work is ongoing to

plan for provision and residents’ experiences. understand the misalignment.

recovering PG will provide a verbal

access to update at the Board meeting.

primary care

(1)

4.2 Delivery 27.11.24 | ZE to circulate the primary care transformation public deliberation ZE Dec 24 Complete. Circulated on

plan for report to members outside of the meeting. 28.11.24

recovering
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OPEN ACTIONS

Agenda item | Meeting Action required Lead Required | Status
date by

access to

primary care

(2)

5.21CS 27.11.24 | An update on the cross-cutting themes to be presented to the CSTO | May 25 Added to Board forward plan

strategic Board on a six-monthly basis. on a six-monthly basis with

priorities the next update scheduled for

progress May 2025.

report and

cross-cutting

themes (1)

5.21CS 27.11.24 | VCFSE colleagues to advise which term should replace “lesser CR/ NI | Jan 25 The term “seldom heard

strategic heard communities”. communities” is preferred.

priorities

progress Colleagues should ensure

report and any future use of terminology

cross-cutting and language captures the

themes (2) sentiment that the system
actively listens as opposed to
that communities hard to
reach.

5.3 Board 27.11.24 | CPo to review the long-term conditions risk with the appropriate CPo Jan 25 The target score for April

Assurance lead and explain why the target risk score is the same as the 2026 is the same as the

Framework current score. current score as this will be

one-year post-delegation of
specialised service
commissioning to ICBs. The
risk is likely to remain at a
high score, and our target is
for this position to not
deteriorate. Preventative
interventions to manage
specialist demand will take
time to demonstrate impact.
Simultaneously, the volume
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OPEN ACTIONS

Agenda item | Meeting Action required Lead Required | Status
date by

of specialised services to be
delegated will increase over
time, potentially leading to a
greater imbalance in demand
and capacity owing to
increasing population
demands based on
complexity and multiple
pathology.

6.1 Financial 27.11.24 | The ICB Board development session in February to be extended. CPo Feb 25 Complete.
overview

8.0 Board 27.11.24 | Emerging intensive and assertive community outreach model and CPo Jan 25 Emerging intensive and
forward plan update regarding immunisations and vaccinations uptake to be assertive community
scheduled on forward plan. outreach model added to

forward plan for July 2025.

Immunisations update
included in QSIC exception

report.
CLOSED ACTIONS
Agenda item | Meeting Action required Lead Required | Status
date by
5.11CS 25.09.24 | cClIr Worby to identify a local authority colleague who can draw out | MW Nov 24 It has been confirmed that
strategic the potential impacts if the family hub funding ends. funding has been extended
priorities for the family hub. Going

forward we will need to
consider how we consider
sustainable models for family
hubs, integrated community
working, localities, and both
staff and resources.

Page 3 of 4

26



Page 4 of 4

27



NHS North East London ICB board

29 January 2025

NHS

North East London

Integrated Care Board

Title of report

Chair’s Report

Author

Marie Gabriel

Presented by

Marie Gabriel - Chair

Contact for further

information

Marie Gabriel - Chair
Marie.gabriel1@nhs.net

Executive summary

Key issues: This paper is focused on the discussions and
recommendations of the NHS North East London Integrated Care
Partnership (ICP), changes in non-executive leadership and regional
and national developments.

Action required

The ICB Board is asked:

e To receive and note the report.

e To approve the ICP’s recommended resident success measures

o To consider what further action this Board should take to create
safe working environments for all our staff.

e To note the ICB constitution changes presented to the September
board meeting have now been approved by NHSE and available
here on our website.

Previous reporting

Integrated Care Partnership 9 January 2025

Next steps/ onward

reporting

Integrated Care Partnership 10 April 2025

Conflicts of interest

None

Strategic fit

The ICS aims this report aligns with are:

e To improve outcomes in population health

o To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and

sustainability

ICP discussions focusing on resident success measures that will
enable us to better understand the impact of our work with our
residents.

Impact on finance,

performance and

Understanding the national and regional context and requirements will
enable us to both inform their content and focus our efforts.

quality
Risks Being aware of and engaging with the development of national
priorities and policies helps us align strategy and minimise risks.
1.0 Introduction

1.1

| hope you all had time to rest a little but also to have fun over the festive season and |

wish Board members, our staff and residents a positive year of progress in 2025. My
first act as the Board Chair, is to welcome Najnin Islam, our new Voluntary, Community,
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1.2

1.3

1.4

2.0
21

2.2

2.3

Faith and Social Enterprise Collaborative, (VCFSEC), member. | have already met with
Najnin, who is the VCFSEC’s Partnership Development Director, and | am impressed
by her work across the VCFSEC and other partners to develop the Collaborative’s key
priorities and underpinning strategy. | am sure that she will support us to embed the
benefits of VCFSE sectors in our work and maximise benefits for our residents across
the system.

Much of my focus over the last two months has been on recruiting to non-executive
leadership roles. | am pleased to advise the Board that we have appointed Professor
lan Jacobs as Chair of Barts Health NHS Trust and of the North East London Acute
Provider Collaborative; Sarah Betteley as the Chair of Barking, Havering and Redbridge
University Hospitals Trust; and Mary Elford as Chair of Homerton Healthcare NHS
Foundation Trust. | have also been focused on recruitment to the non-executive
membership of the ICB Board, interviews have now been held, and we will be able to
announce the results in the next few weeks.

Returning to the ICB, the first three-year term of all members appointed at our
establishment on 1 July 2022, will conclude this year. This means that for relevant
partner members we will be asking your constituent grouping, (provider collaborative,
local government, or primary care local medical committee), to confirm the process they
would like to undertake to confirm who their ICB member will be. Relevant non-executive
members, including myself as Chair, will undergo an appraisal process and resulting
recommendations will be made by the ICB to NHS England.

The remainder of this report focuses on the outcomes of the North East London
Integrated Care Partnership, and outline national policy developments, and a key action
from the London People Board.

Integrated Care Partnership

The January Integrated Care Partnership (ICP) meeting focused on confirming the
Resident Success Measures for our Integrated Care System. These are attached at
Appendix A. The Partnership welcomed both the resident success measures and the
consideration of how progress towards achieving them will be tracked. There was a
debate about the level of ambition sitting behind our measure for long term conditions
which will be considered and a conclusion made by our executive leadership. It also
asked for the ICB to ensure that Resident Success Measures are applied through each
layer of our system working, which was confirmed intent.

It was noted that the Resident Success Measures frame our draft system outcomes
framework which is comprised of approximately 110 outcomes drawn from a number of
sources including NHS England (NHSE), Collaboratives and Places. The Partnership
agreed that it would be useful for the ICP to receive a report on the full north east
London outcomes framework which is in the process of being finalised and will be
presented to the February meeting of Population Health and Integration Committee. In
addition, the Partnership noted that our local government colleagues were considering
whether there could be a partnership measure for housing and asked for consideration
of a measure relating to self-care, which is incorporated into the success measures.

The Resident Success Measures will inform not only our integrated care strategy but
also our strategic commissioning strategy, therefore the Board are asked to approve
the measures.
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current policy and wider context for Partnership members. Key comments from the
discussion included:

e The need to transform and improve within a challenging financial context for all
partners. This included the challenge of investing in climate change.

e The importance of ensuring that our hubs within the community are truly
delivering integrated care.

o The emphasis on elective waits, was understood, and the Partnership raised the
need to continue with work that would also enable the shift to care closer to
home, which required an equal focus on community services, which also had
long waits.

e The impact of the national insurance increase with specific reference to
independent care providers, with a recent survey outlining viability concerns.

e A commitment to the continued participation of our residents and communities in
informing the decisions we make.

e A recognition that whilst we worked well as a system, that this Board should
consider how it could create the psychological safety required for partners to be
able to take creative risks to further our joint ambition.

e That as a system we should continue to purposefully to inform and offer solutions
in the new policy environment.

In considering the Partnership’s forward work plan, the Partnership requested that our
system workforce strategy includes the social care independent sector and asked for
an item on system working at place so that it could better understand the creative
solutions that are developing across the system.

Chair Activities

National Developments | have been involved in a number of discussions regarding
Government plans for devolution in England and what this may mean for both the ICB
and London. Members may be aware of the English Devolution White Paper, which sets
out the government’s plans to widen and deepen devolution across England, including
providing mayors with additional powers and funding and to ensure that regional
authorities are hardwired into the way that government works. It also outlines how the
government will rebuild and reform local government, reset the relationship between
central and local government, and give communities stronger tools to shape the future
of their local areas, while improving accountability and building capacity across the
sector. For London, the Bill sets out plans to strengthen the capital's devolution
settlement which includes.

o The Government working with the Greater London Authority (GLA) to ensure
London benefits from new powers and funding being made available to Strategic
Authorities, while retaining pre-existing bespoke London arrangements. There
would be a duty to collaborate with constituent local authorities, building on existing
ways of working with London Councils, supporting shared objectives.

e Exploring how an Integrated Settlement could be applied to the Greater London
Authority from 2026/27. An Integrated Settlement is a consolidated funding pot
covering; local growth, place, housing and regeneration, retrofit, non-apprenticeship
adult skills, and transport. There will be a single systemised approach to spending
controls and a single streamlined, overarching assurance and accountability
framework.
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¢ The Government is working with the Mayor of London to compare the powers and
policy approaches of other global city authorities. This will be led by a new working
group sponsored jointly by Ministry of Housing, Communities and Local Government
and the GLA.

e The creation of Strategic Authorities which will have a defined list of areas of
competence set out in law, and with legislation that will include the statutory functions
and governance arrangements for each level of Strategic Authority. The Government
will consider a wide-ranging legal power for Strategic Authorities to deliver within
their areas of competence to enable effective working across sectors. The GLA
would automatically become a Mayoral Strategic Authority and would have a
responsibility to bolster the functions and role of other public bodies. The proposed
areas of competence are:

Transport and local infrastructure

Skills and employment support

Housing and strategic planning

Economic development and regeneration

Environment and climate change

Health, wellbeing and public service reform

Public safety

Nookwdh=

¢ Mayors will be enabled to promote economic, social and environmental aims and to
convene stakeholders with a corresponding duty on public authorities to respond.

e The Bill sets out how this may impact on the organisation of local government and
will seek proposals for re-organisation this month. The Government will also seek to
realign public authority boundaries, so that over time, public services are delivered
over the same areas as Strategic Authority boundaries. Other announcements in
relation to local government include the ability to take over the management of
vacant residential premises; introducing large selective licensing schemes to
improve private rental sector housing condition; exploring local authorities having a
new discretionary tool to manage certain types of premises that exacerbate health
and anti-social behaviour.

e There will be more focused support to local government including the closure of the
Office of Local Government alongside the reforming of the local audit system to
improve assurance, restore standards and ensure transparency; establishing a local
government workforce development group; enabling elected members to use proxy
voting and not to publish their home address as a safety measure; and a
comprehensive set of funding reforms, including multiyear funding settlements.

Other notable policy developments include the launch of the Independent Commission
into Adult Social Care, to be led by Baroness Lousie Casey. Phase one, will identify
critical issues and recommend medium term improvements by mid-2026 and phase two
will consider how to organise and fund care services, reporting in 2028. Included in this
announcement were the improvement and expansion of the skills of care workers; new
national standards for elderly care; the better use of technology, including a new digital
platform to share information between NHS and care staff; and an extra £86m in
Disabled Facilities Grant to be spent this financial year.

There have been a range of announcements that will affect our current and potential
workforce. The Employment Rights Bill features measures to improve employee rights,
increase flexibility and strengthen fairness and wellbeing obligations. The Get Britain
Working White Paper introduced plans for reforms that will better support people to get
back to work and to stay in work if they have a health condition; support for people to
secure and progress in employment; and improved access and support for young
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people. The contribution of the NHS and wider health service will focus on improving
access to care and prevention. Other workforce announcements include the revision of
the Long-Term NHS Workforce plan, to be published next year, with a focus on
expanding the community health workforce and the negotiation of a new GP contract
with a focus on reducing bureaucracy and returning to the family doctor model.

Impacting on our planning of health and care services is the announcement of 1.5 million
new homes, equating to 3370,000 homes each year, with a London annual quota of
around 88,000. Service change will be rightly required by the Mental Health Bill which
will improve support and address disparities in care and treatment and there will be new
requirements placed on public service providers by the Equality (Race and Disability)
Bill. Exact details are still developing but the Bill aims to provide full rights to equal pay,
strengthen protections against dual discrimination and root out other racial inequalities.

| conclude my report by updating on discussions at London People Board of the terrible
assault on an NHS colleague at Royal Oldham Hospital on 11 January. Our thoughts
are of course with the injured nurse, her loved ones and the colleagues and patients
who were witnesses. The London People Board were concerned that whilst the severity
of this incident was shocking, that violence against NHS staff, whilst not acceptable, is
sadly too commonplace. The national NHS staff survey last year outlined that more than
a quarter of staff had experienced violence and aggression from a member of the public.
On a more local level we heard from our partners at the London Ambulance Service in
December about the scale of violence and abuse paramedics have faced with more than
2000 incidents across 2024 including paramedics being attacked with weapons, kicked,
punched and targeted with verbal abuse. All of which is of course completely
unacceptable. The London People Board’'s ask is that as Boards we consider what
measures we have in place and what more we can do to reduce violence and create
safe environments for our staff to deliver and our residents to receive care.

Recommendations
To receive and note the report.
To approve the ICP’s recommended resident success measures
To consider what further action this Board should take to create safe working
environments for all our staff.
To note the ICB constitution changes presented to the September board meeting
have now been approved by NHSE and available here on our website.

Marie Gabriel — Chair: 15/1/2025

32


https://www.gov.uk/government/news/homes-england-and-invest-fund-boost-support-for-small-housebuilders
https://www.gov.uk/government/news/homes-england-and-invest-fund-boost-support-for-small-housebuilders
https://www.gov.uk/government/collections/mental-health-bill-2025
https://northeastlondon.icb.nhs.uk/wp-content/uploads/2025/01/NHS-North-East-London-ICB-Constitution-v1.5.pdf

Appendix A

Success measures and outcomes

1. We want to receive trustworthy, accessible, competent and person-centred care from health and care staff
* Increase in people experiencing good care: across the dimensions of trustworthy, competent, accessible and person-centred

2. We want to see agencies/organisations working well together and to know where they can go to get help/answers

* People living longer and healthier lives
» Improved health equity amongst all communities in north east London

3. We want more ways to support people’s wellbeing - to be physically and mentally well - in their local communities
* Reduction in people reporting that they are socially isolated

» Reduced rates of childhood obesity in each of the Places across north east London

» Reduction in the rate of increase in long term conditions across north east London

4. We want it to be easier to find work within the north east London health and care system

» Reduction in numbers of local people in employment in health and care who experience in work poverty. These are most likely
to be disabled people and households with children

* % increase in numbers of people who enter and remain employed (on a paid or voluntary basis) in health and social care
locally who also live in north east London

5. We want straight forward access to care, especially to primary care
* People living longer and healthier lives
« Improved health equity amongst all communities in north east London



Draft outcomes framework arranged by population segment provides both the success
measures for the Integrated Care Strategy and a working Outcomes Framework

Population Segment

Whole population

These outcomes will form the success measures for the
Integrated Care Strategy as they apply to the whole
population, have been identified through the Big
Conversation as important to local people, focus on our
key aims and flagship priorities as an Integrated Care
System and reflect a holistic approach to health and
wellbeing.

The outcomes aligned to segments/clusters can also be
aligned geographically to Places as well as across the
work of Collaboratives.

The aim is not to create a hierarchy but an
interconnected framework which enables the system to
share work and focus on outcomes and improving
overall health.

Proposed success measures for the Integrated Care Strategy

People living longer and healthier lives

Outcome
details

Improved health equity amongst all communities in north east London

Increase in people experiencing good care: across the dimensions of
trustworthy, competent, accessible and person-centred

Reduction in people reporting that they are socially isolated

Reduced rates of childhood obesity in each of the Places across north
east London

Reduction in the rate of increase in long term conditions across north east
London

Reduction in numbers of local people in employment in health and care
who experience in work poverty. These are most likely to be disabled
people and households with children.

Framework in development - long list of 110 outcomes

measures available
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Executive summary

The following report provides an update on the activities of the
Chief Executive Officer (CEO) and the delivery of the priorities
and objectives of NHS North East London.

Action required

The board is asked to note the updates.

Previous reporting

N/A

Next steps/ onward reporting

N/A

Conflicts of interest

No conflicts of interest have been identified.

Strategic fit

The report aligns to our strategic purpose, priorities and
objectives of the ICB and ICS:

e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access
¢ To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The ICB will enable us to have greater impact as we are enabled
to work in a more integrated way across health and care
organisations in north east London.

Impact on finance, N/A
performance and quality
Risks N/A

Introduction

—_ -
-

2025 is set to be another busy year and we have already seen a number of key

announcements over the last few weeks in a bustling policy landscape. As outline
policies move into more concrete detail we will continue to work through what it
means for us. | outline below some further detail building on the Chair’s report,
including detail on the elective reform plan which came out at the start of January.

1.2

The first few weeks of January have been spent taking stock of our strategic work

and how we take this forward in the right way to respond to the overall operating
context, national policy direction and our strategic objectives. Our focus is on a
medium term financial strategy which will shape the delivery of the shifts we need to
make to support financial sustainability as well as agreeing a commissioning strategy
outlining our approach to strategic commissioning across north east London in line
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with the NHS England (NHSE) direction. We will also be meeting with the national
team to understand NHSE's intention around guidance on strategic commissioning
responsibilities. In addition, we are working through how we discharge our contract
management arrangements and working with trusts across the system on how we
can most effectively ensure that we are planning effectively together and are not
duplicating, as well as ensuring we are setting the system direction that is needed.
We will also be further iterating and developing our framework for integrated
neighbourhood working over the coming weeks, with the next stage in development
on Integrated Neighbourhood Teams (INTs) coming to the Population Health and
Integration Committee in February followed by the Board.

Drawing this together it is important to note the operating context we are working
within, which includes real terms cuts in our budget as an ICB; local authorities and
the voluntary sector also face similar. We are therefore focused on planning together
to avoid unmitigated risks and making things worse.

Operationally we continue to manage winter demand which has put significant
pressure on the system. In particular, our vaccination rates are low, namely for flu, so
we are really driving forward our public health campaigns to increase uptake. | would
like to say thank you to all of our workforce across north east London who continue
to work tirelessly to deliver patient care during these periods of high pressure and
challenge. Despite the difficult environment we are operating in there are
opportunities for optimism and examples of fantastic innovation across the system,
for example the health navigators Artificial Intelligence (Al) project which | outline in
more detail later in this report, which also includes an overview of my activity since
the last meeting and some particular updates | would like to highlight to the Board.

New Years Honours

| want to start by saying a big congratulations to our ICB Chair, now Dame Marie
Gabriel CBE, who was awarded Damehood in the New Years Honours. As | said at
the time, this is a much-deserved recognition for Marie who has worked tirelessly
across an extraordinary career to improve the lives of people across north east
London and beyond. Her contributions at a local, regional and national level on
issues of health inequity, anti-racism and wider health improvement are hugely
impactful and this honour is testament to all her achievements and dedication. | am
sure the whole board will join me in congratulating her.

| would also like to extend my congratulations to our system partners for their
honours. Edwin Ndlovu, Chief Operating Officer at East Lodon NHS Foundation
Trust was awarded an MBE and Darren Farmer the Director of Ambulance
Operations at London Ambulance Service for being awarded the King’s Ambulance
Service Medal.

National and regional policy

Further to the Chair’s report and the overview of the very busy policy landscape |
wanted to add to this and elaborate further on elective recovery, mental health, and
reforms in child social care.

Elective recovery

You will have seen the Prime Ministers commitment to substantially reducing waiting
times for elective care so that by 2029 nearly everyone starts treatment within 18
weeks of initial referral. We all recognise the adverse impacts on people waiting long
periods of time for the care they need — on their mental health and wellbeing, their
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physical health and ability to work and engage in their normal family and social life,
so it is really important that we focus on this. It will require substantial change across
the system to get to people faster, moving pathways into the community (with
appropriate investment) where appropriate and ensuring that digital technologies are
used. The work we have done on women’s health hubs and the musculoskeletal
(MSK) pathways already show how innovation and clinical leadership can achieve
substantial change and improvement. Our acute and community provider
collaboratives will have key roles to play in achieving these lower waiting times. A
more detailed delivery plan, co-designed with stakeholders is underway, with regular
updates to ensure accountability and alignment with Integrated Care System (ICS)
and ICB wide priorities.

Mental health

In November a Mental Health Bill was announced, outlining various reforms to the
Mental Health Act such as: making the bar for detention higher; statutory care and
treatment plans for individuals being detained and a plan to stop police and prison
cells being able to be used as a place of safety for adults experiencing a mental
health crisis. For ICBs in particular it states that along with local authorities, we will
need to ensure we meet the needs of people with learning disabilities and autistic
people without having to detain them. It builds on the 2022 draft Bill and signals a
positive move in the right direction. Through my London mental health role, | am
paying close attention to this legislation and what it means for us as an ICB but also
the wider London region.

Children’s social care reforms

A case for reform of children’s social care has been set out by the Government
following a number of reports and reviews over recent years. The four areas of focus
are prevent — ensuring children can remain with their families and are supported to
thrive and be safely prevented from entering the care system where possible;
support — where children cannot remain at home, supporting them to live with kinship
carers or in fostering families, also improving support for care leavers; fixing the
market — placements for children should be first and foremost homes for them to live
in and looking at bringing a swift end to excessive profit making and finally key
enablers — investing in key enablers which underpin the system: workforce, better
data and information sharing, evidence-based programmes and the national
framework. There is increased investment in children’s social care and
announcements in the budget too. We are working closely with partners across our
places to understand these reforms and what it means for us.

Focus on work, health and skills funding

Further to the Get Britain Working White Paper flagged in the Chair’s report, | wanted
to add that the government focus on health and work is an important backdrop to our
own ICB priority on employment. Although we have limited resource in this area
there is a huge amount of local activity. We want to see this agenda as an integral
part of Integrated Neighbourhood Teams and we are working with the sub-regional
economic partnership and local authorities to ensure we are responding to pilot
opportunities in an integrated way. Going forward we will need to think about whether
we have all of the right high-level partnership to take this work forward.

ICB business

New appointment — Chief Strategy and Transformation Officer

| am really pleased to confirm that following a robust recruitment process we have
appointed Ralph Coulbeck as our new Chief Strategy and Transformation Officer.
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Ralph joins us from his current role as Chief Executive of Haven House Hospice and
prior to this worked in senior roles across the NHS, Parliament and Government
most recently as Chief Executive Officer of Whipps Cross Hospital and Director of
Strategy at Barts Health NHS Trust. He brings a wealth of experience and expertise,
and we are looking forward to Ralph joining us and driving forward our strategy and
transformation work. We are currently finalising all the relevant checks and will be
able to confirm a start date in due course.

Visit to Bromley by Bow

In December | joined Shane DeGaris, Chief Executive of Barts Health NHS Trust, at
the Bromley by Bow centre. have been before but hearing the work they do laid out
again underlined how many examples of effective integrated neighbourhood working
we already have to build on. We spent a bit of time discussing why the models we
already have haven'’t spread everywhere, and what barriers we need to unblock to
make this happen. It is clear that shared objectives and good leadership are core
components of successful neighbourhood working.

Mechanical Thrombectomy services for treatment of stroke

In January | cut the ribbon for the new bi-plane angiography machine at the Royal
London hospital and toured the interventional neuroradiology departments at both
Queens and the Royal London. These services are crucial in ensuring access to life
saving treatment for the eligible northeast London population. Mechanical
thrombectomy is a clinical intervention that removes a blood clot from the brain that
has caused a stroke resulting in a significantly positive impact on stroke outcomes.
The procedure is time sensitive, so the quicker the patient is assessed as eligible for
thrombectomy and undergoes the procedure, the better their outcomes. | saw how
artificial intelligence by an “app” is used for rapid assessment, and how the advanced
technology of the new bi-plane machine speeds up the procedure to as short as one
hour. It’'s a good example of how capital investment can improve productivity; there is
also huge potential to use interventional neuroradiology in new ways in the future to
improve outcomes for patients that have never previously been thought possible. |
was also excited to learn of the progress that Barts Health and Barking, Havering
and Redbridge University Hospitals Trust (BHRUT) are making in ensuring this life
saving service is sustainable and resilient 24/7 through their work to develop a joint
rota. It is a fantastic example of the opportunity that delegation of specialised
commissioning gives us to improve outcomes and reduce health inequalities.

Health Navigators Al project

| wanted to draw the board’s attention to a fantastic example of how we are working
with partners on innovation through a joint piece of work with UCL Partners and
Health Navigator on Al guided Clinical Coaching to ease pressure on urgent and
emergency care services, which is one of the largest Al projects in the NHS. The
initial rollout in Waltham Forest and Havering through Barts Health and Barking,
Havering and Redbridge University Hospitals Trust (BHRUT) takes a proactive
approach to healthcare by using advanced Al screening technology to identify
patients at high or rising risk of unplanned emergency care. These individuals are
then offered targeted, phone-based clinical coaching by trained healthcare
professionals. This personalised support equips patients with the tools to better
manage their conditions and avoid crises, with a specific focus on long term
conditions. Over three years the project expects to see 26,673 unplanned bed days
saved across north east London and approximately 13,000 fewer A&E attendances
annually.
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5.0 Working as a system

51 Whipps Cross New Hospital Programme
Last week the New Hospital’'s Programme review was published outlining that
schemes have been put in to waves, with Whipps Cross in wave two. This means
that expected construction of the new hospital will begin between 2030 and 2035.
This is extremely disappointing for everyone in north east London and particularly for
local people. We will work with Barts Health to seek clarity on the new timeline and
the financial support available for the existing hospital and ensuring we do what we
can to support the teams particularly impacted by this delay.

5.2 NEL multi agency safeguarding
Finally, | wanted to highlight a multi-agency safeguarding leads meeting which |
convened in December, bringing together senior leads across all our local authorities
to discuss the new safeguarding arrangements and guidance, and new requirement
for an annual meeting to ensure appropriate oversight and overview. This is an
important step forward in ensuring the right level of scrutiny and insight and provided
an opportunity to hear from partners and discuss key issues.

Zina Etheridge
January 2025

39



NHS

North East London

Integrated Care Board

NHS North East London ICB board

29 January 2025

Title of report

Maternity and neonatal quality report

Author

Local Maternity and Neonatal System (LMNS) Team and
Diane Jones

Presented by

Diane Jones, Chief Nursing Officer

Contact for further information

Dawn Newman-Copper, Joint Head of LMNS Programmes
Dawn.newmancooper@nhs.net

Philippa Cox, Joint Head of Maternity Programmes (Clinical
Lead) philippa.cox2@nhs.net

Eleanor Mirzaian, Senior Maternity Manager — (Patient
Safety) eleanor.mirzaians@nhs.net

Executive summary

In North East London ICB we want to ensure pregnant
women and people, babies and their families receive the best
possible care. We also acknowledge the journey we are on in
continuously improving maternity and neonatal services
highlighted within this report,

There are seven sites located across north east London
where women and pregnant people can choose to have care
and give birth. In total the number of births across north east
London is 27,257 2023/24.

The Local Maternity and Neonatal System (LMNS) aim to
coordinate and support quality improvement, ensuring equity
and consistent standards of care by making the best use of
our resources, people and estates by transforming care
across a woman’s/pregnant person life cycle.

This report gives an overview on the key quality themes for
north east London maternity and neonatal services and
requirements to achieve sustained improvement and high
standards in care and patient experience.

¢ In order to achieve this a transformative, inclusive and
equitable approach is required. This includes
collaboration with women/ pregnant people and
families, multidisciplinary teams, including community
hubs and partners.

o A focus on the quality pillars of patient safety, patient
experience, staff experience, equalities and
inequalities, outcomes, leadership and governance
remain a constant high priority thread for maternity
and neonatal services across north east London.

Action / recommendation

The Board is asked to discuss the report

Previous reporting

e Local Maternity and Neonatal System (LMNS) Board
o Maternity and Neonatal Programme Delivery Board
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¢ Quality, Safety and Improvement Committee

Next steps/ onward reporting List any other forums where this will be discussed.

Local Maternity and Neonatal System (LMNS) Board
Maternity and Neonatal Programme Delivery Board
Maternity and Neonatal Collaborative Board (new)
Quality Improvement Committee

Conflicts of interest No conflicts of interest have been identified.

Strategic fit The ICS aims this report aligns with are:
e To improve outcomes in population health and healthcare

o To tackle inequalities in outcomes, experience and
access

e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people, health | ¢ LMNS Equality and Equity Strategy (2022)
inequalities and sustainability ¢ Maternity Choice Report (2023)
o LMNS Equality and Equity Framework (2024)

e NEL ICB 2024/25 Priorities and Operational Plan: to
maintain our collective focus on the overall quality and
safety particularly maternity and neonatal services, and
reduce inequalities in line with the delivery of the
Core20PLUS5 approach

Has an Equalities Impact e LMNS Equality and Equity Strategy (2022)
Assessment been carried out?

Impact on finance, performance | ¢ Quality performance themes outlined in the report
and quality

Risks e Within the quality themes for discussion
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Introduction

* In North East London ICB, our goal is to ensure pregnant women and people, their babies and
their families receive the highest standard of care. We also acknowledge the ongoing journey
towards the continuous improvement of maternity and neonatal services.

* In north east London we are facing a growing population and an increase in complex pregnancies
and births, due to a community with other health conditions and challenging social factors.

* This means the system will need to support more births over the next ten years and ensure
capacity is matched to the needs of local pregnant women and people.

« We know that service offer, pathways and processes are not consistent across north east London,
meaning pregnant people with similar needs have a different experience depending on where they
choose to give birth. In addition, there are stark and persistent inequalities in outcomes for people
from different population groups which exacerbate rates of maternal and neonatal morbidity and

mortality.

« Women from global majority communities are also more likely to book pregnancies later, which
has implications for antenatal care and outcomes.



The population of north east London is 2.02 million

Our residents belong to a number of different faiths including Christianity, Hinduism, Judaism, Islam and Sikhism

‘ Our diversity is our strength ,

30% of the population
were born outside of the UK.

This rises to 40% or more in Tower Hamlets, We :E!FE the most dIVF'rSE
Redbridge, Newham, Barking and Dagenham. ICS in the country with 53%

over half (53%) of NEL's
population identifying
as Black, Asian or from
an ethnic minority ~

compared with 11%

across England overall. 11.. England

NEL

We have the highest
birth rate in the UK...

with population expected to ‘
grow by 120,000 in the next
five years and by 270,000 in 120,000

the next 20 years. This is
equivalent to adding another @ @
place the size of Waltham Newham is the most ethnically diverse locally and within England

Forest, Havering or Hackney. Births (in 5 years) Births (in 20 years) with white ethnic groups making up 25% of the population.

270

With the exception of Havering and City and Hackney, all NEL Places
have predominantly non-white populations.

,000



Context: North east London maternity landscape

» Services in north east London go beyond hospital-based care. Our pregnant population access a range of primary and
community-based services to support them throughout pregnancy, birth, the postnatal period and beyond.

« Community midwifery teams provide antenatal and postnatal care at local health centres, GP practices and even in
peoples homes, ensuring care is accessible and personalised.

» Specialist clinics address complex needs including the Maternal Medicine Network, perinatal mental health services,
diabetes in pregnancy and safeguarding, whilst health visitors provide infant feeding services to ensure continued care
after birth.

* The local authorities and voluntary organisations play a vital role in providing various support services such as parenting
classes, housing support and social prescribing to address the broader social and emotional needs of families. Maternity
services have been well placed in children services with the development of family health hubs. Some examples of the
community and voluntary services available are:

» Talking therapies
» Sister Circle, Newham Nurture, Cradling Culture support those from the global majority, including migrant/refugee families
» Baby banks and food banks

« This integrated approach ensure equitable, high-quality care across diverse communities in north east London.



Choice for women giving birth in north east London

* North east London residents can choose where they want to book for their pregnancy and birth, which
is usually close to their home.

» The current pathways are limited to midwifery only or midwifery and consultant/ specialist care. There is
a lack of shared care options with wider multidisciplinary teams e.g. Health Visitor, GP, Practice Nurse

» For some residents, their clinical need or the clinical need of their baby will determine where they have
their care for antenatal and to give birth. The majority of women use their nearest unit, but some
exercise choice and go further afield in north east London or beyond.

« Women who have medical co-morbidities may receive care under the Maternal Medicine Centre at
Royal London Hospital, and for babies Fetal Medicine which are two of our established networks

» There is a need for other networks and to strengthen the pathway within the existing ones

« Some women require other additional specialist support, commonly diabetes, in pregnancy



North east London maternity and neonatal sites:

Morth East London maternity and neonatal units

Sites in North East London ICS that deliver maternity and neonatal care

Whipps Cross Hospital

*  Obstetric and alongside midwifery led
unit

* Local Neonatal Unit (Lewvel 2}

Queen’'s General Hospital

*  Obstetric and alongside
midwifery led unit

Local Meonatal Unit (Level 2)

Homerton University Hospital

*  Obstetric and alongside
midwifery led unit

« Meonatal Intensive Care
Unit {Lewvel 3)

The Royal London Hospital

*  Obstetric and alongside
midwifery led unit Mewham General Hos pital

= surgical Neonatal Intensive * Obstetricand alongside
Care Unit (Level 3) Barkantine Birth Centre midwifery led unit

Local Meonatal Unit (Level 2)

Barking Birth Centre
+ Standalone midwifery led unit

+  Standalone midwifery led unit




LMNS equity and equality framework aims

« To reduce health inequalities and improve outcomes for our pregnant population,
women, babies, and families across north east London.

« To ensure maternity services are inclusive, equitable, and culturally competent.

» To address disparities by embedding equity and equality into all workstreams as a
golden thread.

 To align with the NHS Plan, People Promise, CORE20PLUSS framework and Anti-
Racism Commitment, creating a fair and compassionate culture for all and equality

* Integrate robust performance metrics aligned with Workforce Race Equality
Standard to track progress and impact.

 Embedding equity into governance and service delivery to create sustainable
changes that benefits all vulnerable populations.



Key quality themes

* Reconfiguring services to meet the growing population and complex case profile of
women/pregnant people and neonates:

« There is a growing need to streamline services such as a central referral and booking system
« Theatre capacity is challenged with an increase in caesarean section

« Women/ pregnant people’s experience:
« Complaints and dissatisfaction is increasing
« Some women/ pregnant people do not feel listened to

* Pregnancy and birth outcomes:

* Need to identify the right pathway based on needs with access to more social and voluntary sector
support

» Addressing inequity

 Workforce:

« There is a need to develop more responsive integrated teams, that includes Health
Visitors, care navigators and voluntary sector



Quality Pillars
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Patient safety: system wide themes

There is a Safety Workstream which convenes to monitor the number of Patient Safety Incident Investigations (PSllIs), the
immediate learning and actions and work collaboratively to identify emerging themes. This may lead to implementation of actions
across the system or identification of programmes of work to be undertaken. These have included:

Babies Born Before Arrival of a healthcare professional (BBA)
« Development and implementation of a new pathway to manage BBA's in collaboration with London Ambulance Service (LAS)
and providers. This has since been approved and implemented across London.

Maternity Triage
« Trusts have benchmarked themselves against the RCOG maternity triage good practice paper
» Currently considering implementation of a system wide maternity telephone triage system

In-utero transfers (IUT) babies born outside of a L3 neonatal unit that should have been transferred before birth

*Revision of Failed IUT Exception Report templates to capture relevant demographic data including ethnicity, language barriers,
interpretation services and risk factors for preterm birth.

Clinical thematic review to be undertaken with outlying provider.

LMNS and relevant key stakeholders to consolidate findings, identify gaps and propose actionable recommendations.

Induction of labour
* Implementation of daily safety huddles to ensure demand and capacity is managed across the system. This has led to the
development of a standardised Induction of labour (IOL) Risk Assessment tool across NEL. This supports prioritising IOL at times of
high clinical demand

Themes and cases are identified for further shared learning at LMNS Shared Learning Events and via the ICB System Safety
Group.



Patient Experience

Role of the MNVPs in NEL Model
The Maternity & Neonatal Voices Partnership ensures women/pregnant people’s voices are at the heart of our service

» All providers have MNVP forums, all provide an annual report which is shared at the LMNS board. All NEL MNVP’s
have benchmarked themselves against the MNVP guidance (2023) using the tool developed by NHS London. This
guidance advises ICBs and trusts on statutory obligations in maternity and neonatal services, and actions and
responsibilities in the three-year delivery plan.

