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Tower Hamlets Together Board

Tower Hamlets Together (THT) is a partnership of health and care commissioners
and providers who are working together to deliver integrated health and care
services for the population of Tower Hamlets. Building on our understanding of the
local community and our experience of delivering local services and initiatives, THT
partners are committed to improving the health of the local population, improving the
quality of services and effectively managing the Tower Hamlets health and care
pound. This is a meeting in common, also incorporating the Tower Hamlets
Integrated Care Board Sub Committee.

Meeting in public on Thursday 8 January 2026, 0930-1130
Room TH111, Tower Hamlets Town Hall, 160 Whitechapel Road, London, E1 1BJ

Chair: Neil Ashman

AGENDA

Item Time Lead Attached / Action

verbal require

d
Welcome, introductions 0930 Chair Papers
and apologies: (5 mins)
1. Declaration of conflicts of Pages 3-5 Note
interest
2. Minutes of the meeting Pages 6-11 Approve
held on 2 October 2025
3. Action log Pages 12 Discuss
Questions from the public Chair Verbal Discuss
Chair’s updates Chair Verbal Note
System resilience and 0935 All Verbal Note
urgent issues (5 mins)
e |ICB changes Charlotte Pomery
Governance of Tower 0940 Somen Banerjee | Paper Discuss/
Hamlets Health and 15 mins Pages 13-22 | Agree
Wellbeing System
Neighbourhood Steering 0955 Tim Hughes and | Paper Note/
Group progress report (20 mins) | Richard Fradgley | Pages 23-38 | Support
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mm@%s {.:) thcvs North East London Barts Health East London

MHS Trust NHS Foundation Trust
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¢ Projects highlight reports
e NAPC coaching outcomes
7. | Draft System 1015 Zainab Arian and | Paper Note/
Neighbourhood Alliance (15 mins) | Spyros Pages 39-59 | Endorse
Memorandum of Symniakou
Understanding (MoU)
8. | Operating Plan update 1030 Neil Ashman and | Verbal Update
e ELFT (20 mins) | Richard Fradgley
e RLH/BARTs
9. | BCF spend in 25/26 1050 Suki Kaur and Paper Note/
e Metrics performance (20 mins) | Eleea Islam Pages 60-72 | Support/
o 2026/27 Endorse
10. | Scope of the Adults Mental | 1110 Adam Price and Paper Note/
Health Strategy (15 mins) | Naveed Pages 73-87 | Discuss
Mohammed
11. | Any Other Business 1125 Chair Verbal Note
(5 mins)

Date of next meeting: 7 May 2026, location tbc
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- Declared Interests as at 01/01/2026

North East London

committee

Barking & Dagenham Partnership
Board

City & Hackney ICB Sub-
committee

City & Hackney Partnership
Board

Clinical Advisory Group
Havering ICB Sub-committee
Havering Partnership Board
ICB Quality, Safety &
Improvement Committee

ICS Executive Committee
Newham Health and Care
Partnership

Newham ICB Sub-committee
Patient Choice Panel
Procurement group - core

are registered
patients - all
practices not
known nor are
their registration
dates

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

Officer committee Limited consultancy declared.

Barking & Dagenham Partnership company, with

Board husband who is

City & Hackney ICB Sub- also a director of

committee the company.

City & Hackney Partnership There are no

Board employees and |

Community Health Collaborative have not carried

sub-committee out work through

Havering ICB Sub-committee the company

Havering Partnership Board since 2011 and

ICB Audit and Risk Committee have never

ICB Board carried out any

ICB Population, Health & work in north

Integration Committee east London.

ICB Quality, Safety &

Improvement Committee

ICP Committee

ICS Executive Committee

Newham Health and Care

Partnership

Newham ICB Sub-committee

Patient Choice Panel

Procurement group - ad hoc

attendee

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

Chetan Vyas Director of Quality Barking & Dagenham ICB Sub- Indirect Interest Some GP practices across NEL Family members 2014-04-01 ONGOING Declarations to be made at the

beginning of meetings
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- Nil Interests Declared as of 25/09/2025

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
Kerry Greenan ICB Clinical Lead for Population Tower Hamlets Together Board Financial Interest St. Andrews Health Centre / I am a Partner at 2024-01-01 ONGOING Declarations to be made at the
Health and Homelessness Bromley-by-Bow Health BBBHP, based beginning of meetings
Partnership at St. Andrews.
Non-Financial Professional Bromley-by-Bow Centre | am part of the 2022-08-01 ONGOING Declarations to be made at the
Interest Population beginning of meetings
Health Team at
BBBHP, so
linked with the
Bromley-by-Bow
Centre.
Richard Fradgley Director of Integrated Care Community Health Collaborative Non-Financial Professional Compass CIC Director of 2024-05-31 ONGOING
sub-committee Interest Compass CIC
Mental Health, Learning Disability
& Autism Collaborative sub-
committee
Newham Health and Care
Partnership
Newham ICB Sub-committee
Tower Hamlets ICB Sub-
committee
Tower Hamlets Together Board
Roberto Tamsanguan Clinical Director Tower Hamlets Clinical Advisory Group Financial Interest Bromley by Bow Health GP Partner 2024-01-01 ONGOING
Tower Hamlets ICB Sub- Partnership
committee
Tower Hamlets Together Board

Committees

Eleasar Reas

Senior Transformation Manager and Head of
Partnership

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Declared Interest

Indicated No Conflicts To Declare.

Sunil Thakker

Director of Finance and Partnership Services

Barking & Dagenham ICB Sub-committee
Barking & Dagenham Partnership Board
City & Hackney ICB Sub-committee

City & Hackney Partnership Board
Havering ICB Sub-committee

Havering Partnership Board

ICB Audit and Risk Committee

ICB Finance, Performance & Investment
Committee

Newham Health and Care Partnership
Newham ICB Sub-committee

Redbridge ICB Sub-committee
Redbridge Partnership Board

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Waltham Forest Health and Care Partnership

Indicated No Conflicts To Declare.

2/3




Board
Waltham Forest ICB Sub-committee

Matthew Adrien

Partnership working

ICB Quality, Safety & Improvement Committee
ICP Committee

Tower Hamlets ICB Sub-committee

Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Ashton West

Attendee of a committee

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Vicky Scott

CEO

ICP Committee
Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Zainab Arian

Chief Executive Officer of GP Federation
working within NEL ICS

Tower Hamlets ICB Sub-committee

Tower Hamlets Together Board

Waltham Forest Health and Care Partnership
Board

Indicated No Conflicts To Declare.

Somen Banerjee

Director of Public Health

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Fiona Peskett

Director of Strategy and Integration

Community Health Collaborative sub-committee
Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Steve Reddy

Corporate Director - Childrens Services

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

Muna Hassan

Community Voice Lead

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.

suki kaur Head of Partnership Development Tower Hamlets ICB Sub-committee Indicated No Conflicts To Declare.
Tower Hamlets Together Board
Georgia Chimbani Member of a decision making meeting Tower Hamlets ICB Sub-committee Indicated No Conflicts To Declare.

Tower Hamlets Together Board

Jonathan Williams

Engagement and Community Communications
Lead

Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board

Indicated No Conflicts To Declare.
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DRAFT Minutes of the Tower Hamlets Together Board
Thursday 2 October 2025, 0930-1130 in person and via MS Teams

Members:
Roberto Tower Hamlets Clinical / Care Director, NHS North East | In person
Tamsanguan London
(Chair)
Sunil Thakker Director of Finance, NHS North East London MS
Teams
Somen Banerjee Director of Public Health, London Borough of Tower In person
Hamlets
Fiona Peskett Director of Strategy and Integration Barts Health — In person
Royal London and Mile-End Hospitals
Richard Fradgley Director of Integrated Care & Deputy Chief Executive In person
Officer, East London NHS Foundation Trust
Zainab Arian Joint Chief Executive Officer, Tower Hamlets GP Care In person
Group
Muna Hassan Resident and community representative/Community In person
Voice Lead
Vicky Scott Chief Executive Officer Council for Voluntary Services | In person
Charlotte Pomery Chief Participation and Place Officer, NHS North East MS
London ICB Teams
Khyati Bakhai Tower Hamlets Primary Care Development Clinical MS
Lead, NHS North East London Teams
Matthew Adrien Healthwatch Service Director MS
Teams
Charlotte Pomery Chef Participation Officer MS
Teams
Attendees:
Jon Williams Engagement and Community Communications In person
Manager (Tower Hamlets), NHS North East London
Ashton West Deputy Director of Partnership Development — Tower In person
Hamlets Together and NHS North East London
James O'Donoghue Deputy Director of Acute Finance & Tower Hamlets MS
Place Teams
Grace Walker Deputy Director Children’s Integrated Commissioning In
person
Anna Carratt Deputy Director of Strategic Development MS
NHS North East London Teams
Kudzi Mambara Tbce MS
Teams
Amish Soni Head of Finance, Health and Adult Social Care MS
Finance, Procurement & Audit Teams
Dr Ahmad Lawal TH GP and PCN Clinical Director MS
Teams
Safia Jama Women'’s Inclusive Team MS
Teams
Jo-Ann Sheldon Head of Primary Care Delivery MS
Teams




Jonathan Weaver Senior Project Manager, Primary Care Team MS

Teams
Lorraine Goude Interim Director of Commissioning MS
Teams
Alison Robert THCVS In
person
Muna Jibril Women’s Inclusive Team In
person
Farida Yesmin Limehouse Project In
person
Kay Browne Limehouse Project In
person
Zinebe Maach Praxis In
person
Madalina Bird Minute taker, Governance Officer, NHS North East In person
London
Apologies:
Neil Ashman Place Lead and Chief Executive Officer Royal
London & Mile Hospitals, Barts Health NHS Trust
End
Georgia Chimbani Corporate Director of Health and Adult Social Care,
London Borough of Tower Hamlets
Steve Reddy Interim Corporate Director, Children's Services
London Borough of Tower Hamlets
Eleasar Reas Deputy Director of Partnership Development — Tower
Hamlets Together, NHS North East London
Chetan Vyas Director of Quality, North East London Integrated
Care Board
Layla Richards Director of Commissioning & Culture, London Borough
of Tower Hamlets
1700 Item title
No.

1.0 | Welcome, introductions and apologies

The Chair, Roberto Tamsanguan (RT) welcomed members and attendees to the October
2025 Tower Hamlets Together (THT) Board meeting held in public, noting apologies as
above.

1.1 Declaration of conflicts of interest

The Chair reminded members of their obligation to declare any interests they may have on
any issues arising at the meeting which might conflict with the business of the committee.
No additional conflicts were declared.

1.2 | Minutes of the meetings
The minutes of the previous meeting held on Thursday 7 August 2025 were agreed as an
accurate record of the meeting.

1.3 | Actions log

All actions in the circulated action log were confirmed as being in progress or had closed
since the last meeting.

