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31 March 2026, 13.00 — 15.50
Agenda
Item Time |Lead |Attached/ |Action
verbal required
1.0 Welcome, introductions and apologies 13.00 [Chair |Verbal Note
1.1. | Declaration of conflicts of interest Attached |Note
1.2. | Minutes of the meetings held on 29 January 2026 Attached |Approve
1.3. | Matters arising Verbal Discuss
1.4. | Actions log Attached |Note
2.0 Questions from the public 13.05 |Chair |Verbal Note
3.0 Resident story 13.20 Verbal Discuss/
note
4.0 Chair and chief executive reports
4.1. | Chair’s report 13.40 |(Chair |Attached |Note
4.2. | Chief executive officer’s report 13.45 |NCO |Attached |Note
5.0 Quality
5.1. | Afocus on children and young people’s mental 13.50 [CP Attached [Endorse
health as a strategic commissioner
6.0 | Strategy
6.1. | Board Assurance Framework 14.05 |[CP Attached |Note
6.2. | Corporate objectives update 14.10 |RC Attached |[Note
6.3. | Medium-term planning 1420 [RC Attached |Note
6.4. | Delivering the vision for integrated neighbourhood [14.30 |CP Attached |Note
working in north east London
6.5. | ICB organisational change 14.40 |RC Attached |Note
7.0 Finance and performance
7.1. | Financial overview 1450 HB Attached |[Note
7.2. | Performance report 15.00 RC Attached |Note
7.3. | ICB budget 2026/27 15.10 HB Attached |Approve
8.0 Governance
8.1. | Governance update 1520 [CP Attached |Approve
8.2. | Committee exception reports for information: 15.30 [Chair |Attached |Note
¢ Executive Committee
¢ Audit and Risk Committee
¢ Remuneration Committee
¢ Quality, Safety and Improvement Committee
¢ Finance, Performance and Investment
Committee
e Population Health and Integration
Committee
e Transition Committee




Item

Time |Lead |Attached/ [Action
verbal required
9.0 Board forward plan 15.40 |Chair erbal Note
10.0 | Any other business and close 15.45 |Chair |Verbal Note

Date of next meeting — 20 May 2026
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ICB Board members and attendees

Member

Role

Dame Marie Gabriel

Chair, NHS North East London and
North East London Health & Care Partnership

Dr Nnenna Osuji

Chief executive officer

Diane Herbert

Non-executive member

Imelda Redmond

Non-executive member

Kash Pandya

Non-executive member

Dr Kevin Cleary

Non-executive member

Lakh Jemmett

Non-executive member

Paul Calaminus

NHS trust partner member

Shane DeGaris

NHS trust partner member

Cllr Maureen Worby

Local authority partner member

ClIr Christopher Kennedy

Local authority partner member

Dr Mark Rickets

Primary care partner member

Dr Jagan John

Primary care partner member

Najnin Islam

VCFSE partner member

Paul Gilluley

Chief clinical and quality commissioning officer

Diane Jones

Chief nursing officer

Henry Black

Chief finance officer

Participant

Role

Andrew Blake-Herbert

Local authority executive participant

Sally Beaven

Healthwatch representative

Charlotte Pomery

Chief strategic commissioning officer

Ralph Coulbeck

Chief strategy officer

Anne-Marie Keliris

Head of governance and company secretary
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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
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
CCQCO Chief Clinical and Quality Commissioning Officer
CEO Chief Executive Officer
CFO Chief Finance Officer
CHC Continuing Healthcare
CIP Cost Improvement Plan
CNO Chief Nursing Officer
CsO Chief Strategy Officer
CSCO Chief Strategic Commissioning 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
QsiIC Quiality, Safety and Improvement Committee
UEC Urgent and Emergency Care
uTC Urgent Treatment Centre
VCFSE Voluntary, Community, Faith 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.



North East London Integrated Care Board Register of Interests North East London
- Declared Interests as at 24/03/2026

Position/Relationship | Committees Declared Interest Name of the Nature of interest Valid From Valid To Action taken to
with ICB organisation/business mitigate risk
Charlotte Pomery Chief Strategic Commissioning | Barking & Dagenham ICB Sub- Non-Financial Personal Interest Pomery McGregor Consultancy Director of consultancy 2009-06-01 Ongoing No action required as no

Officer committee Limited company, with husband who conflicts declared.

Barking & Dagenham Partnership is also a director of the

Board company. There are no

City & Hackney ICB Sub-committee employees and | have not

City & Hackney Partnership Board carried out work through the

Community Health Collaborative sub- company since 2011 and

committee have never carried out any

Havering ICB Sub-committee work in north east London

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

Cabinet Member for Health, 2020-07-09 Declarations to be made at the

Christopher Kenned i i City & Hackney ICB Sub-committee Non-Financial Professional Interest | London Borough of Hackne: Ongoin o .
P / E%rjr?lggll? cr;'f If\‘oEcl?Ilégthonty Cittz & Hackne)),/ Partnership Board 9 Y Adult Social Care, Voluntary gong beginning of meetings
ICB Board Sector and Culture in London
ICB Finance, Performance & in London Borough of
Investment Committee Hackney
ICP Committee N ) ! ) ) Member of Lee Valley Ongoing Declarations to be made at the
on-Financial Personal Interest Lee Valley Regional Park Authority Regional Park Authority 2020-07-09 beginning of meetings

Declarations to be made at the
beginning of meetings
Declarations to be made at the
beginning of meetings
Declarations to be made at the
beginning of meetings
Declarations to be made at the

Member of Hackney Empire .
Non-Financial Personal Interest Hackney Empire v Emp 2020-07-09 Ongoing

Member of Hackney
Parochial Charity

Member of the Labour Pal .
Non-Financial Personal Interest Labour Party y 2020-07-09 Ongoing

Registered patient with a

Non-Financial Personal Interest Hackney Parochial Charity 2020-07-09 Ongoing

Non-Financial Personal Interest Local GP practice local GP practice 2020-07-09 Ongoing beginning of meetings

. X . " sitinthe board as trustee Ongoin Declarations to be made at the
Non-Financial Personal Interest Hackney Joint Estate Charities 2014-04-07 going beginning of meetings

. X LBH appointed rep . Declarations to be made at the
Non-Financial Personal Interest CREATE London 2023-04-05 Ongoing

beginning of meetings
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organisation/business

Nature of interest
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Valid To
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mitigate risk

Aurora Medcare (previously

Dr Jagan John Primary Care ICB Board ICB Board Financial Interest ) ) GP Partner 2020-01-01 Ongoin Declarations to be made at the
. . known as King Edward Medical going P .
representative ICB Population, Health & Gro\lljvp) ng 0w ! beginning of meetings
Integration Committee -
ICB Quality, Safety & Financial Interest Parkview Medical Centre GP Partner 2020-05-01 Ongoing E:;::;?:]‘g";‘;gitx:ge atthe
Improvement Committee n — .
Primary Care Collaborative sub- Financial Interest Togethe_r pelincclGh Practice isa shareholder 2014-01-01 Ongoing Dec_lara_tlons tobe made atthe
committee Federation) beginning of meetings
Financial Interest Harley Fitzrovia Health Limited Director and shareholder 2018-01-01 Ongoing E:;!?:ﬁ]'gn;t%g:ggge atthe
inni i
Financial Interest Dlag_n_ostlcs 4u (previously Director and Shareholder 2020-10-01 Ongoing Dec_lara_ltlons tobe r_nade atthe
Monifieth Ltd) beginning of meetings
Indirect Interest Curora Megeare d(pre\élousdly | Other GPs are family 2020-01-01 Ongoing Declarations to be made at the
nown as King Edward Medical members beginning of meetings
Group)
Indirect Interest New West Primary Care Network Br_o'Fher /_GP Partner is the 2020-11-01 Ongoing Dec_lara_ltlons tobe r_nade atthe
Clinical Director beginning of meetings
Non-Financial Professional Interest| NHS England - London Region Personalised Care Clinical 2017-05-01 Ongoing Declarations to be made at the
Director beginning of meetings
Non-Financial Professional Interest North East L_ondon Foundation GPWSI in Cardiology 2011-08-01 Ongoing Declarations to be made at the
Trust — Barking and Dagenham beginning of meetings
Community Cardiology Service
Financial Interest Buxton Medica CIP RIS CEEIEE | oamn jae Ongoing DEHEETAISID e (DA
practice is a shareholder beginning of meetings
Non-Financial Professional Interest| New West PCN .CO Ieac_l _for geal 2023-04-01 Ongoing Dec_lara_nons tobe made atthe
inequalities beginning of meetings
Financial Interest Faircross Medical Care GP partner and far_nlly 2024-04-01 Ongoing Dec_lara_ltlons tobe r_nade atthe
member (brother) is also a beginning of meetings
partner
Financial Interest Scrubs clothing company with 4 2024-12-01 Ongoing Declarations to be made at the
other directors - designing beginning of meetings
medical clothing
Financial Interest Aspire Healthcare Joined with two other GPs 2025-01-12 Ongoing Declarations to be made at the
and my brother who is a GP beginning of meetings
as a GP partnership
Financial Interest Protecting Forever One of the t_jlrectors of the 2025-04-30 Ongoing No action required as no
(I D iy (i conflicts declared.
and two others who are not
related
Financial Interest Prestige Wrap Services Brother is co director and 2025-05-02 Ongoing No action required as no
there are two other who are coiiiEs ek
not related. | am a director of ’
this company
Financial Interest Tivutah Ltd Propelny and medical 2025-12-20 Ongoing No action required as no
ClEIEEY conflicts declared.
Dr Mark Rickets ICB Primary Care Partner Clinical Advisory Group Financial Interest Nightingale Practice (NEL Salaried GP 2022-02-02 Ongoing bDec!argtlonsfto betf"ade atthe
Member ICB Board member practice) €ginning of meetings
ICB Finance, Perfolrmance & Non-Financial Professional GP Confederation Nightingale Practice is a 2022-02-02 Ongoing Dec_lar:-_ltlons tobe T"ade atthe
Investment Committee beginning of meetings
NEM R tion G it Interest member
N emuneration Lommitiee . . - . . Declarations to be made at the
Primary Care Collaborative sub- Indirect Interest Health Systems Innovation Lab, Wife is a Visiting Fellow 2022-02-02 Ongoing beginning of meetinas
committee School Health and Social Care, 9 9 g
London South Bank University
Financial Interest Homerton University Hospital Non-executive Director 2022-02-02 Ongoing bDec!argtlonsfto be T"ade atthe
NHS Foundation Trust eginning of meetings
Indirect Interest Point of Care Foundation My wife is an Associate 2022-03-01 Ongoing Declarations to be made at the

with the Point of Care
Foundation whose work
includes being a mentor for
NEL ICS Schwartz Rounds

beginning of meetings
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Position/Relationship | Committees Declared Interest Name of the Nature of interest Valid From Valid To Action taken to

with ICB organisation/business mitigate risk

Dr Paul Francis Gilluley Chief Clinical and Quality Clinical Advisory Group Non-Financial Professional Interest | British Medical Association I'am a member of the 2022-07-01 Ongoing Declarations to be made at the
Ty |CB Board +organisation beglnnlqg of meetings
ICB Population, Health & Integration | Non-Financial Professional Interest | Royal College of Psychiatrists Fellow of the College 2022-07-01 Ongoing Declarations to be made at the
Committee beglnnlng of meetings
ICB Quality, Safety & Improvement | Non-Financial Professional Interest | Medical Defence Union Member 2022-07-01 Ongoing Declarations to be made at the
Committee beginning of meetings
ICP Committee Non-Financial Professional Interest | General Medical Council Member 2022-07-01 Ongoing Declarations to be made at the
ICS Executive Committee beginning of meetings
Mental Health, Learning Disability & | Non-Financial Personal Interest Stonewall Member 2022-07-01 Ongoing Declarations to be made at the
Autism Collaborative sub committee beginning of meetings
Primary Care Collaborative sub- Non-Financial Personal Interest National Opera Studio Trustee on the Board 2023-08-01 Ongoing Declarations to be made at the
committee beglnnlng of meetings
Primary care contracts sub-committee | Non-Financial Professional Interest | University of East London Health Fellowship 2024-10-01 Ongoing Declarations to be made at the
beginning of meetings
Non-Financial Professional Interest | Greater London Authority Appointed to the Mayoral 2025-02-27 Ongoing Declarations to be made at the
Cultural Leadership Board beginning of meetings
Henry Black Chief Finance Officer :gg ’é‘gg'rtdand Risk Committee Indirect Interest BHRUT Z\f/i[f:einiz rﬁ;ZSiSlam Director 2018-01-01 Ongoing Eg;:ﬁﬁﬂgn;t;:eeﬂmngge atthe
ICB Finance, Performance & e b g h
Investment Committee Indirect Interest GSTT NHS Trust Daughter employed as a 2023-09-01 Ongoing bDeclara.\tlonsfto e made atthe
ICS Executive Committee graduate trainee eginning of meetings
Mental Health, Learning Disability & i
Autism Collaborative sgb- commﬁtee Non-Financial Professional Interest | Phoenix Futures Charity Trustee of charity 2025-01-01 Ongoing Eg;:ﬁﬁ;';”;t;g:ﬂmng:e atthe
Transition Committee
. ICB Audit and Risk Committee e : " : i f 01 . Declarations to be made at the
Imelda Redmond Non-Executive Member |OB Board Non-Financial Professional Interest | Health Devolution Commission Co Chair 2023-01-07 Ongoing s 67 e
ICB Populatlon, Health & Integration Non-Financial Professional Interest | Age UK East London Chair of Trustees 2024-02-18 Ongoing Dec_largnons ® be_ madejatthe
Committee beginning of meetings
e anllty, SaEhemplcuement Non-Financial Professional Interest | Intuitive Member of an Advisory 2024-06-12 Ongoing Deqlarz}tlons @ be} made at the
Committee Board beginning of meetings
ICB Remuneration Committee
ICB Audit and Risk Committee Declarations to be made at the
Kash Pand: X i i i i -02- i inni :
ash Pandya Non-Executive Member |CB Board Indirect Interest Inverts UK Ltd Son is a Senior 2023-02-01 Ongoing beginning of meetings
ICB Finance, Performance & Procurement Consultant
Investment Committee Seciarat 5 i N
ICB Population, Health & Integration N ! - 1. . eclarations to be made at the
Committee Indirect Interest Accenture Son is a Legal Director 2017-01-01 Ongoing beginning of meetings
Transition Committee
X ICB Audit and Risk Committee . . . . " . . Declarations to be made at the
Lakh Jemmett Non-Executive Member ICB Board Non-Financial Professional NHS Property Services Ltd Non Executive Director 2023-07-01 Ongoing beginning of meetings
ICB Finance, Performance & Interest
Investment Committee
ICB Quality, Safety & Improvement
Committee
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Declarations to be made at the

Dame Marie Gabriel OBE ICB and ICP Chair ICB Board Non-Financial Personal Interest West Ham United Foundation Trust| Trustee 2020-04-01 Ongoing - ;
ICB Finance, Performance & beginning of meetings
Investment Committee | Non-Financial Personal Interest East London Business Alliance Trustee 2020-04-01 Ongoing Dedlarations to be made at the
ICB Population, Health & Integration beginning of meetings
Commme_e Financial Interest Race and Health Observatory Chair of the Race and . 2020-07-23 Ongoing Declarations to be made at the
ICB Quality, Safety & Improvement Health Observatory, (paid). beginni f i
- ginning of meetings
Committee The Race and Health
ICB Remuneration Committee Observatory are now
ICP Committee ) considering the potential to
NEM Remuneration Committee enterinto contracts with
Transition Committee 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 party | 2020-04-01 Ongoing Declarations to be made at the
beginning of meetings
Non-Financial Professional NHS Confederation Trustee Associated with my [ 2020-07-23 Ongoing Declarations to be made at the
Interest Chair role with the RHO beginning of meetings
Financial Interest Local Government Association Peer Reviewer 2021-12-16 Ongoing Declarations to be made at the
beginning of meetings
Non-Financial Professional UK Health Security Agency Associate NED, (paid), 2022-04-25 Ongoing 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
Paul Calaminus Board member. Sub-Committee S:r;nr;lr;;;ty I i Rl RS Indirect interest Department of Health Wife is civil servant in 2001-10-01 Ongoing Declarations to be made at the
member |CB Board Department of Health beginning of meetings
ICB Population, Health & Integration
Committee
ICS Executive Committee
Mental Health, Learning Disability &
Autism Collaborative sub-committes
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Subcommittee
Ralph Coulbeck Chief Strategy Officer ézl:rlﬁn itrs;/ider Collaborative Joint | Non-Financial Professional Interest | Princess Alexandra NHS Trust I am ar_\ ass_ociate non- 2024-05-17 Ongoing Dec_lara_\tions to be made atthe
executive director at beginning of meetings
ICB Board Princess Alexandra NHS
ICB Population, Health & Integratior] Trust and attend the
Committee ) board and Quality and
ICB Remun_eranon Cqmmmee Safety Committee
IC.S Executive Commltt_ee Indirect Interest Barts Health My spouse is a consultant 2018-04-01 Ongoing Declarations to be made at the
anarly Care Collaborative sub- haematologist at BBH beginning of meetings
committee
Shane Degaris ICB member ACUlRigadenCelaorayeion: Non-Financial Professional Interest | University College London Partners | Interim Chair 2025-10-01 Ongoing Declarations to be made at the

Committee ICB Board ICS Executiv
Committee

beginning of meetings
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Dr Nnenna Osuiji

Chief Executive Officer

ICB Audit and Risk Committee

ICB Board

ICB Finance, Performance &
Investment Committee

ICB Population, Health & Integration
Committee

ICB Quality, Safety & Improvement
Committee

ICB Remuneration Committee

ICP Committee

ICS Executive Committee

NEM Remuneration Committee
Transition Committee

Indirect Interest

GS1 UK Advisory Board

GS-1 is a not-for-profit
organisation which promotes
use of standards and is
agnostic of product. | sit on
the advisory board

2023-10-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

Dr. Nnenna Osuiji Consulting
Limited

Provision of independent
sector specialist clinical
services. No direct
competition or impact with
NEL or impact on/benefits
from commissioning
decisions. Current clinical
practice at Nuffield Health
and Circlehealth facilities and
medicolegal reviews.

2006-10-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

Tottenham Spurs Foundation

Trustee member of the board,|
No direct impact in NEL.

2023-07-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

Tottenham Hotspur OSC - Health
branch transitioning into a CIC

Work to leverage benefits of
football to promote health in
terms of heart, head and
blood. May overlap with pan
London United work and
work with West Ham. No
financial or other personal
benefits

2025-06-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

Sickle cell Retinopathy Network

International partnership of
clinicians focused on
improving retinopathy care forj
patients with Sickle cell
disease. No personal or
financial benefits.

2025-01-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

Nuffield Trust

Trustee of Nuffield Trust. No
personal benefit. No direct
conflict. ICB may commission
work from Nuffield Trust as
with other think tanks. | will
recuse myself from any such
discussions.

2023-12-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

NHS England (London)

Co-Chair, London People
Board Co chair London EDI
Steering Committee HLRO
appraiser

2021-06-01

Ongoing

Declarations to be made at the
beginning of meetings

Indirect Interest

University College London - Global
business school for health

Honorary Professor support
delivery of Executive
programmes. Work to

develop programmes

2025-02-01

Ongoing

Declarations to be made at the
beginning of meetings

11

5/6




- Nil Interests Declared as of 24/03/2026

North East London

Position/Relationship with ICB Committees Declared Interest

Diane Herbert Non Executive Member ICB Board Indicated No Conflicts To Declare.
ICB Quality, Safety & Improvement Committee
ICB Remuneration Committee

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

Najnin Islam Member of Committee ICB Board Indicated No Conflicts To Declare.
ICB Population, Health & Integration Committee
ICP Committee

Kevin Cleary Non Executive Member ICB Board Indicated No Conflicts To Declare.

ICB Finance, Performance & Investment Committee
ICB Population, Health & Integration Committee
ICB Quality, Safety & Improvement Committee

ICB Remuneration Committee

Transition Committee

Sally Beaven ICB Board Member ICB Board Indicated No Conflicts To Declare.
ICP Committee
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Minutes of the NHS North East London ICB board

29 January 2026, 1.00pm — 2.45pm, Barking Town Hall

Members:

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

Ralph Coulbeck (RC) Interim chief executive officer, NHS North East London

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

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

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

Dr Kevin Cleary (KC) Non-executive member, NHS North East London

Lakh Jemmett (LJ) Non-executive member, NHS North East London

Henry Black (HB) Chief finance officer, NHS North East London joined online

Dr Paul Gilluley (PG) Chief clinical and quality commissioning officer, NHS North
East London joined online

Shane DeGaris (SD) NHS trust partner member

Paul Calaminus (PC) NHS trust partner member

Cllr Maureen Worby (MW) Local authority partner member

CliIr Christopher Kennedy (CK)| Local authority partner member

Najnin Islam (NI) VCESE partner member

Dr Jagan John (3J) Primary care parther member

Dr Mark Rickets (MR) Primary care partner member

Attendees:

Charlotte Pomery (CP) Chief strategic commissioning officer, NHS North East London

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

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

Apologies:

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

Sally Beaven (SB) Healthwatch participant

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 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 made by members of the ICB Board 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

13


https://northeastlondon.icb.nhs.uk/about-the-north-east-london/our-board/register-of-interests-gifts-and-hospitality/

The minutes of the meeting held on 27 November 2025 were agreed as a correct
record.
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Matters arising

There were no matters arising.

1.4

Actions log

6.2 Board Assurance Framework
The Chair confirmed that risk management and the board assurance framework would
be discussed at the board development session on 30 April 2026.

The ICB board noted the actions taken since the last meeting.

2.0

Questions from the public

The Chair advised that one question had been received from a member of the public,
which will be added to the questions log available on the ICB’s website.

The question was from Sana Yusuf on behalf of East London Healthcare Workers for a
Free Palestine and Ralph Coulbeck provided the answer:

Q1: Over 500 people local to the area covered by the ICB signed a letter sent to the
executive team urging them not to implement the Federated Data Platform (FDP) locally
and to pause any future rollout.

The FDP is supplied by Palantir. Palantir is an American company that has a long
history of using its technology to facilitate human rights abuses across the world, and
multiple groups have come out in opposition to the company being deemed a suitable
partner for the NHS. Many medical and data ethics experts have also voiced alarm at
the supposed safeguards put in place to protect patient data within the FDP.

Despite this and despite its adoption not being mandated by NHS England the interim
chief exec's response to the letter signed by NHS workers, patients and social care
workers was simply to ensure that the FDP would be implemented safely and
appropriately with no response to the ethical concerns raised.

With this in mind, East London Healthcare Workers for a Free Palestine would like to
ask how the ICB intends to evaluate the ethical considerations of inclusion of the FDP
within local health data infrastructure in a way that's actually responsive to patient and
staff concerns?

We note that at the last board meeting board members set out a commitment to
principals which were about co-production and including the community in decisions,
how does proceeding with FDP in the face of these significant community concerns fit
into these principles?

Al: The NHS uses data every day to manage patient care and plan services, and the
NHS Federated Data Platform (FDP) is intended by NHS England (NHSE) to create a
common data infrastructure that can securely bring together information from hospital
health records, waiting lists, and theatre and staff rosters, to better manage patient
care.

While implementation of the FDP is not formally mandated, ICBs are being asked and
encouraged to use it; it is worth noting that in issued planning guidance for 2026/2027
and the recently published Strategic Commissioning Framework (in late October/ early
November respectively), the guidance indicates that FDP will be the location of tools
such as segmentation and a strategic commissioning tool. Equally, several NHS
England dashboards are hosted on using the FDP to monitor and manage ICB
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performance and the FDP is the only official source of immunisation and vaccination
uptake monitoring.

NHSE ran an independent and transparent procurement exercise in line with public
contract regulations. A consortium, led by Palantir, was awarded the contract to deliver
the NHS Federated Data Platform in November 2023. NHSE is confident that its
procurement process did not enable any supplier that does not meet the strict standard
selection criteria (which includes mandatory and discretionary exclusions relating to
illegal activity, social and environmental breaches) and robust Information Governance
requirements to continue through the process.

Access to NHS health and social care data within the NHS Federated Data Platforms
will be carefully controlled. Only authorised users will be granted access to data for
approved purposes. The contract has strict stipulations about confidentiality, and there
is governance in place to monitor delivery and usage of the NHS FDP. Palantir only
operate under the instruction of the NHS when processing data on the platform. Palantir
do not control the data in the platform, nor are they permitted to access, use or share it
for their own purposes. NHSE has made a clear statement on privacy and data
protection which is available on its website.

Within north east London we are committed as a system to work together on the safe
and appropriate implementation of the FDP.

3.0

Resident story

CP introduced the resident story item, which was themed around the violence reduction
vanguard, and highlighted the following points:

e The violence reduction vanguard is a therapeutic and community-embedded
programme designed to support children, young people, and families affected by
or at risk of violence. The model centres on delivering psychologically informed,
trauma-responsive interventions in partnership with local communities, schools,
colleges, and wider multi-agency networks.

e The programme has been funded by NHS England since October 2021, with
funding recently extended to 2028, offering a rare long-term opportunity to
embed prevention, early intervention, case management, and workforce
development at scale.

e The programme was initially implemented in Newham and Waltham Forest,
reflecting the higher levels of youth violence in those areas. This constituted
phase one, focusing on developing and testing therapeutic models and
multi-agency approaches. The initiative has now moved into phase two, running
until 2028, with the intention of expanding delivery across north east London and
sharing learning on psychologically informed, relationship-based practice across
boroughs.

e Early findings indicate increased wellbeing and emotional stability, better
educational engagement and attendance, reductions in risky behaviours, and
strengthened family communication and functioning; particularly where
functional family therapy is delivered in-home and in context.

Members heard a case study of a 17-year-old living with parents and siblings who was
referred to the programme after a long history of multi-agency involvement, including
Child and Adolescent Mental Health Services (CAMHS), social care, and youth justice
services. Points from the young person’s story included the following:

e The young person faced escalating safeguarding concerns, including risks of
self-harm and harm within the community. The situation also had significant
impacts on the wider family

e The intervention used functional family therapy, delivered primarily in the family
home, working closely with CAMHS, education, and health services.

e Positive outcomes for the young person included:
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Improved coping strategies
Reduced alcohol use
Better communication
Increased engagement with education
Future planning, including aspirations to attend university
o Supported transition planning into other mental health services
e Positive outcomes for the family included:
o Improved communication and relationships
o More involvement of younger siblings
o Overall better family functioning
o Father retiring to spend more time supporting the family
e At a system level, agencies worked more collaboratively, focusing on the needs
of the young person and family rather than operating in isolated service silos.

©O O O0OO0Oo

Members discussed the points raised in the case study and points included the
following:

e We have several high-quality community organisations, schools and faith groups
in north east London that work with vulnerable families and those experiencing
violence in the home, so it could be beneficial to consider whether there are
opportunities to pull these strands of work together to develop a wider offer.

e |tis positive to see that this has a family-centred approach that provides families
with the tools in which to work together to address the issues they are facing.

e Consideration should be given to how we can add value and supplement our
existing offer and take learning forward.

¢ It will be important to make this financially sustainable including considering how
to leverage funding.

e Consideration could be given to offering training opportunities to colleagues in
the voluntary, community, faith and social enterprise (VCFSE) sector through
the training hub.

The ICB board noted the resident’s story.

4.0

Chair and chief executive reports

4.1

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 The continued dedication of our staff was recognised, in light of the consultation
to inform the required 50% reduction in our running costs. The next few months
will be particularly challenging as responses are provided, and as the resulting
changes begin to be implemented.

e The Board will need to reduce its membership from 1 April, and it is important to
recognise that this is not a reflection on members’ contributions. Mechanisms
will be in place to ensure partners remain meaningfully involved in
decision-making.

e The Integrated Care Partnership (ICP) Committee considered our refreshed
Integrated Care Strategy on 8 January 2026. There was substantial agreement
to the direction of travel and approval of the strategy, with assurance that the
final submission would incorporate the feedback provided.

e Councillor Mark Santos will continue as Vice Chair of the ICP until after the May
local elections and while the future role of the ICP is clarified. ICP members
endorsed recommendations from a working group regarding the ICP’s future
role, agreeing to focus on three key priorities that can be monitored and that
drive joint effort, accountability, and improved outcomes for residents.

The ICB board noted the report.
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4.2

Chief executive officer’s report

RC presented the report and highlighted the following key points:

e The system has been operating under sustained winter and operational
pressures, including the festive period as well as a further five-day period of
resident doctor industrial action. There has been significant effort made by
colleagues and providers to maintain system performance within these
challenging circumstances.

¢ Work has continued on the NHS planning process, including the first draft plan
submission in December and preparation for the second submission in
February. There is ongoing strategic and operational work to support the
planning including reallocating resources to enable changes in care delivery.

e The ICB is progressing through a significant organisational change process,
involving a new operating model and a mandated reduction in resources. The
staff consultation closed last week, and the process for voluntary redundancy
schemes are underway. A message of thanks was extended to staff, the human
resources (HR) team and the executive team for their professionalism
throughout the process.

¢ Richard House children’s hospice closed on 18 December despite efforts and
offers of support from the ICB to help secure its future. All affected children and
families continue to receive essential care through Haven House children’s
hospice, supported by the ICB. A message of thanks was extended to Haven
House for their swift and compassionate response, and also to the hospice staff,
ICB teams, and all families who have been affected.

Members discussed the report, and points included the following:
e A message of recognition was extended to colleagues across the north east
London system for achieving 95% performance in elective care during the
resident doctor industrial action.

The ICB board noted the report.

5.0

Strategy

51

Strategy and planning report

RC and CP presented the report and highlighted the following key points:

e The System Strategy has been finalised following feedback from partners and
approval by the Integrated Care Partnership (ICP), with final publication
expected in February 2026.

o Key improvements requested by the ICP include stronger emphasis on
partnership working with social care, public trust, joint commissioning models,
and reflection of new national care service guidance.

e The integrated needs assessment (INA) is being developed as a system-wide
evidence base to support proactive, population-health-led commissioning, with a
first draft due by 12 February and final publication in March 2026. The INA aims
to integrate person-level data, public health intelligence and lived experience to
improve outcomes, reduce inequalities, and guide resource allocation, while
building on existing joint strategic needs assessments (JSNAS).

e The ICB is preparing the medium-term planning submission, updating numerical
templates and ensuring alignment with NHS England feedback ahead of the 12
February national deadline. Board members will be reviewing the draft
submission on 4 February to review compliance, triangulation with providers,
and incorporation of productivity opportunities before the final submission.

e The five-year strategic commissioning plan outlines long-term priorities,
resource allocation, pathway redesign and commissioning intentions aligned
with the system strategy, addressing challenges such as inequalities, demand,
and elective backlogs.
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The updated board assurance statements are included as part of the planning
round, with new mandatory questions and required narrative justifications for
any non-embedded ratings.

Members discussed the report, and points included the following:

Members highlighted concerns about data limitations within the INA, noting that
it does not capture individuals who do not engage with GP practices or social
care services, nor those who present only in emergency settings and then
disengage. The assessment should therefore be treated as a benchmark rather
than a complete picture of population need. It will also be important to draw on
non-health datasets, such as housing information, to help identify residents with
unmet or hidden needs. In response it was recognised that there is a high
population churn across parts of north east London, which adds complexity to
assessing and forecasting unmet need.

A gquery was raised regarding the opportunity analysis, with members seeking
clarity on how the community voice will be reflected as the current list appears to
be statutory-focused. In response, it was explained that this is a drafting point
rather than an omission so will be included and highlighted.

Members asked whether the INA includes criteria for weighting different types of
need, and whether all needs are treated equally. This could have implications to
future decisions on prioritisation, resource allocation, and potential service
reconfiguration. In response, it was acknowledged that the system must develop
more granular approaches to assessing severity, risk, and impact. Wider
intelligence can be used to understand the value of interventions and there are
existing National Institute for Health and Care Excellence (NICE) frameworks
and emerging national strategic commissioning tools.

In response to a query regarding whether there has been any feedback received
from NHSE, it was explained that the feedback encouraged the ongoing close
engagement with providers, the need to allocate resource across priorities, and
alignment of local capital plans with national expectations.

It was queried whether a national template had been provided, and it was
confirmed that high-level guidelines were issued, with significant scope left to
local interpretation.

The document can be difficult to interpret in terms of structure, flow, and clarity
on how we will operate differently. It was suggested that we develop clearer
sequencing and flow charts to improve readability for our residents.

It will be important to address transport barriers, as residents have expressed
that access to healthcare settings can be difficult in some areas, as highlighted
by previous Healthwatch engagement.

Support for the direction of travel was expressed, with positives including the
emphasis on neighbourhood working and the inclusion of prevention,
inequalities, and outcomes. It would be helpful if the document could
differentiate between existing neighbourhood activity and new commissioning
intentions.

There is a risk that the VCFSE sector is under-represented as a core delivery
partner and positioned as a source of advice rather than as a provider of
services. We will need to account for the varying capacity and financial fragility
across the sector, recognising differences between small grassroots groups and
larger providers, and the importance of ensuring resilience and sustainability in
future commissioning models. In response, it was explained that the VCFSE
collaborative is exploring how we can commission differently to address these
issues.

There is growing importance for digital transformation, including the need for
data-enabled neighbourhood models, better use of shared datasets, and the
emerging role of artificial intelligence (Al) in future service delivery.

Page 6 of 10

18




A key challenge will be balancing our priorities against our resource allocation.
There continues to be some inequity amongst our boroughs, so additional
thought should be given to levelling up certain areas to enable our residents to
receive equitable services. In response, it was outlined how the developing
finance strategy will help underpin this, as well as awaited guidance on the
Better Care Fund.

A query was raised regarding when the equalities impact assessment would be
available, and it was explained that assessments would be undertaken for each
individual piece of commissioning, as well as an overarching assessment.
Members requested that the assessment is shared once completed.

In response to a query as to whether the finances would be included in the 12
February submission, it was confirmed that a three-year financial plan would be
included.

A question was asked regarding the dataset, and whether the only metrics used
were related to primary and secondary care. In response, it was highlighted that
these are a subset of the metrics used and that there is a broader set which
includes factors such as childhood obesity.

It is positive to see the emphasis on welfare rights within the commissioning
plans; however, this could be strengthened by including employment, which is
one of our resident success measures and flagship priorities, and can lift people
sustainably out of poverty. In response it was explained that our approach to
welfare and legal advice is being informed by national evidence, including the
most recent evaluation of social welfare and legal advice delivered in
neighbourhood settings. This evidence shows that while such support is not a
standalone solution nor a route to high income, it plays an important role in
helping residents access the benefits they are entitled to, which can act as a
foundation for training, education, and future employment.

The Population Health and Integration Committee will further consider and
discuss the plans at its meeting on 4 February.

ACTION: Develop a different version of the strategy to improve readability for our
residents and wider system colleagues.

ACTION: Equality impact assessment to be shared with members once completed.

The ICB board:

Received the update on the finalisation of the System Strategy

Noted the proposed way forward with the Integrated Needs Assessment and
noted the questions that will be used to identify what the future analysis should
try to answer

Reviewed and commented on the draft five-year strategic commissioning plan,
and draft board assurance statements, with further consideration of
commissioning plans to be undertaken by the Population Health and Integration
Committee

Noted the deadline and processes for the medium-term planning submission
work going forward.

5.2

Delivering the vision for integrated neighbourhood working in north east London

CP presented the report and highlighted the following points:

Our aim is to avoid implementing a prescriptive neighbourhood model, as the
intention is to build on our existing neighbourhood work, which is established but
variable in maturity and consistency across areas. A fixed structure could limit
creativity and system-wide innovation, so we are aiming to set out principles that
support local development while recognising that many neighbourhood practices
are already functioning well.
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e There has been strong engagement from GPs and wider system partners,
alongside effective training and support models that have emerged from current
neighbourhood practice.

e Additional detail has been incorporated into the strategy regarding mental health
and children and young people, reflecting priority areas for further
neighbourhood-based development.

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

¢ Members highlighted the value of programmes such as Connect to Work, noting
strong synergies between social welfare advice, employment support, and wider
determinants of health initiatives. The importance of aligning these programmes
within neighbourhood models for greater impact was highlighted.

e A case study from City and Hackney’s Optum risk-stratification work was
referenced, where criteria such as accident and emergency (A&E) attendance,
GP usage, frailty, and age identified a cohort of residents for targeted early
intervention. This demonstrated how data-driven models can help reduce
pressure across primary and secondary care.

¢ Members cautioned that national expectations for neighbourhood models often
emphasise long-term condition management more narrowly than local
ambitions, and that the system must continue to advocate for broader, locally
driven priorities.

¢ It was noted that some Primary Care Networks (PCNSs) are already delivering
high-quality neighbourhood-based work, and the strategy should encourage
ambition by drawing on these strong examples rather than waiting for further
national guidance.

e There is a need for clearer objectives and ambition within neighbourhood
development, ensuring local strengths and innovations are fully utilised.

e |t will be important for the outcomes framework, which is grounded in
resident-defined priorities, to guide neighbourhood working and measure impact
meaningfully.

e We should continue to recognise the value of co-design in mental health
services within neighbourhoods, ensuring that resident insight continues to
shape models of care.

¢ Members also noted ongoing challenges in balancing hospital pressures and
primary care pressures, recognising the need for both to be reflected in
neighbourhood planning and resource prioritisation.

The ICB board:
e Noted the progress in the programme to date

5.3

Board Assurance Framework

CP presented the Board Assurance Framework (BAF) and highlighted the following
points:
e The Board Assurance Framework has been updated to reflect the latest
position; considering our new remit as strategic commissioners, a review of the
BAF and our risk management strategy will be discussed at the April board
development session as suggested by the Chair earlier in the meeting.
e Further steps are required to review and align the BAF to the new operating
model and executive management team once the restructure process is
concluded and we start to operate more fully to the model ICB blueprint.

The ICB board noted the report.

6.0

Finance and performance

6.1

Financial overview

HB presented the report and highlighted the following key points:
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At month 9, Barking, Havering and Redbridge University Hospitals Trust
(BHRUT) and Homerton Healthcare concluded discussions with NHS England
(NHSE), and their forecast positions moved away from plan. This means that the
system forecast reported at month 9 is £79.6m and reflects the loss of the deficit
support fund, expected efficiency delivery and ongoing run rate pressures.
Industrial action allocations have been confirmed (£12.4m) and included in the
position.

At month 9, the expected year-to-date position was a deficit of £26.9m (ICB
£0.1m, providers £26.8m). Actual delivery was a deficit of £74.9m, which is an
adverse variance to plan of £58m (ICB positive variance of £1.8m).

At month 9, £246.8m of efficiencies were delivered against a plan of £259.7m,
resulting in slippage of £12.9m (£0.2m for the ICB and £12.7m for providers).
NHSE reviewed system performance at quarter 2 in relation to deficit support
funding and have held back the allocation for months 4 to 9. The impact of this
at month 9 is £21m. NHSE has confirmed that the system will not receive the
remainder of the deficit support fund and the forecast position reflects this.
There is a forecast system capital overspend at month 9 of £10.5m. This relates
to schemes agreed at Barts Health, BHRUT and Homerton Healthcare, for
which funding has not yet been received. To manage the capital budget, a
review of all plans continues to be requested through the ICS capital monitoring
and planning arrangements.

Members discussed the report and points included the following:

Members acknowledged the significant work happening to address the difficult
position and recognised that this work is being delivered by those on the ground.
In response to a query regarding what ‘other’ costs are, it was explained that
these are the reserves that are held centrally as a contingency against
overspend. For context, this equates to 0.33% of the £6.2b total expenditure and
having a risk reserve in place is standard practice with budget setting.

It was queried whether BHRUT's improved referral to treatment (RTT)
performance has affected its financial position, given the re-forecast away from
plan. In response, it was explained that efforts to reduce RTT waiting times
inevitably carry a financial impact, as increased activity drives additional cost.
The new financial regime is designed to incentivise the right types of activity that
meaningfully reduce waiting lists.

It was noted that the continuing healthcare (CHC) budget has been overspent,
but that performance is above plan; and it was queried whether consideration
should be given to adjusting our targets. In response, it was explained that whilst
there remain opportunities to deliver savings within CHC, the area is inherently
complex and highly volatile. Small changes in case mix can create significant
financial pressure and costs are strongly influenced by unpredictable, high-cost
cases that arise during the year. The position therefore requires ongoing close
management and should be interpreted with this nuance in mind.

The ICB board noted the month 9 financial position and the level of risk associated with
delivery of the financial plan.

6.2

Performance report

RC presented the report and outlined the following key points:

The system remains slightly off target in several areas, though performance
improvements are visible in specific domains. Diagnostics activity has
strengthened, supported by targeted investment and focused improvement
work, and the system continues to perform well against cancer standards,
particularly in achieving timely access for urgent referrals.

Emergency Department (ED) access continues to present significant challenges,
with performance below expected levels, reflecting ongoing operational
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pressures across the urgent and emergency care pathway. Mental health
standards also remain an area of concern, with several measures not yet being
met and requiring continued focus.

e To address the most pressured areas, the system is deploying targeted
operational sprints, combined with additional investment, to drive accelerated
improvements. This includes concentrated work to reduce bottlenecks in
diagnostics, stabilise ED flow, and improve access and responsiveness within
mental health services. These efforts remain subject to close monitoring and
iterative adjustment to ensure the greatest impact on performance.

Members discussed the report and points included the following:

e A query was raised as to whether the red, amber and green (RAG) performance
ratings are standardised across all ICBs. In response, it was explained that the
performance standards are national, and that the RAG rating thresholds are
localised.

The ICB board noted the report.

7.0

Governance

7.1

Committee exception reports for information

The 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:
e Audit and Risk Committee
Remuneration Committee
Quality, Safety and Improvement Committee
Finance, Performance and Investment Committee
Transition Committee

The ICB board noted the exception reports.

8.0

Board forward plan

The Chair explained that the forward plan would be reviewed as the ICB continues its
transition to a strategic commissioning organisation.

The ICB board noted the forward plan.

9.0

Any other business and close

There was no other business to note.

Date of next meeting — 31 March 2026
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: | B
ICB board — action log ntegrated Care Board

OPEN ACTIONS
Agenda item Meeting Action required Lead | Required | Status
date by
6.2 Board 27.11.25 | An item on risk management and the board assurance | CP April 2026 | Item added to the agenda for April's
Assurance framework to be scheduled for a future development development session.
Framework session.
5.1 Strategy 29.01.26 | Develop a different version of the strategy to improve | RC March Complete. The improved readability version
and planning readability for our residents and wider system 2026 can be found on the ICB website Our
report (1) colleagues. strategy - NHS North East London.
5.1 Strategy 29.01.26 | Equality impact assessment to be shared with CP February | Complete. Assessment shared as part of
and planning members once completed. 2026 the pack taken to the 4 February meeting.
report (2) The implementation of individual
commissioning intentions may require
EqlAs which we will share as appropriate.
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Executive summary

Key issues: This report outlines changes to Board membership, the
ongoing impact of restructuring and the key outcomes from local and
regional strategic discussions.

Recommendations:
e That the Board receive and note the report

Action required

The ICB Board is asked to note the report.

Previous reporting

A report from the Chair is presented at each ICB board meeting

Next steps/ onward
reporting

Integrated Care Partnership 23 April 2026

Conflicts of interest

None

Strategic fit

The ICS aims this report aligns with are:

e To improve outcomes in population health

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

The London work on digital health inclusion will be significant in
assisting us to understand and respond to barriers, in partnership with
residents, improving access, tackling health inequalities and ensuring
sustainable digital solutions.

Impact on finance,
performance and
quality

Engagement in regional strategy development and national
conversations enables us to better participate in their shaping and
delivery, using our resources wisely and minimising duplication.

Risks

Ensuring that we are aware of and influencing emerging London plans
assists us to align strategy and minimise risks.

1.0 Introduction

1.1 My introduction is shaped by goodbyes, many expressions of thanks, and a welcome. |
begin with a warm welcome to Dr Nnenna Osuji, who formally joined us as Chief
Executive on 16 March and her impact is already being felt, particularly her focus on
people and purpose. | look forward to continuing our journey with her. My sincere thanks
to Ralph Coulbeck for his leadership over the last three months, his has
compassionately steered the organisation through quite a difficult period of restructuring,
maintained key partnerships and developed our thinking on the how of being a strategic
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1.2

1.3

2.0
2.1

commissioner. My goodbyes begin with the Board as two of our number decide to ‘retire’
as we reduce our partner members, as required by the Model ICB Blueprint. This is the
last Board meeting in public for the amazing Kash Pandya, who has contributed to north
east London health governance for over 16 years and has also been an active volunteer
in his local community. Kash, with his expertise, commitment, wisdom and kindness,
has been a guiding force, keeping us safe in terms of regulation but more than that he
has ensured a consistent focus on our purpose and our commitments to our residents.
Kash you will be greatly missed, thank you. Kash leaves us at the end of April, and we
are currently recruiting for his successor.

Dr Mark Rickets, who has decided to semi-retire rather than to stand again as primary
care partner member, although | believe that we will see Mark in other leading roles.
Mark has been involved in north east London governance arrangements since the time
of clinical commissioning groups, bringing knowledge of practical delivery, innovative
ideas and a passion for patients. Thank you, Mark.

However, it's a welcomed congratulations to Dr Jagan John, who has been re-elected
by his peers to continue as our retained primary care partner Board member. We are
pleased that the voluntary and community voice will continue to be represented on the
Board by the Voluntary, Community, Faith and Social Enterprise (VCFSE)
Collaborative’s Development Director, Najnin Islam, and that Sally Beaven, as one of
our participant observers, will act on behalf of Healthwatch across north east London to
represent the resident voice. As we are in the pre-election period, decisions on our local
authority partner member will be made after the election and once lead roles are
appointed to within our boroughs. With all Board members who are standing down, |
know that they will continue to actively contribute to improving health and wellbeing in
north east London, and that we will continue to work with them. | take this opportunity to
note that | have received confirmation that | have been reappointed as Chair of the
Integrated Care Board (ICB) until 30 June 2028.

My saddest goodbye is to our 155 staff who have taken the difficult decision to voluntarily
leave the ICB this month as part of the requirement to reduce our running costs by 50%.
My thanks to each and every one of you for your dedication to and hard work for and
with the people of north east London. Please know that we highly value your contribution
and that you will be missed. In addition to individual team events, as a whole
organisation, we celebrated staff who are leaving on 18 March, which was a useful
opportunity to thank many people in person. It is important for us to recognise the impact,
on remaining staff, of saying goodbye to so many valued colleagues at one time, both
in terms of relationships and the work that needs to continue. | know that the Board
understands that the change process continues, so there is still uncertainty for many of
our staff on their future and that our commitment to bring stability of purpose and
people’s new role as soon as is practically possible.

The remainder of this report focuses on a governance conversation on strategic
commissioning, a national conversation with some of our local community groups and a
London Health Mission Board conversation with a focus on digital, data and community
insights.

Strategic commissioning and governance

The ICB non-executives and executives met earlier this month to discuss what needed
to be different within the content of our board and committee agendas and papers. The
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conversation was held within the context of our statutory role remaining until
legislation, which is expected next year, and within the framework of the Model ICB
Blueprint and the national Strategic Commissioning Framework. It was considered
within our commitment to have a partnership approach to strategic commissioning and
with the continuation of our purpose, which is ‘to work with and for the people of north
east London to create meaningful improvements in health, wellbeing and equity’. It was
also a conversation that was held with the understanding that our four flagship
priorities, babies, children, and young people; employment; long term conditions; and
mental health would continue to define our success, and do so within the agreed good
care and outcomes framework, and by taking forward the success measures by which
our residents will judge our success. We noted that this was an iterative journey, which
we will reflect during board and committee meetings, and review at the end of the year.
The key points arising from our discussion included:

* The need for the Board and its committee to focus on the strategic commissioning
required to ensure the transformation and system impact to deliver the three shifts,
(sickness to prevention, analogue to digital and acute to community). For example,
deepening our system wide focus, understanding data/ insights, gaps/ solutions and
delivery/ progress across pathways within our four flagship priorities, with less of a
focus on individual organisations at the Board.

= Developing an approach to strategy, which has a focus on outcomes and action, with
consideration of a strategy on a page reporting.

» Maintaining oversight of quality, finance and governance, including regulatory, as an
integrated whole, with a focus on how we commission in line with the good care
framework and to create maximum value for our investment.

» Ensure that evidenced resident leadership is central to our decision making, so that
we can act as their advocates through commissioning.

» Retaining our Board focus on neighbourhood health as a system priority.

» Ensure clarity of role and delegation between the Board and its committees and
between committees, avoiding duplication, along with improvement in exception
reporting, so that these reports highlight what is going well, risks and key progress
that advise the Board and its decision making.

= Focusing our quality discussion on improvement, meeting best practice standards,
as well as regulatory requirements. This will require clarity on what is required
regarding performance management as strategic commissioner, including a focus
on what performance tells us about quality and where it needs to inform contract
decisions and oversight.

= Continuing to work closely with the NHS London Region team to capture the system
financial position and to support the sustainability of our providers across the system,
to do so whilst deepening our understanding of how we create value through our
commissioning, enabling the three-shift transformation, equity and sustainability,
underpinned by strengthened contract management and evidenced assurance from
providers.

»= Noting the change of the population health and integration committee to a strategic
commissioning committee in future, the meeting emphasised the need for a focus
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on outcomes, underpinned by clear baselines, targets for improvement and progress
against those targets. With information that evidences our resources are being used
effectively and in line with our population’s ambitions. This will require an
understanding of how we add value through both commissioning and contracts, and
through ensuring the involvement of neighbourhoods and collaboratives in
collaborative strategic commissioning is actively maintained.

