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Agenda
Item Time |Lead Attached/ Action
verbal required
1.0 Welcome, introductions and apologies 11.30 |Chair Note
1.1. Declaration of conflicts of interest Attached |Note
1.2. Minutes of the meetings held on 26 March Attached |Approve
2025
1.3. Matters arising Verbal Discuss
1.4. Actions log Attached |Note
2.0 Questions from the public 11.35 |Chair Verbal Note
3.0 Resident story 11.45 Verbal Discuss/
note
4.0 Chair and chief executive reports
4.1. Chair’s report 12.00 |Chair Attached |Agree
4.2 Chief executive officer’s report 12.05 ZE Attached |Note
5.0 Quality
51. Stocktake against the statutory aims ofan  (12.10 CP Attached |Note
ICB
5.2. Speaking up summary report 12.20 RN Attached |Note
6.0 Strategy
6.1. North East London homeless health strategy (12.30 [CP Attached |Approve
6.2. Integrated care strategy cross-cutting 1240 HR Attached |Note
themes progress report
6.3. Board Assurance Framework 12.50 |CP Attached |Approve
7.0 Finance and performance
7.1. Financial overview 13.00 AK Attached |Note
7.2. Performance report 13.10 JAK Attached |Note
8.0 Governance
8.1. Committee exception reports for information: {13.20 |Chair Attached |Note
¢ Audit and Risk Committee
¢ Remuneration Committee (verbal)
¢ Quality, Safety and Improvement
Committee
¢ Finance, Performance and Investment
Committee
¢ Population Health and Integration
Committee




Item Time |Lead Attached/ Action
verbal required
9.0 Board forward plan 13.25 |Chair Attached |Note
10.0 Any other business and close 13.30 |Chair Verbal Note

Date of next meeting — 16 June 2025
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Chief medical officer
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Chief nursing officer
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Abi Gbago

Local authority executive participant

Manisha Modhvadia

Healthwatch representative

Charlotte Pomery

Chief participation and place officer

Anne-Marie Keliris

Head of governance and company secretary
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Glossary of terms and abbreviations

Terms and abbreviations will also be explained within each report.

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

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

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

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

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

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

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

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

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

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

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

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

The four aims of our integrated care system

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

To support broader social and economic development

Our decision-making principles

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

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

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

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

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

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

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

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

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

Secure the best value and benefit from our collective resources, maximising
productivity.



North East London Integrated Care Board Register of Interests

- Declared Interests as at 07/05/2025

Position/Relationship

with ICB

Committees

Declared Interest

Name of the
organisation/business

Nature of interest

Valid From

Valid To

North East London

Action taken to
mitigate risk

Barking & Dagenham ICB Sub-

ICB Quality, Safety & Improvement
Committee
ICB Remuneration Committee

ICS People & Culture Committee

p
University Foundation Trust (HPFT)