* None of the providers are currently fully-compliant but each provider has developed an action plan to become
compliant. The provider action plans have been submitted to the LMNS Board and are reviewed, for
development/completion of actions, on an ongoing basis by the LMNS.

Annual CQC maternity survey

» The latest results for each Trust were published in November 2024: The findings are part of the improvement plans



Staff Experience 2023: NHS Staff
Survey data

« The NHS staff survey is one of the largest workforce surveys in the world and is carried out every
year to improve staff experiences across the NHS.

» Staff experience was measured using the NHS people promise elements.

» Overall, average scores for all elements across North East London Maternity sites were below
7/10, with staff morale below 6/10.

« Maternity at scored below the hospitals average, suggesting staff working in maternity have a
worse staff experience compared to other departments.

” (13

 “We are recognised and rewarded”, “We are always learning” and “Morale” were amongst the
lowest scores across all sites.



Equity and Equality Framework

« To reduce health inequalities and improve outcomes for our pregnant population,
women, babies, and families across North- East London.

« To ensure maternity services are inclusive, equitable, and culturally competent.

» To address disparities by embedding equity and equality into all workstreams as a
golden thread.

 To align with the NHS Plan, People Promise, CORE20PLUSS framework and Anti-
Racism Commitment, creating a fair and compassionate culture for all and equality

* Integrate robust performance metrics aligned with WRES to track progress and
impact.

 Embedding equity into governance and service delivery to create sustainable
changes that benefits all vulnerable populations.



Monitoring Outcomes

* Reporting and monitoring via LMNS workstreams, LMNS and the
LMNS and Maternity and Neonatal and ICB Boards/ Committees.

 NEL wide maternity and neonatal dashboards, with the expectation
of an interoperable NEL IT solution in 2025.

« Undertaking thematic reviews where there have been a significant
Increase Iin adverse outcomes such e.g. maternal deaths, still births,
neonatal deaths and failed in-utero transfers.

* National reporting e.g. MBRRACE, regional maternity and Neonatal
dashboards, National Maternity and Perinatal Audits (NMPA),



Conclusion

* Itis key to the future of NEL Maternity and Neonatal services, to recognise the current
pressures detailed within this report, and the requirement for change to achieve sustained
improvement and high standards.

 NEL is implementing a system wide approach , setting women/pregnant people, babies and
families at the centre of all we do.

 In order to achieve this a transformative, inclusive and equitable approach is required. This
includes collaboration with women and families, the wider multidisciplinary team, including
community hubs and partners. To go live in Q4.

« Afocus on the pillars of patient safety, patient experience, staff experience, equalities and
inequalities, outcomes, leadership and governance remains a constant high priority thread for
Maternity and Neonatal services across the ICB.

* Quality improvement methodology is applied to ensure a continuous cycle of learning and
improvement across the system.
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Executive summary

In north east London we have a growing population, we are
seeing more complicated pregnancies and births, more
babies needing medical care when they are born, and health
inequalities that impact pregnancies, births and babies.

We want to make sure that all babies born in north east
London have the best possible start in life and their parents
experience the best possible pregnancy and birth.

An important part of this is making sure our services are able
to support this, and the needs of the growing number of
people who live in our area.

We have therefore been undertaking a large-scale demand
and capacity study to understand current and future demand
for maternity and neonatal services, understand what is
working well and what needs to change and look at best
practice. We have engaged widely in this work which has
been clinically led to develop a case for change and a set of
optimal pathways for both neo-natal and maternity care. The
next stage of this work is to undertake an options appraisal to
understand how best to achieve those pathways.

Action / recommendation

The Board is asked to note the engagement that has taken
place so far, note the case for change that has been
developed including the best practice pathways and agree to
move to the next stage of work to develop the options
appraisal. We anticipate that this will come to the Board in the
summer

Previous reporting

List any other forums where this has previously been
discussed.

e Executive committee
e Local maternity and neonatal programme board
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e Inner and outer north east London Joint Health
Overview and Scrutiny Committees

e Local Health and Wellbeing boards

o Directors of Public Health meeting

e Local community groups

Next steps/ onward reporting

List any other forums where this will be discussed.

e Local Maternity and Neonatal System (LMNS) Board
e Maternity and Neonatal Programme Delivery Board
e Maternity and Neonatal Collaborative (new)

¢ Quality, Safety and Improvement Committee

Conflicts of interest

No conflicts of interest have been identified

Strategic fit

The ICS aims this report aligns with are:
¢ To improve outcomes in population health and healthcare

¢ To tackle inequalities in outcomes, experience and
access

e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

e LMNS Equality and Equity Strategy (2022)
e Maternity Choice Report (2023)
e LMNS Equality and Equity Framework (2024)

e NEL ICB 2024/25 Priorities and Operational Plan: to
maintain our collective focus on the overall quality and
safety particularly maternity and neonatal services, and
reduce inequalities in line with the delivery of the
Core20PLUS5 approach

Has an Equalities Impact
Assessment been carried out?

o LMNS Equality and Equity Strategy (2022)

Impact on finance, performance
and quality

Addressing demand and capacity in the system is intended to
support future improvement in quality and performance. ltis
not possible at this stage to identify any financial impacts that
could arise as a result of the options appraisal.

Risks

e For discussion

59




NHS

North East London

North East London maternity
and neonatal demand and

capacity

Summary document



The programme so far

« The work is being led by clinicians and we are working together across health and care
organisations in an open and collaborative way

- We undertook a demand and capacity review, working together to understand:
- what type of care and support pregnant women and people, and babies need
* how many people may need the services in the future
- what the best ways are of delivering care.

* To do this, we:

« talked to and considered feedback and information from staff and families,
community representatives and clinicians
* reviewed service data

* |looked at areas such as population growth, inequalities and health needs.

 Using this information we created a report, called the Case for Change, explaining what
we found.



Case for change summary
» We looked at how services work now, what we the future needs are expected to be.

* In north east London we have a growing population, more complicated pregnancies and births,
more babies needing medical care when they are born, and health inequalities that impact
pregnancies, birth and babies.

« This tells us we need to make some changes to maternity and neonatal services and there are
opportunities to make sure our services are safe, high quality and accessible for all.

« We asked the public for their views on what we have found in the Case for Change.

« We presented to the Joint Health Overview and Scrutiny Committees on the Case for Change in
July, and the information about the case for change is on our website.



https://northeastlondon.icb.nhs.uk/get-involved/latest-consultations/have-your-say-on-the-future-of-maternity-and-neonatal-care/

How we engaged the public

« We ran public engagement from 16 July — 8 September 2024, this included time outside of the school
holidays

« The case for change and how to have our say on it was promoted widely to the public, stakeholders
and staff over this time using a range of communications channels

« We engaged seldom heard groups, representatives of our communities, and families.

e N ( - ) ( ) e 2
. 4 . . 47!000 Stakeholders sent the
Cor?r::g:r:zt?;s;:izs;and Visits to our information Views on social media communications and
L ) | and feedback webpage L ) L survey directly
4 N\ N\ N\ N
0
400 12 2,377 a0%
Residents who are on our Of NEL's birthing population
Views of our information Articles in local and People’s Panel received the sent the information directly
video regional media survey directly via Baby Buddy app
L J \. J \\ /J  \




Public feedback on the Case for Change

We heard from almost 500 people, through a mix of discussions, meetings, i )
presentations, written feedback and survey responses. k
499
e 53% of respondents had had a baby that was cared for in a neonatal Responses received
unit . )
e 64% of respondents were residents, others were NHS staff g r. A

e 94% of respondents understood why services needed to change 94%

Understand and
agree with the need

o 94% of respondents also agreed with the need for change for change




Public feedback on the Case for Change

Public and staff views were very similar below are the areas of the case for change which have come
out as key areas of priority based on the response

Matching demand and
capacity across the
system

Delivering neonatal care

Maki_ng sure we havg enough of in the appropriate Delilveri.ng care to neV\{born and ill
IE | the right care in the right place e @ babies in a place that is best for them

SUENEUEEEINELEIEI | |mproving advice and support Addressing variation in
and postnatal care @

o+ before and after pregnancy, and quality, access and Always showmg kindness, respect,
pathways pregnancy loss, ensuring it is experience compassion and cultural awareness
clear and accessible. @




This document is a summary of the work that has been carried out as part of
the maternity and neonatal demand and capacity programme

/This plece of work Is the starting point for exploring how maternity and neonatal services in North East
London can meet the changing needs of women and babies and will inform how services in NEL in the
future will meet the needs of local people through provision that is safe, high quality and accessible.

The first stage of this work has involved understanding the current state. This is through collating and
analysing data to understand current activity and look at future demand projections, as well as synthesis of
existing work done to date in NEL and national guidance, and stakeholder engagement. These findings
have been brought together into a case for change which identifies opportunities for the future.

The second stage of the work was to co-design best practice care models for maternity and neonatal
services, considering the opportunities identified in the case for change, national guidance and best practice
examples. These care models were developed with clinicians and wider stakeholders and are intended as
a starting point for future work

The high-level care models set out areas for further, data driven, exploration to develop more detailed care
models that are deliverable, sustainable, make the best use of system assets, and deliver on the opportunities
\identified in the case for change. J

NEL maternity and neonatal demand and
capacity: Summary document




There is an opportunity to ensure maternity demand and capacity are matched across
NEL, and to strengthen pathways and models of care to remove unwarranted variation
- N

Matching demand «  Population growth in NEL will outweigh a declining birth rate, which means that the NHS will need to support more births
and capacity across over the next 10 years

the system * Pregnancies and births are also increasingly complex, meaning more resources are required for each birth

* There is a need to ensure capacity is matched to the needs of birthing people in NEL

- J

Strengthening (v A high proportion of pregnant people in NEL have other health conditions and may experience complex social factors N
antenatal and which mean their pregnancies are not low risk

postnatal care * There are opportunities to improve early booking and ensure effective communication

pathways * |In addition to strengthening antenatal pathways, improving pre-conception healthcare and prevention is key
\* Postnatal care pathways are a key element to contribute to improving health and care outcomes for families

-

Addressing variation « Service offer, pathways and processes are not consistent, meaning pregnant people with similar needs have a different
in qua.lity, access and experience depending on where they choose to give birth
experience * There are opportunities to ensure best practice is followed (eg. around induction of labour)

@ * Service users report opportunities to improve access and their experience of care

Reducing health * There are stark and persistent inequalities in outcomes for people from different population groups, for example, babies
born to Black and Asian women are more likely to have a low birth weight and these women are more likely to have a
stillbirth than White women

K ‘ “ *  Women in NEL are more likely to book pregnancies later, particularly pregnant people from global majority communities,
which has implications for antenatal care and outcomes

NEL maternity and neonatal demand and
capacity: Summary document

inequalities




There are opportunities for neonatal services to ensure care is delivered in the most
appropriate setting, which will improve quality and safety

~

Delivering neonatal
care in the It is important that neonatal care is provided in the most appropriate setting to ensure the highest possible quality of care

appropriate setting is provided to each baby

High occupancy levels in neonatal units increases quality and safety risks for babies; repatriating babies to LNUs from
NICUs can free up vital capacity to care for the sickest babies

Currently, NEL neonatal units are experiencing high occupancy levels, particularly at Royal London, and particularly in
intensive care and high dependency

There are opportunities both to facilitate in-utero transfers so babies are born in the appropriate care setting for their
needs, as well as to ensure repatriation of babies to their local unit when they are well enough

AN

Enhancing
transitional care and There is an opportunity to improve transitional care across all neonatal units in NEL to support improved discharge

care at home for processes whilst maintaining contact between mother and baby, avoiding separation

neonatal services Transitional care supports the bond between the baby and their mother whilst maintaining support from midwives and
neonatal nurses, which facilitates mothers being able to pick up issues more readily post discharge

Developing the neonatal outreach service in NEL provides an opportunity to readily discharge babies and their families
that require support which could be provided at home

Strong transitional care and outreach teams provide a better experience for babies and their families whilst contributing
to freeing up capacity on the neonatal unit at NEL hospitals

J

NEL maternity and neonatal demand and
capacity: Summary document




Stakeholders have described significant opportunities to ensure workforce
models optimise the use of resources and prioritise staff wellbeing

* There are significant pressures on staff across the system in both maternity and neonatal services with high vacancy
rates and staff shortages being the cause of most escalations

* Alongside vacancies, increasing acuity puts additional pressure on staff, but the workforce model and model of care
have not changed

* There is an opportunity to optimise the future workforce model to make best use of staff resources, ensuring resourcing
is aligned with case mix and enabling staff to operate at the top of their skills and competencies

* There is also a need for innovative approaches to support recruitment in these areas

* Stakeholders praise staff working in maternity and neonatal services as hard-working, resilient and working together to
provide safe care in a challenging environment

* However, staff are feeling the pressure of the situation, increasing the risk of burnout

* NHS staff surveys show reductions in staff morale and sense of wellbeing in staff, particularly for midwives in NEL trusts

* Focusing on staff wellbeing is important for their experience, the ability to retain and recruit staff, as well as improving
the quality of care and experience for their patients

NEL maternity and neonatal demand and
capacity: Summary document



The care models were developed based on a combination of national guidance, best
practice and stakeholder engagement

* The case for change identified opportunities for improvement in maternity and neonatal services

* These opportunities provided a basis to understand what the future provision of maternity and
neonatal services should be min NEL to best meet the needs of the population that they serve

e Considering the opportunities identified, initial drafts of future clinical models for maternity and
neonatal services in NEL were developed based on best practice examples and national guidance
including Better Births, Ockenden Report, the Neonatal Critical care review and BAPM Standards

* The care models were then shared and co-designed with clinicians and stakeholders in a workshop
setting

* The current care models require further iteration with stakeholders in the next phase of work, so
they can act as the basis for determining how services should be organized in the future and
address all aspects of the case for change, including improving staff wellbeing

NEL maternity and neonatal demand and
capacity: Summary document



1 This is a draft best practice model of care and represents how care could DRAFT WORK IN PROGRESS
M ate rn Ity ca re pat hway S u m m a ry be delivered in the future and does not reflect the current care pathway

Antenatal care Birth and treatment Postnatal care

Choice of Site and birth plan Care may be transferred to an alternative unit (patient choice or
Woman or person confirms o clinical indication) during the antenatal or birthing period or can be Parent and baby
—» Home Standalone Midwife led -
pregnancy: birth unit performed in-utero Postnatal ward / readmissions
. P H H . . . . - . age
Self.referral rimary care Obstet.rlc Alongside Midwife led unit Birthing Transitional care
(online) referral led unit . o . .
o . . Triage of birthing location can occur earlier for a planned c- Specialist neonatal referral
Institutional Hospital section
referral referral Routine care Triage to reassess suitability of birthing Feeding support
location and birthing plan:
If needed Advice and education (obesity, smoking, . ici
f ( E . Induction of labour Home visits
alcohol) m—
i . . . s ealth visitor
s:::er:el:;o:eli‘egc:f:im i Routine appointments, investigations & vist
i - . .
scanning Booked Transfer if ’ Transfer if Neonatal community outreach
“Helpline available | Immunisation hub Csection ~ needed co iotated  needed . A Repatriation to local unit
Pre-conception - . - -9 Midwife ----- > :
Health visitor birth . led unit Social care support
support Booking appointment | led “’r't ER
. Antenatal education & classes ﬁ Long-term education for a healthy
General advice * Risk stratification of all - . lifestyle
. . pregnant women including Diabetes support and care Spontaneous delivery Emerg:ency operative ) ’
Specialist advice being induced T or assisted delivery
women being Induce Additional services if required L ) Post part ifi
Perinatal mental . Personalised care ol - ost partum woman or person specific
plan Community / peer support / VCSE by ded
health support *  Options to book interpreters y/p PP f neede i .
) . 3 rimary care suppor
for ?" appomtmen.ts Ante.n.atal screening +/- referral to fetal Complications
* Social support advice medicine Mental health support
* Mental health support Mental health support Pregnant woman or person Baby — enhanced ward- .
N J , J *  Maternity HDU based care Physiotherapy
o Adult ICU e Transitional care Community midwife
Additional care / specialist input Baby — neonatal care FE——
J Neonatal outreach amily planning
Maternal medicine pathway *  Neonatal unit (LNU / NICU) Bereavement support (across whole
Fetal medicine pathway (incl. counselling co-located with an obstetric led unit maternity pathway)
and other specialist clinics i
B ) Access to mental health support / risk assessment if needed Postnatal education
Di h . .
) G S o SIEEo & G Referral to other healthcare services
Placenta accrete network incl. pre-conception
Social prescribing is provided throughout - ’

— S Te e nland peo'e

NEL maternity and neonatal demand and
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The maternity care model is split into four key phases with details around each to be
iterated further (1/2)

* Personalised pre-conception care for women or people considering pregnancy is key to support people to be in the best
health before a pregnancy and increases the chances of conception, reduces the risks associated with a pregnancy, for
example reducing the chances of a miscarriage or stillbirth, and optimise outcomes for the mother and the baby.

* These services should be community-based and delivered through proactive outreach, public health, social prescribing and
the VCSE.

* I|dentification of people who should be signposted to pre-conception support services should be informed by risk
stratification including demographic to target support to those who are most at risk of poor outcomes.

* Once someone identifies that they are pregnant, they can either self-refer to maternity services, or access maternity care
via their primary care practitioner.

* There is an opportunity to provide a more streamlined approach to accessing care through a centralised booking system,
providing a single point of access to book a first midwife appointment.

4 )
* It is important that during the antenatal phase, care focuses on checking the health of the baby and pregnant woman or

person, providing accessible information to support a healthy pregnancy and discussing the options and choices for care.

* |t is important that previous birth experiences and baby loss are considered and targeted support provided as required.
Additionally safeguarding and advocacy must be a core part of antenatal care pathways, as well as interpreting services for
those who need them.

Antenatal care * The risk profile of pregnant women and people is increasing because of increasing complexity so access to specialist care
and support must be optimised so that capacity matches demand.

*  Multi professional working is key in understanding the right unit for a pregnant woman or person to book into for their
delivery, particularly for those with co-morbidities.

* There must also be collaborative working across organisations including with public health, the VCSE and primary care, so
that there is additional support for vulnerable women.

NEL maternity and neonatal demand and
capacity: Summary document




The maternity care model is split into four key phases with details around each to be
iterated further (2/2)

* A pregnant women and people will be supported to make an informed choice as to where and how to give birth through
the antenatal phase and this could be at home, in a midwifery led unit, or in an obstetric led unit.

* The profile of births in NEL has changed with the projected case-mix suggesting a greater share of more complex
deliveries through planned and emergency caesarean deliveries and shift away from spontaneous, lower risk deliveries.

Birth and * Pregnant women and people need to be able to choose a place of birth that is best suited to their individual needs

treatment * To provide the full range of choice, NEL would like to provide a standalone midwifery led unit as an option if feasible, but
it is important that these units are sustainable and have sufficient staff to deliver high quality, safe care

* There is an opportunity to leverage learning from other hospital care pathways, such as inpatient elective care to
optimise efficiency and use of resources for planned procedures. There is an appetite for further exploration of a hub for

planned caesarean sections, for those whose medical needs are not highly complex.
S J

e N
* High-quality postnatal care ensures that the mother and baby are recovering well and can have a significant impact on

the life chances and wellbeing of the women or person, baby and family.

* Postnatal care can be provided to both the parent and baby or care that is specific to the post-partum woman or person
and can range from routine care received following all births through to specialised care for the most complex women.

* Primary and community-based care will play a key role in providing equitable, high quality postnatal care for parents and
their babies.

* Having postnatal pathways and services locally available to all residents makes it easier to navigate following delivery
NEL sites and ensures that all women receive care in a fair and equitable manner.

* Currently it is mainly proactive women from affluent communities that make use of postnatal services so it is crucial that
all women and people are made aware of the information and services that are available to them following their birth.

NEL maternity and neonatal demand and
capacity: Summary document
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Neonatal care pathway summary

This is a draft best practice model of care and represents how care could
be delivered in the future and does not reflect the current care pathway

DRAFT WORK IN PROGRESS

Choice of site can be
made at any point up
until the onset of labour

Triage to an
appropriate site
based on need
In-utero transfer to an alternative birth setting
if anticipated level of neonatal care exceeds
local availability with receiving units doing
everything possible to take the transfer

Driven by BAPM standards

Delivery out of Transferred to

hospital with — UELESS o —
midwifery care et L
| in the ICB

Presentation i
in labour at an ]
Emergency
Department

Admission
Delivery at an —> toneonatal —

unit on site

alongside
midwifery-led unit

Neonatal unit on admission

(co-located with an obstetric |

Type of unit on admission
depends on local availability: :

1
NICU LNU I
(level 3) (level 2) :

Type of care provided: !

. Step down
.y incare

——————— Y

If needed 0 Transfer between hospitals in the

Repatriation back to local hospital from
specialist unit or unit outside of ICB

ICB

If | ..., .._Repatriation
specialist| " T
input is
require

Transfer to Royal London Hospital if
If specialised surgery is required
needed

Transfers to an appropriate level
unit outside of the ICB

Transitional care on labour,

Delivery at. immediately after delivery
an obstetric-led if admission to neonatal
unit

unit is not required

Transitional care can occur

\ 4

neonatal and postnatal wards incl.
feeding support

Community neonatal outreach

Outreach from the specialist
hospital

incl. wellbeing support

Mental health support for parents

Postnatal midwifery review and
support for maternal health
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Baby specific

Repatriation to LNU closer to home

Follow-up appointments (neonatal
or paediatrics)

Multidisciplinary team follow up

Specific neurodevelopmental
follow up for high-risk infants

Primary care follow up

Hospital at home services
Feeding support

Referral to social/palliative care
Neonatal community outreach

Pregnant woman or person specific
Onward referral

Postnatal education

Mental health support

Primary care input

Community midwife
Physiotherapy

Family planning advice
Bereavement support
Community support groups and
networks

Social care
Referral to other healthcare

L services inc. pre-conception J




The neonatal care model has three phases and will be subject to iteration in the next
phase of work (1/2)

 To ensure care is delivered in the most appropriate setting, pregnant women and people would be advised to
deliver at a unit where the level of neonatal support available is in line with their baby’s anticipated needs.

* Babies that are expected to be at the highest risk of needing support from intensive care will deliver in an obstetric
unit with a co-located NICU (level 3), aligned to the BAPM standards.

* Babies can be transferred in-utero transfer to an appropriate birth setting would ideally be undertaken to prevent
mother and baby separation when there are unexpected complications which require an uplift in care

* Coordination across units in NEL could include establishing neonatal units as a single bed base for neonatal care
which would be centrally managed and would enable collaboration between sites to manage flow

* Neonatal transfer and transport services with sufficient capacity to meet demands are critical to support this

e ™
e All neonatal inpatient care in NEL would continue to be delivered at either an LNU or a NICU; inpatient capacity at

both levels needs to be aligned to demand

* The future care model should clearly define the catchment population for NEL and aim for all babies within that
catchment area to be able to receive care within the system

* Capacity also needs to be sufficient to meet the needs of babies from other systems needing NICU care

* If a baby requires an uplift in care, they may require a transfer to another unit within or outside the ICS, or to a
specialist hospital. A transfer for an uplift in care would typically result in a move from an LNU to a NICU.

* If a baby has been transferred for an uplift in neonatal care, they will be repatriated back to their closest LNU at the
earliest opportunity where it is safe to do so. Enhancing repatriation processes ensures that the baby and parents
can be as close to their family and support network as possible.

* The proposed care model would have a set of objective criteria for repatriating babies back to their local neonatal
unit from the NICUs in NEL, utilising the neonatal ODN repatriation guidelines.

NEL maternity and neonatal demand and
capacity: Summary document
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The neonatal care model has three phases and will be subject to iteration in the next
phase of work (2/2)

* An enhanced, properly funded Neonatal Transitional Care service will facilitate the smooth transition
of care from a hospital setting back into the home setting following discharge.

* Transitional care will allow mothers and babies to be cared for together away from the neonatal unit,
freeing up crucial capacity to allow for babies to be cared for in the most appropriate setting.

* Following discharge, babies and their families would have access to a range of onward care support
services.

* A key aspect of the onward care will be the neonatal outreach service which will be operational 7
days a week and will provide care for these service users in the community setting and at home.

» Stakeholders expressed a desire to explore the opportunity to expand hospital at home services to
include neonatal care to provide care away from the hospital setting where feasible.

* The future care model will have clear guidance on the step from neonatal to paediatric care across

NEL to ensure that high quality, safe care continues for service users.
N J

Onward care
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There are key enablers for the effectiveness of the proposed care models (1/2)

Culture of
collaboration .

Developing a culture of collaboration across the ICS is a key condition for the future success as the draft care models are
reliant on organisations in NEL working together to provide care that is centred around the service user.

It is crucial that all stakeholders deliver maternity and neonatal care as one system with individual organisations working as
collaborative parts within the overall system, and service users experience a seamless set of services

Communications *
and engagement

Clear and consistent communication across NEL is key to developing trusted relationships between organisations.
Engaging with other hospitals breaks down existing siloes and creates teams that want to work together which positively
contributes to the development of a culture of collaboration.

It is important that communication is enhanced across all parts of the maternity and neonatal pathway

Digital and
information
systems

Currently not all units are linked together, with some units still using paper records which limits the effectiveness of the
care model.

An interoperable connected system would improve the way in which the organisations within NEL can work together by
accessing data in a readily manner whilst facilitating transfers and network working.

J

Technology

Enhancing the provision of technology across services in NEL is crucial in ensuring that care can be delivered effectively and
productively in a capacity constrained system where demand is projected to increase.

The population has changed since these services were first designed and technology is key in making best use of the current
configuration of space within the units in NEL.

NEL maternity and neonatal demand and
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There are key enablers for the effectiveness of the proposed care models (2/2)

* Developing a workforce strategy in NEL is crucial to the future success of the proposed care model to ensure that staff
resource is being most effectively whilst considering their overall well-being.

* Looking after the workforce in maternity and neonatal services is key for the future success of the care model as will
encourage staff buy in whilst improving retention and recruitment.

« Staff should feel heard regarding their ways of working preferences with consideration of their preferred work-life balance
where possible through flexible working patterns with careful consideration.

* The proposed draft care models require estates and resources to be aligned to the pathways that have been developed to
ensure the success of the care model in the future.

* This may require a degree of flexibility within how estates are configured to ensure that there is sufficient space and
resources available to meet the proposed pathway changes.

* The current estates were not built for the world that we have now and as such it is important to map the future
requirements of the proposed care model to what the estates are currently to understand any gaps in consideration of
potential capital constraints.

Estates and

resources

NEL maternity and neonatal demand and
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Best start in life : key components along the pathway

« Strengthening the pre-conception offer,

« Operating a central system for maternity referrals and bookings

» Delivering more antenatal and postnatal services in the community with multi
professional and voluntary teams

« Reviewing the offer of standalone midwifery-led units as a place of birth in the context
of the change in women/ pregnant people’s needs

« Reviewing the theatre capacity with increased Caesarean Section demand

« Develop/ strengthen networks (e.g. Abnormally Invasive Placenta (AIP), Fetal
medicine)

« Enabling central coordination of Neonatal capacity across NEL

« Ensuring sufficient transport service capacity to support repatriation and patient flow of
Neonatal Babies

« Standardising the transitional care and community outreach offer across NEL

« Ensuring sufficient paediatric capacity to enable the transition for babies from neonatal
care

« Working through a maternity & neonatal collaborative (to be developed)



Next steps

Following board approval

« Set up a maternity collaborative

« Develop options appraisal: to include quality, equality and financial impacts
« Wide stakeholder engagement

- Board decision July 2025

NEL maternity and neonatal demand and
capacity: Summary document
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Executive summary

The paper sets out work underway across north east London
to respond to people at the end of their life, highlighting
priorities for action over the coming year.

Action / recommendation

The Board is asked to note the report and comment on its
contents.

Previous reporting

N/A

Next steps/ onward reporting

All-Age End of Life Care Group

Conflicts of interest

None identified

Strategic fit

The report aligns to our strategic purpose, priorities and
objectives of the ICB and ICS:

¢ To improve outcomes in population health and
healthcare

e To tackle inequalities in outcomes, experience and
access

¢ To enhance productivity and value for money

e To support broad social and economic development

Impact on local people, health
inequalities and sustainability

Working across north east London enables us to work in a
more integrated way across health, community and care
organisations, learning from each other and making best use
of the available assets and resources in this area.

Has an Equalities Impact
Assessment been carried out?

Not at this point, although Equalities Impact Assessments are
carried out for specific pieces of work as they are taken
forward

Impact on finance, performance
and quality

It is envisaged that this process will support improvements in
quality and ensure that we make best use of the funding
available, there is no immediate impact on funding at this
stage.

Risks

Finance and capacity are the greatest risks to delivery and
progress
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Introduction

This paper sets out work across north east London to support local people at the end
of their lives, whenever that may be. It identifies some of the national policy context,
our local approach and emerging priorities.

Over the last 30 years global life expectancy has risen steadily throughout the world,
increasing from 67.2 years in 2000 to 73.5 years in 2019. In England, life expectancy
is projected to be 79.5 years for a male born in 2022 and 83.2 years for a female. But
healthy life expectancy (years lived in self-reported good health) has not kept pace
with overall life expectancy, and years lived without good health have increased
between 2000 and 2019 — from 8.6 years to 10 years. This means that there are
more people living with long term conditions and other co-morbidities for longer, and
the same is true of the population in north east London, where healthy life
expectancy at birth varies between 56.8 in Newham and 69.7 in Waltham Forest for
women, and 58.4 in Barking and Dagenham and 64.2 in Havering for men. With
significant and rapid population growth in north east London, there is also a growth in
the rate of growth in our older population — the number of people aged over 65
growing by over 60% by 2040 and the number of people aged over 85 growing by
103% over the same period.

National data identifies that 89% of people would prefer to die at home or in a
hospice and yet 15% of all emergency hospital admissions in England involve the 1%
of people in their final year of life. Locally, this translates into local people dying
elsewhere than their preferred place of death, often in acute hospital settings.

The National Palliative and End of Life Care Partnership, May 2021 published
Ambitions for Palliative and End of Life Care: A national framework for local action
2021-2026, which remains current today and helpfully reinforces the universality of
death and dying and the need for a community led and whole system response:

“Death and dying are inevitable. Palliative and end of life care must be a priority. The
quality and accessibility of this care will affect all of us and it must be made
consistently better for all of us. The needs of people of all ages who are living with
dying, death and bereavement, their families, carers and communities must be
addressed, taking into taking into account their priorities, preference and wishes”

“End of life care is care that affects us all, at all ages, the living, the dying and the
bereaved. It is not a response to a particular illness or condition. It is not the
parochial concern of a particular group or section of society.”

This paper is being brought to the Board today for consideration of how we best
respond to people at the end of life for a number of reasons. First, so that we can
highlight the importance of improving the experience of people at the end of their
lives and the experience of their family, friends and carers. Second, to help us to
improve the quality and consistency of our offer across north east London making it
easier to navigate for everyone involved and to build on the good practice in place
already in some parts of the sub-region. Third, because we need to ensure our
funding is being used to best effect to support people to die in their place of choice,
with a clear indication of their wishes and plans. We know that our current model has
an over-reliance on urgent and emergency care which is undesirable for local people
and costly for our financially challenged system.
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Context and drivers for change

The national policy context on palliative and end of life care is changing. The
Terminally lll Adults (End of Life) Bill passed its second reading in the House of
Commons in late 2024, generating significant disagreement and considerable debate
about how best to respond to the needs of people in their last phase of life. In the
discussions, there was a sustained focus on palliative and end of life care so that the
decisions people face are made from a position of receiving high quality care, rather
than from a fear of pain and lack of dignity. Allied to the Bill, there have been
announcements of additional investment into hospices (capital and revenue) as part
of resetting the dialogue, aligning to our work to support hospice sustainability in
north east London.

There is considerable variation in end of life care service provision across north east
London. Much of this rests on historic patterns of activity and services. For example,
focusing on Waltham Forest, it was found that patterns of inpatient bed use are
different from other boroughs (including Redbridge) even where people are using the
same acute setting in Whipps Cross Hospital with inpatient beds not being utilised in
a planned way. Also, most people’s journey to an inpatient palliative care bed is via
Whipps Cross Emergency Department, which does not lead to an optimal experience
for patients or their families/carers.

We know from complaints and feedback and from metrics about place of death, that
the experience of many families, communities and households at end of life is not
optimal. For many, the provision of community palliative care is inconsistent and hard
to navigate, for clinicians, residents and their carers. This can be distressing at a time
which is already emotionally difficult and places an additional strain on individuals
and families. Local people have told us that the current services are fragmented, are
operational at different hours during the day and do not have a clear way to access
them, this includes access to medication at end of life for example or clarity on how
to access community provision such as hospices. This has led to one of the
emerging priorities set out below.

There is growing support for working together as a system — with local authorities
including but not limited to social care, the voluntary, community and faith sectors,
with national organisations such as Marie Curie as well as across the NHS — in north
east London so that we are aligned and can ensure personalised, holistic care. This
builds on the necessity of de-medicalising end of life care to ensure people can die
well, with dignity in their place of choice, likely to be the place they call home. Care
workers and unpaid carers in particular often spend the most time with people at the
end of their life and are well placed to identify what is important to them, what helps
them feel comfortable and how to have difficult conversations about care at end of
life. Care and nursing homes also play a key role in providing a home for people
which feels safe and supported during the end of life. Some of the priorities set out
below explicitly support a more integrated model of care with greater emphasis on
joined up working through the development of Integrated Neighbourhood Working
and Teams to provide end of life care and support, not just for the individual, but their
families and carers and to make full use of our Place Partnership arrangements in
enabling a focus on this.

Working closely with individuals and communities on end of life provision is
absolutely essential to ensure we are meeting need and building community
capacity. Whilst there is substantial sensitivity needed to work with people affected
by dying and loss, they are best placed to support us to improve experience and

83



26

3.0
3.1

3.2

outcomes for everyone involved, from community organisations through to acute
settings and across clinicians, patients and families. As an example, the Community
Working Group for End of Life Care was initiated in April 2023 to involve local people
in the co-design of end of life care services across Waltham Forest and Redbridge. It
provides an opportunity for local people with experience of using end of life and
palliative care services, to work alongside clinical staff to discuss and test service
proposals, use their own experiences to tell us what is missing and ensure plans for
services reflect what local people need. It brings together a diverse group of local
people who represent a broad range of demographics and experiences from across
the borough. It has grown into a standing reference group, meeting regularly in the
community, and has been involved in the co-design of a new community palliative
care service in Waltham Forest, and integral in designing plans for the development
of a new out of hours offer for palliative medication across north east London. We will
continue to build on this engagement work across north east London.

An all age approach to end of life care is now being adopted in north east London.
Whilst provision will rightly vary for different age groups, it is felt that there are
opportunities to work together to better support everyone in their final phase of life.
For example, work to support hospice sustainability will be undertaken across the
piece rather than focusing on either adults or children’s provision. Likewise,
developing community-based responses to end of life care also require whole system
support for families and individuals of all ages.

Priority actions

At any one time, approximately 0.3% of our population of approximately 2.4m people
is registered as receiving palliative or end of life care. Whilst this number is
comparatively low, we know from our segmentation model in north east London that
people with a terminal iliness are more likely to use urgent and emergency care
services, to have repeat visits to emergency departments and to spend longer in
hospital beds than other segments of the population. Whilst this is not surprising
given their level of need, it is also the case that unnecessary admissions can be
avoided by utilising a different approach to end of life care, including more proactive
uses of community-based provision and hospice care. We are working on using
some consistent definitions which enable us to identify and differentiate people at
different points and to support them in the most appropriate way:

o Palliative care: Palliative care is defined by the World Health Organisation as
an approach that improves the quality of life of patients (adults and children)
and their families who are facing problems associated with life-limiting iliness,
usually progressive. It prevents and relieves suffering through the early
identification, correct assessment and treatment of pain and other problems
whether physical, psychosocial or spiritual.

o End of life care: in England the term “end of life care” refers to the last year
of life

e Last phase of life: The last days or hours of a person's life (sometimes
called the terminal phase). This is when someone is "actively dying".
Everyone's experience of dying is different, and some people will die
suddenly or unexpectedly

Set out below are the priority actions being undertaken to reshape our approach to
end of life care in north east London. These have come through from a number of
sources, including community engagement, complaints and feedback and data
analysis and have been developed through the End of Life Care Group for north east
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London, which has clinical, community and commissioning representation. In
addition, we are in the process of undertaking a desk-top review of recently
published reports to identify any gaps in terms of our existing Strategy. We need to
ensure that we are prioritising those areas where we will have the greatest impact for
our residents, based on evidence and research and the current context around
Assisted Dying. As this is likely to include increased focus on palliative and end of life
care from a national perspective, it is clear that we need to be ready to respond to
any opportunities for drawing in investment to north east London. In addition to the
review identified here.