= Audit conversations are ongoing and will be informed by our development session on

strategic commissioning risks and our workforce governance conversations will focus
on ICB workforce and culture, whilst noting that we await guidance on whether there
is an expectation of ICBs in relation to system workforce.

Chair activities

Community conversation: A highlight since my last Board meeting was an invitation from
Bren Mclnerney, a community volunteer, to attend a conversation between community
groups in Newham with a range of national senior leaders including NHS England, the
National Patient Safety Agency, and NHS Blood and Transplant. This is part of a
national-to-local connectivity programme that Bren leads, with the aim of helping
national bodies to better connect and better understand what matters around health and
wellness to local community and neighbourhood groups and residents. The programme
also explores, through the lens of the community, what impact national organisations
are having on addressing inequality around access, experience and outcomes. The
conversation was an open and honest one, with key themes for the ICB to consider.
These themes included:

e Ensuring that our end-of-life strategy focuses on providing care in people’'s homes

rather than care homes.

e Clarity on our strategy for involving local community groups and residents in

allocation decisions and strategic commissioning. This includes how we will work with
them, recognising their skills and assets in delivering a response and accounting to
them on our progress. It also includes the monitoring of contracts, for instance
involving carers and families of disabled children in contracts that improve access to
health and social care services.

e Improved communication and signposting to services with and for residents,

particularly with changes to Healthwatch. In addition, involve community and
neighbourhood groups, and resident champions to support resident navigation of
services.

e Sustainable funding to engage diverse communities in consultation and longer-term

funding to deliver health and wellness services.

¢ Involvement of the community sector and residents in innovation, research and

development, and include them/ their expertise in co-producing and shaping this
work.

e Building on the work of the Voluntary, Community, Faith and Social Enterprise

Collaborative, through an agreement to improve joint work with the community sector
and residents at neighbourhood and place level.

e Remaining active and always curious on who is not present and why in our

conversations, for example young people.

e Consideration on how the ICB can be an advocate of residents in its commissioning

decisions.

Mayor of London Health Mission: The London Health Mission is seeking to reduce health
inequalities in London by utilising London's innovation and digital transformation
opportunities. | attended a workshop in March, where we received a progress update,
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which set out the work underway to ensure we understand our current position so that
we can better target activity to improve inclusion in digital healthcare innovation. We
also received an insightful presentation regarding individuals’ digital inclusion/ exclusion
and health literacy by geography and demographics, along with an analysis of digital
health service utilisation and uptake by Londoners. This work has identified specific
communities who experience barriers both to digital access and to individual and
organisational health literacy. Work is currently underway, with local community groups
to gather further insights from residents on barriers to digital access.

4.0 Recommendations
4.1 To receive and note the report.

Marie Gabriel — Chair: 17/03/26.
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Executive summary

The following report provides an update on key ICB activities
and changes, and the delivery of the priorities and objectives of
NHS North East London ICB.

Action required

The Board is asked to note the contents of this report

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:

¢ 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

The ICB operates to improve health outcomes, tackle
inequalities and support our local residents. The contents of this
report relate directly to the delivery of this.

Impact on finance, N/A
performance and quality

Risks N/A
1.0 Key highlights and issues

| started as Chief Executive Officer of NHS North East London ICB just under two
weeks ago and am delighted to be here. | start this report to the Board as | started
my welcome to staff - by acknowledging the significant organisational trauma
experienced over recent months and the compassionate change process delivered
by Ralph Coulbeck as Interim Chief Executive, alongside the leadership team and
the Board. A full report on the organisational change process is provided in the Board

papers.
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Despite the best intentions throughout this period, | recognise that considerable
uncertainty, anxiety and trauma remain within the organisation. | am therefore keen
that with regard to staff and organisational change, we focus intentionally on:
e ensuring respectful departures for colleagues who are leaving the
organisation
resetting ambition in this new era of strategic commissioning
¢ reigniting staff morale through meaningful engagement, listening, feedback
and visible follow-through.

Leadership changes at Barking, Havering and Redbridge University Hospitals
NHS Trust (BHRUT)

Our congratulations to Matthew Trainer, following his successful appointment to the
role of chief executive officer at King's College Hospital. He will likely depart Barking,
Havering and Redbridge University Hospitals NHS Trust over the summer.

Fiona Wheeler, deputy chief executive officer, will hold the chief executive officer
post on an interim basis — our welcome and thanks go to Fiona. Longer-term
recruitment arrangements for a substantive chief executive officer are anticipated.

Planning for 2026/27
A full report on strategic planning is provided in the Board papers.

Barking, Havering and Redbridge University Hospitals NHS Trust remains in
segment four for financial planning purposes. Other system partners are positioned
in segment three.

North East London NHS Foundation Trust (NELFT) and Homerton Healthcare NHS
Foundation Trust would be in segment two, were it not for their financial positions,
which have resulted in them being assessed as segment three.

Neighbourhoods

The national guidance on neighbourhoods was issued on 17 March 2026. Two
documents were issued — neighbourhood health framework and fit for the future —
towards population health delivery models. They form a helpful framework for
delivering services at scale, while enabling place-based and regional customisation.
The former sets out a series of local steps to be taken in 2026/27 in preparation for
developing neighbourhood plans for 2027/28. For us as an ICB, the ask is to deliver
a core set of interventions to be delivered over the ensuing three years to establish
the foundations for an effective neighbourhood service. This requires us work in
partnership with local government and through health and well-being boards:

In 2026/27:

e Agree neighbourhood footprints around natural communities

e Agree plans to establish integrated neighbourhood teams focussed on high
priority cohorts

¢ Confirm intentions to use pooled funding under the Better Care Fund (BCF)

¢ Confirm organisational ownership of planned deliverables

e Confirm plans for appropriate data sharing arrangements to allow reliable
patient identification and evaluation
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In 2027/28:

o Develop a local neighbourhood health plan to outline how the national NHS
objectives will begin to be delivered, how neighbourhood health will support
wider local coals for improving health outcomes and reducing health
inequalities and set out how local objectives are informed by the joint
strategic needs assessments and other assessments.

Fit for the future calls upon us to innovate contractual and payment models to
support neighbourhood services and continuing to work with Integrated Health
Organisation (IHO) and Advanced Foundation Trust front runners in pursuit of using
contracts and finance to support resource shifts into neighbourhoods. This should
see ICBs beginning to implement outcome-based contracts within the next three
years and beginning to normalise IHO contracts.

In London we have emphasised our commitment to healthy communities for London
and | anticipate deepened engagement with local authority, voluntary, community,
faith and social enterprise sector partners as part of this commitment, to deliver truly
hyper-localised services for natural and need-based communities.

Our strategic commissioning role will focus on facilitating neighbourhood health
delivery, capturing benefits, leveraging new contracting approaches and contract
types, and maintaining a strong focus on outcomes through the use of population
health data.

Infection control and vaccination

I noted with concern two deaths in the Canterbury area following an ‘explosive’
meningitis outbreak linked to a potentially super-spreader event. Our thoughts go out
to the families and friends impacted by this outbreak and to the communities
currently experiencing anxiety in the context of this. We are also cognisant of the
recent and ongoing outbreak of measles which began in Enfield. Lastly, a crop of
cases of Legionnaires disease has also been raised.

In all cases, | want to recognise the input and intervention of public health colleagues
and the role of the UK Health Security Agency in providing updates. There is need
for us to work collectively to ensure public safety and confidence. Moments like these
emphasise opportunities for us to reinforce messages around vaccination and
prevention. In many instances, asks for vaccination compliance focus on diseases
which seem historic, remote and unfamiliar. Real life cases remind of the relevance
and consequence. | acknowledge the challenges of vaccine fatigue, misinformation
and disinformation, and underlines the importance of working with communities and
trusted local voices to support vaccination uptake.

Our focus will be on people-focused communication and further work with trusted
voices to help explore, explain and encourage as appropriate.

Geopolitical landscape

I am mindful of the wider geopolitical tensions and their local impacts, including
implications for fuel prices and the anxieties experienced by colleagues who have
family members unable to return from affected regions. We are providing support to
affected staff via our employee assistance programme and other wellbeing support.
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Strategic objectives

We will maintain a continued focus on our core strategic priorities: babies, children
and young people; long-term conditions; mental health and learning disabilities; and
employment. Employment is a particular priority, and we plan to work closely with
local partners to develop anchor institution opportunities, recognising that secure and
appropriate housing is a fundamental prerequisite to sustainable employment.

Visits

On 20 March | visited Sai Community Pharmacy and Goodman's Fields Medical
Practice in Tower Hamlets, a modern, state of the art community pharmacy, serving
a hugely diverse local population, Sai Pharmacy dispenses around 18,000
prescriptions every month.

The conversations | had with the owner and staff, as well as with ICB and regional
leads for pharmacy, gave me a real insight into the breadth of work happening in
community pharmacy. | was really impressed with the growing role pharmacy plays
in keeping people well, particularly in light of the 10-year health plan shift to
community and neighbourhood-based care.

Mental health was highlighted as a major issue locally, alongside the opportunity for
pharmacies to play an even bigger role in educating and supporting communities,
delivering preventative interventions, and working closely with partners such as the
Local Pharmaceutical Committee (LPC) Local Medical Committee (LMC).

Next door at Goodman'’s Fields Medical Practice, the assistant practice manager
showed me around the practice, demonstrating how effective triage helps direct
patients to Pharmacy First next door, making it quicker and easier for people to get
the right care at the right time in the right place.

The visit was a great opportunity to showcase what good looks like and how primary
care can work together to provide prevention and care in a joined up and innovative
way, in line with the NHS'’s long-term ambition to shift care closer to people’s homes.

End of year thanks and congratulations

As we come to the end of the financial year, | would like to extend my sincere thanks,
on behalf of the executive management team, to the Board for their support over the
last, challenging, year. My thanks go particularly to those members who are stepping
down from the Board, although | know your support for our local health and care
system will be ongoing.

My heartfelt thanks go also to the 155 staff members who are leaving the
organisation at the end of March and beginning of April, through the voluntary
redundancy and mutually agreed resignation schemes, as well as the many clinical
leads whose contracts are coming to an end this month. Their dedication to our
system and their contributions to making improvements have mattered deeply to our
ICB and our residents.

Finally, I would like to congratulate our Chair, Dame Marie Gabriel on her

reappointment for a further two years. | look forward to working together on the
issues that matter and will have greatest impact for our residents.
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Executive summary

Nationally there has been a significant increase in the
prevalence of children and young people with diagnosable
mental health conditions. Investment in CAMHS has not kept
pace with levels of demand and complexity of need. The
THRIVE framework is a whole system approach to supporting
children with emotional wellbeing and mental health needs
and is being implemented in north east London. The level of
demand and complexity of need in north east London is
having a significant impact on acute trusts, particularly in
relation to A&E attendances and length of stay. The Growing
Up Well Report recommends ICBs develop new
commissioning strategies to support children’s mental health,
including new multi-agency neighbourhood models.

Action / recommendation

The ICB Board is asked to:

¢ Note the current issues linked to increased level of
demand for children’s mental health services and
complexity of need and the opportunities to address this.

o Endorse the work to establish a new NEL Strategic
Commissioning Group for Babies, Children and Young
People and to co-design the new 0-25 strategic
commissioning strategy.

Previous reporting

Many of the issues highlighted in the report, including
commissioning intentions have been discussed at the ICB
Commissioning Board.

Next steps

Use the report to inform the scoping and co-design of the new
NEL 0-25 strategic commissioning strategy.

Conflicts of interest

None.

Strategic fit

This programme aligns with all ICS aims:
e To improve outcomes in population health and healthcare
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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 Through implementing the THRIVE Framework and a life
inequalities and sustainability course approach to strategic commissioning, health
inequalities can be reduced for children with mental health
needs.

Has an Equalities Impact An Equalities Impact Assessment will be undertaken as part
Assessment been carried out? | of developing the 0-25 strategic commissioning strategy.

Impact on finance, performance | There may not be sufficient financial resources allocated to
and quality the children’s categories of the Mental Health Investment
Standard allocation for north east London to meet current
levels of demand and complexity of need.

Risks e There is arisk that a child’s mental health deteriorates or
attempts to take their own life whilst waiting for treatment.

o There is arisk that high levels of demand and waiting lists
for CAMHS could lead to delays to discharge from Tier 4
CAMHS beds.

Introduction

This paper provides an overview of the current issues and challenges facing the
system in relation to supporting children and young people with increasingly complex
mental health needs. The paper will also provide an overview of current work taking
place and opportunities going forward to improve children’s emotional wellbeing and
mental health.

—_ -
-

1.2 The ICB Board is asked to note the current challenges facing children and young
people with emotional wellbeing and mental health needs and approve the
recommendations in the paper.

1.3 Improving children and young people’s emotional wellbeing and mental health is a
national priority aligned to the Government’s ambitions of ensuring every child has
the best start in life — the chance to achieve and thrive' and of creating the healthiest
generation of children ever?. For us in north east London, it is also a priority in our
Strategic Commissioning Plan, which recognises the importance of integrated multi-
agency approaches to improving children’s mental health informed by the THRIVE
Framework.

14 NHS North East London has worked with key stakeholders to co-design and endorse
the London Mental Health Strategy, published in May 2025. Providing a 10-year
strategy for promoting timely and equitable access to mental health services for
children and adults, with a strong emphasis on primary and secondary prevention
and reducing health inequalities.

"HM Government (2025) Giving every child the best start in life, Department for Education.
2 HM Government (2025) Fit for the future: 10 year health plan for England, HM Government.
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Key messages

Mental health is an individual's cognitive, behavioural and emotional wellbeing?®. It's
something we all have - including every baby, child and young person.

We use the term "mental health issues" to refer to mental health problems,
conditions and mental illnesses. These issues may or may not be medically
diagnosed*. Slide 2 in the appendices highlights a range of risk and protective factors
that can impact on a child’s and young person’s mental health, which will inform the
new NEL 0-25 strategic commissioning strategy.

When children and young people have good levels of emotional wellbeing and
mental health it helps them to:

e Learn and explore the world

Feel, express and manage positive and negative emotions

Form and maintain good relationships with others

Cope with and manage change, setbacks and uncertainty

Develop, play and thrive

Slide 3 in the appendices describes the THRIVE Framework for System Change®. It
is an integrated, person-centred, needs led approach to addressing and meeting the
needs of children, young people aged 0-25 years and their families. Needs are not
based on severity, diagnosis or care pathways. Instead, the framework thinks about
the emotional wellbeing and mental health needs of children, young people and their
families through five different needs-based groupings. Work is currently underway to
map all the services offered by the system against each of the needs-based
groupings.

The Growing Up Well Report recommends ICBs, and Local Authorities review
existing strategic commissioning arrangements and work collaboratively on new
integrated neighbourhood models for children with mental health needs, which we
are committed to doing locally.

We recognise the significant pressures on funding across the system for children and
young people with mental health needs. Levels of investment in CAMHS have not
kept pace with demand and may be considered a potential contributory factor to
increased pressures on urgent and crisis services. We recognise there is more work
to do to understand the scope and scale of current funding, what funding may be at
risk and how we ensure our funding and investment in children and young people’s
mental health is best deployed.

Rising national prevalence and life course approach to mental health

Slide 4 in the appendices highlights the latest statistics cited in The Growing Up Well
Report, which shows that the number of children and young people with a
diagnosable neurodevelopmental or mental health condition such as anxiety,
depression, bipolar disorder, ADHD, eating disorders, conduct disorders or
personality disorders has increased significantly over the last ten years. With 1in 5
children aged 8-16 and 1 in 4 young adults are now experiencing a diagnosable
mental health condition. NHS children and young people’s mental health services are
only able to meet 40% of those in need, with ICBs in 2023/24 typically spending 8%

3 Mind website: What are mental health problems?
4 NSPCC website: Child mental health: recognising and responding to issues | NSPCC Learning
5 Wolpert et al. (2019) The THRIVE Framework for system change. London: CAMHS Press.
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of their mental health budgets on children and young people®. NHS England’s
children’s epilepsy care bundle highlights that up to 37% of children with epilepsy
may have a mental health condition such as anxiety or depression.

Professor Marmot in his reports on health equity recognises that children and young
people’s mental wellbeing is shaped from conception to adulthood through biological,
social and environmental factors. As shown in slide 2 in the appendices, intervening
early at the preconception, early life and childhood phases of the life course, can
have a significant impact on reducing the prevalence of chronic disease and
significant health implications in adulthood. Research suggests the average cost to
society of one case of perinatal depression is around £74,000, of which £23,000
relates to the mother/father and £51,000 to impacts on the child, with most of those
costs being borne by the NHS and social care’. The Mental Health Foundation states
that “50% of mental health problems are established by the age of 14 and 75% by
the age of 25”. There is a strong correlation between poverty, poor housing and
prevalence of children’s mental health. Mental health can also be a contributory
factor to poor life outcomes, such as poor educational attainment, childhood obesity,
higher levels of unemployment and a higher risk of contact with the criminal justice
system.

The traumatic impact of abuse and neglect increases the likelihood of children
developing a range of mental health issues — both during childhood and in later life.
These include anxiety, depression, eating disorders and post-traumatic stress
disorder, with 45% of care experienced children having a diagnosable mental health
disorder®. Abuse and neglect can also make children more vulnerable to developing
more than one mental health condition at one time (known as composite mental
health issues)®. 3 in 4 adolescents exposed to Adverse Childhood Experiences
develop mental health problems by the age of 18.

Slide 2 also highlights the risks factors associated with discrimination, prejudice and
bullying. With disabled children and young people, children from black, Asian and
minority ethnic communities and children from the LGBTQ+ community being
particularly at risk.

Outcomes for identified by children, young people and parents/carers from
north east London

NHS England holds the ICB and NHS Trusts to account for a series of outcomes
linked to improving access and reducing waiting times, monitoring clinical outcomes
such as reducing the severity of symptoms and patient experience. This data is
captured through the Mental Health Services Dataset. However, these are not
necessarily the outcomes important for children, young people and their
parents/carers. The top three outcomes voted for by children, young people and their
families in north east London are:

¢ Choice, control and support: “| want to be able to decide how my family are
involved in my support, and they might also need support”.

6 Centre for Young Lives (2026) Growing up well — A new place based model to radically improve
children and young people’s wellbeing, Centre for Young Lives.

7 Bauer. A. et al (2014) The Costs of Perinatal Mental Health Problems report, Centre for Mental
Health and London School of Economics.

8 Centre for Young Lives (2026) Growing up well — A new place based model to radically improve
children and young people’s wellbeing, Centre for Young Lives.

9 NSPCC website: Child mental health: recognising and responding to issues | NSPCC Learning
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¢ Big changes in my life: “| want to feel like professionals care as | move between
different stages of my life”.

o People who help me: “l want to be able to access different support from different
people, including those with lived experience, when and where | need it”.

Additional outcomes identified by children, young people and their families can be
seen in slide 5 of the appendices and have been used to inform place-based
approaches to implementing the THRIVE framework. However, there is an
opportunity to use the new NEL CAMHS Service Specification to develop a
consistent approach to measuring outcomes, leading to a new CAMHS outcomes
dashboard. This could be enhanced through commissioning a pupil survey such as
“Be Well Survey” that is used in Havering and Greater Manchester to track progress
over time. Young people are also keen to act as peer researchers to enhance local
evidence on what works and is important to them.

The most common concerns raised by children, young people and parents/carers
relate to long waiting times to access CAMHS or neurodevelopmental assessments.
Feedback is more positive once treatment and support start. The Community Insight
System data for 18—25-year-olds showed 100% negative sentiment for diagnosis
element of adult mental health pathway but shifted to 58% positive sentiment once
treatment had started. Slide 5 also highlights the need to develop innovative
approaches to improve community engagement and outreach to reduce the stigma in
accessing perinatal mental health services.

Current position in north east London

The GP registered population of 5-17-year-olds in north east London is 379,190.
Using the national prevalence rate of 22%, 83,422 of 5-17-year-olds have a
diagnosable mental health condition in north east London. This is likely to be higher
once the impact of poverty is included, with the Mental Health Foundation stating that
children in the least well off 20% of households are four times more likely to
experience serious mental health difficulties by the age of 11, compared to those
from the wealthiest 20%. The Mental Health Services Dataset for north east London
shows that the number of children and young people entering for treatment has
increased from 22,405 in April 2023 to a monthly rate of 28,600 in December 2025.
Despite having the highest access of any Integrated Care System in London, waiting
times for CAMHS are increasing. In Quarter 3 2025 ELFT experienced challenges in
meeting the national target of 95% of routine eating disorder cases being seen within
4 weeks, with some places falling as low as 50%.

Senior clinicians and commissioners state that demand for children and young
people’s mental health services continues to increase across north east London.
Hackney has seen a 70% increase in referrals for children and young people’s
mental health services since the COVID-19 pandemic. With presentations
increasingly complex, often including co-morbid neurodevelopmental conditions,
trauma and wider social stressors. Young people aged 16-18 years show the highest
levels of need, with increasing presentations for anxiety, depression, self-harm and
emotional distress. Boroughs such as Barking and Dagenham and Havering are
experiencing significant increases in their children’s population and investment in
CAMHS has not kept up with demand. The CAMHS caseload in Havering has
increased by 50% in the last two academic years. This evidence is informing the co-
design of a new single CAMHS specification for north east London and interest in
how some of the additional recurrent investment in mental health is targeted towards
children and young people.
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A key element of the 10-year plan for the NHS is the roll out of Mental Health
Support Teams in schools and colleges which is a fundamental building block of the
approach in north east London. Expanding to all eligible schools by 2029/20, the new
NEL Mental Health Support Team Strategy will inform the development of a
comprehensive mental health offer in and around education. It will also play a critical
role in delivering the Government’s SEND reforms. Mental Health Support Teams
focus on early intervention and should not be regarded as a substitute for specialist
CAMHS which concentrates on the “Getting More Help and specialist services”
elements of the THRIVE Framework. As the offer from Mental Health Support Teams
develops there are opportunities to incorporate the learning from piloting the Epilepsy
Mental Health Screening Pilot Project (PAVES) at the Royal London Hospital to
reduce the referrals to CAMHS through early intervention.

Preparation for adulthood

All NHS Trusts have robust policies and procedures in place to support young people
known to CAMHS to prepare for the transition to adult services. The transition to
adult services process starts when the young person is 17 years and 6 months and
depending on the complexity of need can lead to the young person making the
transition to Adult Mental Health Services, to Primary Care and Talking Therapy
services, to a local voluntary sector provider, or to a provider to continue the ongoing
monitoring of medication such as ADHD medication. The recent project to co-design
and agree new transfer of care arrangements will significantly improve transition
planning linked to monitoring and prescribing medication. Young people requiring a
neurodevelopmental assessment from a Right to Choose provider in the future will
be referred to a provider who can also support adults, to address any issues linked to
being discharged and put on another waiting list.

In a recent peer led research project, care leavers in north east London have
described their experience of making the transition from CAMHS to adult mental
health services as poor. Some care leavers reported the transition to adult services
as “abrupt and destabilising”. Several care leavers were told that their care would
stop at 18 even though their needs persisted. This has been recognised as an issue
and work is underway to address this.

Delivering care closer to home for children with the most complex needs
NHS England is currently developing a new service specification for a Children and
Young People’s Intensive Mental Health Service, that will offer tailored packages of
support through a mix of inpatient, outpatient and community-based care. The North
Central and East London CAMHS provider collaborative has delegated
commissioning authority for this service. It is well advanced in delivering the new
national service model. Through being able to reduce out of area placements and
lengths of stay, it has been able to increase investment in Alternatives to Inpatient
Admission including Home Treatment Teams, DBT Services and Eating Disorder
Hospital at Home Services, in order to keep children and young people as close to
their homes and in their local communities where its clinically indicated.

Increasing complexity of need and the impact on acute trusts

Slide 6 in the appendices shows that there has been an upward trend in the number
of referrals to Crisis Resolution Teams for 5-17-year-olds in Newham, Barking and
Dagenham and Redbridge, with children from Newham being the largest user of the
service. There are a higher number of 18—24-year-olds being referred to Crisis
Resolution Teams compared to children and demand continues to increase in
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Barking and Dagenham, Redbridge and Havering. However, there has been a
decline in both age groups using the 24/7 crisis line over the last 3 years.

Slide 7 in the appendices suggests that the increase in referrals to Crisis Resolution
Teams has not prevented an upward trend in children and young adults attending
A&E to receive mental health treatment. With Queens Hospital receiving the highest
number of A&E attendances for children and the Royal London Hospital receiving the
highest number of A&E attendances for 18-25-year-olds. The Royal London Hospital
and Queen’s Hospital also have the largest number of emergency admissions for
children with a mental health diagnosis. This could be linked to increased pressures
on CAMHS/Adult Mental Health Services, the growing number of private children’s
care homes in Havering, reduced levels of family resilience, and Royal London acting
as the trauma centre for north east London.

The top 5 mental health related treatments in north east London’s A&E departments
for 5—17-year-olds and 18—-25-year-olds are: Self-injurious behaviour, anxiety,
physical aggression and hallucinations. A&E departments are increasingly being
seen as a place of last resort for children who may have complex mental health
needs, neurodiversity and behaviours that challenge and their residential placement
has broken down. There is currently an out of area care experienced young person
who has spent over 50 days in a side room at Queens Hospital A&E department,
following a breakdown of his placement. Supporting children with complex needs and
circumstances is one of the joint strategic commissioning priorities identified between
the ICB and Local Authority Directors of Children’s Services. One of the best practice
models that is being considered to address this is the Hope Service in Surrey that
offers a multi-agency intensive support, education and residential offer for children
who are in crisis. The outcomes are improved family resilience, fewer placement
breakdowns and reduced lengths of stay in A&E and hospital.

Opportunities going forward

The Growing Up Well Report recommends each ICB has a dedicated strategy for
children and young people’s mental health and acts as an anchor institution to bring
system partners together to have an outcomes-based approach to commissioning
new integrated neighbourhood approaches to improving children’s mental health.
Locally, this will be enhanced through the establishment of a new strategic
commissioning group for babies, children and young people to enable shared
strategic commissioning priorities between the ICB and Local Authorities,
underpinned by a new 0-25 commissioning strategy for all children and young people
in north east London.

The national model for delivering neighbourhood multi-disciplinary teams for children
is closely aligned to the roll out of Best Start Family Hubs and the Families First
Partnership Programme and from a north east London perspective the roll out of the
nationally recognised Health Spot youth hub (where 70% of the support offered is
linked to young people’s mental health). This will strengthen the multi-agency offer of
preventing mental health problems before they emerge, enabling early detection and
prompt intervention to manage mental iliness at an early stage. The learning from
aligning mental health support within a multi-agency Early Help offer and the close
partnerships with the Voluntary Community Faith and Social Enterprise Sector will
inform this approach going forward.

The new north east London approach to offering section 117 aftercare payments for
children, will be contribute to the Government’s ambition of increasing the number of
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people in receipt of a personal health budget. This could be taken further through
offering small personal health budgets to reduce CAMHS waiting times.

There is now clinical consensus across north east London to develop new integrated
neurodevelopmental teams, bringing together community paediatrics and CAMHS
clinicians to provide diagnostic and post-diagnostic support for neurodivergent
children, including those with autism, ADHD, learning disabilities and Fetal Alcohol
Syndrome Disorder. This will form part of a wider multi-agency networked approach
to supporting neurodivergent children and their parents/carers, which will also include
close alignment with NHS Right to Choose providers.

The new 0-25 strategic commissioning strategy provides an opportunity to work
collaboratively with North Central and East London CAMHS provider collaborative
and local authorities to develop a new integrated perinatal mental health pathway.
Strengthening early intervention and prevention approaches in the critical first 1001
days from conception to the age of 2.

Risks and mitigations

e There is arisk that a child’s mental health deteriorates or attempts to take their
own life whilst waiting for treatment. This is mitigated through regular triage
meetings to review cases and signposting children and young people to online
resources and other support organisations whilst they are waiting.

e There is arisk that high levels of demand and waiting lists for CAMHS could lead
to delays to discharge from Tier 4 CAMHS beds. This is currently being mitigated
through Home Treatment Teams continuing to support children for longer.

Recommendations

We recognise there is more to do to ensure the enabling conditions are in place to
deliver the interventions and approach described here including fully identifying
current levels of funding, how we consider sustainable funding sources and how we
enable long term investment in this area of health and wellbeing. We want to be clear
that a holistic view of physical and mental health is a critical enabler and that we
need to focus on prevention and early intervention through the childhood stages to
improve the health and wellbeing of adults. We believe the widespread use of the
THRIVE Framework, which is not a tiered progression based on needs assessment,
but on the help required to meet a child’s desired outcomes, will support in this
regard.

The ICB Board is asked to:

¢ Note and comment on the current picture of demand for children’s mental health
services and complexity of need and the opportunities described here

e Endorse work to establish a NEL Strategic Commissioning Group for Babies,
Children and Young People and to co-design a 0-25 commissioning strategy, with
a holistic approach to physical and mental health.

End
Martin Cunnington, Deputy Director of Programmes, BCYP 23 March 2026.
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Risk and protective factors for children and young people’s mental health

The Mental Health of Children and Young People in England Report by Public Health England in 2016 highlights a range of risk and protective factors that can

influence children and young people’s mental health. These can be shown in the table below.

Genetic influences

Low 1Q and learning disabilities
Specific developmental delay
Communication difficulties
Difficult temperament

Physical iliness

Academic failure

Low self-esteem

(e D)

~

B

Child

» Secure attachment experience
* Good communication skills

* Having a belief in control

» Positive attitude

» Experiences of success and
achievement

Capacity to reflect

[ Risk factors

)

K Family disharmony, or break up \

* Inconsistent discipline style

» Parent(s) with mental illness or
substance abuse

* Physical, sexual, neglect or
emotional abuse

* Parental criminality or alcoholism

J

Death and loss /

mi

Family

~

« Family harmony and stability
» Supportive parenting

+ Strong family values

» Affection

» Clear, consistent discipline

» Support for education

J

Bullying

Discrimination

Breakdown in or lack of positive
friendships

Deviant peer influence

Peer Pressure

Poor pupil to teacher
relationships

~

Positive school climate that
enhances belonging and
connectedness

Clear policies on behaviour and
bullying

Open door policy for children to
raise problems

A whole-school approach to
promoting good mental health

~

/- Socio-economic disadvantage \
* Homelessness
» Disaster, accidents, war or other
overwhelming events
* Discrimination
+ Other significant life events
Lack of access to support

[ Protective factors J

\ services /

\\/

Community

~

» Wider supportive network

* Good housing

* High standards of living

* Opportunities for valued social
roles

* Range of sport/leisure activities

J
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The Thrive Framework for system change

Those who need advice Those who need focused
and signposting goals-based input

Thriving
Those whose
current need is
support to maintain
mental wellbeing
through effective
prevention and
promotion
strategies

Those who need

more extensive and
specialised goals-
based help

Wolpert et al. (2019) The THRIVE
Framework for system change.
London: CAMHS Press

The THRIVE Framework for system change is an integrated, person centred and needs led approach to providing mental
health services for children, young people and their parents/carers. Enabling children and young people to have a central role
in making decisions about their care and support. With their needs met based on goals identified by them and their families
working collaboratively with professionals. There is a much greater emphasis on addressing and meeting needs, rather than
waiting for a diagnosis to obtain access to help and support. The THRIVE Framework conceptualises the mental health and
wellbeing needs of children, young people and families into five needs-based groupings as shown in the diagram.

The Thrive Framework is based on the following set of principles:

« Common language. It provides a shared language which everyone can understand regardless of agency, especially for
adults, children and young people and their families.

* Needs led rather than diagnostic. This allows us to support children and young people, adults and their families regardless
of diagnosis as we can focus on their needs.

» Shared decision- making is at the heart of the THRIVE Framework for system change.

* Proactive prevention and promotion is everyone’s business. This framework enables us all to come together to ensure
that this happens in every service (whether that is Local Authority, Health, Education, Voluntary, Community and Social
Enterprise etc.) in every community

» Partnership working. Working together to support and improve mental health is vital and we all have a role to play

+ Outcome informed. Shared understanding of what we are trying to achieve and understanding early if it is not working.

* Reducing stigma. We cannot emphasise enough that mental health is everyone’s business and we need to reduce stigma
which surrounds mental health.

» Accessibility. The whole THRIVE system needs to be accessible to adults and children and young people and their
families.




National context

“We dream of a world where mental health is taken seriously, where the safety of girls and young women are protected and where individuals from socio-
economically disadvantaged backgrounds can achieve on an equal playing field. We also envision a world where public services and communities prioritise

supporting young people to thrive”. Youth Advisory Group for Youth Matters: Your National Youth Strategy, 10" December 2025

The Growing Up Well Report was launched on 29" January 2026 in the House of Lords. At the launch Baroness Gillian Merron, Parliamentary Under-

Secretary of State for Women’s Health and Mental Health, framed children and young people’s mental health as one of the defining challenges of our time.

She highlighted:

* The ambition to create the healthiest generation ever,

» The importance of early intervention, resilience and person-centred support,

* Investment in Mental Health Support Teams (MHSTSs) in schools and colleges,

» The opportunity presented by mental health legislation reform and workforce expansion to enable transformation rather than stabilisation alone.

« Schools, families, social media, neurodiversity and complex needs were all recognised as central to children’s lived realities, requiring joined-up, locally
delivered responses.

The Report highlights the following statistics from the Mental Health of Children and Young People Survey (2023):

* 1in 5 children aged 8-16 and 1 in 4 young adults are now experiencing a probable mental health condition.

+ For 16-24-year-olds, mental health conditions have risen by more than a third in a decade, from 18.9% in 2014 to 25.8% in 2024.

* The demand for support has far outpaced system capacity: NHS children and young people’s mental health services (CYPMHS) currently reach only
around 40% of those in need; waiting times remain long, and many young people deteriorate while waiting for help.

* There was a 65% increase in the number of acute hospitalisations of 5-18 for mental health reasons between 2012 and 2022.

* In 2023, eating disorders were identified in 1 in 8 (12.5%) of 17-to-19- year-olds. Of the 24,300 hospital admissions (up from 13,200 in 2015-16) for
those with eating disorders in 2020-21, almost half were under the age of 25 (11,700).

* Among young people aged 10-24, self-harm hospital admissions rose substantially for females between 2012/13 and 2021/22 — from about 508 per
100,000 to 711 per 100,000, an increase of roughly 40%.

+ Based on 2023/24 data, ICBs typically spend only 8% of their mental health budgets on children and young people.

* Investment tends to be heavily skewed towards crisis interventions, rather than prevention.

« There is significant inequity of access to children and young people’s mental health services across England. Expenditure per child on mental health
services can vary fivefold between areas, creating a postcode lottery in accessing the help and support that children, young people and their
parents/carers need.

* 15.6% of pupils aged 5 to 16 now have high levels of social and emotional need — up from 10.3% in 2018. It is estimated that 43% of school
children (equivalent to more than three million pupils) require targeted support.

Children are
struggling to get the
help and support
when they need it.
“‘More than 1 in 4
young people said
they tried to take
their own life while
waiting for help.
More than half
stated that their
mental health got
worse while they
were waiting for
support”.




Northeast London context — What have children and young people, and their parents/carers and

users of perinatal mental health services told us?

Outcomes that are important to children, young people and their families who receive support from children’s

mental health and emotional wellbeing services in Northeast London

Top three outcomes as voted for by children, young people and their families

Choice, control and support - “| want to be able to decide how my family are involved in my support, and they might
also need support”.

Big changes in my life - “| want to feel like professionals care as | move between different stages of my life”.

People who help me - “| want to be able to access different support from different people, including those with lived
experience, when and where | need it”.

Additional outcomes identified by them

Fairness - “| want the same chances at life as my peers no matter how difficult my journey has been”.

Coproduction - “| want to be actively engaged and supported to get involved and see changes that | have influenced”.
Equality - “l want the same experience of care and range of support regardless of where | live or go to school”.

Joined up care - “| want professionals to work together so that | tell my story once and be involved in deciding what
support will suit me and my family’s goals and needs”.

Easy access to services - “| want to be able to see all support available to me, my family and friends in one place”.
Different types of help - “| want to access support in different ways that suits me and my goals, including helping me to
recognise the early signs of an issue”.

Language - “l want professionals to use language that makes sense to me and stop the acronyms!”

Culture - “| want professionals to know about my culture and to respect my culture”.

Insights relating to perinatal mental health
services

Top 3 areas of service improvement from
a service user perspective

* Address limited community awareness of
perinatal mental health services and seek
to reduce stigma around accessing
services.

» Upskill specialist and wider workforce in
perinatal mental health difficulties.

» Develop approaches for engaging fathers
and partners through collaboration and
sharing of learning across the Perinatal
Provider Collaborative.

There is a strong demand to develop
innovative approaches to community
outreach involving peer support workers from
local communities. Promoting trusted
conversations with trusted professionals,
community and faith leaders in trusted
spaces.

and issues

» Long waiting times to access CAMHS and neurodevelopmental assessments.

« Concerns in relation to transition to adult services and inequity of access to adult mental health services
for care leavers.

* Much more positive feedback once treatment and support starts. “CAMHS support: they listen to me and
help with my worries”. Community Insight System data for 18-25-year-olds showed 100% negative
sentiment for diagnosis and testing element of the pathway but shifted to 58% positive sentiment once
treatment had started.

Key
challenges

identified

There is a robust approach to promoting co-
production in service improvements for
children and young people’s mental health
and perinatal mental health services.
However, there is an opportunity to go further
through recruiting peer researchers.




Referrals to the Crisis Resolution Team/Home Treatment Service by age group and year

Referrals to Crisis Resolution Team service by 05-17 age group and place Table to show the number of referrals to the Crisis Resolution Team/Home
350 Treatment Service by age group and year
300 e Barking and Dagenham 2023 2024 2025 2025
250 Gity and Hackney 2023 Total 2024 Total FOT Total
_/ Row Labels 05-17 18-24 05-17 18-24 05-17 18-24
200 e Havering EAST LONDON NHS FOUNDATION
N TRUST 874 750 1624 942 680 1622 816 571 1387
150 e Newham
NORTH EAST LONDON NHS
100 ——————— < = Redbridge FOUNDATION TRUST 416 1012 1428 413 1150 1563 449 1441 1891
Tower Hamlets OTHER 25 114 139 43 137 180 25 149 175
50 Grand Total 1315 1876 3191 1398 1967 3365 1291 2161 3452
e \\/altham Forest
0
2023 2024 2025 FOT Table to show the number of 24/7 Crisis Response Line referrals by age and year
. . . Column
Referrals to Crisis Resolution Team service by 18-24 age group and place Sum of REFERRAL Labels
400 2024 2025 2025
2023 2023 Total 2024 Total FOT Total
350 ——Barkingand Dagenham  ROW Labels 05-17 18-24 05-17 18-24 05-17 18-24
300 EAST LONDON NHS FOUNDATION
=== City and Hackney TRUST 3 3 3 543 545
250 e Havering NORTH EAST LONDON NHS
200 FOUNDATION TRUST 451 815 1266 383 628 1011 325 577 903
=Newham OTHER 1 17 18 10 46 56 13 41 55
150 ——Redbridge Grand Total 452 832 1284 393 677 1070 341 1161 1503
100
——Tower Hamlets NB. We only have one year’s data for ELFT’s 24/7 crisis response line
50
e \/\/altham Forest
0
2023 2024 2025 FOT

Source: Mental Health Services Data Set, NEL Intelligence & Insights Team



A&E attendances for 5-17-year-olds and 18—24-year-olds who received mental health related
treatment by place and year

Table to show number of A&E attendances by patients aged 5-17 and 18-24 who

Number of A&E attendances by patients aged 5-17 who received mental health-related .
) ypat g W V received mental health related treatment by year

treatment, by year by place

350 2023 2024
===Barkingand 2023 Total 2024 Total  2025FOT 2025 Total
300 __Cogennam Row Labels 0517  18-24 0517  18-24 05-17 18-24
HlaZIf:e Homerton University
250 —— Havering Hospital 203 352 555 146 300 446 146 251 397
200 King George Hospital 290 383 673 319 380 699 373 463 836
= Newham Newham General Hospital 289 323 612 288 380 668 335 497 832
- \ ' Queen's Hospital 434 207 641 520 186 706 574 206 780
= Redbridge The Royal London Hospital 238 406 644 313 538 851 389 657 1046
100 ———TowarHamlets Whipps Cross University
Hospital 288 287 575 324 333 657 327 335 662
50 ———Waltham Forest  Grand Total 1742 1958 3700 1910 2117 4027 2145 2409 4553
0
2023 2024 2025 FOT Top mental health related treatments in Northeast London Emergency

Departments for 5-17-year-olds and 18-24-year-olds by chief complaint

Number of A&E attendances by patients aged 18-24 who received mental health-

related treatment, by year by place L )
450 1. Self-injurious behaviour
400 == Barking and 2. Anxiety
Dagenham : :
350 City and 3. Physical aggression
Hackney 4. Hallucinations
300 e Havering
250 Newham
200
= Redbridge
150 ——
e Tower Hamlets
100
e \/\/3ltham Forest
50

2023 2024 2025 FOT

Source: SUS Emergency Care Data, NEL Intelligence & Insights Team
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Executive summary

The paper outlines progress to date and presents the Board
Assurance Framework (BAF) which captures the highest risks to
meeting the integrated care system (ICS) aims, our purpose and
four priorities.

A review of the BAF has been undertaken to ensure our risk
registers and BAF reflect the potential impacts of the
organisational change in light of the organisational change
process, which is currently underway.

The current key risks on the BAF relate to:

Collaborative working across partners

Wider determinants of health/environment
Quiality and safety of care

Delivery against control total and operating plan
Workforce

Population growth

Mutual accountability for commitments

Being outward looking

Population growth — long-term conditions and specialist
services

o Cyber security

e Organisational change

We recognise that further steps are required to review and align
the BAF to the new operating model and executive management
team once the organisational change process is concluded and
we start to operate more fully to the Model ICB Blueprint. This will
also consider the extent to which the BAF needs to take a system
approach beyond that required to be an effective strategic
commissioner. A Board development session at the end of April
will provide an opportunity for Board members to be fully
engaged in developing this area of work.

Action required

The ICB Board is asked to consider and note the report.

Previous reporting

ICB executive management team

Next steps/ onward
reporting

e Audit and risk committee for assurance, 23 April

48



mailto:Annemarie.keliris@nhs.net

¢ |ICB executive management team to review the corporate risk
register in May
e Board to receive updated BAF in May 2026.

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:

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

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. There are a range of
pressures within the system which continue to require a
collaborative, system approach to mitigate effectively and which
are occurring in the context of significant uncertainty and change.

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

Process for escalation

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.

Progress to date

The BAF has been revised and reviewed by each chief officer - this includes target
scores, target dates and updated mitigations.

The BAF will be presented alongside the corporate risk register to the next meeting
of the Audit and Risk Committee on 23 April 2026.

The organisational change risk will continue to be updated and discussed in detail at
the Transition Committee which will also oversee the risk register for the
organisational change programme. Whilst the consultation process has now
concluded, there is significant work to do as part of the change programme in order to
implement our recruitment and selection processes equitably and in a timely fashion,
given the level of turbulence facing both staff and the wider organisation.

The executive management team recently considered proposals required to bring the
risk management strategy and policy and risk portfolios in line with the new operating
model to ensure it is fit for purpose for the new ICB governance and future structure,
once agreed.

The forthcoming ICB Board development session on 30 April 2026 will focus
specifically on risk and assurance. This provides an opportunity to reset how the BAF
supports the ICB'’s role as a strategic commissioner, moving to a more mature,
risk-based and outcome-focused framework.

Risks on the BAF

The current risks escalated to the Board Assurance Framework are as follows, with
the detail included in the appendix:

e 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.

e 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,
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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).

There is a risk 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.

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 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.

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.

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.

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.

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.

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, particularly in the context of cost of living increases and
associated levels of poverty. Wider determinants of health include availability of
housing and housing quality, child and household poverty, educational
attainment, employment rates and quality of work, environmental factors
including air pollution and access to green spaces, social networks and
community connections. A failure to address these factors as a system will lead
to poorer health outcomes for our population, widening inequalities and
unsustainable demand for health services.

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
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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.

e 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.

o There is a risk that the requirement to reduce the ICB running cost by 50% will
impact the delivery of the ICB’s objectives and overall will be a significant
distraction for our workforce as they face a substantial reorganisation. There are
a number of risks associated with this including: overall impact on the delivery of
BAU, impact on staff morale/behaviours/wellbeing, risk of staff leaving during the
process thus leading to an impact on delivery, an impact on the local population
during the period of change through potential delays and disruptions to services
and contracts and wider impact on the ability of the ICB to deliver its role across
the system during this time.

Next steps

Risk reviews will continually take place to ensure our risk registers and BAF reflect
the potential impacts of the organisational change and 10-year health plan.

The Board development session on 30 April will focus on risk and assurance which
will support the review of the risk management strategy and policy and the Board
Assurance Framework in line with any changes to the governance of the ICB and to
ensure they align with the ICB’s role as strategic commissioner and the new ICB
operating model. We recognise that the change process will still be underway at this
stage for the ICB as an organisation, but, given the development of our Strategy and
Strategic Commissioning Plan, our role as strategic commissioner and associated
risks is becoming clearer.

Likewise, the corporate risk register and BAF will be reviewed and aligned to our role
and purpose and the new operating model and to reflect the reshaped executive
management team.

Attachments

Board Assurance Framework
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Board Assurance Framework February 2026 — Dashboard

ICS Aim

Risk Description

Risk Owner

Responsible
Committee

Risk Score

Nov/ Dec

Jan/ Feb

NHS

North East London

Risk
Appetite

Integrated Care Board

Order in
BAF

To improve
outcomes in
population
health and
healthcare

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.

Charlotte
Pomery

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
because of unfunded growth in
activity.

Paul Gilluley

Population Health
and Integration
Committee

There is a risk that the requirement to
reduce the ICB running cost by 50%
will impact the delivery of the ICBs
objectives and overall will be a
significant distraction for our workforce
as they face a substantial
reorganisation due to the requirement
to redesign the operating mode for the
ICB. There are a number of risks
associated with this including: overall
impact on the delivery of BAU, impact
on staff morale/behaviours/wellbeing,
risk of staff leaving during the process
thus leading to an impact on delivery,
an impact on the local population
during the period of change through
delays and disruptions to services and
contracts, wider impact on the ability
of the ICB to deliver its role across the
system during this time.

Dr Nnenna
Osuji

Transition
Committee

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.

Paul Gilluley

Quiality, Safety
and Improvement
Committee

Apr
12

May/ Jun
12

Jul/Aug
12

Sep/ Oct
12

12

12

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

12

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery

10

Open:
We are
willing to
take
reasonable
risks,
balanced
against
reward
potential

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 Risk Score Target Risk Order in

Committee Appetite BAF
Apr May/ Jun Jul/Aug Sep/ Oct Nov/ Dec Jan/ Feb
There is a risk that workforce and Paul Gilluley Quality, Safety 12 12 12 12 12 12 8 Cautious:
resource capacity challenges, and Improvement We have
adversely impact on the quality of, and Committee limited
safe care to residents, thereby tolerance
increasing health inequalities, poorer of risk with
outcomes and service failures. These a focus on
challenges could further mean that safe
local people don't experience a delivery 7
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.
There is a risk that the failure to Director of People and 12 12 12 12 12 12 6 Cautious:
implement our whole system People Culture Committee We have
workforce strategy, with effective and ﬁ ﬁ ﬁ ﬁ ﬁ ﬁ limited
integrated workforce planning and tolerance
additional capacity, means we are of risk with 6
unable to meet our statutory duties, a focus on
and deliver the range of services safe
needed by local people, adversely delivery
impacting on their health and
wellbeing.
To enhance There is a risk that the financial Henry Black Finance, Cautious:
produ ctivity challenges we face as a system mean Performance and We _have
we are unable to achieve the Investment limited
and value for | ambitions set out in the ICP Strategy Committee tolerance
money to improve equitably the health and of risk with
wellbeing of people across north east a focus on
London, to reduce inequalities and to safe 1
invest in prevention and were we to delivery
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.
There is a risk that if ICS partners do Henry Black Finance, Cautious:
not share mutual accountability for the Performance and We have
delivery of current and future Investment limited
operating plans and constitutional Committee tolerance
standards, this could result in clinical of risk with 8
variation and negatively impact on a focus on
guality and performance improvement. safe
In turn, this could lead to poorer delivery
experience and outcomes for service
users.
There is a risk that the increasing Henry Black Finance, Averse:
cyber attacks in healthcare could Performance and Avoidance
leave the ICB and our partner Investment of risk is a
organisations vulnerable to an attack. Committee key 11
An attack could impact our services objective
and also risk the exposure of our
residents’ data. In turn, this could lead 54
to services being halted which would




ICS Aim

Risk Description

impact on patient safety, and also
breach the Data Protection Act.

Risk Owner

Responsible
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.

Ralph
Coulbeck

Population Health
and Integration
Committee

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, particularly in the context of
cost of living increases and associated
levels of poverty. Wider determinants
of health include availability of housing
and housing quality, child and
household poverty, educational
attainment, employment rates and
guality of work, environmental factors
including air pollution and access to
green spaces, social networks and
community connections. A failure to
address these factors as a system will
lead to poorer health outcomes for our
population, widening inequalities and
unsustainable demand for health
services.