Charlotte Pomery Chief Participation and Place committee Non-Financial Personal Interest Eorr'}egy McGregor Consultancy Director of consultancy 2009-06-01 Current No ggt:or:j re?uirgd as no
itz Barking & Dagenham Partnership mite Sompany, 4W'th husband who contliets deciared.
Eer is also a director of the
City & Hackney ICB Sub-committee| z?nmﬁ;alﬁgzﬁﬁ zr:vg?mt
City & Hackney Partnership Board cargegout work through the
Communlty Health Collaborative sub-| company since 2011 and
oomml_ttee . have never carried out any
Havering ICB Sub-committee e 7 e Gz el
Havering Partnership Board
ICB Audit and Risk Committee
ICB Board
ICB Population, Health & Integration
Committee
ICB Quality, Safety & Improvement
Committee
ICP Committee
ICS Executive Committee
Newham Health & Care Partnership
Newham ICB Sub-committee
Patient Choice Panel
Redbridge ICB Sub-committee
Redbridge Partnership Board
Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Sub-committee
Christopher Kennedy Councillor g:g i ':122:(?1?3{/ I'SaB nﬁi?s%?g]énolgerg Non-Financial Professional Interest | London Borough of Hackney 223"{1;:)2?;”&?20" Health, 2020-07-09 Current bD:gilr?r:iar:lgor;? ;?e';?ir:?;asde atthe
ICB Board Voluntary Sector and
ICB Finance, Performance & Culture in London in
Investment Committee London Borough of
ICP Committee Hackney
. X X i Member of Lee Valley Declarations to be made at the
Non-Financial Personal Interest Lee Valley Regional Park Authority Regional Park Authority 2020-07-09 Current beginning of meetings
. X i Member of Hackney Empire Declarations to be made at the
Non-Financial Personal Interest Hackney Empire 2020-07-09 Current beginning of meetings
. X X . Member of Hackney Declarations to be made at the
Non-Financial Personal Interest Hackney Parochial Charity Parochial Charity 2020-07-09 Current beginning of meetings
. X Member of the Labour Party Current Declarations to be made at the
Non-Financial Personal Interest Labour Party 2020-07-09 beginning of meetings
N . X X Registered patient with a Current Declarations to be made at the
on-Financial Personal Interest Local GP practice local GP practice 2020-07-09 beginning of meetings
N . X . » sitin the board as trustee Current Declarations to be made at the
on-Financial Personal Interest Hackney Joint Estate Charities 2014-04-07 beginning of meetings
. X LBH appointed rep Current Declarations to be made at the
Non-Financial Personal Interest CREATE London 2023-04-05 beginning of meetings
Diane Herbert N . ICB Board ) . . . . . . Declarations to be made at the
lon Executive Member Non-Financial Professional Interest| Hertfordshire Partnershi Non executive director 2019-05-19 Current

beginning of meetings
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Committees

Declared Interest

Name of the
organisation/business

Nature of interest

Valid From

North East London

Valid To

Action taken to
mitigate risk

Non-Financial Professional Interest

2020-01-01

Declarations to be made at the

Diane Jones Chief Nursing Officer Clinical Advisory Group Royal College of Nursing (RCN) Professional membership Current beginning of meetings
Community Health Collaborative Declarati ob Joatth
sub-committee Non-Financial Professional Interest | Royal College of Midwives (RCM) | Professional membership 1994-01-01 Current eclarations 1o be made at the
ICB Board beginning of meetings
ICB Quality, Safety & Non-Financial Professional Interest | NUrsing & Midwifery Council Professional membership 1992-01-01 Current Declarations to be made at the
Improvement Committee (NMC) beginning of meetings
ICS Executive Committee Non-Financial Professional Interest | London Clinical Senate Member 2017-01-01 Current Declarations to be made at the
Primary Care Collaborative sub- beginning of meetings
commlﬁee Non-Financial Professional Interest | Homerton Hospital Midwife (honorary 2015-01-01 Current Deglargtlons to be. made at the
Primary care contracts sub- contract) beginning of meetings
committee Declarati b de atth

Non-Financial Personal Interest Group B Strep Support (GBSS) | Director and Trustee 2020-01-01 Current eclarations 1o be made at the
beginning of meetings

Non-Financial Personal Interest Sign Health | am a Trustee of the charity 2023-05-01 Current Dec_largnons to be_ made at the
beginning of meetings

Dr Jagan John Primary Care ICB Board ICB Board Financial Interest 'I:‘:;‘:v': zﬂse}g;ar%é?/;:\:éoxllselzical GP Partner 2020-01-01 G Declarations to be made at the