Implement access to out of hours provision

Following feedback from local people including through our complaints function and
the Community Working Group, we are working to ensure the timely availability of
medication used across north east London, 24 hours a day, 7 days a week to provide
patients at the end of life with good symptom control. Our aim is to have appropriate
medication accessible to the patient within 1-2 hours of the request being made,
working with local pharmacies and providing a delivery service where it is required.
We will consolidate previous contract arrangements into a single, unified contract to
ensure a seamless, 24-hours-a-day, 7-days-a-week service that covers all boroughs
within north east London out of hours, helping to reduce variation and to improve
outcomes for local people and their families.

Support hospice sustainability

Hospices are a fundamental provider in end of life care, offering care, treatment and
support in a homely setting not only to individuals but to their friends and families. As
charities, there are constraints on how much funding they can receive from statutory
services but they form an essential part of our provider landscape in this area and
their immediate and longer term viability is critical to the wider system. Whilst
additional investment in hospices has been announced by central government, there
are a number of details which are yet to emerge and there is interest from partners in
considering how best hospices come together, with support from the ICB, to identify
areas where it is possible to work in a different way or share resources for the benefit
of the sector e.g. back office functions, workforce, training.

Share learning across the system to improve our infrastructure

As a learning system, we are keen to support best practice in the delivery of end of
life care for local people. We are undertaking a place level stocktake of assets and
gaps as well as establishing a solution based and learning forum for end of life care.
This will help to resolve issues being faced in each Place to share good practice and
help resolve issues being faced in each Place. We are also participating in a re-
established group for London to develop a London-wide regional programme, likely
to focus on areas where working at a larger scale would be of benefit, such as Death
Literacy and Data.

Local work will include focusing on the key metrics which will be collected and shared
routinely as a way of measuring impact. These will include but not be limited to:
o Percentage / number of residents on GP palliative / end of life register (total
number of people identified in their last year of life).
o Percentage / number of those identified / on register who have been offered a
Universal Care Plan.
o Number and percentage of people who died with a Universal Care Plan in
place.

85



3.24

3.2.5

3.2.6

o Percentage / number who died in their preferred place of death.

In order to do this, we know we need to increase the use and quality of universal
care planning and to ensure this is a routine part of care management across our
system. The Universal Care Plan offers opportunities to join up care and to identify
early with residents how they would individually like to be supported at end of life. A
recent clinical audit (small scale) has shown that there is potential to improve the
continuing health care pathway for those on a fast-track pathway, to improve their
experience. Learning from other systems, including Mid and South Essex and North
West London, there may be potential to identify more efficient use of resources which
also delivers what is important to local people at end of life.

Enable consistent bereavement and community support

Engagement with local people, has identified a number of gaps in relation to
bereavement and community support. For example, a Newham resident has
highlighted a knowledge gap in relation to community-based spiritual support, leading
to contact with the Voluntary, Community, Faith and Social Enterprise Collaborative
who are keen to work with us to improve this situation. It is in areas such as this we
can and should work with our communities building on the great example of
community engagement related to the Whipps Cross work. Concerns have been
raised there around the process for Medical Examiners to certificate death,
potentially causing challenges and delays for people from some faith communities.
We also know through the Whipps Cross footprint focused work that bereavement
support is a gap that has been identified and that people will want/need different
support at different stages of their grief depending on their relationship with the
deceased, cultural beliefs, support networks and social circumstances. We are keen
to work with local communities and with partners to develop a sustainable
bereavement offer for north east London, delivered at Place, working across all ages
and across north east London.

Continue to engage and co-design with local communities

The Community Working Group for End of Life Care highlighted above in section 2.5
provides an exemplar for working with local people to discuss and test service
proposals, use their own experiences to tell us what is missing and ensure plans for
services reflect what local people need. We are keen to build on this excellent
example of working alongside local people to co-design an approach and a set of
services and to establish similar arrangements across north east London, aligned to
local communities and services.

We are also exploring how integrated neighbourhood working offers an opportunity to
provide more holistic, time appropriate care and to “de-medicalise” death and dying
as far as possible, drawing on the support of specialists e.g. Hospices as well as
community assets to enable more people to be supported and die in the place they
call home. The needs of people at the end of their life are being fed into the emerging
model for integrated neighbourhoods in north east London.

Innovate — spreading good practice across north east London

As mentioned above, focused work in Waltham Forest has sought to address the
gaps in provision identified through community and partner engagement — and
evidenced through higher rates of dying in hospital rather than at home or in the
preferred place of death. There are significant opportunities through the outputs of
the Waltham Forest Community End of Life Care service pilot to look at potential for
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wider roll out and learning across north east London, spreading best practice across
Places.

The work has led to a new model for an adult integrated community end of life
service based on extensive clinical and resident engagement. The new model
intends to significantly reduce unplanned hospital admissions and deaths in hospital.
An innovative approach to pump priming the development of the service has been
agreed through a social impact bond with Macmillan and backed by Social Finance,
subject to final progress through governance in February. Our aim is to
operationalise the new approach from April 2025 and we will be closely monitoring
outcomes.

Risks and mitigations

The growth in our older people’s population is significant and we need to recognise
the additional focus on effectively supporting people at the end of their lives. The
innovative work outlined here will potentially be at risk if we cannot ensure adequate
funding and build a community-based provision which recognises the universal
nature of death and dying.

Conclusion

The Board is asked to note the significant amount of work underway to respond to
local people, of all ages, at the end of their life. This is a fast-moving policy area
where we are keen to engage further with local people, build community
infrastructure and support optimal use of specialist resources.

The Board is asked to note and comment on the content of the paper, identifying any
gaps or areas of greater emphasis.

Attachments
None

End
Tracy Rubery, January 2025
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Executive summary

NHS England (NHSE) currently commissions all specialised
services; however, in December 2024 the NHS England Board
approved plans to fully delegate the commissioning of
appropriate specialised services to Integrated Care Boards
(ICBs) from April 2025 (c 70 “green” service lines with an
allocation of c£600m).

These arrangements are part of a careful and considered
approach to delegating full commissioning responsibility across
England for appropriate specialised services from April 2025.

e Moving to ICB-led commissioning supports a focus on
population health management across whole pathways
of care, improving the quality of services, tackling health
inequalities and ensuring best value.

e These plans, which were first set out in the Roadmap for
Integrating Specialised Services within Integrated Care
Systems, have been developed in close collaboration
with NHS England’s regional teams, ICBs and
specialised service providers. They represent the
outcome of a thorough assessment of ICB system
readiness, and a comprehensive analysis of services to
determine their suitability and readiness for more
integrated commissioning.

e On July 30, 2024, NHS England wrote to ICBs stating the
intent to delegate the commissioning of a broad range of
specialised services to ICBs from 1 April 25 and, with this
(subject to staff consultation), transfer associated
specialised commissioning staff in NHSE Regions to a
‘single ICB host’ per region by 1 July 25.

e The National Moderation Panel and NHS England
have subsequently approved the delegation of
specialised services (70 “green” rated services) to all
five London ICBs, effective from 1 April 2025. NHS
England’s Board has formally ratified this decision
on 5 December 2024.

e While NHS England retains overall accountability for
specialised services upon delegation, each ICB will be
responsible for a broad range of delegated specialised
services, committing to collaborative commissioning
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across ICBs where required. The services to be
delegated are set out in the Delegation Agreement.

e NHS England will retain the commissioning of highly
specialised services.

The Delegation Agreement:

“The Delegation Agreement In accordance with its statutory
powers under section 6525 of the NHS Act, NHS England
hereby delegates the exercise of the Delegated Functions to the
ICB to empower it to commission a range of specialised services
for its Population, as further described in the agreement.”

Previous papers to the ICB Board on specialised commissioning
delegation have described the opportunities that delegation of
this function brings to integrate pathways and improve
population health bringing the impacts of the delegated
commissioning function to life.

This paper will therefore not repeat this, rather is intended to
describe the final stages of technical due diligence and assure
the Board on their decision to approve the request for Chief
Executive Officer signature to the Delegation Agreement to
transfer the function to the ICB from April 25.

Action required

The Board is asked to:

¢ Note this update within the context of previous detailed
Board discussions on the delegation of specialised
commissioning, and the impact and implications on north
east London patients.

¢ Note assurances provided in terms of delegation due
diligence, through descriptions of London and ICB level
operating models to accept delegation of specialised
services.

e Approve delegation of specified specialised service
commissioning effective 1 April 2025 and authorise the
ICB Chief Executive to sign the Delegation Agreement with
NHSE before April 2025.

¢ Note the Collaboration Agreement with all London ICBs
and NHS England and its underpinning Host ICB
agreement, which will be ready for review and Executive
signature before delegation.

Previous reporting

¢ |CB Chief Executives via the ICB Executive Committee, ICB
Executive Management Team, NHSE London through the
London Joint Committee for Specialised Commissioning
Delegation and ICB Specialised Service Programme Board.

e Acute Provider Collaborative Clinical Services Strategy board
— 18 December.

¢ Finance, Performance and Investment Committee January
25.
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¢ A “Focus on Specialised Services” was presented to the ICB
Board in January 24 supported by a patient story (renal
dialysis), providing broader context on the rationale, benefits
and opportunities of delegation from a population health
perspective, acting as a pre-curser to the request for
approval of the Joint Working Agreement for 24/25 to the ICB
Board in March 24.

e The Focus on Specialised Services has been further
presented to each Place based Board/forum and both the
outer and inner Joint Health Overview and Scrutiny
Committees in October 24.

Next steps/ onward reporting

ICB Chief Executive to sign the Delegation Agreement on behalf
of the ICB.

Conflicts of interest

There are no conflicts of interest arising in this report.

Strategic fit

The ICS aims this report aligns with are:

e To improve outcomes in population health and healthcare
e To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

Specialised services are a diverse portfolio of c150 services
generally accessed by people living with rare or complex
conditions. These include services for people with physical
health needs, such as cancer, neurological, and genetic
conditions and some mental health services too.

The specialised service programme will be delivered in
partnership with providers, optimising the expertise of specialist
clinicians and teams to drive economies of scale, improve care
for local populations and working in a matrix on end-to-end
pathway redesign with “place” to improve long-tern conditions
(LTC) management and prevention, aiming to reduce the future
financial risk and demand on specialised services.

The Delegation Agreement ensures full delegation empowering
the ICB and Trusts to collaborate in the co-design of specialised
service pathways, bringing together clinicians, operational teams
and clinical networks to redesign services to meet local
population needs.

The clinical priority areas of focus for 24/25 in NEL are Renal
care, Haemoglobinopathies (sickle cell), neurosciences, HIV,
liver and Hepatitis C, and complex urogynaecology services.
These priority areas are based on population need and
requirement to reduce existing clinical inequality in our
population and will be reviewed for 25/26.

Impact on finance,
performance and quality

Funding for specialised services will shift from historic
population-based allocation towards needs-based allocation.
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The delegated budget from April 25 is c£600m and this is set to
increase year on year as NHSE deems more services suitable
for delegation.

Additionally, our population is set to grow by 364k over the next
20 years, which puts pressure on specialised services in terms
of unfunded activity growth, but also non-specialised services
which patients may step down into e.g. level 1 specialised
neuro-rehabilitation patients may eventually access community
rehabilitation programmes as part of their longer-term treatment
plan

Risks Implications of unfunded activity and population growth on
specialised services — linked to the Board Assurance
Framework risk on renal dialysis as a key example.

Further risks described within the body of the paper.

Background

Moving to ICB-led commissioning marks a pivotal shift for the commissioning of
delegated specialised services toward greater integration, population health
management across whole pathways of care, improving the quality and experience of
services, tackling health inequalities and maximising value. This will support the
principles of aligning service delivery with local health needs while maintaining national
standards as determined by national service specifications.

1.1 This responsibility comes with the expectation that each ICB will embed
commissioning functions for specialised services within its wider corporate
infrastructure, ensuring accountability and continuity in specialised service provision.
ICBs are encouraged to view specialised service delegation not merely as a
functional shift of statutory duty, but as an opportunity to drive meaningful
outcomes across ICB populations, embedding the extension of commissioning
responsibilities as a part of the core ICB functional portfolio. The corporate
ownership is key to achieving the intended benefits of delegation, including enhanced
service quality, equity, and impact on health inequalities for the local population
aligned to ICB integrated care strategies and Joint Forward Plans and ensuring a
whole pathway approach to commissioning, from prevention and early intervention at
“place” to a holistic approach to acute commissioning and transformation with core
elective pathways.

1.2 NHS England (NHSE) will retain the commissioning of highly specialised services,
maintaining centres of excellence for low volume, high complexity specialist service
provision.

1.3 Several discussions have taken place at the ICB Board providing assurance pending
delegation of specialised commissioning ensuring clarity on rationale, population health
benefits, opportunities and risks as demonstrated via patient stories. Previous examples
on the work to commission end to end pathways have been shared e.g. renal prevention
and the upstream impact on renal dialysis, HIV opt-out testing and the work on the
sexual health strategy and community models for sickle cell disease transferring care
from the acute hospital into community and taking a wider multi-disciplinary team
approach.
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1.4

2.2

23

24

2.5

2.6

3.1

This paper is intended to therefore focus on the technical elements of the statutory
functional transfer of specialised commissioning and associated due diligence on the
basis that the population health benefits have been explored and discussed previously
using patient stories to bring the function to life.

The Operating model for specialised commissioning in London

A joint future operating model group comprising NHS England and ICB
representatives, has overseen development of a London wide operating model that
ensures delegation of specialised commissioning to ICBs continues to be supported by
expertise within the NHS London regional team, as far as possible.

The model respects NHS England’s nationally defined parameters to ensure statutory
compliance and assurance, a sustainable commissioning workforce and co-
determination of ‘once for London’ programmes, at multi or single ICB level to
maximise efficiency and effectiveness.

A co-designed single leadership model for London has further been developed. This
model introduces a unified lead director for the commissioning of retained specialised
services (on behalf of NHS London, Southeast and Southwest regions), and support to
ICBs with the commissioning of delegated specialised services. The new lead director
will report to the NHSE Regional Director of Commissioning and will oversee the
retained commissioning team working on behalf of NHS England regions alongside the
team that will support ICBs with the commissioning of delegated services. This team is
known as the Specialised Services Shared Commissioning Team (SSSCT). Both
teams will be co-located at NHS England London regional offices to enhance cohesion
and collaboration, ensuring streamlined support across retained and delegated
functions and fostering an integrated approach to specialised commissioning.

As part of enabling the future operating model for London, identification of a ‘host ICB’
is required to employ the SSSCT. The host ICB for London has been determined as
North Central London (NCL) ICB.

NCL ICB will therefore act on behalf of London ICBs and NHSE as the host employer
of the SSSCT staff. Responsibilities of host ICB include the management of pay,
human resources, recruitment and training. The SSSCT will work as an integrated,
virtual team, supporting ICBs and promoting transformative service delivery. This
model enables shared practices across contracting, finance, and quality.

Governance that ensures each ICB’s input into the SSSCT workplan and equal
distribution of resource and support will be via a Collaborative Oversight Group and
underpinned by the Collaboration Agreement and Host agreement (ref: 7.0).

As stipulated by NHS England, the SSSCT will transfer from NHSE to the host ICB
(NCL ICB) by 1 July 2025.

The Operating model for specialised commissioning in North East London ICB

Overarching responsibility for the commissioning of specialised services is with the
Director of Specialised Services and Cancer reporting to the Chief Medical Officer as a
point of escalation and for ensuring clinical oversight and through ICB level specialised
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3.2

3.3

3.4

3.5

3.6

4.0

41

4.2

commissioning governance and London wide specialised services governance, with
regards to the specific interface with the SSSCT described above.

Strategic, operational leadership, and coordination of specialised commissioning is the
responsibility of this role and therefore is the first port of call for internal or external
queries including those from members of the NHSE team (SSSCT) and providers;
queries will be directed as appropriate to functional expertise within the ICB, thus
embedding the knowledge required as per the commissioning cycle with individual
teams working together in a multi-disciplinary approach and within the core ICB
governance architecture e.g. contracts, finance, business intelligence (Bl), quality and
medicines management.

The model is based on a transition of leadership and direction of all functions related to
specialised commissioning to the core ICB teams with support and expertise of the
NHSE team. The model aims to build on existing relationships with NHSE colleagues,
particularly for finance, contracts, Bl, quality, medicines and mental health, where
existing joint forums have built relationships and expert points of contact within both
teams.

The model ensures resilience, building of knowledge of all teams regarding specialised
commissioning, but also generates a broader understanding amongst the ICB teams of
how specialised services are part of an extended patient pathway, commissioned as a
distinct set of services for the purposes of transformation, improvement, efficiency,
productivity, impacting on health inequalities within the north east London population.

Specialised commissioning governance is well established within the ICB, connecting to
the Population Health and Integration Committee of the ICB, and London governance
i.e. London Partnership Forum.

Clinical leadership, governance and organisational preparedness against core domains
have been assured by NHS England via a process of robust due diligence i.e. Pre-
Delegation Assessment Framework (PDAF), and more detailed and granular level of
organisational preparedness via the Safe Delegation Checklist (SDCL) at functional
level.

Multi-ICB Governance arrangements including mental health

Specialised services are different to other ICB commissioned services in that many or
most services operate across multiple ICBs, through multi-ICB clinical networks, some
of which span or cross regional boundaries. It is important that proposals by one ICB
do not materially impact on another ICB without formal consideration of, and
agreement to, the impact.

It is agreed that to exercise the delegated functions most efficiently and effectively;
some delegated services would be best commissioned on a multi-ICB footprint. The
Integrated Collaborative Commissioning Agreement (ICA), a requirement of the
delegation agreement, further details the pan-London arrangements regarding multi-
ICB decision-making.

The governance arrangements are designed to balance collaborative decision-making
with the sovereignty of each ICB; multi-ICB processes have been designed with other
regions (Southeast and East of England) and ICBs with significant specialised activity
flow into London.
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4.3

4.4

4.5

4.6

4.7

5.0

The North and South London Programme Boards, and the London Specialised
Services Partnership Board, include representatives from out of London ICBs, and will
support multi ICB working and decision making. These boards are not formal
committees of the board for any of the ICBs or NHS England, however, they have the
authority to make decisions through individual executives representing their
organisations (Chief Executive Officer and Chief Medical Officer for the ICB).

Across London, an established, integrated approach to commissioning mental health
services, including specialised services due for delegation, has been established via
the London Mental Health Board. London’s Integrated Care Boards (ICBs) will
continue commissioning through this established channel. Agreed mechanisms ensure
that the London Mental Health Board can provide relevant expertise to the specialised
commissioning governance structures that span multiple ICBs.

Consequently, the mental health Board will be positioned to offer provider and
commissioner perspectives aligned with London’s overarching mental health strategy
on a range of issues, including workforce, service configuration, policy implementation
(e.g., 28-day prison transfers), and commissioning models (e.g., provider
collaboratives). While advisory, the Board will not have decision-making authority on
these matters; decisions will remain with the respective ICBs or their multi-ICB
governance structures.

“The Management of Specialised Service Change Proposals Post Delegation and
Service Change Business Rules” (Standard Operating Procedure) is guidance that
sets out the process, roles, and responsibilities for ICBs taking forward service change
to balance the need to transform local services with ensuring the changes are safe and
sustainable across the wider geographical footprint appropriate to each service. This
guidance is further intended to ensure consistency of approach across the country,
particularly for service change across ICB and regional boundaries.

It should be noted that because the guidance/ Standard Operating Procedure sets out
a consistent approach across ICB and regional boundaries, the terms of these
Business Rules are mandatory. These Business Rules should be considered
alongside ICB statutory duties.

Examples of services to be delegated

The list of services to be delegated to ICBs are described within a document known as
the Service Portfolio Analysis or SPA list. The list of services is too extensive to
describe in detail, however services are collated under “Programmes of Care (POCs)’
as follows as an example (not exhaustive) but describes the breadth of specialist
provision in north east London for which NEL ICB will be the responsible commissioner
from April 25.

Chemotherapy and Radiotherapy Renal services
Specialised Cancer surgery HIV

including diagnostics Cardiothoracic services
Specialised blood disorders Specialised mental health

Specialised women’s services Haemoglobinopathies
Neurosciences

Major Trauma and Adult Critical
Care

94



5.1 Examples of Services to be retained

6.0

6.1

6.2

6.3

6.4

7.0

Adult ocular oncology

Soft Tissue sarcoma

Uterine transplantation

Spinal chord injuries in adults and

children

Severe intestinal failure
Pulmonary hypertension in
children

Risks of specialised commissioning delegation

High level risks have been described in the appendix below. Regarding financial risks,
the national policy direction to describe a clear glide path from the current proposal of
cost-based budget envelopes to true needs-based allocations is unclear.

At the time of drafting this paper the Operating Plan guidance had not been received.
NHSE confirmed that work continued to progress in parallel as part of the Indicative
Activity Plan production exercise to ensure opening ICB positions are break-even as a
minimum and to identify headroom for specialist recommendations.

The move from historical provider-based spending models to a population-based
methodology is a programme of work that will develop post delegation. It will require
careful planning and has short and medium-term risk attached as detailed in the
appendix below.

2025/26 allocations, which we expect to be c. 0.12% above target, making the
convergence risk negligible. Convergence in 2025/26 is likely to c.£0.2m on a budget
of £600m.

As detailed in the appendix, financial risks post delegation will be a continued area of
focus to address as a result of many factors, including, but not limited to population
growth, growth in acuity leading to a growth in costs, a move to a population based
methodology and continuation of investments where specific need has been identified
and or remains an area of ongoing development, e.g. renal services.

Key Delegation Documents
The joint ICB and NHSE working groups have co-produced several key documents
that support the delegation of the specialised services; these include:

o Delegation Agreement: A mandated document outlining legal requirements and
ICB Board approval to accept delegation.

e Collaboration Agreement 2025/26: A legally required framework detailing joint
decision-making across the five London ICBs and NHS England, specifying
service commissioning and financial structures. This is in final drafting and will
be ready for the ICB Executive signature before 1 April 2025.

e The Host ICB agreement and SSSCT operating model to describe the
multidisciplinary team that supports ICBs with their delegated responsibilities.
The document details the team's composition, roles, operational structure, and
financial agreements.
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8.0 Recommendations

In summary, ICBs have jointly worked with NHS England over the last two years from
2023-25 to jointly commission acute specialised services and understand the risks and
issues associated with delegation of specialised commissioning. The decision to move
from joint working with NHSE to formal delegation is a decision for each statutory ICB
Board. Given the NHS England Board’s decision and policy direction, ICB boards are
required to ratify the final decision to accept delegation through CEO signature of the
delegation agreement.

The ICB Board is therefore asked to:

1. Approve delegation of specified specialised services effective 1 April 2025 and
authorise the ICB Chief Executive to sign the Delegation Agreement with NHSE
before April 2025.

2. Note the Collaboration Agreement with all London ICBs and NHS England and
its underpinning Host ICB agreement, which will be ready for review and Executive
signature before delegation.
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NHS

North East London

Appendix 1 - Risks of specialised Commissioning delegation Integrated Care Board

Risk Title Likelihood Potential Review

Risk Description Impact Mitigation Actions

Financial risk
of transition to
population
health
budgets from
historical
provider
allocations

Once for
London Vs
local clinical
priorities

Moving from historical
provider-based

spending models to

population health
budgets may

destabilise
commissioners &

providers. This could
lead to misaligned
budgets, financial

pressures on providers,

& inefficiencies,
impacting specialised

service delivery.

Delegation may result
in conflicts between a
unified London-wide

strategy (Once for
London or Multi-ICB) &

individual ICS clinical
priorities. This could
lead to fragmented

decision-making,

inequities in service

delivery, inefficiencies,
& challenges in meeting

both regional & local
needs.

Medium

Medium

Consequences

Budget overspends
or underspends due
to misallocation.
Financial instability
for providers service
disruption.

Inequities in funding,
exacerbating health
disparities.

Reduced investment
in prevention and
early intervention.

Variability in patient
outcomes & access
across boroughs.

. Agreed Multi ICB decision

‘ Owner

Commitment to all ICBs CFO

starting delegation 25/26 with
a break-even position

Future forecasting based on
population-based budgets
linked to transformation &
efficiency schemes

End to end pathway
transformation and
investment in longer term
prevention.

Clear articulation of inherited
clinical risks in the Legacy
Risk Log

Director of Spec

making framework Com/Cancer

developed to balance
regional & local priorities
against ICB population focus
& sovereignty of decision
making.

Outcome of the London wide
legacy risk log process
identified 12 areas of pan
London work

ICB level priorities for spec
com services established &
refresh due for 25/26

. A London wide planning

group established to ensure

Frequency
At point of
annual
planning
round

By virtue of
internal
audit
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Unfunded
growth for
specialised
services
presenting
immediate
clinical &
financial risks

Population growth &
local demography drive
unfunded growth in
specialised services —
ref BAF risk for renal
dialysis

Unclear route to
funding agreed
commitments to
increase renal
capacity, leading to
increased waiting
lists for dialysis &
safety risks of over
occupancy

N —

oversight of collective
priorities

Support of a Bl function
within the SSSCT docked
into ICB MDT teams for a
data driven approach to
prioritisation & planning
Appoint a regional oversight
group to resolve conflicts.

On BAF CEO/CFO/Director Monthly via
Escalated to London Joint of Spec Com steering
Committee & London group &
Regional Executive corporate
Focus group established governance

Planning forums established
to consider financial planning
in the broader sense
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Contact for further information

Lee Walker, Head of Strategic Planning and Impact,
lee.walker4@nhs.net

Executive summary

Brief summary of the key points/messages in the report:

The North East London Anti-Racist Strategy has been
developed with partner organisations with the aim to
be a collective framework for a systemwide approach
to becoming an anti-racist system.
This systemwide strategy aims to augment but not
replace any existing anti-racism strategies or plans
within north east London partners. This strategy
focusses specifically on areas that were considered to
be systemwide anti-racism priorities.
This strategy was developed with a steering group
composed of representatives from across the
partnership and feedback was sought from all
collaboratives and place partnerships.
The anti-racist collective framework covers five broad
areas for action across north east London:

o Leadership and workforce
Resources and enablers
Engagement and feedback
Accountability and metrics
Celebrating and evidencing success

O O O O

Action / recommendation

The Board is asked to:

Approve the North East London Anti-Racist Strategy
noting that this will commit partner organisation to
work towards the delivery of a collective anti-racist
framework.

Previous reporting

Place Based Partnership Directors Group, 03/10/2024
Black History Month ICB staff engagement session,
15/10/2024

Engagement session with voluntary sector
organisations, 17/10/2014

Newham Health and Care Partnership Board,
01/11/2024
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e Health Equity Academy Event ‘Collaborating for
Health Equity in North East London’, Tower Hamlets
Town Hall, 05/11/2024

e Barking and Dagenham Committees in Common,
05/11/2024

¢ Acute Provider Collaborative - Executive Meeting,
11/11/2024

e Havering Place Based Partnership Board, 13/11/2024

e City and Hackney Health and Care Board Sub-
Committee, 13/11/2024

e Waltham Forest Place Based Partnership Board,
18/11/2024

o Community Health Collaborative Sub-committee,
18/11/2024

e Primary Care Collaborative Sub-committee,
20/11/2024

o Redbridge Place Based Partnership Board,
20/11/2024

¢ Voluntary, Community and Social Enterprise
Collaborative, 26/11/2024

e Population Health and Integration Committee,
04/12/2024

¢ Tower Hamlets Together Board, 05/12/2024

e Chief People Officer's Network, 05/12/2024

e |CB Executive Committee, 09/01/2025

e |CP Committee, 09/01/2025

e Clinical Advisory Group, 15/01/2025

Meetings of the Anti-Racist Strategy Steering Group have
been happening frequently during the development and
engagement of the strategy, and there have been several
progress reviews by the ICB’s executive management team.

Next steps/ onward reporting

No further approval or endorsement will be sought after
approval from the Board.

Conflicts of interest

No conflicts of interest have been identified.

Strategic fit

The ICS aims this report aligns with are:

e To improve outcomes in population health and
healthcare

o To tackle inequalities in outcomes, experience and
access

e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

The North East London Anti-Racist Strategy is intended to be
a document that will signal a greater openness and
willingness of partner organisations to be held accountable
for delivery of anti-racism related actions.
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Within the first year local people will be able to read this
strategy, which will be published on the ICB’s website, and it
is the intention that local people will be able to engage with
the systemwide annual anti-racist summit, which is where the
anti-racist self-assessments will be shared, and this will allow
local people to develop a detailed understanding of how
partner organisation see themselves and how they intend to
progress along the journey towards becoming anti-racist.

Over time local people will see more engagement happening
where people are asked about their lived experience of
racism which will be combined with race related data to drive
service planning, with health and care services starting to be
reconfigured to ensure that the access and outcomes are
improving for all ethnicity groups, and there will be more
visibly balanced representation from global majority people at
director level and senior management within partner
organisations.

It is hoped that by improving recognition, understanding and
openly talking about the health inequalities related to
structural racism it will allows us all to change health and care
service delivery which allows for levelling up for the ethnic
groups that have currently have the poorest outcomes.

Has an Equalities Impact
Assessment been carried out?

The anti-racist strategy sought to identify patient, resident and
staff groups that are disadvantaged because of race at the
present time, reduce that disadvantage at the system wide
level by establishing the anti-racist outcomes that the system
should be working toward, but then it allows each partner
organisation to determine how best to achieve those
outcomes.

The approach taken to deliver equity will vary across north
east London however the overall effect of this strategy on
protected characteristic groups should either be positive (race
in particular) or there should be no unintended adverse
outcome.

An Equalities Impact Assessment has been completed.

Impact on finance, performance
and quality

This strategy will result in a direct financial impact from
developing and then delivering anti-racist training for staff and
costs that will arise from organising an annual anti-racism
summit. These costs are being quantified, and any
expenditure would be subject to finance recovery plan
controls.

The indirect financial consequences of this strategy are
potentially going to arise from any changes to recruitment
practices, equality impact assessments, encouraging more
engagement with residents with experience of racism, as well
as being more open, honest and transparent about how we
are trying to be more anti-racist.
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There are no additional capitals costs anticipated to arise
from this strategy.

While the North East London Anti-Racist Strategy is not
primarily intended to improve performance or quality, if we
are successful in tackling structural racism which allows us to
change health and care service delivery that improves
outcomes for the ethnic groups that have currently have the
poorest outcomes then this will be a secondary performance
and quality positive impact. However, at this time we are
unable to be specific about where that impact will be seen or
by when.

Risks

ICBs have a statutory duty to tackle health inequalities and
over half of north east London’s population are from black,
Asian and minority ethnic backgrounds. There is a risk that
failing to address race as a driver of inequality will leave the
majority of our population at risk of poorer outcomes which
could lead to worsening health inequalities for some ethnic
groups.

As this strategy moves from development to implementation
there is a risk that action is not taken promptly to start
changing behaviours, culture and practice and/ or insufficient
resources are not allocated to implementing this strategy and
this leads to momentum being lost.

—_ -
-

1.2.

1.3.

1.4.

2.1.

2.2.

Purpose of the report

In autumn 2023 NHS North East London convened a system workshop to build on
the anti-racist work that already takes place in some of our organisations and
partnerships to co-create a joined up, overarching strategy.

Strategic development work commenced later in 2024 where a systemwide anti-
racism steering group was created to lead ongoing development work of an Anti-
Racist Strategy in a way that provided continuity with the previous workshop.

The NHS North East London Anti-Racist Strategy presented today is the conclusion
of this phase of the work. Please see attachment 1 for the full strategy.

The Board is being asked to give approval for the strategy to be adopted
systemwide and committing the ICB and partner organisations to work towards the
delivery of the collective anti-racist framework.

Approach and development principles

A steering group was established to develop the strategy, oversee the engagement
with system partners and build on the best practice already established within north-
east London.

The group was chaired by the ICB Chief Nursing Officer (CNO) and the
membership of the group was majority system partners and not ICB staff. The
group had representation from across Place, local authority, provider organisations,
the Voluntary, Community and Social Enterprise (VCSE) collaborative and
Healthwatch branches. Several Chief People Officers were copied into the meeting
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papers to keep them informed. The group continued to meet regularly from late
August through to December 2024.

systemwide anti-racism strategy was to create a document that:

The steering group decided that the right way to approach the creation of a

Brought together all partners around a set of system wide aims that were

the highest priorities for a system concerned with addressing racism and
its impact, across the whole of north east London.

build on the work already happening across system.

Did not replace any single-agency initiative, strategy or plan but aimed to

Did not seek to create unnecessary additional bureaucratic burden.
Was clear on the meaningful and impactful changes required for the whole

system but allowed flexibility for system partner organisations to make
decisions about how changes would be implemented within their

It was decided that the system wide engagement on this strategy needed to be

broad and allow people to express their opinions on the developing draft document
and this led to every collaborative and place based partnership being asked to
make comments on the draft document, as well as there being informal
engagement. The full list of committees asked to comment on the draft document is

The development of the strategy built on the five core pillars established at the

systemwide workshops which during the development stage evolved into five
collective areas of focus for Integrated Care System (ICS) partners to concentrate

2.3.

2.3.1.

2.3.2.

2.3.3.

2.3.4.

organisations.

24,

shown above.
3.0 Anti-racist strategy framework
3.1.

their anti-racist initiatives.
3.2.

The focus areas are intended to clearly convey what the system considers to be the

highest priorities at the same time as providing some direction on how we, as a
system, will deliver anti-racist ambitions.

Leadership and
workforce

Engagement and Accountability Celebrating and
Resources and enablers 3 N 3
Feedback and metrics evidencing success

All staff understand the
responsibility to be anti-racist
and all system leaders hold
themselves to account for
delivering anti-racism.

Our system and organisations will ensure
anti-racism is embedded in all we do.

Our anti-racist work will be informed by
and be for the benefit of our communities.

Anti-racist actions are
informed by the evidence

We will do this by:

« Developing anti-racist
training for all partners
across the system that
enables the challenging of
racism without hostility

« Enabling inclusive
recruitment, progression
and succession planning
practices

« Ensure we are
representative of our
community at all levels
within our organisations

We will know we are
progressing by:

An increase in global majority

representation at Director and

Senior level positions across
our organisations.

We will do this by:

+ Ensuring our strategic commissioning
strategy prioritises anti-racistaction

« Supporting our collaboratives and places to
do the same through our health inequality
fund and Health Equity Academy

« Improving and adopting robust equality
impact assessments and recording the
resulting action

+ Employing staff who have specific expertise
in tackling racial and ethnic inequalities

+ Working with partners who share our
commitment

« By prioritising the collecting data and insight
to inform plans and understand progress

We will know we are progressing by:

Identifying our measurable anti-racism

outcomes for action at all levels of our system
and allocating sufficient resource to anti-
racism initiatives.

We will do this by:

+ Ensure that our residents with lived
experience of racism meaningfully
participate in commissioning,
contract delivery, improvement and
evaluation decisions

* Improving the mechanism we use
as a system for global majority
participation and leadership
through our refreshed ‘working with
people and participation strategy

+ Using data and insight to identify
and purposely working with global
majority or ethnically diverse
communities who are not engaging
with us

We will do this by:

+ Being equally open about
where this has not gone
well so that we canlearn
together

« Correlate race and ethnicity
data with NEL resident
success measures

« Earning the trust of our staff
and our communities by
openly feeding back on
how their input has
informed our decisions,
priorities, policies and
strategies through a ‘you
said, TOGETHER, we did’
approach.

Ensure we are held accountable,
remain focused on anti-racism,
recognise our progress, and ensure we
learn and continually improve.

We will do this by:

+ Work with partners and global
majority communities to conduct
an annual anti-racist self-
assessment of our system

« Share best practice across our
partners which have helped to
reduce inequalities, improve
access experience and outcomes,
and improve value

+ Be honest about our progress and
where we need to focus our efforts

We will know we are progressing by:

Establishing a baseline for race and ethnicity engagement with our
communities and improve engagement through a learning action network
approach; aligned to the Working with People & Communities Strategy.

We will know we are progressing
by:

Adopting best practice and
delivering on our strategy to reduce
inequalities.
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3.3.

41.

4.2.

4.3.

4.4.

5.2.

5.3.

The framework is not intended to be an exhaustive list of every anti-racist behaviour
or cultural change that we need to make, and it is intended to give partner
organisations flexibility to modify their approach within the framework.

System and organisational self-assessment

Within the strategy we propose a self-assessment exercise be undertaken by
partner organisations to determine our current statuses across the ICS, and this can
be used to inform the necessary actions needed to deliver on our anti racism
framework.