Updates:

Action 0205-59: Final draft is nearly complete, with pictures being finalized for the next
meeting; no further updates at this time




Action 0603-73: This action is considered closed after discussions between the population
health management team and RCB regarding collaboration on health data and ethnicity
functionality

Action 0708-74: Relates to meetings with the care centre and local authority partners. Fiona
Peskett confirmed the Director of Nursing is involved, and the action will remain open for
further updates

2.0 Questions from the public
No questions from the public had been received in advance of the meeting.

3.0 Chair’s updates
The Chair updated the Board that:
e Ongoing pressure across the NHS, especially due to flu season. Strong
encouragement for staff and organizations to get vaccinated
¢ Noted significant changes across the system, including primary care, acute care,
and CVS, very volatile period and urging everyone to take care of themselves and
colleagues

4.0 | System resilience and urgent issues

Khyati Bakhai provided feedback on the official opening of online consultations (operating
8:00-18:30), noting this could add pressure to general practice across the borough. No
negative feedback had been received yet, but it was flagged as a potential risk for primary
care, and pressures had been discussed previously

No further urgent issues were raised

5.0 | Community Voice: Flourishing Communities
Alison Robert (THCVS), accompanied by Safia Jama and Muna Jibril (Women'’s Inclusive
Team), Farida Yesmin and Kay Browne (Limehouse Project) and Zinebe Maach (Praxis)
attended the Board to highlight the specific health needs of Muslim women in Tower
Hamlets and explore how Flourishing Communities project learnings can be built in future
health and care in the borough
Members thanked attendees for their input and contribution, and discussed the following
key points:
o Embed the project's learning and approach into future neighbourhood health models
to avoid losing valuable insights and trust built with communities
o Consider a Women's Health Alliance to bring together voluntary sector and statutory
partners, ensuring continued collaboration and action
e Key to ensure ongoing financial investment and resources for small community
groups, recognizing their key role and addressing the funding gap highlighted in
survey findings
e Need to maintain and strengthen community voice and representation, especially for
women from ‘global majority’ communities, in decision-making forums and strategy
development
e Avoid starting new projects that require communities to repeatedly share their
challenges without visible change or long-term commitment, as this discourages
participation and trust
o Continue collaboration with the Women’s Health Hub and integrate the project’s
work into broader health commissioning intentions and neighbourhood plans
e Protect and duplicate the successful elements of the project, such as co-production,
community champion training, and health ecosystem mapping, across other
neighbourhood’s work
e Members acknowledged the connection between the project’s work and NEL
commissioning intentions and supported the integration of women’s health and
global majority women’s health into broader strategies and service delivery




¢ Need to follow up with the new Women's Centre and Commissioners to ensure
collaboration and integration of work with the Women's Health hub

6.0 Priority area: Same Day Access Programme
Jo-Ann Sheldon and Jonathan Weaver joined the Board to present the circulated paper and
support discussion on this item. Members thanked the presenters, and the Board discussed
the following points:
¢ Noted ongoing high system pressure, especially as winter approaches, and
expressed interest in seeing actual data from the pilot
e UTC attendances are increasing, with daily averages rising. Concern flagged that
current pilot capacity may not be enough to impact demand and suggested the
business case should consider increasing network capacity
¢ Need to frame the initiative as “stream to” primary care, not “stream away” from
A&E, to ensure positive messaging for residents and to highlight the added value of
primary care
e Attendees were advised only about 55% of front-door patients are Tower Hamlets
residents, with a growing number from outside the area. Suggestion future business
cases may need to address out-of-borough patients
Board members thanked the presenters and generally welcomed the pilot but stressed the
need for increased capacity, better integration, and clear communication to maximize
impact

7.0 Feedback from September workshop

Suki Kaur presented the report shared that highlighted the need to tighten the partnership
plan around prevention and neighbourhoods, focusing on fewer priorities and streamlining
governance to reduce duplication:

e There was a call to maintain and embed community voice at all governance levels,
not just at THT Board, and to clarify how this will be achieved in the new structure.
Members were advised that community voice should be embedded at all
governance layers, including the Health and Wellbeing Board and Neighbourhood
Steering Group, and that a model for resident and voluntary sector involvement is
being developed

e Members connected the governance changes to the Health and Wellbeing strategy
refresh, highlighting the need for discussions on governance, vision for
neighbourhood health, prevention definitions, seamless resident experience,
financial sustainability, outcome tracking, and integrated work with housing

¢ Members agreed with the recommendations, stressed the importance of clear
ownership and timelines for required plans, and cautioned against over-focusing on
governance at the expense of supporting frontline work

e Members highlighted the need to clarify the role of the anti-racist and equity steering
group and to review the neighbourhood steering group’s terms of reference to
ensure appropriate representation and learning integration

¢ Next steps include taking the paper to the PCN Clinical Directors for feedback and
developing a clear action plan for governance transition

The Board supported shifting THT Board meetings from monthly to quarterly, strengthening
the Health and Wellbeing Board as the main strategic forum, and ensuring stronger
engagement of residents, voluntary/community sector, and PCN clinical directors in
governance

8.0 NEL System Strategy and Commissioning Intentions

Charlotte Pomery and Anna Carratt presented a refresh of the Integrated Care System
(ICS) strategy, building on previous priorities: children/young people, long-term conditions,
mental health and workforce, with cross-cutting themes of prevention, health inequalities,
and personalisation




The strategy now emphasizes population health, community/neighbourhood focus,
prevention (primary to tertiary), and digital transformation, while addressing financial
challenges and the need for sustainable resource allocation

The outcomes and equity framework, rooted in resident engagement, underpins the
strategy. The system operating model aims for high trust, co-production and collaborative
working, despite national policy pressures

Board members thanked the presenters and had the following feedback and comments:

e Focus on the voluntary and community sector (VCS) is welcomed but noted the
strategy lacks detail on supporting small VCS groups, suggesting a commissioning
model that enables their participation without requiring NHS provider status.

e Members highlighted the system’s financial deficit, the risk of over-ambition, and the
need for a clear allocation framework to support the “left shift” (moving care into the
community)

e Concern that new NHS structures may drive transactional rather than collaborative
behaviours, and call for more clarity on the system operating model

e Members enquired about the use of predictive analytics for prevention, especially in
identifying high-risk populations for integrated neighbourhood teams, and requested
more detail on this approach

e RT praised the focus on community assets and clinical/professional leadership,
asking how to maintain these strengths during financial constraints

e Presenters acknowledged the feedback, agreeing on the need to further develop
community engagement, support for small VCS groups, and collaborative system
working, and provided updates on financial principles and the use of the Optum
platform for predictive analytics

¢ Attendees to contact CP and AC outside the meeting with any other questions and
feedback

The Board noted the update

9.0 Integrated Finance Report (Q1)
Board members were briefed on the Integrated Finance report shared with the papers:
Sunil Thakker (ST) presented the month 3 and month 5 financial positions for the ICB and
ICS, noting a worsening deficit: £13 million adverse at month 3, increasing to £31.7 million
at month 5. The main cause is slippage on cost improvement programs across providers.
Non-recurrent deficit support funding was withheld at month 5 due to underperformance but
may be recoverable if the position improves
Amish Soni (AS) reported a projected £16.1 million pressure for the Council at quarter 1,
mainly driven by health and adult social care (£21.8 million overspend, especially in adult
social care). Key drivers include increased referrals, complexity of needs, inflation in care
provider costs, and growth in home care, supported living, and nursing care clients.
Mitigations include operational efficiencies, day centre value for money, transport
optimization, and a review of transition pathways
Kudzi Mambara (KM) described a £1.1 million underspend in children’s services, mainly due
to delays in youth service staffing and activity spend, but warned this is offset by
overspends in SEND (Special Educational Needs and Disabilities) transport and social care,
with mitigations underway.
Amish also reported a projected 6% overspend on the £3.9 million discharge fund, due to
increased package costs not matched by grant increases
Questions and comments from the Board attendees included:
¢ Clarification sought on the adult social care budget and forecast, confirming the £22
million pressure is the year-end outturn, and highlighted the need for joint work on
mental health and learning disability placements
e Voluntary and community sector’s deteriorating financial position was referenced.
VS pointed attendees to the ‘state of the sector’ report urging review




Members expressed concern about the challenging financial environment and the
need for collaborative solutions

The Board members noted the update

10.0

Any Other Business

No other business items were raised.




Tower Hamlets Board action log

Closed this month, or open & due in the future

Open, due this month

[N Open, overdue

Action Action Raised Date |Action Description Action Lead(s) |Action Due Date Action Status [Action Update

Ref

0712-51 |07-Dec Primary care commissioning team to understand what the Warwick tbe In progress Update Dec 2025: Work taken forward by EQUIP team. Full improvement
Primary Care Improvement Week learnings/project/work and |Tomsett and Jo week report and sumarry can be shared or presented to the Board - tbc
resource implications are and identify where the resources are |[Sheldon Update Feb 2025:Learnings identified included:
available in the system and what is required as additional eInternal opportunities for efficiencies: Work ongoing by practices

0205-59 |02-May Work on a ‘ticket home’ leaflet that will allow people to transit |Jon Williams tbc In progress Update October 2025: Final draft is nearly complete, with pictures being
safely from one episode of care to their homes as effectively finalized for the next meeting; no further updates at this time
as possible. NA and WT to advise on time frame and Update: September 2025: Final draft almost complete, currently scoping
Partnership roles appropriate pictures for the leaflet

0603-73 |06-Mar Somen Banerjee (SB) to connect colleagues across LBTH, Somen 03 July 2025 Closed Update October 2025: This action is considered closed after discussions
ICB and Barts Health to continue to address issues around Banerjee between the population health management team and RCB regarding
data robustness and availability around ethnicity data in collaboration on health data and ethnicity functionality
primary and secondary care datasets with subject matter Update April 2025:
experts 1. Connected to Robert Sinfield — Senior Analysis Manager, Intelligence and

0708-74 |07-Aug Follow up meeting between the Carers Centre, Tower Hamlets|Fiona Peskett (01 December 2025 |Closed Update December 2025: Concerns raised with the Director of Nursing (Tris

and relevant NHS & Local Authority colleagues to be arranged
to pursue the opportunities for better integration and resolution
of the issues and challenges raised in the Partnership Board
discussion.

Kerr) and his Deputy Director (Simmi Naidu) who are responsible for the centre
and patient experience
Action can be closed

Update October 2025: Relates to meetings with the care centre and local
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Proposal for future governance of Tower Hamlets Health and Wellbeing System —
Discussion Paper

8" January 2026

1. Purpose of paper

This is a discussion paper for the Tower Hamlets Together (THT) Board to consider how
its role and its relationship with the Health and Wellbeing Board (HWBB) should evolve
to provide clear leadership for neighbourhood health, prevention and population
wellbeing, as THT shifts towards a stronger focus on system delivery and financial
sustainability.

The paperresponds to:

e Increasing overlap in membership, agendas and meeting cycles between the
HWBB and THT

e Therecent move to a quarterly THT Board cycle, broadly aligning with the HWBB
(with the frequency and focus of this cycle still to be reviewed)

e Significant system changes expected in 2026, including the NHS 10-Year Plan
and forthcoming Neighbourhood Health guidance, the Council’s Vision 2035,
and changes to ICB and joint commissioning arrangements

The paper seeks the Board’s steer and agreement in principle on the direction of travel,
rather than formal approval at this stage.

2. Our Tower Hamlets Vision 2025- 2035 — an opportunity for strategic alignment
with the Tower Hamlets Health and Wellbeing Strategy

The Our Tower Hamlets Vision 2025-2035 was approved in Cabinet in December 2025
and is being soft launched in January 2026. This sets out shared ambitions for Tower
Hamlets over the next 10 years. The vision is a whole borough vision, shaped through
conversations and collaboration between people, community groups, and
organisations all contributing insights, experiences and ideas. It reflects what matters
most to those who live and work in Tower hamlets and is rooted in a commitment to
working together at all levels. Tower Hamlets Health and Wellbeing Board the Tower
Hamlet Together Board were involved in the shaping of the vision.

The vision is set out as follows:

In Tower Hamlets, we have a proud tradition of standing together and supporting
one another. Our borough is packed full of opportunity, but those opportunities

8" January 2026
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aren’t shared equally, yet. That’s not something we can tolerate. Therefore, our
vision is to:

‘Work together with kindness, creativity and determination to break the cycle of
poverty and inequality to make sure every one of us can live a good life and reach
our full potential’

Our Tower Hamlets sets out five ambitions that reflect the ambitions our communities
have for themselves, the organisations that work in Tower Hamlets and for each other

e People work side by side to improve Tower Hamlet for everyone
e Allour children and young people get the best start in life

e Every adult has the chance to build a good life

e Aspeople grow older, they live well and enjoy life

e Tower Hamlets is a place we’re proud to call home.

Further context on the Vision can be found in the link below'.However, in the context of
the work of the Tower Hamlets Health and Wellbeing Board and Tower Hamlets Together
(THT) Board, the vision provides an unprecedented opportunity for strategic alignment
with health and wellbeing ambitions for the borough.

3. Our Tower Hamlets Vision 2025- 2035 and our vision for health and wellbeing in
the borough

The core value of the Our Tower Hamlets vision is around equalising opportunity and
breaking the cycle of poverty and inequality. This reflects the starting point of the Tower
Hamlets Health and Wellbeing Strategy that recognises the right of all residents to have
equal opportunity to be as healthy as possible and the injustice of health inequalities.

The five Our Tower Hamlets ambitions have clear synergies with the Tower Hamlets
Health and Wellbeing Strategy ambitions and the THT workstreams:

Tower Hamlets Health
and Wellbeing ambitions

Our Tower Hamlets
ambitions

Tower Hamlets Together
workstreams?