representative ICB Population, Health & Group) 9 beginning of meetings
Integration Committee P DEEoEob Joatth
ICB Quality, Safety & Financial Interest Parkview Medical Centre GP Partner 2020-05-01 Current eciarations to be made at the
5 beginning of meetings
Improvement Committee Todether First Limited (GP Declarations to b de at th
Primary Care Collaborative sub- Financial Interest ogethenFirstilimited ( Practiceis a shareholder 2014-01-01 Current Ge R BBIIESELSETS
committee Federation) beginning of meetings
Financial Interest Harley Fitzrovia Health Limited Director and shareholder 2018-01-01 Current Dec!argtlons tobe r"ade atihe
beginning of meetings
Financial Interest D'EQFOSt'CS 4u(previously Directorand Shareholder 2020-10-01 Current Dec!argtlons tobe rnade atihe
Monifieth Ltd) beginning of meetings
Indirect Interest ;:urora M(Ie(qcarEed(pre:jnﬁnusdly : Other GPs are family 2020-01-01 Current Declarations to be made at the
eI e LT eI el members beginning of meetings
Group)
Indirect Interest New West Primary Care Network BertAher IAGP Partner is the 2020-11-01 Current Dec!argtlons tobe rnade atthe
Clinical Director beginning of meetings
Non-Financial Professional Interest Lrar:sr:‘orrzaélon '/Dla\":g:' '"l ’ Personalised Care Clinical | 2017-05-01 Current Declarations to be made at the
ealth an Aare (g =Tilel Director beginning of meetings
London Region
Non-Financial Professional Interest| NOrth East London Foundation GPWSI in Cardiology 2011-08-01 Current Declarations to be made at the
Trust— Bgrklng ar\d Dagenhgm beginning of meetings
Community Cardiology Service
Financial Interest Buxton Medica GP P?"”?' is_director and 2021-10-31 Current Dec!a@‘w"s tobe made atthe
practice is a shareholder beginning of meetings
Non-Financial Professional Interest| Barking & Dagenham, Havering (eeeEl® WEEIDEEST || sapm a0y Current Declarations to be made atthe
and Redbrldge University for Primary Care in BHRUT beginning of meetings
Hospitals Trust
Non-Financial Professional Interest| New West PCN 9° Ieaq for health 2023-04-01 Current Dec!argtlons tobe made atthe
inequalities beginning of meetings
Financial Interest Faircross Medical Care GP partner and famlly 2024-04-01 Current Dec!a@‘w"s tobe made atthe
member (brother) is also a beginning of meetings
partner
Financial Interest Scrubs °'°"“"9 el W',th 4 2024-12-01 Current Declarations to be made at the
other dlrectorAs - designing beginning of meetings
medical clothing
Financial Interest Aspire Healthcare Jozled Vlv)'th t':"’o Ot:e'f GP(SBP 2025-01-12 Current Declarations to be made at the
IV iy TG DISE] beginning of meetings
as a GP partnership
Financial Interest Protecting Forever Onepijfieldiregtosionifie 2025-04-30 Current No action required as no
company with my brother oS aEakEEs
and two others who are not
related
Financial Interest Prestige Wrap Services Brother is co director and 2025-05-02 Current No action required as no

there are two other who are
not related. | am a director of
this company

conflicts declared.
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Declarations to be made at the