The self-assessment exercise uses the London Anti-Racism Collaboration for
Health (LARCH) Race Equity Maturity Index (REMI).

The REMI is a six-tier maturity index which has been developed specially for health
and care organisations in London to use and it felt appropriate to incorporate this
tool into the strategy.

In line with the principle of not creating more bureaucratic burden it will not be a
mandatory requirement to complete the self-assessment however it would be
encouraged because if all system partner organisation can complete the self-
assessment soon after the finalisation of this strategy it will be used to provide a
baseline of the overall system position against the race equity maturity index.

Conclusion

The population of north east London is hugely diverse by ethnicity, country of birth
and language, as is our workforce. More than half (53%) of north east London’s
population is made up of people of the global majority (all ethnic groups except
while British and other white groups), compared with 18% across England overall.

The available data shows that life and health outcomes for north east London
residents varies by ethnic group. We can also see that our workforces do not have
the same ethnic balance when we compare junior post to senior posts. These data
indicate that structural racism is a factor in north east London.

This strategy has been developed through broad systemwide engagement and
where support was expressed for adopting a strategic approach to tackling racism.
Adopting a systemwide anti-racist strategy will be a clear statement of intent and an
important step towards becoming and anti-racist system.

Attachments
Attachment 1 — Anti-racist strategy
Attachment 2 — Anti racist strategy appendices

Date of Report
Thursday 19 December 2024.
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North East London: our anti-racist vision

North east London is a diverse and aspirant population, with most of the population (53%) made up of people from
the global majority (all ethnic groups except while British and other white groups). This diversity is also represented
within our staff as 55% of staff across healthcare organisations come from the global majority.

Tackling health inequalities is a priority for the north east London Integrated Care System (ICS) and was identified
as a key cross-cutting theme in our first Integrated Care Partnership (ICP) Strategy.

Racism continues to be a significant issue that deeply impacts the health and well-being of our diverse
communities. The inequalities experienced by individuals who face racism is unacceptable and must be
addressed by the ICP.

Our mission
To ensure that north east London ICS is an actively anti-racist, equitable and positive place to live and work in.

Our vision

Working together with and for our communities and our staff, we will identify and address areas across north
east London which may contribute to the continued systemic racism and health inequalities that adversely
affects our residents. We will work in partnership to deliver this strategy with targeted action and work towards
embedding this approach across all we do as health and social care.

This strategy is a collective framework for a systemwide approach intended to address racial inequalities within
our services and our partner organisations. We will use the framework to augment anti-racism work already
happening across the ICP and by adopting a set of collective system outcomes it will help coordinate the way that
we are trying to address racism and its impact across north east London.

This strategy will not replace any single-agency initiative but aims to build upon the ongoing work within north
east London, and across London, to help guide local action. It will also look to build on the announcement of the
proposed introduction of an Equality (Race and Disability) Bill within the Kings Speech in February 2024.

Definition

The NHS defines anti-racism as taking intentional
actions to address and eliminate racism, recognising
that simply being non-racist is insufficient. Anti-
racism within the NHS involves acknowledging the
existence of racism and its impact on both patients
and staff, particularly those from racially minoritised
communities.

Key aspects of NHS anti-racism initiatives include:

1.Tackling Structural Racism: Implementing
frameworks to identify and challenge systemic

discrimination

2. Inclusive Leadership: Promoting diversity and
training leaders to foster inclusivity and address
inequalities effectively

3. Understanding Lived Experiences: Actively
listening to and learning from the experiences of
those affected by racism

4. Action and Accountability: Taking measurable
steps to reduce disparities in outcomes and regularly
reviewing progress toward becoming anti-racist
organisations



https://www.transformationpartners.nhs.uk/londonpartnership/london-health-and-care-partnership-anti-racism-hub/

The impacts of racism

Through this strategy we have acknowledged the need to tackle all forms of discrimination and inequalities and addressing systemic racism is a critical priority for the
organisations of the North East London Health and Care Partnership.

To be anti-racist is to actively work to change racist structures and systems (Kendi 2019)

We must proactively address these inequalities, or we risk even deeper disparities and worse outcomes. We know that improvements in outcomes for those with the
greatest inequalities will lead to better outcomes for our global majority and ethnically diverse communities, reduced pressures for the system and therefore better
services for the wider population.

In order to address persistent racialised health inequalities, it is imperative to embed anti-racist ways of working within our work as an ICS, to create equity for both our
workforce and our local people. Anti-racist work should become an integral service improvement tool aimed at reducing racial inequalities and this will move us towards
equity in access, experience and outcomes.

This is evident within the health access, experience and outcomes of our residents, the progression of staff within our NHS organisations and the intersectionality
between race, deprivation and outcomes within north east London.

Being anti-racist is about more than not being racist; changing our approach requires us to fundamentally understand that racism creates and multiplies inequalities, and
then embed anti-racist working so that we can proactively tackle the systemic and cultural issues.

We have accepted the uncomfortable truth about the existence of racism in our organisations, and our services, and we critically reflect on the ways of working which
have engrained systemic racism that perpetuate racial inequalities within our population. We accept that:

Racism exists

Racism is a structural and systemic problem

Racism impacts individuals’ life outcomes

We also need to acknowledge that no one group, regardless of racial ethnicity, can claim to be completely anti-racist and accept that we need to be honest and
transparent of the fact that we all have work to address the effects of racism within our system and population to become anti-racist.



Our partnership approach

We are a broad partnership, brought together by a single purpose: to improve
health and wellbeing outcomes and equity for the people of north east London.

We are all part of the system and we all have an impact on the people of north
east London. Tackling racism leads to better quality of services, improved
outcomes, addresses inequalities and provides value for money.

We have taken a collective approach to development of this strategy and forming
of the content. We believe that we are more likely to be successful if we adopt a
collective approach to addressing systemic causes and effects of racism on our
staff and communities.

Where relevant anti-racism benchmarks, data, and resources exist our system
will commit to use them alongside this strategy.

By drawing upon the evidence, we know outcomes in areas such as Maternity
and long term conditions is worse for the global majority. All system partners
have a role to lead in the progression of being anti racist, with the ICB as
convenor to oversee and assure how we deliver on this commitment.

This strategy contributes and builds upon the work towards an anti-racist
approach across London as outlined within the London People’s Board anti-
racist statement. It aims to provide coordination and leadership for the efforts to
tackle racism across north east London.

The North East London Integrated Care System °
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Working with and for the people of North East London

The ICS is the combined Integrated Care Board and Integrated Care Partnership. Working through their ICB and ICP, ICSs have four key aims:

* improving outcomes in population health and health care
+ tackling inequalities in outcomes, experience and access

» enhancing productivity and value for money
* helping the NHS to support broader social and economic development.

These aims cannot be achieved without tackling structural Racism



https://northeastlondon.icb.nhs.uk/about-us/about-nel-hcp/our-partners-and-collaboratives/
https://www.england.nhs.uk/london/our-work/london-people-board/
https://www.england.nhs.uk/london/our-work/london-people-board/
https://www.england.nhs.uk/publication/integrating-care-next-steps-to-building-strong-and-effective-integrated-care-systems-across-england/

Being anti racist means taking action

In order to drive impactful change and to address systemic racism across our services and across the system, we will utilise the Race Equity Maturity Index (REMI) that
has been developed by the London Anti-Racism Collaboration for Health (LARCH)*. The REMI is a pioneering self-assessment tool intended to be used by healthcare
organisations who are motivated to operate in an anti-racist way and are willing to track and measure their path to achieving race equity by defining 6 benchmarked
standards for organisations trying to tackle racial inequalities.

The REMI draws together multiple aspects of organisational anti-racist practice and aids organisations in understanding the problem of assessing their overall level of
race equity. The REMI is intended to provide a basis for anti-racist strategising across an organisation.

Partners across the system (including Healthwatch, Voluntary and Faith organisations) can use this
self-assessment tool. It will be an iterative process that we can use to work
towards a collective understanding of our position and signals our aspiration
to become a system that is serious about addressing
racial inequalities.

Championing
Creating

Championing is an outward-
facing stage where the
organisation proactively tackles
inequity within the wider
community and also seeks to
support other organisations who
are perhaps at an earlier stage
of the anti-racism journey. An
organisation can do this through
forming partnerships with other
organisations to provide
mentorship or training in anti-
racism, or to support them in

At the stage of creating,
the organisation has the
knowledge, experience
and confidence to create
or adapt innovative tools
that address the
challenges of race equity
faced by the organisation.
The organisation uses
current data to either
create these tools from
scratch or adapt existing

Showing

commitment At this stage, race equity

is now embedded in the
procedures and decision-
making processes of the
organisation, it is not an
afterthought.

Being aware

At this stage the
‘ ) organisation begins to
At this stage the implement the race

organisation is . equity strategy using it to
demonstrating commitment guide the policies and

by conducting more
practical preparation work;
putting in place the
structures needed to

At this stage the organisation
builds an understanding of the
key concepts and realities
related to anti-racism and
ensures that some of the basic

processes that shape
everyday operations.
Alongside this, the
strategy is a reality for

elements, such as the necessary
personnel, are in place. This is
in many respects the most
important stage of the process in
which the organisation builds the
foundation for the remainder of
the journey.

operate in an anti-racist
way.

leadership and staff who
understand their role in
implementing the
strategy.

tools to its specific
purposes.

their REMI journey by carrying
out peer evaluations. This is not
the final part of the journey;
organisations are encouraged to
continually review the REMI
stages, to ensure that race
equity is a sustainable and
integrated aspect of
organisational operations.

*The Race Equity Maturity Index, London Anti-Racism Collaboration for Health, November 2024

(https://anti-racism.london/index.php/race-equit


https://anti-racism.london/index.php/race-equity-maturity-index/

Our anti

Leadership and
workforce

All staff understand the
responsibility to be anti-racist
and all system leaders hold
themselves to account for
delivering anti-racism.

Resources and enablers

Our system and organisations will ensure
anti-racism is embedded in all we do.

racist framework

Engagement and
Feedback

Our anti-racist work will be informed by

and be for the benefit of our communities.

Accountability
and metrics

Anti-racist actions are

informed by the evidence

We will do this by:

» Developing anti-racist
training for all partners
across the system that
enables the challenging of
racism without hostility

Enabling inclusive
recruitment, progression
and succession planning
practices

Ensure we are
representative of our
community at all levels
within our organisations

We will know we are
progressing by:

An increase in global majority
representation at Director and

Senior level positions across
our organisations.

We will do this by:

* Ensuring our strategic commissioning
strategy prioritises anti-racist action

» Supporting our collaboratives and places to
do the same through our health inequality
fund and Health Equity Academy

 Improving and adopting robust equality
impact assessments and recording the
resulting action

» Employing staff who have specific expertise
in tackling racial and ethnic inequalities

» Working with partners who share our
commitment

* By prioritising the collecting data and insight
to inform plans and understand progress

We will know we are progressing by:

Identifying our measurable anti-racism
outcomes for action at all levels of our system
and allocating sufficient resource to anti-
racism initiatives.

We will do this by:

» Ensure that our residents with lived
experience of racism meaningfully
participate in commissioning,
contract delivery, improvement and
evaluation decisions

* Improving the mechanism we use
as a system for global majority
participation and leadership
through our refreshed ‘working with
people and participation strategy

» Using data and insight to identify
and purposely working with global
majority or ethnically diverse
communities who are not engaging
with us

We will do this by:

Being equally open about
where this has not gone
well so that we can learn
together

Correlate race and ethnicity
data with NEL resident
success measures

Earning the trust of our staff
and our communities by
openly feeding back on

how their input has
informed our decisions,
priorities, policies and
strategies through a ‘you
said, TOGETHER, we did’
approach.

Celebrating and
evidencing success

Ensure we are held accountable,
remain focused on anti-racism,
recognise our progress, and ensure we
learn and continually improve.

We will do this by:

» Work with partners and global
majority communities to conduct
an annual anti-racist self-
assessment of our system

* Share best practice across our
partners which have helped to
reduce inequalities, improve
access experience and outcomes,
and improve value

* Be honest about our progress and
where we need to focus our efforts

We will know we are progressing by:

Establishing a baseline for race and ethnicity engagement with our
communities and improve engagement through a learning action network
approach; aligned to the Working with People & Communities Strategy.

We will know we are progressing
by:

Adopting best practice and
delivering on our strategy to reduce
inequalities.



Our journey towards anti-racism

We commit to delivering reductions in inequalities, especially where these are driven by structural racism and
bias and building the trust of our communities that we will collectively deliver the change we desire.

Understanding which parts of our system are structured to advantage some communities and disadvantage
others will enable us to put in place actions and a culture that mitigates the drivers of these inequalities.

By listening, learning and responding to the lived experiences within our ethnically diverse communities we can address
the issues which are felt most acutely by our population and staff.

Listening and responding

We must be open and consistent with how we communicate these changes to our communities and staff so that they
can hold us as a system to account to the aims of our anti-racism strategy.

As a system we work together to address both the causes and effects of inequalities within our communities and staff, working
collectively to target those interventions at the areas where we have the highest degree of inequalities. Strategic focus
and commitment

Initiatives need to be delivered as part of wider anti-racist approach, recognising the intersectionality with other factors, such as
deprivation or immigration status etc, with all we do being seen through an anti-racist lens with the goal of reducing racial inequalities.

Racism saps the power of the whole community and has a cost to the whole population. We must recognise the harmful effects and trauma that

our communities and staff experience because of racism within our organisations and services and work to mitigate them. Accountability
and outcomes
We need to deliver on our mission to ensure that north east London ICS is an actively anti-racist, equitable and positive place to live and work in. focused

We need to gain the trust of our staff and communities and ensure they have the confidence that we will make improvements in their access,
experience and outcomes and that we will hold each other to account to deliver change.



Summary and next steps

Addressing the systemic causes and presentations of racism across our system, throughout our workforce, working practices and through the inequalities in outcomes,
is a strategic imperative and needs clear commitment from organisations across north east London.

It is the intention of this strategy to support the system and its partners to assess their current state and provide an outcomes framework to align activities across the
system against key areas of focus that will drive the biggest changes for our staff and our diverse communities.

This strategy provides a collective framework to support the move towards becoming an anti-racist system. Adopting a system wide approach looks to encompass and
support the work that is already being done within health and care organisations and across our ICP. We acknowledge that before this strategy existed individual
organisations had anti-racism policies and strategies in place and had piloted national initiatives such as Patient and Carer Race Equality Framework (PCREF).

Our system goal is to build on our work to date and move the whole system towards addressing racial inequities and championing equity.

We want to be a system in which our staff and communities are not disadvantaged because of their race, and consider north east London ICS to be an anti-racist
system that is an equitable and positive place to live and work in.

As a system we commit to the pillars in this strategy, and we will hold ourselves accountable for delivering
the outcomes set out in the framework.

We will do this by:

» Asking each partner organisation to complete an annual REMI self-assessment to identify which areas
require further work and adjust their organisational approach to becoming anti-racist

» Ensure our staff and communities are engaged to help shape and drive the changes we make

» Share learning and best practice on addressing racism and reducing inequalities at an annual NEL anti-
racism summit, the first to be held in the autumn 2025

+ Take an annual system report to the integrated care board and the integrated care partnership outlining
progress to date, describing our successes and the areas where further progress is needed
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Appendix 1 — Key health inequalities in NEL

Higher risk of COVID 19 hospitalisation and Over 2X the rate of severe Highest rate of chronic
death mental illness (SMI) kidney disease in NEL

Compared to people of White ethnicity, people of Black . . Black Caribbean patients have the
Black Caribbean patients have 1 .

ethnicity were at higher risk of COVID-19-associated highest rate of CKD in NEL (75 per
over double the rate of severe . )

hospitalisation, while people of Asian ethnicity were at 1,000), almost 1.7 times higher than
mental illness than our white and

higher risk of ICU admission and COVID-19 associated white British patients.
death.

Asian population

Diabetes is 4X more

\accination > More likely to have common
unplanned C-sections
There continues to be large disparity in the uptake of flu Black and Asian women are more Diabetes is 4 times as common in
and covid-19 vaccines by ethnicity. The uptake of ,J sk e an wplemnes Geasion ‘ Bangladeshi people than in white British

COVID-19 booster for White British is at 77% whilst INSULIN people.

— Black and White Other uptake is below 50%.

compared with White women

/
(@

> [Sm—) |
=1

: : 2Xthe preval f
Higher rates of DNA (did Higher waiting times coronearroy heaitng?sgase
not attend) (CHD)

Across NEL, patients of Asian ethnicities
Those of black and mixed ethnicity DNA

wait longer than anyone else for Our Pakistani and Bangladeshi
= outpatient appointments at higher
5 5 (12%) rates than those of white

diagnostics with a 30 days median wait populations have over double the

compared to 29 days for black people and prevalence of CHD compared to any

ethnicity (8%) 25 days for white people other ethnic group.

* Health inequalities found in a range of recent ICB reports across health domains in 2023




Appendix 2 — NEL population demographics

Barking & City & Havering Newham Redbridge Tower Waltham North East England
Dagenham Hackney Hamlets Forest London

Asian

Bangladeshi 22,393 10% 6,841 3% 4,774 2% 55,677 16% 31,895 10% 107,333 35% 5,166 2% 228,918 13% 644,900 1%

Indian 11,503 5% 9,153 3% 11,292 4% 38,642 11% 51,183 16% 10,135 3% 9,134 3% 131,913 8% 1,864,304 3%

Pakistani 15,799 7% 2,494 1% 5,683 2% 31,216 9% 44,000 14% 3,341 1% 28,740 10% 102,538 6% 1,587,822 3%

Other Asian 6,888 3% 9,842 4% 6,401 2% 22,652 6% 19,755 6% 17,047 5% 12,505 4% 82,500 5% 1,418,429 2%
Total: Asian 56,583 26% 28,330 11% 28,150 11% 148,187 42% 146,833 47% 137,856 44% 55,545 20% 545,944 32% 5,515,455 9%
White 5

White British 67,550 31% 91,576 34% 174,232 66% 51,819 15% 71,844 23% 71,177 23% 94,766 34% 528,203 31% 44,355,044 74%

Other white 30,725 14% 52,088 19% 23,082 9% 56,128 16% 36,130 12% 51,089 16% 52,258 19% 249,247 14% 4,344,187 7%
Total: White 98,275 45% 143,664 54% 197,314 75% 107,947 31% 107,974 35% 122,266 39% 147,024 53% 777,445 45% 48,699,231 82%
Black 5

African 35,101 16% 29,631 11% 14,138 5% 40,874 12% 14,573 5% 15,373 5% 18,759 7% 149,695 9% 1,488,387 2%

Caribbean 5,824 3% 17,957 7% 4,832 2% 13,586 4% 8,452 3% 4930 2% 17,587 6% 55,586 3% 623,115 1%

Other black 5,882 3% 7,289 3% 2,597 1% 6,842 2% 3,071 1% 2,390 1% 5301 2% 28,076 2% 297,781 0%
Total: Black 46,807 21% 54,877 20% 21,567 8% 61,302 17% 26,096 8% 22,693 7% 41,647 15% 233,347 14% 2,409,283 4%
Mixed 5

White and Asian 1,550 1% 3,870 1% 2,344 1% 3,324 1% 3,577 1% 4,374 1% 3,875 1% 19,044 1% 488,228 1%

White and black 5,350 2% 7,586 3% 4,759 2% 7,570 2% 4,871 2% 5829 2% 7,912 3% 35,970 2% 762,633 1%

Other mixed 2,420 1% 6,501 2% 2,644 1% 5,525 2% 4,288 1% 5206 2% 6,196 2% 26,589 2% 467,116 1%
Total: Mixed 9,320 4% 17,957 7% 9,747 4% 16,419 5% 12,736 4% 15,409 5% 17,983 6% 81,593 5% 1,717,977 3%
Other 5

Other ethnic group 7,886 4% 22,903 9% 5274 2% 17,175 5% 16,622 5% 12,082 4% 16,229 6% 81,947 5% 1,255,632 2%
Total: Other ethnicgroup 7,886 4% 22,903 9% 5274 2% 17,175 5% 16,622 5% 12,082 4% 16,229 6% 81,947 5% 1,255,632 2%

Total: population 5,8 oy 267,731 262,052 351,030 310,261 310,306 278,428 1,720,276 59,597,578

(Of known ethnic group)

Ethnic category definitions used by ONS/census:

e Other white includes Irish, Gypsy or Irish traveller, Roma and other white groups e.g. European and many American groups
¢ Other Asian includes Chinese and other Asian  Other ethnic group includes Arab

Population by ethnic group and place, North East London; counts and proportion, Source: 2021 Census — Usual residents (data updated 28 March 2023)




Appendix 3 — NEL ICS workforce data

ESR Secondary Care Equality, Diversity and Inclusion Profile Detail - Ethnicity Group England ESR Secondary Care
Ethnicity Group Split - September 2024 Latest Age Bands Breakdown Percentage Split, by Ethnicity Group, by Year (for corresponding month of latest data). Dotted Line data is drawn from the
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Appendix 4 - Suggestions for delivering our anti racist
framework outcomes

Leadership
and workforce

Resources and
enablers

Engagement
and feedback

Accountability
and metrics

Celebrating
and evidencing
success

» Support all staff to have compassionate curiosity about our diverse communities regardless of faith, sex, gender or ethnicity and work to maintain this
* Review ethnic representation statistics of staff at all levels and devise a plan to address underrepresentation, considering recruitment strategies, training and develop opportunities.

* Review recruitment statistics to uncover any disparities in staff hiring patterns and devise or adopt recruitment strategies that are fair and inclusive

» Support all staff to have compassionate curiosity about our diverse communities regardless of faith, sex, gender or ethnicity and work to maintain this
» Review ethnic representation statistics of staff at all levels and devise a plan to address underrepresentation, considering recruitment strategies, training and develop opportunities.

* Review recruitment statistics to uncover any disparities in staff hiring patterns and devise or adopt recruitment strategies that are fair and inclusive

» Adopt or formulate an anti-racism statement with input from multiple stakeholders from minoritised ethnic communities
* Any race equity strategy should be co-produced in partnership with internal and external stakeholders from minoritised communities

» Ensure that the voices of people of black Asian and minoritised ethnic communities are meaningfully represented in the production and review of policies and in key decision-
making processes

« Communicate race equity goals and objectives to leadership and staff
» Periodically collect or acquire and examine demographic data of the protected characteristics of the service area population

* Programmes, tools and initiatives should be evidence-based in that they should respond to current data about the organisation and/or the characteristics and needs of the service
are population

« Establish recruitment diversity targets and measure progress against these targets. The development of organisational initiatives will be specific to our
system partner needs.

» Schedule and conduct annual reviews of the organisation’s race maturity level using the REMI The initiatives listed are taken from the LARCH REMI and are for
guidance notes on areas which could be used to deliver on the

+ Partner with another health or care organisation or group within the service area to enhance race equity NEL anti-racism framework.
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Executive summary

The paper outlines progress to date and presents the updated
Board Assurance Framework (BAF) which captures the highest
risks to meeting the integrated care system (ICS) aims, our
purpose and four priorities.

The BAF has been refined and updated following review of the
Chief Officer portfolio risk registers. This update also includes the
detailed templates for the BAF risks.

The current key risks on the BAF relate to:

o Collaborative working across partners

o Wider determinants of health/environment
e Quality and safety of care

e Delivery against control total and operating plan
o Workforce

e Population growth

e Mutual accountability for commitments

o Digital and estates

o Being outward looking

e Population growth — specialist services

e Cyber security

The last Audit and Risk Committee also considered the BAF.

Action required

To consider and note the report.

Previous reporting

ICB executive management team

Next steps/ onward
reporting

¢ Audit and Risk Committee for assurance.

e ICB and ICS executive management team to review the
corporate risk register in February

e Board to receive updated BAF in March 2025

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

Implementing the risk strategy and policy for the ICB will support
achievement of the ICB’s corporate objectives through managing
risks to delivery. It relates to all ICS aims:

o To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and access
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e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The paper sets out key risks within the ICB and system in order
to achieve our aims for the health and wellbeing of our
population.

Has an Equalities Impact
Assessment been carried
out

An Equality Impact Assessment is not required for this report.

Impact on finance,
performance and quality

Relates to achievement of our corporate objectives on these
matters.

Risks

This report relates specifically to risk. The key risk in relation to

this process is ensuring that we retain high levels of delegation

but ensure a joined-up approach to ensure proper management
and oversight of risk both locally and North East London (NEL)

wide.

1.0 Background

1.1 As both a statutory NHS organisation and the integrated care system (ICS) convener,
the Integrated Care Board (ICB)’s risk register includes those risks affecting delivery
of the wider ICS aims, purpose and objectives. The purpose of the Board Assurance
Framework (BAF) is to set out the key risks to the ICB in achieving its objectives and
priorities and to identify the controls and actions in place to manage those risks.

1.2 The ICB has a responsibility to maintain sound risk management processes and
ensure that internal control systems are appropriate and effective and where
necessary to take remedial action. It is a key part of good governance. The risk
review uses the standard NHS methodology that considers the likelihood of the risk
alongside the severity of its impact if it materialises. The risk score takes account of
the mitigating action proposed. This then gives a risk score and categorisation of:

1-3 Low Risk
Low Priority

4-6 Medium Risk 8-12 High Risk
Moderate Priority High Priority

1.3  The BAF is constructed around the aims of the ICS:
e To improve outcomes in population health and healthcare
e To tackle inequalities in outcomes, experience and access
¢ To enhance productivity and value for money
e To support broader social and economic development

2.0 Process for escalation

21 Risks managed through the committees of the ICB that are rated 15 or above should
be considered for escalation to the Board. The escalated risk will continue to be
maintained in the committees’ and relevant Chief Officer portfolio register. In
addition, risks raised through the Board and the Integrated Care Partnership will be
considered for inclusion.
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3.0
3.1

3.2

3.3

4.0
41

Progress to date

The BAF has been updated including the templates for all risks.

Training for all staff training and risk champions will continue over the winter and will
focus on the ICB’s risk management strategy and policy and include why risk
management is important to the ICB, the definition and examples of controls that
could mitigate risks and guidance to define and score risks. It will also include how
risk assurance is provided to committees.

The governance team has been leading a number of productive meetings with the
nominated risk champions and the Project Management Office (PMO) team to
support the development of project and program risk management.

Risks on the BAF

The current risks, along with updated scores, escalated to the Board Assurance
Framework are as follows, with the detail included in the appendix:

o There is arisk, against a backdrop of rising financial and demand pressure, that
partners within the ICS begin to focus more on organisational agenda, meaning
unwarranted variation is not tackled, services are not integrated around the need
of local people and the priorities local people want to see are not delivered.

o There is a risk that ways of working continue to focus more on meeting deficits
than building on strengths which means they will continue to meet a narrower
range of local peoples’ needs and risk not bringing into account wider community
assets.

o There is a risk that workforce and resource capacity challenges, adversely impact
on the quality of, and safe care to residents, thereby increasing health
inequalities, poorer outcomes and service failures. These challenges could
further mean that local people don’t experience a compassionate approach,
impacting on the quality of service they receive and the trust they hold in services
and have an impact on our ability to improve existing services and drive
innovation, leading to a risk of intervention from regulators such as the Care
Quality Commission (CQC).

o There is arisk that the lack of a coherent, whole system workforce strategy, with
effective and integrated workforce planning and additional capacity, means we
are unable to meet our statutory duties, to support the wellbeing of our diverse
workforce and deliver the range of services needed by local people, adversely
impacting on their health and wellbeing.

o There is arisk that the financial challenges we face as a system mean we are
unable to achieve the ambitions set out in the Integrated Care Partnership (ICP)
Strategy to improve equitably the health and wellbeing of people across north
east London, to reduce inequalities and to invest in prevention and were we to fail
to meet our statutory duties to achieve financial breakeven, would lead to
increased scrutiny from NHS England, a requirement to go into recovery and
potential reductions in services to local people.

o There is arisk that without access to longer term, sustainable capital we focus on
meeting today’s pressures, are not able to maintain and improve our digital and
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5.0
5.1

estates infrastructure in line with the needs of our population and fail to deliver
digital innovation which in turn increases our longer-term sustainability.

o There is a risk that the failure to share mutual accountability for the delivery of
current and future operating plans and constitutional standards, could result in
clinical variation and have a negative impact on quality and performance
improvement. In turn, this could lead to poorer experience and outcomes for
service users.

o There is a risk that without a collaborative and innovative plan to address the
significant growth in population across north east London over the coming years,
there will be a weakening of our health and care infrastructure, poorer health and
wellbeing outcomes and impacts on social and economic development for our
whole population.

o There is a risk that existing inequalities in outcomes and experience which result
from structural discrimination of all types, and particularly structural racism, are
not effectively tackled and these communities continue to experience poorer
outcomes.

o There is arisk that health and wellbeing outcomes for local people are adversely
affected by our failure as a system to work together to address the wider
determinants of health. Effects will include: the quality of the environment
including air pollution and access to green spaces, quality and availability of
housing, wider economic drivers, levels of child and household poverty,
educational attainment, employment rates and occupation; and social networks
and connections.

o There is arisk that, if the rapid rise in long term conditions continues as
predicted, especially where individuals suffer from more than one long term
condition, more people may become more unwell earlier in life, resulting in poorer
quality of life, safety and outcomes. An increasing proportion of our resources
needing to be spent on specialist and acute care with a risk that we run out of
capacity in these areas. There is a risk we would see widening health inequalities
and create additional financial pressure in both revenue and capital terms.

o There is arisk that the increasing cyber-attacks in healthcare could leave the ICB
and our partner organisations vulnerable to an attack. An attack could impact our
services and also risk the exposure of our residents’ data. In turn, this could lead
to services being halted which would impact on patient safety, and also breach
the Data Protection Act.

System risk

The ICB Head of Governance and provider governance leads have developed a set
of system risk principles and system risk matrix following a review of provider and
ICB board assurance frameworks. This has been reviewed by internal audit, the
audit and risk committee and North East London Audit Chairs. This will be further
refined following the publication of principles for assessing and managing risks
across integrated care systems by NHS England https://www.england.nhs.uk/long-
read/principles-for-assessing-and-managing-risks-across-integrated-care-
systems/#introduction.
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5.2

6.0
6.1

6.2

7.0
7.1

Further development to include wider system risks, for example local authority and
Voluntary, Community, Faith and Social Enterprise (VCFSE) risks will continue to
evolve and be included in the system risk matrix.

Next steps

Regular reviews of the corporate risk register will continue along with meetings with
risk champions to review risks and current mitigations. The ICB and ICS executive
team will continue to discuss the organisation and system wide risks to ensure further
development and refinement of the BAF.

The system risk principles and matrix will continue to be developed.

Attachments

Board Assurance Framework

122



Board Assurance Framework January 2025 — Dashboard

ICS Aim

To improve
outcomes in
population
health and
healthcare

Risk Description

There is a risk that ways of working
continue to focus more on meeting
deficits than building on strengths
which means they will continue to
meet a narrower range of local
peoples’ needs and risk not bringing
into account wider community assets.

Risk Owner

Charlotte
Pomery

Responsible
Committee

Population Health
and Integration
Committee

There is a risk that, if the rapid rise in
long term conditions continues as
predicted, especially where individuals
suffer from more than one long term
condition, more people may become
more unwell earlier in life, resulting in
poorer quality of life, safety and
outcomes. An increasing proportion of
our resources needing to be spent on
specialist and acute care with a risk
that we run out of capacity in these
areas. There is a risk we would see
widening health inequalities and
create additional financial pressure in
both revenue and capital terms.

Paul Gilluley

Population Health
and Integration

To tackle
inequalities in
outcomes,
experience
and access

There is a risk that existing inequalities
in outcomes and experience which
result from structural discrimination of
all types, and particularly structural
racism, are not effectively tackled and
these communities continue to
experience poorer outcomes.

Diane Jones

Quality, Safety
and Improvement
Committee

There is a risk that workforce and
resource capacity challenges,
adversely impact on the quality of, and
safe care to residents, thereby
increasing health inequalities, poorer
outcomes and service failures. These
challenges could further mean that
local people don’t experience a
compassionate approach, impacting
on the quality of service they receive
and the trust they hold in services and
have an impact on our ability to
improve existing services and drive
innovation, leading to a risk of
intervention from regulators such as
the CQC.

Diane Jones

Quality, Safety
and Improvement
Committee

There is a risk that the failure to
produce and implement a coherent,
whole system workforce strategy, with
effective and integrated workforce
planning and additional capacity,
means we are unable to meet our
statutory duties, to support the

Director of
People

Workforce and
Remuneration
Committee

Dec/
Jan
12

Feb/
Mar
12

Apr/
May
12

Risk Score
Jun/ Jul

12

Aug/
Sep
12

Oct/
Nov
12

Dec/ Jan

12

Target

NHS

North East London

Integrated Care Board

Risk
Appetite

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

Order in
BAF

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

11

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

Cautious:
We have
limited
tolerance
of risk with
a focus on
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ICS Aim

Risk Description

wellbeing of our diverse workforce and
deliver the range of services needed
by local people, adversely impacting
on their health and wellbeing.

Risk Owner

Responsible
Committee Dec/ Feb/ Apr/
Jan Mar May

To enhance
productivity
and value for
money

There is a risk that the financial
challenges we face as a system mean
we are unable to achieve the
ambitions set out in the ICP Strategy
to improve equitably the health and
wellbeing of people across north east
London, to reduce inequalities and to
invest in prevention and were we to
fail to meet our statutory duties to
achieve financial breakeven, would
lead to increased scrutiny from NHS
England, a requirement to go into
recovery and potential reductions in
services to local people.

Henry Black

Finance,
Performance and
Investment
Committee

There is a risk that without access to
longer term, sustainable capital we
focus on meeting today’s pressures,
are not able to maintain and improve
our digital and estates infrastructure in
line with the needs of our population
and fail to deliver digital innovation
which in turn increases our longer-
term sustainability.

Henry Black

Finance,
Performance and
Investment
Committee

There is arisk that if ICS partners do
not share mutual accountability for the
delivery of current and future operating
plans and constitutional standards,
this could result in clinical variation
and negatively impact on quality and
performance improvement. In turn, this
could lead to poorer experience and
outcomes for service users.

Henry Black

Finance,
Performance and
Investment
Committee

There is a risk that the increasing
cyber attacks in healthcare could
leave the ICB and our partner
organisations vulnerable to an attack.
An attack could impact our services
and also risk the exposure of our
residents’ data. In turn, this could lead
to services being halted which would
impact on patient safety, and also
breach the Data Protection Act.

Henry Black

Finance,
Performance and
Investment
Committee

To support
broader social
and economic
development

There is a risk that partners fail to
work collaboratively and innovatively
to plan for and address the significant
growth in population across north east
London over the coming years, with a
weakening of our health and care
infrastructure, poorer health and
wellbeing outcomes and impacts on
social and economic development for
our whole population.

Henry Black

Population Health
and Integration
Committee

Risk Score

Target

Aug/ Oct/ Dec/ Jan

Sep Nov

Risk
Appetite

safe
delivery

Order in
BAF

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

10

Averse:
Avoidance
of risk is a

key
objective

12

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery
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ICS Aim

Risk Description

Risk Owner

Responsible
Committee

Dec/

Feb/

Apr/

Risk Score
Jun/ Jul

Aug/

Oct/

Dec/ Jan

Target

Risk
Appetite

Order in
BAF

There is a risk against a backdrop of
rising financial and demand pressure,
that partners within the ICS begin to
focus more on organisational agenda,
meaning unwarranted variation is not
tackled, services are not integrated
around the need of local people and
the priorities local people want to see
are not delivered.

Charlotte
Pomery

Population Health
and Integration
Committee

There is a risk that health and
wellbeing outcomes for local people
are adversely affected by our failure
as a system to work together to
address the wider determinants of
health. Effects will include: the quality
of the environment including air
pollution and access to green spaces,
quality and availability of housing,
wider economic drivers, levels of child
and household poverty, educational
attainment, employment rates and
occupation; and social networks and
connections.

Paul Gilluley

Population Health
and Integration
Committee

Jan
12

Mar
12

May

Sep

[\ [e}Y;
12

12

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

10

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery
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Board Assurance Framework — January 2025

ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPOO04 (previously
v v reference CFPOO01)

ICS priority Children and young people Mental health Employment and workforce Long term conditions S TS Henry Black

FEE TN Finance, Performance

v v v v committee and Investment
Committee
Boroughs impacted C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v v v v v level (1-5)
Risk description There is a risk that the financial challenges we face as a system mean we are unable to achieve the ambitions set out in the ICP Strategy to improve equitably the health and wellbeing of

people across north east London, to reduce inequalities and to invest in prevention and were we to fail to meet our statutory duties to achieve financial breakeven, would lead to increased
scrutiny from NHS England, a requirement to go into recovery and potential reductions in services to local people.