Ralph
Coulbeck

Population Health
and Integration
Committee

Apr

12

May/ Jun

12

Risk Score

Jul/Aug

12

Sep/ Oct

12

Nov/ Dec

12

Jan/ Feb

12

Risk
Appetite

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
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Board Assurance Framework — February 2026

ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO048 (previously

EEEEE

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Henry Black

EES N Finance, Performance
4 committee and Investment

v v

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 arisk 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

August 2022

The system has a break-even control total (CT) agreed with NHSE that is required to be delivered.
There is considerable risk detailed within the NEL operating plan around the achievement of the control
Risk reconsidered | total due to the level of in-year savings required through long-term transformation and delivery of cost
in April 2025 improvement programmes (CIPs), elective recovery backlog, ongoing operational pressures and

workforce changes. The risk goes beyond a financial risk and impacts on all areas of the system.
Rationale

30

Target rating (LxS) Target date
25

Post 2026:

Mitigations in place should aid the reduction in the risk score and allow the system to deliver its
Delivery will align | statutory financial duty. However, the prerequisite to this is the reduction in spend across the system.
with the Medium
Term Financial

20

15

R

Strategy
timetable

Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date

NN A N N N N I A I N Rt S S March 2026 Work is continuing across the system to address the financial risk with progress and delivery being
508585053553 50858805555330858580555853598 monitored through the Finance, Performance and Investment Committee and discussed at recovery
<nOzZza-uS<I<sSS <mOZQﬂu_§<(§—a InO0zZza-uULSISST"gunO X . . . . . ) . . .
forums including CFO meetings and the ICB’s Financial Sustainability Board. For those organisations
= Rating Target under on their savings and planned financial trajectories, the ICS have developed a Financial Recovery

Plan, which has been accepted by NHSE, and is being carefully monitored. 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. Further detailed updates are
included in the financial overview report.

Controls and assurances

Progress and delivery being monitored through the Financial Sustainability Joint Oversight Committee (FSJOC) and discussed at recovery forums including NHSE assurance meetings, CFO meetings and the ICB’s Financial
Sustainability Board.

Financial performance reported and reviewed by regional/national teams.

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 and the Commissioning Board

New governance established within the ICB to support financial sustainability through the ICB Commissioning Board

Mitigations/ actions to address the risk Target date

System wide financial sustainability programme and where necessary financial recovery plans (FRPs) continue to engage and oversee key groups, ensuring different areas of recovery are taken forward. Ongoing
This includes provider facing programmes including workforce productivity, corporate services, temporary staffing and commissioner facing workstreams such as CHC, medicines optimisation and
commissioning changes. Where a financial recovery plan is required, NHSE input and oversight now in place.
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ICB savings programme developed with risk rating applied to all schemes. Work continues to identify further savings and develop plans to meet ongoing efficiency targets as well mitigation where Ongoing
programmes slip. Each work programme contains a number of workstreams and plans and report into the Financial Sustainability Board chaired by the Chief Executive Officer

System level triple-lock process in place to ensure appropriate spend only Ongoing
System level communications and engagement plan agreed to allow partners to contribute ideas and ways of working for efficiency savings and review Ongoing
Efficiency programmes are being led by individual organisations, with some cross-organisational transformation programmes led through the collaboratives Ongoing
Development of the medium-term financial strategy with system partners to plan, invest and transform across the system in the medium-term (5years). Continuing
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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
O
ICS priority Children and young people Mental health Employment and workforce Long term conditions RIELSOLEIES Charlotte Pomery

FES oS 10][E Population Health
v v v 4 committee and Integration
Committee
B&D C&H

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 arisk 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 people’s
needs and risk not bringing into account wider community assets.

Score history and targets Initial rating (LxS) Initial date Rationale

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.

16 \ Target rating (LxS) Target date Rationale
14
12 e 8 (4x2) March 2026 Significant work has been planned to ensure there is full engagement with a wide variety of
10 stakeholders and partners reducing the likelihood. The target, and risk as a whole, is currently
g * * * under review following the recent national announcements on the role of ICBs, to determine how
) the new model could have impacts to the mitigations in place or underway.
Current rating Latest review Rationale and key progress/ updates since last report
N (B'S)) date
2 12 (4x3) March 2026 This will always remain an important risk for the ICS which we will need to pay attention to. The
G m G s gt gt s e E B m o6 © wider ICS operating model is being developed principally through the leadership and governance
L IR AT o At e T LA T LTI LATELOEL 2 work themes, along with critical inputs from the clinical and care professional leadership work
Tt 5323500 dc ol s532350o09coul2xs3250L090co0 ©
s = LwnwO0OzZzo-~uLs>S<I<s S LwnwO0OzZzao~uwL>S<I<s =S T nNnO=Zz0-uL S

theme and the transformation cycle project. These involve co-design by large groups from

Rating Target across the ICS and additional communication with those not directly engaged. The draft medium-
term planning suite of documents; including the system strategy and commissioning plans are
being presented to the ICB Board for consideration. This risk will continue to be reviewed and

refreshed each risk cycle considering the recent national announcements regarding NHS
organisational changes.

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 Senior executives
ICP strategy discussed at CAG to ensure clinical engagement and input

ICP strategy refresh to ensure alignment with the 10-year health plan

The ICB Executive Management Team, ICP Committee, to receive regular updates

Integrated neighbourhood model approved at the ICB Board in March 2025, and neighbourhood boundaries endorsed by PHIC in June 2025.
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 and | Existing

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 through
system partners at
PHIC and
implementation
Segmentation model enables a focus on keeping people healthy and well, reducing the risk of developing one or more long term conditions July 2024 and
ongoing iteration
and use across the
system g




Development of strategic commissioning framework — building blocks include PHI and segmentation models

Commissioning
governance agreed
for future decision
making by the ICB
Board in March
2025.

VCFSE strategy development getting underway — reporting to Integrated Care Partnership and to Population Health and Integration Committee through the VCFSE Collaborative — will focus on positive
change through involvement of sector in a range of ways from engagement through to delivery.

State of the Sector report being developed across north east London to support the strategy and to recognise the role of the whole sector, including community assets.

From July 2024

Presentation at
April ICP
committee
completed.

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.

A System Steering Group has been established with multi-agency and multi-sector membership overseeing system work.
Each Place partnership leading a programme of work.
Development of integrated neighbourhoods is embedded into future operating model and commissioning framework at a local, London and national level.

All Places worked up plans to address the needs of people with multi-morbidities and rising need as part of applications to the National Neighbourhood Health Implementation Plan pilot programme, which will
be implemented over coming months. Barking & Dagenham was selected as one of 43 pilots in the national programme and will benefit from coaching and best practice support, and we are implementing a
support programme for NEL which will mirror the national approach.

Optum Population Health platform to support neighbourhood working is being rolled out in October.

A Neighbourhood Commissioning Framework and Neighbourhood Commissioning Intentions are being worked up in line with the national planning framework further evolving neighbourhood working.

Integrated
neighbourhood
model approved at
the ICB Board in
March 2025, and
boundaries
endorsed by the
Population Health
and Integration
Committee in June
2025.

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.

A System Enablers Group has been established to drive new ways of working.

The ICP has a focus on the three strategic shifts (from treatment to prevention, from hospital to community, from analogue to digital) to support continued strengths-based working beyond the NHS.

Approved by PHIC
in February 2025
and continuing.

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 including focus Ongoing.
on a coherent London approach for revised operating model.
There are challenges in relation to community equipment delivery across London following the insolvency of the pan London consortium arrangements. There are interim arrangements in place and a NEL Ongoing

wide review of community equipment is getting underway.
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTO009
ICS priority Children and young people Mental health Employment and workforce Long term conditions SHESONEIRS Ralph Coulbeck
EESoJli TSN Population Health
v v v v committee and 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 v level (1-5)

Risk description 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,
particularly in the context of cost of living increases and associated levels of poverty. Wider determinants of health include availability of housing and housing quality, child and
household poverty, educational attainment, employment rates and quality of work, environmental factors including air pollution and access to green spaces, social networks and
community connections. A failure to address these factors as a system will lead to poorer health outcomes for our population, widening inequalities and unsustainable demand
for health services.

Score history and targets Initial rating Initial date Rationale

(B'S))

September NEL is among the most deprived ICBs in England. Over a quarter of our population live in
2022 deprivation experiencing factors such as poverty (NEL is second most deprived system in
England for child poverty), barriers to housing, deprivation affecting older people (NEL is
the most deprived in England), and crime and the living environment (within the worst 10
nationally). These factors contribute to poorer health and widening inequalities including a
high burden of long term conditions particularly among working age adults, high rates of
avoidable deaths in under 75s (7 out of 10) and the highest rates nationally for childhood
obesity.

6 Target rating Target date Rationale

4 (B'S))

2 6 April 2028 We will fail to deliver and sustain improvements to health and wellbeing outcomes and
address inequalities without working as a system to address wider determinants of health
including housing, education, poverty and the local environment. Opportunities to

N address wider determinants align to the integration agenda for local systems, the
government shift towards prevention and the development of the neighbourhood health
model and population health management.

Current rating Latest review Rationale and key progress/ updates since last report
(B'S)) date

March 2026

18

16 >

14

12

10

The Government’s Ten-Year Health Plan increases focus on prevention and tackling
health inequalities primarily through the development of a new neighbourhood health
model. In NEL, multi-disciplinary teams are coming together at the neighbourhood level to
work together on improving outcomes including tackling wider determinants of health.
They are being supported by new tools and capabilities to support population health
management (PHM) and dedicated funding. Our health inequalities fund continues to
invest in the VCSE to deliver projects within communities tackling the wider determinants
of health and building community connection and trust.

Controls and assurances

NEL DsPH monthly meeting with senior ICB attendance
Reports presented to the Population health 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
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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 to
focus on addressing air quality and to highlight health cost of poor air quality on people’s health outcomes

Complete - April 2024

Travel and transport working group established with involvement from across ICB system

Complete

Introduced salary sacrifice staff bike scheme across ICB

Complete - January 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 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.

Work continuing

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 VCFSE Strategy with focus on wider determinants of Health and funding provided to the VCFSE to support capability and capacity building to tackle health inequalities including wider
determinants

Work continuing

Funding provided to place based partnerships to tackle health inequalities including wider determinants working in partnership with local authorities and VCFSE partners — extended to March 27 with March 2027
future direction of the programme to be informed by an independent evaluation currently underway.

Health Equity Academy and associated projects addressing poverty e.g. training for social prescribers to improve access to social, legal and welfare advice - extended until March 27 March 2027
Investment in population health analytics platform will support integration of data on wider determinants and related interventions through local neighbourhoods — now being deployed within October 2025 and
neighbourhoods across NEL continuing

Development of neighbourhood health model supporting the government shift to community and prevention including a more holistic view of people, their health needs and the community assets
around them

Indicative roadmap for
2025/26 developed,
timelines for 2026+ to be
established.

NEL ICS Air Quality Action Group formed February 2024 which is administrated by the Health Improvement and Inclusion Team.

Complete

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 was discussed in detail at its meeting in June following a comprehensive review undertaken by
the CMO.

Complete June 2025

The ICP reflected on the connection between health and employment at its meeting in October and how as partners we could collaborate to ensure residents with long term conditions can gain
employment in health and care.

Complete

The next iteration of the Green Plan is being developed and will be taken through the appropriate governance routes in the summer of 2025

Complete. Approved by
PHIC in October 2025.

The ICP strategy is being refreshed with a focus on improving population health outcomes and equity driven through the shift to prevention and community in line with the recently published national
Ten Year Health Plan — launch of new NEL Outcomes and Equity Framework including success measures relating to wider determinants.

Complete. New system
strategy approved by the
ICP in January 2026
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTOO012 (previously

elerenee i

Employment and workforce Long term conditions SESOGEIE Ralph Coulbeck

ICS priority Children and young people Mental health

RESoTelp S 16][E Population Health
v v v v committee and 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 v level (1-5)

Risk description There is arisk 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

14 backdrop.

5 Target rating (LxS) Target date Rationale

10 8 (2x4) July 2030 Establishment of the ICS and ICB and all associated structures and governance are still in

3 ¢ 7' progress which keeps this as a risk

6

4 Current rating Latest review Rationale and key progress/ updates since last report

5 (LxS) date

0 March 2026 The ICB is leading a refresh of the NEL system strategy drawing on our population growth

O A ST AP analyss_ls,_als_o now avall_able_at place level across NEL. Tk_le strategy and assgmated

W W E S W E S commissioning plans will build on recent work to develop interventions that will help us manage

demand across our system including a focus on improving productivity, optimising care and
= Rating =——Target reducing variation as well as driving a greater focus on prevention / moving care upstream. An

update on our medium-term planning is scheduled for the March ICB Board.

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.
A system-wide 20-year forecast programme team has been established.

Mitigations/ actions to address the risk Target date
Establishment of Local Infrastructure Forums following long-term Strategic Infrastructure plan submission Ongoing
Dedicated work with local authorities through Place Partnerships and cross-Place Partnership working aswell as work in development to strengthen collaboration between the ICB analytics team and leads Borough-based
working in our local authorities / public health. working is
underway.
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
System strategy and commissioning intentions to be shared with the ICB Board for consideration, and with the ICP Committee for approval. Complete.

Approved by the
ICP in January
2026

The strategic team and I&l team have been working to model demand and activity to support MTFP, also anticipate further requirements on demand and capacity planning as part of the new national medium | Mar 2026
term planning framework.
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ICS Aim To tackle inequalities in outcomes, experience and access Risk applies to ICB Risk applies to ICS Risk CNOO02
ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Paul Gilluley

EES SN Quality, Safety and
v v committee Improvement
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 arisk 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 (LXxS) Initial date Rationale

25 December 2022 | Considerable system risks that may have an impact on quality and safe care

20 : _

\ Target rating (LxS)  Target date Rationale
15 > July 2026 Significant programmes of work are planned or underway that will enable greater oversight across the
System. The Quality and Safety teams are working to understand whether the new ICB operating
10 model will have implications to the target date.
¢ 4 4

Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date

March 2026 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.
Quality and Safety teams are actively reviewing the mitigations and will be considering any potential

impacts to delivery as the new operating model develops.
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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.

NEL Outcomes Framework developed aimed at reducing health inequalities

Refreshed ICS Strategy launched February 2026

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. 63




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 QSI 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.

Continual

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. Continual
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)

Complete. Strategy
has been approved
by the ICB Board
and work is
underway to
implement this in all
areas of our work to
embed culture. An
update on the
progress of the
anti-racist strategy
is scheduled for the
ICB Board in
March.
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ICS Aim To tackle inequalities in outcomes, experience, and access Risk applies to ICB Risk applies to ICS Risk CPCO02
ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Director of People

FES IS People and Culture
committee 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 arisk that the failure to implement our whole system workforce strategy, with effective and integrated workforce planning and additional capacity, means we are unable to meet
our statutory duties, and deliver the range of services needed by local people, adversely impacting on their health and wellbeing.
Score history and targets Initial rating (LxS) Initial date Rationale
12 (3x4) December Given our current service requirements and workforce pressures, if we do not plan and deploy effectively,
2022 we will not be in a position to deliver the range of services required which may impact on the health and

well-being of our workforce.
Target rating (LxS) Target date Rationale

14

12 P

o 6 (2x3) July 2026 To ensure a consistent and health and well-being offer is maintained for all staff across north east London
(NEL). Plans developed and in place to allow flexible deployment and minimum employment of staff

8 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.

4 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.
We have begun working with system partners to develop system wide approach to developing a

0 consistent occupational health offer in the future.
A »°> A f» R s 'ﬁ° RO f»b o0 Current Rating Latest review Rationale and key progress/ updates since last report
& &F W v"Q" F o @& W @ v\"‘q" FF & date
——Rating Target 12 (3x4) March 2026 Ongoing work to assess existing networks Forums that align to the 4 key themes in the strategy - attract,

retain, lead and innovate. We plan to have one programme under each work stream and link this to the
workforce productivity programmes in place. The formalisation of plan and groups is on hold. Focus on
system bids and reporting on Get Britian Working Programmes and Workforce Productivity through our
CPO fortnightly meeting. Also working with NHSE and Insights team to assess current workforce data

sources and how these align to neighbourhoods.
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 65




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

Outline Priorities and delivery plan for the strategy to be discussed at the next People and Culture Committee, with areas of work to be assigned SROs This was originally scheduled for 13 March

Programme Management capacity to develop the programmes when agreed. but has been postponed in light of the recent
announcements regarding NHS

organisations.

Options for delivery of People and Culture and Strategy discussed at CPCO group in April 2025. Complete

Bid Made in June 2025 for £500k funding approved by CPCO group and CPV for Widening Access Funding July 2025

Mobilisation of above funding and programme to engage and recruit residents across health and care building on existing work August 2025
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ICS Aim To tackle inequalities in outcomes, experience and access

Risk applies to ICB Risk applies to ICS Risk CNOO1

S

Employment and workforce Long term conditions SHELSOIEIRS Paul Gilluley

Mental health

ICS priority Children and young people

RES S E Quality, Safety and
v v committee Improvement
Committee

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 arisk 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.

Score history and targets Initial rating (LxS) Initial date Rationale

25 December 2022 Considerable resource and workforce capacity risks that may have an impact on quality and safe care
20 : :
\ Target rating (LxS) Target date Rationale
15 \ 8 (2x4) July 2026 Significant programmes of work are underway that will enable greater oversight across the System.
All system changes are being asked to understand wider system impact i.e. through Cost Improvement
10 . . ° Plans
Target date set as December to enable time to understand impact following the national cost cutting
> ask from the national team/ Govt.

Current rating (LxS) Latest review Rationale and key progress/ updates since last report

date

0&”’9”3’&”’9”\?”»“’»“’»“"»“’»"’9‘”’@fﬁ’"”ﬁ"’”\?”»“’ . . , ,
& & W v"% & F & ?})Qo FEE vQ' & ?9% & & 12 (3x4) March 2026 Range of Boards, Commissioning Groups in place and improved ways of working/ collaboration across
the system are more embedded and increased controls and assurances are in place across the
=—Rating ====Target system. Increased used of EQIAs enabling greater understanding of quality and safety impacts — still

some way to go on this.

Controls and assurances

Incident Management calls across the ICS have been implemented.

NEL ICB Quality, Safety and Improvement Committee meets every 2 months

NEL ICS system Safety Group meets every 2 months

NEL ICS System Quality Group meets every quarter

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

NEL ICS system emergency control centre in place

Substantive Director of Nursing and Safeguarding in post

The Quality & Safety Team continues to work closely with providers via our PSIRF Peer Forum to understand progress in implementing PSIRF to enable a learning approach through patient safety incident investigations
Updates regarding capacity issues obtained from providers at their monthly safeguarding assurance meetings.

NEL ICS Strategic quality risks developed and agreed through Quality, Safety and Improvement Committee and System Chief Nursing Officer Forum

ICB Quality and Safety Team Operating Model developed and team are more embedded across wider programmes of work ie programme boards, provider collaboratives, Place-based partnerships, Commissioning Groups
ICB Quality and Safety Team attend Provider Quality meetings to provide support

MHLDA Quality Surveillance Group developed to enable wider information sharing regarding quality and patient safety issues 67




Clinical and quality represented at all levels of decision making
NEL System Impact Review Group in place
Increased use of Equality Impact Assessments being undertaken to gauge possible impacts

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

Nursing retention discussions ongoing across NEL and will be part of NEL response to national CNO Strategy and Implementation Plan Complete

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 -
complete

Ongoing reporting through ICB Quality, Safety and Improvement Committee, System Programme Boards, Place-based partnerships and Collaboratives Ongoing

NEL System Impact Review Group developed and 1% meeting held on 03/09/2025 to ascertain impact of service closures and retractions across the System. Next meeting scheduled for December 2025. Ongoing

Subsequent meetings held in January, February and March 2026

ICB Equality Impact Assessment process in place for all commissioning changes Ongoing
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ICS Aim To enhance productivity and value for money

ICS priority Children and young people

Boroughs impacted

v v

B&D C&H

Mental health

Havering Newham

v v

Risk applies to ICB Risk applies to ICS Risk CFPO14/ CFPO15
Employment and workforce Long term conditions Risk owner Henry Black

SES SN Finance, Performance

v 4 committee and Investment
Committee
Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v level (1-5)

Risk description

Score history and targets
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e Rating Target

Controls and assurances
Monthly/weekly reviews of all areas are in place along with project governance

May 2023
Risk reconsidered
in April 2025 and
rationale updated

Target rating (LxS) Target date

Current rating (LxS) Latest review
date

March 2026

March 2030

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.

Initial rating (LxS) Initial date

Rationale

Risk that the NEL ICB 25/26 operating plan and metrics will not be delivered, leading to widening of
health inequalities for NEL residents due to inability to access services within the required timescales.
Rationale

The target date has been revised to reflect the aims of the developing 5-year medium-term financial
strategy, which will be presented to the Board for approval in November 2025.

Rationale and key progress/ updates since last report

The ICB has an operating plan performance report that is reported to FPIC and the ICB Board, with
performance being monitored by collaboratives, providers and places.

operational oversight and challenge supported by the regional team

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

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.

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
The Acute Alliance remains in place for north east London

Medium-Term Operating submission made to NHSE on 12th February 2026, covering 2026/27, 2027/28 and 2028/29. ICB and Trust submitted trajectories are largely compliant. Exceptions include ambulance handovers within 15

mins (2027-2029), Pharmacy First consultations (2026/27), Individual Placement Support (due to further stretch being applied by NHSE) and Talking Therapies completed treatments (NHSE accepts and acknowledges the
planned improvement trajectory over the three-year period). NHSE feedback to close down the planning process expected in mid-Mar-26.

Target date
Ongoing

Establishment of the Acute Commissioning Board to reflect Acute Commissioning as core business via an MDT approach

Complete and work

detailed delivery plan (approach and interventions within strategic pillars) for 2026/27, 2027/28 and 2028/29

is continuing
Establishment of the NEL Elective Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand management initiatives and pathway improvements Complete and work
aligned to priority areas. is continuing
Strategic task and finish group to plan and deliver the required halving of the NEL ICB PTL by March 29 to achieve a 92% elective waits within 18-weeks established and meeting monthly to develop the Ongoing
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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
will be positive for patients and residents of NEL.

Complete and work
is continuing

Provider collaborative led programmes of work driving system-wide solutions, partnership and ICB executive leadership.

Ongoing

Refresh of Long-Term Conditions Portfolio supported by NEL Strategic LTC Board

Complete and work

is continuing
North East London Cancer Alliance in place and leads on NEL cancer performance and delivery. Complete and work
is continuing
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 Complete and work
aligned to the national programme for winter planning and delivery. is continuing
The Winter Plan is included as an appendix to the CEO report at the ICB Board meeting on 27 November 2025 Complete
The development of the medium-term financial strategy and commissioning framework will enable us to plan our resources effectively as a system and will mitigate some of this risk once approved and Continuing
implementation begins.
ICB MDT work ongoing across Contracts, Intelligence and Insights, and Performance to support in year monitoring, tools and approach, and early identification of risk. Ongoing
NHSE regional teams assumed new oversight arrangements from Dec-25, responsible for “holistic oversight of provider and commissioner performance in line with national frameworks, identifying where Ongoing

regulatory interventions are required”. London’s approach to oversight will also be governed by the NOF. Tiering also continues (Barts Health remain in Tier 1 for Elective and Diagnostics).
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk

S

Employment and workforce Long term conditions Risk owner

CPPO13

ICS priority Children and young people Mental health Charlotte Pomery

RES Lo 16][EN Population Health

v committee and Integration

Committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite

4 level (1-5)

Risk description 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.

Score history and targets Initial rating Initial date Rationale
(LxS)

v v

v v v v v v

18 May 2023 The system is facing significant financial challenges and the ICB is going through a
e r_estructure, meaning that learning from regional and national can be challenging and
time consuming.

14 \ Target rating Target date Rationale

12 = (B'S))

10 8 (4x2) September It is anticipated that over a year will be required to fully mitigate this risk - allows
2026 significant lead in time following the organisational change, as well as understanding

8 ¢ ¢ ¢ the implications of the 10-year health plan and wider policy context.

Current rating Latest review Rationale and key progress/ updates since last report

4 (BS)) date
) 12 (3x4) March 2026 We continue to participate actively in national, regional and indeed cross north east
London forums to share and learn from best practice. We have built communities of

0 N o orhoherorhohororhoh o <<t < <t <t < <t h i th th th i th th h ih th h 6 6 © practice in a number of areas and are represented well on leadership forums across

T T T S U R N R A T I T N U Y sectors including for example community work, care services and co-production.
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e——Rating ==——Target We are part of London forums on a range of topics and actively learning from each

other.

The ICP Committee approved the new system strategy in January, and an update on
our medium-term planning is being presented to the Board at its March meeting.

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

Continuing
System leaders participating in national and regional groups. Continuing
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
People’s Panel reinvigorated providing opportunity to ensure people needs and insights are reflected in real time 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 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 and | Existing
the transformation cycle project. 4




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.

A System Enablers Group has been established to drive new ways of working.

The ICP has a focus on the three strategic shifts (from treatment to prevention, from hospital to community, from analogue to digital) to support continued strengths-based working beyond the NHS.

Approved by
PHIC in February
2025 and
continuing.

The commissioning framework sets out an equitable approach to commissioning including core offers across north east London

Commissioning
framework
approved by the
ICB Board on
27.03.2025

Outcomes framework submitted to the Population Health and Integration Committee in February 2025 reflects resident-led success measures and outcomes.

Direction of travel
endorsed by PHIC
on 26.02.2025

Neighbourhood boundaries agreed by the Population Health and Integration Committee in June as we work toward integrated neighbourhood working.

Approved by
PHIC on 4 June
2025.

NEL System Strategy and strategic commissioning plans being presented to the ICB Board for consideration prior to going to the ICP Committee for approval in January 2026

Complete.
January 2026
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ICS Aim To improve outcomes in population health and healthcare Risk CMO001
reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Paul Gilluley

S oLelpfS 1S Population Health and
committee Integration

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite

4 4 level (1-5)

v v v v v

Risk description 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 acute care with arisk 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 because of unfunded
growth in activity.

Score history and targets Initial rating (LxS) Initial date Rationale

January 2024 The risk has been identified owing to a specific challenge in NEL related to renal dialysis capacity, a

specialised service, which was delegated to the ICB 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.

25

20

15 * \ > Target rating (LxS) Target date Rationale

10 ¢ 12 (3x4) April 2026 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 with improved ability to assess impact. 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,

0 potentially leading to a greater imbalance in demand and capacity owing to increasing population
TYLIIIIIIIIIIINNNQNOUQ NN Gn OO Q demands based on complexity and multiple pathology. For renal dialysis capacity specifically however,
553 gg 53558353858 5 gg 523555858 & the risk rating should reduce to amber by April 2026.

- - v =2 - - (%] =2 -
Current rating (LxS) Latest review Rationale and key progress/ updates since last report
Rating = = =Target

date
March 2026

The London Kidney Network (LKN) have provided 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
have been reviewed in the NEL Renal Dialysis Capacity group. A rolling programme of 20 dialysis
stations is required to reduce safety metrics to acceptable levels. The risk rating score has reduced to

16 on account of progress to secure the initial 20 stations but remains red until all funding sources are
secured.

Controls and assurances

Maintenance of the Delegation Legacy Risk Log where the issue of continued pressure on in centre renal dialysis capacity is listed
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

o NEL Specialised Services Contracts and Finance Committee

¢ North London Programme Board for specialised services (as renal dialysis capacity is also constrained in NCL)

¢ 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 73




Mitigations/ actions to address the risk Target date

Development of a legacy risk log identifying current provider, specialised service level risks Completed
Unlocking of national specialised commissioning growth to support recurrent revenue costs for renal dialysis stations 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
Development of integrated neighbourhood working (model approved by ICB Board and programmes are well underway in each Place). This will have a tangible impact on reducing need and demand in Continuing
relation to long-term conditions.

Long-term conditions framework adopted which sets out key outcomes for long-term conditions, with focus on diabetes and cardiovascular disease (CVD)as our most prevalent. Continuing

High impact interventions identified to deliver a proactive model for long-term conditions, focussing on diabetes and aligned to integrated neighbourhoods. From May 2025

74



ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO74

S

ICS priority Children and young people Mental health

Employment and workforce Long term conditions Risk owner Henry Black

FES SN Finance, Performance

v v v v committee and Investment
Committee
Boroughs impacted Havering Redbridge Tower Hamlets Waltham Forest Risk 1: Averse
appetite
v v v v v v v level (1-5)
Risk description 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.
Score history and targets Initial rating (LxS) Initial date Rationale

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

assurance because the cyber dashboard (to provide risk visibility) is still being implemented.

16

>

14
12

Target rating (LxS) Target date Rationale
10
8 10 (5x 2) April 2026 The revised date from NHS England for completion of the implementation plan is 30 April 2026 and this
. will be a rolling plan.
4 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date
2

March 2026

Cyber security assurances are regularly reported to the Audit and Risk Committee. Due to the higher
levels of assurance this year, only the ICB and Bart’s Health currently meet the full requirements of the
DSPT / CAF (Cyber Assurance Framework). Some key systems continue to not have multi-factor
authentication in place. Recent guidance has been issued by the National Audit Office regarding cyber
risk and a report based on the guidance was presented to the Audit and Risk Committee in February
2026 together with an overview of the strategies relating to cyber, digital transformation and resilience.
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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. Ongoing

Work with a software security provider to enable Advanced Software Management to further automate software updates and patching. Ongoing

Develop a proposal to introduce on-call provision to enable response to cyber attacks out of hours. Ongoing with review
of future ICB and
system
arrangements to be
undertaken

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 Ongoing, national
pack produced

Developing the ICS Cyber Strategy and Cyber Programme reflects the ICB’s commitment to addressing cybersecurity challenges as part of its compliance obligations, establishing a vision and framework to protect Ongoing, NHS E

healthcare services, safeguard data, and ensure resilience in a changing threat landscape. feedback aV\L/%ited




ICS Aim To improve outcomes in population health and healthcare Risk applies to ICB Risk applies to ICS Risk CEOO01
ICS priority Children and young people Mental health Employment and workforce Long term conditions S QLEIES Dr Nnenna Osuji

SESEIEN Transition Committee
committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 3: Open
appetite
v level (1-5)

v v v v v v

Risk description There is arisk that the requirement to reduce the ICB running cost by 50% will impact the delivery of the ICB’s objectives and overall will be a significant distraction for our workforce as
they face a substantial reorganisation. There are a number of risks associated with this including: overall impact on the delivery of BAU, impact on staff morale/behaviours/wellbeing, risk
of staff leaving during the process thus leading to an impact on delivery, an impact on the local population during the period of change through potential delays and disruptions to services
and contracts and wider impact on the ability of the ICB to deliver its role across the system during this time.

Score history and targets Initial rating (LXxS) Initial date Rationale

20 March 2025 The ICB has been asked to reduce its running cost by 50% and this will require a fundamental
redesign of the operating model. This was submitted to NHSE by the end of May (following the
publication of a model ICB reference model at the start of May). A further submission took place in
July. This will be a significant period of change for the organisation and time spent re-designing the
operating model, consulting and then delivering a restructure could impact the overall delivery of the
ICB'’s objectives

\ Target rating (LXS) Target date Rationale

25

20

15

8 (2x4) July 2026 The required changes are to be implemented by the end of September 2026. At this point there will be
10 clarity on the future structures and a new operating model in place. Through identified mitigations it is
¢ hoped that the overall impact can be reduced.

5 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date

March 2026 Consultation, VR and MARS process have completed with outcomes now known and therefore more
certainty for staff leaving and slotted in which has reduced the S score from 5 to 4. The organisation
has now moved into the recruitment phase, which will last for four months. Risk and issues associated
with morale and productivity are being actively managed. Many programme risks have now been

closed as we move to the final stages of the change programme.

N I R R N R I
RS NN VOQ" &P O ® &

e Rating e=—Target
In addition to this, work is underway to ensure a planned and managed transition to the future

structure. This remains a difficult time and the ICB recognises that this will continue to have a mixed
impact on staff morale, and appropriate communication and support has been put in place.

Controls and assurances
New ICB change process meeting in place

Operating model development underway working with key system stakeholders and partners. Draft model submitted to NHSE on 30 May and again on 31 July.

Chief Officers linked in to the national process which is fast moving (at both London and national level)

A robust HR process has been set up — with developing timelines and ensuring all the necessary data and information is in place ahead of a consultation launch

A comprehensive staff support programme has been stood up to ensure staff are supported through the change (practical support including CV writing, interview skills, pension clinics, financial support) and wider staff wellbeing
focus to ensure people have the tools they need to manage through the difficult period.

Managers guidance has been provided to equip managers with the information and detail they need to manage through change

A detailed EQIA is in development and mitigations being put in place including inclusion recruitment ambassadors trained to support future interview panels.

Regular communication in place with staff and stakeholders to ensure accurate, transparent and consistent messaging throughout the process.

Transition Committee, which reports to the ICB Board, has been established to manage risk, oversee and track progress (comprised of exec and non-exec directors)

Draft ICB operating model developed and submitted to NHSE twice so far - 30 May and 31 July — which informed the consultation document and associated documentation required.

Final structures and JDs were published in February 2026.

Mitigations/ actions to address the risk Target date




Impact on staff retention and staff morale, including motivation, of the prolonged uncertainty about the timing of the restructure — continued focus on transparent messaging and on ensuring May 2026
staff have set priorities/objectives for the coming months and clarity on areas of focus.
Managing the increasing dissonance between our strategic commissioning role and our current structure — continue to focus on priorities ensuring clarity through the planning process and May 2026

continuing to engage staff on the ICBs areas of focus.

Ensuring sufficient HR support in place to manage the change process and ensure continuity through the process.

May 2025 and continuing

Draft ICB operating model developed and submitted to NHSE twice so far - 30 May and 31 July — from this a consultation document and associated documentation required for consultation is February 2026
being prepared.

EQIAs to be undertaken to ensure accurate information and impacts on staff are clear through the process. Ongoing
Financial impact of any redundancies to be managed effectively (anticipated this will be steered nationally) May 2026
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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 ¢ Population 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
focus on safe delivery e Finance, Performance and Investment Commitiee e To support broader social and economic development
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
e Transition Committee
. . . Severe ikeli
Risk grading matrix - o Likelihood
Ris Ig ] Rating 1 2 3 4 5
Category Medium Description | Rare | Unlikely | Possible Likely Certain
Low 10% - 25% to
ili 0, 04 - 0 0,
Probability | <10% 24% 45% 50% - 74% >75%
B C
A Harm/injury to . D E G H
Objectives/ patients, staff Agg:g"g ?rt]?:g‘al Service Staffing & Finaicial Inspection/ Adverse
projects visitors & Pl disruption competence Audit media
. _r claims
Rating | Description others
Insignificant
cost .
increase/time Incident was
sliopage prevented or Loss/ Short term low
- ppage. incident Locally resolved | interruption staffing leading to Small loss Minor
1 Insignificant Barely : = X . Rumours 1
: occurred and complaint more than 1 | reduction in quality <£1000 recommendations
noticeable
S there was no hour (less than 1 day)
reduction in
harm
scope or
quality
Less than 5% Individual(s)
cost or time req_uwed first Justified On-going low Recommendations
increase. aid. Staff : Loss of one - .
. ; complaint staffing levels Loss of 0.1% given. Non- Local
2 Minor Minor needed <3 . whole . ; : . . 2
S peripheral to . reducing service budget. compliance with media
reduction in days off work - working day :
. clinical care quality standards
quality or or normal
..2‘ scope duties
q:_) Individual(s)
> 5-10% cost or require Below excess Late delivery of key .
&) time increase moderate claim. Justified objectives/service Reduced rating.
(@) Moderate ' increase in corﬁ laint Loss of more | due to lack of staff. | Loss of more Challenging Local
3 Moderate o care. Staff ~Omplg 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
or normal insufficient training
duties
Individual(s)
appear to have . .
10-25% cost or suffered _ Uncertr_:un delivery I_Enforcemen_t
e Claim above Loss of more | of services due to action. Low rating.
time increase. permanent Loss of more oy Local
: : excess level. than one lack of staff. Large Critical report. .
4 Major Failure to meet harm. Staff R ; _ than 0.5% of . media 4
; Multiple justified working error owing to Major non-
secondary have sustained ; . - budget. : . short term
L SR complaints week insufficient compliance with
objectives a "major injury -
! training core standards
as defined by
the HSE
>25% cost or Permanent No delivery of National
time increase. Individual(s) Multiple claims . Y Loss of more | Prosecution. Zero media
. . ) . loss of service. Critical .
Failure to meet | died as aresult | or single major . : than 1% of rating. Severely more than 5
. L . premises or error owing to o
primary of the incident claims " . oy . budget. critical report. 3 days. MP
oo facility insufficient training
objective concern
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Executive summary

This report provides a summary of progress against the ICB’s
corporate objectives for 2025-26 and introduces draft
objectives for 2026/27.

Action / recommendation

The Board is asked to note the contents of the report.

Previous reporting

ICB Board meetings

Next steps/ onward reporting

None

Conflicts of interest

None

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

Has an Equalities Impact
Assessment been carried out?

Equalities Impact Assessments have been undertaken in
relation to multiple elements of the ICB’s work programme.

Impact on finance, performance
and quality

There are no direct implications for finance, performance and
quality arising from this report.

Risks

The corporate objectives relate to a number of BAF risks.

1.0 Introduction

11

The ICB agreed five over-arching corporate objectives for 2025-26 in order to create

clear priorities for the organisation’s work. The objectives cover financial
sustainability; development of neighbourhood health; population health improvement;
workforce strategy, and the ICB change process. In spite of a challenging operating
context resulting from the ICB change programme, progress has been made against

each of the objectives.

1.2

This report provides a headline summary of progress in key areas; more detail on

specific objectives is included elsewhere in the Board’s papers. The objectives were
not underpinned by specific quantitative measures and so this report focuses on

gualitative progress.

13

The Board is asked to note the contents of the report.
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2.0

Progress with 2025/26 objectives

Financial sustainability

Objective: working as the ICB and with the wider system to deliver a balanced
budget in 25/26 and transformations across the system to create longer term
financial sustainability, including through improved productivity and digital
enablement.

Overview of progress:

Following successful agreement of the 25/26 system operating plan, a number of our
providers faced significant risks during quarter 2 leading to the development of
financial recovery plans. At around the same time, the system regulator role was
confirmed with the ICB’s position switching to supporting NHS England (NHSE) on
reviewing and supporting recovery plans rather than holding responsibility for the
system’s control total. Through regular oversight and targeted support, the position
for all providers bar Barking, Havering and Redbridge University Hospitals Trust
(BHRUT), will be the delivery of those control totals set at the beginning of the year
with efficiencies of £343m realised.

The ICB'’s finances continued to be stretched in 25/26, with arrangements to secure
ongoing sustainability. Through the ICB’s Financial Sustainability Board, the ICB is
forecasting io deliver £38m of savings in 26/27 across a number of programmes
including primary care prescribing, the cost of continuing health care packages and
corporately through our head office move from Unex Tower to Canary

Wharf. Regularly delivering savings has allowed the ICB to move from an underlying
deficit in 24/25 to an underlying surplus in 25/26, with current planning assumptions
forecasting this position to continue over the three-year planning cycle.

As we move into 26/27, the ICB, working collaboratively with its providers, continues
to progress financial sustainability across our system by identifying those areas that
support delivery of constitution targets, manage system finances within the allocation
available (accepting BHRUT will take longer to achieve due to its unique challenges)
and investment in innovation, including digital opportunities, to promote care closer to
home through transformation and capital investment. Examples of this are contained
with the ICB’s strategic commitment which in 26/27 includes the establishment of a
transformation fund (£42m), a dedicated mental health and primary care fund (£20m
and £10m respectively) and a separate elective recovery fund (£E20m). Combined,
this represents £92m of new investment across our system.

Our commitment to working with our partners including non-NHS organisations will
see us exploring different approaches to resource allocations in an attempt to deliver
market opportunities that help embed the requirements of our three-year plans. This
will allow investment to be sustained so that it achieves the best outcomes, greatest
value and through the right organisations

Neighbourhood health

Objective: delivering integrated neighbourhood working across North East London
(NEL)’s places to enable everyone in NEL to thrive in their local community and
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making progress against the national policy ambition to move our focus from hospital
to community and sickness to prevention.

Overview of progress:

e Endorsement of the system’s vision at the ICB Board, with updates to each Board
highlighting progress. NEL neighbourhood steering group operating as system level
enabler resolving issues and ensuring vision remains broad and includes all key
stakeholders. Strategic work to develop consistent features of neighbourhood
working for children, young people and families and for mental health and wellbeing,
continuing to embed our vision that this is a whole population approach.

e Neighbourhood footprints agreed in all seven of our Places, including work to align
primary care network (PCN )and neighbourhood geographies. Identification of target
cohorts for each neighbourhood depending on local population need. Roll out of
Optum population health data platform across all seven of our Places with take up
across the system from voluntary, community, faith and social enterprise sector to
primary care to local government to provider Trusts.

e Alliance model emerging as approach to the Integrator recognising that system
partnership drives integration, with individual organisations stepping in to host
identified functions. Leadership and management arrangements for delivery of
integrated neighbourhood working embedded in new ICB structure with capacity for
commissioning and for delivery of effective neighbourhood working.

e Successful application for transformation funding to support integrated
neighbourhood working looking at moving resources to address need locally, clinical
leadership and system/organisational development.

e Barking and Dagenham one of the national pilots for the National Neighbourhood
Health Implementation Programme (NHHIP), with focus both on community led and
clinically led models, and spreading learning across north east London. Active
participation in London neighbourhood development processes, including leadership
of commissioning and contracting group, incorporating pan London modelling work.

Population health and health equity

Objective: Working together as a system at all levels to deliver meaningful
improvements in health, wellbeing and equity for our local population, ensuring a
focus on quality and through progress against our outcomes framework supported by
our population health framework and embedding our anti-racist approach.

Overview of progress:

e Launched a new system strategy and strategic commissioning plan underpinned by a
NEL outcomes and equity framework focused on improving population health, quality
and equity. The NEL outcomes and equity framework is based on our resident-led
success measures. In addition, we have agreed a plan to shift resources in 26/27 in
line with our strategic focus on equity, increasing the proportion we spend as a
system on primary care, mental health / neurodiversity services,
community/neighbourhood services and workforce development.
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¢ Engaged with partners on proposals to strengthen and embed health improvement
and prevention more systematically while building on current strengths. Our
continued investment in tobacco dependency services, for example, is delivering
significant change — over 3,000 inpatients have been referred to community services
for continued support in the last 12 months. The NEL tobacco leads network has
developed a system-wide campaign targeting manual workers who smoke and is
also working on equitable access to prescription-only medications for tobacco
dependence across all places, pathways and among underserved populations such
as people who are homeless.

e Our population health management programme is now live supporting
neighbourhood teams across five of our places. It is underpinned by a linked data
environment covering 98% of NEL's registered population with person-level data
linking across primary care, acute, mental health and community settings. We are
running Action Learning Sets (five sessions per neighbourhood) bringing together
clinical and operational staff to work through population health management cycles
with real cohorts and live data. Current priority cohorts include people living with
frailty, high-intensity users of urgent and emergency care, those with serious mental
illness, and individuals with complex multimorbidity. The population health
management platform supports the full improvement cycle from population
identification through to care planning, intervention and evaluation — building the
skills, confidence and habits needed to embed and sustain population health
management as an embedded way of working in our system.

e Continued our £6m annual investment in tackling health inequalities with funding
reaching over 80 hyper-local projects designed by place partnerships. Queen Mary
University of London and Nuffield Trust have been appointed to undertake an
evaluation with input from the community and partners via workshops and
interviews. Emerging findings ahead of a final report due April 2026 show
strengthened relationships and capacity. Shifting to a walk-in delivery model for our
pharmacy self-care advisory service has transformed demand, generating 2,514
consultations in the last six months. The service is reaching underserved populations
across NEL, with children and young people (42%) and universal credit recipients as
the primary beneficiaries.

e Implementation of our anti-racism strategy has included development of an equality,
diversity and inclusion action plan for the training hub which is currently being
consulted on with stakeholders. A key priority is the launch of a primary care
workforce race equality standard (WRES) framework. Other actions include delivery
of workforce wellbeing spaces within practices and development of a Freedom to
Speak Up champions network. Within the ICB, our WRES action plan set out in our
annual report will be overseen by the Board through its Remuneration Committee.

Workforce strategy
Objective: Making progress against key priorities in our workforce strategy. [This
objective was revised in-year due to changes in the role of the ICB; the objective was
refined to focused specifically on employment and health at work]

Overview of progress:

¢ Employment Programmes: In July, the ICB made a successful bid with partners
for Department of Work and Pensions/ NHSE non recurrent funding of £490k for
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NEL to become one of ten national pilot sites for the Widening Access
Demonstrator programme. The requirements were to engage with residents who
are under- represented and provide training and placement opportunities, leading
to permanent employment. The ICB agreed an 80:20 funding split for health and
care employers. The programme has significantly over delivered on all key
performance indicators by end of January 2026 with 200 participants engaged
against a target of 100. Of these 108 have entered a training and placement
programme against a target of 60 with 15 participants gaining permanent
employment against a target of 10. A further bid for £330k national funding in
2026-27 is being developed with delivery partners Barts Health and Care Provider
Voice.

Health at Work: As part of the Get Britian and Keep Britian Working agenda the
ICB will receive £1.47 million in 2026-27 to deliver a Workwell programme.
Workwell is a voluntary programme to provide short term support in 2026-27 to
support people with health conditions or disabilities who are, looking to start a new
job, needing support to stay in their current role, or planning to return to work after
an absence. An initial approach to this will be submitted to NHSE/ Department of
Work and Pensions (DWP) this month. The programme will be co-designed with
partners and organisations across the ICB with delivery commencing in November
2026. The ICB has received indicative funding from DWP and NHSE of £3.58
million for 2027-28 and £3.85 million for 2028-29 subject to meeting targets in
2026-27.

There are a number of additional national programmes in place and the ICB are
working with partners to develop regular forums to share best practice and join up
work involving Trust widening access teams, local authorities, Sub regional
partnerships, DWP Job Centres. This is to ensure the above programmes are
aligned creating clearer pathways for residents into health and care roles and for
any future initiatives in 2026-27.

Oliver McGowan Mandatory Training (OMMT): Nationally the ICB was funded to
ensure that 30% of health staff received Tier 1 and Tier 2 training. NEL has
achieved its NHSE key performance indicator (KPI) 30% for Tier 1 and has robust
plan with a schedule is in place to achieve the initial KPI for Tier 2. The ICB has
procured and contracted First Response Training, to start delivery of Tier 2 which
began in November 2025 as part of an 18-month contract which runs concurrently
with the development of an in-house Homerton Healthcare “hub” contract. These
contracts combined will provide 16,740 Tier 2 places up to December 2026 for
NEL colleagues to achieve up to 44.8% compliant staff against a target of 30%.

Organisational change

Objective: Supporting the ICB, including its staff, through a period of substantial
change and developing and agreeing a new operating model for the organisation.

Overview of progress:

The new ICB operating model was developed and a consultation with all staff
was undertaken in December and January. Extensive feedback was received and
a full response was provided along with the final operating model and
organisational structures in February 2026. Implementation of the new operating
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3.0

4.0
4.1

model is now underway through an on-going recruitment and redeployment
process.

The new operating model seeks to ensure the ICB is able to deliver its refined
role as a strategic commissioner whilst maintaining oversight of key statutory
functions and significantly lowering running costs in line with national
requirements. The new operating model is centres on four departments: Strategy,
Strategic Commissioning, Clinical and Quality Commissioning and Finance and
Resources. The ICB will continue to host a number of shared services on behalf
of the London ICBs and will transfer a number of services to provider
organisations later in the year.

As part of the change process, the ICB offered a voluntary redundancy and
mutually agreed resignation scheme to staff based on national terms and
conditions. This has resulted in 155 staff leaving on voluntary terms and will
significantly reduce the number of compulsory redundancies resulting from the
change process.

Despite the very challenging circumstances, staff have been supported through
the change process with regular communications, team meetings and weekly all
staff briefings to provide updates and respond to questions. The consultation
respond sought to respond to all points raised in response to the proposed
structures and a humber of changes were made in light of suggestions and
feedback from staff.

Wider staff support has been provided through a combination of practical
workshops focusing on career planning, curriculum vitae (CV) development and
recruitment and selection skills, along with a range of emotional and wellbeing
support given the anxiety and distress caused by the change process. Specific
support is being offered to unassigned staff and access to internal opportunities
within partner organisations has been agreed to maximise opportunities for staff.

The change process has been extremely challenging but remains broadly on
track and the ICB is amongst the most advanced in the current in terms of the
transition towards a new operating model.

Draft objectives for 2026/27

The ICB remains in a dynamic environment due to the ongoing organisational
change process and the finalisation of the medium-term planning process.
Nevertheless, initial work has been undertaken to establish objectives for the
organisation for the year ahead, focusing on the evolving role of the organisation
and with an emphasis on the strategic commissioning remit of the ICB.

These draft priorities have been discussed by the senior team and are presented
in the Appendix. A finalised version of the 2026/27 objectives will be presented to
the next board meeting.