Dr Mark Rickets ICB Primary Care Partner Member | ICB Board Financial Interest Nightingale Practice (NEL Salaried GP 2022-02-02 Current e .
ICB Finance, Performance & member practice) beginning of meetings
Investment Commlttee ; Non-Financial Professional GP Confederation Nightingale Practice is a 2022-02-02 Current Dec!argtlons tobe F“"‘de atthe
NEM Remuneration Committee Interest member beginning of meetings
Primary Care Collaborative sub- Dedlarations o b deatth
committee Indirect Interest Health Systems Innovation Lab, Wife is a Visiting Fellow 2022-02-02 Current bec.aral |onsf © etT“a eatine
School Health and Social Care, €ginning of meetings
London South Bank University
Financial Interest Homerton University Hospital Non-executive Director 2022-02-02 Current bDec!argtlonsfto be;nade atthe
NHS Foundation Trust €ginning of meetings
Indirect Interest Point of Care Foundation M,y wife is an Associate 2022-03-01 Current Dec!argtlons tobe F“"‘de atthe
with the Point of Care beginning of meetings
Foundation whose work
includes beinga mentor for
NEL ICS Schwartz Rounds
Dr Paul Francis Gilluley Chief Medical Officer Clinical Advisory Group Non-Financial Professional Interest British Medical Association | am a m(_ember of the 2022-07-01 Current Dec!are_ltlons to be made atthe
ICB Board _ _ _ organisation. beglnnln_g of meetings
ICB Population, Health & Integration Non-Financial Professional Interest Royal College of Psychiatrists Fellow of the College 2022-07-01 Current lIi)ecllara_ltlonsf to betmade atthe
Committee eginning of meetings
: lon-Financial Professional Interest i : lember 07 eclarations to be made at the
ICB Quality, Safety & Improvement Non-Fi fal Professional | Medical Defence Union Memb: 2022-07-01 Current E ' A i : b N d h
CrrmmiiEs eginning of meetings
|CP Committee Non-Financial Professional Interest | General Medical Council Member 2022-07-01 Current Declarations to be made at the
ICS Executive Committee . . beglnnln_g of meetings
Mental Health, Learning Disability & Non-Financial Personal Interest Stonewall Member 2022-07-01 Current Dec_lara}tlons to be made atthe
Autism Collaborative sub committe _ beginning of meetings
Primary Care Collaborative sub- Non-Financial Personal Interest National Opera Studio Trustee on the Board 2023-08-01 Current Dec!are_ltlons to be made atthe
committee _ _ _ _ beglnnln_g of meetings
Primary care contracts sub- Non-Financial Professional Interest University of East London Health Fellowship 2024-10-01 Current lE)ec_lara'ltlonsf to bet[nade atthe
committee eginning of meetings
Non-Financial Professional Interest | Greater London Authority Appointed to the Mayoral 2025-02-27 Current Declarations to be made at the
Cultural Leadership Board beginning of meetings
Henry Black Chief Finance and Performance :gg gggfdand Risk Committee Indirect Interest BHRUT Wife is Assistant Director 2018-01-01 Current Es;:ﬁ;?ﬂgn;tgggtmgge atthe
Officer ICB Finance, Performance & of Finance oo b rade e
i eclarations to be made at the
:gvsesEt)r:e?::ttngrggnnI:triieﬁee Indirect Interest GSTT NHS Trust Daughter employed as a 2023-09-01 Current beginning of meetings
Mental Health, Learning Disability & graduate trainee
Autism Collaborative sub- committee
Primary Care Collaborative sub-
committee
Primary care contracts sub-
committee
. ICB Audit and Risk Committee Non-Financial Professional Interest . L . Declarations to be made at the
Imelda Redmond Non-Executive Member |OB Board Health Devolution Commission Co Chair 2023-01-07 Current el e e
ICB Population, Health & Integration| Non-Financial Professional Interest . Declarations to be made at the
Committee Age UK East London Chair of Trustees 2024-02-18 Current beginning of meetings
ICB Quality, Safety & Improvement -Fil i i " i i
Committeey y p Non-Financial Professional Interest Intuitive Ié/ljar?ger of an Advisory 2024-06-12 Current Eg;l:;?r:g)r;? rtr?ebe?i rr]r;;asde at the
ICB Remuneration Committee
. ICB Audit and Risk Committee . . Essex Police, Fire and Crime Independent Audit Declarations to be made at the
Kash Pandya Non-Executive Member ICB Board Finandial Interest Commissioner’s Audit Committee | Committee Member 2021-01-01 Current beginning of meetings
ICB Finance, Performance & I Son is a Senior Declarations to be made at the
Investment Committee Indirect Interest Inverts UK Ltd Procurement Consultant 2023-02-01 Current beginning of meetings
ICB Population, Health & Integration i
p 9 Indirect Interest Accenture Son is a Legal Director 2017-01-01 Current Declarations to be made at the