Score history and targets Initial rating (LxS) Initial date Rationale

25

August 2022 The system has a control total (CT) agreed with NHSE that is required to be delivered. There is
considerable risk detailed within the operating plan for NEL at present to the achievement of the CT
due to lack of long-term transformation and delivery of cost improvement programmes (CIPs), elective
recovery backlog, ongoing operational pressures and workforce shortages. The risk goes beyond a

financial risk and impacts on all areas of the system.

Risk reconsidered
in April 2024.

20 >

15

Target rating (LxS) Target date Rationale
10 April 2025 Mitigations in place should aid the reduction in the risk score and allow the system to deliver its
statutory financial duty. However, the prerequisite to this is the reduction in spend across the system.
5

Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date

8§ & 8§ %8 8 28 28 283 %8 38 % X% F % 8 January 2025 Work is continuing across the system to address the financial risk held by both local authorities and the
2 858 8 3 585 2 8 8 8 35 2 8 2 NHS system across north east London. Progress and delivery will continue to be monitored across the
system through the Financial Sustainability Joint Oversight Committee and discussed at recovery
e Rating Target

forums including CFO meetings and the ICB’s Financial Sustainability Board. The risk requires
transformational resource in order to deliver across the ICS and to attempt to reduce the risk and
financial fragility of all partners.

Controls and assurances

Monthly system level reporting and ongoing review of specific financial risks and opportunities. Reports presented to the Executive Committee bi-monthly, the Financial Sustainability and Oversight Committee and the Finance,
Performance and Investment Committee bi-monthly

Financial performance reported and reviewed by regional/national teams. Regional NHSE support in place through the Investigation and Intervention (I&l) programme.

Agreed Internal Audit and Counter Fraud Programmes with RSM which are reported to the bi-monthly Audit and Risk Committee

Annual External Audit with KPMG which is reported to the Audit and Risk Committee

Internal ICB processes to deliver greater transparency on future spend; including business case process where assurance on investment decisions is provided by the Investment Review Group

ICS Sustainability Director appointed and system-wide Financial Sustainability and Oversight Committee established

New groups and governance established within the ICB to aid the financial sustainability programme including the ICB’s Commissioning Review Group and Financial Sustainability Board

Mitigations/ actions to address the risk Target date

ICS Chief Finance Officers (CFO) meetings with all system partners have been established with outcomes agreed. Complete

System wide financial sustainability programme established with key groups to take forward different areas of recovery; including provider facing strands including workforce productivity, corporate services, | Complete and

temporary staffing and commissioner facing strands including CHC, medicines optimisation and commissioning review ongoing

System level approach to Triple Lock implementation agreed, to ensure appropriate spend only Process agreed and
in place
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System level communications and engagement plan agreed for engagement and involvement of all partners, our wider workforce and residents with a focus on how all stakeholders can contribute ideas and
ways of working for efficiency savings and review

Plan agreed,
implementation
getting underway

Finance team continues to identify ICB savings to be enacted for this financial year to be able to deliver the position that is statutorily required

Ongoing

ICB working to identify savings and development of plans to meet efficiency targets and mitigation where these slip with a financial sustainability programme focusing on the commissioning review, CHC, Ongoing
medicines optimisation, SDF and new efficiency ideas pipeline. Each work programme contains a numbers of workstreams and plans — all report into the Financial Sustainability Board chaired by the CEx

Efficiency programmes are being led by individual organisations, with some cross organisational transformation programmes largely through the Collaboratives Ongoing
Detailed analysis of the drivers of the deficit for the NHS and local authorities at a place level. To be delivered as place-based reporting develops. 31.10.24

Session to share detail of financial risk held by local authorities and the ICB

Complete but
additional sessions
to be arranged

Development of the medium-term financial strategy with system partners to plan, invest and transform across the system n the medium-term (5years).

April 2025.
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ICS Aim To improve outcomes in population health and healthcare Risk applies to ICB Risk applies to ICS Risk CPPO15 (previously
v v reference CSTO01)

ICS priority Children and young people Mental health Employment and workforce Long term conditions

HEECTEIE Charlotte Pomery

SCE BT Population Health and
v v v v committee Integration Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
level (1-5)

v v v v v v v

Risk description There is a risk that ways of working continue to focus more on meeting deficits than building on strengths which means they will continue to meet a narrower range of local peoples’ needs
and risk not bringing into account wider community assets.

Score history and targets Initial rating (LxS) Initial date Rationale

16
14 \
12

Nov 2022

At the point of this risk being identified the extent of engagement required to co-produce the strategy
whereby it was jointly owned by all partners was challenging. The reputational and operational impact

of not developing a coproduced strategy would be severe as it's one of the key purposes of the ICP to
provide the strategic framework for the local health system.

> Target rating (LxS) Target date Rationale

8 ¢ ¢ March 2025 Significant work has been planned to ensure there is full engagement with a wide variety of

. stakeholders and partners reducing the likelihood.

4 Current rating (LxS) Latest review Rationale and key progress/ updates since last report

2 date

0 12 (4x3) January 2025 This will always remain an important risk for the ICS which we will need to pay attention to. The wider
TR IIIIIIIIIIIRNRA Q ICS operating model is being developed principally through the leadership and governance work
§ 532383853828 ¢% g 53238885 & themes, along with critical inputs from the clinical and care professional leadership work theme and the

transformation cycle project. These involve co-design by large groups from across the ICS and

==Rating e===Target additional communication with those not directly engaged.

Controls and assurances
Review of current data and information including JSNAs from all 7 PBP and NEL population profile

ICP strategy development - key focus on securing PBP and provider collaborative input including engaging executives from provider collaborative e.g. Trust Chairs and Snr executives
ICP strategy discussed at CAG to ensure clinical engagement and input

ICP strategy task and finish group established with broad range of involvement from ICP system to oversee development and drafting of the strategy

The ICB Executive Management Team, ICP Committee, to receive regular updates

Mitigations/ actions to address the risk

Target date

The wider ICS operating model is being developed principally through the leadership and governance work themes, along with critical inputs from the clinical and care professional leadership work theme Existing

and the transformation cycle project.

Population Health Improvement approach presented to and endorsed by Population Health and Integration Committee, with next steps identified May 2024 and

ongoing iteration
and implementation
July 2024 and
ongoing iteration
and use across the
system

To Population
Health and
integration
Committee

December 2024
VCSE strategy development getting underway — reporting to Integrated Care Partnership and to Population Health and Integration Committee through the VCSE Collaborative — will focus on positive change | From July 2024
through involvement of sector in a range of ways from engagement through to delivery

Segmentation model enables a focus on keeping people healthy and well, reducing the risk of developing one or more long term conditions

Development of commissioning model for the ICS — building blocks include PHI and segmentation models — underway
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The development of Integrated Neighbourhood Working and Integrated Neighbourhood Teams follows an assets-based model which recognises all a neighbourhood and a community has to offer. The work
also focuses on co-designing a clinical and service model which will respond to local population need. Co-design with a wide set of stakeholders and implementation are underway — reporting through to
PHIC

Underway — regular
reporting through to
PHIC

The Integration Roadmap is being developed with partners to set out the future direction of integration, its intended outcomes and the required enablers, building on the strengths and assets of all system
partners.

Underway —
engagement
process currently in
progress

The ICB plays an active role in London and national developments, to ensure the impacts for north east London are understood and to build a strengths-based approach on a wider footprint

Ongoing
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTOO009
v v reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions HE LTI ES Paul Gilluley

SCE BT Population Health and
v v v v committee Integration Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v level (1-5)

v

v v v

Risk description There is a risk that health and wellbeing outcomes for local people are adversely affected by our failure as a system to work together to address the wider determinants of health. Effects
will include: the quality of the environment including air pollution and access to green spaces, quality and availability of housing, wider economic drivers, levels of child and household
poverty, educational attainment, employment rates and occupation; and social networks and connections.

Score history and targets Initial rating (LxS) Initial date Rationale

18 September 2022 | NEL currently has the highest rates of air pollution in the UK and the impact of air pollution on ill health
16 > is known and individuals suffer harm because of it. The additional pressure put on the NHS system due
to ill health arising from air pollution has a severe operational and reputational risk.
1 Target rating (LxS) Target date Rationale
12
10 April 2025 An ambitious target to contribute towards the reduction in air pollution locally as a system hence
8 reducing the likelihood and thereby reducing the harm it causes to individuals and the impact on NHS
6 as a whole.
4 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
5 date
0 January 2025 The Babies Children and Young People (BCYP) Air Quality Clinical Lead was extended and ended in
NN N R R A R R R R R I A A A A A A A A A b March 2024. They have worked with the Net Zero Lead and BCYP team to develop a case study for an
%g é g 5 @ g gg; E] %"5»‘,8 é g 5 @ g gg; E] ;_(,05?3 é 3 Air Quality Programme which will be discussed with the Chief Transformation and Strategy Officer
(CTSO) and Chief Medical Officer (CMO).
e Rating Target

Controls and assurances
ICS Net Zero SROs meet regularly as a system group

NEL DsPH monthly meeting with senior ICB attendance

Reports presented to the Population health management and health inequalities steering group

Reports presented to the Population Health and Integration Committee

Anchor Strategy work developing across north east London

Establishment of NEL Strategic Long Term Conditions Board with focus on interface of wider determinants and health and care services including impact on long-term health and wellbeing

Mitigations/ actions to address the risk Target date

Worked with ICB partners to promote and support active staff travel approaches across NEL including walking, cycling and use of public transport. Taking part in national NHSE programme for Net | Ongoing commitment to
Zero Modal Shift Exemplar Programme to increase active travel in staff commute. promote active travel
Introduce low emission car salary sacrifice rental scheme Complete - December 2022

Scoping requirements and need for an air quality strategy for NEL including clinical lead and PMO support to be in place to champion air quality and drive strategic relationships with wider system | Complete - April 2024
to focus on addressing air quality and to highlight health cost of poor air quality on people’s health outcomes

Travel and transport working group established with involvement from across ICB system Complete

Introduced salary sacrifice staff bike scheme across ICB Complete - Jan 2023

The Babies Children and Young People (BCYP) Air Quality Clinical Lead role was extended and ended in March 2024. They have worked with the Net Zero Lead and BCYP team to develop a Work continuing

case study for an Air Quality Programme to be discussed with the Chief Transformation and Strategy Officer (CTSO) and Chief Medical Officer (CMO) in May.

Net Zero report is being socialised with the appropriate fora and will be presented to the ICB Board at its meeting in November. November 2024

Adoption by ICP and ICB of housing and homelessness as a priority, development of Homelessness Strategy for north east London, data reflective of housing impacts From July 2024 - focused
action plan being developed

Development of VCSE Strategy with focus on wider determinants of Health Work continuing

NEL ICS Air Quality Action Group formed February 2024 which is administrated by the Health Improvement and Inclusion Team. Complete 130




Clinical Session time, previously allocated across NEL, for Air Quality Lead currently funded via the Training Hub for Newham to May 2025 (to support Newham Asthma and Wheeze pilot)

Complete

Risk discussed at the Population Health and Integration Committee at its meeting in October. The risk is going to be discussed in detail at a future meeting following a comprehensive review
undertaken by the CMO.

April 2025
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTOO012 (previously
v v reference CPPO11)

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Henry Black (transferred
from CSTO in Jan 25)

SCE BT Population Health and
v v v v committee Integration Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v v v v level (1-5)

v

Risk description There is a risk that partners fail to work collaboratively and innovatively to plan for and address the significant growth in population across north east London over the coming years, with a
weakening of our health and care infrastructure, poorer health and wellbeing outcomes and impacts on social and economic development for our whole population.

Initial rating (LxS) Initial date Rationale

Score history and targets

18 November 2022 Given the rapid population growth expected in north east London, there is a need to develop the
- > infrastructure required to support people’s health and wellbeing against a challenging economic
backdrop.
" Target rating (LxS) Target date Rationale
12
10 April 2025 Establishment of the ICS and ICB and all associated structures and governance are still in progress
which keeps this as a risk
8 4 4
° Current rating (LxS) Latest review Rationale and key progress/ updates since last report
4 date
2 January 2025 The ICB is leading development of a medium-term financial strategy (due March 25) that will improve
0 e e . o our understanding of the challenges that population growth will continue to present in NEL. It will also
T Y Y YITITITYTTD support development of interventions that will help us manage demand across our system with a focus
23c8¢es$&&z3338088 = on improving productivity, optimising care and reducing variation as well as driving a greater focus on

prevention / moving care upstream. The draft Infrastructure Strategy is complete and has been
submitted to NHS England.

e Rating e Target

Controls and assurances

The implementation of ICB and ICS governance structures which include various committees and sub-committees which are held on monthly or bi-monthly basis with ICS partners. Minutes of these meetings can be provided for
assurance

All Place-based local infrastructure forums are meeting regularly with representation from across partners.

Mitigations/ actions to address the risk Target date
Establishment of Local Infrastructure Forums Complete
Development of long-term Strategic Infrastructure Approach March 2025
Dedicated work with local authorities through Place Partnerships and cross-Place Partnership working Borough-based
working is
underway.
Progress of development projects such St George’s in Havering and the Ilford Exchange in Redbridge. Complete

Implementation of the Fuller stocktake review. Four key workstreams have been developed which are led by an SRO from within the ICS. A proposed governance structure for this work has been developed. | Complete
A system-wide 20-year forecast programme team has been established. Complete

Demand, growth and interventions model developed to understand impact of service models on demand and to push for greater focus on prevention and early intervention Underway
The draft Infrastructure Strategy is complete and has been submitted to NHS England. Complete
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ICS Aim To tackle inequalities in outcomes, experience and access Risk applies to ICB Risk applies to ICS Risk CNO02

v reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Diane Jones

GEELGE S Quality, Safety and

v v 4 4 committee Improvement
Committee
Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v level (1-5)

There is a risk that existing inequalities in outcomes and experience which result from structural discrimination of all types, and particularly structural racism, are not effectively tackled
and these communities continue to experience poorer outcomes.

Score history and targets Initial rating (LxS) Initial date Rationale

v v v v v v

Risk description

25

December 2022 Considerable system risks that may have an impact on quality and safe care

20 \ Target rating (LxS) Target date Rationale
15 > April 2025 Significant programmes of work are planned or underway that will enable greater oversight across the
System
10
o ” 3 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date
5

January 2025 Programme Boards and improved ways of working/ collaboration across the system are starting to be

more explicit that this should result in good practice and greater collaboration becoming embedded.

Jan-23

Feb-23
Mar-23
Jun-23

Jul-23

Aug-23
Jan-24

Dec-22
Apr-23
May-23
Oct-23
Nov-23
Feb-24
Jun-24
Jul-24
Aug-24
Jan-25

Sep-23
Dec-23
Mar-24
Apr-24
May-24
Sep-24
Oct-24
Nov-24
Dec-24

e Rating e Target

Controls and assurances

System Oversight Command Group stood up across NELHCP.
The NEL System Quality Group meets quarterly to discuss System Quality issues

Mental Health/ Learning Disability and Autism (MHLDA) Programme Board in place to review System MHLDA issues

Urgent and Emergency Care Programme Board in place to review system urgent and emergency care (UEC) risks and programmes of work to support improvement

Partnership of East London Co-operatives (PELC) Assurance and Improvement Groups meets to assure PELC actions against Care Quality Commission actions and support improvement conversations across NHR geography
Quality, Safety and Improvement Committee (QSI) in place to review System/ Place quality issues

BHR Urgent and Emergency Care (UEC Place Programme Board in place meeting monthly

NHS NEL Quality Team embedded within Provider Quality Assurance meetings as a way of understanding their quality issues and mitigation plans
Staff in NEL ICS have access to Freedom To Speak Up/ Whistleblowing/ Guardian services to raise concerns regarding quality and safe care.

The use of demographic profiling to understand the impacts to local residents.

Undertaking equality impact assessments in all areas of work with Board papers required to record completion or non-completion

Ensuring that all partners have the relevant tool; such as training and access to information.

Working with local government partners at place-level to codesign anti-racist approaches.

Recruitment panels to reflect local populations to support the recruitment processes.

Mitigations/ actions to address the risk Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Ongoing

Monthly London Clinical Executive Group conversations

After Action Review and Clinical Harm Review processes to be determined — done through Provider quality Meetings Ongoing

Provide Trust, Clinical huddles, Ops huddles and Quality and Patient Safety huddles take place across each hospital site daily. Issues feed into ICS System meetings. Some Trust also have nursing workforce daily Ongoing

hub discussions.

Impact of industrial action discussion at Quality Safety and Improvement Committee (QSI) Committee — Committee will continue to review at every meeting 08/02/23 & 26/04/23
& 14/06/23




Complete

System programmes to support UEC improvements discussion at QS| Committee

08/02/23 complete
and planned for
Feb 24 meeting

BHR UEC Place Programme Board around BHR UEC Improvement Plan and Strategy, avoidable admissions, discharge funding programmes

26/04/23 & 31/05/23
& 28/06/23 Complete

Strengthening of staff networks to support protected characteristics. September 2024
Ensuring coproduction reflects local diverse populations. Continual
Maintaining our commitment to the Health Inequalities funding which can affect employment opportunities. Continual
Co-creating and implementing the Equality, Diversity and Inclusion Strategy. September 2024
Ensuring that our core communications include community languages. Continual

Anti-racist Strategy under development across the system building on Place work on anti-racist commissioning models (Hackney, Tower Hamlets most advanced)

Underway to be
presented for Board
approval in early
2025
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ICS Aim To tackle inequalities in outcomes, experience and access

Risk applies to ICB Risk applies to ICS Risk CPCO02
v reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions

N L@ Director of People

FES T HI M People and Culture
v committee Committee

Boroughs impacted C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk

2: Cautious

appetite
v v v v v v

level (1-5)

There is a risk that the failure to produce and implement a coherent, whole system workforce strategy, with effective and integrated workforce planning and additional capacity, means we
are unable to meet our statutory duties, to support the wellbeing of our diverse workforce and deliver the range of services needed by local people, adversely impacting on their health and

Risk description

wellbeing.

Score history and targets Initial rating (LxS) Initial date Rationale
14 12 (3x4) December Given our current service requirements and workforce pressures, that cuts across organisations, if we do
2022 not plan and deploy effectively we will not be in a position to deliver the range of services required. And,
12 > may impact on the health and well-being of our workforce.
10 Target rating (LxS) Target date Rationale
8 6 (2x3) December To ensure a consistent and health and well-being offer is maintained for all staff across north east London
. 2024 (NEL). Plans developed and in place to allow flexible deployment and minimum employment of staff

across NEL. Development of new roles that can be trained and deployed quickly to NEL utilising

apprentice pathways, new roles and retention initiatives. Also, to ensure pathways and processes are in
place to support and encourage local people into health and care employment.

2 The wellbeing offer to social care and primary care was funded non-recurrently by the ICB - no funding

has been identified past June 2024 and has been decommissioned through the Investment Review Group.

ANAIRAIIIRIIINIIINIINIIRIIRNNA We have begun working with system partners to develop system wide approach to developing a
8 5353535353528 388:38383353522383828-s consistent occupational health offer in the future
Q—-u_§<§ﬂ_’<mozoﬁu_§<§ﬂ_‘<mozo—s p .
i - Current rating (LxS) Latest review Rationale and key progress/ updates since last report
e Raling arge d
ate
January 2025 | A workstream has been established to look at a uniform Occupational Health Service specification for

providers in north east London and to explore a shared service.

Controls and assurances

ICS People and Culture Strategy approved by the ICB Board in January 2024

Through existing health and care recruitment hubs, over 300 posts have been offered to local residents which are funded by the GLA during 2024.
Social Care hub in place until March 2025

The people and culture committee was established to oversee the delivery of the people and culture strategy and will hold responsibility for the workforce priority on behalf of the ICS including the delivery of the Long-Term
Workforce Plan. This will include creating meaningful employment for the local population across North East London

Mitigations/ actions to address the risk

Target date
Initial engagement with Local Authorities, providers voluntary sector since October 2022 Completed — engagement continues as
required
High level system people and workforce strategic priorities presented to the ICB Executive Management Team in June 2023 Complete
High-level system people and workforce strategic priorities to be signed off via ICB Board by July 2023 Complete
Set up a task and finish group to develop and agree a minimal employment offer and flexible deployment of staff Complete
Ensure full utilisation of the levy and infrastructure to support learning in the workplace. Building cohorts of up skilled staff incrementally Complete
Through existing health and care recruitment hubs a commitment to offer 900 posts to local residents - incrementally up to 2024 funded by the GLA Complete and ongoing
Working with system partners to develop system wide approach to developing a consistent occupational health offer in the future. March 2025
Exploring further extension of GLA funding for Social Care hub for year commencing April 2025 April 2025
Priorities and delivery plan for the strategy to be developed following the People Board being held in September. March 2025
Productivity and having a permanent workforce are in alignment with our work to achieve financial sustainability. Continuing
Inclusion of priority supporting people with long term conditions to enter and/or stay in employment agreed in the Long Term Conditions Portfolio September 2024 135




ICS Aim To tackle inequalities in outcomes, experience and access

ICS priority Children and young people

B&D C&H

v v

Boroughs impacted

Risk applies to ICB Risk applies to ICS Risk
Mental health Employment and workforce Long term conditions Risk owner

Responsible

v 4 committee

Havering Newham Redbridge Tower Hamlets Waltham Forest Risk

v

v

appetite

v v level (1-5)

v

Risk description

Score history and targets

25

20

15 >

10
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—> Rating e==Target

Controls and assurances
Incident Management calls across the ICS have been implemented.

Initial rating (LxS) Initial date
December 2022

Target rating (LxS) Target date

“ o

Current rating (LxS) Latest review
date

January 2025

Rationale

Rationale

System

Rationale and key progress/ updates since last report

CNOO1

Diane Jones

Quality, Safety and
Improvement
Committee

2: Cautious

There is a risk that workforce and resource capacity challenges, adversely impact on the quality of, and safe care to residents, thereby increasing health inequalities, poorer outcomes and
service failures. These challenges could further mean that local people don’t experience a compassionate approach, impacting on the quality of service they receive and the trust they hold
in services and have an impact on our ability to improve existing services and drive innovation, leading to a risk of intervention from regulators such as the CQC.

Considerable resource and workforce capacity risks that may have an impact on quality and safe care

Significant programmes of work are planned or underway that will enable greater oversight across the

Range of Boards in place and improved ways of working/ collaboration across the system are more

embedded — this should result in reduction in risk.

NEL ICB Quality, Safety and Improvement Committee meets every 2 months

System Oversight Command Group stood up across NELHCP.

The NEL System People Board are in place

Recruitment across Clinical Leadership roles to support improvement programmes to address risk i.e. Director of Allied Health Professionals role

International recruitment campaigns in place across all NEL Providers i.e. NELFT programme in Africa

Nursing and Midwifery Workforce Expansion Board — regional group to deliver against the Government promise to increase nursing and midwifery numbers

National CNO strategy to be launched in Sept followed by an implementation plan — NEL CNO Group priority is workforce

National Long term workforce plan published — NHS NEL looking at how to respond to deliverables

Substantive Director of Nursing and Safeguarding in post
Mitigations/ actions to address the risk

Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Monthly

Consideration to be given to areas of clinical activity that could be stood down if needed. — ongoing conversations through CAG and Incident Management Meeting Ongoing

Review the possibility of requesting additional clinical support across the system and possible redirection of clinical support — done via submissions that come into Incident Management Meeting Daily

Nursing retention discussions ongoing across NEL and will be part of NEL response to national CNO Strategy and Implementation Plan Continual

Impact of industrial action discussion at QS| Committee 08/02/23 & 26/04/23
& 14/06/23
Complete . ..




System programmes to support UEC improvements discussion at QS| Committee 08/02/23 complete

Revision to ICB Quality and Safety Team Operating Model to maintain oversight of risks/ issues through attendance at System Programme Boards September 2024
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ICS Aim To enhance productivity and value for money

Risk applies to ICB Risk applies to ICS Risk CSTO02
v v reference

ICS priority Children and young people Mental health

Employment and workforce Long term conditions TG ETE Henry Black (transferred
from CSTO in Jan 25)

FES T HIOEM Finance, Performance
4 committee and Investment
Committee

v

v

Boroughs impacted Havering

Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v level (1-5)
There is a risk that without access to longer term, sustainable capital we focus on meeting today’s pressures, are not able to maintain and improve our digital and estates infrastructure in
line with the needs of our population and fail to deliver digital innovation which in turn increases our longer term sustainability.
Score history and targets Initial rating (LxS) Initial date Rationale

v

v v v v

v

Risk description

16 May 2023 NEL-wide Infrastructure Strategy required by NHS England before July 2024. Options and priority

iy > areas for investment need to be reviewed to enable better future planning of investment and spend.

12 Target rating (LxS) Target date Rationale

“ September 2025 | As work on the strategy starts, this will drive down the severity score as mitigations will be identified.

Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date

January 2025

10

Infrastructure Strategy draft is completed, and all Local Infrastructure Forums are established at each
Place and have been running for the last 12 months. Capital and especially backlog maintenance

0833 eIIIIAIa s3I continue to be an issue for Trusts.
>~CEODQ.‘G>UC.QEE_>—C3QDQ.3>UC
S 32280283 2sg223>28§028°S

e Rating Target

Controls and assurances
Internal ICB processes to deliver greater transparency on future spend.

Implementation of ICB and ICS governance structures which include various committees and sub-committees which are held on monthly or bi-monthly basis with ICS partners.
Establishment of Local Infrastructure Forums.

Mitigations/ actions to address the risk
Development of long-term Strategic Infrastructure Approach.

Target date

Draft Infrastructure
Strategy has been

developed.
Options and priority areas for investment reviewed to enable better future planning of investment and spend. Ongoing
Meeting with Julian Kelly to present a case seeking additional National investment to support the current and future growth across NEL. A System wide planning group has been established to co-ordinate Complete (October
and oversee the development of the case for additional investment. 2023)
NEL wide Infrastructure strategy required by NHSE will review options and priority areas for investment to enable better future planning of investment and spend. This has been completed and submitted to Complete
NHSE.

Development of Medium-Term Financial Strategy underway aligned to Operational Planning. A draft of the strategy was presented to the Population Health and Integration Committee at its meeting in

Underway and due
October and an update will be presented to the committee in February 2024.

for completion
Autumn/Winter
2024/25
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ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO14/ CFPO15

v reference

v

ICS priority Children and young people Mental health

Employment and workforce Long term conditions S TS Henry Black

FEE TN Finance, Performance
v committee and Investment
Committee

v v

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v level (1-5)

v v v

v v v

Risk description There is a risk that if ICS partners do not share mutual accountability for the delivery of current and future operating plans and constitutional standards, this could result in clinical
variation and negatively impact on quality and performance improvement. In turn, this could lead to poorer experience and outcomes for service users.

Score history and targets Initial rating (LxS) Initial date Rationale

16 May 2023 There is current experience of co-operation on the 23/24 Operational Plan with shared financial
1 > accountability. The exit criteria or the SOF4 status for BHRUT have yet to be clarified. The domain with
the highest likelihood of poor outcomes is UEC, where the NEL system has been designated as Tier 1,
12 requiring the highest level of intervention and support.
10 Target rating (LxS) Target date Rationale
8
March 2025 The NEL system was moved to from Tier 1 to Tier 2 for UEC with effect of Jan 2024. As a Tier 2
6 system, NEL continues to receive regionally led support to help achieve the ambitions of the UEC
4 Recovery Plan.
2 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
0 date
UYLV IIIIIIIISTREN 9 January 2025 The Finance, Performance and Investment Committee continues to regularly review this risk as part of
t 5373838885588 53538388-+s © its risk register at each of its meetings.
s = I n Z 0> uw S I<s S g »w O =z o - S

e Rating Target

Controls and assurances
Monthly/weekly reviews of all areas are in place along with project governance.

Acute Provider Collaborative in place for NEL to address the acute delivery through local clinically led recovery programmes, reviews of strategy and approach based around High Volume, Low Complexity (HVLC) care and robust
operational oversight and challenge supported by the regional team

Provider-led Planned Care Delivery Board in place for NEL to address the planned care delivery through local clinically-led recovery programmes, reviews of strategy and approach based around HVLC care and robust
operational oversight and challenge supported by the regional team.

UEC, Community, Mental Health are led through a provider collaborative devolved model of delivery with central ICB co-ordination.
Research and recommendations commissioned from external consultancy on UEC operational framework
The FPIC will extend its scrutiny to patients awaiting treatment in Community Services

A UEC Delivery Group has been established to track, mitigate, and escalate key risks relating to UEC performance. UEC reporting is currently under review with initial focus on reporting to the UEC board.
Winter planning is in place to ensure patient safety

An operating plan performance report is regularly presented to the FPIC and ICB Board, with performance being regularly monitored by collaboratives, providers and places.
Mitigations/ actions to address the risk

An improvement plan for planned care is in place with clear governance arrangements

Governance arrangements for UEC have been considered by the UEC Programme Board

Target date
Existing

Complete

Reinvigoration of the NEL Diagnostics programme to ensure issues are mitigated locally and jointly, together with ongoing alignment, sharing of best practice and collaboration. CDC delivery continues which | Ongoing
will be positive for patients and residents of NEL.

Provider collaborative led programmes of work to feed into development of NEL ICB SOF 3 exit criteria, driving system-wide solutions, partnership and ICB executive leadership to exit SOF 3.
Refresh of Long Term Conditions Portfolio supported by NEL Strategic LTC Board

Ongoing

Complete and work
is continuing
Complete and work
is continuirig®

North East London Cancer Alliance in place and leads on NEL cancer performance and delivery.




A UEC dashboard has been developed by the NEL business insights (Bl) team in cooperation with UEC Programme Board members. Monthly trajectories track progress against the six mandated metrics
aligned to the national programme for winter planning and delivery.

Complete and work
is continuing

The Winter Plan was presented at the Executive Committee on 15 November 2024 and is included as an appendix to the CEO report at the ICB Board meeting on 27 November 2024

Complete
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ICS Aim To support broader social and economic development

Risk applies to ICB Risk applies to ICS Risk CPPO13

ICS priority Children and young people Mental health Employment and workforce Long term conditions HECTEIE Charlotte Pomery
SEE T H M Population Health and
committee Integration Committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite

v v v v v v v level (1-5)
Risk description There is a risk against a backdrop of rising financial and demand pressure, that partners within the ICS begin to focus more on organisational agenda, meaning unwarranted variation is not

tackled, services are not integrated around the need of local people and the priorities local people want to see are not delivered.
Score history and targets Initial rating (LxS) Initial date Rationale

18 May 2023 The system is facing significant financial challenges and the ICB is going through a restructure,
- meaning that learning from regional and national can be challenging and time consuming.
14 \ Target rating (LxS)  Target date Rationale
12 P>
10 8 (4x2) September 2024 | It is anticipated that over a year will be required and able to fully mitigate this risk - allows significant
o lead in time following the organisational restructure, as well as understanding the implications of the
¢ ¢ ¢ Heuwitt review and wider policy context.
e Current rating (LxS) Latest review Rationale and key progress/ updates since last report
4 date
2 12 (3x4) January 2025 We continue to participate actively in national, regional and indeed cross north east London forums to
0 share and learn from best practice. We have built communities of practice in a number of areas and are
§ % § ﬁ 33 §§ 3 ":70 ﬁ?“‘: g % § i S §>§ N iﬁaﬁ § % ﬁ ﬂ represented well on leadership forums across sectors including for example community work, care
2359822353388 8c¢2283528028=s 4 services and co-production.
Rating forget We are part of London forums on a range of topics and actively learning from each other.

Controls and assurances

Full engagement with partners on regional group and initiatives, including the Greater London Authority.

A focus on learning within and outside of London and attending site visits.

Receiving active delegations from NHS England and hosting services on behalf of London, e.g. Dental, Optometry and Pharmacy Services (DOPS).

Focus on Big Conversation next steps — success measures, Good Care Framework, revisit of views from our communities through reiterated conversations
Mitigations/ actions to address the risk

Involvement in research and pilot initiatives.

Target date

September 24
System leaders participating in national and regional groups. September 24
The ICB’s Managing Director of Primary Care is chair of the Primary Care PODS Group. Complete.
Participating in national, regional and local forums to share and learn best practice Continuing

Communities of practice have been built in a number of areas, including community nursing, care services and co-production Complete and

continuing

Complete and
ongoing

Community Insights System continues to evolve, providing rich insights from local people’s experience of services and their wishes for the future. Current focus on expanding to include wider voluntary and Complete and
community sector insights and data

People’s Panel reinvigorated providing opportunity to ensure people needs and insights are reflected in real time

continuing

The wider ICS operating model is being developed principally through the leadership and governance work themes, along with critical inputs from the clinical and care professional leadership work theme Existing
and the transformation cycle project.
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ICS Aim To improve outcomes in population health and healthcare

ICS priority Children and young people

Boroughs impacted

v v

Mental health

Havering

v

Risk CMO001
reference

Employment and workforce Long term conditions HECCVIETE Paul Gilluley

Newham

v

SCE BT Population Health and
committee Integration

Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite

v v v level (1-5)

Risk description There is a risk that, if the rapid rise in long term conditions continues as predicted, especially where individuals suffer from more than one long term condition, more people may become
more unwell earlier in life, resulting in poorer quality of life, safety and outcomes. An increasing proportion of our resources needing to be spent on specialist and acute care with a risk
that we run out of capacity in these areas. There is a risk we would see widening health inequalities and create additional financial pressure in both revenue and capital terms.

Initial rating (LxS)

Score history and targets

25
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e Rating = = =Target

Controls and assurances

20 >-—-o

Target rating (LxS)

Current rating (LxS)

Initial date

January 2024

Target date

April 2026

Latest review
date

January 2025

Rationale

The risk has been identified owing to a specific challenge in NEL related to renal dialysis capacity, a
specialised service, currently commissioned by NHSE, and due for delegation in April 25. The capacity
challenge has arisen due to unfunded growth in demand which is marked in NEL owing to the aetiology
of the population. Risks in unfunded growth for other specialised services are therefore likely to arise
where funded capacity is likely to be insufficient to meet rising demand for complex specialist care as
the population needs increase in response to new drugs, technology and advances in specialist
provision. Quality and safety impacts of reduced capacity and access to certain specialist treatments
can be extremely detrimental to patient outcomes in addition to the financial pressures on the NHS
more broadly.

Rationale

The risk remains as red with a target for April 26 as this will be one-year post delegation of specialised
service commissioning to ICBs. The risk is likely to remain at a high score as preventative interventions
to manage specialist demand will take time to demonstrate impact. Simultaneously, the volume of
specialised services to be delegated will increase over time, potentially leading to a greater imbalance
in demand and capacity owing to increasing population demands based on complexity and multiple
pathology

Rationale and key progress/ updates since last report

It has been agreed that a dedicated approach to co-design a sustainable commissioning approach for
renal dialysis is required.

The London Kidney Network (LKN) have been commissioned to provide an independent review of NEL
growth assumptions for 1,2, 5 and 10 years against which current capacity plans and future options to
increase capacity can also be independently reviewed. This includes trajectories for the sub modalities
of dialysis. A rolling programme of 20 dialysis stations is required to reduce safety metrics to
acceptable levels.

The LKN review has been presented through specialised governance to the London Regional
Executive Team.

A NEL Renal Capacity Group has been established, reporting to the NEL Specialised Services
Programme Board to oversee development and implementation of the renal commissioning plan
including NHSE. A facility to accommodate the initial 20 stations has been found, and conversations
with NHSE to ensure funding mechanisms are ongoing.

Maintenance of the Delegation Legacy Risk Log where the issue of continued pressure on in centre renal dialysis capacity is listed

Service portfolio analysis for specialist services to be delegated and clarity on impacts of needs-based funding formula.