End
Ralph Coulbeck, Chief Strategy Officer, 24 March 2026
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Appendix: Draft ICB objectives and priorities for 2026/27
2026/27 Corporate priorities

Existing ICS priorities

Mental Health, Learning Disability and Autism
Babies, Children and Young People

Long Term Conditions

Employment

PwbdE

Our priorities will focus on People, Process and Population

A. People

Aims:
e Respect those leaving the organisation
o Reset the organisation for those remaining, in purpose and skills
¢ Reignite the workforce with energy and engagement

Key tenet Details

e Feedback

Trust & Trustworthiness e Follow through

¢ Review and rationalise
Time & Tasks ¢ Consolidate meetings
¢ Digital augmentation (eg CoPilot, iBabs)

Health economics
Strategic commissioning
Data analysis
Population Health
Quality

Clarity of governance for decision-making
Sharing of outcomes

Training

Transparency

Development of teams, ways of working (OD)

Physical infrastructure for teams - estates, systems, stories
Work pattern — consistency, constructive, flexible, logistics
Engagement — invited speakers

Coordinated communications — blogs, Pebble, Greatix

Teams

B. Process

Generate data driven strategic plans for:
e Capital and digital planning — including estates

e Leadership, including assessing gaps, creating sustainable plans, networking
(especially within the clinical arena), and focus on BHRUT given current position
¢ New contracting mechanisms for strategic commissioning
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C. Population

Top 3% of population

equates to 50% of healthcare demand, or
life expectancy < time to decision

Key groups: CHC users, MHLDA patients, EOLC residents,
asylum seekers

Reducing waste:

Reduce fallow use of shared assets

Reduce transaction costs of multiple contracts
Automation and digitalisation of data, single source of
truth, population health management

Reducing duplication of decision-making on services (eg
maternity, thrombectomy)

Shared learning, scaling not reinventing, where benefits
proven

Whole population:

Need

Demand

Immunisation & vaccination

Housing

Literacy, including language & translation, digital, health
Employment

Aligned to the 10-year health plan, we will do this through key programmes, including:

e Care closer to home

¢ Neighbourhood development
e Primary Care strategy

Focus for next three months:
¢ Organisational change — ensuring we have the staff, skills, knowledge and
relationship to deliver our responsibilities as a strategic commissioner
e Care Close to Home — move to implementation phase of the programme
supporting the shift of care from hospital to community
e Continuing Health Care delivery — reducing the backlog while defining the
operating model for continuing healthcare

Ongoing areas of priority for the year

Area | Key priorities

BHRT
escalation and
recovery

Support delivery of improved financial plan
develop effective ‘drivers of deficit / demand’ process
support effective leadership transition

Care Closer to
Home

Complete diagnostic phase
develop first phase of delivery plans
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ensure effective programme governance and capacity

Elective care
planning

Complete 3-year elective delivery plan
ensure focus on prevention / pathways
develop delivery and governance model

Neighbourhood
development

Ensure effective transition at place level
support early PHM projects
ensure impact from Transformation Fund investment

Primary care

Develop effective primary care leadership
agree investment plan for £10m LTC funding

strategy . . .

develop wider primary care contracting strategy
Capital and Complete 4-year capital and digital planning process
infrastructure develop oversight arrangements for capital delivery
planning oversee NHSPS + CHP transfer processes

Mental health

Ensure high-impact plans for the crisis and ADHD pathways

pathway . ” :

improvement resulting from the £20m additional investment

Maternity Complete maternity review process with provider engagement
strategic develop commissioning and implementation plans

planning agree engagement process on birth centres

Continuing Ensure value from temporary additional investment and lower
Healthcare backlog

delivery agree future delivery model for CHC

Organisational
change

Complete recruitment and selection process
agree development plan to invigorate new teams
ensure effective transition arrangements
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Executive summary

This report provides a current ‘state of play’ plus an overview
of the key outputs of the new national medium-term planning
process.

NHS England published a new national medium-term
planning framework (MTPF) in September 2025, with the
ambition to move the NHS planning cycle away from an
annual process to a multi-year one.

Despite challenging timelines, national guidance that
continued to emerge throughout the process, and a context of
wider national changes affecting systems, partners across
north east London came together to successfully deliver the
national requirements while also developing the foundations
for strategic commissioning over the coming three to five
years.

As a system we -

o Delivered a refreshed system strategy; five-year strategic
commissioning plan and provider integrated delivery
plans that align to population health need

e Produced compliant operational plans for the next 1- 3
years within our allocated financial envelope

e Are on track to agree contracts with providers at an
earlier stage than previous years.

The pack sets out where we are in the national planning
process (‘plan acceptance’ phase) and next steps. It also
provides an overview of the content from the key planning
outputs for this year including our refreshed system strategy
and strategic commissioning plan. Finally, the report
provides an overview of our approach to resource allocation
which will support our system goals of securing greater equity
and enabling system transformation.

Action / recommendation

The Board is asked to note the report

Previous reporting

This report has not been discussed in this format elsewhere,
however, the various reports / outputs highlighted in the
report have been discussed in a number of other forums
including the Integrated Care Partnership, the Board, ICB
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Commissioning Board, System Planning Group, Chief
Finance Officers and Strategy Directors.

Next steps/ onward reporting

This is a final round-up of the 26/27 planning process. There
will be ongoing reporting against our system strategy and
commissioning plan through the Board and sub-committees.

Conflicts of interest

The planning process involves the ICB and all NHS providers,
but there are no conflicts arising from 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

Insight from local people has informed the system strategy
and strategic commissioning plan. We have also drawn on
the resident-led success measures and good care framework
to develop the Outcomes and Equity Framework (OEF) which
will be used to monitor our progress towards our system
strategy and goals. The OEF includes specific outcomes
relating to health inequalities and sustainability as well as
including an equity dimension across all outcomes in the
framework.

Impact on finance, performance
and quality

The report summarises the plans for 2026/27 including
finance, performance and quality.

Risks

There is a risk that NHS England will not accept plans,
though early indications are that this is unlikely given initial
feedback.

There is a risk that the national process changes in future
years, undermining the new local processes that have been
established this year.
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Introduction - Medium-term planning in NEL (March 2026)

NHS England published a new national medium-term
planning framework (MTPF) in September 2025, with the
ambition to move the NHS planning cycle away from an
annual process to a multi-year one — see diagram.

Despite challenging timelines, national guidance that
continued to emerge throughout the process, and a context
of wider national changes affecting systems, partners
across NEL came together to deliver the national
requirements while also developing the foundations for
strategic commissioning over the coming 3 to 5 years.

As a system we -

o Delivered a set of strategic plans that are more
closely aligned to the needs of our population;

o0 Produced compliant operational plans for the next 1-
3 years within our allocated financial envelope;

0 Are on track to agree contracts with providers at an
earlier stage than previous years.

Drawing on our strong foundations of collaborative
working and co-designing solutions as a system, there
was excellent engagement and input from all partners
throughout the new national planning process.

National timeline for the medium-term planning framework

Phase 1: Foundational

Phase 2: Plan development

Plan acceptance

National July August September October November December January February March
planning
e @ . ® . ® . °© o .
Engagement  Medium-term Planning framework First submissions Full plan Final plan
with regional/  planning framework updated with ambitions submissions acceptance
ICB leadership  cascaded and expectations
Regional Develop medium-term strategic framework Risk-based planning Review of first submission, Plan assurance and
activities ! support to ICBs and provide feedback to i acceptance
Engage wnhdlC Bs and providers to identify | providers organisations, discussions of
sUpRoIt neeas H areas for improvement including :
support from national directors
ICB Set up process, Create outline commissioning i Integrated planning Respond to regional feedback,
activities governance and  intentions and discuss with H finalise plans and board sign-off :
bU.Hd a robust providers ‘ Respond Prepare to
evidence base ! 10 outcome implement
i ; : : of plan plans
Provider  Set up process, Complete foundational work i Integrated planning Respond to regional feedback,
activities  governance and ; finalise plans and board sign-off : antianLt
build robust :
evidence
Outputs Underlying financial position First submission = Full submission:

Block contract reviews

i numerical plans (3-year
i workforce, finance and
i performance)

i Board assurance

! statements

5-year plans
Updated numerical plans
Board assurance statements

This pack provides a high-level overview of:

Our strategic plans, including the NEL System Strategy, 5-year Strategic
Commissioning Plan, and Integrated Needs Assessment.

Our operational plans covering performance, activity and finance, and how
capital investment will support our plans.

An overview of how transformation will be enabled through funding shifts.
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NEL medium-term planning outputs — Next steps

National timeline

We are currently in the 'plan acceptance' phase of the national
planning timetable. Our plans, including the provider trust
plans, have been reviewed by national and regional NHS
teams and we have been asked to resubmit the following to
the region by 18 March:

 BHRUT - all areas: finance, activity and performance, and
workforce

» Barts - activity and performance related to diagnostics

* NEL ICB - activity and performance related to mental health
(flagged for all London ICBSs)

 NELFT has also been asked to resubmit a template due to
an error

* There were no further actions required by Homerton and
ELFT

Following these re-submissions we are expecting close down
letters to be sent out from NHSE.

We are not expecting the region to review the 5-year Strategic
Commissioning Plan, however, we have undertaken our own

Next steps for NEL

Our current focus is on concluding the contract negotiations and
agreeing contracts and financial envelopes for each of the providers. In
addition, we will publish our first ever Integrated Needs Assessment by
the end of March.

We have undertaken an After Action Review within the ICB and are
planning a similar session with partners in April. The learning from these
reviews will inform the planning process in 26/27, acknowledging that
we are starting from a much stronger foundation given the medium-term
plans developed this year.

We will also stand-up monitoring and evaluation of our plans to ensure
we are tracking impact effectively. There is an opportunity to agree how
we are going to measure collective progress with our partners, which we
intend to do through a new NEL Outcomes and Equity Framework
introduced in our refreshed system strategy. This will build on the
Integrated Needs Assessment once completed.

We will also need to reflect on further emerging national policy and
guidance such as the expected workforce strategy and neighbourhood
guidance to ensure these are appropriately reflected in our future plans.

The ICB Board is asked to note:

local analysis of the ICB strategic commissioning plan and five
provider delivery plans to test alignment. This analysis has y
been discussed with provider Strategy Directors and is *
informing next steps.

Progress against the national medium term planning framework
National and local next steps
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NEL System Strategy

 To set the strategic direction for our medium-term planning, we
refreshed our NEL System Strategy and this was approved by
the NEL Integrated Care Partnership on 8 January.

» The refreshed strategy sets out how we will organise, prioritise
and deliver care to improve health outcomes and reduce
inequalities across North East London. It highlights the
opportunities in the national 20YHP, builds on our previous
system strategy, and responds to known short-term pressures
and challenges.

 As part of this work, we are launching a new NEL Equity and
Outcomes Framework, informed by what local residents have told
us matters most. The framework will progressively shape an
all-age commissioning approach with an increasing focus on
population health outcomes. Over time this will shape our
approach to resource allocation ensuring that we are reflecting
population health need and the system outcomes we want to see.

» The strategy sets the direction and ambition for the 5-year
strategic commissioning plan, supporting improved health
outcomes, greater equity, more effective prevention, and the
release of funding to introduce clinically-led new models of care.

» For the full strategy, including an easy-read version suitable for a
range of different audiences, please see this link: Our strateqy -
NHS North East London

Our integrated care partnership’s ambition is to
“Work with and for all the people of north east London

to create meaningful improvements in health, wellbeing and equity.”

What is important to local people - Good Care Framework
We want to enable everyone to thrive and deliver Good Care that is:

Accessible Competent Person centred Trustworthy

The Good Care Framework, together with the national CORE20PLUSS approach, has informed our Outcomes and Equity Framewaork that takes a life

course approach
NEL Outcomes and Equity Framework — our resident led success measures
Starting Strong Living Well Managing Conditions Supporting Complex Needs
Dying Well Quality Care and Access  Health Inequalities and Communities  Sustainable Services
Shift 1: Hospital to Shift 2: Treatment to Shift 3: Analogue to
community prevention digital
Moving healthcare services Shifting the focus from treating Transforming the health and
from traditional hospitals into illnesses to preventing them in social care system from a
local communities to provide the first place, with an emphasis traditional, paper-based model
care closerto people's homes on public health and well-being to a modern, digital one

Implement our vision for
neighbourhood working, building a

Delivery digital innovation and
empower local people and staff,

Deliver six-step prevention
framework, moving us towards
preventing illness using tools
such as PHM Optum platform

'team of teams’ that supports people
with multi-morbidity, children with
complex needs and mental health

through initiatives such as NHS App,
Health Navigator and ambient
voice technology

Enabling the Change

* Provides a stable economic environment that enables shift to prevention and reallocation of funding
to drive quality whilst also delivering a more standardised set of services across the system

* Improving our physical infrastructure
* Create meaningful work opportunities and employment for people in NEL

Transitioning to a new system operating model
* Moving to the new system approach for strategic planning and commissioning

» Changing responsibilities across region, our system and providers
* Continuing to build our collaborative culture to support system working — co-production, kxilding a high
trust environment and a learning system



https://northeastlondon.icb.nhs.uk/about-us/about-nel-hcp/our-strategy/
https://northeastlondon.icb.nhs.uk/about-us/about-nel-hcp/our-strategy/
https://northeastlondon.icb.nhs.uk/about-us/about-nel-hcp/our-strategy/

Our priorities

NEL ICB Strategic Commissioning Plan  For general practice and wider primary care, the priority is to
develop a vision and strategy tor sustainable services

The NEL ICB Strategic Commissioning Plan (SCP) sets out how the ICB contributes to and support neighbourhood working, while building

delivery of the system strategy through its commissioning levers. The SCP outlines: the commissioning framework.

» The health needs of our population and how these are likely to change due to For acute providers, the shared aim is to work closely across
population growth and demographic change. To address these needs, we will focus on hospitals and clinicians to understand the impact of the three
prevention and early intervention, tackling unmet need and health inequalities while shifts, developing more centres of excellence, reviewing fragile
operating within our financial envelope. services, and reducing duplication to support sustainability.

» How we will improve population outcomes by recognising the role of communities in For maternity services, the focus is on prevention and equity
creating the conditions for people to live well and in good health. —supporting women'’s health before and during pregnancy and

« How we will work with partners and local residents to co-produce solutions, starting with delivering care collaboratively and closer to home.
the issues that matter most to our population. For the VCSE, their essential role in strengthening community

« Our financial strategy, which enables delivery of the system strategy and the ‘left shift’ resilience is highlighted. Ensuring the sector is sustainable and
while meeting the statutory requirement to remain within our resource allocation. fully engaged as strategic partners, service providers,

- Our priorities (set out in the box), our commissioning plans, and how we will deliver engagement enablers, and capacity builders is key.
constitutional standards while moving towards a more proactive and preventative care For mental health, we must address resource allocation and
model across all commissioning areas. This will support improved population health, respond to changing needs across all ages, including a
reduce non-elective and elective demand, and improve crisis pathways in mental health strategic, life course approach to neurodiversity, effective
and for our neurodiverse population. neighbourhood working, and strong links to severe mental

* What this means for our local population: more coordinated care closer to home, liness.
delivered by wider multidisciplinary teams, helping people live well for longer. When For long-term conditions, we need a major shift to prevention
specialist care is needed, waiting times will be shorter, supported by digital tools that and early intervention, with renewed system and
help people manage their health and communicate with professionals. neighbourhood approaches.

« How we have engaged with partners and communities, including health and wellbeing For digital, we recognise the fast pace of change and the
boards, Healthwatch, the voluntary sector, and local people, to inform and shape the importance of working nimbly and collaboratively to use
SCP. technology that best serves residents.

« For the full SCP, including an easy-read version suitable for a range of different For the wider system, the focus is on multi agency, multi
audiences, please see this link: XXX. This was part of the national submission on 12 disciplinary and relationship based working, supported by new

February. delivery models through hubs and neighbourhoods.




NEL Integrated Needs Assessment — currently in development

An INA is a key enabler of strategic commissioning because it brings together detailed analyses on the population we serve, enabling us to develop a deep
understanding of the population needs that exist now and in the future. Producing an INA, updating it on an annual basis and sharing the learning with
providers is a requirement of the new national Strategic Commissioning Framework.

What should drive the INA? What questions should the INA answer?

* In depth understanding of the  What do we know about our populations
drivers of risk, both biological, and how are they changing?
psychological and social, * Where is need unmet and is that driven by
including health deterioration and inequality and/or other factors?
inequalities * Whatis the health status of our population

*  Predictive modelling which will and what are the levels of disease
anticipate healthcare demand, prevalence?
cost, capacity and unwanted * What are the levels of modifiable risk
variation factors?

* Clear segmentation of the * What are the outcomes we are seeking to
population based on health risk achieve?
factors  What feedback are we receiving about our

e Understanding comparative services?
demand and performance of * Whois utilising NELs services?
services »  Where are we spending our money?

e Opportunity analysis to identify *  What are the drivers of spend in our
care models and interventions system?
which may have the biggest *  Where is there waste and where do
impact productivity opportunities exist?

We will use insights from the INA to inform strategic commissioning
plans and delivery plans by:

Age distribution data — will be used to understand life expectancy and
predict the likely health service utilisation of our population especially how
and where our growing population is driving demand

Expenditure data — when combined with population data this gives us
average spend per person by age that can inform resource allocation

Deprivation at Lower Layer Super Output Area (LSOA) level — give
insight into population health outcomes, ethnicity insights, wider
determinants of health especially when combined with data about crime,
employment and education levels, Core20plus5 populations

Activity and Performance data — gives us insight into utilisation,
opportunities to improve and where we should try to encourage more
residents to engage i.e. screening, vaccination, LTC reviews and care
planning

The target completion date for the INA is 31 March 2026

We will build on the existing Evidence and Data Pack we created during the .
foundational planning phase by refreshing and updating the information
Triangulation / alignment will be done with our developing Outcomes and Equity
Framework and with local authority JSNAs .
Analysis will be provided at a system and place / borough level

Health-based segmentation will contain risk stratification capability (using
Cambridge multi-morbidity and wider determinant based risk scores to
disaggregate LTC and Risk factor segments)

Life course approach analysis will be done for young people, adults aggl over
65s. Comparators for NEL vs London vs England will be provided.
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ICB allocations and financial position

» The ICB has received 3-year allocations for core programme, specialist commissioning, delegated primary care and running costs.

» The ICB is deemed to be funded 1.19% under the national target and therefore has received core growth of 2.61% and an additional convergence
uplift of 0.14%, a total uplift of 2.75%. This equates to £123m.

» Separate to funding growth, the ICB has had a funding reduction of £47m. This relates to the expected savings from organisational restructure and
the national 50% savings requirement.

* Net inflation (Cost Uplift Factor, CUF) has been set at 0.03%, which includes a 2.03% inflationary uplift and 2% efficiency ask for providers to deliver.

» The ICB is on course to deliver a £2.5m surplus in 2025/26 and after taking into account non-recurrent factors and full year impacts, is expected to
enter the 2026/27 financial year with a small underlying surplus of £3.5m.

» The ICB is required to set a breakeven plan, and the following slides highlight how we intend to use the allocation of resources to help enable the
wider strategic position.

* Providers were also set the requirement to breakeven across the 3 year planning cycle.

 In addition to the ICB’s allocation uplift of £123m, an opportunity to apply a 2.5% adjustment to acute contracts in line with the national
deconstruction exercise has been exercised. This is referred as the ‘guardrail’ and in the case of ICB providers, has led to a £32m deduction being
made and reallocated to other commissioning areas. In future years and once a better understating of cost and activity is in place, it may be that the
guardrail adjustment moves the other way and the ICB is required to invest by up to 2.5%.

» Growth has been allocated to contracts at 50% of the national assumptions allowing the ICB to target resources to specific areas and enable a
specific funding source for transformation, primary care investment, elective recovery and mental health service expansion. For more detail, see
section below on ‘How the transformation is enabled through funding shifts’

» The ICB requires an overall savings target of £80m in year 1 and £33m for each of years 2 and 3. In year 1, the plan must deliver the following:
» Operating model changes to meet allocation reduction - £47m
* Commissioning plans - £33m

» For a breakdown of the financial positions of the ICB and the providers, please see appendix A and B.
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C. Performance Overview

Additional information on non-compliant targets
and caveats:

» Both the ICB and the provider trusts are compliant with most of the performance targets. For a full list see

appendix C.

* However, there are a number of performance targets where the ICB is not compliant (see table 1), and one
performance target where the acute providers are not compliant (see table 2).

Table 1 - ICB level targets required at system level

26/27

27128

28/29

© | Deliver additional urgent dental appointments Compliant with Compliant with Compliant with
8 caveats caveats caveats
3 £
% g Reach or exceed target activity volumes for 2026/27 Not compliant Compliant Compliant
'§ § Community pharmacy first consultations o T e | R e bty 0 27 (210t

Number of patients accessing Individual Placement
Support services

Not compliant

Not compliant

Not compliant

Expand coverage of mental health support teams
(MHSTSs) in schools and colleges

Compliant

Not compliant

Compliant

Talking Therapies Reliable recovery

Not compliant

Not compliant

Not compliant

treatments

Mental Health, Learning Disability

and Autism

Talking Therapies Reliable improvement completed

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Table 2 — Acute
only

26/27

Homerton

27/28

28/29

Barts Health

Percentage of
Handovers over 15
Minutes

No target

Not
compliant

Not
compliant

26/27 27/28
No target Not
compliant

28/29 26/27
Not No target
compliant

27/28 28/29
Not Not
compliant | compliant

Urgent dental appointment: Regional
discussions confirm full delivery not expected, but
improvement beyond the July 2023—June 2024
baseline is required. NEL has met improvement
and is compliant, subject to this caveat.

Community Pharmacy first consultations:
2026/27 is unlikely to be met because most people
who need help with high blood pressure are
already being seen, eligibility rules are tighter, and
national support is limited. Demand for oral and
emergency contraception is growing. Full target
achievement is expected in 2027/28, consistent
across all London ICBs.

Individual Placement Support Service:
Trajectories have not changed between
submissions, however the compliance level has
changed which is due to the target being stretched
by NHSE.

Mental Health Support Teams - Non-compliance
is expected in 2027/28 (-1.4%), but performance is
on track to recover in 2028/29 and achieving full
coverage by December 2029.

Talking therapies - While NEL has made
significant improvement against targets, the
position remains non-compliant. A planned
improvement trajectory over the three-year period
has been submitted.

15 minutes ambulance handovers: Trusts have
indicated that achieving zero handovers by March
2028 will be difficult due to sustained high demand
in A&E. Current pressures on patient flow and
limited capacity across emergency cargypathways
make meeting this target challenging.



Workforce Overview — ICB and provider submissions

ICB submission Provider submission

= |CBs are required to submit workforce plans covering Primary = Trusts are required to reduce agency and bank staffing in line with
Care and Non-NHS Mental Health workforce. individual trust limits as set out in planning templates, working towards
zero agency spend by 2029/30.

= No formal targets are set for ICBs.

= Annual limits will be set for each trust based on a national target of a 30%
reduction in agency spend in 2026/27, followed by a 10% year-on-year
reduction in bank staffing costs.

= Primary Care assumptions include workforce growth aligned with
expected GLA population growth (0.75%), training place increases
of 3% in the next year and 1% in subsequent years, and ARRS
roles growth of 3% next year, then in line with GLA population = Barts Health, BHRUT, NELFT, and ELFT plan to achieve these reductions,
growth thereatfter. with no change from the initial submission. Homerton is expected to be
non-compliant with the national target due to current over-performance; the
10% reduction target will effectively be 14% for Homerton as a result of
their higher bank and agency levels.

= For Non-NHS Mental Health workforce, feedback from the first
submission indicates no national changes are expected. Workforce
projections show small, incremental growth over the next three
years, primarily in support and therapeutic roles. = Trusts have highlighted a key risk in balancing workforce, finance, and
activity plans. The requirement to significantly reduce the elective waiting
list could increase reliance on bank or agency staff, potentially affecting
costs and workforce stability.

Barts Health Homerton

Compliant Compliant Not compliant Compliant Compliant
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Capital - Return to constitutional standards

There are three areas of capital funding available and planned against which are covered in this slide and the next.

The return to constitutional standards focuses on replacing and upgrading diagnostic equipment, developing

Urgent Treatment Centres with integrated mental health

facilities, and expanding mental health hubs across north
east London. The proposals will transform premises and
strengthen our ability to improve performance.

Diagnostics

St Leonards Hospital £40m|Build a new CDC in Hackney to

expand local services
Homerton University £2mjAdd a new endoscopy room to meet
Hospital demand
£3m|Replace aging CT scanner to maintain
service
£0.5m|Upgrade key physiological testing
equipment
The Royal London £1m|Upgrade physiological testing
Hospital equipment
St Bartholomews £0.65m|Upgrade endoscopy room equipment

Hospital - -
£7.1m|Replace cardiac CT & MRI machines

Whipps Cross £1.3m|Upgrade endoscopy room equipment

Hospital
Mile End Hospital £2mjExpand CDC by refurbishing adjacent
rooms
£4.5m|Replace mobile MRI with permanent
scanner

Barking Community
Hospital
Queens Hospital

£20m|Expand CDC to increase capacity in a
lsrowing area

£14mJjAdd CT and MRI scanners to meet
demand

£3.035m|Replace old imaging equipment to
improve efficiency

King George Hospital £2mjReplace aging CT scanner

£0.5m|Upgrade physiological testing
lequipment

NELFT

£0.477m|Reconfigure estate to support
integrated neighbourhood teams and
lexpand community outpatient
capacity focused on frailty, dementia,
land health equity

The Royal
London
Hospital

£1.9m

MH & LD

Create a 24/7 MHCAS with short-stay beds
land integrated community services to
reduce ED pressure and admissions

Whipps Cross
Hospital

£1.9m

ICo-locate a mental health crisis
lassessment service within Whipps Cross ED|
to provide 24/7 short-stay assessment and
crisis care

ELFT

£1mjEnable full mobile working post-EPR
migration through new hardware and
software to support remote clinical
loperations

Newham
Hospital

£1.9m)

Establish an MHCAS co-located with
Newham General Hospital ED for 24/7 crisis
lassessment and short-stay observation

£0.6m|Expand HE1 practice site in Tower
Hamlets to enable co-location with
ICommunity Health Services

Sir Ludwig
Guttmann Centre

£6.682m|Deliver a new 20-22 station dialysis
unit in Newham to address critical
capacity gaps and meetrising
haemodialysis demand across NEL

Other

£0.3m|Reconfigure an existing NEL unit to
establish a Level 2b Neuro
Rehabilitation Unit, creating an
appropriate clinical environment for
residents

NELFT

£1.7m|

\WF: Develop a 24/7 community mental
health hub to reduce ED attendances and
rovide integrated crisis support

£1.7m)

B&D: Establish a 24/7 community mental
health hub hosted within a community
artner for integrated crisis response

£1m)|

RB: Develop a 24/7 community mental
health hub hosted with a local organisation
to support crisis care and ED diversion

The Royal London
Hospital

£12m|Introduce surgical-specific care

pathways and expand bed capacity to

meet rising non-elective admissions
emand

Newham Hospital

£25m|Remodel the emergency department to
treamline patient pathways and
improve care delivery

Queens Hospital

£42.1|Reconfigure emergency and UTC
mifacilities, including Resus, MH safe
rooms, SDEC, and co-located
mbulatory care pathways

ELFT

£1.9m|

IC&H: Homerton Hospital ED: Develop a
24/7 MHCAS for crisis assessment and
integrated community care

£1.7m)

IC&H: Well Street Common: Enhance the
24/7 Community Mental Health Hub with six
short-stay beds to reduce ED presentations
land hospital admissions

£1.7m)

NH: Flying Angel: Convert and refurbish
supported living to create a 24/7
neighbourhood mental health hub with six
suest beds for crisis support

£0.95m)

NH: CYP Crisis Care: Deliver neuro-
affirming crisis care for CYP with LD/autism
with three short-stay beds and specialist
staff

LBBD

£1.77m

Develop a temporary children’s home with 4
placements for children with complex
LD/ASD needs, supporting ciidls, therapy,

land step-up/down care




Capital - Utilisation and Modernisation Fund and Strategic Primary Care Capital

» Strategic Primary Care Capital — funding allocated by the ICB for developing and building over the long term in line with the 10-year health plan and out
strategic capital plan. The proposals will include extending or expand existing primary care sites to increase our ability to deliver more capacity in the
neighbourhood setting laying the groundwork for Neighbourhood Health Centres.

» Utilisation and Modernisation Fund — a central fund used to upgrade GP surgery premises across England aimed at improving aging infrastructure. The
fund is held by NHS England but ICBs identify local priorities and act as the gatekeepers to the funding.

Utilisation and Modernisation Fund (UMF)

Strategic Primary Care Capital (SPCC)

= Forest Road Health Centre: Convert 8 rooms to clinical space (GF & FF) — £750K
= Aldersbrook Health Centre: Convert reception to create 2 clinical rooms — £250K
= Balham Park Health Centre: Convert reception to create 2 clinical rooms — £250K

= Barton House Health Centre: Convert former district nursing room to clinical space
— £125K

= Ruston Street Clinic: Create 6 first-floor clinical rooms — £900K

= Rushton Street Health Centre: Scheme investment — £750K

= Wapping Health Centre: Expand existing primary care facility — £1.55M

= Gill Street Health Centre: Expand existing primary care facility — £1.55M

= Newbury Park HC incl. Redbridge Diabetes Centre: Refurbishment — £25K
= Loxford Polyclinic: Refurbishment of existing facility — £450K

= Barking Community Hospital: Expansion of primary care facility — £1.4M

= Fountayne Road Health Centre: Refurbishment and reconfiguration — £400K

= Project & Programme Management (ICB): New primary care facility support —
£800K

= Kenwood Gardens Health Centre: Dual-site model incl. extension and Gants Hill phase — £6.35M
= Lower Clapton Health Centre: Refurbish to permanent renal dialysis hub — £17.213M

=  Seven Kings Community & Health Hubs: Development partner procurement phase — £1.0M
= Victoria Cottage Hospital: Phase 2 site redevelopment — £8.85M

= Wanstead Hospital: Site masterplan & neighbourhood hub development — £4.25M

= Harold Wood Polyclinic: Neighbourhood expansion planning — £50K

= Bridge Close Health Centre: Romford growth area capacity expansion — £3.0M

= John Scott Health Centre: Phased redevelopment plan — £7.25M

= Pudding Mill Lane Health Centre: New facility aligned to population growth — £2.0M

= St Leonards Community Hospital: Investment in listed blocks A & B — £2.35M

= Albert Road Health Centre: Expansion — £250K

= East Ham Memorial Hospital & Shrewsbury HC: Expansion — £100K

= Lord Lister Health Centre: Expansion — £50K

= Ainslee Rehabilitation Unit: Expansion — £50K

= Fulwell Cross Health Centre: Expansion — £25K

= Oxlow Lane Health Centre: Phase 2 expansion — £600K

= Barking Riverside (High Street Unit): New unit development — £300K

= Hallsville Health Centre: New development (RIBA 3) — £2.75M

= Jazz Yards Health Centre: New development (RIBA 4) — £2.75M

= Coronation Square Health Centre: New development (RIBA 3) — £2.75M 102
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Overview

The system has a range of resources available from ICB, regional and national sources to support transformation and address provider
sustainability challenges. As a system we are -

» Addressing need earlier and more proactively to reduce increasing demands for non-elective and planned care, which are driving provider

financial challenges

» Targeting interventions on long term conditions, which are increasing across north east London

» Rebalancing historic patterns
of underinvestment in mental
health, primary care, and the
outer NEL boroughs, building
community and primary care
capacity to address over-
utilisation of acute capacity

* Improving quality and service
user experience through
service and pathway
improvements and quicker
access to care

* Investing in enabling the
delivery of shifts to prevention,
community and digital

* Making sustainable
investments in integrated
neighbourhood working

System
transformation

goals

Key change pricrities
for the system

Improve primary care
access and LTC

management

Address growth in

non-elective demand

Reduce elective waits
and meet 92% target

Transform mental
health crisis pathway /
neurodiversity

Address financial
challenges especially
in acute sector

Neighbourhood Health

Long-term conditions

Elective
transformation and
capacity

Neurodiversity

ED capacity

Health inequalities

Care closer to home

Diagnostics capacity

Mental health crisis

Digital transformation

Health inequalities
funding
(£6m)

Primary care
growth funding
(E10m)

Elective
growth funding
(£20m)

Mental health
growth funding
(£20m)

Capital

Frontline Productivity
Fund (Etbc)

(diagnostics, mental health, emergency care, digital, primary care)

Transformation fund
(£E42m)
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System transformation approach

NEL resource allocations 2026/27

Transformation Fund £42m
Mental health growth fund £20m
Primary care growth fund £10m
Elective care growth fund £20m
Total £92m

National and regional funding allocations 26/27 27128 28/29 29/30

National elective non-recurrent funding

National specialised elective funding

Diagnostics capital (NEL fair share)

Urgent & Emergency care capital (NEL fair share)
Mental health capital (NEL fair share)

Community services capital (NEL fair share)

ICB strategy capital allocation

Frontline productivity (cap + rev; NEL fair share)

£13.3m
£40m
£20m
£4m
£3m
£7/m
£10m

£77.5m
£13.3m
£12m
£16m
£4m
£2m
£7m
£20m

£77.1m
£13.3m
£12m
£13m
£6m
£2m
£7/m
£20m

£13.3m
£6m
£10m
£2m
£2m
£7m
£20m
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Funding streams

Neighbourhood Health: Transformation Funding

The funding explicitly allocated to neighbourhood
working in the Transformation Fund amounts to
£6.5m each year for three years comprising:

» A commissioning budget for each Place of £500k
(E3.5m in total) to engineer local left shift
arrangements — to be determined at a Place level,
to be held by ICB Place Delivery Team,
anticipated push of funding to VCFSE

» Aclinical leadership budget for the delivery of 10
GP clinical sessions per Place per week —to be
determined at Place level, with appointment
through a system partner

* An OD budget of £200k across north east London
to deliver a consistent OD programme

» A budget for improving community data quality of
£100k to ensure stronger community services
presence

* Funding for the continuation of the Barnsley Street
(Trieste Model) pilot for mental health in
community — long term funding anticipated to
come through resizing of bed base

System partners are involved through:

» North East London Neighbourhood Steering
Group

* Place Integrated Neighbourhood arrangements
 Sign off of planning submissions for 12th February
* Proactive Care Commissioning Group

Funding to prevention, community and digital
Other Transformation Fund investments include:

Care Closer to Home: system programme for urgent and
emergency care, focused on proactive care, early
intervention, reablement and keeping people well at home
— £3m per year for three years.

Funding via strategic delivery and system partners, using
evidence-based interventions to shift activity and costs.

FIND: innovative early identification and intervention model
to improve long-term condition identification and
management, reducing reliance on specialist and crisis
care.

Funded through Barts on a three-year transformational
basis to shift activity away from specialist provision, with
VCFSE engagement and early intervention to support the
model.

Young Adults Diabetes service: Funding to acute
providers to extend a young-people-focused model,
reducing use of urgent and emergency care.

Women'’s Health Hubs: enabling community provision in
each Place.

We are also investing:

£10m recurrently in primary care, focused on long-term
conditions and proactive care

£20m recurrently in mental health, focused on earlier
intervention, consistent community offer, neurodiversity
and crisis pathways

£19.8m in elective care pathways

Funding to prevention, community and digital

Our (successful) capital bids are a mix of
acute, community, primary care and mental
health

» Strengthened ED provision
* MHCAS
* Neighbourhood Centres

» Enabling works for neighbourhood
working

»  Community Dialysis
* Primary care improvement
* Children’s home provision

We have maintained our health
inequalities funding - £6m annually
recurrently

» Evaluation by Nuffield Health and QMUL
currently underway — findings will shape
future commissioning of this

» Currently mostly allocated to Places
(85%), with central funding for a Health
Equity Academy and Over the Counter
Pharmacy model (15%)

Currently working through any opportunities
from Frontline Productivity Fund —
although may be limited.

We are also working through BCF1
implications for neighbourhood health.
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A. ICB allocation and expenditure plan

ICB Financial Position 2026/27 2027/28 2028/29

£'m £'m % Change £'m % Change
ICB Allocation 6,238 6,483 3.9% 6,667 2.8%
ICB Expenditure
Acute Service Expenditure (2,772) (2,840) 2.5% (2,853) 0.4%
Mental Health Service Expenditure (582) (614) 5.5% (645) 5.1%
Community and programmes Expenditure (684) (766) 11.9% (836) 9.2%
All-age Continuing Care Service Expenditure (214) (224) 4.7% (234) 4.7%
Primary Care Service Expenditure (387) (405) 4.6% (430) 6.2%
Primary Medical Services Expenditure (495) (501) 1.3% (507) 1.3%
Delegated Primary Care Expenditure (261) (265) 1.8% (270) 1.8%
Delegated Specialised Commissioning (810) (832) 2.8% (855) 2.7%
Running Costs (35) (35) 2.1% (36) 2.1%
Total ICB Expenditure (6,238) (6,483) 3.9% (6,667) 2.8%
Total ICB Net Position Surplus/(Deficit) 0 0 0
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B. Summary Provider positions

Financial performance surplus/(deficit)

Adjusted financial performance
surplus/(deficit) excluding DSF

2026/27 % | 2026/27 %
Organisation 2026/27 2027/28 2028/29 2026/27 2027/28 2028/29 | Unidentified | High Risk

Efficiency Efficiency
Barts Health NHS Trust 0 534 164 0 534 164 17.84% 31.76%
Barking Havering & Rbridge (41,300)  (30,000) o  (41,300)  (30,000) 0 0.00%  61.66%
(BHRUT)
East London 0 0 0 0 0 0 0.00% 44.20%
Homerton Health 0 0 0 (12,057) (3,494) 0 12.33% 27.72%
North East London 0 0 0 0 0 0 0.00% 17.36%
Total (41,300) (29,466) 164 (53,357) (32,960) 164 10.60% 36.44%
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C. Performance Overview — ICB level targets required at system level

Primary and
community care

Headline target

Deliver additional urgent dental appointments

26/27

Compliant with

27/28

Compliant with

PASTIAY

Compliant with

caveats caveats caveats
Community Health Compliant Compliant Compliant
18 weeks and 52 weeks breaches
Reach or exceed target activity volumes for 2026/27 Not compliant Compliant Compliant

Community pharmacy first consultations

No 2027/28 target; 2026/27
target expected to be met.

No 2028/29 target; 2026/27
target expected to be met.

Mental Health, Learning Disability and Autism

Reduce reliance on mental health inpatient care for Compliant Compliant Compliant
adults with a learning disability

Length of stay for people with Learning Disability and Compliant Compliant Compliant
Autism

Learning Disability and Autism Admission to Mental Compliant Compliant Compliant
Health Hospital

Learning disability registers and annual health checks | Compliant Compliant Compliant

Number of patients accessing Individual Placement
Support services

Not compliant

Not compliant

Not compliant

Expand coverage of mental health support teams Compliant Not compliant Compliant
(MHSTSs) in schools and colleges

Zero children and young people 104 Week Waits Compliant Compliant Compliant
Improve perinatal access Compliant Compliant Compliant

Talking Therapies Reliable recovery

Not compliant

Not compliant

Not compliant

Talking Therapies Reliable improvement completed
treatments

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Not compliant in
completed
treatments

Compliant for % of
people achieving
improvement

Additional information on non-compliant targets
and caveats:

= Urgent dental appointment: Regional
discussions confirm full delivery not expected, but
improvement beyond the July 2023—June 2024
baseline is required. NEL has met improvement
and is compliant, subject to this caveat.

=  Community Pharmacy first consultations:
2026/27 is unlikely to be met because most people
who need help with high blood pressure are
already being seen, eligibility rules are tighter, and
national support is limited. Demand for oral and
emergency contraception is growing. Full target
achievement is expected in 2027/28, consistent
across all London ICBs.

= Individual Placement Support Service:
Trajectories have not changed between
submissions, however the compliance level has
changed which is due to the target being stretched
by NHSE.

= Mental Health Support Teams - Non-compliance
is expected in 2027/28 (-1.4%), but performance is
on track to recover in 2028/29 and achieving full
coverage by December 2029.

= Talking therapies - While NEL has made
significant improvement against targets, the
position remains non-compliant. A planned
improvement trajectory over the three-year period
has been submitted.
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C. Performance Overview — Acute submission required from both ICB and Providers

Headline target 26/27 27128 28/29
Referral to Treatment (improvement in | Compliant Compliant Compliant
18-week performance)

Referral to Treatment (Reduce in Compliant Compliant Compliant
waiting list sizes)

28-day cancer Faster Diagnosis Compliant Compliant Compliant
Standard

Cancer First definitive treatment 62 Compliant Compliant Compliant
days standard

Cancer - 31 days Compliant Compliant Compliant
Diagnostics - receive a test within 6 Compliant Compliant Compliant
weeks

Diagnostics— increase tests or Compliant Compliant Compliant

procedures in line with activity target

Additional information to note:

NHSE has set RTT targets aiming for
92% achievement by March 2029,
underpinned by a 50% reduction in
PTLs at ICB level by March 2029.
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C. Performance Overview — Mental health submission required from both ICB and Providers

Headline target 26/27 27128 28/29
Reduce average Length of Stay - Compliant Compliant Compliant
Adult

Reduce average Length of Stay - Compliant Compliant Compliant
Older Adults

Improve children and young Compliant Compliant Compliant
people access

Eliminating inappropriate out of Compliant Compliant Compliant

area placements (zero)

Additional information :

Eliminating inappropriate out of area
placements: Assumes a starting point of
zero in April. It is based on NELFT’s view
that sub-contracted beds in Enfield are
appropriate, as they are local, accessible to
friends and family, and integrated into
NELFT’s care pathway with keyworker
support.
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C. Performance overview — Acute provider level targets only

Performance targets Homerton Barts Health
26/27 27/28 28/29 26/27 27/28 28/29 26/27 27/28 28/29

A-hour A&E performance - Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant
March position
12-hour breaches Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant
Average handover time Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant
(Total Handover time (ED
and non ED)/No of
handovers (ED and non-
ED)
Percentage of Handovers Compliant No target No target Compliant No target No target Compliant No target No target
over 45 Minutes
Percentage of Handovers No target Not compliant | Not compliant No target Not compliant | Not compliant No target Not compliant | Not compliant
over 15 Minutes
Percentage of attendances |  compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant Compliant

at all type A&E
departments where the
patient spent less than 4
hours for Children

Additional information :

= 15 minutes ambulance handovers: Trusts have indicated that achieving zero handovers by March 2028 will be difficult due to sustained high demand in
A&E. Current pressures on patient flow and limited capacity across emergency care pathways make meeting this target challenging.
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C. Activity Overview — ICB and provider submissions

Outpatients 2025/26 FOT 2026/27 Plan Change Elective 2025/26 FOT 2026/27 Plan Change [ _Outpatient First Appoi_ntments: Total planned to
! . : : : increase across all providers and both NHS and

Outpatient Firsts ; é : Electives : : ;

Total Provider 733,637 766,332  4.5%| | Total Provider 216,265 201,497  2.4% independent sector.

Barts 415,084 428,379 3.2%|| Barts 116,074 118,399 2.0% . . :

BHRUT 204,121 218,186 6.9%| | BHRUT 70117 71706 239 " Outpatient Follow-Ups: An overall increase, with

HUH 114,432§ _’]__’]_9,767§ 4.7%|| HUH 30,0742 31]3922 4.4% rises at Barts and Homerton but a decline at BHRUT.

Total ICB 962,248 1,005,130  4.5%| Total ICB 262,789 269,244  2.5%

ICB Total NHS 776,433 811,035 4.5%| | 1CB Total NHS 232,475 238,138 249 * Outpatient Follow-Up Procedures: Increasing across

ICB Independent Sector 185,814 194,095 4.5%| | ICB Independent Sector 30,314 31,106  2.6% all providers, with BHRUT the largest percentage
Outpatient Follow Ups RTT Completed Admitted growth.

Total Provider 1,360,796, 1,401,230 3.0%| |Pathways

Barts 907,132 947,556: 4.5%]| | Total Provider 77,782 80,691  3.7% = % Waiting <18 Weeks (First Appointments): Overall

HUH 169,222 172,805 2.1% | BHRUT 30,268 31176 3.0% improving, with increases at Barts and BHRUT and a

Total ICB 1,654,169 1,703,322 3.0%| [ HUH 13,353 14,103 5.6% decrease at Homerton

ICB Total NHS 1,501,815 1,546,442, 3.0%]| [ Total ICB 107,366 111,381  3.7% '

ICB Independent Sector 152,354 156,880: 3.0%| [ ICB Total NHS 107,366: 111,381 3.7%| Electives: Total electi Vit i acted t
Outpatient Follow Up | RTT Completed Non- Electives: Total elective activity is projected to
Procedures Admitted Pathways increase across all providers, NHS and independent

Total Provider 315,536 335,350 6.3%| | Total Provider 459,483 484,618  5.5% sector.

Barts 243,584; 254,791 4.6%|| Barts 236,599 249,005  5.2%

BHRUT 51,144 58,611  14.6%|| BHRUT 150,998, 155528  3.0% * RTT Completed Admitted Pathways: Expected to

HUH 20,808: 21,948 5.5%| | HUH 71,886 80,085  11.4% rise across all providers, with Homerton showing the

Total ICB 386,8713 411,164; 6.3%| | Total ICB 527,18]_2 55610192 5.5% h|ghest percentage increase.

ICB Total NHS 364,677 387,576 6.3%| | ICB Total NHS 527,181 556,019: 5.5%

ICB Independent Sector 22,194 23,588 6.3%) [New RTT Pathways (clock = RTT Completed Non-Admitted Pathways:

% Waiting for FA that starts) _ Completed non-admitted pathways are increasing
have been waiting Total Provider 656,725 608,836  -7.3% across all providers, with Homerton showing the largest
<18weeks ; é é Barts ; 326,622 330,871  1.3%

Total Provider 69.92% 75.07%  7.4%| | BHRUT . 207319 184,343 -11.1% growth.

Barts 64.46%; 73.81%:  14.5%| | HUH : 122,784 93,6220 -23.8%

BHRUT 73.60%; 80.00%: 8.7%| | Total ICB 660,819 558,075 -15.5%| New RTT Pathways (Clock Starts): Total new RTT

HUH 86.10% 73.68%  -14.4%| | 1CB Total NHS 660.819 558.075 -15.5% pathways are projected to decrease overall, driven by

Total ICB 71.60%: 75.49%  5.4% declines at BHRUT and Homerton, while Barts sees a

ICB Total NHS 71.60%: 75.49%  5.4% small increase. 14
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Executive summary

This paper provides an update to the Board on implementing
our strategic vision for integrated neighbourhood working
across north-east London working with our Places and a range
of providers. Key updates include:

e an overview of the new ICB structure and how its
operationalisation will embed neighbourhood approaches.

e an update on transformation funding to support the roll out
of neighbourhood models at Place.

e some early thinking on how neighbourhoods connect to
the Care Closer to Home Programme.

e updates from Place including the Better Care Fund, roll
out of our population health management platform, the
national pilot in Barking and Dagenham and work in
Newham to engage local stakeholders; and

e update on the recently published national Neighbourhood
Framework.

Action / recommendation

The ICB Board is asked to note the progress in the programme
to date

Previous reporting N/A
Next steps/ onward reporting Standing item on the Board agenda
Conflicts of interest None known

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 support broader social and economic development

Impact on local people, health
inequalities and sustainability

The system vision for integrated neighbourhood working is
broad and encompasses how everyone in north east London
can live in a healthy neighbourhood within a thriving
community. The model is explicitly about community
development and capacity; using the neighbourhood footprint
to address health inequalities; networks of practitioners
working together through local relationships and awareness
of community; integrated teams operating in an integrated
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service model (or team of teams) as well as about services
working together at a neighbourhood level with a direct
interface with acute and other services.

Has an Equalities Impact EqlAs will be undertaken as we implement our
Assessment been carried out? | neighbourhood team model

Impact on finance, performance | One of the four key goals for neighbourhood working is to

and quality support service sustainability of our services and wider
system.
Risks Risks are described in the report

1. Introduction

1.1 In March 2025, the ICB Board approved the strategy, goals and approach to
neighbourhood working for the system. The board committed to a broad and ambitious
vision: Everyone in north east London lives in a neighbourhood which supports and
actively contributes to their physical and mental health and wellbeing. This is a significant
strategic objective that defines a way of working for and with local geographic
communities to support improved health and wellbeing across the life course.
Neighbourhoods are a fundamental building block within our system and through Place
are the core way that many of our out of hospital services will function in the future.

1.2 Given the importance of the work, we are reporting progress to each Board and this paper
provides updates on how the operationalisation of the new ICB structure will embed
neighbourhood approaches; transformation funding to support the roll out of
neighbourhood models at Place; and some early thinking on how neighbourhoods
connect to urgent and emergency care.

1.3 National neighbourhood planning guidance was published on 17 March and is covered
briefly in this paper. In north east London, we have remained of the view, endorsed by
national colleagues, that it was important to keep working at pace to develop integrated
neighbourhoods notwithstanding the delays to the publication of this guidance and the
update in this paper is based on that position.

2. ICB structure and neighbourhood implementation

2.1 The ICB's new structure creates a dedicated neighbourhood development function
designed to bridge strategic commissioning and place-based delivery. Two
neighbourhood development directorates — one covering inner north east London (City
and Hackney, Newham and Tower Hamlets) and one covering outer north east London
(Barking and Dagenham, Havering, Redbridge and Waltham Forest) — now sit within the
strategic commissioning department, ensuring that local needs are consistently identified
and reflected in commissioning decisions.

2.2 In each of the seven Places, a place delivery team will support the continued development
of place partnerships across local government, the NHS, communities and the voluntary,
community, faith and social enterprise sector (VCFSE). These teams will enable the
continued enhancement of integrated neighbourhood working, drawing on local assets,
population health data and community insight to drive prevention-focused, community-
based care. They will support the development of Neighbourhood Health Plans and
maintain delivery functions including winter planning, Better Care Fund delivery and
Special Educational Needs and Disabilities (SEND) transformation.
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2.3 Critically, the structure is designed to create a genuine two-way flow of intelligence and
priorities between place and system — translating system priorities into local delivery
plans while ensuring that resident experience and local insight shape commissioning. This
connectivity between operational delivery and strategic commissioning will support
continuous learning and improvement across the system.

3. Transformation funding

3.1 As part of the ICB's broader commitment to transforming healthcare services and in line
with the 10 Year Plan, a system transformation fund of £42m has been identified for
2026/27. Our overall aims are to address need earlier and more proactively to improve
population health and to reduce increasing demands for non-elective and planned care,
which are driving provider financial challenges; target interventions on long term
conditions, increasing across north east London; rebalance historic patterns of
underinvestment in mental health, primary care, and the outer north east London
boroughs, building community and primary care capacity to address over-utilisation of
acute capacity; improve gquality and resident experience through service improvement,
pathway simplification and quicker access to care; invest in enabling the delivery of shifts
to prevention, community and digital; make sustainable investments in integrated
neighbourhood working.