People work side by side to
improve Tower Hamlet for
everyone

Anyone needing help
knows where to get it and
is supported to find the
right help

Engagement and
coproduction

Anti racism and equity

T Appendix 1 - Our Tower Hamlets 2025-2035.pdf

2 Current and previous workstreams

8" January 2026
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https://democracy.towerhamlets.gov.uk/documents/s265119/Appendix%201%20-%20Our%20Tower%20Hamlets%202025-2035.pdf

All our children and young
people get the best startin
life

Children and families are
healthy, happy and
confident

Children and Families

Every adult has the chance
to build a good life

Young adults have the
opportunities,

Living Well

connections and local
support to live health lives

Middle aged people are
supported to live healthy
lives and get support early
if they need it

As people grow older, they
live well and enjoy life

Older people are
supported to live healthy
lives and get support early
if they need it

Promoting Independence

Tower Hamlets is a place Everyone can safe, social Neighbourhoods
we’re proud to call home. spaces near their homes
to live health lives as part Estates

of a community

The opportunities these synergies create include integration of the future Tower
Hamlets Health and Wellbeing strategy into the wider Our Tower Hamlets vision and
delivery plans, a whole system approach to addressing health inequalities and
connection of THT workstreams into wider system assets. If we are to make the most of
these opportunities the Health and Wellbeing Board will need to be at the heart of the
system leadership needed. In turn, this requires a reimagination of the role of both the
Health and Wellbeing Board, the THT Board and its subgroups.

4. Re-imagining the Health and Wellbeing Board and the Tower Hamlets Together
Board roles

We are currently operating in a particularly dynamic, pressured and changing context in
which all partners are facing acute financial challenges, fundamental policy drivers
shaping our approach, increasing demand for health and social care services and
impacts on system capacity to respond to these challenges.

Working with ‘kindness, creativity and determination’ to improve health and address
health inequalities means that we need a governance that enables us to be purposeful
and focus energy where it adds the most value.

8" January 2026
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This means facing inescapable challenges including:

If we do not build prevention into our system at scale, our system will be
unsustainable, our residents will be less healthy and health inequalities will
increase

If we do not grasp the opportunity of neighbourhood health as a core delivery
model, we will not meet our potential as a system to meet national expectations
and expectations of our residents to coproduce an integrated system with
prevention and early intervention at its core.

If we do not bring system partners together to develop urgent, focussed and
impactful plans based on common purpose to address burning platforms in the
health and care system, we will waste resources, miss opportunities and let our
residents down

If we do not make full use of all our intelligence assets and improvement
methodologies to understand need, gaps and improvement opportunities, we
will not drive or evidence meaningful, sustainable change to improve the health
and wellbeing of our residents and address health inequalities

If we do not meaningfully coproduce solutions with communities and place
residents at the heart of all we do, we are setting ourselves up to fail.

5. A proposal for future governance of the health and wellbeing system (for

discussion)

Current governance arrangements were largely shaped during and earlier phase of
system development. While they have served the partnership well, they need to evolve

to reflect the challenges outlined above and the shift towards neighbourhood-based

delivery, prevention and population health.

The THT Board currently reports into the Health and Wellbeing Board (HWBB) with
several subgroups reporting into the THT Board. Following a recognition of the

increasing overlap in membership, agenda and meeting cycles between the two boards,
the THT Board has moved from monthly to quarterly.

The HWBB has a broader membership and a unique statutory role in setting the
strategic direction for population health and wellbeing. To strengthen this primary

public facing strategic role, it is proposed that workstreams previously reporting into the

THT Board report directly into the HWBB. These workstream would be reviewed to

8" January 2026
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enable focus on the challenges outlined in section 3. The HWBB would also connect
into the Our Tower Hamlets Vision 2025-2035 governance as it involves

The proposed governance could be as below:

Our Tower Hamlets
2025 - 2035

!

Tower Hamlets Health
and Wellbeing Board

Resident and VSCE .
engagement and health ClitlléIrem e i
. People
equity

Population health, Health and care system
evidence and quality Neighbourhood Health financial sustainability
improvement (THT Board)

6. Proposed roles and rationale for groups

5.1 Health and Wellbeing Board (HWBB)

The core role of the Health and Wellbeing Board is to use all the assets and levers it can
apply to ensure that residents have equal opportunity to be as healthy as possible.

This means:

e Setting strategic direction through a Health and Wellbeing Strategy owned by
partners, communities and residents and connected into the Our Tower Hamlets
Vision

e Collective decision making with democratic oversight and public accountability

e Creating conditions for quality decision making and dialogue based on:

o bestavailable intelligence and evidence (quantitative and qualitative)
o coproduction principles (set outin the THT production framework)

o balanced focus on the right issues (immediate and longer term)

o An agreed outcomes framework

This would be supported by the groups supporting the Board.

8" January 2026
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5.2 Population health, evidence and quality improvement group

In a borough as dynamic as Tower Hamlets, there are enduring health inequalities and
drivers of inequity at the same time as rapid change through population growth and
mobility. To support good decision making and a population health approach informed
by intelligence (qualitative and quantitative) and evidence, it is necessary to harness the
range of data being collated across the system and to turn this into actionable insight.

This means:

e Ensuring that partners, communities and residents are aware of the health
trends in the borough that matter to them

e Collating timely data across the system in a way that can be analysed to develop
actionable insights

e Ensuring use of data supports a range of system improvement methodologies

e Triangulating qualitative and quantitative data

e Improving data qualities and linkage

e Connecting with the ICB population health assets and team

e Alignment of a population health intelligence strategy with the wider Our
Hamlets Vision intelligence plans

e Integration of the benefits of the Health Determinants Research Collaboration
into a population health approach

In the context of financial pressures, system challenges, and neighbourhood working, a
fundamental task for the group would be to enable data and insight to flow across the
HWBB system and into the Board impactfully to enable a population health approach.

5.3 Neighbourhood Health Steering Group

The national and local focus on neighbourhood health provides an unprecedented
opportunity for integration, prevention and coproduction to help residents equal
opportunity to be as health as possible. Neighbourhood working will be a core
organising principle of health and wellbeing support over the coming years. There is
likely to be an ongoing balance between top-down direction and local coproduction.

If we are to ensure that our neighbourhood health model delivers its full potential this
means:

e A compelling shared vision for neighbourhood working that is owned by partners,
communities and residents

e Anagreed approach to neighbourhood health, a clear plan, clear governance
arrangements and an outcomes framework
e Creating conditions that will enable neighbourhood working including:

8" January 2026
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o Understanding capacity requirements

o Buyinto the benefits of neighbourhood working

o Coproduction as an integral principle of the approach

o Agreed improvement methodologies (including prioritisation criteria)

o Enablinginnovation

o Enabling the development of integrated teams across organisations

o Clarity and insight into priority population cohorts and intervention
programmes

o Balancing national and local drivers

Understanding and connection to local assets
o Strategic alignment with Our Tower Hamlets and its neighbourhood vision

This group has already started its journey and is an important focus and forum for the
developing model of neighbourhood health in Tower Hamlets. Itis likely to become
increasingly important and reporting directly into the HWBB will strengthen its visibility
and provide a mechanism to share challenges and issues emerging in progressing
neighbourhood health in Tower Hamlets.

5.4 Health and care system and financial sustainability group/THT Board

In the context of rapid population growth in Tower Hamlets, increasing deprivation
(based on recent Index of Multiple Deprivation data), increasing health and care
need/demand linked to the combination of deprivation and ethnicity and acute financial
challenges across the system, there is an ongoing and pressing need for dialogue at
senior level between health and care partners. These may involve difficult but necessary
discussions. The THT Board has always been the borough’s cross-system partnership
forum where these discussions have taken place, and these discussions will need to
continue in the years ahead.

Itis proposed that the function of the board continues but with a clearer and more
defined focus on system delivery, finance and sustainability.

This means:

e Providing strategic oversight of the financial performance, sustainability and
resilience of the local health and care system

e Overseeing delivery across partnership programmes, neighbourhoods and
place-based arrangements

e Providing assurance to the Health and Wellbeing Board (HWBB) on progress,
risks and mitigations

e (Coordinating key system enablers, including workforce, finance, digital and
estates

8" January 2026
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e Overseeing delivery risks and operational pressures, including Better Care Fund
(BCF) implementation

e Maintaining alignment across NHS, council and VCSE partners

e Taking a directrole in system pressures, including urgent and emergency care,
discharge, elective and non-elective demand, and primary care access

Under this model, this group would be the primary forum for finance, performance and
system sustainability, enabling deeper and more focused discussion on system
pressures, resource use and delivery realism.

5.6 Resident & VCSE Engagement and Health Equity Group

The Health and Wellbeing Board is only relevant to the extent to which is connected into
what matters for residents. In a context in which policy drivers are calling for systems to
‘create the platform for boards and leaders to truly listen to their communities and drive
the change they want and need’?® but also increasing pressures on VSCE organisations,
there is an opportunity to build on the excellent foundations of the THT Engagement
Leads Group and Anti-Racism and Equity Steering Group through direct reporting into
the Health and Wellbeing Board.

This means*

e Embedding agreed community voice principles in all resident engagement that
have been applied through the work of the THT Engagement Leads Group®

e Acting as a community-statutory partnership forum, enabling dialogue, learning
and challenge between residents, VCSE and system partners.

e Supporting co-production, ensuring neighbourhood priorities and decisions
reflect lived experience (“nothing about me without me”).

e Taking forward the legacy of the Anti-Racism & Health Equity work, applying an
active equity lens to neighbourhood priorities and projects.

e Using community insight and system data to identify health inequality pressure
points and recommend action.

e Connecting into neighbourhood governance

o Working alongside the Neighbourhoods Steering Group (NSG) as the
engagement, equity and co-production function.

3 NHS Medium Term Planning Framework 2026/7 to 2028/9

4This is taken from the THT Engagement Lead presentation to the Neighbourhood Steering Group in
December 2025

5 Community Voice Principles: Mutual respect; Understanding and diplomacy; Openness and trust:
Obectivity/accountability/honesty and integrity; Equality, equity, diversity and inclusioin; Working
together to make positive change

8" January 2026
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o Providing advice, insight and recommendations to neighbourhood teams
and the NSG to support delivery.
o Helping ensure equity, VCSE and resident leadership are embedded
consistently across all neighbourhoods.
e Aligning with Our Tower Hamlets engagement plans

This signals a shift from oversight to doing and enabling. Aligning with the existing
coproduction framework it creates exciting opportunities to rethink how HWBB
meetings are conducted and how resident insight is brought into decision-making.

5.7 Children and Young People Executive

In a borough with amongst the highest levels of childhood poverty in the country and
health inequalities that reflect this, maintaining a strategic focus on the health and
wellbeing of children and young people must be a priority. Intervention in early years is
where there is greatest opportunity to address the intergenerational cycle of inequality
referred to in the One Tower Hamlets Vision.

There is an existing governance process supporting the health and wellbeing of children
and young through Children and Young People Executive. The only change proposed
here is for the Executive to report directly to the Health and Wellbeing Board.

At the ICB level and locally, there has been discussion about how children and young
people’s health and wellbeing is integrated and prioritised in neighbourhood health
models.

Key changes are summarised in the table below:

Existing group? Main changes

Health and Wellbeing Yes Accountability to Our Tower
Board Hamlets 2025-2035

Strengthened accountability with
additional groups reporting into it

Population health, New Evolution of JSNA programme
evidence and quality Board

improvement group
Reporting into Health and
Wellbeing Board

Neighbourhoods Steering | Yes Reporting into Health and
Group Wellbeing Board
8" January 2026
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Health and care system Yes More defined focus on system

and financial sustainability delivery, finance and sustainability
Group/THT Board

Resident and VSCE Yes Reporting into Health and
Engagement and Health Wellbeing Board

Equity Group

Strengthened role into resident
engagement at Health and
Wellbeing Board level

Children and Young People | Yes Reporting into Health and
Executive Wellbeing Board

7. Implications and Next Steps

This paper does not seek to finalise governance arrangements. Subject to steer from
HWBB and THT, further work would be undertaken to:

e Refresh terms of reference and forward plans

e Strengthen alignment with the HWBB, including joint agenda planning

e Align governance with ICB Place Partnership arrangements

e Ensure BCF reform and neighbourhood health planning are fully integrated
e Finalise the refreshed HWBB strategy by March 2026

8. Discussion points for the THT Board

The THT Board is invited to:

e Comment onthe proposed direction of travel to strengthen the strategic role of
the Health and Wellbeing Board and its priorities

e Agreein principle that THT Board should focus on finance, delivery and system
sustainability

e Provide steer on the relationship between HWBB, THT and NSG

e Support further development of detailed governance arrangements, including
reporting, agendas and workplans

e Identify risks, gaps or areas requiring further work

9. Next steps

Following the THT Board comments and feedback it is planned to take a revised version
of this paper to the HWBB on February 10" with an aim for sign off of new governance
arrangements at the HWBB in April (date to be determined)

8" January 2026
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Executive Summary

Since June 2025, Tower Hamlets has made significant progress in establishing the foundations for integrated neighbourhood
working. A Neighbourhoods Steering Group is now in place, providing system-wide leadership and coordination, and early
delivery is underway across all 7 Primary Care Networks (PCNSs)

Key progress includes:

» Agreement of shared neighbourhood ways of working and governance arrangements.