Speciality deep dives to assess compliance with national service specs and early identification of demand and capacity imbalance

Reports and updates provided to:
o NEL Specialised Services Programme Board
e NEL Specialised Services Transformation sub group
e NEL Specialised Services Contracts and Finance Committee

¢ North London Programme Board for specialised services (as renal dialysis capacity is also constrained in NCL)
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¢ London Joint Committee for Specialised Service Delegation
e Acute Provider Collaborative Executive Committee
e Acute Provider Collaborative Joint Committee

e |ICS Executive Leadership Team/ Executive Management Team
e London Regional Executive Team

Establishment of NEL Strategic Long Term Conditions Board with focus on prevention and early intervention as well as across the pathways to specialised

Evolution of the Community Collaborative with a focus on role of community/prevention and early intervention services

Mitigations/ actions to address the risk Target date
Development of a legacy risk log identifying current provider, specialised service level risks Completed
Open dialogue with current NHSE regional commissioning and finance teams to manage challenges whilst commissioning still led by NHSE Completed
Internal approach integrating specialised commissioning with the LTC agenda, ensuring prevention initiatives and whole pathway transformation for the priority specialised service pathways for longer term Completed
impact

Work with the NEL insights team to forecast demand for certain specialised services Completed
Working together across the system to invest in prevention with each part of the system needing to identify how to move more resources into investment in prevention i.e the cardiometabolic approach Completed
Work with London Kidney Network to obtain an independent view of growth assumptions and associated options to build future capacity Completed
Establish NEL Renal Group to ensure dedicated governance to co design an approach, oversee implementation and highlight risks Completed
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ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO74

Employment and workforce Long term conditions SIS Henry Black

ICS priority Children and young people Mental health

FES T HIEN Finance, Performance
4 committee and Investment
Committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 1: Averse
appetite
4 level (1-5)

v v

v v v

v v

v

Risk description There is a risk that the increasing cyber attacks in healthcare could leave the ICB and our partner organisations vulnerable to an attack. An attack could impact our services and also risk
the exposure of our residents’ data. In turn, this could lead to services being halted which would impact on patient safety, and also breach the Data Protection Act.

Score history and targets Initial rating (LxS) Initial date Rationale

16 August 2024 This reflects the current level of perceived risk. While each organisation has implemented appropriate
> controls within their own networks and devices, at an ICS level there remains a high risk in terms of

14 assurance because the cyber dashboard (to provide risk visibility) is still being implemented.
12 Target rating (LxS) Target date Rationale

10 10 (5 x 2) March 2025 As an ICS we will better understand the gaps and what is required to fill them, once the cyber

3 dashboard is implemented. The target risk is currently impossible to rate until the gaps in each

organisation, given that the gap for the overall ICS isn’t yet known.
° Current rating (LxS) Latest review Rationale and key progress/ updates since last report
4 date

January 2025 Cyber security training has been arranged for ICB Board members in February 2025 via a service

commissioned by NHS England.

Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25

e Rating Target

Controls and assurances

Digital risks are regularly reported on at the Finance, Performance and Investment Committee and the Audit and Risk Committee

The System Coordination Centre (SCC) is established and would manage any emergency or business continuity issues should the risk materialise.

The Information Governance Steering Group meets on a monthly basis to consider any risks.

Firewalls have been installed and network hardening is taking place

Multiple tools have been deployed, including Sophos, Microsoft Defender for Endpoint (MDE) and the enablement of Multi-Factor Authentication (MFA)

The ICB IT system has a 100% redundance back up site in a separate geographic location and annual tests are conducted to ensure it is possible to switch over seamlessly, should the need arise.

The cyber dashboard will surface the risks that exist within each trust. Discussions need to take place as to how each organisational risk is combined to give an accurate overall ICS score.

Mitigations/ actions to address the risk Target date

Continual work with services and staff to ensure that MFA is configured or that risks are appropriately managed. Continual
Work with a software security provider to enable Advanced Software Management to further automate software updates and patching. Continual
Develop a proposal to introduce on-call provision to enable response to cyber attacks out of hours. 31/12/24
Recruitment to key cycler and key IT roles will continue subject to triple lock processes 31/12/24
ICS-wide cyber strategy under development — first draft due by 30 September 2024 30/4/25
A ‘grab-bag’ is being developed, which will contain all of the forms needed to gather data in each organisation, to support cyber leads that have to deal with successful attacks, including forensics preparation 30/6/25
Cyber security dashboard implemented 31/3/25
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SUPPORTING INFORMATION

Appetite description Appetite level Committees of the Integrated Care Board: Aims of the Integrated Care System:
Averse: Avoidance of risk is a key objective 1 ° Popu]ation Health and Integration Committee e To improve outcomes in population health and healthcare
- — — * Quality, Safety and Improvement Committee  To tackle inequalities in outcomes, experience and access
Cautious: We have limited tolerance of risk with a 2 e Audit and Risk Committee e To enhance productivity and value for money
Open: We are willing to take reasonable risks, 3 ¢ Remuneration Committee
balanced against reward potential e People and Culture Committee
Bold: We will take justified risks. 4 * Executive Committee
; : : Severe ikeli
Risk grading matrix Risk o Likelihood
IS [¢] . Rating 1 2 3 4 5
Category Medium Description | Rare | Unlikely | Possible Likely Certain
Low 10% - 25% to
ili ) o/ _ 0, ()
Probability | <10% 24% 45% 50% - 74% >75%
B c
A Harm/injury to : D E G H
Objectives/ patients, staff Actual/pc_)tent|a| Service Staffing & . 3 : Inspection/ Adverse
) o complaints & : : Financial . )
projects visitors & : disruption competence Audit media
. o claims
Rating | Description others
Insignificant
cost .
increase/time Incident was
sliopage prevented or Loss/ Short term low
R ppage. incident Locally resolved | interruption staffing leading to Small loss Minor
1 Insignificant Barely lai han 1 2 i 1 . Rumours 1
noticeable occurred and complaint more than reduction in quality <£1000 recommendations
S there was no hour (less than 1 day)
reduction in
harm
scope or
quality
Less than 5% Individual(s)
C(.)St or time req_u|red first Justified On-going low Recommendations
increase. aid. Staff . Loss of one . o .
. . complaint staffing levels Loss of 0.1% given. Non- Local
2 Minor Minor needed <3 . whole X ; . . : 2
. peripheral to . reducing service budget. compliance with media
reduction in days off work - working day .
\ clinical care quality standards
> quality or or normal
) scope duties
'E Individual(s)
> 5-10% cost or require Below excess Late delivery of key .
Q time increase _moderatg claim. Justified objectives/service Reduced rgtlng.
(7p] Moderate ' increase in cor-n laint Loss of more | due to lack of staff. | Loss of more Challenging Local
3 Moderate o care. Staff >Ompla than one On-going unsafe than 0.25% recommendations. | media lead 3
reduction in involving . .
needed >3 . ) working day staff levels. Small of budget. Non-compliance story
scope or inappropriate . .
; days off work error owing to with standards
quality care . o o
or normal insufficient training
duties
Individual(s)
appear to have . .
10-25% cost or suffered _ Uncertgln delivery I.Enforcemen_t
i Claim above Loss of more | of services due to action. Low rating.
time increase. permanent Loss of more . Local
; . excess level. than one lack of staff. Large o Critical report. :
4 Major Failure to meet harm. Staff AT ) . than 0.5% of . media 4
. Multiple justified working error owing to Major non-
secondary have sustained ; . L budget. A . short term
L W complaints week insufficient compliance with
objectives a "major injury -
! training core standards
as defined by
the HSE
=2sacostor Permanent No delivery of National
time increase. Individual(s) Multiple claims . Yy Loss of more | Prosecution. Zero media
. . : . loss of service. Critical o ;
Failure to meet | died as aresult | or single major . . than 1% of rating. Severely more than 5
. L : premises or error owing to e
primary of the incident claims o . oy . budget. critical report. 3 days. MP
I facility insufficient training
objective concern
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Executive summary

Key Items:

e The paper outlines the month 9 financial performance for the ICB
and Integrated Care System (ICS).

e At month 9 the ICS is reporting a £85.7m deficit, a £72.9m
variance to plan.
The ICB’s share of the deficit is £4.4m, and the variance, £2.7m.

¢ The finance recovery plan (FRP) trajectory assumed the ICS
would report a month 9 deficit of £88.8m (see section 2.1, table 1
below). Therefore, the ICS has reported an improved month 9
position compared to the FRP by £3.2m

¢ In line with NHS England (NHSE) reporting requirements, the
ICS continues to report a year-end breakeven position.

e At Month 9, £178.4m of savings were delivered (see section 2.1
table 2 below). This was £24.6m below plan (ICB share, £4.9m)
for the first nine months of the year.

e For the full year, savings of £259.9m are forecast, leaving a
balance £28.9m (ICB, £5.7m).

e Across the ICS and in particular the ICB, delivery of efficiency
has included significant non-recurrent mitigations.

e The balance of efficiency savings has been included in the FRP
unidentified mitigation position. This stood at £83.6m but has
since increased to £110m.

e The movement in the unidentified mitigation is as a result of the
accounting treatment for the electronic patient record (EPR)
system at Barking, Havering and Redbridge University Hospitals
Trust and the likely outcome of a pay review for a specific group
of staff at three of our local providers (see Appendix 1).

e As it stands and without further system-wide intervention, the ICS
deficit at year-end will be £110m, i.e. the unidentified mitigation
position.

Action required

e The ICB Board is asked to note the month 9 financial position,
the levels of risk and the mitigations being taken.

Previous reporting

Finance, Performance and Investment Committee
Executive Committee.

Next steps/ onward
reporting

Future financial and risk updates will be given to the ICB Board,
Finance, Performance and Investment Committee and Audit and
Risk Committee.

Conflicts of interest

No conflicts of interest have been identified.
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Strategic fit

North east London wide plans are set on the financial resources
available. The report provides an update of the financial position
against the finance operating plan and 24/25 budget.

Impact on local people,
health inequalities and
sustainability

Update of financial sustainability and performance of the system.

Specific performance indicators address performance against the
needs of those with protected characteristics (as defined by the
Equalities Act) such as disability and that is included in the report.

Impact on finance,
performance and quality

Delivery of the financial plan and meeting the control total and
delivery of performance metrics and constitutional standards are
mandated requirements.

Risks

There is a high level of financial risk in the delivery of the 24/25
financial plan. Run rate analysis suggests a significant overspend.
Risks to the forecast include efficiency slippage, unmitigated
pressures in the financial position and continued run rate pressures
over and above plan.

The ICB risk rating is 20.

1. Purpose of the Report

The purpose of the report is to update the ICB Board on the month 9 financial position and
the risks associated with delivery of the Integrated Care System (ICS) and ICB financial

plan.

The ICB Board is recommended to note the information in the financial overview.

2. Month 9 Finance Overview

The month 9 year-to-date position across the north east London system is a deficit of
£85.7m, which is a variance to plan of £72.9m.

The £72.9m is made up of a provider overspend variance of £70.2m and a ICB overspend
variance of £2.7m. The finance recovery plan trajectory at month 9 was expected to be
£88.8m, meaning that the system was £3.2m ahead of the recovery trajectory.

There is a high level of financial risk within the reported position that may impact the
delivery of the year-end financial recovery plan position. Mitigation of these risks within the
financial position, ongoing delivery of the cost improvement programme and identification
of further cost improvements will be critical to the ICS and its ability to deliver the year-end
position.

2.1. ICS Month 9 and Forecast Position

The reported year-to-date variance and forecast variance is summarised by statutory
organisation in table 1 below.
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Finance Recovery

Organisations Month 9 YTD - Reported Plan Month 12 Outturn
M9 Variance
Actual Variance Trajectory to actual Actual  Variance

£m £m £m £m
BHRUT (3.7) (18.7) (15.0) (17.8) (0.9) 0.0 (0.0) (0.0)
Barts Health (0.4) (14.2) (13.8) (14.3) 0.1 0.0 0.0 0.0
East London NHSFT (2.0) (16.9) (14.9) (20.2) 3.3 0.0 0.0 0.0
Homerton (2.9) (13.9) (11.0) (14.5) 0.6 0.0 (0.0) (0.0)
NELFT (2.0) (17.6) (15.6) (18.1) 0.6 0.0 0.0 0.0
Total NEL Providers (11.0) (81.2) (70.2) (84.9) 3.7 0.0 0.0 0.0
NEL ICB (1.7) (4.4) (2.7) (3.9) (0.5) 0.0 (0.0) (0.0)
NEL System Total (12.7) (85.7) (72.9) (88.8) 3.2 0.0 0.0 0.0
Table 1

All providers and the ICB are reporting year-to-date deficits at month 9. Please note that
the ICS continues to be financially monitored by NHS England (NHSE) on the basis of
achieving a month 12 break-even position and as a result, we are required to continue
reporting as such.

Separately, our system has been capturing all the risks we face and our ability to manage
these. These are presented by organisation in appendix 1, where the unmitigated system
position stands at £110m.

The key pressures at a system level are as follows:
* Efficiency and cost improvement plans (see table 2) - the total system efficiency and

cost improvement plan at month 9 is £203m. Of this, £178.4m has been delivered, leaving
a year-to-date balance against plan of £24.6m (£19.7m providers and £4.9m ICB).

Barts Health, Barking, Havering and Redbridge University Hospitals Trust (BHRUT),
Homerton Healthcare and the ICB are forecasting efficiency slippage at year end. The
overall position is partly offset by East London NHS Foundation Trust (ELFT) who is
expecting to deliver over and above their efficiency target. North East London NHS
Foundation Trust (NELFT) is reporting year-end delivery in line with plan. Delivery of
efficiencies is flagged as a risk by the ICS.

Month 9 Forecast
Efficiencies Plan Actual Variance Actual Variance
£m £m £m £m £m
BHRUT 30.3 20.8 (9.5) 43.3 29.9 (13.5)
Barts 785 75.9 (2.7 104.7 101.2 (3.5)
ELFT 17.9 18.5 0.6 29.0 334 44
Homerton 13.3 5.9 (7.4) 215 10.9 (10.6)
NELFT 12.9 12.2 (0.7) 21.0 21.0 0.0
Total Provider Effieciency 152.9 133.2 (19.7) 219.6 196.5 (23.1)
NEL ICB 50.1 452 (4.9) 69.2 63.4 (5.7)
Total System Efficiency 203.0 178.4 (24.6) 288.7 259.9 (28.9)
Table 2

Run rate pressures — at month 9, mental health providers have reported pressures in
relation to additional independent sector beds (Extra Contractual Referrals) purchased
above planned levels and increased acuity of patients on their wards. Run rate pressures

148



at acute providers include pressures with mental health patient access, staffing, lost
income, non-pay and winter pressures. The ICB has reported year-to-date pressures,
mainly in relation to prescribing and independent sector activity costs.

* Pay, including agency — providers are reporting a year-to-date pay variance of £73m.
This is mainly driven by increases in whole time equivalents. Agency costs are currently
forecast to remain with the cap set by NHSE.

In addition to the revenue pressures described, the system is also reporting a variance
against the capital allocation received for the year. The core capital variance is currently
£3.3m and capital for lease recognitions (International Financial Reporting Standards 16)
is forecasting a £15m variance. The total £18.3m is under review by NHSE and a further
update will be provided once the final capital position has been agreed.

2.2. ICB Year-to-date and forecast position
The ICB year-to-date position is an adverse variance to plan of £2.7m and includes the
benefit of £26.8m of non-recurrent mitigations (cost improvements plans and the review
of financial commitments no longer required). In line with the system position the ICB is
reporting breakeven at year-end and additionally, forecasting to manage its unmitigated
risks to zero.

The £2.7m year-to-date variance is driven by under delivery of efficiencies (£4.9m), and
several run rate pressures primarily in continuing healthcare, prescribing and the
independent sector. These pressures have been partially offset by the release of non-
recurrent benefits.

The summary year-to-date and forecast position is shown in the table below.

Month 9 FOT
Variance  Variance
£m £m
Acute (14.9) (22.4)
Mental Health 4.3) (6.0)
Community Health (1.0) 0.1
Continuing Care (9.8) (11.6)
Primary Care - Co Commissioning (0.6) (0.7)
Primary Care - DOPs 0.4 0.6
Primary Care - Other (6.5) (8.9)
Running Costs 0.0 0.0
Programme Wide Admin (Programme Corporate) 1.8 3.5
Other 32.2 45.3
Total Variance to Plan (2.7) 0.0
Planned (Deficit) / Surplus (1.7) 0.0
(Deficit) / Surplus (4.4) 0.0

Table 3
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o |CB Efficiencies
The position on ICB savings is shown in the table below:

YTD
Efficiency YTD Efficiency

Plan YTD Actual  Variance
Efficiencies £m £m £m
Acute 12.8 1.9 (10.9) 2.4
CHC 9.1 1.9 (7.2) 24
Community 41 4.3 0.1 7.0
Mental Health 4.5 2.3 (2.2) 3.3
Other Programme Services 0.4 16.9 16.5 23.5
Primary Care (including prescribing) 13.9 12.6 (1.3) 17.7
Running Costs 5.3 5.3 0.0 7.1
Total 50.1 45.2 (4.9) 63.4
Table 4

At Month 9, the ICB is delivering corporate and community savings to plan but reporting
slippage with acute, continuing healthcare, prescribing and commissioning review
workstreams. These have been partly offset by the non-recurrent efficiencies in the year-
to-date and forecast position.

Efficiency delivery and oversight continues to be reviewed at the ICB Financial
Sustainability Board (FSB) which reports to the Finance, Performance and Investment
Committee (FPIC).

¢ Run Rate Pressures
In addition to CIP pressures, the ICB is facing a number of run rate pressures.

i. Prescribing pressure of £8.8m with a forecast of £11.8m. This is driven by a growing
trend of activity rather than price with an increased volume of prescriptions. The latest
activity rates are 6% higher than the same period last year.

ii. Continuing healthcare pressure of £3m with a forecast extrapolated run rate in excess of
£4m.

iii. Acute financial pressures in relation to the urgent care pathway with independent sector
activity increases forecast across the financial year.

¢ ICB Risk and Mitigations
The ICB is reporting that it will deliver a breakeven position at year-end. To achieve this
target the following assumptions are included in the forecast:

i.  Efficiencies are assumed to continue in line with performance to date.

i.  Non-recurrent mitigations have been identified and included in the forecast to manage
those efficiencies not delivered. This totals £35.7m and will need to be identified
recurrently so the new financial year does not start with this gap.

iii.  Further opportunities continue to be identified to manage the ongoing requirement to
manage risks, balance the forecast and deliver recurrent benefits.

3. System Risks and Mitigations
There is significant risk to the delivery of the ICS breakeven position. The month 9 year-
to-date position calculates a straight-line extrapolated ICS deficit of £135.1m, reducing to
£69.5m after adjustments for non-recurrent items and plan phasing (see Appendix 1).

The system has been asked to quantify further risks and mitigations to the delivery of the
breakeven position.
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At month 9 the unidentified mitigation (risk to delivery of the breakeven position) reported
to NHSE stood at £110m.

The Finance Recovery Plan assumed that identified actions would result in a month 9
unidentified mitigation of £83.6m. The reported position is £26.4m behind the recovery
trajectory.

Approximately £20m of the unidentified mitigation movement is as a result of the change
of accounting treatment of the electronic patient record system at BHRUT and the risk in
acute trusts associated with the pay review for a specific group of staff.

Details of the position by individual organisation can be found in Appendix 1.

Bilateral meetings with providers continue with the focus on identifying further
opportunities to reduce the £110m unidentified mitigation.
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APPENDIX 1 — Run Rate by Organisation Integrated Care Board
NR Adj. /
Plan . Other
.. M9 YTD Extrapolated Phasing/ Adjusted risks to Identified _Tota_l_ . FRP. . Variance to
Organisation Extrapolated . e s Unidentified Forecast/Plan unidentified
Actuals M9 YTD Other delivery of mitigations e - e FRP
M9 YTD mitigations mitigations
unplanned forecast
changes
£m £m £m £m
BHRUT (18.7) (24.9) 16.5 (8.4) (33.5) 41 37.8 (0.0) 17.7 (20.1)
Barts (14.2) (18.9) 3.8 (15.1) (8.5) 6.5 17.0 0.0 10.3 (6.7)
ELFT (16.9) (22.6) 7.5 (15.1) (6.5) 3.1 18.5 0.0 19.8 14
Homerton (13.9) (18.5) 10.6 (7.9) (22.0) 11.1 18.8 0.0 16.6 (2.2)
NELFT (17.6) (23.4) 5.3 (18.1) (6.1) 6.2 18.0 0.0 19.3 1.3
Total Providers| (81.2) (108.3) 43.7 (64.7) (76.5) 31.1 110.0 0.0 83.6 (26.4)
ICB (4.4) (26.8) 22.0 (4.8) (2.4) 7.2 0.0 0.0 0.0 0.0
Total ICS (85.7) (135.1) 65.7 (69.5) (78.9) 38.4 110.0 0.0 83.6 (26.4)

+ The month 9 year-to-date position takes the year-to-date deficit (£85.7m) and calculates a straight-line forecast deficit for the ICS of
£135.1m by year-end (ICB £26.8m).

* The table above shows the bridge from the straight-line extrapolated deficit of £135.1m to the total unidentified mitigations of £110m
(ICB £zero) after factoring in risks and mitigations. This the NHSE reported position and in addition, we have the Financial Recovery Plan
which has an unidentified mitigation position of £83.6m

*  Within the bridge, the £78.9m additional risks to the delivery of the forecast (ICB £2.4m) include non-delivery of cost improvements,
electronic patient records system accounting treatment, run rate pressures (including demand, inflation and pay costs) and shortfalls on pay
award funding.

+ To meet this further risk in the bridge, additional mitigations of £38.4m (ICB £7.2m) have been identified. These include stretching

cost improvement programmes, identifying additional income opportunities and further control on pay and non-pay expenditure (including
triple-lock). This leaves a further net risk (unidentified mitigation) of £110m.
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Executive summary e The attached set of slides describes the performance of
the overall system across seven domains of performance
in October 2024. For Urgent and Emergency Care (UEC)
November 2024 data is available. The detailed
description and analysis for each of the domains is
included in these slides.

e The total waiting list in planned care fell in October 2024
for the second consecutive month.

e The number of people waiting the longest (more than
(>)78weeks, >65weeks and >52weeks) continues to
improve overall, (noting a very small increase of three
pathways waiting >65weeks in month).

e There were 0 patients waiting >104weeks in October
2024, this has been sustained from July 2024.

e The Cancer Faster Diagnosis standard was not achieved
against trajectory for the month and fell below 75% for
the fourth consecutive month at north east London level,
driven by Barts Health.

e Cancer 62-day performance was also not achieved
against trajectory in October 2024, all three north east
London Trusts falling below planned performance,
Barking, Havering and Redbridge University Hospitals
Trust (BHRUT) and Homerton Healthcare however both
achieved >70%. 31-day performance was improved on
the September position and achieved by all three north
east London acute Trusts.

e The total number of patients waiting for a diagnostic test
increased in October 2024, however those waiting >6-
weeks decreased, equating to a marginal improvement
in diagnostics waiting times and activity (DMO01)
performance.

e The November 2024 published position against the 4-
hour emergency department (ED) standard was 75.1%,
below performance in October, all three acute Trusts
falling below trajectory for the month.

e The number of adult general and acute (G&A) beds
occupied with patients who no longer meet the criteria to
reside and the percentage of all G&A beds with a length
of stay >21-days was slightly improved in month. Overall
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bed occupancy remains in line with the previous month
(93%), but now above planned levels.

e Virtual ward occupancy continues to increase at 96.3%
for the month.

e The number of appointments delivered in general
practice in October 2024 was above plan. However,
those seen within two weeks fell just below 90% (88.5%).

o Referrals to urgent community response services were
up and above planned levels for the month.

e Community services waiting list data is for Quarter 2.

e Dementia diagnosis performance has improved in recent
months and met trajectory in October 2024. Performance
against a number of metrics fell in month adverse to
trajectory (Severe Mental lliness physical health checks,
perinatal access and children and young people eating
disorder routine referrals). The number of out-of-area
placements is also adverse to trajectory, set at 0 for the
remainder of the financial year.

Action / recommendation

The Board is asked to note the report. Further queries may
be raised with the Performance Team if required.

Previous reporting

Each of the performance domains has associated
improvement activity and this is managed through system-
wide Boards or Collaboratives, for example, the Planned
Care Board, Acute Provider Collaborative, and the UEC
Programme Board

Next steps/ onward reporting

The NEL ICB Performance report interfaces the ICB’s
executive management team, Finance, Performance and
Investment Committee, Quality, Safety and Improvement
Committee and ICB Board.

Conflicts of interest

No known conflicts of interest

Strategic fit

This report aligns with the following ICS aims:

e To improve outcomes in population health and
healthcare

e To tackle inequalities in outcomes, experience and
access

e To enhance productivity and value for money

e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

Improving access to healthcare and the speed of treatment is
likely to benefit disadvantaged groups among residents, as
well improve performance, quality, equity of access and
reduction of health inequalities for the north east London
population.

Has an Equalities Impact
Assessment been carried out?

Not required.

154




Impact on finance, performance | Ongoing risk of underperformance, due to recovery from
and quality previous industrial actions and impact of GP collective action

from August 2024. 2024/25 planning was predicated on no
further industrial action, a core national planning assumption.
Additional risk related to GP collective action from August
2024.

Risks The risks and issues are described against the relevant
performance domains.

1.0 Introduction

1.1 This is one of a regular series of performance reports which come to each meeting of
the Board. The aim is to provide assurance to the Board with regards to the effective
monitoring of performance, identification of risks to delivery and the mitigating actions
put in place.

1.2 The attached set of slides describes the performance of the overall system across
seven domains of performance in October 2024. For Urgent and Emergency Care
(UEC) November 2024 data is available. The detailed description and analysis for
each of the domains is included in these slides.

1.3 The Board is asked to note the report and provide feedback on content and
presentation.

14 The system’s performance against the agreed activity volumes and standards has an
impact on all four of the ICS’ strategic aims:

e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money

e To support broader social and economic development

2.0 Key messages

2.1 2024/2025 Operating Plan trajectories were predicated on no further industrial action
(a core national planning assumption). Due to the industrial action that ran through
into the first half of the year there remains risk to delivery.

2.2 There is additional risk related to GP collective action from August 2024.

2.3 Barts Health remains in Tier 1 for elective recovery (with effect of November 2023),
with additional regional and national NHS England (NHSE) support.

24 The north east London system remains in Tier 2 for UEC (with effect of January
2024). As a Tier 2 system, north east London continues to receive regionally led
support to help achieve the ambitions of the UEC Recovery Plan.

2.5 Operating Plan Guidance for 2025/26 has not yet been published.

3.0 Performance in October and November 2024

3.1 The total waiting list in planned care decreased in October 2024 (-363 pathways) for

the second consecutive month, following sustained growth over the previous nine
months.
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3.2

3.3

3.4

3.5

3.6

3.7

3.8

The waiting list is +11,673 pathways higher (6%) than the position in October 2023,
driven by Barts Health and Homerton Healthcare across admitted and non-admitted
waiting lists. The waiting list at Barking, Havering and Redbridge University Hospitals
Trust (BHRUT) is now -0.2% lower in October 2024 compared to October 2023 due
to the reduction in the latest month (circa -1,500 pathways, driven by the non-
admitted waiting list. The non-admitted waiting list at BHRUT has seen sustained
reduction over the last three months).

The number of long waiting patients (more than (>) 65 weeks) increased by three
pathways in October 2024, equating to a total of 778 pathways (97 of which waiting
>78weeks and 0 pathways waiting >104weeks). This is a reduction of over 2,000
pathways in the last 12 months and a reduction of over 600 pathways in the last two
months from August 2024. The national focus is now on the December 2024
position, following non-achievement of the ask to deliver 0 >65weeks by the end of
September 2024.

Achievement against the 28-day Cancer Faster Diagnosis Standard was 73.3% at
north east London level, falling below 75% for the fourth consecutive month (from
June 2024), driven by Barts Health (70.1%). The main issues at Barts Health are
diagnostic challenges, and Rapid Diagnostic Centre (RDC) / Non-Specific Symptoms
(NSS) cancer pathway capacity. To address this, a weekly tripartite oversight
meeting has been implemented, with recovery anticipated in February 2025.

Cancer 62-day performance was not achieved against trajectory in October 2024, all
three north east London acute Trusts falling below planned performance driven by
histopathology and imaging delays (lung, gynaecology, head and neck and
gastroenterology), increased referral volumes (skin, and head and neck) and
spending controls. BHRUT and Homerton Healthcare however both achieved >70%
(March 2025 requirement). 31-day performance was improved on the September
position and achieved by all three acute Trusts.

Diagnostic activity levels were delivered above trajectory in six modalities (MRI, CT,
NOUS, DEXA, Echo and Audiology). The total number of patients waiting for a
diagnostic test (58,385) increased in October 2024 for the second consecutive
month, driven by increases at Barts Health and Homerton Healthcare. The number of
patients waiting more than six weeks however decreased in month (9,469 pathways)
for the third consecutive month, driven by reduction at Barts Health and BHRUT. The
increase in total waiting list volume combined with a reduction in pathways waiting
>6-weeks, equates to a slightly improved diagnostics waiting times and activity
(DMO01) position of 83.8% for the month.

The published position against the 4-hour emergency department standard in
November 2024 was 75.1%, all three north east London acute Trusts falling below
trajectory for the month. Attendances were above planned levels for the month.

In November 2024, general and acute (G&A) bed occupancy was 93.1% in line with
the previous month but now above trajectory. The percentage of all G&A beds in
north east London occupied by patients with a length of stay >21 days was 20.3%
(an improvement on the previous month). The percentage of adult G&A beds
occupied by patients no longer meeting the criteria to reside was 11.6%, also slightly
improved on the previous month.
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3.9

3.10

3.11

3.12

3.13

4.0
41

5.0
5.1

In November 2024, north east London reported a virtual ward capacity of 409
patients, with an occupancy rate of 96.3%, up from 80.6% in October.

The number of appointments delivered in general practice in October 2024 was
above plan, with those being seen within two weeks however falling below >90%
(88.5%), albeit remaining significantly above trajectory.

Referrals to urgent community response services were up in month and above
planned levels.

Community Services waiting list data is for quarter 2. A community data group has
been set up and is working to improve data quality across providers, establishing a
standard dataset and reporting framework.

Within the mental health domain, dementia diagnosis performance has improved in
recent months, meeting trajectory in October 2024. Sever Mental lliness physical
health checks, perinatal access, and children and young people eating disorder
routine referral performance fell in month and below trajectory. The number of out-of-
area placements is also adverse to trajectory, set at 0 for the remainder of 2024/25.

Risks and mitigations
The risk and mitigations are described for each of the performance domains.

Recommendations

The Board is asked to receive the report for assurance purposes and to note its
contents. Any feedback on the content or the presentation of the material is
welcomed by the Performance Team.

Attachments

Attached is the standard set of PowerPoint slides covering the detail of each of the
performance domains and is the main body of the performance report. An electronic
copy is available to committee members and a hard copy of the slides will be
available on request.

Author

ICB Performance Team. Each of the performance domains is reported by the subject
expert.
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Planned Care Recovery & Transformation — October 2024

Claire Hogg

Metric .
Achievement

Total Waiting List
(volume)

Waiting List >104 Weeks
(volume)

Waiting List >78 Weeks
(volume)
Planned Care

Waiting List >65 Weeks
(volume)

Inpatient Elective Activity
(% 19/20 BAU)

Consultant Led
Outpatient Attendances
(% 19/20 BAU)

Percentage of first appointments or
follow-up appointments which attract a (V]
procedure tariff

(X
X

Latest Published October-2024

Trajectory Actual

217,747 223,237
N
B

0 778

107.64% 113.45%

101.94% 106.42%

47.04% 47.80%

Change from
prev. Month

6 Month Trend

Key Headlines

*  The total waiting list fell the 2"® consecutive month in Oct-24 to 223,237 pathways (-363 pathways), following a previous 9-month period of sustained growth. The
in-month reduction solely driven by BHRUT (-1,528 pathways). The waiting list at Barts Health (+369 pathways) and Homerton (+796 pathways) increased compared
to the September position. The waiting list remains above trajectory at NEL level, BHRUT the only Trust below planned levels for the month.

¢ The waiting list is +11,673 pathways higher compared to Oct-23, equating to an increase of circa 6% driven by Barts Health and Homerton across admitted and non-
admitted waiting lists (the waiting list at BHRUT is now -0.2% lower in Oct-24 vs. Oct-23, due to the reduction seen in the latest month). Homerton continues to
experience the largest proportional increase at circa 13.6%, the admitted waiting list seeing the greatest increase.

e There were no pathways waiting >104ww in Oct-24 (this has been sustained from Jul-24).

¢ There were 97 >78ww reported in Oct-24 (68 pathways at Barts Health, 29 pathways at BHRUT, and 0 pathways at Homerton). This is a small reduction (-18
pathways) from the September position, driven by reduction at BHRUT (-14 pathways) and Barts Health (-4 pathways).

¢ There were 778 pathways >65ww in NEL in Oct-24 (+3 pathways on the previous month), driven by a small increase at Barts Health (+5 pathways).

*  Consultant led activity in Oct-24 was 106% of 2019/20 levels (all outpatient appointments consultant and non-consultant led was 116%). The proportion of all
outpatient attendances for clock-stopping activity (first appointments or follow-up appointments attracting a procedure tariff) was 47.8%, meeting the monthly ask
at NEL level, both Barts Health and Homerton positive against plan, BHRUT falling just below plan (-0.4%).

*  Total inpatient activity undertaken at the three NEL Trusts in Oct-24 was 113.5% of 2019/20 levels (116% day-case admissions and 103% ordinary admissions).

Workstream Issues and Risks

*  Whilst there has been an in-month reduction in the waiting list for the 2" month; the PTL remains circa 6% higher than the same period last year.

*  Fundamental demand and capacity mis-match across a significant number of specialties and services, with actions to address being long-term in nature.

*  The number of patients continuing to wait >78 weeks and >65 weeks with residual risk at end Dec-24 (national focus is on the end of Dec-24 position — with circa
400 pathways forecast at NEL level). Significant work continues to mitigate the position incl. ongoing collaborative capacity transfers, pan London mutual aid (e.g.
Chelsea & Westminster Gynae support being explored), waiting list initiatives, clinical validation, insourcing/outsourcing and use of IS.

¢ Impact of challenges at Homerton (in ENT and Oral Surgery due to staffing) and BHRUT (ophthalmology due to the waiting list position) on ability to support
collaborative capacity transfers from Barts Health. Transfers in ENT and Oral surgery to Homerton and Ophthalmology to BHRUT have been paused as of Dec-24.

*  Impact of patient choice (patients not willing to move) on ability to move patients between Trusts within NEL (e.g. Barts Health to BHRUT) and to other London
Trusts (e.g. Chelsea & Westminster) — this is a particular issue impacting complex gynae a shared challenge at both Barts Health and BHRUT.

¢ Mid to long-term ambition to work towards delivery of 92% RTT performance. Performance in Oct-24 at the three NEL Trusts in aggregate was 60.4% (+0.5%
improvement compared to September, but relatively static since Oct-20 overall).

*  Impact of the triple lock process on ability to agree, and timeline for agreement, of funding proposals incl. sign-off of insourcing initiatives to support the long wait
position in the short-term — impacting both Barts Health and BHRUT.

¢ Maximisation of NEL TIF (Targeted Investment Fund) theatres as system assets.

* Inpatient and outpatient activity levels above 19/20 BAU and high ERF achievement, not translating to required levels of PTL reduction. Additional risk re unknown
ERF arrangements / payment mechanisms for 2025/26.

¢ 2025/26 Planning Guidance expected in early 2025.

¢ Potential impact of Cerner implementation at BHRUT on the waiting list position and DQ (planned for Summer 2025).
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Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

'V /A deterioration ¥ /A improvement

Change from prev. month indicates movement from the previous month based on validated published data

Governance

* NELPlanned Care Recovery and Transformation Programme Bi-weekly assurance meetings held with NHSE region and Barts Health

* NELPlanned Care Board and APC Governance

Mitigating Actions and Next Steps

e Barts Health remains in Tier 1 for elective recovery, with CEO accountability of site level trajectories.

*  Weekly NEL system meetings with the NHSE regional team in place providing oversight across all providers including the IS.

*  Revised APC governance and launch of the Accelerating Access to Care Board — first meeting held in Dec-24.

e Barts Health and BHRUT continue to explore all options to mitigate the >78ww and >65ww position incl. financial proposals, waiting list initiatives, use of locum
resource, use of IS capacity via subcontracting arrangements and patient choice via ICB contracts, insourcing / outsourcing, validation opportunity and patient
contact, etc., Insourcing for Gynae (outpatient appointments and local anaesthetic procedures) to support the position at BHRUT now agreed via triple lock, due to
start in early Jan.

¢  Collaborative capacity planning for 2025/26 has commenced at each Trust (based on internal risks/challenges and areas where there may be capacity to support
the NEL position). The NEL collaborative capacity meeting continues to meet weekly.

¢ Use and uptake of NHS capacity across London and within the IS by Barts Health and BHRUT (Gastro and Pain specialties) via the ICB contract in line with patient
choice and in scope of ERF.