3.2 For the next three years, £4.8m per annum has been allocated from the Transformation
Fund to support the development of integrated neighbourhood working. Work is underway
to ensure the funding is available as close to the start of the new financial year as possible.
The funding is largely allocated to Place, alongside investment in a north east London
wide organisational development offer:

» Pathway development (£3.5m)

To support rapid, targeted action at place level, it is proposed to establish a
Neighbourhood Place Fund of £500,000 per Place per year for three years, held by the
ICB in the neighbourhood development directorates. Funding would support the delivery
of neighbourhood models which facilitate the three shifts (hospital to community, treatment
to prevention, analogue to digital) and see activity moving closer to home through
proactive care and case management for example. Ideas are already being generated
through Place Partnerships and it is anticipated that a proportion of the funding will be
invested in the local VCFSE.

» Clinical leadership (£1.1m)

General practice is central to the neighbourhood model and sustained clinical engagement
is critical. A new form of clinical leadership is required at Place to design the long-term
model, optimise existing clinical leadership structures, and ensure the robustness of
neighbourhood working. Each Place will receive funding for 10 four-hour sessions per
week, providing flexibility to deploy a mix of roles covering areas of specialism including
babies, children and young people, mental health, long term conditions and digital, working
alongside the Deputy Clinical Director for Neighbourhoods within the ICB's new structure.
The clinical roles will be hosted within a partner organisation at each Place, as part of
developing our alliance-based integrator model.

» Neighbourhood health — organisational development (£0.2m)

A time-limited organisational development offer is proposed to build capability and cohesion
across the system as neighbourhood working is established. The £100,000 one-off
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investment would cover four interrelated areas: a community of practice to share learning
across Places; population health management capability building at strategic and team
level; workforce development to support neighbourhood delivery; and access to coaching
and subject matter expertise. Practically, this would fund the training of a population health
management facilitator and an organisational development facilitator in each Place,
alongside a System Neighbourhood Workforce and Organisational Development Lead.

4. Connectivity with care closer to home and urgent and emergency care

4.1 Work is underway to explore how our neighbourhood health focus connects with urgent
and emergency care models, which we anticipate being one of the areas of focus in the
neighbourhood planning guidance, through the Care Closer to Home Programme
(CCTH). Early modelling of proactive care interventions — central to our neighbourhood
approach —is encouraging, with work remaining grounded in improving whole-population
health and wellbeing outcomes.

4.2 Having completed its 12-week diagnostic phase, the CCTH programme has established a
robust evidence base for enabling activity to be delivered in the community, securing
broad agreement on a prioritised intervention set which supports this left shift. touching
on all parts of our system. There is a recognition that developing appropriate enablers is
also critical, from working with our communities and changing expectations to shifting our
commissioning approach towards an outcomes approach. Proactive neighbourhood care
and case management have been identified as a key priority.

5. Focus on delivery at Place: updates on Better Care Fund, population health
management platform (Optum) roll out, Barking and Dagenham, and Newham

5.1 Revised Better Care Fund

5.1.1. The Better Care Fund (BCF) Framework for 2026/27 has now been published by the
Department of Health and Social Care. The guidance is clear that in working together
under local Health and Wellbeing Boards the BCF Plans should support ICBs and local
authorities in designing and delivering more integrated and preventative care, particularly
for people with more complex health and social care needs, helping people stay
independent for longer.

5.1.2 The plans will be measured against three metrics: reduced delayed discharges, reduced
non elective care and reduced use of long-term care homes. Further reforms affecting
2027/2028 and beyond are anticipated to be announced shortly, with a stronger focus on
integrated neighbourhood working to deliver the metrics identified, as well as the
identification of others to measure impact.

5.2 Population health management (PHM) platform (Optum) roll out

5.2.1 We have continued the roll out of Optum, as part of our population health management
approach:
e Over 98% of GPs have signed up to share data as part of the work, so the data of 2.3m

people is linked through the PHM platform (Optum’s Pathfinder)

e Over 300 platform users are now trained and onboarded with about 250 people in our
online PHM community of practice, a place to share ideas, questions and training
materials

e« We are in the process of facilitating PHM cycles in five of seven places, through local
neighbourhood teams. These consist of Action Learning Sets working through the
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detail of cohort selection, outcome definition, intervention design/delivery and
evaluation. We're supporting a wide range of projects (frailty, high intensity users, long-
term conditions) and are closely tied to neighbourhood strategy and strategic
commissioning development

e We host well attended monthly drop-in sessions as well as bespoke sessions for
analysts, facilitators and others

o Evaluation of the PHM process and of individual projects is ongoing

5.2.2 As mentioned above, there is work underway with five neighbourhoods to understand
their selected cohorts from both data and qualitative angles
e High intensity users in Newham

e Pre-frailty in Waltham Forest, City and Hackney and Barking and Dagenham
e Cardiovascular disease and multimorbidity in Redbridge

The exploratory sessions in these groups have been really valuable — bringing together data
and local experience in a live setting has been well received with a range of perspectives
coming together in workshops to shape the direction the team takes. For example, the
participation of a local resident in the Newham group is helping to shape a holistic set of
conversations around need and wider determinants, beyond an NHS focused conversation.

5.3 Barking and Dagenham: one of the national neighbourhood health implementation
programme pilots

5.3.1The Barking and Dagenham neighbourhood health programme is targeting three
population groups: adults over 18 with four or more long-term conditions (proactive care);
adults aged 18-64 with two to four long-term conditions and rising need (National
Neighbourhood Health Implementation Programme); and children with SEND and
complex needs in special schools.

5.3.2 The Proactive Care Model is now operational across all 31 GP practices in the borough,
with multi-disciplinary teams working collaboratively to identify and support high-need
patients before their conditions escalate. The Eclipse tool has improved case-finding by
supporting clinicians to identify patients who would benefit from Multi-Disciplinary Team
(MDT) support, while MDT meetings have been strengthened to be more collaborative
and structured, with clearer coordination and better information sharing across health and
social care. Personalised care plans are being co-developed with patients, coordinated
through a dedicated care coordinator role. Care City tracked 31 patients through the
pathway over 12 months and found promising improvements compared to the previous
year: for each person involved, hospital admissions fell by an average of two per year,
GP encounters reduced by 14 per year, calls to the 111 service decreased by 0.77 per
year, falls reduced by 1.7 per year and average medication burden fell by 1.6 items. The
electronic frailty index showed only a marginal increase of 0.01 over an average of 17
months, suggesting effective management of frailty progression. Staff report the model is
delivering benefits for both patients and the wider health system.

5.3.3 The National Neighbourhood Health Implementation Programme (NNHIP), in which
Barking and Dagenham is a national pilot site, focuses on younger adults with long-term
conditions whose needs are rising but have not yet reached the complexity threshold for
proactive care. Using an improvement methodology based on action learning sets to
translate ideas into implementation, three neighbourhood workshops covering the south,
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west and north of the borough have been held over the past six weeks. These have
brought together more than 50 participants from general practice, community pharmacy,
community health services, adult social care, care navigation, mental health, Barking,
Havering and Redbridge University Hospitals Trust (BHRUT) and the VCFSE sector. The
workshops have focused on building cross-agency relationships and a shared sense of
purpose, with participants learning about each other's roles, exploring population health
challenges informed by neighbourhood profiles produced by Public Health, and identifying
opportunities for closer collaboration. Further workshops planned for late March will focus
on agreeing the pilot cohort and initiating resident engagement.

5.4 Newham neighbourhood model engagement

54.1 On 5 February the Newham Health and Care Partnership hosted their first
neighbourhood event for system stakeholders including voluntary, community and faith
sectors, local authority, community health services, primary care, acute trust and
education. This was the first opportunity to share information about the proposed
neighbourhoods for Newham. The event was attended by over 100 people who heard
examples of the good practice already taking place including neighbourhood approaches
to cardio vascular disease and supporting families.

5.4.2 Attendees spent time in their neighbourhood geographies working through key questions
for their population and sharing ideas about how neighbourhoods can work in practice.
The outputs of this work will form part of the locality plans for delivery. The VCFSE
launched a set of principles designed by the sector to guide their work as part the Newham
Health and Care Partnership and ensure engagement in neighbourhoods is meaningful
and sustainable.

5.4.3 Given the success of the event it is proposed to hold similar events twice a year. In
addition, a specific event for primary care to discuss key concerns and ongoing
engagement is planned for April. Followed by a series of events with residents.

6. Neighbourhood health framework

6.1 The long-awaited Neighbourhood Health Framework was published by the Department of
Health and Social Care and NHS England on 17 March 2026. As a system, we are
planning to work through the guidance together and to understand its implications for our
approach in north east London, which we will bring back to the Board in spring. The
guidance emphasises that neighbourhood health puts the person at the centre of how we
deliver their health and care — very much the focus of our work in north east London.

6.1.1 Inthe Framework, the following are set out as the aims of neighbourhood health:

e Improve people’s health and care outcomes, reduce health inequalities and help them
stay well at home

e Organise services around the person with more convenient, personalised and joined-
up care

e Reduce pressure on more acute services - including hospitals and care homes

e Cut waste and duplication

o Help the NHS deliver against core targets

6.1.2 The Framework sets out a comprehensive set of NHS goals, objectives and metrics
through which the success of neighbourhood working with be measured. These are
national goals but should not be seen as the ceiling of what neighbourhood health can
achieve — enabling local systems to go further as required. In addition, the Framework
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specifically highlights the role of Health and Wellbeing Boards in enabling ICBs and local
authorities to agree how neighbourhood health can deliver further measurable benefits
and how these will develop over time and to address local priorities and health inequalities
set out in the local joint strategic needs assessment (JSNA). Specifically, the guidance
recommends the use of metrics and outcomes across health and wellbeing, adult social
care, Best Start in Life and neighbourhood health and integration and that ICBs and local
authorities work with other health and wellbeing partners to identify how neighbourhood
health can help improve relevant outcomes for adult social care.

6.1.2.1 The targets set for the NHS include

At least 25 per cent diversion rate from outpatient referrals through “single points of
access” in at least 10 high-volume specialties by next March.

Reduce secondary care outpatient follow-up appointments by at least 10 per cent by
next March.

A 10 per cent reduction in acute outpatient appointments for under-16s by March 2029.
A new target date of March next year for GPs to see 90 per cent of clinically urgent
patients the same day — an objective first announced last autumn.

A 10 per cent reduction in non-elective admissions and bed days for people with mid
to severe frailty, care home residents and housebound patients by March 2029.

A 10 per cent increase in people identified as approaching end of life and a 10 per cent
reduction in their non-elective admissions and bed days by March 2029.

At least a 10 per cent improvement in evidence-based clinical outcomes for people
with cardiovascular disease, diabetes, chronic obstructive pulmonary disease, mental
health conditions and dementia; and

A 10 per cent increase in patients with diabetes receiving all eight recommended
care-process elements.

6.1.3 The Framework places neighbourhood health in the context of other significant reform
agenda for public services, highlighting the following three areas:

1.

2.

improve services for people who need routine healthcare, so neighbourhood health
benefits everyone. Specifically, the NHS will support GP access recovery by:
e new GP access targets improving online access, ensuring practices open
during core hours, and reforming out of hours providing faster access to care
e empowering GPs to deliver better care through:
e proactive population health management
e reduced bureaucracy
e improved access to specialist advice
improve proactive care for people with complex needs
e develop Integrated Neighbourhood teams to deliver better management of
long-term conditions, frailty, children and young people and cancer
e grow community services
o reform outpatients, with closer working between GPs and specialists

3. deliver better alternatives to hospital care

e expand urgent community response services
e increase the capacity of virtual wards and intermediate care
o pilot 24/7 neighbourhood mental health centres
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6.2 It will take some time to work through the guidance, but it is noteworthy that a number of
the targets set are to be achieved by March 2027, despite falling outside the most recent
planning round. It is also noteworthy that these targets are set across elective and non-
elective care and affect all NHS provision from primary care through to acute services and
will therefore have an impact on the delivery of local government and voluntary sector
provision in north east London.

7. Conclusion
7.1 The Board is asked to:
¢ Note and comment on the progress in the programme to date
¢ Note the publication of the national Neighbourhood Health Framewaork
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Executive summary

The report provides an overview of progress with the ICB
organisational change process and a summary of next steps
in the process.

Action / recommendation

The Board is asked to note progress on the organisational
change process.

Previous reporting

Remuneration Committee
Transition Committee

ICB Board
Next steps/ onward reporting None
Conflicts of interest None

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

The organisational change process seeks to improve the
capacity and capability of the ICB to commission services to
improve population health and health equity, in the context of
the requirement to significantly reduce organisational running
costs.

Has an Equalities Impact
Assessment been carried out?

Yes

Impact on finance, performance
and quality

The organisational change seeks over time to embed
commissioning capacity and capability in order to drive
improvements in quality and financial sustainability.

Risks Risks associated with the change process are recorded on
the Board Assurance Framework as reported to the January
2026 board meeting
1.0 Introduction

11

In March 2025, ICBs across England were instructed to reduce running costs by 50%

and take on a refined role as strategic commissioner for their population. North East
London ICB established an ongoing change process in response to this requirement.
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1.2

13

1.4

2.0
2.1

2.2

2.3

24

This report provides an overview of progress to date with the transition to a new
operating model for the ICB.

From a technical viewpoint, good progress has been made with the organisational
change process, particularly since the national agreement on funding for
redundancies with reached in November 2025. The ICB has completed an extensive
staff consultation and finalised new structures; recruitment to populate the new
structures is now underway; voluntary and redundancy and mutually agreed
resignation schemes (MARS) have allowed a number of staff to exit the organisation
voluntarily, and overall progress with the change process is amongst the most
advanced in the country.

From an emotional and cultural perspective, however, it is important to recognise the
very significant challenges associated with implementing change at this degree of
scale and pace. Despite the ICB'’s best efforts to ensure effective communication;
timely and fair processes, and good support for staff, the change process has
inevitably caused ongoing anxiety, distress and trauma to individuals and to the
organisation as a whole. Recovering from this and rebuilding trust, confidence and
self-belief across our workforce must be a key priority once the technical change
process is complete.

The Board is asked to note the contents of this report.

Overview of change process

Following the announcement of the changes to the role and resources of ICBs and
the publication of the ICB Model Blueprint, initial design work on the new operating
model for NHS North East London ICB was undertaken in April and May 2025 in line
with national timelines. An initial consultation and restructure of executive posts was
undertaken in July 2025 with the intention of beginning wider consultation with staff
soon afterwards.

The wider staff consultation required to develop final structures and progress with the
change process was delayed in the summer and autumn due to challenges at
national level with agreeing funding to support the costs of implementing changes to
ICBs. Funding was agreed in November 2025 and a consultation with all staff was
undertaken in December and January. Extensive feedback was received and a full
response was provided along with the final operating model and organisational
structures in February 2026.

The new operating model seeks to ensure the ICB is able to deliver its refined role as
a strategic commissioner whilst maintaining oversight of key statutory functions and
significantly lowering running costs in line with national requirements. The new
operating model is centres on four departments: strategy, strategic commissioning,
clinical and quality commissioning, and finance and resources. A summary of new
structures is provided in Appendix A.

A separate consultation was undertaken with Clinical Director and Clinical Leads
regarding clinical roles and resources in the new ICB. This consultation received
extensive and often challenging feedback and a number of changes and additions to
the clinical resources within the new ICB structures were made as a result of this.
The ICB recognises ongoing concerns and frustrations felt by clinicians as a result of
the change process.
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2.5

2.6

2.7

2.8

29

2.10

3.0
3.1

The ICB will continue to host a number of shared services on behalf of the London
ICBs and will transfer a number of services to provider organisations later in the year.
Further delegation of commissioning responsibilities to ICBs is expected next year
along with the creation of an Office for Pan-ICB Commissioning (OPIC) to support
London ICBs in undertaking shared commissioning activities.

As part of the change process, the ICB offered a voluntary redundancy and a
mutually agreed resignation scheme to staff based on national terms and conditions.
This has resulted in 155 staff leaving on voluntary terms and will significantly reduce
the number of compulsory redundancies resulting from the change process.

Implementation of the new operating model is now underway through an on-going
recruitment and redeployment process. Recruitment and selection to Director and
Deputy Director posts is now largely completed with remaining recruitment due to be
undertaken in April, May and June. Very sadly, a number of staff are then likely to
leave as a result of compulsory redundancy at the end of each stage of recruitment.

Despite the very challenging circumstances, staff have been supported through the
change process with regular communications, team meetings and weekly all staff
briefings to provide updates and respond to questions. The consultation respond
sought to respond to all points raised in response to the proposed structures and a
number of changes were made in light of suggestions and feedback from staff.

Equality and quality impact assessments have been undertaken and shared with
staff at each stage of the change process, and this will be an ongoing area of focus
given the significant risk that the change process exacerbates existing inequities
within the ICB workforce. Regular engagement has also been undertaken with staff
networks and trade unions throughout the change process.

Wider staff support has been provided through a combination of practical workshops
focusing on career planning, curriculum vitae (CV) development and recruitment and
selection skills, along with a range of emotional and wellbeing support given the
anxiety and distress caused by the change process. Specific support is being offered
to unassigned staff and access to internal opportunities within partner organisations
has been agreed to maximise opportunities for staff.

Next steps in the change process
There are a number of critical next steps in the change process which are currently
being prioritised:

e Ensuring we recognise the contribution and commitment of those leaving the ICB
in March and April. This is being achieved through communication and dedicated
events and the creation of an alumni network for staff

o Delivering a timely and fair recruitment and selection process over the first
guarter of 26/27, so that the new structures can be fully populated

e Supporting people in the redeployment process in order to maximise
opportunities for these values members of staff and minimise compulsory
redundancies resulting from the change process

¢ Ensuring effective transition arrangements are in place for all areas and revising
our work programme where needed to align with resources available
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¢ Understanding the new regional operating model which is likely to be consulted
on during the early part of 2026/27 and which will have implications for the
respective roles of the region and the ICB

e Preparing for the development of the Office of Pan-ICB Commissioning (OPIC)
which will be a shared function across the London ICBs with responsibility for a
range of collective commissioning activities

¢ Implementing intended functional and staff transfers to provider organisations,
and

¢ Designing the next phase of work to revitalise and develop our new teams to be
effective strategic commissioners.

Attachments
Appendix A: Summary of new operating model

End
Ralph Coulbeck, Chief Strategy Officer, 19 March 2026
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Context

e Mandate for all ICBs to reduce running costs by c50% (to c£19/pop head)

e National 10-Year Plan for Health requires ICB to evolve to become leaner,
more agile organisations that can lead the required improvements

e Need to re-align the organisation to the model ICB blueprint and 10-year
Plan, focused on the role of strategic commissioner

O
O
O

O

driving improvements in population health

tackling health inequalities

leading a shift from hospital-based to community care, from cure to prevention and analogue
to digital

ensuring equitable access to consistent, high-quality, integrated care across our communities

e We reviewed our functions, structures and priorities and in June 2025 we
ran a consultation for the executive management team which reduced the
existing six chief officer posts to four — aligned with the model ICB functions.
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The staff consultation

e We launched a consultation across the organisation on 1 December
2025 to consider how best to align our workforce with the new ICB
remit. A separate consultation for clinical leads ran in parallel.

e Both consultation processes closed on 21 January and there were

over 4000 pieces of individual correspondence covering a wide
range of points.

e We are sharing the outcome of the consultation in two phases:

e The detailed response to the feedback and final structures was shared on 12
February

e Matching outcomes and final versions of JDs are being shared on 26
February
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Out of Scope

e A small number of teams were identified as out of scope of the process
including the Continuing Healthcare Team, Local Maternity and Neonatal
System Team and some clinical teams in the Safeguarding Directorate.

e During the consultation period we were notified that it will be a continued
requirement for ICBs to commission or provide a System Coordination Centre
and to provide an Emergency Preparedness, Resilience and Response
function, a change from previous national policy. We therefore ran an
additional consultation process ending on 16 February for this team. The
outcomes will be in two phases for this team also:

e 23 February for structures and feedback

e 26 February for mapping and JDs.
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Staffing numbers
e Original proposal reduced staffing (WTE) from 855 to 573. Final structure
added 24 roles — 597 (still a reduction of 42% from the current organisation)

e About 150 staff will leave in March/April via voluntary redundancy or MARS
(mutually agreed resignation scheme)

e We estimate that we will have around 15% fewer roles than people when
we start the selection process which highlights the level of competition in
the selection process.
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Outcomes — key themes

Overarching themes from the feedback

Insufficient resource and capacity, too many posts being
removed, need commensurately less work, need to work
more efficiently

Differential impact by band with more higher band posts

being retained and more lower band posts being reduced,

loss of delivery capacity

Threat to career progression with removal of some posts
meaning a large jump up

Duplication of roles and responsibilities and inconsistency

of job titles, some within same band have different job
titles, some in different bands have same job title

Concern re proposed selection process, pools too large,
burdensome process, interviews should be worth more
than application

Responses to overarching themes of feedback

A modest increase in resources has been made in key
areas, enabled by changes in non-pay and wider cost
assumptions. In addition, a full stocktake will be
undertaken identifying work that can stop, pause or
reduce

Additional resources have been weighted towards lower
bands wherever possible and the differential impact
between bands has been reduced in our final structures.

Additional posts have been added in some areas to
address this; career progression across teams will also
be encouraged where appropriate.

Updated job descriptions and job titles as appropriate

Amendments to selection process agreed and provided
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Introduction

In line with the model ICB Blueprint and the 10 Year Health Plan, the ICB
is an organisation focused on strategic commissioning of health care
services for north east London.

All four departments of the ICB will contribute to delivery of the
strategic commissioning cycle from strategy and planning through
resource allocation to planning and to review and evaluation

Our structure comprises four departments which we work through in
more detail on the following slides:

e Strategy

e Strategic Commissioning

e C(linical and Quality Commissioning
e Finance and Resources
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Departments and Directorates

Strategy Strategic Clinical and Quality Finance and
Commissioning Commissioning Resources
( - A 7 . ™\ ( . - N\ .
Strategy and Population Health Commmissioning Deputy Clinical Directors Finance and One London
« Strategic planning; population health « Primary Care; Proactive Care and *Primary Care; Proactive Care; Planned « Financial management and reporting;
management; health equity and inclusion; Planned Care responsible for Care/Specialist Services; Mental Health, financial strategy, planning and resource
regeneration and infrastructure development of commissioning Learning Disability and Autism; and allocation; corporate finance
frameworks, priorities and plans; service Maternity
L ) redesign and engagement with local L ) L
residents and wider stakeholders,
p < specification development and provider p < p
Intelligence and Insights \_relations J Clinical Quality and Commissioning People and Corporate Support
» Commissioning and contracting analytics; « Provide subject expertise in regulatory * Human resources; chief of staff;
population health analytics C - N quality through CQC and NICE guidance. governance and business support;
ontracting «Develops a culture of quality communications and complaints
* Oversees the full procurement and «Develops a quality management system
S y contracting lifecycle. Includes GP 9 y S
commissioning; Dentistry, Optometry and
Pharmacy contracting hosted for London
(Digital and IT ) (_ICBs; and London Commercial Hub y, (Prescribing and Medicines Optimisation )
+ Digital stratfegy; digital delli_\l_/ery provi?inlgr *Provides safe and effective use of medicines
provision ot primary care I'l, corporate ON ™\ within the budget; allows transfer of care
and cyber security arrangements Neighbourhood Development and related megdicines risk issues; provides
*Inner accountability for regulatory compliance;
\. J * Outgr_ o _ provides delegated or transferred
* Multidisciplinary teams in each of the 7 responsibilities for commissioning
- N places working with HWBBS, engaging \_ Y,
with local people, building community
capacity etc. Leads for workforce p N
North East London Cancer Alliance \commissioning <
Safeguarding and Continuing Healthcare
. J
. J
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Strategy Department

The department will provide the evidence, analytical rigour, strategic
insight and digital innovation required to underpin effective
commissioning and system improvement through four directorates.
e Strategy and Population Health

* Intelligence and Insights

e Digital and IT

 North East London Cancer Alliance
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Strategy and Population Health

The directorate will lead the development of long-term strategies and
medium-term plans to take a proactive and preventative approach to

improving population health outcomes as well as securing improved equity
and value through four key teams:

e Strategic Planning

* Population Health Management
 Health Equity and Inclusion
 Regeneration and infrastructure

We will work closely with place partnerships, borough-based teams, providers,

local authorities and the voluntary, community, faith and social enterprise
sector.
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Intelligence and Insights

The directorate will ensure that the ICB and its partners have access to the
information, modelling and insight required to understand population health
needs, plan effectively, allocate resources and measure impact.

The directorate will also play a leading role in system-wide data and
intelligence collaboration and integrating analytical capability into every part
of the commissioning cycle. Key teams include:

e Commissioning and Contracting Analytics

e Population Health Analytics
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Digital and IT

The directorate will ensure that digital transformation is central to the ICB’s
strategic and commissioning agenda, driving a shift from analogue to digital,

as well as providing essential IT services to the ICB and its partners. The
directorate will have:

e A small digital strategy team providing digital strategy, digital transformation,
and information governance.

* Alarger digital delivery team directly providing support services and
undertaking:

e Provision of primary care IT
e Provision of corporate IT services to NEL ICB

e Oversight of cyber security arrangements for all IT services provided by the ICB.
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North East London Cancer Alliance

The North East London Cancer Alliance helps to improve the diagnosis,
treatment and care for local cancer patients.

We aim to create a dedicated cancer alliance team within the ICB
comprising programme and delivery roles.

The team will be functionally distinct from the ICB’s commissioning
functions and our proposal (a model already in place around the country) is
to transfer responsibility to another organisation — likely to be an NHS
provider. Two phases are envisioned:

* Phase 1 — creation of a dedicated cancer alliance team within the ICB

e Phate 2 — transfer of the team and its functions to a suitable organisation at
a later date.
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Key changes following consultation

e A Head of Health Equity and Prevention has been added with a greater focus

on neighbourhood development in the Health Equity and Population Health
teams

 The public health consultant role has been removed in response to feedback
that the new structure delivers the relationship in other ways

e Additional posts to address system capital planning and support primary care

estates planning and oversight. Over time some of these roles may transfer to a
provider

e Business Intelligence Developer and Platform Manager roles have been added
to support data flows and transformation with the One London data service

e Ways of working a strong feature of the feedback
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Strategic Commissioning Department

The department will bring together the functions responsible for
planning, designing, commissioning, procuring and contracting
services and for place delivery through six directorates.

e Three Commissioning Directorates (Primary Care, Proactive Care and
Planned Care)

* Contracting Directorate

 Two Neighbourhood Development Directorates (Inner and Outer London)
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Commiissioning Directorates

Responsible for development of commissioning frameworks, priorities and plans; service
redesign and engagement with local residents and wider stakeholders; specification
development; provider relations and market shaping. Guided by:

* All-age, preventative and population health approach informed by a wide range of data
including resident and community voice

e Strategic, joint commissioning with local authorities across adult, children’s and public
health

e Parity of esteem across mental and physical health, across all areas: preventative to
proactive, primary to planned, maternity to prescribing, urgent & emergency to end of life

e Close working with multi-disciplinary clinical and care commissioners to lead pathway
design and ensure commissioning approaches reflect best practice, achieve high quality and
deliver sustainable outcomes

e Informed by subject matter experts in workforce, estate, digital and other enablers.
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Contracting Directorate

Working closely with strategic commissioning and finance directorates
and across the NHS, independent sector and primary care

Oversees the full procurement and contracting lifecycle, ensuring
transparency, compliance and value for money, developing innovative
contracting and payment models

* Includes moving GP commissioning function into the directorate

e Dentistry, Optometry and Pharmacy contracting (DOPs) hosted for London ICBs
will sit in the directorate

e London Commercial Hub will also be hosted here and continue to provide a
single service to participating ICBs and London Region for procurement and
contracting.
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Neighbourhood Development Directorates

A multi-disciplinary, dedicated place delivery team, comprising 8 people, in each of the ICB’s
seven places will enable neighbourhood development, support place partnerships, work with
HWBBs, engage with local people, build community capacity and ensure the two-way flow of
information. The teams will be grouped into two Directorates:

* Inner — City and Hackney, Newham and Tower Hamlets
e QOuter — Barking and Dagenham, Havering, Redbridge, and Waltham Forest

Will build strong relationships and a robust interface between strategic commissioning and
integrated neighbourhood working led at Place to ensure effective connectivity and that local
needs are correctly identified and appropriately responded to

Will provide a range of enabling support to primary care and medicines optimisation

Will ensure effective planning and joined-up working to deliver e.g. winter planning, Better Care
Fund initiatives, and in areas such as Special Educational Needs and disability

Will lead for workforce commissioning including Work Well and other central government
initiatives and for SEND co-ordination
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Key changes following consultation

Addressed concerns over risks to statutory responsibilities:

e Refocused JDs and added capacity to the Complex Care Team to deliver our statutory duties for individuals
with complex needs and jointly funded packages

* Added two new senior SEND roles, reporting directly to the Neighbourhood Development Director
Other additional capacity:

e Contracting — primary care leadership capacity and capacity in proactive and planned care

e Commissioning — new UEC and Diagnostics commissioning roles

e Changed skills mix to create greater flexibility

Recognition of importance of ways of working, with matrix and dotted line management
arrangements strengthened across the Department

Better connectivity for engagement functions to ensure e.g. health literacy, community
leadership and the People’s Panel continue

Workforce commissioning now part of neighbourhood development directorate creating
stronger links with local government and neighbourhood health

149



NHS

North East London

Clinical and Quality Commissioning Department




Clinical and Quality Commissioning Department

The department brings together the functions responsible for clinical leadership,
ensuring a clinical voice in the commissioning process and ensuring quality is
embedded in strategic commissioning

Deputy Clinical Directors
Clinical Quality and Commissioning
Prescribing and Medicines Optimisation

Safeguarding and Continuing Healthcare. The ICB will remain statutorily responsible for
safeguarding and continuing healthcare (the Barking, Havering and Redbridge
continuing healthcare adult and continue healthcare assessment, review and case
management team) until any transfer of these functions to an alternative provider

Maternity. The Local Maternity and Neonatal System (LMNS) is a collective partnership.
It is proposed that this service would sit more appropriately in an NHS Trust.
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Deputy Clinical Directors

Primary Care; Proactive Care; Planned Care/Specialist Services; Mental
Health, Learning Disability and Autism; and Maternity

Will work with directors of commissioning to ensure the process is
clinically led and clinically informed

Develop outcome-based commissioning strategies and service
specifications

Lead service redesign and pathway transformation
Embed prevention and early intervention in commissioning plans
Engage residents, providers and partners to co-design services

Ensure commissioning activity is consistent, evidence-led and aligned
across boroughs and places
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Clinical and Quality Commissioning

e Provide subject expertise in regulatory quality through Care Quality
Commissioning (CQC) and National Institute for Health and Care

Excel
e Deve

e Deve

ence (NICE) guidance
op a culture of quality throughout the organisation

op a quality management system that matches the

commissioning cycle; in particular using population health data.

153



Prescribing and Medicines Optimisation

Working with the strategic commissioning directorates for primary,
proactive and planned care the function will:
* Provide safe and effective use of medicines including the system budget
e Allow transfer of care and related medicines risk issues
e Provide delegated or transferred responsibilities for commissioning
e Provide accountability for regulatory compliance
* Provide co-ordination of pharmacy input to strategic programmes

* Provide strategic direction for the delivery of national pharmacy medicines
optimisation strategies and programmes

e Be responsible for oversight and safe, effective management of the primary
care prescribing budget.
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Key changes following consultation

e Anincrease in clinical resource — up by a third from the original proposal

 |dentified a post for clinical leadership of babies, children and young
people

e Created two clinical director posts for mental health, learning disabilities
and autism

e Added an Infection, Prevention and Control (IPC) nurse to bolster our
support for vulnerable residents in the community and patients at risk

 The ICB will raise with NHSE that Learning from lives and deaths — people
with a learning disability and autistic people (LeDeR) is not currently
funded by NHSE as a commissioned service.
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Finance and Corporate Support Department

The Department provides the full range of finance, corporate
and support services to the ICB and plays a critical role in

supporting it to fulfil its role as a strategic commissioner with a
budget of £6.2 billion.

 Finance Directorate (and One London)

e People and Corporate Support Directorate
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Finance Directorate

e Financial Management and Reporting — with three teams responsible for end-to-
end support for the commissioning directorates, primary care and prescribing

e Financial Strategy, Planning and Resource Allocation — overseeing the
management of the ICB’s budget allocation, including budget setting, the annual
operating plan process, cost improvement or management and reporting and
managing monthly returns to NHSE

e Corporate Finance — manages the financial ledger, prepares and submits annual

accounts including work with the auditors and local counter fraud service and
provides management accounting for the ICB’s corporate budget

 OnelLondon Data and Analytics Service (OL-DAS) which brings together health and
care partners across London to create a single consolidated dataset known as the
sub-national secure data environment network
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People and Corporate Support

Will focus on the smooth running of the organisation, compliance with statutory
functions and the wellbeing of the ICB’s workforce

People and corporate support broadly covering human resources services delivered
through a business partnering approach

Chief of Staff — the team will be responsible for public affairs inc. policy development,
horizon scanning, stakeholder management and support for the chief executive officer

Governance and Business Support — responsible for the systems and processes that ensure
the safe and proper governance of the ICB e.g. the Board, committees, risk management
and compliance, the annual report and business and administrative support

Communications and Complaints — providing external and internal communications
expertise to protect the ICB’s reputation including media handling, campaigns, statutory
consultations and celebrating the ICB’s achievements; and providing an efficient and
responsive complaints service.
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Key changes following consultation

 The key changes in the Finance and Corporate Support Department are largely
focused on the internal working of the organisation. However, we have:

* Added capacity to our public affairs function where there will be a key interface with
partners

* Increased our communications capacity, recognising that we will need to forge a different
relationship with communications teams across our system

* Recognised the importance of a strong people function

» Refocused our strategic resource allocation capability
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information

Executive summary Key items:

e The paper updates the Board on the key information
submitted to NHS England (NHSE) in month 11. This
includes system revenue, efficiencies, capital and the run-
rate position

e The ICS operating plan expected a system breakeven
position by year-end (£2.5m surplus for the ICB and £2.5m
deficit for providers).

e Following discussions with NHSE, Barking, Havering and
Redbridge University Hospitals Trust (BHRUT) moved its
forecast position away from plan. Including the loss of deficit
support funding, BHRUT is expected to record a year-end
deficit of £65.1m. Homerton Healthcare received its full
deficit support fund of £14.5m this month.

e With deficit support funding, Homerton Healthcare is now
forecasting to achieve plan. Along with the ICB, Barts
Health, North East London NHS Foundation Trust (NELFT)
and a small forecast surplus at East London NHS
Foundation Trust (ELFT), the year-end forecast position for
this element of the system is marginally ahead of plan.
However, with BHRUT's position, the overall system
position is to be a deficit of £64.5m.

e At month 11, the expected year-to-date position was a
deficit of £6.1m (ICB £1.7m surplus, providers £7.7m
deficit). Actual delivery was a deficit of £70.7m, which is an
adverse variance to plan of £64.7m (ICB positive variance
of £0.6m).

e At Month 11, £303.1m of efficiencies were delivered against
a plan of £328.3m, resulting in slippage of £25.1m (ICB
£0.2m ahead of plan and £25.1m behind plan for the
providers).

e Thereis a forecast system capital overspend at month 11 of
£7.7m. This relates to schemes agreed at BHRUT and
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Homerton Healthcare. Funding solutions continue to be
explored.

Action required

The ICB Board is asked to note the month 11 financial position
and the level of risk associated with delivery of the financial
plan.

Previous reporting

Previous reporting to Finance, Performance and Investment
Committee.

Next steps/ onward
reporting

Future financial and risk updates will be given to the ICB
Board, Finance, Performance and Investment Committee and
the Audit and Risk Committee.

Conflicts of interest

No conflicts of interest have been identified.

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 25/26
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 still a level of financial risk associated with the
delivery of the system financial position. At month 11 the main
risks flagged are in relation to efficiency slippage and run rate
pressures.

Further updates will continue to be given to the Board and
Finance, Performance and Investment Committee.

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 11 financial position.

The ICB Board is recommended to note the information in the finance overview.

2. Month 11 finance overview
The operating plan submitted at the end of April expected a breakeven position at year-end (ICB
surplus of £2.5m and provider deficit of £2.5m).

Due to ongoing pressures throughout the financial year, NHS England (NHSE) agreed at month
9 that Barking, Havering and Redbridge University Hospitals Trust (BHRUT) and Homerton
Healthcare could revise their forecasts.

At month 11, Homerton Healthcare, received its deficit support funding in full which means it is
expected to deliver its planned £2.5m deficit. This means that the month 11 forecast system
position is expected to be a deficit of £64.5m (deficit of £65.1m for BHRUT, £2.5m for Homerton

2
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Healthcare and an East London NHS Foundation Trust (ELFT) and ICB surplus of £0.6m and
£2.5m respectively). The revised forecast takes into account the loss of the deficit support fund
for months 4 to 12 for BHRUT, ongoing run rate pressures and efficiency slippage at BHRUT.

At month 11, the Integrated Car System (ICS) planned system deficit was £6.1m (£1.7m surplus
for the ICB and £7.7m deficit for providers) and the actual year-to-date deficit is £70.7m. This is
an adverse variance to plan of £64.7m.

The variance from plan is primarily driven by the providers. The exception is ELFT, which is
reporting a surplus, while Homerton Healthcare is currently on plan to deliver the £2.5m planned
deficit. The ICB is also reporting a positive variance of £0.6m against plan.

2.1. ICS Month 11 reported position
The reported year-to-date variance and forecast variance is summarised by statutory
organisation in table 1 below.

Financial Recovery

Operating Plan -YTD Month 12 Plan -YTD
FRP plan
var. to
Organisation Actual Variance ] Forecast § FRP Plan actual
b c (b-a)
£m £m
BHRUT (2.6) (67.0) (54.3) (65.1)
Barts Health (1.3) (12.4) (11.1) 0.0
East London NHSFT (0.2) 0.5 0.7 0.6
Homerton (2.3) (2.3) 0.0 (2.5)
NELFT (1.4) (2.0) (0.6) 0.0
Total NEL Providers (7.7) (73.0) (65.3) (67.0)
NEL ICB 1.7 23 0.6 25
NEL System Total 1)  (70.0) (4D (64.5)
Non-Recurrent Deficit Support Fund (DSF) (38.5) (10.5) 28.0 (25.0)
Surplus / (Deficit) excluding Deficit Support (44.6) (81.2) 6363 (89.5)

Table 1

Providers are reporting a year-to-date deficit of £73m at month 11 and the ICB is reporting a
surplus of £2.3m.

The system finance recovery plan (FRP) assumed a month 11 year-to-date deficit of £20.2m
compared to an actual year-to-date deficit of £70.7m (variance £50.6m). The ICB and ELFT
have reported ahead of trajectory, Homerton on plan after receiving deficit support funding and
the other providers reporting behind trajectory.

The key pressures and performance indicators 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 11 is £328.3m. Of this, £303.1m has been delivered, leaving a year-
to-date balance against plan of £25.1m (£0.2m over delivery for the ICB and £25.4m under
delivery for providers).

Total forecast efficiency slippage at year-end is, £24.5m. This largely relates to BHRUT and
has been reflected in their overall forecast position.

3
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Month 11 Forecast

Efficiencies Actual Variance Actual Variance
£m £m £m £m
BHRUT 54.7 32.6 (22.1) 61.5 37.1 (24.4)
Barts 152.5 1415 (11.0) 168.0 168.0 (0.0
ELFT 28.6 27.6 (1.0 31.9 30.0 (1.9)
Homerton 225 23.1 0.7 24.5 24.5 0.0
NELFT 35.9 44.0 8.1 44.0 45.5 1.5
Total Provider Efficiency 294.3 268.9 (25.4) 329.9 305.1 (24.8)
NEL ICB 34.0 34.3 0.2 37.8 38.1 0.3
Total System Efficiency 328.3 303.1 (25.1) 367.7 343.1 (24.5)
Table 2

Run rate pressures — Provider run rate pressures are largely across pay areas. In addition,
BHRUT has reported activity related pay pressures and a loss of income. North East London
NHS Foundation Trust (NELFT) has reported ongoing pressures with extra bed purchases
to meet demand and legal fees.

The ICB has reported year-to-date pressures in relation to the mental health and learning
disability and autism areas of spend and in particular with attention deficit hyperactivity
disorder (ADHD) and section 117 packages of care. Additionally, there are pressures in
relation to the independent sector and non-contract activity. A mitigation plan is being
developed to manage activity overperformance.

Pay, including agency — providers are reporting a month 11 pay overspend variance of
£65.9m. However, within this the level of agency spend has fallen and is reporting a month
11 underspend of £9.5m. Therefore, the overspend is driven by bank and substantive
staffing levels.

Capital (see table 3) - The adverse variance at Homerton Healthcare and BHRUT relates to
additional estates safety and constitutional schemes. Capital spend in relation to the ICB
relates to primary care. This is managed by the ICB but is accounted for by NHSE.

YTD YTD Annual Forecast

VAT B/EES Actual Variance Plan Forecast Variance
£m £m £m £m £m £m
BHRUT 21.5 15.1 6.4 23.9 27.6 3.7)
Barts Health 75.0 70.0 51 101.4 101.9 (0.4)
East London NHSFT 21.4 17.2 4.2 23.2 22.3 0.9
Homerton 26.5 28.2 .7 35.6 39.8 4.2)
NELFT 16.7 13.7 3.0 25.7 25.9 (0.2)
Total NEL Providers 161.0 144.1 16.9 209.9 217.6 (7.7)
NEL ICB 2.9 2.9 0.0 4.0 4.0 0.0
NEL System Total 163.9 147.0 16.9 213.9 221.5 (7.7)

Table 3

2.2. ICB Year-to-date and forecast position (see table 4)
The ICB year-to-date position is a surplus of £2m, resulting in an underspend against plan of
£1.1m. The summary year-to-date and forecast position is shown below.
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Month 11 FOT
Variance  Variance
£m £m
Acute (4.2) (7.2)
Mental Health (21.6) (23.0)
Community Health (8.4) (10.3)
Continuing Care (4.6) (5.2)
Primary Care - Co Commissioning (0.3) (0.4)
Primary Care - DOPs (0.2) (0.2)
Primary Care - Other 0.3 0.6
Running Costs 0.2 2.7
Specialised Commissioning 0.0 0.0
Programme Wide Admin (Programme Corporate) 8.6 9.5
Other 31.0 33.5
Total Variance to Plan 0.6 0.0
Planned (Deficit) / Surplus 1.7 2.5
(Deficit) / Surplus 2.3 2.5

Table 4

Acute — is reporting a £4.2m overspend at month 11. This is in relation to the independent sector
and non-contract activity. The forecast outturn for the independent sector has been updated at
month 11 to the best estimate of outturn (based on current activity trends this is circa £22.3m).
Contractual processes are still in place on these contracts. Non-contract activity spend is also
reporting an overspend, largely due to weight management services.

Mental health and learning disabilities and autism (LDA) - there are run rate pressures in mental
health as a result of autism, ADHD and section 117 placements (both mental health and LDA).
Mental health overspends are included in the mental health investment standard (MHIS)
collection of costs, with LDA sitting outside this. The mental health related overspends have
been covered by the MHIS risk reserve held by the ICB in the operating plan. The remaining
year-to-date overspend and forecast position are in relation to ADHD and LDA services. The
ICB is reporting spend in line with the mental health investment standard in 25/26.

Community health — the year-to-date and forecast overspend is a result of winter and equipment
pressures, this includes a provision made in community after a provider went into liquidation.

Continuing healthcare (CHC) - within the year-to-date position there is an overspend of £4.6m
in CHC. This is in relation to the costs of the CHC assessment and support team, CHC adult
fully funded packages and year-to-date saving slippage. The ICB is forecasting to achieve 87%
(5.2m) of the £6m saving target by year-end. These include complex case management and
assessments backlog. We are also starting to see data quality benefits from the north east
London-wide CHC system implementation.

Primary Care — Primary care services have increased year-to-date, resulting in higher forecast
across activity-based contracts and, alongside non-recurrent pressures, an overall rise in
projected spend. Prescribing continues to show an underspend consistent with last month. The
co-commissioning position reflects ongoing cost increases across the portfolio, including
premises reimbursements and locum claims, which have risen throughout the year. Dental
forecasts are also increasing as year-end approaches, with income shortfalls and additional
pressures contributing to a higher overall year-end projection.
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2.3 ICB efficiencies (see table 5)
The position on ICB savings is shown in the table below:

YTD YTD
L . YTD .
Efficiencies Efficiency Efficiency  Forecast
Actual .
Plan Variance
£m £m £m £m
Prescribing 9.0 111 21 125
Continuing Healthcare 5.3 4.7 (0.6) 5.2
Other Internal CIPs 3.1 4.6 15 5.3
Commissioning Efficiencies 10.2 9.6 (0.6) 10.4
Pathway Changes 2.1 0.8 (1.3) 0.9
Voids 0.9 0.0 (0.9) 0.0
Decommissioning 3.4 3.4 0.0 3.7
NEL Total 34.0 34.3 0.2 38.1
Table 5

At Month 11, the ICB is delivering prescribing and other internal efficiencies ahead of plan
(£3.6m over delivery). The ICB expects to deliver £38.1m of efficiencies to deliver the expected
surplus plan at year-end. Delivering efficiencies carries risks due to the non-recurrent nature of
some schemes and challenges in implementation.

12% (£4.5m) of the ICB schemes are categorised as non-recurrent. This will impact on the
underlying position moving into 26/27. However, 100% of schemes (£38.1m) are categorised
as low risk.

Efficiency delivery and oversight continue to be reviewed at the ICB Financial Sustainability
Board (FSB) which reports to the Finance, Performance and Investment Committee.

3. ICB risk and mitigations
The ICB is reporting that it will deliver a surplus of £2.5m at year-end. To achieve this, the
following assumptions are included in the forecast:

i.  Efficiencies are assumed to continue in line with performance to date.
ii. The risk associated with the delivery of efficiencies will be mitigated by oversight of
delivery and corrective action taken where required.
iii.  Further opportunities continue to be identified to manage the ongoing requirement to
manage risks, balance the forecast and deliver recurrent benefits.
iv.  The run-rate of existing spend will remain in line with current trends.
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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 December 2025. For urgent and emergency care
(UEC) January 2026 data is available. The aim is to
provide assurance regarding the effective monitoring of
performance, identification of risks to delivery and the
mitigating actions put in place.

o Elective care performance continues to face sustained
pressure, driven by system changes/upgrades, demand,
backlog clearance and long waits.

¢ Barking, Havering and Redbridge University Hospitals
Trust (BHRUT) returned to national referral to treatment
(RTT) reporting in December as expected post the
electronic patient record system going live in November.

e Cancer performance was achieved against operating plan
trajectories, 31-day performance also surpassed the
constitutional standard (96%) and 62-day exceeded the
March 26 ask (75%).

e There is no nationally published diagnostics waiting times
and activity (DM01) data for BHRUT for November and
December. BHRUT is expected to return to DM01
reporting in January 2026.

e The published position against the 4-hour emergency
department standard in in north east London in January
was 75.6%, below trajectory but ranked second in London
for the month.

¢ In January, the percentage of general and acute (G&A)
overnight beds occupied in north east London was 92.0%,
22.9% of patients had a length of stay of more than (>)21-
days, 13.7% of patients no longer met the criteria to
reside.

e Virtual ward occupancy was 79.4% for the month. A
formal update on virtual wards was presented to the
Finance, Performance and Investment Committee (FPIC)
in January.

e The number of appointments delivered in general practice
in December was above plan.

o Referrals to urgent community response services
remained above planned levels in December.
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Community services waiting lists remain challenged.

e Average length of stay for adult mental health acute beds
met trajectory in December. A further six metrics showed
an improved position compared to the previous month
(severe mental illness physical health checks, perinatal
access, children and young people (CYP) access, CYP
eating disorder referral, inappropriate out-of-area
placements, and individual placement support).

Key areas of improvement / 1. North east London has secured additional national NHS
concern England (NHSE) elective ‘sprint’ funding to support RTT
delivery in Q4 and improve the March 26 exit position:

0 Q4 core outpatient performance sprint - providers to
be paid for all first outpatient activity above Q4 plan
to support overarching RTT delivery. All three north
east London acute Trusts taking part.

o >b52week wait delivery of March 26 ask - additional
funding secured by Barts Health and BHRUT for
day-case and inpatient activity (via waiting list
initiatives, insourcing, and additional theatre
sessions). NHSE funding supplemented by the ICB.

0 Additional NHSE funding allocated to BHRUT to
support RTT performance and waiting list size post
electronic patient record implementation, including
use of the independent sector.

Detailed tracking against ‘sprint’ delivery (activity
undertaken, and impact on waiting list size, >18week
waits and >52week waits) is via NHSE Tier 1 meetings
with Barts Health (this also meets ICB requirements).
Existing regular touchpoints with BHRUT and Homerton
Healthcare are being used to monitor delivery at ICB
level.

2. There is no nationally published DM01 data for BHRUT
for November and December, post electronic patient
record implementation due to ongoing data quality
issues, specifically impacting radiology. BHRUT is
expected to return to DMO1 reporting in January 26.

3. A formal update on virtual wards was presented to FPIC
in January following queries raised by the committee
regarding utilisation, and the overarching strategy critical
to support the left shift.

Action / recommendation The Board is asked to note the report. Further queries may
be raised with the ICB 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.

Next steps/ onward reporting The performance report interfaces the executive
management team, Finance, Performance and Investment
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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 NEL population.

Has an Equalities Impact
Assessment been carried out?