» Active PCN-level priority setting, with increasing alignment across health, local government and VCSE partners.
» Establishment of a Task & Finish Group to design models for VCSE and resident leadership in neighbourhoods.

» Early development of core enablers, including population health management, workforce and organisational development,
digital capability, and learning infrastructure.

« Embedding anti-racism and health equity as core principles within neighbourhood delivery rather than as a standalone
programme.

This report provides the Board with an update on progress to date, highlights key areas of focus through to March 2026, and
sets out the next phase of work as neighbourhood delivery moves from set-up into consolidation and scale.



The Board is asked to:

* Note the progress made since June 2025 in establishing neighbourhood governance, convenor
leadership model and delivery arrangements.

* Note the role of the Neighbourhoods Steering Group as the primary forum driving neighbourhood
delivery and system coordination.

* Note the emerging focus on embedding VCSE and resident leadership, anti-racism and equity,
and learning across all neighbourhood priorities.

« Support the continued development of neighbourhood delivery, including alignment with the
Health and Wellbeing Board, Better Care Fund reform and forthcoming national neighbourhood
health guidance.

« Continue to actively engage, and encourage the same of their respective organisations, in the
development of neighbourhoods both strategically and operationally.

* Note that further updates and proposals will be brought back as national guidance is published
and neighbourhood models mature.

* Note the appointment of the National Association of Primary Care (NAPC) to support leadership
alignment for the neighbourhoods model.



Neighbourhoods Steering Group Progress
» The Neighbourhoods Steering Group was established in June 2025. Meetings are held monthly.

* Membership consists of representatives from Barts, ELFT, Primary Care (Clinical Directors and Clinical
Leads), THCVS, GP Care Group, LBTH ASC, LBTH Children’s Integrated Commissioning, LMC, Public
Health & the Resident Voice Lead. Attendance is strong.

» The Group is responsible for the development of the Programme, monitoring progress, addressing risks
and issues highlighted by members and connecting and aligning the Neighbourhoods approach with
related initiatives across the system.

» The Steering Group has made a significant impact against these objectives and has received praise in
doing so. Colleagues across NEL have also taken inspiration from our Neighbourhoods approach.

» There are regular agenda items on progressing actions, feedback from the NEL Neighbourhoods
Steering Group and Neighbourhood highlight reports from each Neighbourhood written by Programme
and Convenor Leads to update on progress.

« System wide MOU and position statement is in development as initiated by Clinical Directors.

» The introduction of the Convenor Lead position, as well as mapping leads from each THT partner in each
neighbourhood, has helped create a sense of shared leadership, utilised system capacity and increased
progress.



Programme Wide Progress Update

+ VCSE & Resident-Led Model: Task & Finish Group started in November and will meet monthly to develop a model for community
leadership in neighbourhoods. Proposal on how to align the Engagement Leads Group to be presented in December NSG too.

« Learning System: Inaugural learning event held in September with over 80 attendees. Second event scheduled for January. The
events allow colleagues to make connections, share best practice and learn from each other's experience.

« Anti-Racism & Equity: The plan for embedding AR&E across the Neighbourhoods Programme was presented in November’s
NSG and is on the agenda for January’s learning event to continue its development.

* Optum Pathfinder: Two demos have been provided to the NSG by the NEL team. More work is required to embed this.

* Improvement Leaders Programme: ELFT kindly granted 11 Programme and Public Health Leads spaces on the ILP to develop
the QI capability of key members of the Neighbourhoods Programme Team.

» Enablers: Full enablers programme has been developed. THT Comms and OD teams have been engaged to progress enablers.
Estates colleagues thinking about unused sites e.g. John Onslow House and Neighbourhood Health Centres.

+ Resident engagement: Resident Comms Panel engaged in December to engage residents in how to communicate the
Neighbourhoods work. A further session scheduled for February. Each Neighbourhood has engaged residents differently according
to the area’s existing assets as detailed in the highlight reports.

+ Partner engagement: Neighbourhood Leads identified from each THT partner to form wider programme team and be involved in
priority setting discussions and the ongoing work.

* Neighbourhood Health Centres, Resident Hubs & One Stop Shops: Initial meeting held to align health and council ambitions
for physical centres to deliver services in neighbourhoods. Item in January’s NSG to develop this further.



Programme Risks

Workstream Description Impact |Likelihood| Score | Mitigating actions taken | Mitigating actions planned
There is a risk that a lack of capacity across - Phased implementation |- OD plan in development to
the workforce diminishes the impact of the - Reallocated Partnership [support integrated working
programme Development team - Workforce mapping to

Workforce 5 3 15 resource to work on suppprt mjtegra_tlo.n and
programme relationship building of local

- Programme and Public  {teams
Health Leads attending Ql

ILP
There is a risk that without strong and - Wide representation on |- Integrator model could
consistent engagement and buy in from NSG address the risk and further
stakeholders across THT, the teams aren't - Establishment of embed shared leadership
Engagement jas diverse and integrated as is needed to 5 2 10  |Convenor Lead roles
impprove outcomes for residents - Engagement with senior
stakeholders through THT
and HWBB
There is a risk that without executive level - Coaching specification |- Coaching support to
. leadership and vision that is joined up, the and outcomes have been |commence in 2026
Leadership . 4 4 16
programme will stall developed to address the
risk

- Establishment of wider
programme team consisting
of named leads from across
THT

There is a risk that the reduced capacity
within the ICB due to the restructure has a
Workforce |negative impact on the development and 4 )
pace of progress of neighbourhoods
especially in relation to enablers




Key Deliverables by March 2026
. Delverabe | Staus

Neighbourhood boundaries agreed Complete
Priorities and phase one projects agreed in each Neighbourhood Complete
Theory of change created and agreed for all Neighbourhood priorities On track
MOU agreed for the Integrator role On track
Robust QI methodology established and embedded across all Neighbourhoods Complete
Tower Hamlets Neighbourhoods website established, up to date and used widely On track
CDs, VCSE and residents feel involved, are leading and have a stake On track
A financial plan for the Neighbourhoods budget for 26/27 Complete
An accurate view of all relevant geographical boundaries across THT Complete
Elected members engaged in the work On track

The Neighbourhoods approach integrated with the Resident Hubs / One Stop Shop On track
development

Complete workforce mapping On track

The wider programme team feel confident, supported, challenged, fulfilled and On track
possess the necessary skills



Our Place in the Journey

| £ 8 & 4

Q1-4, 2025/26 Q1-Q2, 2026/27 Q3-Q4, 2026/27 2027/28 and beyond
* In this phase, each * In this phase, we will * In this phase, we will * In this phase, we will
INT will bring partners explore the feasibility of continue to evolve and focus on
together to test expanding the expand the role of INTs. implementing and
neighbourhood populations or pathways + We will begin to define the  embedding our target
working around a each INT covers. ‘core offer’ and develop a operating model for
locally selected cohort, « We will also begin target operating model for each INT.
condition or pathway. workforce modelling to each INT.
understand current « We will also agree our
A variation and help approach to organisational
We are here shape what our future development (OD) and
‘end state’ might look managing change across

like. the system.




Phase One QI Methodology — Learning Through Testing

Identifying a

priority topic /
population

Use data to help
identify a short-
list of potential
areas of focus -
which could be a
condition or
population

Agree across

system partners

one priority

which brings:

- Urgency

- Abig
improvement
opportunity

- Anecessity to
integrate and
work together
differently

Understand

the context

and assets
deeply

In each PCN,
conduct a rapid
3-part data
review. In 4
weeks, bring
together easily
available
quantitative data,
conduct
interviews with
the population
group, and with
those who
support this
group (formal
and informal
carers).

Set an aim,
purpose
statement and
measurement
plan

Create a bold,
ambitious
purpose
statement - that
articulates who,
what, when, how
and why...

Develop a
specific,
measurable, time-
limited aim and
measurement
plan (which will be
imperfect)

Utilise comms
expertise to create
branding and
materials

|

We are here

Build teams,
governance

and learning
structures

Projectteam in
each PCN —with
user involvement
and reps from
each part of the
system that will
be needed

Governance
structure — with
senior leaders
across all system
partners

Learning system
that brings teams
together regular
to connect, learn
& share

Build local
theory of
change

Each team to
build a theory of
change about
how to achieve
the aim. Utilise
the evidence-
base, innovation
literature, and
lived & learned
experience from
users,
professionals
and carers

Prioritise ideas
fortesting based
on ease of
testing and
potential impact

Test & learn

Test & learn
rapidly. Develop
a system to
capture and
document the

tests & learning.

Regular report-
outto
governance
group — so can
guide and
support the
changes

Dashboard to
view data over
time — at
neighbourhood
and borough
level

Harvest
learning, story-

telling, scale-
up

Comms support
to capture and
tell stories
through the work.

Improvement
support to
harvest ideas
that have degree
of belief, codify
these and
support sharing
& scaling

Regular learning
sessions —
celebration,
problem-solving
and sharing
learning




PCNs 1 & 2 — 18/12/2025 — Day Njovana & Ashton West  Status: | Ontrack

Priority: Still TBD, but will likely be focused on either diabetes or mental health through focusing on addressing the ways in which poverty contributes
to the prevalence and severity of these conditions, with the aim to improve resident's health outcomes and reduce system pressure

On the 9th December we held an event with community reps and residents to review the TBD — to be updated in January
four priority ideas that were established from our data review and previous workshop. Over

50 people attended which was a good level of turnout, and there was a lot of detailed

discussion about what these four areas of focus meant to them, and what successful

interventions for each area could look like.

Residents then voted for the priority areas of focus that they think would be most beneficial

for them and their communities. Tackling poverty and deprivation was the clear area Inequalities being addressed
residents were concerned with, and there are many ways in which this impacts upon both ]

physical and mental health conditions. Diabetes and mental health were also highly ranked ~ TBD — to be updated in January
and have many interdependencies with poverty, so it is likely that our priority in the NW will

look at one of these cohorts with the main focus being on addressing the ways in which

poverty and deprivation can contribute to the prevalence and severity of these conditions.
In December we will brief both of our PCNs on the outcome of this session and attain their _

views on which of these conditions they think we could achieve the greatest impact on. Lack of capacity and resource to carry out this work

A further co-production session with the community and residents is being planned to be

held jointly with clinicians and professionals from primary care, tackling poverty and either Extra demand on clinician time which is already under
diabetes or mental health to co-produce what our outcomes and key deliverables will be. stress

Our priorities co-production session on the 9th Dec was attended by 50 residents and
community reps from across the NW. We have adopted participatory decision making by
enabling our residents to choose which areas of focus we move forward with as our

priority. That resident and system leadership expectations may

A further session is planned for early next year which will include our residents and Page 32 exceed Wh?t we can reasonably accomplish in the first
community reps in establishing the next steps for our priority. phase of this programme

Without increased, dedicated resource, we will struggle
to make a meaningful difference



Resident
Engagement with
residents in the
North West at the
Neighbourhood
Forum held at the
Brady Arts

Centre

09/12/2025




PCN 5 & 6 — 15/12/2025 — Somen Banerjee & Ely Reas

Delayed

Priority: Not identified yet but this will be around the theme of communication and access.

Updates, next steps and commentary

The North East continues to refine and consolidate its areas of focus for the
Integrated Neighbourhood Team (INT) project. Further engagement with
colleagues is planned to gather additional insight and support the ongoing
development of the NE INT project.

To date, two priority areas have been identified:

* Improving same-day access for patients with COPD: Strengthening
integration between hospital services and primary care and community-
based provision.

« Strengthening mental health pathways: Improving communication and
reducing referral bounce-backs between Primary Care and East London
NHS Foundation Trust (ELFT).

These focus areas will form the basis of further discussion at upcoming
Protected Learning Time (PLT) sessions and the Local Health and
Wellbeing Board (LHWB). The anticipated outcomes of these discussions
include:

* Identifying where system energy and readiness for change exist

* Undertaking asset mapping

+ Conducting a deeper analysis of qualitative and quantitative data

Resident engagement

Residents were involved in the early survey to get their feedback on the
themes around communications and access. This was considered in
developing ideas and priority.