*  Repatriation of patients on the RLH waiting list with a BHR postcode to BHRUT in ENT and Oral Surgery. Circa 240 Oral Surgery pathways have been transferred to
BHRUT, with scope for further transfers in Jan to be agreed.

*  Continued close working between Trusts and the ICB to mitigate and manage risks associated with delivery of financial balance vs. delivery of elective priorities.

*  NEL wide D&Q and PTL management continues with focus on application of RTT rules, validation and access policy principles - awaiting release of the National
Access Policy

*  Ongoing Trust and site theatre productivity and utilisation programmes, overseen via the NEL Surgical Optimisation Group

*  Early analysis to outline the scale of the challenge and support initial discussions re delivery of 92% RTT performance in the next 5-years.

*  Early work to review vascular surgery and the potential for financial and quality improvements across the service underway. 1

*  Go live of Luna waiting list management solution and auto-validation / use of Al at Barts Health in Apr-25.




Outpatient Transformation — October 2024

Claire Hogg

Latest Publi

Achievement Trajectory

A&G/Specialist Advice
(volume)

A&G/Specialist Advice
(% OPFA)

Outpatient
Transformation

Specialist Advice Diversion
rate

(%)

Moved or Discharged to
PIFU

(volume)

Moved or Discharged to
PIFU

(% OPA)

8,362

3.28%

ed Oct

Change from

Actual 6 Month Trend

prev. Month
36,755 \/\/
36.11% v \f
19.46% \4 /\/\
5,303 v \/\,\
1.93% v f\

Latest monthly where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Al Change from prev. month indicates movement from the previous month based on validated published data

'V /A deterioration ¥V /A improvement

Key Headlines

In Oct-24, 36,755 specialist advice requests were raised by NEL GPs, equating to 36.1% of all first outpatient attendances and 19.5% diversion rate
(requests returned with advice and no onward booking). There is no trajectory for specialist advice in 24/25, however, this above regional (19% of all
first outpatient attendances; 19% diversion rate) and national (28% of all first outpatient attendances; 17% diversion rate) performance.

In Oct-24, 5,303 patients were moved or discharged to PIFU, equating to 1.9% of all outpatient attendances (Barts Health 1%; BHRUT 2%; Homerton
6.5%). While PIFU remains more challenged, NEL is not a regional outlier. This compares to circa 2.3% across London and 3.4% nationally.

Workstream Issues and Risks

Volume of patients awaiting outpatient appointments and treatment (circa 5% increase, +8,982 pathways from Oct-23). Oct-24 is the 2nd month since
Dec-23 to show a decrease in PTL size (-466 compared to the previous month).

Fundamental mis-match between referral demand and capacity, including urgent and suspected 2ww referrals not matched with additional urgent /
2ww capacity, resulting in adverse impact on routine capacity.

System functionality and interoperability to support and expedite key initiatives and interventions e.g. PIFU.

Resource implications and job planning to support and expedite key initiatives and interventions e.g. GIRFT and A&G/R.

Impact of GP collective action (from Aug-24) on referrals, engagement with A&G/R pathways (due to concerns re transfer of work and associated
payment) and wider elective care pathways.

Impact of the financial position and triple lock process on delivery of elective activity, diagnostic capacity, waiting list initiatives / long waits and
outpatient transformation - no new business cases being recurrently funded (only endorsed) impacting on new investment proposals and which may
result in pathway redesign projects not being feasible across NEL.

Complexity, risks and unintended consequences relating to the ‘Provider Selection Regime’ under choice regulations - there has been increased
activity of providers requesting a contract under the choice guidelines, leading to unintended consequences and risks in some instances including
movement of activity away from Trusts, pathway changes (e.g. unplanned cessation of gastro SPA), potential financial impact and duplication

.

Mitigating Actions and Next Steps

Continued review, development and use of the NEL outpatient transformation programme and governance to ensure ongoing alignment, sharing of
best practice and collaboration.

Continued participation in national GIRFT and ‘Further Faster’ programmes.

Ongoing Use of the NEL ‘sharing best practice group’ and ‘masterclasses’; DNAs/missed appointments, A&G/R and PIFU held to date.

External review of A&G/R impact and outcomes (quantitative and qualitative) incl. Primary and Secondary care.

Continued progress in work streams for MSK, Women’s Health Hub (Gynae), ENT, Ophthalmology and Dermatology. Monthly monitoring of the impact
of the Tower Hamlets WHH established.

MSK Programme Board established with initial priorities being the establishment of (SPA) across NEL. Further work relating to MSK diagnostics in train
complementing community service provision.

Work with Communitas as the single NEL CHS Provider for ENT to streamline referral pathways to ensure referrals are directed to the most appropriate
site based on clinical appropriateness and capacity (while in adherence with patient choice) — ENT development underway across the Barts Group.
NEL wide Minor Eye Conditions service underway; service go live in Jan-25, reducing referrals to outpatients and UEC. An Ophthalmology single point
of access (SPA) to be developed to manage referrals and capacity across NEL

Single model of care now agreed for community Dermatology services in NEL; further work underway to review end to end pathway design.

Sharing of system approaches to increasing activity in outpatient attendances being facilitated by the NHSE regional team.

Exploration of further opportunity to implement further “one-stop shop” models in more speciality areas (e.g. Gastro) and identify specialities and
priority straight to test (STT) pathways in conjunction with the diagnostic transformation programme.

NEL Wide Consultant-to-Consultant referral principles being explored.

Significant work to support DNA reduction at Barts Health with key driving specialties identified with ambition to reduce first appointment DNAs to
from 11.7% to 9.7% and follow-up DNAs from 12.4% to 8.7%.

Ongoing implementation of patient facing digital platforms (Patient Knows Best and Dr Dr) via the NHS App in 24/25 and planning for 25/26.

Outpatient and Out-of-Hospital workstreams within all three NEL Trusts reporting to the NEL Outpatient and Out-of-Hospital programme

The NEL Planned Care Recovery and Transformation Programme continues to lead the overarching transformation and programrﬁ\s@of work to
support planned care performance and delivery against national priorities

Progress against priorities, risks and delivery are raised via the Outpatient and Out-of-Hospital Steering Group, escalating to the Planned Care Board




Latest monthly where appropriate are shown as RAG :
v/ ON % OFF track vs. trajectory.

Diagnostics — October 2024

Latest Published October-2024
Waiting List Performance Activity (% BAU 19/20)

Change from prev. month indicates movement from the previous month based on validated published data
'V /A deterioration ¥ /A improvement

Key Headlines

Metric
LRt L ¢ NEL DMO1 Performance: NEL achieved 83.78% DMO1 performance in Oct-24 against the 95% Mar-25 ambition (a marginal
Magnetic Resonance Imaging (MRI) (] 86.15% 7133% v \ (V] 118.71% 138.08% A \/\/ |mprover?ent on the Sept-24 position of 82.75%). ] .
¢ NEL Provider DMO01 Performance: DMO01 performance at Provider level in Oct-24 - Barts Health (78.62%), BHRUT (97.08%)
and Homerton (89.73%) vs. 95% Operational Standard by Mar-25. BHRUT delivering against the Mar-25 since Apr-24.
Computed Tomography (CT) (V] 78.95% 96.66% A \/_/ (V] 128.73% 138.26% A \/\/ ¢ NEL Waiting List: The overall NEL diagnostics waiting list increased in Oct-24 to 58,385 (+1,632) pathways compared to the
previous month’s W/L size of 56,753 driven by increases at Bart’s Health and Homerton.
Non-obstetric Ultrasound (NOUS) ) T B A I ) TR ARG A \/\/ ¢ NEL > 6 Weeks Backlog Position: The number of pathways waiting > 6weeks (backlog) for a diagnostic test saw a decrease in
Oct-24 to 9,469 pathways (-323 pathways compared to Sept-24), driven by reductions at Barts Health and BHRUT
*  Performance vs. Op Plan Trajectory: NEL delivered against the 24/25 Op Plan trajectories for Oct-24 at modality level in CT
Diagnastics Dexa Scan ) 80.43% 59.04% v \/\ 9 86.21% 94.25% v ]\\ and NOUS. >95% DMO01 performance (Mar-25 ambition) was achieved at Trust level in CT (All Three Trusts), NOUS (BHRUT
and Homerton), DEXA (BHRUT and Homerton), Colonoscopy (BHRUT), Flexi-Sig (BHRUT), Gastroscopy (BHRUT), Echo (Barts
Colonoscopy (%] 97.81% 86.65% v /\/\ (%] 104.71% 76.37% A /\/ and BHRUT)) and Audiology (BHRUT).
«  Activity vs. Op Plan Trajectory: NEL delivered against 2024/25 Op Plan activity trajectories for Oct-24 in Imaging (MRI, CT,
NOUS, DEXA and ECHO, and Audiology). Conversely Colonoscopy, Flexi-Sig and Gastroscopy were below Plan.
e Sgmeierensy o Selk KEIEEES \/ /_/\ o VLS CE20N & \“\’/ ¢ Benchmark: Although our DMO01 position remains challenged, we are doing comparatively well relative to peers.
Gastroscopy (%) 95.58% 80.58% v \/’\ (%) 115.14% 109.18% A \/\/
—\\ \/\/ *  Recruitment: Four Clinical Network leads — (x2 Imaging, Physiological Measurements and Endoscopy) have been appointed,
Echocardiography (%] 96.51% 92.94% v (/] 101.73% 111.78% A . . . . Lo L . . . .
provision of collaborative capacity, reviewing opportunities to manage patient demand on diagnostic services through
enhanced engagement with primary care leaders.
Audiology [x) 95.18% 56.37% A —/\/ @ 58.51% 80.59% v \/\/\ * CDCFunding: Progressed the building of 3 CDCs and an additional MRI scanner at Newham hospital. The CDC at St Georges
Health and Wellbeing Hub is now open. Barking Community Hospital CDC is now fully operational and receiving very

positive patient reviews. Acquisition and spend of around £30m of SDF revenue to support diagnostics recovery through the
Workstream Issues and Risks cDC.
R, |+ Efficiency and Productivity Initiatives: Updating staffing models to be AfC compliant and reducing spend on bank and

¢ Triple Lock and Financial Constraints: The constrained funding envelope accessible to the NEL system poses a risk as the benefit of schemes to agency, Harmonising rates for outsourcing of reporting, Collaborative capacity support between acute sites, CDCs and GPDA
increase capacity and improve productivity will not be realised at the predicted rate of demand growth - alterations to local agreements, to providers,
increase throughput and staff plans for 12 hour day/7 day week working are not realised, deficit in the funding requirement to implement all digital * Demand Optimisation: Beginning demand optimisation investigations into the scans being undertaken by A&E departments
initiatives, workforce initiatives in improving recruitment pipelines, via training academies and other schemes are not realised. and through the GPDA contract.

* Industrial Action: The potential for industrial action remains an unpredictable risk, affecting the timely delivery of diagnostics tests. * Backlog Clearance: Barts Health’s Paeds Audiology backlog clearance not reducing as expected. The RLH Children’s Hospital

¢ Waiting List and Backlog Position: The volume of patients on the overall NEL Diagnostics Waiting List and those waiting >6 Weeks (backlog) for a has an understanding of demand, capacity and opportunities for improvement within the Barts Health Group. However,
diagnostics test continues to be a risk particularly at Barts Health. The residual Paeds Audiology backlog at Barts Health being cleared by there is a demand and capacity mismatch that is not going to be resolved through the Communitas sub-contract or internal
Communitas is not reducing as anticipated. MRI Scanner downtime at Homerton impacting on Imaging performance with the acquisition and efficiency improvements across the Group and hence need Commissioner attention. Barts Health submitting paper to ERB
replacement scanner anticipated to last 12-18 Weeks. System support being explored. in Dec-24 to inform proposals and next steps.

¢ Quantum of Surveillance Pathways to be added to DMO01: NHSE requested a quantum of surveillance patients to be added to DMO01 and for a *  Networks: The new Physiological Measurements Network is now set-up, NEL is the first ICB to do so Pan London. Regular
validation exercise and clinical harm review to be conducted across NEL Providers. This review is now complete and the quantified number of meetings continue with Service leads across the three NEL Acute Trusts.
patients waiting at end of Sept-24 across NEL Providers - Barts (195), BHRUT(0), Homerton (62). List expected to be recovered at Barts Health end ¢  Escalations: NEL Diagnostics Programme Board and Networks escalate to the Planned Care Programme Board as necessary.
of Nov-24, Gl Endoscopy Surveillance is now compliant at BHRUT and all patients in this cohort now reported in DM01 at Homerton. * Performance Goals & Commitment: The 2025/26 Operating Plan Guidance is expected early Jan-25; albeit NEL ICB remains

¢ 2025/26 Operating Plan: The release of the Op Plan Guidance is expected to be delayed and anticipated in the new year (2025). committed to delivery of no more than 5% of patients waiting greater > than 6 weeks by Mar-25.

Governance

*  Strategic Meetings: NEL diagnostics performance and risks to delivery is discussed at the monthly Diagnostics Programme Board attended by NEL ICB colleagues, Acute Provider Operational colleagues, Clinical leads, and CDC colleagues chaired by the Planned Cd0Director.
« Diagnostics Escalation Management: Escalations are managed by the NEL Imaging, Endoscopy and Echo Networks; these are well established with regular meetings held on a bi-weekly basis. Quarterly meetings also ongoing with NHSE regional colleagues.
¢ Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor diagnostics performance against constitutional standards, Operating Plan trajectories and progress in line with sustainable delivery of diagnostics tests across NEL.




Cancer— October 2024

Femi Odewale

Latest Published October-2024

Metric h f
Achievement Trajectory Actual Change from 6 Month Trend
prev. Month
Faster Diagnosis Standard 0

76.00% 73.31% A

(%)

62 Day Standard

-(62 day treatement combined) (]
(%)

72.11% 68.21%

Latest monthly where appropriate are shown as RAG :
L@l v ON x OFF track vs. trajectory.

‘Al Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Workstream Challenges and Risks

Faster Diagnosis Standard (FDS)

* Asignificant factor contributing to the decline in performance is the delays associated with non-site
specific (NSS) and sarcoma at Barts Health.

62-Day Performance

* Diagnostic Delays: Delays in histopathology and imaging (CT PET scans and MRI reporting) are
affecting treatment timelines across all hospital sites for lung, gynaecology, head and neck, and
gastroenterology tumour sites. These delays also impact the Faster Diagnosis Standard (FDS).

* Increased Referrals: Notable rise in referrals for Skin and Head + Neck Pathways, leading to increased
demand.

* Spending Controls: The spending controls have contributed to delays in implementing key pathway
improvements funded by the Cancer Alliance.

Governance

« Strategic Meetings: The NEL ICB Cancer Alliance and Performance team conduct in-depth reviews and weekly meetings with NEL Acute Providers to discuss performance, recovery action plans with a focus on areas requ|r|n§ attention.
* Cancer Escalation Management: Escalations within the cancer services are managed by the NEL Cancer Board, under the governance of the APC Board, which in turn reports to the ICB.
* Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor performance against constitutional standards and progress in line with the Operational Plan Trajectories.

Key Headlines

Faster Diagnosis Standards: NEL's Faster Diagnosis Standard (FDS) performance was 73.31%, falling short of the 28-
day diagnostic target and the monthly trajectory. However, BHRUT exceeded its FDS target this month. Nationally, a
77% FDS must be achieved by March 2025. Notably, NEL demonstrated strong FDS performance in Q1 2024/25,
despite a dip in Q2/Q3. The system remains committed to meeting the operational targets by March 2025.

31-Day Combined Performance: NEL achieved compliance with the 31-day combined standard in October 2024,
recording a performance of 96.74%, an improvement on the previous month. All three NEL Acute providers met or
surpassed the 96% benchmark during this period.

62-Day Combined Standard: NEL recorded a performance of 68.21% against the 62-day combined standard in
October 2024, falling below the monthly trajectory and slightly under the 70% NHSE 2024/25 Operational Plan
requirement. None of the NEL Providers met the 62-Day Operational Plan trajectory this month, but both BHRUT
and Homerton achieved the 70% target.

Mitigating Actions and Next Steps

Faster Diagnosis Standard (FDS)

62-Day Performance

Faster Diagnosis Standard (FDS): Weekly oversight meetings with NELCA and ICB are ongoing, with recovery plans
on track for completion by February 2025. Despite anticipated delays in the 2025/26 Operational Plan Guidance, NEL
remains dedicated to achieving the 28-Day Faster Diagnosis Standard and the 62-Day Standard by March 2025.
Rapid Diagnostics Clinic Backlog: Systematic efforts have advanced the team ahead of schedule, on track to meet
the FDS standard by January 2025.

Sarcoma Backlog: A mitigation recovery plan has been developed and is overseen by the Alliance and national team.

Diagnostic Delays: The system has a Histopathology Working Group and a Diagnostic Board to address delays. In its
commitment to improving the Faster Diagnosis Standard (FDS) pathways, the Cancer Alliance, alongside diagnostic
groups and hospitals, has identified key interventions to facilitate improvements. However, it is important to note
that some challenges require both regional and national intervention, and the system is collaborating with extended
NHS teams to address these issues.

Increased Referrals: Barts Health has introduced additional waiting list clinics to reduce the backlog for results
reviews and manage the impact of increasing referrals. Concurrently, BHRUT is addressing the extended seasonal
spike by providing additional consultant capacity and utilising the tele-derm service. The Skin referrals are now
experiencing a downward trend as we head towards the end of the year. Homerton Dermatology is addressing initial
delays in patient appointments with ongoing diagnostic plans. Enhanced documentation and terminology at first
appointments have reduced the patient tracking list (PTL) to under 300 patients for the first time in five months,
facilitating an expedited reduction of the PTL.




Latest monthly where appropriate are shown as RAG :
LSl ON x OFF track vs. trajectory.
E

Latest Published November-2024

Urgent and Emergency Care — November -24
Al Change from prev. month indicates movement from the previous month based on validated published data

Metric Cch V /A deterioration ¥ /A improvement
Achievement Trajectory Actual e 6 Month Trend
prev. Month
Key Headlines

Total A&E Attendances inc UTC stand
alone sites (%] 82,946 90,589 v
(volume)

4 Hour Performance: In November 2024 75.10% of patients were seen within 4 hours of arrival to ED. This is a
slight deterioration on the October-24 position and is 2.96% below trajectory for the month at NEL level. All three
acute providers continue to see increase in attendances against the trajectory. All three acute providers missed
their trajectory in Nov-24: BHRUT achieved 77.01% performance against 78% trajectory (-0.98%); Homerton
achieved 77.32% performance against 81.20% trajectory (-3.88%); Barts Health delivered 70.02% performance
against 75.33% trajectory (-5.3%). Draft December position signals all providers will under perform against their
trajectory for the month. This is also a 9% increase in activity compared to same period last year (6,718
attendances more than November 2023). This increase is mainly driven by ambulance demand.

A&E 4-Hour Performance All Type inc
UTC stand alone sites (] 78.06% 75.10% v
(%)

A&E 4-Hour Performance Type 1 o

(%) 64.28% 58.95% v
()
12 Hour Trolley Waits: In November, we saw a slight improvement in performance with 14.52% of our patients

A&E 4-Hour Performance Type 3 inc waiting more than 12 hours from arrival (equating to 7,595 patients ) compared to 14.62% in October-24 and 7,735

UTC stand alone 96.03% A patients.
(%)
12-hour Troll it Adult G&A Bed Occupancy by Patients with NCTR: The percentage of adult G&A beds occupied with patients who
-nour 'fo ey waits National Req. . no longer meet criteria to reside improved compared to the previous month (11.64% in November-24 compared to
- from Arrival 7ERO 14.52% v 11.96% in October-24) and it was just marginally (0.1%) above the trajectory of 11.54% for the month.
(Percentage)
Length of Stay Over 21 Days: The percentage of total G&A beds occupied with patients with a length of stay over 21
Percentage of general and acute (G&A) 9 91.78% 93.12% v days saw a slight decrease compared to previous month (20.34% in November-24 compared to 21.33 % in October-
. 0 . 0
overnight beds that are occupied 24). This percentage is based on the average number of long staying patients who occupy adult General & Acute
beds. While the number of long staying patients saw an increase from 533 in October-24 to 548 in November-24,
Percentage of adult G&A beds occupied this was above the trajectory of 544.
by patients not meeting the criteria to (x] 11.54% 11.64% v

Category 2 Response: In latest available data, LAS reported category 2 response time for NEL in November-24 as
average of 43 minutes and 33 seconds. This is deteriorated from 40 minutes and 9 seconds in October 2024 and
against London-wide plan of 35 minutes 54 seconds for November-24. this against growth in conveyances at a
London level of 9%,.

reside

Percentage of occupied G&A beds
occupied by patients with a length of 20.34% \/
stay (LoS) of 21 days and over

r Hospital Discharge : Places and providers supported by the system continue to place a particular focus on
Average Category 2 Ambulance discharges. We have seen a deterioration in the number of patients discharged in November to 8,860 compared to
Response Time (November-24) Q 00:35:54 00:43:33 A October 24 (9,211). However, this was above trajectory of November-24 (8,162, 8.6% improvement).
Virtual Wards: The published November data for NEL indicates a reported bed capacity of 409 with an occupancy
Hospital discharges for pathways 0-3 (V) 8162 8 860 v rate of 96.33%. Occupancy has since improved, with plans underway to maintain consistency. Priority is on
per month (Total) ’ ' extending capacity to manage the winter surge in Q4. Providers have identified an additional 75 beds across NEL,
pending funding approval. Additionally, 50 beds remain unreported due to ongoing efforts to address access issues
with electronic prescribing in Barts’ Paediatric ward. Further capacity will be added with the upcom@®g launch of a
Virtual ward occupancy (v] 77.65% 96.33% A COPD ward at Barts.
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UEC Programme Issues and Risks

UEC Transformation is complex portfolio and requires optimised transformation support and continued partnership working across all ICS partners including health, place and social care.

The NEL UEC Portfolio Risk Register focuses on system-level UEC transformation risks and issues. On the risk register there are currently 3 red risks, 3 closed risks this month, 1 new risk and 1 red issue. In total, there are 21
risks and 1 issue on the NEL UEC portfolio risk register. The risk report is presented bi-monthly to the UEC board and new red risks are presented each month. Risks are managed by relevant programme governance and
delivery group.

Current red risks and issues scoring 15+ as reported to the NEL UEC Board in December 2024 are as follows: patient discharges in mental health, sustained utilisation and financial impact in mental health, trajectory
delivery and increasing waits in ED. A risk on financial delivery against the need to manage the increase in ambulances and activity is in development. Risks relating to our trajectory delivery and increasing waits are also
under review to incorporate added component of the increasing demand.

Mitigating Actions and Next Steps

Integrated Care Transformation Pillar (further Virtual Wards Update): The internal capacity target has been revised to 688 beds (from 735), excluding the BHR BYC allocation, resulting in a shortfall of 146 beds. Current
occupancy is at 96%, with efforts to maintain this level. Increasing delivery capacity depends on securing additional investment, with funding assurance vital to extending staffing contracts beyond March. Priority is on
extending capacity to manage the winter surge in Q4. Providers have identified an additional 75 beds across NEL, pending funding approval. An evaluation session with Providers (PPL) and NEL Place/Provider leads,
involving Finance, Service, and Bl teams, is underway to ensure robust data collection and analysis. Current efforts focus on consolidating insights to drive measurable outcomes and improve service delivery.

Ambulance Flow Transformation Pillar: Some East of England Ambulance Service Trust data starting to be included in performance and activity reporting to obtain fuller picture of demand across NEL hospital sites. Data
quality issues regarding handover reporting being worked through. Hospitals impacted by EEAST conveyances include Whipps Cross and Queens. Impact of London Ambulance Service Winter Plan being monitored via the
Ambulance Flow Transformation Group . Whist capacity issues are being worked through, the programme will consider options to better distribute ambulance activity within NEL sites starting with BHRUT, Queens and
KGH. Direct access to SDEC in place through trusted assessor model in Queens and being planned at KGH. Other sites to consider further options. A key element of this workstream going forward is the focus on developing
a NEL-wide Singe Point of Access, in line with national guidance. A virtual workshop took place on 6t December including partners from across the system including ambulance, acute, community and primary care. Agreed
next steps include working up a plan to optimise the current set-up for this winter, then developing a chase for change going forward from March 2025. A clinically-focused working group will be established and further
data analysis undertaken to identify potential opportunities to reduce conveyances to ED and ambulance dispatches. There is also a need to ensure that this piece of work is connected to work ongoing on 111
procurement and Same Day Access models in primary care, as well as exploring with national colleagues what models exist elsewhere and what lessons can be learnt, especially in relation to data analysis and KPIs.

Hospital Flow: One of the key priorities in ensuring flow improvements are achieved in pathways 1, 2 and 3 is Place led IDH review and standardisation work across NEL. Refreshed Hospital Flow group now led by Clinical,
Place and Transformation and supported by all system colleagues including Mental Health. Supporting RLH and WXH front door/ Urgent Treatment Centres improvement work and sharing best practice across the system.
BHRUT first in NEL to offer Direct to SDEC conveyances through Trusted Assessor model; pilot also started in RLH and WXH in November 2024. Front door patient pathway breakdown between BHRUT and ELFT finalised —
in the process of identifying drivers behind delays in order to determine next course of action in managing this cohort of patients. Barts are in the process of undertaking a manual, prospective audit with the same
purpose. Significant improvements in shifting patient discharges from Pathways 1,2 and 3 to Pathway 0 with Acute Providers focusing on internal processes. Marked reduction in delays caused by equipment provision.
System escalations (long waits, discharge delays, repatriations etc) being reviewed to ensure system resilience ahead of winter.

Mental Health: There is a significant amount of transformation work ongoing through the MHLDA Collaborative with the aim of improving MH Crisis provision to reduce ED attendances, or to divert people to alternative
settings for MH assessment when clinically appropriate to do so. There is also transformation work underway to improve discharge from MH settings, enabling improved system flow which has led to a reduction in delays
for people who are ‘Clinically Ready for Discharge’. A system-wide MH in Emergency Departments Activity and Finance Work Group has been established to develop a shared dataset to reflect a system-view of MH care in
ED, and to enable shared reporting and a more nuanced understanding of some of the specific care pathways with challenged flow so improvement work can be best targeted. We also have a programme of work focussing
on the quality and safety of mental health care in ED coordinated through our NEL Chief Nursing Officers, with a variety of change ideas being tested and a plan to expand assessment capacity by the end of January 2025.

Governance

NEL UEC Board reports into the NEL ICB Executive Committee
Hospital Discharges and Virtual Wards improvement work form part of wider UEC Transformational pillars that report into NEL UEC Board. NEL UEC Board reports into the NEL ICB Executive Committee
Mental Health pathway work sits under the governance of the NEL MHLDA Collaborative
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Latest month/quarter where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Health Services in the Community — Quarterly: Q2; Monthly: October-24

il Change from prev. period indicates movement from the previous period based on validated published data
Charlotte Pomery and Jo Moss ¥/ A deterioration ¥ /A improvement

Latest Published

Metric ) ) Change from
Achievement Trajectory Actual .
prev. period

m X

Appointments in General Practice - & 1112.716 1.217.647 A
Oct-24 e e

Monthly Percentage of appointments seen within two weeks - @ 59.06% 88.47% v

reported  [elaavXi! R e
Urgent Community Response (UCR) referrals; Count of all UCR referrals
planned in the period - & 2,079 2,670 A

Health Oct-24
Services in the
Community Percentage of learning disability registers and annual health checks delivered
by GPs - (V] 15.01% 37.37% A
Q2 24/25
Community services waiting list-Number of patients waiting over 52 weeks at a
point in time aggregated for a) in scope CYP and b) in scope Adult services - (%] 651 2,788 v
2 24/25

Quarterly a /

reported
Numb f CYP (0-17 it iting list 52 ks -

umber o ( years) on community waiting lists over 52 weeks o 646 1,644 v
Q2 24/25
Number of Adults (18+ years) on community waiting lists over 52 weeks -
(%] 5 1,144 V 64

Q2 24/25




Key Headlines

Primary Care (Oct-24)

* In October 24 we were significantly over the trajectory for number of appointments by 104,931 (1,217,647 against a target of 1,112,716). 88.47% of these were within 2 weeks compared to a trajectory of 59.06%.

* Face to face appointments are the most frequently used mode of contact.

*  Work continues to implement the Primary Care Recovery Plan. All 60 practices that were on analogue systems transferred to digital cloud telephone systems and all practices that were on non-compliant digital telephony systems will move
over to systems with greater functionality including ‘call back’ functions by end 23/24. This will help to support demand management, including the 8am rush for appointments and provide appropriate patient triage.

* Capacity and Access Improvement payments will help practices to improve patient experience of contacting the practice, manage demand and capacity and ensure accurate recording in appointment books. This will help to ensure that all
appointments are captured in the data. Payments have been made to all PCNs for performance against their plans in 23/24 and a process has been put in place for them to get further improvement plan payments in 24/25.

* Practices are also implementing plans to move to ‘modern general practice’ using transitional funding enabling them to provide a smooth, equitable experience of access to patients across phone, online and walk-in routes. Initial payments
were made to practices at the end of last year and practices are working to deliver their plans to get further payments in 24/25.

* Plans to implement integrated same day access, under the Fuller Programme are in place.

2-hour UCR/ Community Rapid Response (October data )

* NELis set to reach 90% exceeding the national UCR 2hr target by 20% (national target 70%).

* Total number of 2-hour standard UCR referrals in October 2024 was 2,670.

* Majority of London’s UCR referrals continue to be made by GPs. There is some variability in referral sources across the ICBs. NEL is using its improvement networks to get more caseloads from LAS & Care Homes.

* London continues to have low ambulance, and 111 referral rates and numbers compared to most other regions and the England average.

* National UCR trajectory, based on an age-sex standardised rate is set at 157 referrals (all referrals) per 100,000 population. October's provisional data also shows that NEL is set to exceed the 157 national trajectory at 232 respectively.

Learning Disability (Q2)

*  April 2024 to August 2024 3,013 AHC were completed, target - 27.3%, achieved 29%. NEL Projections indicate the EQY target of 75% is well within reach. Past performance in NEL has consistently surpassed targets.

* AHC historically see an increase in Q4 (23/24).

* Collaborative efforts across programme and Place level ensure strong engagement. Measures include regular reconciliation by CLDT, focused work with GPs where additional support is required.

* Primary care improvement leads within the ICB have issued targeted emails to underperforming practices highlighting 129 patients have not undergone an AHC in the past 12 months (as of Oct 315t 2024). To address these, monthly
communications are sent to GP practices.

Community Waiting List (Q2-3)

* Data Quality Initiative: Community data group has been set up and is working to improve data quality across providers, establishing a standard dataset and a reporting framework for consistent insights. The aim is to build a data-driven culture
and facilitate service improvement through shared monthly reports. This will help us monitor and manage the data better and manage risks. NHSE welcomes this approach and has asked NEL to present its ways of working at the next London
Waiting Times Group in December as a demonstration of the proactive approach we have taken. NEL has a data group for providers and an internal group focused on getting better at reports.

* Data Portal Limitations and Improving our Assurance Processes: National portal does not support geographical splits, but this is being discussed meantime, the move to faster data flows. In the meantime figures must be explained in
narratives. NEL data team is working with providers improve the internal data reports.

* ELFT Outlier Reporting for NEL (to continue to note): Since June 2024, ELFT has jointly submitted Bedfordshire and East London CHS wait times in the national SitRep. NHSE has confirmed ELFT should present a full waiting times view for NEL
and BLMK ICS separately post submissions of SitRep. Among teams with the largest wait lists (MSK, Continence, and Diabetes), key challenges include increased referrals, rising demand, and workforce shortages. Quality Improvement projects
are in place for each team, focused on managing demand and capacity, including staffing levels and review referral criteria. Furthermore, these services are part of a broader trust-wide Equity initiative.

Barts

* (Adults): Nursing and Therapy support for LTCs: Respiratory/COPD - Patients waiting over 52 weeks for spirometry (377), not covered by the CHS contract, are being managed by SBH Lung Function and ARCARE through a partial booking system.
However, demand and waiting list is expected to grow as GP primary care spirometry services remain unavailable.

* (CYP) Community Paediatric Service: All of the long waiters in community paediatrics are waiting for an Autism assessment. There has been over a 500% increase in demand for ASD assessments in the last 2 years. The total volume waiting has
increased from 382 in January 2022 with an average waiting time of 90 weeks to 1379 with an average waiting time of 94 weeks. The limited deterioration in waiting times despite the huge increase in demand has been achieved through
significant investment in the service CE500K to increase the capacity of the team to achieve an average of 25 discharges a month from an average of 8 plus the outsourcing of suitable patients to a private provider - Autism Clinic London who
assess 20 patients a month. There is a SEND business case in the ICB awaiting approval which will provide a continuation of the services at their current levels (both are currently non recurrently funded) but will not allow for further increases in
capacity. It is therefore impossible to specify a timeframe for clearance of the backlog.

* (CYP) Audiology: We currently have 49 patients waiting at 52+ weeks, this is for Northeast and community sites combined. This was discussed with the Paediatric Audiology Team Lead for RLH and HA and was advised that these até5
predominantly follow ups that are waiting 52+ weeks, however this is because we have validated our waiting lists to identify priority/high priority patients and see them first. The longest waiters were deemed routine so should have enough
testing/results to rule out a hearing loss that will impact speech/language and learning so a longer wait will not impact these areas.




Key Headlines

ELFT

* (Adults) Data in the Sitrep report for first appointment waiters includes figures for Newham and Tower Hamlets, where services are available in both boroughs. For the MSK service, the data encompasses ELFT as well as three additional providers.
Notably, the highest number of waiters is concentrated in Newham. Among teams with the largest wait lists (MSK, Continence, and Diabetes), key challenges include increased referrals, rising demand, and workforce shortages. Quality
Improvement projects are in place for each team, focused on managing demand and capacity, including staffing levels and review referral criteria. Furthermore, these services are part of a broader trust-wide Equity initiative.

* (CYP) Children ASD services (highlighted in community paediatric tab). The service is currently facing staffing challenges due to long-term sickness, maternity leave, and recruitment delays. These issues, combined with a rising number of accepted
referrals, have led to increased waiting time.

* To address these challenges, the assessment team has introduced a single-clinician assessment and for children with significant evidence of social communication difficulties from partner agencies and the MDT. This approach aims to optimize
capacity and manage the caseload more efficiently.

* Additionally, the Senior Management Group (SMG) will be conducting an in-depth review of service pathways to identify potential improvements and help reduce waiting times further.

* Asflagged - NEL is launching business case Northeast launching various "Adult Productivity" networks focused on dietetics, adult SALT, and podiatry, while children’s networks will address ASD assessments and SALT transformation.

NELFT

* (Adults) Latest data is showing for NEL 52+ week waiters is now 19. There are 310 waiting at 18-52 weeks. Longest waits latest data are in Podiatry ( 516) & Nursing Therapies largest (767) excluding Respiratory/COPD category not NEL services (
they are part of provider level return which covers Mid and South Essex ICB). Of the latest submission NEL services make up 45% (3494) of the total adult waiters as 3468 of the waiters are MSE ICB. There are 19 adult waiters between 52-104
weeks in NELFT services, Most in dietetics and Nursing Therapies. Improvement networks underway.

* (CYP) Of the 2989 Community Paediatric long waits over 52 weeks, 63% are not NEL services NEL Services (1110), they are part of the provider level return which also covers Mid and South Essex ICB. Of the latest submission NEL services make up
70% (4,289 an increase) of the total CYP waiters as of the waiters are from other ICBs. There are 212 CYP waiters between 52-104 weeks in NELFT services. There are 1862 waits in the 18-52 weeks. Community paeds and OT have the largest
proportion of waits 52—104-week waits are under Paediatric Clinical Psychology where the children are awaiting some form of post diagnostic support i.e., they left the diagnostic pathway (current or previous) and internally referred to post-
diagnostic groups. This is ongoing due to workforce and ongoing skill mix issues. These would not typically fit the criteria for RTT Consultant led service, as they are essentially internal referrals which are open to different teams within the same
pathway. Internal meetings taking place to establish a solution within RiO.

Homerton

* (Adults) Homerton adult services are performing well, 1 patient waiting beyond 52+ weeks having plans in place to ensure prompt care this is a workforce issue being resolved -Patient is in LTC Continence and Colostomy. November update
(provisional) — no waits over 52 weeks.

* MSK has 259 wating 18-52 weeks. There is increasing demand of referrals and issues with workforce availability. Service has additional level of administrative validation of PTL on weekly basis to ensure no duplications and proactive management
of longest waiting patients, including phone calls to long waiting patients. The wait time for the service is 6 weeks. In MSK, 25% of patients with low or no level of English. Advocacy service engaged to support these patients. Patient engagement
days also planned with one for Turkish speaking patients in November. Patient engagement day for GP Practice on 16th January 2025.