An equalities impact assessment is not required for this
report.

Impact on finance, performance
and quality

Balance between delivery of the required financial position
versus delivery of performance, quality, and activity
requirements.

Risks

The risks and issues are described against the relevant
performance domains.

1.0 Introduction

1.1 This is the Months 9 and10 performance report tracking against 2025/26 trajectories
and operating plan requirements. The aim is to provide assurance 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 December 2025. For urgent and emergency care
(UEC) January 2026 data is available. The detailed description and analysis for each
of the domains is included in these slides.

1.3 The system’s performance against the agreed activity volumes and standards has an
impact on all four of the Integrated Care System (ICS)’s strategic aims:

2.0 Key messages

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

2.1 On 11 December, NHS England (NHSE) published the Q2 2025/26 oversight
segment scores for acute, non-acute and ambulance Trusts in line with the new
national NHS Oversight Framework for 2025/26. Primary care providers, primary
care networks, provider collaboratives and independent sector providers of NHS
services are not currently included in the framework. ICBs will also not be segmented
in 2025/26 due to the significant changes and requirements of the Model ICB
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2.2

2.3

24

Blueprint. For Q2, all north east London NHS Trusts (Barts Health, Barking, Havering
and Redbridge University Hospitals Trust (BHRUT), Homerton Healthcare, East
London NHS Foundation Trust (ELFT) and North East London NHS Foundation
Trust (NELFT)) are placed in segment 3 (1 high-performing to 5 most challenged).
The biggest change relates to NELFT which has entered financial deficit, and
financial override has been applied for Q2. Segmentation has deteriorated as a result
(moved from segment 1 to 3). London Ambulance Service has an improved position
for Q2 (moved from segment 3 to segment 2). More detail regarding the NHS
Oversight Framework for 2025/26, including access to the national dashboards can
be found at https://www.england.nhs.uk/publication/nhs-oversight-framework-nhs-
trust-performance-league-tables-process-and-results/.

Correspondence was received from NHSE on 18 September, ‘Building on our
progress in the second half of 2025/26’ outlining key national asks for the rest of
2025/26 (H2) including the requirement to:
e Maintain financial discipline
¢ Eliminate elective care waits over 65 weeks by mid-December
e Ensure plans in place to address demand growth and optimise use of Advice
and Guidance
o Improve the position on 4-hour waits, 12-hour waits, and ambulance handovers
in emergency departments ahead of winter
e Improve primary care access, including Pharmacy First, and delivery of urgent
dental appointments
e Provide assurance regarding winter resilience

In line with the letter, provider and ICB mid-year review meetings underpinned by the
oversight framework across finance, quality and performance were held in October
2025.

The letter also confirmed Trusts which are significantly off plan on activity, referral to
treatment (RTT) performance, and long-wait standards would be required to submit
revised trajectories for return to plan by December 2025. Consequently, BHRUT (for
RTT performance) and Barts Health (for more than (>)52week waits) submitted
revised trajectories in mid-October. Tracking against the revised position from
September is included within this report (this is in addition to the revised RTT
performance and waiting list trajectories submitted in August for Homerton
Healthcare and Barts Health respectively).

The *building on our progress in the second half of 2025/26’ asks have now been
incorporated into the indicator table presented on slides 4-6, to provide a single
comprehensive view of key metrics and benchmarking information.

Additional regional correspondence was also received on 1 October 2025, to outline
how NHSE regional teams will assume new oversight arrangements, responsible for
“holistic oversight of provider and commissioner performance in line with national
frameworks, identifying where regulatory interventions are required”. London’s
approach to oversight will also be governed by the national oversight framework.

Further to the above, the medium-term operating framework was also published at
the end October, outlining the delivery commitments to the end of 2028/29. The final
submission to NHSE was made on 12 February 2026, covering all three years
(2026/27, 2027/28 and 2028/29), extending beyond the initial two-year plan. The ICB
and Trust submitted trajectories are largely compliant. Exceptions include ambulance
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3.2

3.3

3.4

3.5

3.6

3.7

handovers within 15 minutes (2027-2029), Pharmacy First consultations (2026/27),
individual placement support (due to further stretch being applied by NHSE) and
Talking Therapies completed treatments (NHSE accepts and acknowledges the
planned improvement trajectory over the three-year period).

Performance in December 2025 and January 2026

BHRUT returned to national RTT reporting in December as expected post the
electronic patient record system going live in November. The waiting list at Barts
Health increased marginally for the second month (following go-live of the Luna
waiting list management and reporting solution in May). The waiting list at Homerton
Healthcare fell for the eighth consecutive month. The electronic patient record
implementation at BHRUT has impacted the size of the waiting list (approximately
10,000 additional pathways reported in December against October’s position pre-
implementation of the electronic patient record). Plans (supported by additional
NHSE elective ‘sprint’ funding) have been agreed to reduce the waiting list by
approximately 4,000 pathways by the end of 2025/26.

RTT performance was 60.6% in December (Barts Health 56.1%; BHRUT 66.7%;
Homerton Healthcare 69.85%). All three acute Trusts have plans in place (supported
by additional NHSE elective ‘sprint’ funding) to improve RTT performance by year
end (taking Barts Health to 61.8, BHRUT to 70.2% and Homerton Healthcare to
70.3%).

1.96% of the waiting list in north east London was waiting over 52-weeks in

December (Barts Health 2.6%; BHRUT 1.1%; Homerton Healthcare 0.9%). North
east London has the highest proportion (%) >52week waits in London and is now
ranked inside quartile 3 nationally (quartile 1 lowest 25%; quartile 4 highest 25%).

Waits over 65-weeks remained at the end of December (against 0 ask), equating to
approximately 47 pathways across north east London (9 at Barts Health, a significant
achievement; 31 at BHRUT; 2 at Homerton Healthcare; 5 within the independent
sector). Considerable progress has however been made, between April 25 to
December 25, pathways waiting over 65-weeks have reduced by 74%. At Trust level,
considerable progress has been made at Barts Health supported by the Tier 1
process (97% reduction and over 300 pathways between April and December), and
at BHRUT (post December) in gynaecology specifically.

Cancer performance achieved operating plan trajectories in north east London for the
month, 31-day performance also surpassed the (96%) constitutional standard (all
three acute Trusts), and 62-day (75%) exceeded the March 2026 ask (Barts Health
and Homerton Healthcare). At Trust level, BHRUT fell below the faster diagnostic
standard and >62-day operating plan trajectories; Barts Health fell just below 31-day
trajectory.

There is no nationally published diagnostics waiting times and activity (DMO01) data
for BHRUT in November (as agreed with NHSE) and in December due to ongoing
data quality issues post-implementation of the electronic patient record system.
BHRUT is expected to return to reporting for the January 2026 validated position.
Barts Health achieved 66.89% and Homerton Healthcare 95.97% in-month against
the 95% operating plan ask. Barts Health remains in Tier 1 for diagnostics.

The published position against the 4-hour emergency department standard in north
east London in January was 75.6% (2.78% below the monthly trajectory for north
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east London, Barts Health and BHRUT were below trajectory). North east London
however had the second highest 4-hour performance of the five London ICBs in
January. 13.8% of attendances in emergency departments waited more than 12
hours from arrival (deterioration).

In January, the percentage of general and acute (G&A) overnight beds occupied in
north east London was 92.0% (Barts Health 89.59%; BHRUT 95.6%; Homerton
Healthcare 93.9%). The percentage of beds occupied by patients with a length of
stay >21 days was 22.9% (Barts Health 20.4%; BHRUT 28.5%; Homerton
Healthcare 16.4%). Adult G&A beds occupied by patients not meeting the criteria to
reside was 13.7% (Barts Health 12.1%; BHRUT 14.9%; Homerton Healthcare
17.95%). 93.3% of patients were discharged on their discharge ready date,
exceeding trajectory.

North east London is reporting virtual ward bed capacity of 462, with an occupancy
rate of 79%, just below the 80% target. An update on virtual wards was presented to
the Finance, Performance and Investment Committee in January following queries
raised by the committee regarding utilisation, and the overarching strategy critical to
support the left shift.

The number of appointments delivered in general practice in December was above
plan, 90.4% appointments were seen within two weeks.

Referrals to urgent community response services remained above planned levels in
December.

Community services waiting lists remain challenged. North east London has the
second-highest community backlog in London. However, long waits >52weeks have
improved. The 2026/27 medium term planning framework mandates long wait
reductions, prioritising children and young people and musculoskeletal services.

The average length of stay for adult mental health acute beds met trajectory in
December. A further six metrics showed improvement compared to the previous
month (severe mental iliness physical health checks, perinatal access, children and
young people (CYP) access, CYP eating disorder referral, inappropriate out-of-area
placements, and individual placement support). Children and young people’s access
remains very marginally below trajectory; it is however important to recognise that
north east London still has the highest level of access in London. Children’s and
young people’s eating disorder wait times remain challenged (small volumes of
service users missing the referral window can have disproportionate impact on
performance), drivers continue to be explored over and above the presentation to the
mental health and learning disabilities and autism board in February. There remain
some data quality issues relating to national reporting of out-of-area placements
(locally reported data is being used as a result).

Risks and mitigations
The risk and mitigations are described for each of the performance domains.

Conclusion

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 ICB performance team.
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7.0
7.1

Attachments

Attached is the standard set of PowerPoint slides covering the detail of each of the

performance domains referenced in 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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Executive Summary

The report covers key indicators across Elective Care, Outpatient Transformation, Diagnostics, Cancer, Urgent Care, Health Services in the Community, and Mental Health, Learning Disabilities and
Autism. The latest Nationally published data is for Dec-25 and Jan-26 (where available).

Planned Care:
BHRUT returned to national RTT reporting in Dec-25 as expected post EPR go-live in Nov-25. BHRUT did not report RTT data nationally in Nov-25, as such comparative data (change from previous
month) and trend analysis (6-month trend) is impacted at Trust and NEL level. RTT performance was 60.6% in Dec-25 (Barts Health 56.1%; 66.7% BHRUT; 69.85% Homerton).

Outpatient Transformation:

In Dec-25, 36,279 specialist advice requests (pre- and post-referral) were raised by NEL GPs, 21.5% of which were diverted (requests returned with advice and no onward booking). This is above
diversion rates nationally and in London. PIFU volumes remain impacted by EPR implementation at BHRUT (low volumes reported). In Dec-25, 5,026 patients were moved or discharged to PIFU,
equating to 2.0% of all outpatient appointments across the three NEL Trusts. This compares to 3.8% nationally and 2.6% in London.

Diagnostics:
There is no nationally published Diagnostics (DMO01) data for BHRUT for Nov-25 and Dec-25, post EPR implementation due to ongoing DQ issues. BHRUT are expected to return to DMO1 reporting in
Jan-26. In Dec-25, Barts Health achieved 66.89% and Homerton 95.97% against the 95% (within 6-weeks) Operating Plan ask. Barts Health remain in Tier 1 for diagnostics.

Cancer:

Cancer performance remains strong achieving against Operating Plan trajectories at NEL level in Dec-25. 31-day performance also surpassed the constitutional standard (96%) and 62-day exceeded
the Mar-26 ask (75%) at NEL level.

Urgent and Emergency Care:
Published NEL performance (including UTC stand alone sites) against the 4-hour ED standard in Jan-26 was 75.6% (2.78% below trajectory at the NEL level; Barts Health and BHRUT below trajectory).

Health Services in the Community:
Community services waiting lists (number and length of waits) remain challenged. NEL has the second-highest community backlog in London. However, long waits >52 ww have improved.

Primary Care:
The number of appointments delivered in general practice in Dec-25 was above plan, 90.4% were seen within 2-weeks.

Mental Health, Learning Disability and Autism (MHLDA):

Average LOS for Adult Mental Health Acute Beds met trajectory in Dec-25. A further six metrics were improved compared to the previous month (SMI Physical Healthchecks, Perinatal Access, CYP
access, CYP Eating Disorder Referral, Inappropriate Out-of-Area Placements, Individual Placement Support).
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The table below provides an overview of latest published NEL performance including benchmarking for key indicators where available (RAG reflects the overarching status of programme)

Latest
Core Metrics Requirement

Published Trajectory Actual Variance 2024/25

RTT Performance H2

Dec-25 61.41% 60.85% -0.56% | 60.22%

Achievement vs.

Trajectory

6-Month Trend Latest Benchmark (London / National)

BHRUT returned to national RTT reporting in Dec-25 post EPR go-live
in Nov-25 as expected. BHRUT did not report RTT data nationally in
Nov-25, as such the 6-month trend is impacted.

NEL is 3rd out of the 5 London ICBs and in quartile 3 nationally
(quartile 1 lowest performing; quartile 4 highest performing). Based
| on FDP SPC analysis NEL is 'improving' (based on 2-years data). BHRUT|
| and Homerton remains in the top quartile of performing Trusts
| nationally. Barts Health is in the lowest quartile nationally and
J lowest performing Trust in London.

Total Waiting List (Volume) ICS/H2 Dec-25 235,068 226,217 -8,851

218,421

R BHRUT returned to national RTT reporting in Dec-25 post EPR go-live
Vo in Nov-25 as expected. BHRUT did not report RTT data nationally in
\ / ‘ Nov-25, as such the 6-month trend is impacted.
V | SEL, NCL, and NWL ICBs continue to have higher waiting lists
| compared to NEL. NEL has the 8th highest waiting list out of the 42
| ICBs nationally and is in quartile 4 (highest 25%). NEL is in quartile 3
| |for waiting list growth in the last 12-months (this includes the growth
| seen as a result of the move to the Luna waiting list management and
| [reporting solution at Barts Health in May-25, and by the EPR go-live at
BHRUT from Nov-25. Barts Health has the 2nd highest waiting of all
l‘ London Trusts behind Royal Free and is ranked 5th highest nationally.
| [BHRUT is also in the highest quartile (largest waiting lists nationally)
| and 9th largest in London. Homerton is in quartile 2 nationally
| |(lowest 50%).

% Incomplete Referral to Treatment Pathways >52
weeks ICS/H2 Dec-25 1.36% 1.96% 0.60%

Planned Care

1.97%

BHRUT returned to national RTT reporting in Dec-25 post EPR go-live
in Nov-25 as expected. BHRUT did not report RTT data nationally in
Nov-25, as such the 6-month trend is impacted.

NEL has the highest proportion (%) >52ww in London. Now ranked
just inside quartile 3 nationally (quartile 1 lowest 25%; quartile 4
highest 25%) out of 42 ICBs (highest = 8.1%; lowest = 0.1%).

>65-ww Performance -

o ) H2 Dec-25 0 42 42
Eliminate >65ww by mid-Dec

\ BHRUT returned to national RTT reporting in Dec-25 post EPR go-live
\ in Nov-25 as expected. BHRUT did not report RTT data nationally in
‘\‘ Nov-25, as such the 6-month trend is impacted.

\ NEL is in a relatively good position in quartile 2 nationally (quartile 1
lowest 25%; quartile 4 highest 25%) out of 42 ICBs. Based on the
latest weekly data NEL has the lowest volume of >65ww in London.
Considerable progress has been made at Barts Health through the
Tier 1 process and at BHRUT in Gynaecology specifically.

Clock Start - Plans to address demand growth H2 Dec-25 55,416 54,527 -889

52,058

Optimisation of A&G - A&G Utilisation H2

Dec-25 31.0%

26.4%

/ (] Nov-25, as such the 6-month trend is impacted.

A /" |BHRUT returned to national RTT reporting in Dec-25 post EPR go-live
7\ /| in Nov-25 as expected. BHRUT did not report RTT data nationally in

| While below plan overall, YTD clock-starts at Barts Health and BHRUT
|/ are showing an increasing trend. At Homerton clock-starts have not
| reduced to the extent planned.

In Dec-25, 36,279 specialist advice requests (pre- and post-referral)
were raised by NEL GPs, 21.5% of which were diverted (requests
returned with advice and no onward booking). This is above
diversion rates nationally (18.1%) and London levels (18.2%) for the
month. Outpatient activity data remains impacted due to BHRUT EPR
implementation (low volumes reported for BHRUT). Indicative data
suggests utilisation in Dec-25 was c. 31% of all first outpatient
attendances, compared to 29% nationally and 27% for London.
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Summary Table by Indicator (Il) — Diagnostics, Cancer & UEC

The table below provides an overview of latest published NEL performance including benchmarking for key indicators where available (RAG reflects the overarching status of programme)

L Achi 5
atest Trajectory Actual Variance 2024/25 chievement vs 6-Month Trend Latest Benchmark (London / National)

Core Metrics Requirement

Published Trajectory
% of Patients > 6 weeks for a Diagnostic Test ICS/H2 “ . There remains r?o nat|c?nally publlshed. DMO1 data fc.>r BHRUT fovr Dec-
—__~ |25, due to ongoing DQ issues post EPR implementation, impacting
«» |Diagnostics DM0O1 Waiting List H2 Oct-25 57,330 58,222 e “\..// radiology report.ing specifically. Consequently, NEL level data
'é presented remains Oct-25.
ugo Diagnostics DMO01 Backlog >6 weeks H2
& [coc utilisation - Total H2 16,805 15,875 [x]
CDC Utilisation - BCH H2 Dec-25 4,489 5,075 586 (] -~
CDC Utilisation - STG H2 3,355 3,653 298 [+] -
CDC Utilisation - MEH H2 8,961 7,147 -1,814 [x] —
P " |NELranked 4" out of the 5 London ICBs and 22nd out of 42 ICB’s
28-Day Faster Diagnosis Standard (FDS) (%) ICS 76.5% 78.7% 0 _ ;’ nationally. NEL FDS performance is in quartile 3, below London
~/ median performance of (81.3%) for the month
N \\ 2nd highest performing ICB in London for the month
§ 31 Day Combined Performance (%) ICS “/"'\\
8 ~—
A ;’P\\ NEL ranked 3™ out of the 5 London ICB’s and 8" out of the 42 ICB’s
62 Day Combined Performance (%) Ics \‘«’H ‘ natic.mally. NEL 62-Day performance is in quartile 4, above London
j median performance of (72.3%).
A&E 4hr Performance IcS/H2 ~— ~. i Ranked 2nd out of the 5 London ICBs in Jan-26 (NWL 77.8%; NCL
(incl. UTC standalone sites) S |74.9%; SWL 72.9%; SEL 72.6%)
~~ |NELis quartile 2 for percentage of attendances waiting 12 hours or
12-hour AE Performance W2 A more( type 1 & 2), to be seen, treated and discharged (quartile 1=
(Typeland 2 Attendances) 7 lowest 25%; quartile 4 highest 25%) and ranked mid-table nationally
/ vV (lowest =6.6%; highest =24.5%)
.'l'\ In 25/26 YTD (Apr-Jan) attendances were up +3.2% (+28,409 more
\ I." '\\ attendances) compared to the same period in 24/25 (although below
\ I.' . |plan at BHRUT and Homerton; above plan at Barts Health). Increase in
UEC Attendances -(All Acute Sites including UTC o I'| .'II attendances across all the three providers when compared to 24/25,
o standalone sites, excluding Orsett site) ', Barts Health +4.2% (c. +17,943 attendances); BHRUT +4.1% (c. +11,765
g '|I attendances); Homerton broadly in line with the same period last
\ year +0.6% c. +666 attendances)
If.
— NELis ranked 4th out of the 5 London ICBs
% of Ambulance Handovers within 30 minutes H2 \'\\ (NWL 76.6%; SEL 68.2%; SWL 65.3%, NCL 63.9%)
N
\\ N )
Virtual Ward Occupancy H2 101.2% ‘\/ —
Y
/™ 178
Acute Bed Occupancy H2 Jan-26 93.2% 92.0% -1.2% | 91.1% (7] f ""'
_J




Summary Table by Indicator (lll) — Health Services in the Community & Mental Health
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The table below provides an overview of latest published NEL performance including benchmarking for key indicators where available (RAG reflects the overarching status of programme)

Core Metrics

Requirement

Latest
Published

Trajectory

Actual

Variance 2024/25

Achievement vs.
Trajectory

6-Month Trend

Latest Benchmark (London / National)

Appointments in General Practice ICS/H2 Dec-25 963,613 1,030,390 66,777 | 947,330 o \
\
;’\\ NEL continues to have the highest volume of referrals across London
Urgent Community Response Referrals ICS/H2 Dec-25 2,942 2,995 53 2,540 (<] ;”  licss
N
Further data on potential non-compliance has been provided by
Practices Offering Core Hours *From 1 October NHSE using a national tool that has been developed to review this
- 2025 practices will be required to keep their information on practice websites. This is being checked and
& |online consultation tool open for the duration of = [H2 followed up with practices where necessary. Practices are continued
g core hours for non-urgent appointment requests, to be supported with online consultation, a workshop was held in
g medication queries and admin requests January and webinar is planned for March.
o
2 [Pharmacy First Thresholds All figures are subject to further changes due to post-payment
'; ICBs should also continue to support community 2 Dec-25 25,679 30,121 4,442 N/A verification processes between NHSBSA and Providers
& |pharmacy to meet the thresholds of performance
§ for Pharmacy First
[}
2 Based on the first 9 months of 2025/26, it is forecast that the activity
T‘; trajectory will still undershoot. Activity in M9 is considerably
% impacted by the festive period and this can reduce by up to 50%.
Conversely, UDC appointment utilisation from November to
Deliver Share of Urgent Dental Appointments H2 Dec-25 15,511 7,437 -8,074 N/A December has increased by around 20% which accounts for the fact
that many practices are closed or have very limited opening over the
festive period. There is deemed to be sufficient levels of
commissioned urgent care capacity available and there are no plans
to commission anything additional.
NEL has th. d-highest ity backlog in London. L
Community Service Waiting List >52 weeks ICS/H2 2,923 1,589 -1,334 2,774 [+] waitsa>552 ;;e;::e h;i;serci?nn;r;lizldv acklog in London. Long
Q3
% Learning Disability Register and Annual Health
ICS 18.7% 59.2% 59.6% 37.4%
Checks Delivered by GP ? ’ ’ ? °
Ranked 4th in London out of 5ICS's.
Talking Therapies Reliable Improvement ICS Dec-25 66.3% 58.3% -8.0% 64.2% [x] Ve I".
\
< | Ranked 5thin London out of 5ICS's.
% |Talking Therapies Reliable Recovery IcS Dec-25 46.5% 37.0% 9.4% | 45.2% [x] /
o \
T \
© A\
E e / Y
§ Inappropriate Out of Area Placements ICS Dec-25 30 34 4 37 [x] / \{f \
\
NN Ranked 2nd in London out of 51CS's.
Average Length of Stay for Adult Acute Beds ICS Dec-25 52 46 -6 39 [+] \\\
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Planned Care Recovery & Transformation — December 2025

Archna Mathur m

Latest Published December-2025
Metric Change f
prev. M

Total Waiting List \ }
235,068 226,217
(volume) o
Waiting List <18 Weeks
(%) (/] 61.41% 60.85% \/\/
Time to First Outpatient Attendance <18 Weeks o 1162 60.99%
. 0 . 0
(%) \
Planned Care ]
Waiting List >52 Weeks
3,197 4,425
(volume) o \/
Waiting List >52 Weeks
(%) (%] 1.36% 1.96% \A
Inpatient Elective Activity
123.83%
(% 19/20 BAU) 3.83%
Consultant Led
Outpatient Attendances 103.85%
(% 19/20 BAU)

Latest monthly where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Governance

e Tier 1 process led by NHSE

¢ Enhanced NHSE support to BHRUT in Q4 25/26 post EPR implementation

¢ NEL Acute Commissioning Board - enhanced strategic commissioning approach and governance to ensure alignment with right to choose
regulations and elective reform guidance, underpinned by the need to support waiting times for patients, clinical quality/safety, and system wide
financial sustainability

*  NEL Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand management
initiatives and pathway improvements aligned to priority areas

e Trust theatre productivity and utilisation programmes, overseen via the NEL Surgical Optimisation Group incl. to share good practice across
providers on improving theatre utilisation, optimisation and productivity

Key Headlines

*  Elective care performance continues to face sustained pressure, driven by system changes, demand, backlog clearance and long waits.

*  BHRUT returned to national RTT reporting in Dec-25 post EPR go-live in Nov-25 as expected. BHRUT did not report RTT data nationally in Nov-25, as such
comparative data (change from previous month) and trend analysis (6-month trend) is impacted at Trust and NEL level. Activity data (inpatient and outpatient)
also remains impacted (low volumes reported for BHRUT) and therefore is not reported for Dec-25.

*  EPRimplementation at BHRUT has impacted the size of the waiting list (+c 10k pathways vs. Oct-25 pre-EPR), volume >52ww (+158 waits vs Oct-25 pre-EPR) and
performance (-4% vs. Oct-25 pre-EPR). Plans have been agreed with NHSE to reduce the waiting list by c. -4k pathways by end of 25/26 and achieve performance
of 70%.

¢ InDec-25, the waiting list at Barts Health increased marginally for the 2" month, following the go-live of the Luna waiting list management and reporting solution
in May-25. The waiting list at Homerton continued to reduce for the 8t consecutive month.

¢ 18-week RTT performance was 60.6% in Dec-25 (Barts Health 56.1%; 66.7% BHRUT; 69.85% Homerton).

¢ 69.9% of pathways were waiting <18-weeks for a first appointment (Barts Health below plan).

¢ Overall >52ww volumes continue to reduce at NEL level (except for BHRUT due to EPR implementation). >52ww at Barts Health have reduced month-on-month
post go-live of the Luna waiting list management and reporting solution in May-25. >52ww at Homerton have reduced by -44% from Aug-25.

¢ Pathways >52ww were 1.96% of the waiting list in Dec-25 (Barts Health 2.6%; BHRUT 1.1%; Homerton 0.9%).

*  Approx. 47 pathways over 65-weeks remained across NEL at the end of Dec-25 (against 0 ask), (9 Barts Health, a significant achievement; 31 BHRUT; 2 Homerton;
5 within the Independent Sector).

*  Based on data from the Model Health System (latest data), 12.8% of the total waiting list is <19-years. 61.4% of <19-years are waiting <18-weeks for treatment
(slightly above performance across all age groups). 2.1% <19-years are waiting >52 weeks (in line with c. 2% across all age groups). The Medium-Term Operating
Framework for 27/26 requires systems and providers to put in place targeted actions to increase activity and improve performance for their CYP population.

Workstream Issues and Risks

¢ Ongoing impact to waiting lists due to system changes (e.g. Barts Luna implementation and BHRUT EPR roll-out), including DQ, operational impact and impact to
validation capacity.

¢  Remaining waits >65 ww at end Dec-25 (against 0 ask) and risk to year end delivery.

¢ Risk to delivery the required Mar-26 exit position as agreed with NHSE in line with the additional national Q4 ‘sprint’ funding (NHSE reserve the right to clawback).

*  Growth in demand

¢ Risks associated with delivery of financial balance vs. delivery of performance requirements.

¢ Risk of impact of Mar-26 exit position on the scale of the elective ask (linked to allocated funding) across the next three years. The NHSE trajectory to 92% by Mar-
29 is based on a c. 50% reduction in the waiting list by Mar-29.

Mitigating Actions and Next Steps

*  Additional national NHSE funding to support delivery of the following in Q4 and improve the Mar-26 exit position:

0 Q4 core outpatient performance sprint - providers to be paid for all first outpatient activity (including procedures) above Q4 plan to support
overarching RTT delivery. All three NEL Trusts taking part.

0  Delivery of the Mar-26 >52ww ask. Additional funding secured by Barts Health and BHRUT (Homerton opted not to submit any bids) for day-case and
inpatient activity. NHSE funding supplemented by the ICB so that all additional schemes / interventions (WLIs, insourcing, and additional theatre
sessions) at Barts Health and BHRUT can proceed. Further additional NHSE funding to support delivery of >52ww at Barts Health subsequently
allocated.

0  Additional NHSE funding allocated to BHRUT to support RTT performance and waiting list size post EPR, including use of the IS (transfer of full
pathways from the BHRUT to the IS to be treated).

*  Detailed tracking against sprint delivery (activity undertaken, as well as impact on absolute volumes >18-ww and >52ww) is taking place via NHSE Tier 1 meetings
with Barts Health (this also meets ICB requirements). Existing regular touch-points with BHRUT and Homerton are being used to monitor delivery at ICB level.

*  Specialty level breakdown of primary care demand at all three NEL trusts reviewed via the NEL Demand Management Group to ensure alignment with / and
continue to inform specialty level commissioning plans.

*  Continued participation of all three NEL Trusts in the national validation sprint in Q4.

¢ Medium term planning final submission made to NHSE on 12t Feb. In 25/26 every Trust is required to deliver a minimum 7% improvement in 18-week
performance or a minimum of 65%, whichever is greater (to deliver national performance target of 70%). NEL ICB waiting list size and RTT performance is in line
with NHSE expectations.

¢ Elective 92% strategic task and finish group established to plan and deliver the required waiting list reduction by Mar-29 to achieve a 92%. Demand and capacity
modelling commissioned to support this work — modelling outputs due to be completed by end of March to be used going forward as an interactive strategic
planning, intervention and impact tool.
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Key Headli
Outpatient Transformation — December 2025

¢ InDec-25, 36,279 specialist advice requests (pre- and post-referral) were raised by NEL GPs, 21.5% of which were diverted (requests returned

with advice and no onward booking). This is above diversion rates nationally (18.1%) and London levels (18.2%) for the month.
Archna Mathur e Outpatient activity data remains impacted due to BHRUT EPR implementation (low volumes reported for BHRUT) and therefore it is not

possible to report utilisation rate for Dec-25. However, indicative data suggests utilisation in Dec-25 was c. 31% of all first outpatient

— i fop— attendances, compared to 29% nationally and 27% for London.
arestru ecember ¢ In Dec-25, BHRUT PIFU volumes and the NEL aggregate position remain impacted by EPR implementation at BHRUT (low volumes reported).

Metric pditeamai: || T - Change from T This also impacts the 6-month trend. 5,026 patients were moved or discharged to PIFU for the month, equating to 2.0% of all outpatient
L 2 prev. Month appointments were moved / discharged to PIFU across the three NEL Trusts (Barts Health 1.2%; BHRUT 1.3%; Homerton 6.9%). National

achievement was 3.8%. London achievement was 2.6% (London has the lowest performance of the 7 regions nationally).

Workstream Issues and Risks

¢ Non-Admitted waiting list growth. The non-admitted waiting list at BHRUT decreased in 24/25 by approx. —20% (c. -12,300 pathways) but has

A&G/Specialist Advice Requests
(volume)

A&G/Specialist Advice Utilisation
(O[VIFEI NI (% OPFA)

Transformation A&G/Specialist Advice Diversion been increasing from Feb-25 overall. EPR implementation at BHRUT has impacted the size of the waiting list (increase). The BHRUT PTL is

(%) 2 21.45% A currently c. 70k pathways, with plans agreed with NHSE to reduce the waiting list to c. 64.5k pathways by end of 25/26 and performance of c.

° 70%.
. ¢ Understanding divers of demand, in 25/26 to date clock-starts remain below plan at Barts Health. Clock-starts at Homerton YTD are broadly in
Moved or Discharged to PIFU . .
el 7,659 5,026 A line with planned levels, and clock-starts at BHRUT are above plan.
¢ Resource implications and job planning to support and expedite key initiatives and interventions across primary and secondary care e.g.
A&G/R.

Moved or Discharged to PIFU Utilisation o
(% OPA)

3.08% *  Drivers of referral volumes and flow within NEL and outside of NEL, as well as to the IS, incl. A&G/R, patient choice, and waiting times.

* Relatively low volumes and variance in PIFU uptake across Trusts and specialties (Barts Health and BHRUT PIFU trajectories submitted within
the 25/26 NEL Operating Plan do not meet the 5% ask as set out in the elective reform guidance).

e Complexity, risks, and unintended consequences relating to the ‘Provider Selection Regime’ under choice regulations.

e Lack of clarity, scale of ask and reliance on national digital infrastructure to support the national directive to move to a SpoA (A&R model) in

26/27, including national changes to the GP contract.

Latest monthly where appropriate are shown as RAG : Mitigating Actions and Next Steps
v/ ON x OFF track vs. trajectory.

¢ The three NEL Trusts remain active participants in the national ‘getting it right first time’ (GIRFT) programme and ‘further faster’ programmes.
AQl Change from prev. month indicates movement from the previous month based on validated published data Priority areas of focus are clinic templates (capacity for new appointments vs capacity for follow-up appointments), PIFU and DNAs. These

V /A deterioration V /A improvement remain priority areas in line with the Medium-Term Planning Framework for 26/27.
* NELis progressing with the work to move to a SPoA model (A&R) in 26/27 as the agreed approach for NEL. A NEL implementation group has

G been established, and a joint Acute and Primary care workshop was held on 29t Jan. The next step is to agree the NEL roll-out plan and
overnance priority specialties. NHSE webinar held in early Feb with a further webinar in mid March — technical guidance to cover the implementation of

R SPoA /A&R was published in early March and is being reviewed in detail.
Tier 1 process Ied_bY NHSE . . . o *  All NEL GP practices continue to participate in the national primary care A&G enhanced scheme for 25/26 (£20 per request), with ongoing
*  NEL Acute Commissioning Board - enhanced strategic commissioning approach and governance to ensure alignment with right review of the data (dashboard developed) to support reconciliation of GP claims and payments. Cap lifted for Q4.
to choose regulations and elgctlvg refqrm guldénce{,.underplnned by the need to support waiting times for patients, clinical ¢ Specialty level breakdown of primary care demand at all three NEL trusts reviewed via the NEL Demand Management Group to ensure
quality/safety, and system W'd? financial sustainability X . . . . alignment with / and continue to inform specialty level commissioning plans.
¢ NEL Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand « Workstreams for MSK, Women’s Health Hubs (Gynae), ENT, Ophthalmology, and Dermatology continue to progress.
manag(.ement initiatives and .pathway |mproverr?ethS aligned to priority areas ¢ Ongoing implementation of patient facing digital platforms (Patient Knows Best and Dr Dr) via the NHS App.
Outpatient and Out-of-Hospital workstreams within all three NEL Trusts e Access to transformation funding secured for Women's Health Hub expansion and additionally ENT CHS provision (incl. Paeds and dizziness).
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Diagnostics — December 2025

I 753 5 A I A B B N

Archna Mathur

Barts Health DMO01 (W/L) 31,262 31,491 31,199 34822 33969 34,780 34,867 34,874 3073 _ /7
Barts Health >6 Weeks Backlog 6786 6115 5940 7950 9799 11377 10717 11271 10949 _
Barts Health % DMO1 Performance vs. 95%  78.29%  80.58%  80.96% 77.17% 71.15% 67.29% 69.26%  67.68% 66.89% T N__
BHRUT DMO1 (W/L) 8,847 8943 10,140 9,592 9,257 10415 12,775

BHRUT>6 Weeks Backlog 299 404 435 479 386 271 504 N/A

OIERILE T BHRUT % DMO1 Performance vs. 95% 96.62%  95.48%  95.71%  95.01% 95.83%  97.40%  96.05% [M(LNIEIs WILZATIE)

Homerton DMO1 (W/L) 9,226 9,073 9,614 9,780 8,653 9,238 9,688 8,990 8280 ~ VN
Homerton >6 Weeks Backlog 911 651 574 838 674 453 405 315 334 NN
Homerton % DMO1 Performance vs. 95% 90.13%  92.82% 94.03% 91.43% 92.21% 95.10% 95.82%  96.50% 95.97% M
NEL DMO1 (W/L) 49335 49507 50953 54194 51879 54433 57330

NEL >6 Weeks Backlog 7,996 7170 6,949 9267 10859 12,101 11,626

NEL % DMO1 Performance vs. 95% 83.79% 8552% 8636% 8290% 79.07% 71.71% 79.72% [GilurrellGilaeed  \

Workstream Issues and Risks

*  Tier-1Escalation: Barts Health remains in Tier-1 for diagnostics since 15t May 2025.

* DMO1 Compliance and backlog position: NEL System risk sits predominantly at Barts Health and recent deterioration in NOUS driven by the
cessation of the OMNES NOUS contract. The longstanding Audiology backlog remains uncleared.

*  Barts Health: Challenging month in Dec-25 as plans to increase capacity to enable backlog clearance and improve performance are not fully
operational. Complexities in NOUS recognised as capacity and backlog reduction are not linear due to the make-up of sub-modalities.

*  BHRUT: The impact of the EPR go-live at BHRUT in Nov-25 on operational processes, data quality, capacity & DMO01 compliance.

*  HOMERTON: Cardiology (ECHO) remains challenged, increased resource and collaborative capacity from Barts Health has commenced.

* Demand Management and Pathway Design: Ultrasound demand management requires attention, particularly due to significant
overperformance by NEL’s IS providers. There is a national initiative to reduce ultrasound usage, NEL dedicated working group to be stood up.

*  CDC Activity: There is a risk that CDC activity numbers for 2025/26 may not be achieved at MEH due to previous slippage in completion date.
*  Straight to test project: There is a risk that the in-year savings for the straight to test project will not be realised.

* Inappropriate Scan Requests: There is a risk that GPs are requesting inappropriate scans resulting in increased costs and unnecessary scans.
* 2025/26 Operating Plan: The operating plan trajectories continue to be monitored in month, and the March-26 Trajectory will not be achieved.

* NELICB Consultation: The impact of the recent consultation on the delivery of the Diagnostics Workstream Programme with very limited
resource available to support delivery and workstream initiatives going forward.

Governance

* Strategic Meetings: Diagnostics Programme Board, Acute Commissioning Board and Tiering (Tier-1) Meeting with NHSE London region

* Diagnostics Escalation Management: NEL Imaging, Endoscopy, Physiological Measurements Networks and the Acute Commissioning Board continues to reflect Acute Commissioning as core business via an MDT approach across NEL.
* Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor diagnostics performance against constitutional standards.

(34
e

Mitigating Actions and Next Steps

Latest monthly where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Key Headlines

* NEL DMO1 Performance: There is no nationally published Diagnostics (DMO01) data for BHRUT in Dec-25 as agreed with NHSE to
allow for EPR go-live. BHRUT are expected to return to reporting for February 2026 validated published position. NEL ranked
15t of out 42 ICB’s nationally (n:b not inclusive of BHRUT data this month) and ranked 4t out of the 5 London ICB’s. NEL
Diagnostics Performance is below the London system median of 74.9%.

*  NEL Provider DMO01 Performance: DMO1 performance at Provider level Dec-25 - Barts Health (66.89%) and Homerton (95.97%)
vs. 95% Operational Standard by Mar-25.

¢ NEL Waiting List: The waiting list size in Dec-25 at Barts Health decreased to 33,073 pathways (-1,801 pathways) and at
Homerton to 8,280 pathways (-710 pathways) from the Nov-25 position..

* NEL > 6 Weeks Backlog Position: The number of >6-week breaches (backlog) in Dec-25 at Barts Health decreased to 10,949
pathways (-322 pathways) but increased at Homerton to 334 pathways (+19 pathways) from Nov-25.

¢ NEL > 13 Weeks Backlog Position: The no. of > 13 Weeks backlog across NEL Provider sites — Barts Health (3,888; up +623
pathways on last month) and Homerton (207; down -16 pathways on last month).

e Tier-1 Escalation: Barts Health remain in Tier 1 (from May-25) for elective recovery and diagnostics

*  Barts Health: Insourced provider of paediatric audiology on-board during January, additional capacity provided from 9 Feb-26.
Backlog clearance is planned over 20 weeks and is based on local service understanding of waiting list size. Sleep Studies -
Internal capacity has been maximised and a targeted recovery plan implemented, including commissioning 400 outsourced
studies to rapidly reduce backlog and restore DMO1 compliance. Whipps Cross recovery trajectory is based on sustained 100%
compliance in CT and DEXA, a 10% monthly MRI capacity uplift and 5% monthly endoscopy, retention of the Compleo scanner
and stable demand assumptions, with additional contingency options identified including expanded NOUS capacity and
potential re-commissioning of DMC provision. Royal London has also implemented a structured NOUS recovery programme.

*  BHRUT Mitigations: The Trust is planning to report in March 2026 (Feb data) and are undertaking a validation exercise on the
Radiology PTL. Completion of this exercise and subsequently assurance that DQ position is where it needs to be, are pre-
requisites for the Trust returning to reporting. The validation exercise is underway and monitoring progress. This work is part
of BHRUT’s wider radiology recovery programme agreed at the internal Technical Executive Committee in January 2026.

* Homerton Mitigations: The Trust returned to a compliant position against the national standard of 95%. Cardiology (ECHO)
remains challenged, increased resource within the service and collaborative capacity from Barts Health has commenced.

¢ Community Diagnostic Centres (CDC): The MEH CDC building is now complete and fully functional,

« Diagnostics Digital Capabilities: Interests registered in Pathology, Radiology — Cloud PACS and iRefer, CDC Self Booking and
supporting the endoscopy and physiological sciences network in pursuing Al innovations.

¢ NEL Diagnostics Medium Term Investment from NHSE: A total of £117 million has been requested, with an anticipated
allocation of approximately £70 million. Bids have been submitted for three Community Diagnostic Centres (CDCs): one at
Homerton in Hackney, an IS-managed CDC in Newham, and an expansion of the Barking CDC at BHRUT. Additional bids cover
the expansion of PET scanning, new imaging assets, upgrades to endoscopy suites (including a new suite at Homerton), and
enhanced equipment for the physiological sciences network.

Medium Term Planning Framework and 2026/27 -2028/29 Planning Guidance Requirements

*  The final NHSE Op Plan was submitted on 12th Feb-26. The ask is every system delivering a minimum 3% improvement or
performance of 20% or better and achieving no more than 1% of patients waiting >6 weeks in March 2028/29.
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Cancer— December 2025

Latest Published December-2025
Met
i3t Achievement TraJector Actual GiEngER e 6 Month Trend
prev. Month
Faster Diagnosis Standard 76.53% 78.68% v
(%)
Cancer
2 ey SEmEkIE Q 96.60% 97.15% A
(%)
?;)Day Standard © TV A "N /\/v
b

Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

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)

* The Barts Health FDS position is sustained and compliance attained in Dec-25. Improvement at Barts Health
identified across several tumour sites.

* Risk to RLH FDS as dip linked to seasonal factors with referrals being redirected to the Women's Health Hub.
RLH FDS performance affected by two week wait backlog recovery and festive period patient choice

* The BHRUT FDS position (70.73%) in Dec-25 is challenged due to the implementation of the new EPR system
impacting booking as well as radiology capacity.

62-Day Combined Performance

* Barts Health: Bladder and prostate pathways are experiencing delays due to flexi capacity challenges, MRI &
Histology reporting delays, Increased requests for GA hysteroscopies are impacting the Gynae pathway. RLH —
hysteroscopy theatre capacity challenges, Head & Neck is experiencing capacity challenges around 15t OPA’s.
Colorectal services are a key concern, with 62-day performance under pressure. Colorectal remains challenging
at the RLH site, breaches are partly due to consultant leave. A review is planned to optimise the pathway.

*  BHRUT: The impact of the EPR go-live at BHRUT caused a decline in Trust’s performance in Dec-25 due
operational pressures. This introduction of the system increased administrative workload, slowed consultant
review processes, and disrupted tracking and validation activities. In addition, instability within the operational
teams, including vacancies, sickness and staff turnover further reduced capacity to manage Cancer PTLs
effectively. Extensive focus on PTL management is in place with operational teams throughout Feb and Mar-26.

Governance

* Performance Reviews: Bi-weekly Cancer Operational Delivery Group (CODG)

Key Headlines

The overall NEL CWT Performance was sustained for the nineth successive month, one of two systems achieving all three CWT Op
Plan Targets.

Faster Diagnosis Standard: NEL's Faster Diagnosis Standard (FDS) performance in December 2025 was 78.68%, above the 28-day
diagnosis target and the aggregated monthly trajectory. Barts Health and Homerton achieved their Op-Plan Trajectories this
month. Nationally, an 80% FDS year end Target must be achieved by March 2026. NEL ranked 4t out of the 5 London ICBs and
22nd out of 42 ICB'’s nationally. NEL FDS performance is in Quartile 3, below London median performance of (81.3%).

31-day cancer treatment against 96% standard (new combined metric from October 2023): In December 2025, NEL ICB
recorded a performance of 97.15%, up on Nov-25. All three NEL Trusts met or surpassed the 96% benchmark this month.
62-Day Combined Standard: NEL recorded a performance of 77.99% against the 62-day combined standard in Dec 2025, above
the monthly trajectory of 73.78% and the 75% NHSE 2025/26 Operational Plan ask by Mar-26. Barts Health and Homerton
delivered against Op- Plan Trajectories with Barts Health (*identified as Trust making significant improvement in the last 12
months by NHSE) and Homerton’s performance surpassing the 75% target by Mar-26. NEL ranked 3" out of the 5 London ICB’s
and 8t out of the 42 ICB’s nationally. NEL 62-Day performance is in Quartile 4, above London median performance of (72.3%).

Mitigating Actions and Next Steps

Faster Diagnosis Standard (FDS)

62-Day Combined Performance

Medium Term Planning Framework and 2026/27 TO 2028/29 Planning Guidance Requirements

NEL continues to deliver against the FDS Standard and trajectories albeit work continues with the three Trusts to further improve
performance in key challenged tumour sites and sustain compliance noting the impact of EPR at BHRUT.

Diagnostic Delays: NEL Trusts are working to resolve diagnostic delays in Urology, Gynaecology, and Colorectal departments due
to endoscopy capacity, increased GA hysteroscopy requests, and bowel prep issues. Delays in histopathology and imaging (CT
PET scans and MRI) for various tumour sites continue to affect treatment timelines and the Faster Diagnosis Standard (FDS).
Mitigation plans include Improvement groups at BHRUT who are focusing on Gynae patients over 104 days adding extra
capacity, while Trusts are reviewing processes in Gynae, Lower Gl and Urology — (Barts internal review commenced).

BHRUT continues work with clinical and operational service teams to ensure timely consultant reviews of results, reducing the
62 Day backlog in challenged tumour sites, deep dive improvement programme identifying diagnostics bottlenecks and line by
line review of patients over 62 days in place with service, clinical and cancer teams. Emphasis on recovery post EPR go-live.
Drive to ‘85: Fortnightly meetings ongoing with Barts Health with input from the NEL Cancer Alliance. Enhanced oversight and
governance remains in place at Barts Health to support early escalation of risks/ issues

Deep dives: A series of deep-dives planned across NEL in challenged tumour sites (Gynae, Lower Gl, Urology, Lung, Head and
Neck, Breast). Gynae (22/08), Upper Gl (19/09) & Urology (Penile, Renal, Bladder and Prostate) (21/11) and Lower Gl (19/02)
deep dives completed.

Drive to 4% Sustainable Backlog: Work ongoing Pan-NEL to drive down the >62 Day CWT PTL backlog to a sustainable level.

NEL Op Plans Trajectories were finalised and submitted to NHSE on the 12" of February 2026.

All NEL Trusts have submitted compliant cancer trajectories across the three years, delivering compliance across NEL.

The Operating Plan Ask is to maintain performance against the 28-day Cancer Faster Diagnosis Standard at the new threshold of
80%, deliver 94% performance for 31-day and 80% performance for 62-day standards by March 2027. Maintain performance
against the 31-day standard at 96% and 62-day standard at 85% from March 2029.

* Cancer Escalation Management: NEL ICB, NEL Cancer Board, APC Board and Cancer Operational Oversight Board (COOB)
* Strategic Meetings: NEL Cancer Alliance and NEL ICB Performance team conduct in-depth reviews and meetings with NEL Acute Providers.
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Latest monthly where appropriate are shown as RAG :

Urgent and Emergency Care —January 2026 Ml - ON x OFF track vs. trajectory.