We will continue resident engagement once the priority has firmed up i.e. in
preparation to 3-part data review.

Key outcomes

TBD and will provide more long-term key outcomes to support
this in the next highlight report

By end of January 2026, we will agree an INT project priority
where communications and access can be improved. Further
engagement and workshop are being planned to determine key
outcomes.

Inequalities being addressed

Further work will be done once priorities have been agreed

Since the first priority setting session, progress has slowed
significantly

T %g%hs a risk that the chosen priority isn’t specific enough or
st

has the capacity to make a measurable impact on outcomes



PCN 7 & 8 — 15/12/2025 - Isabel Hodkinson & Ely Reas

Priority: Promotion of health activities as part of prevention to pre-diabetic adults in the Bangladeshi community.

Updates, next steps and commentary

Updates:

The SE project priority will focus on the promotion of health activities within

community networks (focus on pre- diabetes and type Il diabetes). Further

scoping and progress on defining aim, the locality will:

+ Aim to improve the health of people living with pre-diabetes and those in
their first year of Type Il diabetes diagnosis

* Promotion of Health activities/provision to residents and health professionals

» Target adult Bangladeshi — from 25 years old to 65 years old

» Residents registered with our 8 practices, with residential post code: E14

The above scoping will shape the neighbourhood’s QI aim starting with the 3-
part data review.

The project delivery team continues to meet every fortnight to develop project
plan.

Next Steps:

Workshop in the new year for stakeholders to start a Quality Improvement
Process:

* Develop a clear Ql aim

+ |dentify the benefits for patients, community sector and health professionals
* Develop a driver diagram to identify barriers and change ideas

Resident engagement

» Plan to develop residents’ engagement as part of next steps
» SE locality will aim to utilise existing assets to reach out to
chosen cohort

Key outcomes

Promotion of health activities within community networks has
been identified as a key outcome

Partners mapping to hone aims and objectives

Inequalities being addressed

The TH Bangladeshi Diabetes Workshop were invited to
discuss health inequalities that they face

To be developed as we conduct data analysis to identify
inequalities experienced by residents with diabetes

There are 5636 type 2 Diabetics in SE Neighbourhood with lots
of services, events and education. There’s difficulty in
navigating and maximising current assets with the cohort.

Finding appropriate data to use for the priority.

Ngé@sé@ identified at this stage - risk log and action log to be
used as part of learning



Figure 1: Cumulative likelihood of diabetes diagnosis by age and ethnicity
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PCN 9 - 15/12/2025 - Fiona Peskett & Eleea Islam

Priority: Children and Young People’s Diabetes and Obesity

Updates, next steps and commentary Key outcomes

Key updates

* Resident consensus on priority theme concluded, and review of
feedback undertaken. 53 people engaged.

* Link in with Council Children's Commissioning and new BCYP
Health Sub-group.

« Core project group to drive 3-part data review coming together,

The overarching priority setting has enabled Network 9 to begin
to progress to the 3-part data review

first meeting completed, review of individual's capacity and
membership underway.
« Engaging with THCVS Lead as part of data review working Health in children and young people with a long-term condition
group.
» Identifying resident for data review engagement, reaching out to
Spotlight and working with THCVS. Access to quantitative data with no data support. Working
* Undertaking 3-part data review. group looking to access Optum and derive data.

* Narrowing down the project objective and purpose statement.

Resident engagement

» We have engaged residents through existing groups and events
as detailed above to gain residents’ views on our priority.
* Next steps are to think about how we engage residents in the 3-  No allocated resource to extrapolate the right data or to

part data review. Look to existing groups and potential for UBQ%@?ke meaningful analysis of data.
linking in with them. 9

THCVS limited capacity to support with mapping assets.




Coaching Outcomes - Richard
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Title of report Draft System Neighbourhood Alliance Memorandum of
Understanding (MoU)

Author Zainab Arian Chief Executive Officer TH GP Care Group

Presented by Zainab Arian Chief Executive Officer TH GP Care Group

Contact for further information | Zainab Arian Chief Executive Officer TH GP Care Group
zainab.arian@nhs.net

Executive summary The Tower Hamlets System Memorandum of Understanding
(System MoU) has been co-produced by system partners to
establish a shared place-based framework for
Neighbourhood Health, integrator functions, and
provider models across Tower Hamlets.

This MoU is non-legally binding and sets out the shared
vision, principles, governance, safeguards and ways of
working that will underpin:

¢ Neighbourhood Health development

e The Place-level Integrator function

e The use of Single Neighbourhood Provider (SNP) and
Multi-Neighbourhood Provider (MNP) models

o System-wide governance, risk-sharing and data
accountability arrangements

The MoU is currently in Draft (v1.0) status and has been
issued for formal system partner, PCN and practice
consultation. It is intended to act as a living framework, to
be refined as national neighbourhood policy, contractual
models and guidance are released.

Action / recommendation The Board/Committee is asked to:

THT Board is asked to note the MoU and endorse its
establishment as the foundation for alliance working for
neighbourhood delivery in Tower Hamlets.

Previous reporting MoU has been discussed at the Neighbourhood Steering
Group

Next steps/ onward reporting To be discussed with PCN’s and Practices, LMC and
internally across all system partners.

Conflicts of interest None

Strategic fit ¢ 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

Impact on local people, health The MoU embeds neighbourhood, community and VCS-led
inequalities and sustainability co-design, population health management, and PHM-led

targeting to support health inequalities reduction across
Tower Hamlets communities.

Has an Equalities Impact No

Assessment been carried out?

Impact on finance, performance | There are no additional resource implications/revenue at this
and quality stage. However, this may change as guidance is released

and information around the integrator is released. Partners
reserve the right to asses any additional resource
requirements in this situation.

Risks

Risk Mitigation

National neighbourhood MoU explicitly designed as
framework diverges from amendable, reviewed
current MoU annually

Destabilisation of general Strong GP sovereignty,
practice funding follows function and
change-control safeguards

Unclear system governance | Single coherent system
architecture established

Risk transfer to PCNs Explicit shared-risk and
funding safeguards

1.0

1.1

1.2

Introduction/ Context/ Background/ Purpose of the report

National policy direction is increasingly shifting towards neighbourhood-based,
population health-led, integrated care delivery models. However, detailed national
frameworks, contracts and governance guidance remain in development.

Tower Hamlets has proactively co-designed a local system framework to:

* Protect and strengthen GP-led, PCN-anchored neighbourhood delivery

* Prevent destabilisation of core general practice and community services

* Provide clear safeguards, governance and risk-sharing arrangements

* Establish a consistent system architecture for neighbourhood design, assurance
and delivery

The System MoU therefore provides the local enabling infrastructure required to
develop neighbourhood health in advance of national frameworks, while retaining full
flexibility to adapt as national policy matures.

Board to Note the MoU and Agree establishment of the MoU as the foundation for
alliance working to deliver neighbourhoods (subject to amendment once national
neighbourhood framework is released).
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3.0
3.1

3.2

3.3

Key messages

Tower Hamlets system partners have collectively developed a draft System
Memorandum of Understanding (MoU) to establish a single, share alliance
framework for Neighbourhood Health delivery in Tower Hamlets

This MoU sets out, for the first time, an agreed place wide approach to:

How neighbourhood models will be developed

How the Integrator function will operate

How Single- and Multi-Neighbourhood Provider arrangements will be governed
How general practice, PCNs and statutory partners will be protected and enabled
within neighbourhood delivery

The MoU is intentionally non-binding and designed as a living framework.

It provides immediate system clarity and safeguards while remaining

fully adaptable to the forthcoming national neighbourhood policy, contracting and
governance framework.

It has been formally shared with PCN’s, GP Practices, LMC and System partners for
Consultation

Scope and Key Features of the MoU
The MoU establishes system wide principles including:

* GP leadership and PCN anchoring
Collaboration over competition
Independent contractor sovereignty
Funding follows function

Ethical reinvestment of surplus
Workforce protection

* Community-centred co-design

* Transparency and shared accountability

These principles provide a protective framework for general practice, neighbourhood
delivery and workforce sustainability.

The MoU defines a single coherent system architecture:

* Health & Wellbeing Board — Democratic oversight

* Tower Hamlets Together (THT) Board — Strategic assurance

* Neighbourhood Steering Group (NSG) — System co-design and maintenance of
the MoU

* Integrator Alliance Board — Operational oversight of the Integrator function — To
be Agreed post Integrator specification.

+ PCN & Neighbourhood Forums — Local leadership and delivery

The MoU establishes a Place-level Integrator function which:
* Is an enabling and coordinating function
* Is not a provider and not a takeover mechanism

* Supports neighbourhood delivery, PHM, partnership development, digital/data
coordination and resilience support
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3.4

3.5

3.6

6.0
6.1

7.1

+ Retains delivery accountability within PCNs and statutory providers unless
explicitly agreed

The MoU outlines the default position for Single Neighbourhood Providers being
PCN’s, the Multi-Neighbourhood Provider to be used for at scale infrastructure and
specialist services and not as a default neighbourhood provider.

There are explicit change-control safeguards including unanimous GP practice
approval and LMC endorsement for any move away from PCN being the SNP model
and changes to the GP list model.

The MoU introduces clear data controller responsibilities, strong information
governance principles and a shared risk management risk sharing framework.

There is also a provision to prevent unfunded workload transfer to primary care.

The MoU is explicitly framed as a living framework that will be reviewed annually,
formally refreshed as national neighbourhood policy contracts and guidance are
released. It will also be adapted through the Neighbourhood Steering Group and THT
governance routes to maintain alignment with national direction.

Risks and mitigations

Risk Mitigation

National neighbourhood MoU explicitly designed as
framework diverges from current amendable, reviewed annually
MoU
Destabilisation of general practice | Strong GP sovereignty, funding
follows function and change-
control safeguards

Unclear system governance Single coherent system
architecture established

Risk transfer to PCNs Explicit shared-risk and funding
safeguards

Conclusion / Recommendations
The Tower Hamlets Together Board is asked to:

A Note the draft System Memorandum of Understanding (v1.0)

.2 Agree to establish the System MoU as the foundational alliance framework
for neighbourhood health development and delivery in Tower Hamlets

1.3 Endorse the MoU as a living framework to be refined in line with national

neighbourhood policy and contractual guidance as it is released.

1
1

Attachments
List appendices as:

o Attachment/Appendix 1 Draft System MoU

End
Zainab Arian Chief Executive Officer Tower Hamlets GP Care Group
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1. Status and Purpose

1.1 Status

This Memorandum of Understanding (MoU) is non-legally binding and sets out the shared intent,
principles and ways of working across the Tower Hamlets system. It does not override statutory
duties, contracts, or regulatory responsibilities held by any party.

1.2 Purpose

This System MoU establishes a single, coherent framework for Neighbourhood Health
development in Tower Hamlets, the Place-level Integrator function, decision-making and
safeguards for Single Neighbourhood Provider (SNP) and Multi-Neighbourhood Provider (MNP)
models.

2. Shared Vision

Partners commit to a neighbourhood health model that: - Improves outcomes and tackles
inequalities Strengthens continuity, prevention and proactive care is GP-led, PCN-anchored and
community-centred. This builds on Tower Hamlets’ established integrated care ecosystem and
avoids destabilisation of core general practice or community services

3. Core Principles of Working (System-Wide)

These principles apply across all neighbourhood, integrator and provider arrangements,
regardless of contractual form.

3.1 Collaboration Over Competition

Partners act as one system and one team, prioritising shared outcomes for residents over
organisational or contractual interests. No partner will design or introduce services that
destabilise core neighbourhood or general practice provision without prior system, PCN and
neighbourhood agreement.

3.2 Shared Accountability

Successes and challenges are owned collectively. Partners commit to transparent reporting,
shared learning, and mutual support in addressing underperformance or system pressure rather
than attributing failure to individual organisations.

3.3 GP Leadership and PCN Anchoring

General Practice remains the central clinical and strategic leader of neighbourhood care. PCNs
are the foundational unit for neighbourhood development, delivery and clinical leadership.
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3.4 Co-design and Subsidiarity

Decisions are made as close as possible to neighbourhoods, practices and communities.
System-level structures exist to enable and support local delivery, not to override it.
Neighbourhood governance will include meaningful PCN, practice and community
representation.