* (CYP) For Community Paediatrics, the longest waiting Complex Communication Clinic has seen wait times improve from 15 months to 12 months. Clinical validation of follow up patients has been completed to inform the deferral of non-urgent
patients and the prioritisation of longer waiting new patients. A template review has also taken place with additional new appts for Jan 25.

* The 18 52+ week community paediatrics patients continue to be proactively are being actively managed with plans for all consultant led appointments (12 of 18) and a business case for an additional continence nurse to mitigate the long waiting
risk in the toileting sub-service (6 of 18).

* For CYP Therapies services, patient lists are being actively managed with administrative and clinical input, ensuring patients receive care in a timely manner. There are 8 52+ week patients in Dietetics is a data quality issue. This means we now have
zero 52+ week patients in CYP Therapies. This is due to workforce availability, workforce capabilities and skills mix.

Accelerate CIC

* No one is waiting over 52+ weeks to access service.

* For patients over 18 weeks, 29 from outside NEL were removed. Of 535 on the waiting list, 482 have future appointments. Increase referrals across NEL contracts NEL routine appointments for lymphoedema will sit within the 8—12-week
category. Increase in referrals across NEL which is highlighted within contract reports and an increase in urgent referrals which are prioritised. This has been highlighted over the last number of years within our contract meetings. Referral
increase is due to lack of a wider system pathway to provide first level management for chronic swelling. Patient driven cancellations for those beyond 18 weeks, is noted and mainly due to patient on holiday, declined the time or unwell.

* Usually discharge those with multiple cancellations, or first assessment missed, in most of this case we allowed those patients to extend, we will continue to monitor enforcing a strict approach to multiple cancellations by patients. The majority
on the waiting list will have a booked appointment Actions to date: Continued prioritisation for urgent Strict adherence to discharge process for non-attendance and multiple cancellations Referral increase highlighted to commissioners.
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Workstream Issues and Risks

Primary Care (Oct-24)

* The general practice appointments (GPAD) data had significant data quality issues, with a proportion of activity ‘unmapped’ or ‘inconsistently mapped’ for instance 14% of appointments in NEL were uncategorised at the start of the year. .
* The data set available shows a limited view of appointment information and does not show appointment status e.g. attended or DNA (non-attended appointments).

* Access and patient satisfaction: despite appointment numbers increasing, the 2024 GP Patient survey shows significant variation of experience when making an appointment within NEL.

* Collective action may impact on the number of appointments, if practices choose to limit the number of daily appointments to 25 per GP. No impact has been seen so far, but we may start seeing an impact later in the winter.

2-hour UCR/ Community Rapid Response (Q2/3)

* Checks on Productivity - While we are meeting the 2-hour target volumes, there is an opportunity to enhance productivity at the place level and across the system, particularly in our inner London boroughs.

* Check on compliance against contracts — NEL will be doing a deep dive check on UCR variation again (last check was in 2022). An Urgent Community Response (UCR) service is a team of health and social care professionals who provide urgent
care for people in their homes. The goal of UCR services is to help people avoid hospital admissions and remain independent for longer. This is supposed to be 8am-8pm. Urgent Community Response (UCR) services provide crisis care for nine
clinical conditions: falls, decompensation of frailty, reduced function or mobility, palliative or end-of-life crises, urgent equipment needs, confusion or delirium, urgent catheter care, urgent diabetes support, and unpaid carer breakdown.

* Productivity gains with LAS via improvement networks - There continues to be a lack of referrals into UCR from LAS in (MiDoS data) across London. NHSE want all ICBs to improve this. NEL continues to use improvement networks to explore
opportunities and has started with Care Homes and Catheter Care.

Learning Disability (Q2)

* Progress in exceeding targets continues, with no immediate barriers identified that would hinder performance in delivering AHCs for individuals with learning disabilities.
* Performance on these checks will continue to be reviewed closely, with any challenges promptly addressed through PLACE-level leadership with the support of Primary care leads and oversight from NEL LDA programme team.

Community Waiting List (Q2/3 data)

* Over SitRep Submission: Despite guidance from national and regional teams, confusion remains about SitRep submission requirements, as data is still reported at the provider level without regional breakdowns. NEL is working with the London
regional team to clarify and enhance submission quality.

* Data Quality Initiative: The Community Collaborative has launched a data workstream to improve data accuracy across major providers, establishing a standard dataset and a reporting framework for consistent insights. The aim is to build a
data-driven culture and facilitate service improvement through shared monthly reports. This will help us monitor and manage the data better and manage risks. NHSE welcomes this approach and has asked NEL to present its ways of working at
the next London Waiting Times Group in December as a demonstration of the proactive approach we have taken.

* BCYP Population - NEL has a notably high population of children compared to other areas, with over 25% of our population under 18, and in some boroughs, this figure rises to 32%. Additionally, we face significant levels of deprivation and
need. The forthcoming investment aims to provide earlier support to children, families, early years, and schools at the preventive end of the pathway, including the rollout of online training and support resources.

* Investment in Children's Services: NEL ICB is implementing improvement schemes for children with Special Educational Needs and Disabilities (SEND), focusing on community paediatrics and children's therapies. This investment targets early
intervention, especially given high local demand and deprivation levels, with a gradual impact expected starting Q4 and into 2025/26 due to recruitment and demand pressures.

*  While final approval of the investment is expected in Q2, sufficient time will then be needed to mobilise and recruit staff. Therefore, a noticeable impact on wait times is not anticipated until at least Q4, and more likely in Q1 2025/26, given
increasing demand.

167



Mitigating Actions and Next Steps

Primary Care (Oct-24)

* Improvements in coding were incentivised through the Capacity and Access Improvement Plan.

* The NEL Data Quality Accreditation scheme has been rolled out across all practices which will improve coding.

* Using digital technology such as Edenbridge APEX which has been rolled out across NEL to get the most accurate appointments and clinical data directly from practice clinical systems. Completed episode data will be included into the forward
plan.

* Each PCN worked to deliver a Capacity and Access Improvement Plans to work towards improving patient experience of contacting the practice, manage demand and capacity and ensure accurate recording in appointment books.

* The GP Recovery Plan commits to using digital telephony by March 2024 to enable improved queuing systems and call management. All practices that were on analogue systems are now on digital systems and practices already on digital
systems that are non-compliant with the national requirements will be on compliant systems by end 24/25.

* Opening Hours’ exercise has been undertaken to support practices to open to patients during core hours to fulfil their contractual responsibilities and all practices are now open during this time.

* Actions are being put in place to assess the impact and put mitigations in place in relation to GPs taking collective action. There are twice weekly NEL meetings on this and regular daily sitreps reported to NHSE. . NHSE will be sharing a data
pack with us so we can compare to the same period last year.

2-hour UCR/ Community Rapid Response (Oct-24)

* Improvement approach and collaboration - Community Improvement Network for Rapid Response is focused on optimising and improving service offer.

* Increasing referrals during winter - NEL has launched Catheter Improvement & Care Homes / Dom Care Networks to support with maximising referrals routes into UCR and improving productivity even more unlocking more access to the service

* NEL continues to work to improve visibility of UCR service options in the Directory of Services and is working to host a meeting with place leads on ways to improve this.

* Datalmprovement and joined up working - Reporting of RR / UCR pathways into wider system UEC programme is being developed to enable us to monitor productivity at Place and Provider levels better and more regularly. SHREWD tool
interface to be running hopefully by 19 December.

* 111 transformation continues to look at ways to optimise opportunities — working with UCR and Rapid Response services.

* Catheter Care Group exploring NEL wide Catheter Care Training delivery plan supported by Providers, CEPN & Care Forum.

Learning Disability (Q2)

* Oversight and monitoring of Annual Health Checks is being conducted at NEL level, facilitated by the Learning Disabilities and Autism Transformation Board.
* Progress and performance updates are shared quarterly in assurance meetings led by NHS England (NHSE).
* Attention remains on supporting the quality of AHC delivery, with consistent input from Place-level initiatives and governance.

Community Waiting List (Q2/3 data)

* Improvement Networks /Data Quality and Provider Collaboration: NEL is working closely with providers through a data group to enhance local accountability, governance to help reduce wait times. Six recent sessions have focused on data
accuracy, cycle standardization, assurance, better service management including best practices from Homerton and NELFT, to build a culture of transparency and joint ownership across PLACE and ICS levels to improve positions. BAU meetings
are focused on getting data quality improved and narrative from wait times improvements initiatives.

* System-Wide Interventions: NEL has launched various initiatives to address wait times, including MSK pathways. This comprehensive approach spans primary, planned, and community care to reduce pressures, though significant impacts on
wait times are expected by 2025/26. For 2024/25, mutual aid options are also being explored.

* New Networks for Adult and Children's Services: NEL is launching "Adult Productivity" networks focused on dietetics, adult SALT, and podiatry, while children’s networks will address ASD assessments and SALT transformation. These initiatives
support the SEND investment to improve access and reduce wait times.

* Governance and Monitoring: We continuously track targets for Community Health and Babies, Children, and Young People’s Programs within ICB governance, reporting wait times to the Finance and Performance Subcommittee.

* BCYP - For children, there are also Improvement Networks coming online in relation to our neurodevelopmental pathways looking at the clinical pathway for children awaiting an assessment for ASD, and a network looking at children’s SALT
transformation which will complement the SEND investment referred to above and equally support waiting list and access challenges.

*  We will continue to jointly monitor and review our targets and trajectories within existing governance across both the Community Health Services and Babies Children and Young Peoples’ Programmes. Within the ICB, waiting timq%gnd
performance is also reporting to the Finance and Performance Sub Committee — a formal subcommittee of the Board.




Governance

Primary Care (Oct-24)

* Operating plan monitoring. Monthly data provided from national GPAD reporting.

* Primary Care Delivery Plan, Primary Care Collaborative, GP Provider Group.

* Collaboration with Pharmacy Provider Group and close working with urgent care colleagues

* Regular reports on Access Recovery plan to Primary Care Delivery Group as part of the primary care transformation portfolio.
* Performance Report including information on access presented to NEL Primary Care Contracts Sub Committee.

* Update on Access Recovery Plan was taken to the ICB Board in November.

2-hour UCR/ Community Rapid Response (Oct-24)

*  Community Collaborative Delivery Board and escalation to CHS collab sub committee.
* ICB Finance and Performance Committee.

* UEC Programme Board.

* Ambulance & Flow Transformation Group (under discussion).

* Individual provider governance.

Learning Disability (Q2)

* Strategic oversight for Annual Health Checks is provided by the Learning Disabilities and Autism Transformation Board at NEL level, in collaboration with the Mental Health, Learning Disabilities, and Autism (MHLDA) Strategic Board.
* Quarterly performance reviews are conducted during NHS England assurance meetings, ensuring alignment with overarching goals and standards.

Community Waiting List (Q2 data)

* Operating Plan.

* Community Collaborative Delivery Board and escalation to CHS Collab sub-committee.
* ICB Finance and Performance Committee.

* Individual provider governance.
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Key Headlines

Mental Health — October 2024

e 2024/25 has seen the introduction of two new metrics for Talking Therapies, service users reporting Reliable
_ Lorraine Sunduza m Improvement and Reliable Recovery at the end of their treatment. Both metrics are performing well against their
respective trajectories and are expected to achieve their trajectories by year end.
Latest Published * Dementia Diagnosis continues to fall below national targets; however, performance is improving and has met trajectory.
e e Perinatal access falls short of trajectory and is showing a downward trend in recent months. Work is ongoing with the
SHe . Cha m|  6Month Perinatal Improvement Network to understand and mitigate this.
Bk WA Actual prev. Trend + Children and Young People’s Access, and Community Serious Mental lliness Access remains strong, reporting above
; . : I — trajectory.
Talking Therapies Reliable r
e (/] 64.17% 65.87% v ot * Inappropriate Out of Area Placements are above trajectory, set to zero for the rest of the year. Note; this metric has been
B T revised to show the number of inappropriate placements at the end of the month, whereas the previous metric showed
Recovery (Rate) (] 45.12% 46.51% A / N the number of bed days.
r,y . . o s * Revised data is now available for Children’s and Young People’s Eating Disorder wait times, with urgent referrals at 100%,
SN 1R (] 61.65% 61.81% A — but routine referrals falling below target at 83%.
i) - * Performance has dipped in SMI Physical Healthchecks, falling below the trajectory, however this is likely due to
Serious Mental lliness Physical * seasonality.
Health Checks (Performance) (Q4 (x ] 63.33% 62.58% v [
# -
SDesed) — Workstream Issues and Risks
Perinatal Access T )
Mental Health [GERS) ) 2 AL A *‘ : * Serious Mental lllness Physical Healthchecks System Development Funding investment is currently paused pending a
Children and Young Peoples ~ financial review.
Access (Volume) o 2oz 487 A TN _. * Dementia Diagnosis and Perinatal Access are at risk of not achieving trajectories.
Early Intervention in Psychosis "
60.00% 83.78% A ong . .
(EIP) (Performance) o 0 0 Mitigating Actions and Next Steps
Children and Young Peoples —
Eating Disorders Urgent Referral () 95.00% 100.00% & e Ongoing work within the Improvement Networks includes changes to service models to improve effectiveness and

productivity, and to address health and social inequalities, as well as aligning investment and workforce planning.
Examples include:

(Performance) ,_,ﬁ_,
A - Talking Therapies Access — focus on recruitment, increasing referral rates, and group therapy uptake

Children and Young Peoples

(%)

Eating Disorders Routine Referral 95.00% 83.00% v

(Performance) _ - Children and Young Peoples Access — increasing primary care access, improving digital access by service users, and
. increase access in schools via Mental Health support teams
izl LRI (] 24,763 29,390 A - Dementia Access - using the Dementia Improvement Network to disseminate best practice
(Volume) :""'*-4"" - Perinatal — increasing capacity through recruitment, and establishing an Improvement Network
Inappropriate Out of Area [x) 0 10 o - Serious Mental lliness Physical Healthchecks — System Development Funding investment to improve peer support,
Placements (Volume) N secondary care primary care data flows and reach higher risk, under-served people who have not had a health check for

over 2 years.
* This work is being supported by an expanded and improvement performance reporting framework.

Latest monthly where appropriate are shown as RAG : Governance
v/ ON x OFF track vs. trajectory.

M Change from prev. month indicates movement from the previous month based on validated published data * Performance risk and recovery planning is managed at an ICB level via the monthly North East London Mental Health,
V /A deterioration ¥ /A improvement Learning Disability and Autism Programme Board, and the fortnightly North East London Mental Health Planning and
Performance Group meeting.

* This is also monitored by the NHS England London region through quarterly Delivery Assurance Monitoring, and Mental
Health Programme Data Collection. 170
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Title of report

Executive Committee exception report

Author

Katie McDonald, Governance Lead

Presented by

Zina Etheridge, Chief Executive Officer

Contact for further
information

Katie McDonald, Governance Lead katie.mcdonald3@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting of the Executive Committee held on 9 January 2025.
The key items detailed in the report include:

e System operating model
e Urgent and emergency care briefing
¢ Newham hospital fire safety programme

Action required

The ICB Board is asked to note the report.

Previous reporting

None — this is an exception report from the meeting held in
January 2025.

Next steps/ onward reporting

The committee meets again on 13 March 2025 and a regular
exception report will be presented to the Board.

Conflicts of interest

There are no conflicts of interest identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:

To improve outcomes in population health and healthcare
To tackle inequalities in outcomes, experience and access
To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The committee has an overall focus on addressing inequalities,
reducing variation and improving equity for all the people of
north east London while ensuring participation and co-
production is central to our collective approach.

Has an Equalities Impact
Assessment been carried
out?

An equalities impact assessment is not required for this report.

Impact on finance,
performance and quality

The committee is established to provide executive oversight of
the ICS system budget and financial delegations to ensure
delivery of system control total and financial improvement
trajectory. Provide executive oversight of system finance and
associated risks. Ensure opportunities for bidding for
transformational funding are maximised and provide oversight of
bids. Approve matters in line with the scheme of reservation and
delegation.
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Risks The duties of the committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

Purpose of the report
This report provides a summary of the key items from the meeting of the Executive
Committee held on 9 January 2025.

—_ -
-

1.2 The Board is asked to note this report.

2.0 Key messages

21 In January the committee received a report that set out the current Operating Model
of our Integrated Care System (ICS). It summarised the key architecture that exists
through statutory organisations and key partnerships, and how these work together
to deliver the functions required of the system.

System working is inherently complex and relies heavily on relationships rather than
rules. As such, our Operating Model needs to be dynamic and respond to both
internal and external change. It is anticipated that the document will be iterative and
updated to reflect how the system is working. It takes account, at a high level, of
increased focus on neighbourhood working and prevention alongside clarification of
the ICB’s role as a strategic commissioner.

2.2 Members received a report which outlined the progress that has been made in urgent
and emergency care (UEC) recovery, and the plans that have been developed with
system partners to improve quality, safety, access and availability of UEC services in
north east London for winter 2024/25 and beyond.

The paper also outlined the approach to planning for 2025/26, acknowledging the
expected January 2025 publication of the NHS operating framework. It described the
successes, challenges and innovation to our north east London UEC services and
explained the ongoing development of resilience and transformation plans in
collaboration with system partners encompassing the local needs of our population,
NHS England (NHSE) operating plan and the recommendations from the Lord Darzi
report, due to be drawn out into a 10-year plan by spring 2025.

2.3 Members received an update from Barts Health colleagues regarding the progress
being made to address the London Fire Brigade (LFB) enforcement notice at
Newham Hospital, following the last report to the Committee in July 2024. An eight-
year programme plan has been developed to ensure each item in the enforcement
notice can be correctly managed, and to ensure all building works are undertaken in
a manner that has the least operational impact.

Members were assured that the associated risks are being managed effectively by
Newham Hospital and welcomed the governance structure that has been established
to maintain oversight of this programme of work.

2.4 The committee also discussed and supported the recommendations of the following
reports which are being presented at this ICB Board meeting:
e End of life care
e Maternity and neonatal quality report
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3.0
3.1

o Delegation agreement in relation to specialised commissioning functions
e Anti-racist strategy

Risks and mitigations

The duties of the committee will be driven by the Integrated Care System and
organisation’s objectives and the associated risks. An annual programme will be
agreed before the start of the financial year which will be flexible to new and
emerging priorities and risks.
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Title of report

Audit and Risk committee exception report

Author

Cha Patel, Audit and Risk Committee Chair

Presented by

Cha Patel, Audit and Risk Committee Chair

Contact for further
information

anna.mcdonald@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 11 December 2024.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in November
2024.

Next steps/ onward reporting

An exception report will be presented to the board going
forward.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The remit of the committee is to contribute to the overall delivery
of the ICB’s objectives by providing oversight and assurance to
the Board on the adequacy of governance, risk management,
internal control processes and arrangements to manage
conflicts of interest within the ICB.

Impact on finance,
performance and quality

N/A

Risks

The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by the
Terms of Reference. An annual programme of business is
agreed before the start of each financial year; however, this will
be flexible to new and emerging priorities and risks.

This report provides a summary of the key items from the Audit and Risk Committee

1.0 Purpose of the report

' meeting held on 11 December 2024.
1.2 The board is asked to note this report.
2(1) Key messages

The Committee received a progress report from the Procurement Group which

included an update on the transfer to Atamis, which is a key tool for developing the
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2.2

23

24

25

26

2.7

2.8

29

procurement pipeline. The procurement risk register was also reviewed and
discussed.

A summary of the discussion held at the October meeting of the Conflicts of Interest
Working Group was noted.

An update on risk management was presented which included progress made to
date on the development of a set of principles for system risk and a system risk
matrix. Committee members supported the direction being taken and welcomed the
positive level of system engagement.

The Committee received a report on cyber risk and members reviewed the wider
Integrated Crae System (ICS) cyber position. Members agreed that this is a very
complex area and welcomed the work being undertaken to ensure the system is
protected as much as it can be.

Committee members noted updates from our External Auditor, Internal Auditor and
our Local Counter Fraud Specialist. Updates on the progress of management actions
arising from previous internal audits were presented, together with an update from
the Director of Finance on the related internal Task and Finish Group put in place to
increase progress. The Committee agreed a proposal for the Task and Finish Group
to remain in place and although concern about delays relating to the contracts
register and an area of work where Multi Factor Authentication is still to be
implemented, Committee members remain assured by the enhanced and robust
process put in place by the executive management team. The following final audit
reports were presented, and progress will be followed up by each responsible
committee for assurance:

o Complaints

o Continuing healthcare — follow-up

o Human resources — temporary staffing

Members welcomed a very positive update on the development review of Waltham
Forest GP Federation Network and North East London Training Hub. The ICB’s
Managing Director for Primary Care was commended by Committee members for the
work she and her team have achieved.

The committee received an update on the current financial position for the ICB and
the system as a whole and discussed the challenges and significant level of risk in
delivering the year-end financial position.

Committee members were advised that a revised date for the launch of the new
national finance system is awaited from NHS England and the impact of the delay
was discussed. The ICB’s internal commitment to become 100% Purchase Order
compliant was discussed and members agreed that a culture change is needed.

Colleagues are continuing to develop a new work plan for the Audit and Risk
Committee which will recognise the objectives the Committee is aiming to deliver
during 2025/26 as well as the business items it will need to cover.

Risks

Work to produce a system wide risk matrix has been progressed with a draft set of
risk management principles which will be discussed with all parties. An update will be
presented at the next meeting.
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3.2

3.3

3.4

3.5

The task and finish group as reported at the last meeting has been extended to
ensure outstanding actions from previous internal audits are expedited but this area
will remain a risk until the outstanding actions are completed.

Further progress is still required to ensure all the requirements of the Provider
Selection Regime are met in all procurement activities and issues with the Atamis
system are still being resolved. There is continued risk in achieving 100% Purchase
Order compliance. Further changes which were due as a result of the Procurement
Act 2023 have been delayed until February 2025.

Meeting financial targets is a risk for this year and the problems accruing for following
years remain a major area of focus.

The remaining areas where Multi Factor Authentication is yet to be introduced are at
higher risk of cyber attack.

January 2025
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Quality, Safety and Improvement (QSI) Committee exception
report

Author

Keely Horton, Governance Officer

Presented by

Fiona Smith, Non-Executive Member

Contact for further information

Keely.horton1@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 7 January 2025.

Action / recommendation

The Board is asked to note the report.

Previous reporting

The topics covered in this report have previously been
considered and scrutinised by the QS| Committee.

Next steps/ onward reporting

The Committee next meets on 12 February 2025 and a
regular exception report will be presented to the Board.

Conflicts of interest

There are no conflicts of interest.

Strategic fit

The ICS aims this report aligns with are:
¢ To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and
access

e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

Each topic is an area of service delivery which aims to
improve the quality of care for local people through
recognising opportunities for quality improvement.

Has an Equalities Impact
Assessment been carried out?

An Equalities Impact Assessment is not required for this
report.

Impact on finance, performance
and quality

There are no additional resource implications/revenue or
capitals costs arising from this report.

Risks

The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by
the Terms of Reference. An annual programme of business is
agreed before the start of each financial year; however, this
will be flexible to new and emerging priorities and risks.

—_ -
-

Purpose of the report

This report provides the Board with an overview of the items discussed at the Quality,

Safety and Improvement (QSI) Committee held on 7 January 2025. This exception
report outlines the key messages and actions taken by its member in accordance with

its terms of reference.
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2.2

23

24

2.5

2.6

The Board is asked to note this report.

Key messages

The Committee received an update on the Covid vaccination programme for
autumn/winter 2024/25. This programme is funded and commissioned by NHS
England (NHSE), and delivery is co-ordinated and provided by a variety of NHS North
East London healthcare providers. The Committee acknowledged the extensive work
that has taken place by the immunisation team. NHSE is leading a deep dive into the
challenges and successes of the programme once the season closes, using data from
the evaluation programme. The Committee explored the risks highlighted including
continued funding of the north east London immunisation team by NHSE,
acknowledging that immunisation is an ICB statutory responsibility. Additionally, the
Committee discussed the uptake rates of the vaccination, and the implications for the
wider immunisation programme. The Committee will receive the results of the
evaluation to explore how to improve vaccination uptake within local communities. The
risks associated with NHSE vaccination funding position will be updated at the next
Committee.

A summary of the work that has been carried out as part of the approach to quality
assurance for long waiting patients in north east London emergency departments was
presented to the Committee. This described the whole system approach to addressing
72-hour and 12-hour waits. Following analysis of the causes of long waits the
committee heard about improvement work underway on care pathways for children
and young people and mental health patients. Members welcomed the commitment of
system partners to the collaborative approach to reduce long waits in emergency
departments; the focus on ensuring patients are kept safe while waiting; and improving
patient experience.

The Committee discussed a range of key quality issues, risks and improvements
across north east London that were presented to members through the regular
escalation report. It was agreed that a paper exploring renal dialysis delivery across
the system will be brought back to a future meeting.

The Committee were updated on the progress made in developing the Committee
strategic risks register, wider stakeholder engagement in reviewing the risks, and the
controls and mitigations in place to date. Members discussed the risks and noted that
the next iteration of the committee risk register will include RAG (Red, Amber, Green)
ratings, and an assessment of risk appetite, that will be developed through the System
Quality Group.

The Committee received the Looked After Children (LAC) Strategy for ratification.
Members noted that it had been reviewed by the wider safeguarding stakeholder
groups through the safeguarding governance framework, and that it was a detailed
and extensive strategy. Members heard that there is a significant challenge with north
east London placements, and many children are placed elsewhere as a place of safety.
Members heard that there are gaps in the LAC workforce for health and social care
providers and these are addressed through partnership arrangements. The Looked
After Children Strategy was approved by members.

Following an update by the National Quality Board to the quality governance
framework, members were informed of the key statutory duties, accountabilities and
responsibilities that providers, ICBs and NHSE hold for quality. Members were assured
that there are no gaps in our governance framework against the requirements, and
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were provided with examples across the various sections of how NHS North East
London undertakes these statutory duties, accountabilities and responsibilities.

2.7 A summary of NHS IMPACT, a new, single, shared NHS improvement approach, was
provided to the Committee. Members were advised that a self-assessment against the
requirements is underway. The outcome of this will inform an organisational action
plan that will articulate the work that will be done to develop our continuous
improvement approach.

3.0 Risks and mitigations
3.1 There are no additional risks arising as a result of this report

Author: Keely Horton, Governance Officer
15 January 2025
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Finance, Performance and Investment Committee exception
report

Author

Matthew Knell, Governance Manager

Presented by

Kash Pandya, Associate Non-Executive Member / Chair of the
Finance, Performance and Investment Committee

Contact for further
information

matthew.knell@nhs.net

Executive position summary

The Finance, Performance and Investment Committee (FPIC)
has met twice since the last update to the ICB Board - on
Monday 25 November 2024 and on Monday 23 December 2024
to discuss the following business:
e The Chief Finance and Performance Officer's (CFPO)
risk register
e The monthly finance report for months 6 and 7, 2024/25
e Month 6 and 7, 2024/25 updates on the financial
sustainability programme
e The monthly performance report for month 5 (month 6
2024/25 urgent and emergency care)
e Updates from Committee sub groups at both meetings.
e Approval of a business case

Action required

The Board is asked to note the report.

Previous reporting

None — this is an exception report from the November and
December 2024 Committee meetings.

Next steps/ onward reporting

The Committee next meets on Monday 27 January 2025 and a
regular exception report will be presented to the Board along
with any approved minutes following that meeting.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

One of the Committee’s responsibilities is to review and approve
allocation of contingency funding which is to include
transformation, productivity and to aid the reduction of health
inequalities for the residents of North East London.

Impact on finance,
performance and quality

The Committee is established to provide assurance and
oversight to the Board on the robustness of the short- and long-
term financial strategy and management for the ICB. It will
provide assurance to the ICB on operational performance as it
relates to the Operational Planning guidance for acute and non-
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acute metrics, both constitutional and non-constitutional
standards as appropriate.

The Committee’s current key priorities are recovery,
sustainability and transformation.

Risks The duties of the Committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

Introduction

The Finance, Performance and Investment Committee (FPIC) has met twice, on
Monday 25 November and Monday 23 December 2024, since the last exception
report was produced for the ICB Board. This report outlines the key messages,
recommendations, decisions and actions taken by FPIC members in accordance with
its terms of reference in that meeting.

—_ -
-

1.2 The Board is asked to note this report.

2.0 Key messages

21 At each meeting, the FPIC discussed the latest month’s finance report alongside the
update on the Financial Sustainability Programme, which covered the deficit position
across the NEL Integrated Care System (ICS) and Integrated Care Board (ICB). In
line with national reporting requirements, the ICB and ICS continued to report a
forecast breakeven position at year end.

2.2 In November 2024, FPIC members discussed emerging issues around capital
funding and forecast overspends, alongside the risks present. Additionally, members
recognised the potential impacts of International Financial Reporting Standard (IFRS)
16 guidance on accounting for leases, with discussions with NHS England (NHSE)
and advice from auditors being sought.

2.3 At its December meeting, members were advised that discussions with NHS England
(NHSE) continued around the system’s risk profile, run rate and year end position,
concentrating on ensuring that the most appropriate mitigations are put in place.
Without further system-wide intervention, the ICS deficit at year end was on track to
be in the region of £85m. Further exploration of the journey to year end would take
place at the January 2025 meeting, supported by more detailed information on risks
and impacts.

24 Members recognised that activity in prescribing had seen significant rises with
unexpected volume increases emerging in recent months. This issue was now
driving an overspend in the region of £11m for the ICB, despite Cost Improvement
Plan (CIP) delivery remaining on track. The FPIC would be receiving a detailed
briefing on this matter at its meeting in January 2025.

2.5 At both meetings, members recognised progress under the financial sustainability
programme (FSP), noting that challenges remained concentrated in continuing
healthcare (CHC) and the work of the Commissioning Review, with non-recurrent
funding having been mobilised to address slippage in the programme. Positive
results were recognised, particularly around the work of East London NHS
Foundation Trust (ELFT) on the acute pathway, which had successfully freed up
beds and increased the flexibility for North East London patients.
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26

2.7

2.8

29

3.1

3.2

The December 2024 FPIC flagged the challenges facing the upcoming financial year,
with the work already underway to plan and prepare for 2025/26 recognised,
including efforts to make clear CIP plan proposals and commissioning savings, to
ensure that any risk of duplication is addressed early. The development of the
medium-term financial strategy (MTFS) would be key in providing clarity and direction
for the system and would need to set out the route to new ways of working and
delivery of health services under a system focussed on prevention and early
intervention.

FPIC members discussed the month’s performance report, raising that, in relation to
the increasing total waiting list, it may help to look at patients being seen across
multiple environments and whether some of those patients are potentially being seen
multiple times per week, across different services to help identify patients accessing
many pathways and provide targeted support. The work underway elsewhere in
London was raised as a possible model to clearly identify opportunities for
multidisciplinary team (MDT) clinics and address patient needs in a more consistent
manner, and this would be monitored for potential implemented in north east London.
The Committee raised that early, robust intervention was needed to address any
potential risk of a return to long waiters and head off any potential future issues for
local people. The imminent opening of a new community diagnostic centre at St
George’s Hospital was welcomed, with this additional capacity expected to support
further improvements in diagnostic performance.

The FPIC approved one business case in November 2024.

Updates from Committee sub groups were received from the Financial Sustainability
Joint Oversight Committee (FSJOC), Primary Care Contracts Sub-Committee
(PCCSC) and Investment Review Group (IRG) which were noted by the FPIC.

Risks and mitigations

The Committee received the latest Finance and Performance Directorate Risk
Registers at both meetings, containing red risks rated at 12 and above and
recognised that this remained work in progress.

There are no additional risks arising as a result of this report.

Author: Matthew Knell, Governance Manager
Date: 10/01/2025
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Population Health and Integration committee exception report

Author

Katie McDonald, Governance Lead

Presented by

Imelda Redmond, Non-executive Member

Contact for further
information

katie.mcdonald3@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 4 December 2024.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in November
2024.

Next steps/ onward reporting

The committee meets again on 26 February and a further report
will be presented to the board.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access

Impact on local people,
health inequalities and
sustainability

The remit of the committee is to identify opportunities to support
and improve effective population health management and
integration of health and care services at place and within
collaboratives for the residents of north east London.

Has an Equalities Impact
Assessment been carried
out?

An equalities impact assessment is not required for this report.

Impact on finance,
performance and quality

There are no direct impacts resulting from this paper.

Risks

The duties of the committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

The Population Health and Integration Committee (the Committee) was held on 4

December 2024 and this exception report outlines the key messages and actions
taken by its members in accordance with its terms of reference.

1.0 Purpose of the report

1.1

1.2 The Board is asked to note this report.
2.0 Key messages

2.1

The Committee received the Anti-Racist Strategy, which is also being presented to

the ICB Board at this meeting. Members welcomed the strategy and discussed the
importance of being able to demonstrate and evidence how we are anti-racist, and
the need to have agreed measures as system that can demonstrate how it feels to
work here. The Committee requested that the final version of the strategy includes
the points that were discussed and that it demonstrates how this aligns with our
existing plans and strategies, and, importantly, where this will be held to account.

183



mailto:anna.mcdonald@nhs.net

2.2

23

24

Members received an update on the Community Pharmacy Selfcare Advice Service
(CPSAS) which was launched on 22 July 2024, following the committee’s approval of
the use of the shared ambition allocation funding in October 2023. Eligible patients
can be referred by their GP to their local community pharmacy through the existing
Pharmacy First referral; and, patients who are homeless, asylum seekers or refugees
do not require a referral and can walk into the service.

Although activity was lower than expected, it is anticipated that this service will be
similar to the vaccination programme in pharmacies, in that activity started slowly but
gained momentum over time. Members also discussed ways that could help improve
uptake rates, including engagement with GPs and communities and inclusion on the
NHS 111 directory.

The Committee approved the 2024/25 Mental Health Learning Disability and Autism
(MHLDA) Collaborative plan, which was presented to the committee later in the
financial year due to the late publication of national planning guidance and delayed
national plan submission dates, as well as the impact of the general election
preventing discussion of the plan across our place-based partnerships. Going
forward, the annual plan will be presented to the committee earlier in the planning
round.

Members recognised the fantastic work happening in the MHLDA Collaborative, both
with and for our residents, and recommended that learning is taken forward by our
other provider collaboratives as they develop. Concerns were shared regarding what
will happen in 2025/26 given the financial context and the Collaborative agreed to
share its early intentions with the Committee once available.

Members received a report that built on discussions at the previous meeting about
the Place Partnership and Provider Collaborative delivery plans, to consider a range
of themes and discussion points that were raised. Since the last meeting, the national
policy position has become clearer following the publication of the Darzi Review and
the launch of the engagement on the 10 Year Plan. As the national policy context
evolves and becomes more detailed, it is increasingly likely to shape our local
planning.

Members discussed how it may be beneficial for Places and Collaboratives to work to
a set of priorities, whilst recognising the need to be fluid and flexible as there are
minimal black and white areas in system working. We will also need to review local
commissioning intentions to understand where there is disconnect across our
partnerships.
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Integrated Care Board Forward Plan

25-Sep-24

27-Nov-24

29-Jan-25

26-Mar-25

14-May-25

16-Jun-25

02-Jul-25

Resident story

Resident story to be themed in line with the scheduled deep dive

Chair and chief executive reports

Chair's report

Chief executive officer's report

Governance

Executive committee exception report

QS| committee exception report

FPI committee exception report

PHI committee exception report

Audit and risk committee exception report

Remuneration committee exception report

Approval of governance handbook amendments

Annual report and accounts

Approval of corporate objectives and organisational values and behaviours (to be included in CEO
report)

Annual audit plan

Governance Improvement Plan (annual)

Finance and Performance

Overview report

Approval of budget and operating plan

Assurance

Board Assurance Framework

EPRR annual report (to be included in CEO report)

Quality

Deep dives

Long term
conditions

End of Life
care

Dentistry

Annual complaints report to include complaints, incidents, compliments and what this tells us about the

system

Maternity and neonatal services

Intensive and Assertive Community Mental Health Care review

Emerging
model

NHS England annual assessment letter

Specialised Commissioning delegation

Annual Freedom To Speak Up report

Strategy

Updated working with people and communities strategy

Joint forward plan (5 year plan)

Infrastructure strategy

Access Recovery Plans

Primary care

Industrial Action review

ICB staff survey report (to be included in CEO report)

ICS strategy progress report

o
cutting themes (6-
monthly)

Roadmap for integration

Green Plan review

Sexual health strategy

Anti-racist strategy

NHS

North East London

Integrated Care Board
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