E

Y
Latest Publi anuary-2026 Key Headlines

Change from prev. month indicates movement from the previous month based on validated published data
'V /A deterioration ¥ /A improvement

Metric Achievement | Trajectory Actual Change from 6 Month Trend 4 Hour Performance: 75.55% of patients were seen within four hours of arrival to the emergency department, which is 2.78% below the
prev. Month monthly trajectory at the NEL level. BHRUT achieved 75.45% against their 78% trajectory (-2.55%), Homerton achieved 78.82% against their
Total ARE Attendances 78.40% trajectory (+0.48%%) and Barts Health achieved 71.09% performance against their 76.05% trajectory (-4.96%). This is against the
. ) attendances in Barts Health (1.8% above plan) with attendances below plan in BHRUT (-6.1%) and in Homerton (-.3.4%). For our BCYP patient
incl. UTC stand alone sites Q 93,390 v cohort (18 and younger), ECDS shows that all types performance was 81% compared to 68% for patients aged over 18. This is a deterioration of
(volume) _ -4.0% in performance compared to the previous month.
A&E 4-Hour Performance All Type i . . . . L .
incl. UTC stand alone sites 75.55% A 12 Hour Trolley Waits: In January 2026, NEL reported 7,370 patients waiting more than 12 hours from arrival, with the proportion increasing
el SEl 9270 slightly to 13.84% compared with 13.25% in December-25. All providers saw a slight increase in long waits in Jan-26 compared to Dec-25, with
(%) | Barts rising from 15.15% to 15.71%, BHRUT from 18.85% to 19.94%, and HUH from 0.90% to 1.11%. Based on ECDS data, 1.5% of our BCYP
patients (18 and younger) waited longer than 12 hours in ED compared to 11.1% of over-18 year old patients. This is a -0.4% deterioration in
A&E 4-Hour Performance Type 1 i .
r yp 0 63.17% 59.19% A performance compared to the previous month
(
| G&A Bed Occupancy: NEL G&A occupancy was 92.02%. Homerton recorded 93.85%, Barts 89.59% and BHRUT 95.61%. Both BHRUT and
A&E 4-Hour Performance Type 3 Homerton saw Increase in bed occupancy as compared to their planned trajectory (Homerton +1.12% and BHRUT +1.81%), whilst Bart's bed
) ; ) o
i, UTTE st alene alizs 96.45% A occupancy is lower than planned trajectory (-0.94%).
0,
(%) ] Adult G&A Bed Occupancy by Patients with NCTR: The percentage of adult G&A beds occupied with patients who no longer meet criteria to
. . . reside shows deterioration when compared to the previous month (13.66% in January-26 compared to 12.09% in December-25). An average of
12-hour Trolley waits from Arrival National Reg. 13.84% A 339 patients were remaining in hospital with NCTR (no criteria to reside) by the end of January-26.
(Percentage) ZERO
] Length of Stay Over 21 Days: The percentage of total G&A beds occupied by patients with a length of stay over 21 days saw a deterioration
compared to previous month (22.88% in January-26 compared to 22.13% in December-25). This is based on the average number of long
Percentage of G&A overnight beds occupied (%] 91.83% 92.02% A staying patients who occupy adult General & Acute beds. Long staying patients saw an increase from 573 in December-25 to 607 in January-
26. Long-stay numbers increased month-on-month at both Barts (rising from 252 in Dec-25 to 267 in Jan-26) and BHRUT (rising from 281 to
] 300 over the same period).
Percentage OfMG'&A beds' occupied by patients 13.66% A Category 2 Response: In latest available data, LAS reported category 2 response time for NEL in January-26 as average of 33 minutes and 33
not meeting the criteria to reside seconds. This is deteriorated from 31 minutes and 40 seconds in December 2025 and against London-wide plan of 29 minutes 52 seconds for
| December-25
Percentage of G&A beds occupied with a length of
g> d P g 22.88% A Number Of Patients Discharged On Discharge Ready Date: This is a new metric under the 2025/26 Operating Plan. There is no NEL position
stay (LoS) > 21 days available, as BHRUT data was not available due to the EPR upgrade in December 2025. Homerton achieved 89.31% against a trajectory of
1 88.18%, while Barts Health achieved 94.10% against a trajectory of 90.39%
Average Cat 2 Ambulance response time
(December-25) 0 00:29:52 00:33:33 A Virtual Wards: As at the end of 26 January 2026, the NEL system reported a virtual ward capacity of 462 beds, with overall occupancy at 79%.
As national virtual ward reporting is undertaken at individual Trust level, we have worked with Barts Health to resolve a data submission issue
and confirm the true position for December, which was lower than previously expected. Based on the Trust’s updated submissions December’s
Number of patients discharged on 'Discharge occupancy for NEL was 86%, we are not anticipating any issues in meeting trajectory going forward. As outlined in the January update to FPIC,
Ready Date' (December-25) 0 92.27% 93.26% A the Virtual Ward Transformation Project continues to progress. Current focus areas include the development and implementation of core
offers for Acute Respiratory Infection (ARI), Frailty, and Children and Young People, alongside work to establish a shadow tariff for training in
2026/27 and define contracting requirements for 2026/27.
Virtual ward occupancy (] 80.04% 79.44% A 184

NB: From Q4 24/25 onwards, NEL system level reporting has been amended in accordance with ional reporting hodology to include NELFT Orsett MIU Type 3 activity



UEC Programme Issues and Risks

* UEC Transformation is a 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. A system-wide risks for Winter have been identified as part of NEL Winter planning. Top risks are: Ambulance Handover within 45
minutes, 24 Hour Waits for Mental Health Admissions, Number of Patients Receiving Urgent Care in Primary, Community and Mental Health (incl UCR and VW utilisation), Progress on Population Stratification. Eliminating Corridor
Care. Management of BCYP and Frailty cohorts and Workforce are also areas of concern and priority focus. Taking positive learning from winter 2024/25, NEL UEC Director will meet regularly with provider COOs, CMOs and CNOs as
well as Place Directors, DASSs (Directors of Adult Social Care) and DCSs (Directors of Children’s Services) and ICB Quality Team to collectively review NEL winter risks and mitigations at local and wider system level and provide
assurance to the NEL ICB UEC Board and NEL ICB EMT and Board.

Mitigating Actions and Next Steps — Programme Update

* SPoA: The North East London (NEL) Integrated Care Co-ordination (ICC) Hub pilot supporting the 999 pathway is now operational. Since mobilisation in late November last year the service has supported over 1,100 cases,
and around 54% of those resulted in a decision not to convey the patient to ED, instead directing them to more appropriate community pathways. Work is ongoing to achieve at least 75% rota fill. This is required to enable
the post-dispatch Partner in Care (PIC) telephone line to be made available across all NEL. In parallel, partners are reviewing the Directory of Services (DoS) to ensure alternative care pathways are current, clearly defined,
and operationally accessible. This work is being undertaken jointly with ICB Place Leads, the London Ambulance Service, and the DoS team to support safe and appropriate clinical redirection. Data from the pilot is being
used to identify priority alternative care pathways that require further development or system improvement. A key focus for the pilot is to review other models or clinical advice functions such as REACH, LAS Clinical Hub
and 111 Clinical Assessment Service, validate the data being collected from the ICC hub and gather additional insights to inform the future target operating model, aligned with the Integrated Urgent Care Clinical (IUCC)
approach for NHS 111. Funding paper to extend the pilot presented to and endorsed by NEL FRG on 5t March 2026.

* In Hospital: The In-Hospital Programme continues to focus on improving ambulance handovers, streaming, same day emergency care (SDEC), acute frailty, criteria to admit/ admission prioritisation and discharge processes
to underpin the overall efforts to meet the 4-hour, ambulance offload and cat 2 trajectories and drive improvements in long waits in ED. Work is underway to support improved turnaround performance and increased
ambulance availability within the community, including a focused piece of work on data streamlining to identify trends across acute provide and ambulance trust’s data to inform further improvement work. Front door
optimisation remains a key priority, with ongoing work to increase direct conveyances to Urgent Treatment Centres (UTCs), maintain high UTC performance and maximise use of the National Acuity Score and digital front
door opportunities. The Programme team have also been engaged in the UTC commissioning review work that is underway. The SDEC programme aims to enhance provider data visibility at NEL level and ensure full
implementation of the Trusted Assessor and Direct to SDEC models across all sites. A system-wide SDEC stocktake is also being refreshed to promote pathway consistency. In parallel, acute frailty services are aligning to
the new regional Acute Frailty Criteria to establish standardised provision across NEL and strengthen direct access routes, complementing the ongoing development of the Single Point of Access (SPoA). Work continues to
seek clinical leadership for the implementation of the regional Criteria to Admit and develop the NEL Admission Prioritisation Criteria (currently under further consideration by Barts Health who have raised this as an area
of system focus previously). Discharge improvement remains a core area of focus. Progress has been made on P1 and P3 discharges utilising previously agreed discharge delay escalation protocol, with persistent challenge
remaining on P2. Care Closer to Home is supporting Whipps Cross in Barts Health and system partners with P2 delays as part of their Rapid Improvement offer with a potential to extend to BHRUT.

e Virtual Wards: There is a material risk that NEL will be unable to deliver the target of 735 Virtual Ward beds by March 2026 due to current funding allocations, which do not fully cover the workforce, technology, and
infrastructure required to scale at pace. While mitigation includes prioritising high-impact pathways, optimising existing capacity, and aligning commissioning decisions, without additional investment the system risks
plateauing and falling short of the national trajectory. This has been escalated to SMT. As detailed within our update to FPIC in January the Virtual Ward Transformation Project is progressing with a focus on developing
and implementing core offers for ARI, Frailty and Children and Young People, developing a shadow tariff payment for training in 2026/27 and contracting requirements for 26/27.

e Care Closer to Home: The system engaged PA Consulting as a Strategic Delivery Partner to undertake a diagnostic review of UEC pathways and opportunities to deliver more care closer to home. The diagnostic report was
completed in February and is being circulated with system stakeholders. This phase of the programme has developed an evidence base supporting the need to shift care into the community across the whole population,
gaining wide-spread agreement for a prioritised list of interventions and an outline improvement plan. There is a recognition that developing appropriate enablers is also critical, from working with our communities and
shifting expectations to shifting our commissioning approach towards an outcomes approach. Engagement continues to gauge appetite and capacity for pathfinder Providers / Places for the detailed design,
implementation planning and rapid piloting of interventions, before scaling across NEL.

Governance

* NEL UEC Board reports into the NEL ICB Executive Committee




Health Services in the Community — Quarterly: Q3 (25/26); Monthly: December 2025

Health
Services in the
Community

Metric

reported Dec-25

Latest month/quarter where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Change from prev. period indicates movement from the previous period based on validated
published data
V /A deterioration ¥ /A improvement

Achievement Trajectory Actual

Latest Published
6 Month Trend

/Quarterly
Trend

Change from
prev. period

Quarterly
reported

Appointments in General Practice - @ 963.613 1.030.390 v
Dec-25 ! T

Monthl i ithi -

onthly Percentage of appointments seen within two weeks N/A N/A 90.35% A J\/

Urgent Community Response (UCR) referrals; Count of all UCR referrals
planned in the period - (] 2,942 2,995 v
Dec-25
Percentage of learning disability registers and annual health checks delivered
by GPs - (V] 18.68% 59.16% A
Q3 25/26
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 - (V] 2,923 1,589 v
Q3 25/26
Number of CYP (0-17 years) on community waiting lists over 52 weeks - ® 1673 138 v
Q3 25/26 )
Number of Adults (18+ years) on community waiting lists over 52 weeks - o 1250 1451 v

Q3 25/26
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Key Headlines

Primary Care (Dec-25)

* In December, the number of appointments was 1,030,390. This is over the trajectory of 963,613 by 9.73%. 90.35% of these were within 2 weeks

* Continued work to implement and embed the ‘Modern General Practice’ access model is taking place, following the national two-year access recovery plan programme which ended in March 25.. As part of the Access Recovery Plan Programme,
practices that were on analogue systems transferred to digital cloud telephone systems and all practices that were on non-compliant digital telephony systems have moved over to systems with greater functionality including ‘call back’
functions. This will help to support demand management, including the 8am rush for appointments and provide appropriate patient triage.

* Capacity and Access Improvement payments are available for PCNs to apply for, as part of national contractual agreements. The three access related areas that practices will need to show compliance against are: use of cloud-based telephony,
use of online consultation, and care navigation.

* NHSE had allocated notional funding to allow approx. 22 NEL practices to participate in the national GP Improvement Programme, to support practices in moving to the ‘modern general practice’ access model. Work has taken place to encourage
practices that would particularly benefit to participate, and we have fully used our allocation. These practices are all currently participating in the programme which will end in March 26.

* It has been a national contractual requirement for all practices to have online consultation operational during core hours (8 — 6.30) from 1 October, helping to ensure parity of access of access through different points of contacting the practice
and have been supporting practices with this by holding by local webinars and the two NEL GP Peer Ambassadors have been providing support with this. We have been undertaking a validation exercise to test compliance, and we are supporting
any practices don’t appear to be meeting the requirement. 100% of practices declared that they were meeting this requirement through the Edec return.

*  Work to release capacity in primary care is continuing through work to improve the Primary/Secondary interface and the piloting of digital tools such as Al (Heidi Scribe) which is being evaluated.

2-Hour UCR / Community Rapid Response (Dec-25)

* Current Performance & National Position - NEL is performing strongly at 92% delivery against the 2-hour UCR standard, achieving 2,995 responses in December and placing within the top 7 systems nationally. The system continues to exceed the
national age-sex standardised trajectory of 180 referrals per 100,000 population, delivering 277 per 100k in December, demonstrating sustained overperformance and readiness for future uplifts.

* Future National Trajectory Preparedness - National trajectory ambitions increase progressively to 200 (26/27), 240 (27/28) and 270 (28/29). NEL is already operating above these levels, placing the system in a strong strategic position; however,
borough-level variation in referral rates and productivity must now be actively addressed by system collobratively effectively to ensure equitable and sustainable growth.

* Managing Variation & Community Shift - While overall performance is strong, variation across boroughs and service models remains a priority risk. Borough-level rate reviews and regular service assurance checks are underway, alongside the
potential for exploration of UCR business case opportunities to support further shift to community-based urgent care. One model has 24hr UCR Service at Place. UCR teams are also implementing digital workforce management to optimise team
productivity.

* Alignment to National Mandate & Core Offer - The NHS England Medium Term Planning Framework requires a minimum 12-hour “community urgent care” offer, supervised by senior clinical decision-makers at multi-neighbourhood level. NEL’s
Community Collaborative is aligning delivery to this mandate to ensure commissioning, workforce and service models remain compliant and future-proofed. Board to ensure this alighment is taking place i.e. ToR, Report on Core Offer alignment.

* Targeted Improvement & Productivity Focus - In response to NHSE feedback, NEL has strengthened data quality oversight and continues to review the Nursing model through the Collaborative. London regional deep-dives indicate further
opportunity to reduce variation in productivity and service configuration; this is being progressed through the UCR Collaborative sub-group who are reviewing data counting checks across teams and rebranding to optimise visibility.

Learning Disability (Q3)
* LD AHC performance for Q3 is 59.16% against a target of 18.68%.

Community Waiting List Headlines from detailed report (Dec 25)

* National Standardisation & Data Maturity - National community service standardisation specifications are being refreshed, linking service definitions directly to data reporting to enable long-term productivity tracking. NEL has introduced a
monthly Commissioned Community Services Waiting Time Profile in its deep dive reporting to strengthen system oversight and enable earlier intervention where pressures emerge.

» Overall Backlog Position - NEL holds the second-highest community backlog in London at 42,914 (reduced from 43,842 in November). Long waits continue to improve, with 771 patients waiting over 52 weeks (down from 915). However, 8,284
patients remain over 18 weeks, indicating continued recovery pressure. In addition, Board should note the CSDS collections portal is only a snapshot of a point in time of data. National continues to champion move to Faster Data flows.

* Adult Long Wait Position (52+ weeks) - Adult 52+ week waits have reduced (5,576 from 5,814). ELFT has eliminated adult long waits. Barts has met its December clearance target with only 2 people left on the COPD pathway over 52+ weeks.
NELFT’s remaining long waits are primarily linked to MSK capacity constraints in Havering, with targeted actions underway 56 people on MSK pathway. System focus remains on eliminating residual variation.

* Children & Young People (CYP) — Primary Risk Area - CYP long waits remain the most significant pressure, with 1,012 patients over 52 weeks. The majority sit within community paediatrics, particularly Autism assessments at Barts, where
demand has increased by 500% over two years. This pathway represents the principal backlog risk requiring accelerated clearance schemes and strengthened contractual oversight.

* National Mandate & 18-Week Trajectory - The three-year national target requires 78% of patients to be seen within 18 weeks by 2026/27. Mildmay, ELFT and Homerton are already meeting trajectory; NELFT remains at 70% and requires
continued system focus for improvement. National monitoring of this KPl is increasing. SLA-level oversight and improvement planning are in place to maintain trajectory.

* System Response & Financial Levers - Given concentrated backlog pressures (particularly CYP), the system is exploring strengthened KPIs within SLAs and potential variable-payment mechanisms to incentivise higher activity and sustained
clearance performance.
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Workstream Issues and Risks

Primary Care (Dec-25)

* The general practice appointments (GPAD) data had data quality issues, with a proportion of activity ‘unmapped’ or ‘inconsistently mapped’.

* 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 2025 GP Patient survey shows significant variation of experience when making an appointment within NEL. However, overall satisfaction has improved compared
to last year across NEL

* There is a risk that those practices that would most benefit from Ql Programmes to improve access, will not agree to participate. .

* There is a risk that practices won’t comply with the 1 October contract requirement to have online consultation operational in core hours. .

2-hour UCR (Urgent Community Response)/ Community Rapid Response (Dec-25)

* Core Offer, National specifications, and Neighbourhood commissioning Leads within Collaborative are working on Core Offers and reviewing variation. However, work must consider new updated national specifications now published as well as
productivity because of commissioning decisions i.e. Waltham Forest commissioned 24hr OOH service for the whole borough vs Homerton Service.

* Future National Trajectory Preparedness - National trajectory ambitions increase progressively to 200 (26/27), 240 (27/28) and 270 (28/29).

Learning Disability (Q3)
* There have been some key training areas for GPs identified that may improve the quality of annual health checks.

Community Waiting List (Dec 25)

* Backlog Position & Risk Concentration - Total Adult community waiting list stands at 26,615 (down 5.5% from 28,159 in November), demonstrating continued reduction. However, the largest backlog concentration remains within the 18-52-
week cohort across both CYP (1,332; 19%) and Adults (5,814; 21%), indicating sustained pressure despite improvements in extreme long waits. Accelerated clearance schemes remain necessary to prevent re-accumulation under tightening
national standards.

* National Mandate & Trajectory Compliance - The NHS England Medium Term Planning Framework mandates delivery of 78% of patients seen within 18 weeks this year, rising to 80%+ by 2027/28, with prioritisation of CYP and MSK. While
some providers report compliance, the system will need to undertake targeted data validation deep-dives and strengthen SLA oversight to ensure trajectory delivery and consider higher local ambition where appropriate.

* CYP & SALT/SEND Transformation — Targeted Investment : The approved £3m ICB investment to strengthen early intervention, SEND, community paediatrics and children’s therapies, with an explicit productivity focus is impacting. Given
recruitment timelines and sustained demand growth, measurable impact on waiting times is expected late Q4 this FY and into Q1 2026/27. Delivery will continue to be closely monitored to ensure investment translates into backlog reduction
and improved access for our residents across NEL.

* Pathway-Specific Context — Audiology & ASD - Within Barts Audiology, long waits primarily relate to formal hearing aid follow-up appointments rather than access to devices or urgent repair (2—3 week turnaround). This distinction will be
reflected in contract discussions and DQIP oversight. Barts has however successfully reduced COPD long waits but continues to face capacity pressures within ASD services, which remain a key backlog risk.

* Data Transition & System Oversight (Faster Data Flows) - NHSE’s Federated Platform (FDP) will replace SitRep by 2027, moving the system toward daily live reporting. All NEL providers required to submit SitReps are already flowing their live
data into the platform. This transition will also materially strengthen real-time oversight, productivity tracking and commissioning intelligence as data maturity improves. The plan is for NHS to move to this platform. CSDS will continue to offer a
check and proxy. NEL needs to closely monitor these developments and leads must ensure they understand the shift across the data sets. Both CSDS and FDP will be important for CHS data for at least the next 12 months. System also needs to
ensure it is looking at outcomes as well. National are using the Model Hospital Platform to monitor outcomes. NEL may want to review this and sync this into future system automated reports.

* Governance & Commissioning Shift - National productivity expectations require strengthened SLA processes and clearer accountability. The Community Technical Data Improvement Group has improved assurance and reporting standards and
is now transitioning into BAU collaborative commissioning arrangements to enable deeper analytical oversight of pressure pathways.

* Strategic Implication - Delivery of national long-wait mandates will require disciplined SLA performance management, stronger data literacy across the system, and active use of FDF insights to reduce variation, improve productivity and sustain
recovery. It will also require the data and contracts team to have firm handle on data flows and where these are reported.
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Mitigating Actions and Next Steps

Primary Care (Dec-25)

2-Hour UCR / Community Rapid Response (Dec-25)

Community Waiting List (Dec 25)
Plan to reduce waits and meet mandated targets : Community Backlog Recovery & Mandated Target Delivery — System Action Plan

Improvements in coding have been incentivised through the Capacity and Access Improvement Plan.

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. .

All practices are on compliant digital systems and PCNs are incentivised via the CAIP to ensure they make best use of these systems to match demand with capacity

An annual Opening Hours’ exercise is undertaken using Edec data to support practices to open to patients during core hours to fulfil their contractual responsibilities and all practices are now open during this time. We have also reviewed
practice websites to ensure compliance.

Place teams and clinical leads have been contacting those practices that would most benefit from QI Programmes to improve access to encourage them to participate.

We have undertaken a validation exercise to ensure all practices are compliant with the online consultation core hours requirement and have been providing support where necessary. We will put on a workshop and webinar for practices on
this in Q4

Referral Data Quality Improvement - Referral reason data completeness has improved significantly, reducing from 81.7% (June) and 71.6% (July) to 43% (November) and now 42% (December). While progress is evident, this metric remains
under close system, national and regional oversight to ensure sustained improvement in line with NHSE expectations.

Performance Position & Future Mandate - NEL continues to exceed the national standardised referral rate, achieving 277 in December (up from 261 in November), against the national threshold of 200 per 100k population. This places NEL on
track not only to meet current standards but to build toward the anticipated national trajectory of 250-300+ by 2028. Borough/PLACE-level rate data for the new financial year has been issued to support discussions on variation, equity, service
configuration and future commissioning intentions. Leads are reviewing this information in the wider Collaborative discussions.

111 Single Point of Access (SPOA) Integration - A pilot has launched to strengthen integration between 111 and UCR services, with the aim of increasing appropriate UCR referrals during winter and sustaining growth year-round. This is being
delivered through the UEC programme in alignment with community teams. We can see in the data trend over winter an improvement of capacity within UCR teams between 100-300 additional referrals. More analysis needs to be done to
compare this to last FY to see if this is because of Winter or indeed SPOA push. In parallel, the system is assessing longer-term adoption of digital workforce management tools (e.g. DocAbode, Cerner) to optimise operational capacity and
productivity. A group will be meeting shortly to look at the various digital options and how the system can optimise enablers.

Mandated Target Delivery & Performance Trajectory - The system is implementing a structured recovery plan to meet national 18-week standards (78% in 2026/27 and 80% in 2027/28), supported by new ICB-led provider-level reporting
launching in March to enable month-on-month gap closure. NEL should be considering stretch ambition of 80% by the end of 2026/27 and 90% in 2027/28, alongside a zero long-waits commitment (<6 weeks), contingent on strengthened data
quality compliance across all contracts.

Quality, Ethical Prioritisation & Active Demand Management - Quality Plans are aligned to contract monitoring with targeted deep-dives in high-risk pathways (e.g. ASD), supported by a weighted clinical prioritisation framework to ensure safe,
equitable backlog clearance. A system-wide Active Waiting List Management model is being embedded, including routine validation, discharge of inappropriate referrals and strengthened “Right First Time” referral protocols to reduce avoidable
inflow within BAU governance. This will require working with providers to align data on Federated Platform and definitions with national specifications due to be released in the next 12 months for community services and local commissioned
service definitions. The system will need to account for this across CSDS and the data being entered into Federated platform.

Long-Wait System Interventions & Programme Consolidation - All pressure-reduction initiatives across MSK, CYP (including mental health), Nursing Model Networks and community pathways are being consolidated under a unified programme
structure. This includes the £3m CYP productivity investment, expansion of Adult (dietetics, SALT, podiatry, UCR) and Children’s (ASD, SALT transformation) Productivity Networks, formalised data cleansing activity, and mandated spread of best
practice RTT management approaches (including learning from Homerton). Long-term transformations (e.g. MSK redesign) will be clearly mapped, milestone-driven and outcome-tracked. This needs to be mapped into SLR discussions.

Risk Mitigation & Capacity Contingency - The system could be exploring a trigger-based “Red Line Capacity Buffer” for high-demand pathways, enabling pre-contracted or shared capacity deployment before waits exceed defined thresholds,
preventing escalation and protecting trajectory delivery.

Financial Levers, Conditional Investment & Strategic Commissioning - National community growth funding ideally needs to be leveraged to introduce conditional uplifts linked to clearance thresholds and productivity gains. Budget decisions
should be explicitly tied to long-wait reduction, with repurposing of non-impact funding and quarterly oversight of high-pressure areas (MSK, SEND, ASD) at Commissioning Board. Incentives should be supporting overall RTT expertise
management and deployment (Homerton has been committed to this since 2025 with a dedicated lead) and digital capacity tools to improve sustainable productivity.

Unified Governance, Contractual Enforcement & Data Maturity - New Terms of Reference unify technical and strategic governance under a single long-wait reduction strategy. Contract Specifications now mandate long-wait reductions within
Data Quality Improvement Plans (DQIPs), monitored through strengthened technical contract meetings and collaborative oversight aligned to national outcomes models. The system is transitioning to embedded data governance and
accountability structures to sustain sub-18-week access across community services. This will continue to require rigor across ToR for collaborative and SLR discussions.

189




Governance

Primary Care (Dec-25)

¢ Operating plan monitoring. Monthly data provided from national GPAD reporting.

e Primary Care Delivery Group, Primary Care Collaborative, GP Provider Group.

¢ Collaboration with Pharmacy Provider Group and close working with urgent care colleagues

¢ Reports to NHSE on progress as part of Primary Care Delivery Plan

¢ Regular reports on moving to a modern general practice model of access to Primary Care Delivery Group as part of the primary care transformation portfolio

2-hour UCR/ Community Rapid Response (Dec-25)

¢ Community Collaborative Delivery Board and escalation to CHS collab sub committee (subject to ongoing change governance discussions)
¢ ICB Finance and Performance Committee

¢ Contracts & Commissioning Meetings (BAU sessions to begin in April)

¢ UEC Programme Board

¢ Ambulance & Flow Transformation Group (under discussion)

¢ Individual provider governance

Learning Disability (Q3)
¢ Governance is provided through the Learning Disabilities and Autism Board and the Mental Health, Learning Disabilities and Autism Board.

Community Waiting List (Dec-25)

¢ Operating Plan

¢ Community Collaborative Delivery Board and escalation to CHS Collab sub-committee
¢ Contracts & Commissioning Meetings (BAU sessions to begin in April)

* ICB Finance and Performance Committee

¢ Individual provider governance

¢ CYPProgramme Board
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Mental Health — December 2025

Key Headlines

_ Lorraine Sunduza, Paul Gilluley m Inappropriate Out of Area placements has had data quality issues identified in the national published reporting, this is being reflected
with locally reported data. Local data shows the ICB with 34 Inappropriate Out of Area Placements in December 2025. Whilst numbers
have decreased significantly, work continues to decrease the volumes of patients being placed out of area.
Metric Emergency Department Waits around 58% mental patients are waiting more than 6 hours in ED and around 35% more than 12 hours
National Change from as of December 2025, which is a continual decrease since April 2024.
Average Lengths of Stay for adult inpatients show a decrease to 46 days at the end of December 2025 for discharged hospital spells.
Talking Therapies Reliable i . —\ Work is ongoing to understand how Provider data quality issues are affecting these figures.
Improvement (Rate) 66.25% 58.26% o v ‘ Talking Therapies did not meet the trajectory for both reliable improvement and reliable recovery in December 2025, largely due to
Talking Therapies Reliable . . = an increase in the volume of completed treatments during December. NEL ICB is 2" out of 5 for Talking Therapies metrics across
Recovery (Rate) 46.47% 37.04% (%) v \ London (latest benchmark September 25). Waiting times between first and second appointments continue to be a challenge due to a
Dementia Diagnosis e significantly high volume of referrals. Self-referrals continue to be exceptionally high for NEL Talking Therapies (between 80-85%).
(Rate) 66.70% 63.70% [ ] v » ’ Pementia Diagnosis performance is improving, however NEL ICB did not meet the national target in December and has the lowest rate
Serious Mental lliness Physical A " Lf)ndon. . . . . . . )
Perinatal access did not meet their December trajectory. Work is ongoing with the Perinatal Improvement network to understand and
Health Checks (Performance) (Q4 70.00% 64.24% (x ) A - ) . . ) . . .
2023-24) mitigate this, as well as understand the ong0|.ng data qu§||ty issues, particularly the difference between ELFT internal reporting and
5 - data sourced from MHSDS. NEL’s access rate is second highest of the London ICBs.
Perinatal Access 9.29% 8.64% (x ) A "' Children and Young People’s access sees an upward trend in recent months and is below trajectory in December. NEL have the highest
{Rate) 4 _ level of access in London. A deep dive into the specific data quality issues within the Homerton SPA and CAMHS is ongoing.
WELIEINGEEILM Children and Young Peoples - 28635 28 600 (] A e Children’s and Young People’s Eating Disorder wait times: Urgent and routine referrals are both below the 95% target. Work is
Access (Volume) ’ ’ — ongoing to understand the drivers behind this with the CYP programme, however due to small number of service users, only a few
Children and Young Peoples AN young people missing the target can have a large impact. There is also a risk that some service users being placed out of area are
Eating Disorders Urgent Referral 95.00% 81.00% (x ) v ‘ having an impact on the reported performance.
(Performance) % Community Serious Mental lliness Access remains the highest in London. BME groups have relatively high levels of access.
Children and Young Peoples I-""'"\‘ SMI Physical Health Checks saw an increase in quarter 3, and is on target to achieve 70% at the end of the year, in line with
Eating Disorders Routine Referral 95.00% 78.00% (x ] A ! seasonality from previous years.
(Performance) d v Individual Placement Support saw a minor decrease in access in December. A local data feed has been set up from ONEL, as such the
Community Metal Health Access g s o v '."'%-._._”. NEL position can be shown.
(Volume) ¢ 4 T~
Inappropriate Out of Area N
Placements (Volume) _ * 34 © v AN i
Individual Placement Support ——— Workstream Issues and Risks
(Volume) 1746 L4 © A J . . . . . .
e * Reducing Out of Area Placements will require investment. Whilst this should reduce our overall cost there a risk that a) the
Average Length of Stay for Adult 52 46 (] v T investment is not sufficient given our financial constraints b) out of area placements remain above zero.
Acute Beds (Volume) \ . " X .
. * All targets are at risk as a result of our financial constraints.

Latest monthly where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Mitigating Actions and Next Steps
Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement The Dementia Improvement Network has developed Place- based improvement plans to improve diagnosis, which include

improving scanning use, data consistency, Mild Cognitive Impairment recall, and assessment efficiencies. Our Asian diaspora
has a significantly lower rate of diagnosis in proportion to the population size. The Dementia Improvement Network is
developing initiatives to address this.

*  Performance risk and recovery planning is managed at an ICB level via the monthly North East London Mental Health, Learning The Talking Therapies Improvement Network is addressing disparities in access through greater standardisation and the
Disability and Autism Programme Board, and the fortnightly North East London Mental Health Planning and Performance Group increased use of group work and an exploration of culturally aligned approaches.
meeting. The Crisis and Acute Improvement Networks are developing plans to reduce Out of Area Placements to zero through an
* Thisis also monitored by the NHS England London region through quarterly Delivery Assurance Monitoring, and Mental Health expanded bed base, improvements in the discharge pathway and reductions in length of stay.
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Executive summary

The ICB’s operating plan was submitted by the required
February 2026 deadline.

This paper summarises the ICB budget for 2026/27 which
aligns fully to the first year of the operating plan submission.

The ICB has received £6.2bn of allocations and intends to
fully utilise this resource by planning for a breakeven position.

The ICB budgets reflect the ICB’s ambition to invest in
innovation including digital opportunities, to promote care
closer to home through transformation and capital
investment. This includes the establishment of a
transformation fund and dedicated elective recovery, mental
health and primary care funds.

The budget also reflects the continued drive of efficiencies
and the savings impact of the ICB restructure. In total the

budget includes an £80m savings target of cash and non-
cash releasing savings.

Action / recommendation

The board is asked to approve the 2026/27 ICB budget.

Previous reporting

Finance, performance and investment committee (FPIC) and
the Board have received and reviewed a number of updates
throughout the operating plan process.

Next steps/ onward reporting

The ICB has commenced the contracting process with NHS
providers following the planning submission, further updates
will be reported to future meetings.

Conflicts of interest

The nature of the ICB budget is that any individual who has a
relationship with any provider that receives funding from the
ICB will have some form of conflict of interest with this paper.
This includes any NHS Provider or General Practitioner.

Changes to any budget need to be approved only by
individuals with no conflicts of interest. Any colleagues with
provider relationships need to declare up front when making
requests for adjustments to the ICB budget.
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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

To meet the needs of the medium-term planning round, the
whole planning submission was based on a population health
needs analysis that we had completed earlier in the planning
process. This informed the development of the system
strategy, the strategic commissioning plan, and explains how
we intend to commission services for our entire population in
a way that will improve performance and reduce inequality.

The budget is the financial expression of these plans.

Has an Equalities Impact
Assessment been carried out?

An equalities impact assessment has been completed for the
five-year strategic commissioning plan for 2026/31 to ensure
that we are robustly evaluating potential impacts at every step
of the process.

Impact on finance, performance
and quality

The 2026/27 budget is the financial plan to allow the ICB to
deliver its operational objectives.

Risks

The 2026/27 budget contains an element of risk that has
been articulated through the planning process. This includes
management of activity and performance within financial
envelopes, price increases over and above planning
assumptions and the final outcome of the ongoing contractual
process.
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ICB Allocations and Budget

» The ICB operating plan submission has been reviewed and approved by the Finance, Performance and Investment Committee (FPIC) and the Board
and submitted to NHS England (NHSE).

e This paper outlines the 26/27 ICB Budget which is a more detailed breakdown of Year 1 of the operating plan. All assumptions included in the
budget breakdown are fully aligned with the operating plan process.

* The ICB has received allocations for core programme, specialist commissioning, delegated primary care and running costs. In 2026/27 these total
£6.2bn

e The ICB is deemed to be funded 1.19% under the national target and therefore has received core growth of 2.61% and an additional convergence
uplift of 0.14%, a total uplift of 2.75%. This equates to £123m.

« Separate to funding growth, the ICB has had a funding reduction of £47m. This relates to the expected savings from organisational restructure and
the national 50% savings requirement. Corporate budgets have been set to reflect this funding reduction.

* In addition to the ICB’s allocation uplift of £123m, an opportunity to apply a 2.5% adjustment to acute contracts in line with the national
deconstruction exercise has been applied. This is referred to as the ‘guardrail’ and in the case of ICB providers, has led to a £32m deduction being
made and reallocated to other commissioning areas.

e In future years and once a better understating of cost and activity is in place, it may be that the guardrail adjustment moves the other way and the ICB
is required to invest by up to 2.5%.

e The ICB is planning to deliver £80m of savings (including the £47m corporate savings). This includes a combination of cash releasing and non-
cash releasing savings.

 The ICB is on course to deliver a £2.5m surplus in 2025/26 and after taking into account non-recurrent factors and full year impacts, is expected to
enter the 2026/27 financial year with a small underlying surplus of £3.5m.

» The ICB plan for 26/27 is to deliver a break-even position. 195



Budget Assumptions

 The ICB has used a combination of national operating plan assumptions and local intelligence to set its 26/27 budget.

* Net inflation (Cost Uplift Factor, CUF) has nationally been set at 0.03% and includes a 2.03% inflationary uplift and 2% efficiency requirement for

providers to deliver.

e Growth has been allocated to contracts at 50% of the national assumptions. This along with the ICB CIP programme and the application of the
guardrail has allowed the ICB to plan resources to target investment to specific areas.

e As we move into 26/27, the ICB working collaboratively with its providers continues to progress financial sustainability across our system by
identifying those areas that support delivery of constitution targets, manage system finances within the allocation available (accepting BHRUT
will take longer to achieve due to its unigue challenges) and investment in innovation, including digital opportunities, to promote care closer to home

through transformation and capital investment.

Examples of this are contained with the ICB’s strategic commitment which in 26/27 includes the

establishment of a transformation fund (£42m), a dedicated mental health and primary care fund (E20m and £10m respectively) and a

separate elective recovery fund (£20m). Combined, this represents £92m of new investment across our system.

e The table below summarises the ICB plan position by service area across the three year period.

ICB Financial Position 2026/27 | 2027/28 2028/29

£'m £'m % Change £'m % Change
ICB Allocation 6,238 6,483 3.9% 6,667 2.8%
ICB Expenditure
Acute Service Expenditure (2,772) (2,840) 2.5% (2,853) 0.4%
Mental Health Service Expenditure (582) (614) 5.5% (645) 5.1%
Community and programmes Expenditure (684) (766) 11.9% (836) 9.2%
All-age Continuing Care Service Expenditure (214) (224) 4.7% (234) 4.7%
Primary Care Service Expenditure (387) (405) 4.6% (430) 6.2%
Primary Medical Services Expenditure (495) (501) 1.3% (507) 1.3%
Delegated Primary Care Expenditure (261) (265) 1.8% (270) 1.8%
Delegated Specialised Commissioning (810) (832) 2.8% (855) 2.7%
Running Costs (35) (35) 2.1% (36) 2.1%
Total ICB Expenditure (6,238) (6,483) 3.9% (6,667) 2.8%
Total ICB Net Position Surplus/(Deficit) 0 0 0
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FPIC

		NEL ICB
Financial Summary Combined Plan 2026-27		Underlying Position		Tariff & Technical Adjustments		Spec Comm		Activity Growth		Mental Health & LD Investment		GP LIS		Consitiutional Standards    /Performance Improvements		Transformation Fund		Corporate Funding Reduction		Surplus Transfer		Block Deconstruction		Other Cost Pressures and Cash Releasing CIPs		2026/27 Plan

				£m		£m		£m		£m		£m		£m		£m		£m		£m		£m		£m		£m		£m

		Barking Havering And Redbridge Hospitals NHS Trust		666.3		4.8		0.0		5.8		0.0		0.0		7.0		7.0		0.0		1.2		-3.2 		0.0		689.0

		Barts Health NHS Trust		1,186.6		7.2		0.0		10.5		0.0		0.0		5.2		14.1		0.0		0.0		-28.9 		3.1		1,197.6

		Homerton University Hospital NHS Foundation Trust		291.0		4.8		0.0		2.5		0.0		0.0		6.0		3.6		0.0		1.2		0.0		0.0		309.1

		London Ambulance Service NHS Trust		135.6		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-0.6 		135.0

		Independent Sector Providers		107.4		0.0		0.0		0.8		0.0		0.0		5.0		0.0		0.0		0.0		0.0		-7.5 		105.7

		Out of Sector/LVAs and Other Expenditure		319.9		0.1		0.0		4.7		0.0		0.0		0.0		0.0		0.0		0.0		0.0		10.5		335.3

		Acute		2,706.8		17.0		0.0		24.3		0.0		0.0		23.2		24.7		0.0		2.4		-32.1 		5.4		2,771.7

		North East London NHS Foundation Trust		225.7		0.1		0.0		0.0		9.6		0.0		0.0		0.0		0.0		0.0		0.0		0.0		235.4

		East London NHS Foundation Trust		247.4		0.1		0.0		0.0		7.8		0.0		0.0		0.0		0.0		0.0		0.0		0.0		255.3

		Homerton University Hospital NHS Foundation Trust		11.7		0.0		0.0		0.0		0.2		0.0		0.0		0.0		0.0		0.0		0.0		0.0		12.0

		Out of Sector/LVAs and Other Expenditure		66.1		0.1		0.0		0.0		13.2		0.0		0.0		0.0		0.0		0.0		0.0		-0.4 		79.1

		Mental Health & LD		550.9		0.2		0.0		0.0		30.9		0.0		0.0		0.0		0.0		0.0		0.0		-0.4 		581.7

		North East London NHS Foundation Trust		179.5		1.6		0.0		5.5		0.0		0.0		0.0		1.7		0.0		0.0		0.0		0.4		188.7

		East London NHS Foundation Trust		90.2		9.4		0.0		2.7		0.0		0.0		0.0		2.4		0.0		0.0		0.0		0.0		104.8

		Homerton University Hospital NHS Foundation Trust		37.9		0.0		0.0		1.1		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		39.1

		Barking Havering And Redbridge Hospitals NHS Trust		2.1		0.0		0.0		0.1		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		2.2

		Barts Health NHS Trust		27.2		0.0		0.0		0.8		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		28.0

		Hospices		13.7		0.0		0.0		0.4		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		14.2

		Out of Sector/LVAs and Other Expenditure		177.2		0.4		0.0		5.3		0.0		0.0		0.0		13.2		0.0		0.0		0.0		0.0		196.0

		Community Health		527.8		11.4		0.0		16.0		0.0		0.0		0.0		17.3		0.0		0.0		0.0		0.4		572.9

		Continuing Healthcare		212.1		0.1		0.0		4.9		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-3.2 		213.8

		Continuing Healthcare		212.1		0.1		0.0		4.9		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-3.2 		213.8

		London Ambulance Service NHS Trust - NHS111		24.6		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-1.9 		22.7

		Programme Corporate		64.1		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-47.1 		0.0		0.0		0.0		17.1

		Other Programme Expenditure		69.4		0.1		0.0		4.5		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-3.5 		70.4

		Other Programme Expenditure		158.0		0.1		0.0		4.5		0.0		0.0		0.0		0.0		-47.1 		0.0		0.0		-5.4 		110.1

		Prescribing		319.6		0.3		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-6.6 		313.3

		Other Primary Care Expenditure		66.5		1.7		0.0		0.0		0.0		10.0		0.0		0.0		0.0		0.0		0.0		-2.9 		75.3

		Primary Care		386.1		2.0		0.0		0.0		0.0		10.0		0.0		0.0		0.0		0.0		0.0		-9.5 		388.6

		Primary Care Co Commissioning		489.2		5.3		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		494.5

		Primary Care Co Commissioning		489.2		5.3		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		494.5

		Barking Havering And Redbridge Hospitals NHS Trust		5.4		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		5.4

		Barts Health NHS Trust		23.8		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		23.8

		Homerton University Hospital NHS Foundation Trust		4.2		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		4.2

		Dental, Opthalmic and Pharmacy		221.2		0.4		0.0		5.5		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		227.1

		Dental, Opthalmic and Pharmacy		254.6		0.5		0.0		5.5		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		260.5

		Barking Havering And Redbridge Hospitals NHS Trust		67.9		0.0		14.8		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		82.7

		Barts Health NHS Trust		336.0		0.1		78.6		0.0		0.0		0.0		13.4		0.0		0.0		0.0		0.0		0.0		428.0

		Homerton University Hospital NHS Foundation Trust		27.9		0.0		0.8		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		28.7

		East London NHS Foundation Trust		26.2		0.0		0.5		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		26.8

		North East London NHS Foundation Trust		1.4		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		1.4

		Out of Sector/LVAs and Other Expenditure		281.7		0.8		-40.5 		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		242.0

		Specialised Commissioning		741.1		0.9		54.3		0.0		0.0		0.0		13.4		0.0		0.0		0.0		0.0		0.0		809.6

		Running Costs		36.4		1.4		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-3.3 		34.5

		Running Costs		36.4		1.4		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		0.0		-3.3 		34.5



		Total Expenditure		6,063.0		38.8		54.3		55.2		30.9		10.0		36.5		42.0		-47.1 		2.4		-32.1 		-16.0 		6,238.0



		Revenue Resource Limit		-6,066.6 																								-6,238.0 



		Cumulative (Surplus) / Deficit		-3.6 																								0.0





Board

		NEL ICB
Financial Summary Combined Plan 2026-27		2026/27 Plan

				£m

		Barking Havering And Redbridge Hospitals NHS Trust		689.0

		Barts Health NHS Trust		1,197.6

		Homerton University Hospital NHS Foundation Trust		309.1

		London Ambulance Service NHS Trust		135.0

		Out of Sector Acute Trusts		0.0

		Independent Sector Providers		105.7

		Out of Sector/LVAs and Other Expenditure		335.3

		Acute		2,771.7

		North East London NHS Foundation Trust		235.4

		East London NHS Foundation Trust		255.3

		Homerton University Hospital NHS Foundation Trust		12.0

		Out of Sector/LVAs and Other Expenditure		79.1

		Mental Health & LD		581.7

		North East London NHS Foundation Trust		188.7

		East London NHS Foundation Trust		104.8

		Homerton University Hospital NHS Foundation Trust		39.1

		Barking Havering And Redbridge Hospitals NHS Trust		2.2

		Barts Health NHS Trust		28.0

		Hospices		14.2

		Out of Sector/LVAs and Other Expenditure		196.0

		Community Health		572.9

		Continuing Healthcare		213.8

		Continuing Healthcare		213.8

		London Ambulance Service NHS Trust - NHS111		22.7

		Programme Corporate		17.1

		Other Programme Expenditure		70.4

		Other Programme Expenditure		110.1

		Prescribing		313.3

		Other Primary Care Expenditure		75.3

		Primary Care		388.6

		Primary Care Co Commissioning		494.5

		Primary Care Co Commissioning		494.5

		Barking Havering And Redbridge Hospitals NHS Trust		5.4

		Barts Health NHS Trust		23.8

		Homerton University Hospital NHS Foundation Trust		4.2

		Dental, Opthalmic and Pharmacy		227.1

		Dental, Opthalmic and Pharmacy		260.5

		Barking Havering And Redbridge Hospitals NHS Trust		82.7

		Barts Health NHS Trust		428.0

		Homerton University Hospital NHS Foundation Trust		28.7

		East London NHS Foundation Trust		26.8

		North East London NHS Foundation Trust		1.4

		Out of Sector/LVAs and Other Expenditure		242.0

		Specialised Commissioning		809.6

		Running Costs		34.5

		Running Costs		34.5



		Total Expenditure		6,238.0



		Revenue Resource Limit		-6,238.0 



		Cumulative (Surplus) / Deficit		0.0





Op Plan Tables

		Key Data		2026/27		2027/28		2028/29								Efficiencies		2026/27		2027/28		2028/29

				£'m		£'m		£'m										£'m		£'m		£'m

		Surplus/(Deficit)		0.0		0.0		0.0								Recurrent		79.5		32.5		32.5

																Non-Recurrent		0.5		0.5		0.5

		Exit Run Rate/Underlying Position		0.0		0.8		1.4								Unidentified		0.0		0.0		0.0

																Total		80.0		33.0		33.0

		Risks		(75.0)		(75.0)		(75.0)

		Mitigations		23.0		23.0		23.0								High Risk		15.9		15.0		15.0

		Net Risk		(52)		(52)		(52)								Medium Risk		11.9		15.0		15.0

																Low Risk		52.2		3.0		3.0

																Total		80.0		33.0		33.0

		ICB Financial Position		2026/27		2027/28		% Change		2028/29		% Change				Capital		2026/27		2027/28		2027/28

				£'m		£'m				£'m								£'m		£'m		£'m

		ICB Allocation		6,238		6,483		3.9%		6,667		2.8%				Allocation		11.8		12.2		12.3

		ICB Expenditure														Total Capital Charge		11.8		12.2		12.3

		Acute Service Expenditure		(2,772)		(2,840)		2.5%		(2,853)		0.4%				Variance		0		0		0

		Mental Health Service Expenditure		(582)		(614)		5.5%		(645)		5.1%

		Community and programmes Expenditure		(684)		(766)		11.9%		(836)		9.2%

		All-age Continuing Care Service Expenditure		(214)		(224)		4.7%		(234)		4.7%

		Primary Care Service Expenditure		(387)		(405)		4.6%		(430)		6.2%

		Primary Medical Services Expenditure		(495)		(501)		1.3%		(507)		1.3%

		Delegated Primary Care Expenditure		(261)		(265)		1.8%		(270)		1.8%

		Delegated Specialised Commissioning		(810)		(832)		2.8%		(855)		2.7%

		Running Costs		(35)		(35)		2.1%		(36)		2.1%

		Total ICB Expenditure		(6,238)		(6,483)		3.9%		(6,667)		2.8%

		Total ICB Net Position Surplus/(Deficit)		0		0				0

		Profiling of Financial Performance		2026/27

				£'m

		Month 1		(0.3)

		Month 2		(0.3)

		Month 3		(0.3)

		Month 4		(0.3)

		Month 5		0.1

		Month 6		0.1

		Month 7		0.1

		Month 8		0.1

		Month 9		0.2

		Month 10		0.2

		Month 11		0.2

		Month 12		0.2

		Total ICB Net Position Surplus/(Deficit)		0.0

		Investments		26/27		27/28 Additional		Total in 27/28		28/29 Additional		Total in 28/29

		Risk Reserve		9.7		10.2		19.9		39.3		59.2

		Transformation		42.0		65.0		107.0		69.0		175.9

		Mental Health		29.9		26.7		56.6		6.7		63.3

		GP LIS		10.0		10.0		20.0		10.0		30.0

		Constitutional Standards / Performance Improvements		19.9		0.0		19.9		0.0		19.9

		Total		111.5		111.8		223.3		125.0		348.3

		Funding Source		26/27		27/28 Additional		Total in 27/28		28/29 Additional		Total in 28/29

		Guardrail		32.1		41.8		73.9		45.0		119.0

		Growth saving		50.8		51.4		102.2		55.7		157.9

		CIP net of underlying position & cost pressures		28.6		18.6		47.2		24.2		71.4

		Total		111.5		111.8		223.3		125.0		348.3







Contract Bridge - Programme

				BARKING, HAVERING AND REDBRIDGE UNIVERSITY HOSPITALS NHS TRUST		BARTS HEALTH NHS TRUST		EAST LONDON NHS FOUNDATION TRUST		HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		NORTH EAST LONDON NHS FOUNDATION TRUST		Total

		25/26 Closing		726,061		1,235,626		353,293		370,864		418,223		3,104,066

		Remove Deficit Support Funding		(22,680)		0		0		(19,320)		0		(42,000)

		Reverse Local deficit support		(1,386)		13,734		(834)		(5,272)		(6,291)		(49)

		Remove £40m NR funds		(26,900)		(3,500)		(2,800)		(4,000)		(2,800)		(40,000)

		Sub- total		(50,966)		10,234		(3,634)		(28,592)		(9,091)		(82,049)

		Revised		675,095		1,245,860		349,659		342,272		409,131		3,022,017

		25/26 Non Recurrents		(67,878)		(107,942)		(26,429)		(28,447)		(27,262)		(257,957)

		2526 PFI Funding & Depreciation		(1,683)		(8,892)		(10,320)		(2,000)		(1,139)		(24,034)

		Sub- total		(69,561)		(116,834)		(36,749)		(30,446)		(28,401)		(281,991)

		26/27 Baseline		605,534		1,129,026		312,910		311,825		380,731		2,740,027

		CUF		182		340		94		94		116		825

		Growth		5,853		11,280		2,798		3,875		5,583		29,389

		Commissioning Intentions		932		1,725		0		0		2,641		5,298

		CNST		1,943		7,700		0		3,000		0		12,643

		Full Year Impacts		259		2,082		0		138		1,924		4,403

		Sub- total		9,169		23,127		2,892		7,106		10,264		52,558

		Baseline After Growth		614,704		1,152,153		315,802		318,932		390,994		2,792,585

		26/27 Non Recurrents & holding values		66,745		111,485		29,970		32,619		26,593		267,413

		Deprecation (subject to NHSE funding)		3,047		(3,130)		9,481		2,000		1,553		12,951

		£2.5m Surplus		1,248		0		0		1,201		0		2,449

		Block deconstruction deduction		(3,220)		(28,921)		0		0		0		(32,141)

		Apply Mental Health Growth as per MHIS ratio		0		0		4,575		0		6,784		11,359

		Constitutional Standards / Performance Improvements		0		0		0		0		0		0

		Transformation fund 		7,000		14,100		2,400		3,600		1,700		28,800

		Additional Elective Funding		7,000		5,150		0		6,000		0		18,150

		Sub-total		81,820		98,684		46,426		45,420		36,630		290,830

		26/27 Total		696,523		1,250,837		362,228		364,351		427,625		3,083,415

		27/28 CUF		0		0		0		0		0		0

		27/28 Growth		5,853		11,280		2,798		3,640		5,583		29,154

		27/28 Block deconstruction deduction		(12,881)		(28,921)		0		0		0		(41,802)

		26/27 Transformation fund reversal		(7,000)		(14,100)		(2,400)		(3,600)		(1,700)		(28,800)

		27/28 ERF Increase		16,549		24,669		0		6,781		0		48,000

		27/28 MHIS		0		0		1,243		0		2,833		4,076

		27/28 CNST		1,604		2,901		0		970		0		5,475

		27/28 Non Recurrents		0		2,232		(981)		(5,000)		0		(3,750)

		27/28 Total		700,648		1,248,898		362,888		367,143		434,341		3,095,768

		28/29 CUF		0		0		0		0		0		0

		28/29 Growth		5,853		11,280		2,798		3,640		5,583		29,154

		28/29 Block deconstruction deduction		(16,102)		(28,921)		0		0		0		(45,023)

		28/29 MHIS		0		0		3,243		0		2,833		6,076

		28/29 CNST		1,604		2,901		0		970		0		5,475

		28/29 Non Recurrents		0		(1,439)		(605)		0		0		(2,044)

		28/29 Total		692,003		1,232,719		368,324		371,753		442,758		3,089,406



		Movement between 25/26 closing and 26/27 		(29,538)		15,211		8,935		(6,513)		9,402		(2,501)

		DSF from national		4,240						12,060				16,300

		EPR Costs		23,000										23,000

		Movement 		(2,298)		15,211		8,935		5,547		9,402		36,799

		Movement between 25/26 (excl DSF) closing and 26/27 		21,428		4,977		12,569		22,079		18,494		79,547



		Movement between 26/27 closing and 27/28		4,125		(1,939)		660		2,791		6,716		12,353

		Movement between 27/28 closing and 28/29		(8,645)		(16,179)		5,436		4,610		8,416		(6,362)

		Scenarios:



		Apply Mental Health Growth as per MHIS ratio						6,403				5,594		11,997

		Primary Care LIS Equalisation												0

		Constitutional Standards / Performance Improvements		ERROR:#REF!		ERROR:#REF!				ERROR:#REF!				ERROR:#REF!								4486.2435549021

		Transformation fund 		7,590		13,630		3,947		3,970		4,660		33,798		NR						33600





		Final Movement after application of growth		ERROR:#REF!		ERROR:#REF!		19,286		ERROR:#REF!		19,656

		DSF from national		4,240						12,060

		EPR Costs		23,000										ERROR:#REF!