3.5 Right Organisation for the Task

Delivery responsibilities, leadership and resources will sit with the organisation best equipped to
deliver the required function, recognising statutory responsibilities, expertise and established
local relationships. The Integrator operates as an enabling function rather than a delivery
takeover mechanism.

3.6 Resource Alignment

Resources will be aligned to support neighbourhood delivery and the Integrator work
programme, including:

e Alignment of resources from the ICB Place Team
e Alignment of resources from the LBTH Integrated Commissioning Team

Resources from the ICB Place Team, including health staff currently working within the Integrated
Commissioning Team, will be aligned to the Integrator’s work programme. Resources currently
supporting neighbourhood programme delivery within the Better Care Fund (BCF) will remain
within their existing governance, funding and employment arrangements unless explicitly agreed
otherwise.

3.7 Community at the Centre

Residents, patients and communities are engaged as active partners in the design, delivery and
evaluation of neighbourhood models. The Voluntary and Community Sector is recognised as a
core system partner in neighbourhood health.

3.8 Transparency and Openness

All partners commit to openness in relation to data, decisions, priorities, performance and
financial assumptions. Governance arrangements, membership, terms of reference and agreed
outputs will be shared across the alliance.

3.9 Independent Contractor Sovereignty

This MoU explicitly protects the GMS/PMS partnership model there will be no transfer of GP lists,
contracts or statutory responsibilities. No compulsory workforce transfers, TUPE or employment
model changes with PCNs retaining final decision on the employer status for their workforce,
including ARRS roles.
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3.10 Ethical Collaboration and Reinvestment

e No value extraction from general practice
e Surpluses generated through neighbourhood activity are reinvested locally
e Transparency in funding flows and use of surplus

3.11 Funding Follows Function

Any shift in workload must be matched with appropriate, recurrent funding. Primary care will not
cross-subsidise wider system deficits.

3.12 Workforce Protection and Sustainability

Workforce planning is co-designed with PCNs and the LMC, preserving sessional, locum and
partnership roles and avoiding destabilisation.

3.13 Trust, Respect and Early Engagement

Partners commit to trust-based relationships, early engagement on change, and respectful
challenge in pursuit of better outcomes for residents.

4. System Governance Framework

4.1 Overall Architecture

e Tower Hamlets Health & Wellbeing Board — democratic oversight

e Tower Hamlets Together (THT) Board — system strategy, outcomes and assurance

e Neighbourhood Steering Group (NSG) — single system forum for neighbourhood
co-design

e Integrator Alliance Board — operational oversight of the integrator function

e PCN & Neighbourhood Forums — local delivery, leadership and engagement

No additional neighbourhood governance layers will be created without PCN and System
Partners approval.

4.2 Role of the Neighbourhood Steering Group (NSG)

The NSG is the sole system forum responsible for co-producing neighbourhood models,
developing and maintaining this MoU. Recommending changes to SNP or MNP arrangements,
coordinating workforce, estates and data workstreams relevant to Neighbourhood model
development and implementation.
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5. Data, Information Governance and Data Controller Responsibilities

5.1 Purpose and Principles

Partners recognise that effective neighbourhood health delivery depends on lawful, transparent
and trusted use of data. This section sets out shared principles for data protection, information
governance and data controller responsibilities across the Tower Hamlets system, ensuring risk
is appropriately managed and statutory obligations are met.

All data use will comply with UK GDPR and the Data Protection Act 2018, NHS Data Security and
Protection Toolkit (DSPT), Common Law Duty of Confidentiality and Caldicott Principles.

5.2 Data Controller Responsibilities

GP practices remain independent data controllers for data arising from GMS/PMS
contractual activity.

PCNs do not assume GP data controller liability unless explicitly and lawfully delegated.

NHS Trusts, LBTH and the ICB retain data controller responsibilities for data generated
through their own statutory functions.

The Integrator does not act as a data controller unless explicitly agreed for a specific
dataset through a formal data-sharing arrangement.

5.3 Data Processing and Data Sharing

Any data sharing across organisations will be underpinned by appropriate Data Sharing
Agreements (DSAs) or Data Processing Agreements (DPAs), approved through
organisational IG processes.

Where possible, privacy-preserving approaches (e.g. pseudonymisation, federated
analytics, population health tools such as NEL/Optum or OpenSAFELY-style models) will
be prioritised.

Data sharing will be proportionate, purpose-limited and minimised to what is necessary
for agreed neighbourhood outcomes.

5.4 Population Health Management and Analytics

PHM activity will operate within agreed system governance, with clear articulation of:
o purpose and legal basis for processing
o controller-processor relationships
o accountability for outputs and decision-making

Insight generation does not transfer clinical accountability or liability to general practice
beyond existing contractual responsibilities.

5.5 Information Governance Risk Management

Data and IG risks will be recorded within the system risk register and reviewed through
the Integrator Alliance Board.

No new data flows or platforms will be introduced without:
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o |G impact assessment (e.g. DPIA where required)
o confirmation of controller responsibilities
o PCN and LMC engagement where general practice data is involved

5.6 Transparency and Public Trust

e Partners commit to transparency with patients and residents regarding how their data is
used to support neighbourhood health.

e Privacy notices will be kept up to date and aligned across partners where joint processing
occurs.

6. Risk Management, Assurance and Risk Sharing
6.1 Shared Risk Principles

Partners recognise that neighbourhood health reform and integrated delivery involve shared
system risk. The parties commit to a collective approach to identifying, mitigating and managing
risk, rather than transferring or externalising risk to individual organisations or to general
practice.

Key principles include:
e No unilateral risk transfer to PCNs or GP practices
e Risks managed at the lowest appropriate level, with system support where required
e Transparency in financial, operational, workforce and clinical risk
e Early escalation and joint problem-solving
6.2 Risk Categories
The system will actively manage the following risk domains:
e Clinical and quality risk (including patient safety and continuity of care)
e Workforce risk (capacity, burnout, destabilisation)
e Financial risk (unfunded workload transfer, cost pressures)
e Estates and infrastructure risk (capital, revenue and sustainability)
e Data and information governance risk

e Reputational and system coherence risk

6.3 Risk Ownership and Escalation

e Delivery-level risks sit with the responsible delivery organisation or PCN
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e System-level risks are owned collectively through the Integrator Alliance Board
e High-impact or strategic risks are escalated to the Tower Hamlets Together Board

A shared risk register will be maintained and reviewed regularly.

6.4 Financial Risk Sharing

e Funding must follow function; unfunded activity is not acceptable
e No expectation that primary care or PCNs cross-subsidise system pressures

e Where pilot activity carries risk, this must be explicitly time-limited, funded and
evaluated

6.5 Workforce and Change Risk

e Workforce changes require PCN and LMC engagement and approval
e No compulsory transfers or destabilising redeployment
e System support will be mobilised where practices or neighbourhoods are under pressure

7. Review and Development

This System MoU will be reviewed annually, updated through the Neighbourhood Steering Group
and/or Tower Hamlets Together Board, and formally refreshed as national policy and contracts
mature.

8. Signatories

Organisation Name / Role Signature Date

Tower Hamlets GP Care
Group CIC

Barts Health NHS Trust

East London NHS
Foundation Trust

London Borough of
Tower Hamlets

Tower Hamlets
Voluntary and
Community Sector
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Tower Hamlets Primary
Care Network 1

Tower Hamlets Primary
Care Network 2

Tower Hamlets Primary
Care Network 9

Tower Hamlets Primary
Care Network 5

Tower Hamlets Primary
Care Network 6

Tower Hamlets Primary
Care Network 7

Tower Hamlets Primary
Care Network 8
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Addendum A — Integrator Function
Al. Purpose of the Integrator

The Integrator is a Place-level enabling and coordinating function. It is not a provider of services
and does not replace, displace or duplicate the statutory, contractual or professional
responsibilities of PCNs, GP practices, NHS trusts, LBTH or VCSE partners.

The Integrator exists to support neighbourhood delivery, strengthen coordination, enable
population health approaches and align system effort. It does not hold patient lists, employ
clinical staff for service delivery, or assume provider accountability unless explicitly agreed
through separate contractual arrangements endorsed via the change-control mechanisms set
out in this MoU.

The Integrator is a Place-level enabling function, not a provider takeover mechanism. Its role is
to support neighbourhood delivery, not replace PCN or provider accountability.

A2. Core Integrator Functions

The Integrator will collectively deliver the following functions in line with the NEL Integrator
Specification. Leadership reflects current system intent and may be refined through the

Neighbourhood Steering Group as the model matures.

Integrator Function (as
per specification)

Description / Expected Activity

Lead Partner /

Neighbourhood
Coordination

Coordination across NHS, General Practice, local

government and VCS partners to reduce
fragmentation and improve joined-up delivery
at neighbourhood level.

Supporting Partners

Lead: ELFT

Support: GPCG, LBTH,
THVCS, Barts Health

Operational and Clinical
Leadership

Oversight of neighbourhood MDTs, governance
arrangements and clinical assurance, ensuring
GP-led models and safe integrated practice.

Lead: GPCG

Support: ELFT, Barts
Health

Population Health
Management (PHM)

Develop, implement and embed PHM
approaches using NEL/Optum tools and local
datasets, supporting proactive and preventative
care.

Lead: ICB / Public
Health

Support: GPCG, ELFT,
LBTH

Partnership
Development &
Organisational
Development (OD)

Facilitate collaboration, leadership development
and a shared culture across partner
organisations and neighbourhood teams.

Lead: ELFT

Support: LBTH, THVCS,
GPCG, Barts Health

Digital, Data and
Analytics Infrastructure

Coordinate digital integration, outcomes
dashboards and data-sharing agreements,
ensuring safe and effective use of data.

Lead: LBTH Public
Health & ICB

Support: GPCG, ELFT,
Barts Health
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Community
Engagement &
Empowerment

Ensure residents and VCS partners co-design
and co-deliver neighbourhood initiatives,
embedding lived experience in service design.

Lead: THVCS & GPCG

Support: LBTH, ELFT,
Barts Health

Sustainability and
Practice Resilience
Support

Provide wraparound support for neighbourhood
and primary care teams, including resilience,
transformation and improvement support.

Lead: GPCG
Support: ELFT

Commissioning
Interface

Align health and care commissioning priorities,
resources and evaluation with the Health &
Wellbeing Strategy, while respecting statutory
responsibilities (including social care).

Lead: LBTH & ICB
Commissioning

Support: Integrator
partners

Learning, Evaluation
and Improvement

Capture learning, review progress and share
improvement insight across Tower Hamlets and
NEL to support continuous development.

Lead: ELFT

Support: GPCG, LBTH,
THVCS, Barts Health

A3. Operating Principles

e The Integrator operates strictly as an enabling, coordinating and assurance function, not
as a service provider

e Delivery responsibility remains with the appropriate provider or PCN

e The Integrator adds value by reducing fragmentation, improving flow and supporting
neighbourhood leadership

e Any proposal for the Integrator to take on delivery functions would require explicit system
approval and be subject to the safeguards in Addendum B

A4. RACI Overview (Internal Use)

The table below provides an indicative RACI (Responsible, Accountable, Consulted, Informed)
view to support internal system understanding. It does not override contractual or statutory
accountabilities.

Integrator A — Accountable C — Consulted I = Informed

Function

R — Responsible

Neighbourhood ELFT Integrator PCNs, GPCG, THT Board
Coordination Alliance Board LBTH, THVCS,

Barts
Operational & GPCG PCNs ELFT, Barts, LMC PCNs, THT Board
Clinical
Leadership
Population Health | ICB / Public ICB GPCG, ELFT, LBTH | PCNs, THT Board
Management Health
Partnership ELFT Integrator GPCG, LBTH, THT Board
Development & Alliance Board THVCS, Barts
oD
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Digital, Data & ICB / Public ICB GPCG, ELFT, Barts | PCNs, NSG
Analytics Health

Community THVCS / GPCG Integrator LBTH, ELFT, Barts PCNs, THT Board
Engagement & Alliance Board

Empowerment

Practice GPCG PCNs ELFT, ICB PCN’s, THT Board
Resilience &

Sustainability

Commissioning LBTH/ ICB LBTH / ICB GPCG, ELFT, THT Board
Interface THVCS

Learning, ELFT Integrator GPCG, LBTH, THT Board
Evaluation & Alliance Board THVCS, Barts

Improvement

e The integrator operates on a “right organisation for the task” basis

e Resources are aligned, not extracted

e Statutory accountabilities remain with home organisations
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Addendum B — PCN Decision-Making and Safeguards
B1. PCN as the Single Neighbourhood Provider (SNP)
The default position in Tower Hamlets is:
The PCN footprint is the Single Neighbourhood Provider (SNP).
B2. Change Control Mechanism
Any move away from PCN as SNP requires:
e A unanimous approval of all affected GP practices
e Formal written endorsement from the LMC.
Without all no change may proceed.