		Provider Movement including Naitonal funds and EPR costs 		ERROR:#REF!		ERROR:#REF!		19,286		ERROR:#REF!		19,656







		Not leaving any flexibility to use the funds during the year - i.e we may have need for real transformation - Care closer to home and other investment in the CIs, how do we fund those



		We're funding 1.25% of BARTS in year ask, but only 0.25% of Homerton and BHRUT.



		Homerton, BHRUT and NELFT also have pressure of reduction in local funds. BARTS gain mean they have no in year ask - year on increase equals growth. 



		Risk of overperformance. How does this play in.



		Risk of other items - i.e CNST, Best practice tarifs, SDEC etc. - can't do this and fund them - so which ? Also PFI  funding BARTS



		The ICB still holds the £19m CIP ask - how will that be achieved. 



		Revenue consequence of capital needs to be funded.



		What are we exepcting from the growth in ELFT and NELFT.



		From what point are we taking the Constitutinal standards



		Provider Impact



		Remove Deficit Support Funding		(22,680)		0		0		(19,320)		0

		Reverse Local deficit support		(1,386)		13,734		(834)		(5,272)		(6,291)

		Remove £40m NR funds		(26,900)		0		(2,800)		(4,000)		(2,800)

		£2.5m Surplus		1,248		0		0		1,201		0

		Block deconstruction deduction		(3,220)		(28,921)		0		0		0

		DSF from national		4,240						12,060

		0		0		0		0		0		0		0

		EPR Costs		23,000		0		0		0		0



		Impact of funding flow changes 		(25,698)		(15,186)		(3,634)		(15,331)		(9,091)



		Growth		5,853		11,280		2,798		3,875		5,583

		CUF etc		441		2,422		94		231		2,039

		Constitional Standards		ERROR:#REF!		ERROR:#REF!		0		ERROR:#REF!		0

		NR Movement 		(1,132)		43		3,541		4,172		(668)

		PFI Movement ( Seeking National funding)		1,363		(12,022)		(839)		0		414

		MI Investment 		0		0		6,403		0		5,594

		CI		932		1,725		0		0		2,641

		Draft Transformation 		7,590		13,630		3,947		3,970		4,660



		Movement		ERROR:#REF!		ERROR:#REF!		12,311		ERROR:#REF!		11,172





		Rec		ERROR:#REF!		ERROR:#REF!		(6,975)		ERROR:#REF!		(8,484)









Contract Bridge - Spec Comm

				BARKING, HAVERING AND REDBRIDGE UNIVERSITY HOSPITALS NHS TRUST		BARTS HEALTH NHS TRUST		EAST LONDON NHS FOUNDATION TRUST		HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST		NORTH EAST LONDON NHS FOUNDATION TRUST		Total

		25/26 Closing		77,962		393,437		26,238		28,244		1,356		527,236

		25/26 ERF		(9,089)		(39,573)		0		42		0		(48,621)

		25/26 Other Non Recurrents		(965)		(17,900)		(2)		(396)		0		(19,262)

		26/27 Baseline		67,908		335,964		26,236		27,890		1,356		459,353				Note Growth

		CUF		20		101		8		8		0		138				Acute		MHS		Non NHS		Total

		Growth		2,234		11,296		538		811		28		14,906				18,953		1,899		50		20,902

		Sub- total		2,254		11,396		546		819		28		15,043

		Baseline After Growth		70,162		347,360		26,782		28,709		1,384		474,396

		ERF		5,743		25,605		0		0		0		31,348

		26/27 Other Non Recurrents & holding values		6,813		55,079		0		24		0		61,917

		Guardrail		0		0		0		0		0		0

		Sub-total		12,556		80,684		0		24		0		93,265

		26/27 Total		82,718		428,045		26,782		28,733		1,384		567,662

		Movement between 25/26 closing and 26/27 Excluding ERF		8,102		48,576		544		448		28		57,698

		ERF Movement		(3,346)		(13,968)		0		42		0		(17,273)

		Total Movement between 25/26 closing and 26/27 		4,756		34,608		544		489		28		40,425

		ERF income from other ICBs

		EOE		3,407		5,484								8,891

		SER				2,448								2,448

		London ICBS				6,217								6,217

		Total		3,407		14,149		0		0		0		17,556

		Total Movement Incl additional ERF income		8,163		48,757		544		489		28		57,981

		 

		Notional growth for planning purposes		2,234		11,296		538		811		28		14,906






ICB 26/27 Budget

NEL ICB 2026/27 Plan
Financial Summary Combined Plan 2026-27 £m
Barking Havering And Redbridge Hospitals NHS Trust 689.0
Barts Health NHS Trust 1,197.6
Homerton University Hospital NHS Foundation Trust 309.1
London Ambulance Service NHS Trust 135.0
Independent Sector Providers 105.7
Out of Sector/LVAs and Other Expenditure 335.3
IAcute 2,771.7
North East London NHS Foundation Trust 235.4
East London NHS Foundation Trust 255.3
Homerton University Hospital NHS Foundation Trust 12.0
Out of Sector/LVAs and Other Expenditure 79.1
IMental Health & LD 581.7
North East London NHS Foundation Trust 188.7
East London NHS Foundation Trust 104.8
Homerton University Hospital NHS Foundation Trust 39.1
Barking Havering And Redbridge Hospitals NHS Trust 2.2
Barts Health NHS Trust 28.0
Hospices 14.2
Out of Sector/LVAs and Other Expenditure 196.0
Community Health 572.9
Continuing Healthcare 213.8
London Ambulance Service NHS Trust - NHS111 22.7
Programme Corporate 17.1
Other Programme Expenditure 70.4
Other Programme Expenditure 110.1
Primary Care 388.6
Primary Care Co Commissioning 494.5
Dental, Opthalmic and Pharmacy 260.5
Specialised Commissioning 809.6
Running Costs 34.5
|Tota| Expenditure 6,238.0

The table provides a more detailed summary of the ICB 26/27
budget.

Further detail is included in Appendix A that shows the build up
of the 26/27 budget from the starting underlying position.

Budget envelopes with NEL providers were agreed during the
operating plan process and have been reflected in the budget.

Contract discussions are ongoing and an update on this will be
provided to a future committee meeting.

A breakdown of the planning envelopes and how they have
been constructed is summarised in Appendix B

The budget includes the £42m transformation investment as
described through the operating plan. A breakdown of this is
provided in the pack.

The ICB budget assumes a small deficit each month for the first
4 months. The next 8 months will be impacted by a higher level
of CIP delivery and a small in-month surplus is planned.

The ICB is planning on exiting 26/27 with an underlying surplus.

|Tota| Expenditure 6,238.0
|Revenue Resource Limit (6,238.0)
|Cumu|ative (Surplus) / Deficit 0.9




Transformation approach and budgets

The system has a range of resources available from ICB, regional and national sources to support transformation and address provider sustainability
challenges. The ICB budget includes a significant level of investment and as a system we are planning to

» Address need earlier and more proactively to reduce increasing demands for non-elective and planned care, which are driving provider financial
challenges.

* Rebalancing historic patterns of differential investment in mental health, primary care, the outer NEL boroughs and building community and primary care
capacity to address over-utilisation of acute capacity.

* Improving quality and service user experience through pathway improvements and quicker access to care.
* Investing in enabling the delivery of shifts to prevention, community and digital.
* Making sustainable investments in integrated neighbourhood working.

 Targeting interventions on long term conditions.

NEL resource allocations 2026/27 National and regional funding allocations 26/27 27128 28/29 29/30

Transformation Fund £42m National elective non-recurrent funding £77.5m £77.1m
Mental health growth fund £20m National specialised elective funding £13.3m £13.3m £13.3m £13.3m
. Diagnostics capital (NEL fair share) £40m £12m £12m £6m

Primary care growth fund £10m

Urgent & Emergency care capital (NEL fair share) £20m £16m £13m £10m
Elective care growth fund £20m

Mental health capital (NEL fair share) £4m £4m £6m £2m
Total £92m

Community services capital (NEL fair share) £3m £2m £2m £2m

ICB strategy capital allocation £7m £7m £7m £7m

Frontline productivity (cap + rev; NEL fair share) £10m £20m £20m £20m198



Transformation Fund allocation

Maternity & Neonatal Neonatal pathway redesign 1.0 0.5 1.5
Planned Care Women's Health Hubs (Homerton, NUH) 0.6 0.6
Planned Care ENT community expansion (NEL) 1.5 4.2
Planned Care Sickle cell SDEC (RLH) 1.5
Mental Health Barnsley St Neighbourhood Centre (TH) 1.6 1.6
Primary Care Primary Care Anticoagulation (NEL) 0.5 0.7
Primary Care Same Day Primary Care (NEL) 0.2
Long-term Conditions Stroke video triage (NEL) 0.2
Long-term Conditions Stroke rehab community nursing (BHR) 1.2 41
Long-term Conditions FIND LTC programme (Barts; NEL) 2.0
Long-term Conditions Young Adult Diabetes Service (NEL) 0.7
Urgent & Emergency Care |Single Point of Access / ITC (NEL) 0.7
Urgent & Emergency Care |Care Closer To Home (NEL) 3.0 3.7
Urgent & Emergency Care |Health Navigator (NEL) 0.0
Neighbourhood Health Neighbourhood health - pathways (NEL) 3.5
Neighbourhood Health Neighbourhood health - clinical (NEL) 1.1 49
Neighbourhood Health Neighbourhood Health - OD (NEL) 0.2
Neighbourhood Health Community Data Quality (NEL) 0.1

Universal Care Planning/Hospice @ Home
End of Life Care (NEL) 1.8 1.8
General Provider-led schemes 3.8 3.2 1.0 0.5 0.5 9.0
\Workforce Workforce transformation 6.2 2.8 1.5 10.5
Total 13.5 14.1 7.0 3.6 2.1 1.7 42.0
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NEL ICB 26/27 Cost Improvement Programme (CIP)

* The ICBs Cost Improvement Programme reflects initiatives designed to increase efficiency, reduce waste, and lower expenditure without compromising
patient safety or service quality.

» The overall objective is to deliver better value for money and maximising funds that are available for frontline patient care.

» The 26/27 cost improvement programme is challenging with a target of £80m this financial year. Efficiencies are planned to be delivered in 4 broad :

NEL resource allocations 2026/27

Corporate Costs Reduction £49.5m

Contractual Efficiencies and Demand Management £11.7m

Efficiencies Relating to Service Provision £9.8m
Transformation and Service Redesign £9.0m
Total £80m

Corporate - In line with the National ICB Blueprint and model ICB, a significant organisational restructure in addition to the relocation of premises
and other corporate efficiencies is expected to deliver £47m. A further £2m has also targeted to reduce void estate costs.

Contractual - Building on the demand management process in 25/26, it is expected that through reduced reliance and demand into Independent
Sector Providers, and maximising existing NHS capacity, this will reduce the spend in this sector by up to £10m.

Service - By focusing on systematic Medicines Optimisation at scale, including increasing best value drugs, and strengthening the approach to
polypharmacy, deprescribing, waste and oversupply, £6.6m of savings is expected to be delivered in 26/27

Transformation - Supported by investment and ICB baseline allocations, several NEL wide transformation to care pathways are being developed and
implemented aimed at delivering efficiencies and improving care by shifting care into the community, and closer to home. Initiatives include

Musculoskeletal (MSK) pathways, Proactive Care and Urgent Care Response services and End of Life community Care 200



Appendices

» Appendix A — 26/27 ICB budget detalil

* Appendix B — In-Sector NHS contract bridge
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Appendix A — 26/27 ICB budget detalil

s Other Cost
Tariff & Ment Consitutona Corporate Pressures
Underlying , Spec | Activity | Health & Standards  (Transformation P , Surplus Block 2026/27
NEL ICB .. | Technical GP LIS Funding .| andCash
. , Position | Comm | Growth LD [Performance Fund , Transfer |Deconstruction ) Plan
Financial Summary Combined Plan 2026-27 Adjustments Reduction Releasing
Investment Improvements
CIPs
fm fm fm fm fm fm fm fm fm fm fm fm fm
Barking Havering And Redbridge Hospitals NHS Trust 666.33 481 580 7.00 7.00 1.25 (3.22) 688.97
Barts Health NHS Trust 1,186.58 1.20 10.46 5.18 14.10 0.00 (28.92) 3.05| 1,197.65
Homerton University Hospital NHS Foundation Trust 291,01 4.79 2.51 6.00 3.60 1.20 309.11
London Ambulance Service NHS Trust 135.57 (0.61)] 13496
Independent Sector Providers 107.36 0.81 5.00 (7.50)  105.67
Out of Sector/LVAs and Other Expenditure 319.95 0.12 471 0.00 1050  335.28
Acute 2,706.80 16,92 0.00,  24.28 0.00 0.00 23.18 24.70 0.00 245 (32.14) 544/ 2,771.63
North East London NHS Foundation Trust 225.67 0.06 9.62 235.35
East London NHS Foundation Trust 247.43 0.07 1.82 255.32
Homerton University Hospital NHS Foundation Trust 11.72 0.23 11.95
Out of Sector/LVAs and Other Expenditure 66.10 0.10 13.24 (0.39) 79.05
Mental Health & LD 550.92 0.23 0.00 0.00 30.91 0.00 0.00 0.00 0.00 0.00 0.00 (0.39)]  581.67
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Other Cost

Tariff & Mental Consitiutional Corporate Pressures
Underlying . Spec Activity | Health & Standards  |Transformation . Surplus Block 2026/27

NELICB .. Technical GP LIS Funding . and Cash

Financial Summary Combined Plan 2026-27 Position Adjustments Comm | Growth LD [Performance Fund Reduction Transfer |Deconstruction Releasing Plan

Investment Improvements
CIPs
fm f£m f£m fm fm fm fm f£m fm fm fm fm fm

North East London NHS Foundation Trust 179.48 1.61 5.55 1.70 0.40 188.74
East London NHS Foundation Trust 90.19 9.43 2.73 2.40 104.75
Homerton University Hospital NHS Foundation Trust 37.95 1.13 39.08
Barking Havering And Redbridge Hospitals NHS Trust 2.09 0.06 2.15
Barts Health NHS Trust 27.16 0.82 27.97
Hospices 13.73 0.43 14.15
Out of Sector/LVAs and Other Expenditure 177.19 0.36 5.30 13.20 196.05
‘Community Health 527.79 11.40 0.00 16.01 0.00 0.00 0.00 17.30 0.00 0.00 0.00 0.40 572.90
Continuing Healthcare 212.08 0.06 4,92 (3.23) 213.83
‘Continuing Healthcare 212.08 0.06 0.00 4.92 0.00 0.00 0.00 0.00 0.00 0.00 0.00 (3.23) 213.83
London Ambulance Service NHS Trust - NHS111 24.58 (1.92) 22.65
Programme Corporate 64.10 (47.06) 17.04
Other Programme Expenditure 69.35 0.05 4.48 (3.51) 70.38
‘Other Programme Expenditure 158.04 0.05 0.00 4.48 0.00 0.00 0.00 0.00 (47.06) 0.00 0.00 (5.43) 110.08
Prescribing 319.63 0.26 (6.57) 313.32
Other Primary Care Expenditure 66.47 1.70 0.04 10.00 (2.92) 75.29
‘Primary Care 386.10 1.96 0.00 0.04 0.00 10.00 0.00 0.00 0.00 0.00 0.00 (9.49) 388.61
Primary Care Co Commissioning 489.21 5.30 0.02 494.53
‘Primary Care Co Commissioning 489.21 5.30 0.00 0.02 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 494.53
Barking Havering And Redbridge Hospitals NHS Trust 5.40 5.40
Barts Health NHS Trust 23.83 23.83
Homerton University Hospital NHS Foundation Trust 4.20 4.20
Dental, Opthalmic and Pharmacy 221.16 0.44 5.48 227.09
Dental, Opthalmic and Pharmacy 254.60 0.44 0.00 5.48 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 260.52
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S Other Cost
Tariff & Mental Consitiutional Corporate Pressures
Underlying . Spec Activity | Health & Standards  |Transformation P . Surplus Block 2026/27
NELICB .. Technical GP LIS Funding . and Cash
. ] ’ Position . Comm | Growth LD /Performance Fund . Transfer |Deconstruction . Plan
Financial Summary Combined Plan 2026-27 Adjustments Reduction Releasing
Investment Improvements
CIPs
fm fm fm fm fm fm f£m f£m f£m fm f£m £m fm
Barking Havering And Redbridge Hospitals NHS Trust 67.91 14.79 82.70
Barts Health NHS Trust 335.96 0.10 78.63 13.35 428.04
Homerton University Hospital NHS Foundation Trust 27.89 0.83 28.73
East London NHS Foundation Trust 26.24 0.54 26.77
North East London NHS Foundation Trust 1.36 1.36
Out of Sector/LVAs and Other Expenditure 281.73 0.77|  (40.53) 241.97
‘Specialised Commissioning 741.09 0.87 54.26 0.00 0.00 0.00 13.35 0.00 0.00 0.00 0.00 0.00 809.57
Running Costs 36.42 1.39 (3.30) 34.51
‘Running Costs 36.42 1.39 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 (3.30) 34.51

Revenue Resource Limit

(6,066.61)

Cumulative (Surplus) / Deficit

(3.57)

(6,238.05)

0.00
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Appendix B — Contract bridge

Barking, Homerton
Havering And East London University North East
Redbridge Barts Health Nhs . London Nhs
University Nhs Trust Foundation Hospital Nhs Foundation Total
Hospitals Nhs Trust Foundation Trust
Trust Trust
£k £k £k £k £k £k
25/26 Closing 726,061 1,235,626 353,293 370,864 418,223| 3,104,066
Remove Deficit Support Funding (22,680) 0 0 (19,320) 0 (42,000)
Reverse Local deficit support (1,386) 13,734 (834) (5,272) (6,291) (49)
Remove £40m NR funds (26,900) (3,500) (2,800) (4,000) (2,800) (40,000)
Sub- total (50,966) 10,234 (3,634) (28,592) (9,091) (82,049)
Revised 675,095 1,245,860 349,659 342,272 409,131| 3,022,017
25/26 Non Recurrents (67,878) (107,942) (26,429) (28,447) (27,262)| (257,957)
2526 PFI Funding & Depreciation (1,683) (8,892) (10,320) (2,000) (1,139) (24,034)
Sub- total (69,561) (116,834) (36,749) (30,446) (28,401) (281,991)
26/27 Baseline 605,534 1,129,026 312,910 311,825 380,731| 2,740,027
CUF 182 340 94 94 116 825
Growth 5,853 11,280 2,798 3,875 5,583 29,389
Commissioning Intentions 932 1,725 0 0 2,641 5,298
CNST 1,943 7,700 0 3,000 0 12,643
Full Year Impacts 259 2,082 0 138 1,924 4,403
Sub- total 9,169 23,127 2,892 7,106 10,264 52,558
Baseline After Growth 614,704 1,152,153 315,802 318,932 390,994| 2,792,585
26/27 Non Recurrents & holding values 66,745 111,485 29,970 32,619 26,593 267,413
Deprecation (subject to NHSE funding) 3,047 (3,130) 9,481 2,000 1,553 12,951
£2.5m Surplus 1,248 o|” 1,201 0 2,449
Block deconstruction deduction (3,220) (28,921) 0 0 0] (32,141)
Apply Mental Health Growth as per MHIS ratio 0 0 4,575 0 6,784 11,359
Transformation fund 7,000 14,100 2,400 3,600 1,700 28,800
Additional Elective Funding 7,000 5,150 0 6,000 0 18,150
Sub-total 81,820 98,684 46,426 45,420 36,630 290,830
26/27 Total 696,523 1,250,837 362,228 364,351 427,625| 3,083,415

The table
highlights the
movement in
each trust
contract value
from 25/26 to
26/27.

Note BHRUT and
Homerton
received deficit
support funding
in 25/26 which is
not included in
the 26/27 ICB
contract values.

BHRUT received
£27m of non-
recurrent
electronic patient
record (EPR)
funds in 25/26
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Executive summary

As the ICB moves to operate as a strategic commissioner
in line with the model ICB Blueprint, a number of enabling
changes to ICB governance are proposed — phased over
time — to support the delivery of the 10-year health plan.

As part of a phased approach, the following initial changes
to ICB governance are proposed, with further changes
being developed for consideration at the May Board.

e To submit an application to NHS England to amend
the ICB constitution to align with the executive
management team structure adopted in July 2025
and reduce the number of partner members to one
from each constituent which includes primary care,
trusts and local authorities

e To disestablish the provider collaborative and place
sub-committees from ICB governance noting that
the important partnership and collaborative work of
the place partnerships and provider collaboratives
will continue outside the formal ICB governance as
part of the wider health and care landscape

Further details on these proposals are contained within the
body of this report.

To note the changes to Committee membership to
reduce the risks of conflict of interest as we move to
take up our role as strategic commissioner

Action required

The ICB Board is asked to:

e Approve the application to NHSE to amend the ICB
constitution to align with the Executive Management
Team structure and reduce the number of partner
members.

e Approve the disestablishment of the provider
collaborative and place sub-committees from ICB
governance

e Approve the changes to membership as set out in the
report.

Previous reporting

ICB Board, Executive Management Team and committees.
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Next steps/onward reporting

The Governance Handbook will be updated to reflect these
proposed changes, and a report will be presented to the
ICB Board in May on further governance changes.

Conflicts of interest

No conflicts of interest have been identified in relation to
this report.

Strategic fit

Links to overall design and governance of the ICB and
integrated care system and to support all four ICS aims:

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

Impact on local people, health
inequalities and sustainability

The inclusive governance is designed to support the
organisation and system to make improvements to access,
experience and outcomes for local people - with an overall

focus on tackling health inequalities.

Has an Equalities Impact An Equalities Impact Assessment is not required for this

Assessment been carried out? report.

Impact on finance, performance | There are no immediate financial implications.

and quality

Risks These proposals are aligned to the future operating model
of the ICB as a strategic commissioner in light of the model
ICB Blueprint and will ensure the ICB can manage risk
through a robust governance framework.

1.0 Background

1.1 The Model ICB Blueprint, issued by NHS England (NHSE) in May 2025, set out the

1.2

13

critical role ICBs will play in the future as strategic commissioner of healthcare services
working to improve population health, reduce inequalities and improve access to high
quality care.

As the ICB moves to its new strategic commissioning operating model, it is essential to
update and, where necessary, amend the ICB governance to ensure it continues to
support its core functions and fully enable the focus on strategic commissioning. The
nationally agreed Model ICB Blueprint detailed the activities that make up the ICB’s core
function and duties and the following sets out proposed initial governance changes
which will support delivery of these.

As well as the structural governance changes which are required, it is recognised that
the agenda and approach will also need to change and develop, to reflect different
responsibilities as a strategic commissioner, the shift to strategic commissioning and the
focus on commissioning activity as driving the focus of the Board.
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2.0
2.1

2.2

3.0
3.1

Changes to the Board membership and Constitution

The executive management team was restructured in June 2025, with NHSE and ICB
Board, approval and it is necessary to reflect its current form accurately in the ICB’s
Constitution and Board composition. It is therefore recommended that changes are
made to the Constitution to reflect our current executive structure which is as follows:
Chief Executive, Chief Finance and Resources Officer, Chief Strategy Officer, Chief
Clinical and Quality Commissioning Officer, Chief Strategic Commissioning Officer.

Further, in moving to our streamlined operating model, it is recommended that we reduce
partner members by one within each constituent group meaning we retain perspectives
from across our system (from community, Trusts, primary care and local government)
but can operate as a streamlined body, reflective of our revised shape, purpose and
size.

Changes to ICB governance structure

The following changes are proposed to the ICB governance structure as we move to
operate as a strategic commissioner. They do not require policy, legislative or
constitutional amendments.

3.1.1 We propose to clarify the role of the Population Health and Integration Committee in

strategic commissioning and to disestablish the sub-committees to this Committee
which are the sub-committees pertaining to Provider Collaboratives and to Place
Partnerships. We will continue to engage fully and collaboratively with partners and
wider stakeholders through a range of provider collaborative and place partnership
arrangements, detail is provided below.

a. Provider Collaborative Sub-Committees

The Provider Collaborative Sub-Committees will be disestablished but Provider
Collaboratives will continue. As an ICB we remain committed to participating in provider
collaborative arrangements where providers equally are committed to working in these
arrangements. We see provider collaboratives as being a fundamental part of work
between providers and the ICB to deliver an effective, grounded and outcome focused
commissioning cycle. They support our shared role in transformation through effective,
collaborative commissioning and effective, collaborative improvement. We can see this
most clearly in aspects of the commissioning cycle, notably:

e |dentifying needs and outcomes, including inequalities

e Highlighting unwarranted variation, and inequitable models of care and seeking
transformational routes to change
Improving quality across access, experience and outcomes for local people
Engaging with users, residents and wider communities
Involving clinicians and operational staff
Mobilising delivery plans with a focus on transformation and improvement
Evaluating the impact of commissioning intentions and decisions

There is an expectation that the annually refreshed strategic commissioning plan and
commissioning intentions are developed in part through the provider collaboratives and
then endorsed and or further developed through our commissioning governance.

Further, Trust partners are members of and participate in Commissioning Groups, with

clear arrangements in place to mitigate any conflicts of interest and bring their strong
roots in operational delivery to these processes.
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As we increasingly take up our role as strategic commissioners, we see Collaboratives
providing an opportunity for transformation and collaboration across the system. We
recognise them as important spaces where a range of providers and the strategic
commissioner can come together, on a regular basis, to address issues such as
unwarranted variation and quality improvement as a collective across north east
London. They can be spaces where clinical leadership, the voice of users and carers
and the perspective of those delivering our infrastructure are visible and can actively
inform commissioning processes (as outlined above through the commissioning cycle)
and indeed ultimately decision making.

b. Place Sub-Committees

The disestablishment of Place sub-committees does not detract from the fundamental
importance of place-based partnerships in which we will continue to participate fully,
across the breadth of our role, that is as strategic commissioners for healthcare (across
north east London and as enablers of neighbourhood health delivery and partnership
working at Place. We anticipate senior representation (director and deputy director level)
at place-based partnerships will continue to be maintained, again reflecting our role as
commissioners, as partners and as enablers of neighbourhood health delivery. It is key
for us that place-based partnerships are seen as distinct from alliances of providers and
reflect a shared focus on how commissioning, delivery and partnership best support
each other to address health inequalities and improve the health of local populations.

As our commissioning of neighbourhood health delivery evolves, we will continue to
recognise and support the continuing role of place-based partnerships in delivering
integration and mobilising neighbourhood teams. We will seek to reflect the importance
of collaboration and partnership in our commissioning of and contracting for
neighbourhood health, including through those we commission also playing active
partnership roles for example.

We also remain fully committed to senior participation locally in each Health and
Wellbeing Board and are aware of discussions underway nationally about the continued
importance of their statutory functions and their role in driving neighbourhood health
plans, the use of the Better Care Fund and joint strategic needs assessments, for
example.

Further, local authorities and the voluntary, community, faith and social enterprise sector
remain vital partners to deliver an effective, grounded and outcome focused
commissioning cycle, notably in:

Identifying needs and outcomes, including inequalities

Highlighting unwarranted variation, and inequitable models of care
Improving quality across access, experience and outcomes for local people
Engaging with users, residents and wider communities

Involving clinicians and operational staff

Mobilising delivery plans

Evaluating the impact of commissioning intentions and decisions

Some of this work will continue to take place through partnership arrangements at Place
and some through continued membership of and participation in Commissioning Groups
across the whole spectrum of population health.

3.1.2 It is noted that there are already and will continue to be a number of discussions and
decisions coming through to both Finance, Performance and Investment Committee and
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Population Health and Integration Committee, in their current forms, which require all
partner provider members to be excluded or to recuse themselves to reduce the risk of
a challengeable conflict of interest arising. We recognise the contribution that partner
members and wider stakeholders make to the commissioning process and indeed both
our system strategy and our strategic commissioning framework underline the
importance of maintaining a collaborative approach to commissioning throughout the
cycle. However, we also recognise the clarity of ICB decision making required as part of
our governance approach. We therefore recommend the following:

3.1.21 The membership of Finance, Performance and Investment Committee be

amended to reflect ICB non-executive and executive membership only from now
and until we carry out a fuller refresh of Terms of Reference and membership for
consideration at the May Board.

3.1.2.2 The membership of Population Health and Integration Committee be amended to

reflect ICB non-executive, ICB executive and local government membership only.
Local government membership would provide a voice in their role as
commissioners and at times joint commissioners of a range of interdependent
services, including social care (adults and children), universal healthy 0-19
programme and special educational needs and disabilities (SEND) as examples.
This change would be in place until we carry out a fuller refresh of Terms of
Reference and membership for consideration at the May Board.

3.1.2.3 The membership of Quality, Safety and Improvement Committee, Audit and Risk

Committee and Remuneration Committee be retained as currently but note that
this position may be subject to change as part of a fuller refresh of Terms of
Reference and membership for consideration at the May Board.

3.1.3 As highlighted earlier, the focus of agenda and lines of questioning will in future reflect

4.0
4.1

5.0
5.1

the ICB’s role as a strategic commissioner, the changed role of the Region in terms of
performance management and oversight (including of the system control total) and the
need for a focus on outcomes and equity across all that we do.

Next steps

Further development of the ICB operating model governance framework and approach
to enable strategic commissioning and to reflect the system architecture will be
presented to the May Board meeting for approval. This next phase will include the
approval of refreshed Terms of Reference and revised membership of the committees
and sub-committees of the Board to ensure alignment with the Model ICB Blueprint.

Recommendations
The ICB Board is asked to:

Approve the application to NHSE to amend the ICB constitution to align with the new
Executive Management Team structure and reduce the number of partner members.
Approve that the provider collaborative and place sub-committees will be
disestablished from ICB governance

Approve the changes to Committee membership to reduce the risks of conflict of
interest as we move to take up our role as strategic commissioner.
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Executive summary

This report provides a summary of the key items from the
meeting of the Executive Committee held on 19 March 2026.
The key items detailed in the report include:

e Emergency preparedness, resilience and response
annual report.

Action required

The Board is asked to note the report.

Previous reporting

None — this is an exception report from the meeting held in
March 2026.

Next steps/ onward reporting

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:

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

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.

Risks

The duties of the committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
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programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

1.0
11

1.2

2.0
2.1

2.2

3.0
3.1

Purpose of the report
This report provides a summary of the key items from the meeting of the Executive
Committee held on 19 March 2026.

The Board is asked to note this report.

Key messages

The Committee received the annual report for the emergency preparedness,
resilience and response (EPRR) activities, and noted that the ICB will continue to
hold Category 1 responder responsibilities following clarification from NHS England
earlier in the year. The discussion highlighted the challenging context of delivering
EPRR functions during organisational restructuring, whilst maintaining key
governance components such as the incident response plan and the on-call policy;
revised versions of these documents have been agreed in principle and will be
implemented once the organisational change process has concluded.

Members were informed that in September 2025, our five north east London NHS
Trusts submitted EPRR self-assessments, and all Trusts remained substantially
compliant. The Committee discussed the EPRR risk register, noting the 13 open risks
for the ICB, and recognised the significant amount of training and exercising
undertaken in-year to build on our resilience.

The committee also discussed the following topics which are being presented at this
ICB Board meeting:

e Children and young people’s mental health

¢ Medium-term planning

e Financial overview

e Governance update
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.

20 March 2026
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Title of report

Audit and risk committee exception report

Author

Anna McDonald, Governance Manager

Presented by

Kash Pandya, 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 Audit
and Risk Committee meeting held on 18 February 2026.

Action required

The board is asked to note the report.

Previous reporting

ICB board meetings.

Next steps/ onward reporting

An exception report will be presented to the ICB 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
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

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 18 February 2026.

1.2 The board is asked to note this report.

g.o The following key items were considered
1

The committee approved changes made to the ICB’s Antifraud and bribery policy and

the Standards of business conduct and conflicts of interest policy.
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2.2

2.3

24

2.5

2.6

Committee members considered an exception report from the ICB’s Conflicts of
Interest (COI) Working Group and noted that mandatory COI training compliance
remains largely unchanged. Assurance was provided on existing mitigations and
planned actions to improve compliance.

An overview of recent National Audit Office guidance on cyber security, cloud
services and digital transformation was presented and committee members made
some helpful suggestions which included prioritising the top five digital and cyber
related risks to focus on.

The committee received an update from the Procurement Group. Although some
progress has been made, the committee remains concerned about the number of
contracts that need to renewed, and/or reviewed by 31 March 2026 and stressed the
importance of embedding learning from the current contacting challenges to support
value for money and future assurance.

A positive report was presented by our internal auditor RSM and committee members
were encouraged by the considerable progress made and welcomed the news that if
the momentum is maintained, we are on track to receive an improved Head of
Internal Audit Opinion for 2025/26. The committee commended staff for the level of
progress made whilst going through a very significant organisational change.

The draft audit plan for 2026/27 was discussed in detail and suggestions were made
as to how to proceed given that the significant organisational change process is still
on-going.

February 2026
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Remuneration committee exception report

Author

Anna McDonald, Governance Manager

Presented by

Diane Herbert, Non-executive member

Contact for further
information

anna.mcdonald@nhs.net

Executive summary

This report provides a summary of the key items from the
extraordinary Remuneration Committee meetings held since the
last exception report was presented in January 2026.

Action required

The board is asked to note the report.

Previous reporting

ICB Board.

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

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

Impact on local people,
health inequalities and
sustainability

The Committee will receive assurance on the ICB’s employment
flagship priority, ensuring that we utilise the ICB’s ability to
provide meaningful and positive employment opportunities for
local residents.

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 and its members are bound by the ICB’s
constitution, standing orders, standing financial instructions,
policies and procedures of the ICB.

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 will be
agreed before the start of the financial year; however, this will be
flexible to new and emerging priorities and risks.

1.0 Purpose of the report

1.1 This report provides a summary of the key items from the Remuneration Committee

meetings held since the last exception report was presented in January.
1.2 The Board is asked to note this report.
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2.0
2.1

2.2

2.3

24

2.5

2.6

The following key items have been considered

The committee received updates at the end of January on the staff consultation, the
voluntary redundancy scheme and the mutually agreed resignation (MAR) scheme.
Members welcomed the phased approach for the issuing of the consultation
response, job descriptions and job matching.

Members reviewed the equality analysis data and were advised that a full and
detailed Equality Impact Assessment (EqlA) will be undertaken at the end of
February 2026 that will help identify any possible trends and impacts across
particular staff groups.

A comprehensive report on workforce metrics was considered and committee
members acknowledged the on-going challenges associated with the significant
organisational change process.

The ICB’s Workforce Race Equality Standard and Workforce Disability Equality
Standard annual report was presented to the committee together with individual
action plans. Committee members put forward helpful suggestions as to how both
action plans could be strengthened.

A further meeting was held on 5 February 2026, and members considered the
outcome of the consultation and the MAR scheme. Key equality considerations were
discussed in advance of the detailed EqlA due to be undertaken in the coming
weeks.

The Committee approved the new organisational structures and the potential use of
compulsory redundancy as needed, in line with national and contractual
arrangements following the selection processes and re-deployment.

February 2026
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Quality, Safety and Improvement (QSI) Committee exception
report

Author

Keely Horton, Governance Officer

Presented by

Kevin Cleary, Non-Executive Member

Contact for further information

Keely.hortonl@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 11 February 2026.

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 QSI Committee.

Next steps/ onward reporting

The Committee next meets in April 2026 and a regular
exception report will be presented to the Board.

Conflicts of interest

There are no conflicts of interests.

Strategic fit

The ICS aims that 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 for 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.

1.0 Purpose of the report

1.1 This report provides the Board with a summary of the key items from the Quality,
Safety and Improvement (QSI) Committee held on 11 February 2026.

1.2 The Board is asked to note this report.

2.0 Key messages

2.1 The Committee discussed the temporary closure of the Barking Birth Centre due to
not having sufficient staff to staff safely for intrapartum care. Discussions are
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2.2

2.3

24

2.5

2.6

2.7

ongoing following the demand and capacity work.

The Committee reviewed a business case for additional, temporary investment to clear
a backlog of overdue NHS continuing healthcare (CHC) reviews. Members agreed the
proposal to engage an external provider as a short-term measure to help meet
statutory obligations, reduce patient risk, and minimise complaints and appeals.
Members requested a sustainable proposal to be brought back to a future meeting,
setting out how future backlogs will be prevented.

An update on healthcare-associated infections (HCAI) performance across north east
London was presented to the Committee. While the report is presented annually,
members requested that the infection, prevention and control (IPC) team returns with
an interim update within three to six months to provide governance assurance including
IPC performance, workforce capacity and the future IPC offer across the system.

The Committee was informed of the current risk and mitigations relating to community-
based deprivation of liberty cases. Members requested further assurance and
requested a clear, time-bound action plan for achieving statutory compliance, with
regular updates to monitor progress and address ongoing risks.

Members reviewed the annual Maternity Incentive Scheme submissions and noted that
all north east London maternity providers have achieved compliance with all ten safety
actions.

The Committee was presented with the system quality dashboard, providing a system-
level overview of quality across north east London.

The Committee was presented with a comprehensive update on quality and safety
issues across north east London.

Author: Keely Horton, Governance Officer
24 February 2026
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Finance, Performance and Investment Committee exception
report

Author

Matthew Knell, Governance Manager

Presented by

Henry Black, Chief Finance Officer
Lakh Jemmett, Non-Executive Member for Strategic Finance /
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 report to the ICB - on Monday 26
January 2026 and on Monday 23 February 2026. The meetings
discussed the following business:
e The finance reports for months 9 and 10, 2025/26
e The performance reports for months 7 and 8 (months 8
and 9 for urgent and emergency care metrics), 2025/26
e The Chief Finance Officer’s risk register report in January
2026
e The ICB’s contract portfolio, focusing on those contracts
expiring before the end of the financial year
e Updates on outcomes from two internal audit reports
Updates from committee sub-groups
e A detailed discussion on local virtual wards performance
and capacity
¢ One business case was approved in January 2026 and
two contract/scheme approvals were agreed in February
2026.

Action required

The Board is asked to note the report.

Previous reporting

None — this is an exception report from the January and
February 2026 Committee meetings.

Next steps/ onward reporting

The Committee next meets on Monday 30 March 2026 and an
exception report will be presented to the Board 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.

219



mailto:matthew.knell@nhs.net

Impact on finance, The committee is established to provide assurance and
performance and quality 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-
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.

1.0 Introduction

1.1 The Finance, Performance and Investment Committee (FPIC) met on Monday 26
January 2026 and on Monday 23 February 2026 since the last exception report was
produced for the ICB Board. This report raises any key items for Board member
attention by exception.

1.2 The Board is asked to note this report.

2.0 Key messages

2.1  The Committee reviewed the monthly financial positions at both meetings, noting a
system forecast deficit of £79.6m, with significant providers deficits present.
Members expressed concern about the continued reliance on non-recurrent (NR) and
mitigations put in place (including property disposals, an estates transaction and
private finance initiative (PFI) dispute resolution) that were largely outside operational
control. The discussion highlighted the potential risk of entering 2026/27 without a
stable baseline due to the deployment of NR funds and members emphasised that
this level of elevated risk and uncertainty should remain clearly visible to the Board.

2.2 The Committee scrutinised the large volume of contracts due to expire by March
2026, recognising the improved visibility through the new contract management
system but remaining concerned about delivery capacity and service continuity risk.
Members highlighted the risks around time-driven extensions that could undermine
value for money and strategic commissioning intent. While governance processes
had improved, the scale and clustering of expiries was seen as an organisational risk
requiring additional assurance, which would be pursued through the Audit and Risk
Committee. A more structured risk-based breakdown was requested to support
escalation where needed.

2.3 Members welcomed internal audit assurance on two key areas of work, but noted
some weaknesses around early risk quantification, stress-testing and the distinction
between risk and crystallised issues.

2.4 While elective and cancer performance improvements were welcomed, members
noted continued underperformance in diagnostics and ongoing pressure in urgent
and emergency care. The Committee discussed the risk of clawback associated with
long-waiter targets if delivery slipped, despite additional funding support. There was a
strong emphasis on ensuring that reported improvements were underpinned by
sustainable operational change rather than short-term measures. Members
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recognised that performance volatility remained a system risk alongside financial
pressures. It was flagged that as the ICB moves to take on its role as a strategic
commissioner, it will need to also move towards statistically robust methods to avoid
false assurance and provide the most appropriate commissioning tools. The
Committee also questioned whether FPIC’s role would remain sufficiently clear as
performance oversight increasingly shifted to NHS England. These governance and
assurance issues were seen as having system-wide implications.

3.0 Risks and mitigations
3.1 There were no specific additional risks arising as a result of the Committee’s
discussions.

Author: Matthew Knell, Governance Manager
Date: 15/03/2026
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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 February 2026.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in November
2025.

Next steps/ onward reporting

The committee meets again on 7 April, 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
e 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

February, and this exception report outlines the key messages and actions taken by

1.0 Purpose of the report
1.1
its members in accordance with its terms of reference.
1.2 The Board is asked to note this report.
2.0 Key messages
2.1

The Committee reviewed the proposed Prevention Strategy, which aims to embed

prevention across all commissioning and delivery functions, aligning with national
policy and leveraging the strong foundations already in place across north east
London. The strategy is intended as a framework, rather than a standalone
programme, to scale existing effective initiatives, provide coherence across
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2.2

2.3

fragmented prevention activity, and drive system wide change. Members discussed
the need for clearer implementation detail, measurable outcomes and the importance
of early and meaningful coproduction with residents, as well as the need to shift the
historic underinvestment in preventative activity, with emphasis on embedding
prevention into system-wide financial planning. The Committee supported the overall
direction of travel and endorsed the six-step framework and recommended that the
prevention workstream reports formally into this Committee for Board assurance.

The draft five-year strategic commissioning plan was presented to the Committee for
consideration prior to submitting to NHS England. The plan is intended as a living
document that will evolve as system priorities and delivery mechanisms mature
under the new commissioning arrangements. Members discussed the importance of
articulating how resource decisions support value for money, and the challenge of
translating resident perspectives of good care (kindness, respect, feeling valued) into
measurable commissioning intentions where current NHS metrics are insufficient.

At its next meeting, the Committee will consider the proposed strategic
commissioning governance and discuss how we can use the strategic commissioning
plan to shape the committee forward plan and committee objectives going forward.

February 2026
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Transition committee exception report

Author

Katie McDonald, Governance Lead

Presented by

Dame Marie Gabriel, Chair

Contact for further
information

katie.mcdonald3@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 18 March 2026.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in January
2026.

Next steps/ onward reporting

The committee meets again on 5 May, 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
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

The aim of the model ICB blueprint is to focus ICBs on delivering
population health improvements through strategic
commissioning so it can enable a greater focus on delivering the
services that achieve this.

Has an Equalities Impact
Assessment been carried
out?

An equalities impact assessment is not required for this report;
however the committee regularly considers the equality impact
assessment for the change programme.

Impact on finance,
performance and quality

There are no direct impacts resulting from this paper.
timeframe.

The Committee is required to oversee the development of a fit
for purpose ICB operating model. This will include ensuring that
the proposed new model is designed to effectively deliver
revised ICB functions and responsibilities, in line with the model
ICB blueprint and strategic commissioning framework and
delivers required efficiencies and is affordable within the
financial allocation for the ICB.

Risks

The Committee is responsible for the oversight of the
identification and management of risks relating to the transition
process and future ICB operating model, and to support the
resolution of risks and issues escalated by the Change
Executive Group.
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Board Assurance Framework, which is presented to the ICB
Board at each of its meetings.

1.0
11

1.2

2.0
2.1

2.2

2.3

24

Purpose of the report

The Transition Committee (the Committee) was held on 18 March, and this exception
report outlines the key messages and actions taken by its members in accordance
with its terms of reference.

The Board is asked to note this report.

Key messages

The Committee reviewed progress on the organisational change programme, noting
that consultation processes for clinical leaders and staff have concluded, with final
structures and matching outcomes issued. Recruitment and selection activities are
now underway, with the aim of concluding the process in May/ June 2026. There has
been a higher number of applications for voluntary redundancy and mutually agreed
resignation (MARS) than was originally anticipated, meaning that a significant
number of staff will be leaving the organisation in March.

The committee discussed the status of services identified for transfer to system
providers. Early informal indications of interest from providers remain broadly
unchanged, but there is a need to refresh these positions through formal expressions
of interest. Members queried the criteria for allocating services, how to handle
services where provider interest is uncertain, and what contingencies would apply if
there are no providers available to receive particular services. Considerations
included service scale, strategic importance, and whether some services must
remain hosted locally. It was noted that capacity and approach across providers
differ, and in some cases, alternative hosting models or London-wide solutions may
be required. Members also reflected on the need to understand regional expectations
and ensure alignment between what the system is asked to deliver and the
resources required.

The committee reviewed the updated risk register, which has reduced from eighteen
to eight active risks following closure of those no longer applicable post-consultation.
Key risks highlighted included: pressures on business-as-usual delivery due to staff
dedicating time to selection processes; the volume and clustering of departures at
the end of March; and unresolved issues relating to clinical workforce transition. It
was acknowledged that risks are not evenly distributed across functions, with some
areas facing greater operational strain. The committee agreed that a more granular
risk heat-map may be required to understand vulnerabilities within specific domains
and to inform where targeted support or planning interventions are needed. Broader
strategic risks were also referenced, including stakeholder relationships and the
capacity required to deliver ongoing system responsibilities concurrently with
organisational restructuring.

An updated Equality and Quality Impact Assessment (EQIA) was presented,
reflecting improvements in analysis and the incorporation of feedback from unions
and staff with expertise in equality assessment. The committee discussed the
emerging patterns within voluntary redundancy and MARS applications, noting
differences in approval rates across workforce groups and the need to understand
the underlying drivers. Further analysis is underway to explore how outcomes differ
between those slotted in, ring-fenced, partially matched, or unassigned. Members
emphasised the importance of using these insights to shape future recruitment
decisions, mitigate any widening disparities, and ensure equitable workforce
outcomes. The committee agreed that qualitative feedback from leavers, as well as
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There is an overarching change programme risk included on the




earlier-stage equality impact assessment in future processes, will be critical to
improving fairness and transparency.

19 March 2026
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