B3. Decision Rights

e Decisions on service design, workforce deployment and surplus use remain with PCNs

unless explicitly delegated
e Borough-wide structures cannot override PCN decisions

NOTE:

Would be useful to have a flow chart of decision-making process for each PCN. To allow the
system to understand how decisions will need to be coordinated. For completeness each partner

can add their process in.
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Addendum C - Single Neighbourhood Provider (SNP) Contracts
C1. Purpose

SNP arrangements are intended to strengthen local continuity, proactive care and integrated
working within PCN footprints.

C2. Safeguards

e SNP contracts must not dilute GP autonomy

e No automatic transfer of income from core GP contracts

e Clinical leadership remains with PCNs

e Estates and digital assets remain under PCN/practice control unless agreed

C3. Accountability

PCNs remain accountable for GP-led services within SNP arrangements, with system support
provided through the integrator.

NOTE:

This may change depending on the Neighbourhood framework guidelines due to be released
and the Single Neighbourhood Contracts. This will reflect national and local governance.
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Addendum D — Multi-Neighbourhood Provider (MNP) Contracts
D1. Role of MNPs

MNPs may be appropriate for at-scale infrastructure including shared back-office functions and
specialist or cross neighbourhood services facilitating Care Closer to Home and shifting of
activity out of Acute settings.

They are not a default model for neighbourhood delivery — this may need to be amended
depending on neighbourhood framework guidelines and NEL’s position on the use of these
contracts going forward.

D2. Conditions for Use

e Must not override PCN-level SNP arrangements

e Must operate as a service vehicle, not a governance takeover

e Must work collaboratively with General Practice in delivery of services
D3. Financial and Governance Safeguards

e Surpluses ringfenced for local reinvestment
e No external dividend extraction
e Transparent reporting to PCNs and the NSG

Note:

This may change depending on the Neighbourhood framework guidelines due to be released
and the Multi Neighbourhood Contracts. This will reflect national and local governance.
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Addendum E — Data and Information Governance Schedule (Future)
E1l. Purpose

This schedule will be developed to provide operational detail to support Section 5 (Data,
Information Governance and Data Controller Responsibilities) of the main MoU. It will not
override statutory responsibilities but will give clarity and assurance on how data is handled
across neighbourhood delivery.

E2. Scope

The schedule may cover, where applicable:
e Population Health Management (PHM) tools and analytics platforms (e.g. NEL/Optum)
e Federated or privacy-preserving analytics approaches
e Shared dashboards and reporting arrangements
e Any future digital or data platforms supporting neighbourhood health

E3. Controller—Processor Mapping

For each agreed dataset or system, the schedule will set out:
e Data controller(s)
e Data processor(s)
e Lawful basis for processing
e Purpose limitation and data minimisation principles

E4. Information Governance Controls

The schedule will specify:
e Required Data Sharing Agreements (DSAs) and/or Data Processing Agreements (DPAs)
e DPIA requirements and review cycles
e DSPT responsibilities
e Caldicott Guardian and SIRO oversight arrangements

E5. Access, Security and Retention

e Role-based access controls
e Security standards and incident reporting routes
e Data retention and destruction arrangements

E6. Governance and Review

e Oversight through the Integrator Alliance Board
e PCN and LMC engagement where general practice data is involved
e Annual review or earlier update where data flows materially change
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Board Summary TOGETHER

Delivering better health

through partnership
Context

+ The Tower Hamlets Better Care Fund has largely rolled forward for several years, with limited scope or direction for transformation.
» Significant national change is now underway, with BCF reform and emerging Neighbourhood Health guidance expected to reshape how BCF is used from 2026/27.
+ 2025/26 therefore represents a transition year, providing an opportunity to review existing schemes and prepare for alignment with neighbourhood-based delivery.

* Tower Hamlets remains on track against core BCF metrics, particularly discharge, although performance is finely balanced. This highlights the need to review discharge pathways
alongside intermediate and community pathways.

Current Position

+ The 2025/26 BCF Section 75 is being finalised, and with Q1 and Q2 returns completed.

» Delivery remains focused on long-standing schemes, with limited flexibility due to contractual commitments.

+ Tower Hamlets has participated in the NEL BCF review to inform future reform (key recommendations set out on slide 11).

Direction of Travel

» The BCF will increasingly act as an enabler of neighbourhood health, supporting integrated neighbourhood teams, prevention and community-based care.

+  Work will be required to determine which schemes should be maintained, reshaped or realigned to neighbourhood delivery as national guidance is published.
Current Work Programme and Next Steps

* A deep dive of BCF schemes is underway, starting with discharge-related schemes and those supported by the Additional Discharge Fund, to inform planning for 2026/27. The
review group will extend its focus to the intermediate care pathway, ahead of planning guidance for next year.

» BCF planning will be aligned with emerging Neighbourhood Health Plans through the Health and Wellbeing Board and the Neighbourhoods Steering Group.
* Proposals integrating BCF reform into the neighbourhood delivery model will be brought back to the Board.

The Board is asked to:

* Note current performance and the financial position of the BCF.

« Endorse the direction of travel to align the BCF with neighbourhood health.

» Support continued development through 2025/26 in preparation for national reform. Page 61



TOWERHAMLETS

BCF Work Overview e

* |In autumn 2025, Tower Hamlets launched a targeted review of agreed discharge pathway schemes, following direction
from the THT and Health and Wellbeing Boards. The review focuses on activity, outcomes and spend, and is being led
by service managers and operational leads, with oversight from a dedicated Task and Finish Group. Progress updates
are included in this report.

 The Section 75 Variation, reflecting uplifts agreed through the 2025/26 BCF Plan, has been finalised and is awaiting
signature and sealing.

« Tower Hamlets participated in the NEL-wide review of NHS minimum spend during summer 2025. Key outcomes and
implications for Tower Hamlets are summarised in this report.

« An Expression of Interest has been submitted to the Local Government Association’s tailored support programme,
aimed at supporting systems to integrate BCF planning into emerging Neighbourhood Health Plans. National tailored
support for up to 15 successful HWBBs is expected to be delivered during Q4, aligned with the planning cycle. We have
received confirmation of being successful in our submission.

« National Neighbourhood Health guidance is awaited and will inform the next phase of local BCF and neighbourhood
planning.
« NHS minimum funding allocations were published in November 2025, confirming:
o a 4.4% uplift to the NHS minimum contribution to Adult Social Care
o a 2.1% uplift to ICB discharge funding
o The Local Authority Better Care Grant remains unchanged from 2025/26
©)

No announcement has yet been made regarding DiPsab!gd Facilities Grant (DFG).
age



The 3 Key BCF Metrics

The BCF-themed metrics have remained broadly focused on the same priority areas since 2015, with
some years also incorporating measures on falls, reablement, and intermediate care.

Emergency Admissions Delayed Discharges Residential Admissions
Emergency Hospital Admissions for people over 65. This metric measures the average Long-term admissions to
This metric serves as an important indicator of length of discharge delay for all acute residential or nursing homes for
prevention reflecting both: adult patients. people aged 65+ (per 100,000
population).
1) Catching and treating issues early in the It reflects how efficiently patients are
community and transferred from hospital to the most Avoiding permanent placements
2) Admission avoidance — through effective use of appropriate next setting of care. in residential care homes and
alternative front door services such as Virtual nursing homes is an indicator of
Wards and Same Day Emergency Care (SDEC). The measure calculates the average maximising independence and
number of days between a patient's delaying dependency on long-
An emergency admission is when a patient is admitted  Discharge Ready Date (DRD) and their  term support.
to a hospital in an urgent and unexpected manner. actual discharge, including those

Emergency admissions can occur through the Accident discharged on the same day they
and Emergency (A&E) department, or through a direct  become ready to leave.
referral from a general practitioner (GP) or consultant

Performance is based on two

Performance is monitored using age-specific components
management information with population figures drawn  1.The percentage of patients discharged
from the Office for National Statistics (ONS). on time (on their DRD), and

2.The average length of delay for those
patiegtasé gvgbose discharge was delayed.

Tower Hamlets



TOWER HAMLETS
TOGETHER

Delivering better health

through partnership

BCF Metrics Activity 2025/26

Metric Q1 Q2 Q3 Notes

Emergency admissions age expectedto |TBD

65+ be on track

Discharged on DRD expectedto |TBD DRD target was set against a backdrop of very little
be below available data at the time of planning. Data quality has been
target-TBD under review. An improvement planis in place to increase

the number of patient records completed with discharge
ready date. Working with staff to improve recording,
currently DRD performance improved to 35.1% compared to
26% in 2024-25. Analysis of local data identified top 5
reasons for delay in Q1, which included packages of care
incl: nursing and homecare, medical review equipment
delays and step down.

Avg length of discharge delay expectedto |TBD

(adult patients) be on track

Residential Admissions age on track on track |We continue to monitor our data around number of
65+ contacts, assessments and reviews completed to

understand this trend.
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TOWERHAMLETS

BCF Contributions 2025/26 S

BCF Financial Contributions Budget £ Notes
Minimum NHS £29,710,060
Additional NHS £13,426,755
ICB Total £43,136,815
Better Care Grant £20,738,289 |Previously known as the iBCF

Disabled Facilities Grant Fund (DFG) £2,879,604

Additional LA £774,839
LA Total £24,392,732

. : £1,952,109 ICB ADF - see slide 8.
Additional Discharge Fund (ADF) £5,880,078 £3.927.968 LA ADF — see slide 9
BCF Pooled Total £67,529,547




BCF 2025/26 Spend by Scheme ——

TOGETHER

Delivering better health

through partnership

ICB Discharge Funding

Spot purchase supporting discharge overseen by CSU
Age UK Take Home and Settle

AADs

Barts Acute Palliative Care Team

St Joseph's Hospice

Psycological Support LTCs MH

Community Geriatrician

Mental Health Recovery College

Adult Autism Diagnostic Intervention Service
Psychiatric Liaison MH Input into A&E
Primary Care Incentive Schemes

Integrated Clinical Commissioning NIS
Extended Primary Care Teams

Age UK Last Years of Life

OOB Social Worker

Local Authority Discharge

Better Care Grant

DFG

Localities and Neighbourhoods Development
Occupational Therapy Lead Post

AMHP

IA Hospital Discharge

Adult LD Service

LinkAge Plus

Social Worker Support into the Memory Clinic
Dementia Service

ICB support to Council for Co-ordination
Carers Support

Assistive Technologies and Community Equipment
Brokerage Service

7 Day Hospital SW Team

Locality Social Work Team

Reablement

g2l
'

£2,000,000 £4,000,000 £6,000,000 Pag£68880,000 £10,000,000 £12,000,000 £14,000,000 £16,000,000 £18,000,000



TOWER HAMLETS
TOGETHER

Delivering better health
through partnership

|ICB Additional Discharge Fund Breakdown

* The ICB Additional Discharge Fund is allocated annually. In

the current BCF year, this funding has been rolled into the [ Scheme |  f££s | provider |  lead |
rovider €a

NHS Minimum contribution, and we have received

confirmation that it is now part of the baseline. This provides IDH Transfer of Care .
greater certainty, supports multi-year planning, and enables A = _tbtot ELFT Zeie e
more stable contractual arrangements. B&B
Accommodation £ 380,000 ELFT Day Njovana/Carrie Kilpatrick
Resettlement
L . Scheme £ 105,000 LBTH Carrie Kilpatrick
* Of the remaining £41,405 shown in the table:
ASC Additional SW £ 433,600 LBTH LBTH DASS/Paul Swindells
Hospital Discharge
* £26,040 has been allocated to cover the costs of an 8-week FomarnfinEter 2t
referral pathway into Mildmay. MEH £ 85,000 LBTH Day Njovana/LBTH DASS
* A further £600 is required to fund Continuing Healthcare
(CHC) training. Total spend £1,903,600.00
* £14,765, of the remainder is for supporting winter schemes. Allocation £1,952,191
Remainder -f 41,405.00
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Local Authority Additional Discharge Fund Breakdown

The local authority discharge element is
recurrent funding and supports care
packages delivered through the
Admissions Avoidance and Discharge
Service, Home First and the Discharge
to Assess pathway.

The total allocation sits within the Better
Care Grant and is £3,927,968.

In 2024/25, there was a small
overspend against this budget.

For 2025/26, a forecast overspend of
6% is anticipated, primarily due to
inflationary increases in care package
costs, with no corresponding uplift
applied to the discharge funding.

TOWERHAMLETS

TOGETHER

Delivering better health

through partnership

Service Type Total Spend 24/25 Forecast Spend 25/26
Adult Accommodation £18,545.72 £19,658.46
Adults Direct Payments £17,078.95 £18,103.69
Adults Transport £3.31 £3.51
Adults Extra Care Sheltered Housing £35,309.91 £37,428.51

Adults Home Care

£2,493,712.92

£2,643,335.70

Weeks

Adults Nursing £422,784.28 £448,151.34
Adults Residential £170,326.86 £180,546.47
Adults Respite £11,335.11 £12,015.22
Adults Supported Living £167,180.46 £177,211.29
Adult NRPF £1,732.50 £1,836.45
Workforce Recruitment & Retention £277,086.95 £293,712.17
Additional Costing- D2A Clients Extra £314,033.50 £332,875.51

£3,929,130.48

£4,164,878.31
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TOWER HAMLETS
TOGETHER

What are we expecting from the national BCF &=
Reform?

From 2026/27, Better Care Fund (BCF) reform is expected to place a stronger emphasis on
Intermediate Care, Reablement and short-term support packages, aligned to neighbourhood-based
models of care.

2026/27 is anticipated to be a deliberate transition year, maintaining core delivery while systems
redesign how BCF resources support:

» Neighbourhood-based delivery
» Intermediate care, rehabilitation and reablement
* Prevention and demand management

This transition period will prepare systems for fuller reform from 2027/28 onwards.

Key expectations include:
« BCF contributions will remain in place for 2026/27, providing stability during the transition.

* Any reconfiguration of BCF contributions will be phased, with changes not expected until
2028/29 at the earliest.

« Health and Wellbeing Boards will be consulted as part of any future reconfiguration.

« There is no expectation of funding being removed from place as part of the reform.
Page 69



TOWERHAMLETS

TOGETHER

NEL BCF Review — Key Outcomes e

A NEL-led review of Better Care Fund (BCF) plans across all eight Places was undertaken in summer 2025
to assess delivery against national objectives, analyse spend patterns, identify opportunities for efficiency,
and strengthen governance during ICB transition.

Key findings:

« Spend and contracting patterns: A significant proportion of BCF funding (c.30-81%) is tied up in core
community block contracts, limiting flexibility and making it difficult to clearly link spend to outcomes.

» Variation in use of NHS minimum: There is marked variation across boroughs. Some (e.g. Hackney and
Newham) commit higher proportions to individually commissioned contracts, while others, including Tower
Hamlets and Barking & Dagenham, commit very little e.g. individual spot purchases..

 Equipment services pressures: Equipment budgets are under strain, often reliant on non-recurrent
funding that has now expired. Governance arrangements vary, and system risks were highlighted by the
recent failure of a major provider.

* Performance against metrics: Outcomes are mixed across NEL. While most boroughs have improved
avoidable admissions, discharge-to-usual-place targets were largely missed. Tower Hamlets achieved one
of the highest discharge-to-usual-place rates nationally.

» Governance: Section 75 agreements are in place across all boroughs, but most are open-ended and
rolled forward annually, limiting strategic review.
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TOGETHER

NEL BCF Review - Recommendations &%

The review recommends that systems:

« Acknowledge the limitations of the current BCF, recognising that much of the
funding is embedded in core contracts and not used strategically.

* Prioritise Service Line Reporting (SLR) by working with community providers

to improve transparency and ensure BCF allocations reflect the true cost of
services.

« Strengthen NHS oversight capacity within the ICB to support effective
monitoring and governance of BCF use.

« Undertake further work on equipment services, analysing spend and
outcomes across NEL (both within and outside the BCF) to inform a refreshed
strategic commissioning approach with Directors of Adult Social Services.

* Prepare for national reform, including the expected incorporation of BCF into
Neighbourhood Health Plans from 2026/27 and the transition required.
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TOWER HAMLETS
TOGETHER

Tower Hamlets BCF Deep Dive - Update ==

Following a request from the THT and Health and Wellbeing Boards, a targeted deep dive has started into selected Better Care Fund (BCF) schemes to:

* Understand what activities current BCF schemes are funding
» Evaluate their effectiveness in delivering intended outcomes for residents
» ldentify any underspend, underlying causes, and opportunities for improvement or realignment

The deep dive will inform decisions on which schemes should be maintained, reshaped or progressively aligned with neighbourhood delivery from
2026/27

With Board agreement, a deep dive has been undertaken into four discharge-related schemes funded through the NHS Minimum contribution:
» Local Authority additional discharge funded schemes

* Reablement services

» |CB additional discharge funded schemes

« Admissions Avoidance and Discharge Service

A dedicated Task and Finish Group was established, led by a Senior Responsible Officer from system partners. Service managers and operational leads
completed targeted self-assessments of activity, outcomes and expenditure for each scheme, supported by finance and data colleagues.

Findings reports are currently in development. The Task and Finish Group will reconvene in January to review the results and agree overall
recommendations, which will be brought back to the Board.

This group will also commence a review of the intermediate care pathwayﬁage 79



S

TOWER HAMLETS

Adults Mental Health Strategy

HASC SPI

''''''
EEEEE
------



Decisions N1

TOWER HAMLETS

* The partnership board is requested to:

» Consider the proposed scope in relation to our _000_000
Mental Health, which will be taken to the Health and -00—0-
Wellbeing Board for sign-off 000

* Provide a steer on suggested Governance and ° o
Partnership involvement Iﬂ\ln\b

* Provide a steer as to the level of ambition we wish
to see in relation to Engagement / Co-production for
the strategy

The best of London

in one borough



National Context (Ten Year Plan) L2

TOWER HAMLETS

* The 2025 Fit for the Future NHS Ten Year plan eschews plans by
major condition in favour of three strategic shifts that cut across a

range of conditions

* These shifts are: from hospital to community; from analogue to
digital; from sickness to prevention

* There are a range of proposals for mental health services across the
shifts — these are discreet pieces of work and usually extensions of
existing initiatives, such as dedicated mental health emerPenC?/
departments, expansion of assertive outreach and mental health
support teams e.g. within schools and colleges

* There remain bigger questions around the details of how mental
health will be reflected within wider E)ollcy ambitions, including
neléghbourhood teams, development of a modern service framework
and changes to funding and payment processes for mental health

care

The best of London

in one borough



National Context (MH Bill) R

TOWER HAMLETS

* The UK's upcoming Mental Health Bill 2025 aims to modernize
the 1983 Mental Health Act by strengthening patient rights,
iIncreasing choice in treatment, and improving dignity and
respect

* Proposals include:
 Amending detention criteria to strengthen the rights of detainees
« Reforming Community Treatment Orders
« Automatic advocacy unless refused
« Ending the use of police cells as a place of safety
* Providing a right to culturally appropriate advocacy

* The bill is currently in its final stages; the consideration of
amendments ahead of royal assent.

The best of London
in one borough




Local Context (Needs Assessment) B

TOWER HAMLETS

* The previous Mental Health Strategy expired in 2024.

* The creation of a new strategy and Needs
Assessment was delayed to include the ten-yearly
Adult Psychiatric Morbidity Survey data within the
evidence base for the strategy

 The final tranche of this data, on Serious Mental
lliInesses, was released in Dec 2025 and the Needs
Assessment is now being finalised to include this data

The best of London

in one borough



Local Context (Needs Assessment) -,
Key points so far .

* Mental Health need is high and increasing

o National data shows an increase in prevalence for Common Mental lliness (CMI). 18.9% in
2014 to 22.6% in 2023/24

o Diagnosed prevalence of CMI is higher in Tower Hamlets (7.2%) than North East London
(5.4%)
o Severe Mental lliness (SMI) diagnosed prevalence is higher in Tower Hamlets (2.2%) than
NEL (1.6%)
* Inequalities exist in Mental Health need
o Women (9.5%) experience higher levels of CMI than men (5.1%)

o Asian and Black residents of TH have higher diagnosed prevalence of SMI than NEL, with
Black men having the highest rates (40 per 1000)

o Prevalence of CMIs and SMis is higher in the most deprived areas compared to the least
deprived
» Wider determinants are significant drivers of poor mental health
o Nearly one-third of LSOAs are in the most deprived 20% nationally
o Overcrowding affects 15.8% of households

The best of London

in one borough



Local Context (Needs Assessment)

Y
Key points so far > =

TOWER HAMLETS

 Demand on mental health services is increasing
o Tower Hamlets Talking Therapies referrals up 31% since 2019
o Secondary mental health referrals up 17.5% since 2019/20
o ASC mental health caseloads up 25% since 2020/21
o Increased case complexity being seen by services

» Crisis pathways are under pressure

A&E attendances for deliberate self-harm are 2nd highest in NEL (879 per 100,000)
Limited community based crisis alternatives

Suicide rate similar to England but equates to 253 deaths in last 10 years

50% of those who attempt suicide were seen in primary care in the month prior-
opportunities for earlier intervention

* Inequalities faced by groups with barriers to access

o Disabled people, LGBTQ+, ethnic minorities, people who use substances,
refugees/asylum seekers, victims of domestic abuse, neurodivergent adults, and
those experiencing homelessness

O O O O

The best of London

in one borough



Context (Scope) R

TOWER HAMLETS

* The potential scope for a Mental Health strategy
covering all aspects of Mental Health, Mental
Wellbeing and wider determinants in the borough
IS huge

 This would be too large for the resources currently
assigned and would substantially duplicate other
strategies or programmes of work

 Therefore, we need to narrow down what
specifically we want the Adults Mental strategy to
do and what it will cover

The best of London

in one borough



What should the strategy do? R

TOWER HAMLETS

Initial discussions suggest that the strategy will need to:

1. Articulate the level of need in Tower Hamlets with respect to
mental health

2. Secure a shared strategic view on the overall approach with
partners

3. Set out the wider strategic landscape with respect to how we
are addressing the need in the borough (though this will not solely
be through the work set out in the strategy, given the breadth of
wider determinants)

4. Help us to prioritise our commissioning and transformational
work with respect to Mental Health services in the borough

The best of London

in one borough



Proposal: Scope R

TOWER HAMLETS

Section 1:

* Articulate the level of need at a borough level and our partnership
approach to reducing identified inequalities

* Provide a strategic picture of where this need is addressed (a
‘map’ of the landscape including Borough Plan, ICB, ELFT
strategies)

The best of London

in one borough



Proposal: Scope X

TOWER HAMLETS

Section 2:
 Establish and set out local joint health and care priorities relating
to:
»Common Mental llinesses
» Serious Mental llinesses

»Mental Health Promotion with a direct link to prevention, treatment and
recovery for CMlIs and SMIs

Section 3:

* A delivery plan setting out the actions we intend to undertake
during the strategy to address the priorities in Section 2

The best of London

in one borough



Proposal: Out of Scope R

TOWER HAMLETS

Areas that are out of scope would be:

* An all-ages strategy

* Wider determinants of mental health and the
prevention agenda there e.g. on green spaces,
general housing standards, community and reducing
isolation (except for Section 1 signposting)

The best of London

in one borough



Engagement / Co-production X

TOWER HAMLETS

Key stages where one can engage residents / users of our services:

Understanding Setting Developing Checking our
the situation Priorities Actions Approach

How do we
Already done! want to involve
people?

Consultation?
What kind?

The best of London
in one borough




Next steps U2

Where itJS going: TOWER HAMLETS
* The proposed scope will be taken to Health and Wellbeing
Board for final input and sign-off

What is needed:

 Clear steer on governance — are we happy with the Mental
Health Partnership overseeing and delivering and monitoring
the work (is the board suitable in its current form / membership),
who from your areas should be part of the steering and project
groups

* Once this is clear, a project plan will be drawn up to deliver the
strategy according to the specified scope

The best of London
in one borough




Discussion & Decisions
Discussion Decision required

Are you happy with the proposal in the

1 slides above for what is in and out of What should the scope be?
scope?
How do we want to involve service users

2 / residents in the development of the What kinds of co-production

strategy? What resources do we have?  are needed?
How much time will it take?

What should governance and
delivery arrangements be? Is

the MHPB able to oversee the
strategy and delivery?

Who will oversee this work”? Who'll be
3 involved from your services? Where will
delivery sit?

The best of London

in one borough
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