Committee

beginning of meetings
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Lakh Jemmett Non-Executive Member :gg E%aarr:jce, Performance & Non-Financial Professional NHS Property Services Ltd Non Executive Director 2023-07-01 Current bD:;:ré:Lai:gnosftr(’:\Zitmgge atthe
Investment Committee Interest
ICB Quality, Safety & Improvement
Committee
Dame Marie Gabriel OBE ICB and ICP Chair ICB Board Non-Financial Personal Interest West Ham United Foundation Trust| Trustee 2020-04-01 Current E ec!are}tlonsfto be;nade Stie
ICB Finance, Performance & Deg:nnlng ol mse 'ngz T
Investment 90’“’“'“99 5 Non-Financial Personal Interest East London Business Alliance Trustee 2020-04-01 Current ec‘are}tlons (Ol T""‘ DEUS
ICB Population, Health & Integration beginning of meetings
Commitiee ICB Quality, Safety & | gijnancig) Interest Race and Health Observatory CIETETE REED &N . 2020-07-23 Current Declarations to be made at the
Improvement Committee Health Observatory, (paid). esiinlinG 6 Eciie s
ICB Remuneration Committee The Race and Health 9 9 9
ICP Committee . Observatory are now
NEM Remuneration Committee considering the potential to
enterinto contracts with
NHS organisations to
support their work to tackle
racial and ethnic health
inequalities.
Non-Financial Personal Interest Member of the labour party Member of the labour party 2020-04-01 Current Declarations to be made at the
beginning of meetings
Non-Financial Professional NHS Confederation Trusé:e ) ASTOC'aFe: :"th 2020-07-23 Current Declarations to be made at the
Interest gl)-;o air role with the beginning of meetings
Financial Interest Local Government Association Peer Reviewer 2021-12-16 Current Dec!ara?tions tobe made atthe
beginning of meetings
Non-Financial Professional UK Health Security Agency Gslf:;fte NF;(D’ ,(‘r)]ar:d)’l h 2022-04-25 Current Declarations to be made at the
Interest o Swlt . el beginning of meetings
and care organisations to
ensure health security for
the UK population
. ; . ’ . . Commissioner on the IPPR .
Non-Financial Professional Institute of Public Policy Health and P y 2022-03-13 Current Declarations to be made at the
Interest Research (IPPR) Ceat . a,n rosperity beginning of meetings
ommission
c : ) Community Health Collaborative sub . . o . .
Paul Calaminus Board member. Sub-Committee committee Indirect interest Department of Health Wife is civil servant in 2001-10-01 Current Declarations to be made at the
member ICB Board Department of Health beginning of meetings
ICB Population, Health & Integration
Committee
ICS Executive Committee
Mental Health, Learning Disability &
Autism Collaborative sub-committe:
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Subcommittee
n q X . 3 " . . . . Brotheris employed as .
Zina Etheridge Chief Executive Officer of the Acute Provider Collaborative Joint | Indirect Interest Royal Berkshire NHS Foundation | - 2022-03-17 Current Declarations to be made at the
Committee ead of Acute Medicine at - .
Integrated Care Board for north <l X Trust Roval Berkshire hospital beginning of meetings
cEsiLandtn Clinical Advisory Group oyalberksnieanospia
ICB Audit and Risk Committee Member of the Board of .
Non-Financial Professional UCL Partners 2023-09-18 Current Declarations to be made at the
ICB Board UCLP on behalf of NHS beginning of meetings
ICB Population, Health & Integration| Interest NEL and by extension, a
Committee director
ICB Remuneration Committee | have recently become a K K
ICP Committee Non-Financial Professional Mission Employable 2024-11-15 Current No action required as no

ICS Executive Committee

Mental Health, Learning Disability &
Autism Collaborative sub-
committee

NEM Remuneration Committee

Interest

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

conflicts declared.
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- Nil Interests Declared as of 07/05/2025

Position/Relationship with ICB Committees Declared Interest

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

Manisha Modhvadia Member of a committee ICB Board Indicated No Conflicts To Declare.
ICP Committee

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

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

ICB Population, Health & Integration Committee
ICS Executive Committee

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

ICB Population, Health & Integration Committee
ICB Quality, Safety & Improvement Committee
ICP Committee

North East London
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NHS

North East London

Integrated Care Board

Minutes of the NHS North East London ICB board

26 March 2025, 1.30pm — 4.10pm, Hackney Town Hall

Members:

Dame Marie Gabriel (MG)

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

Zina Etheridge (ZE)

Chief executive officer, NHS North East London

Imelda Redmond (IR)

Non-executive member, NHS North East London

Diane Herbert (DH)

Non-executive member, NHS North East London

Fiona Smith (FS)

Non-executive member, NHS North East London

Kash Pandya (KP)

Non-executive member, NHS North East London

Henry Black (HB)

Chief finance and performance officer, NHS North East London

Dr Paul Gilluley (PG)

Chief medical officer, NHS North East London

Diane Jones (DJ)

Chief nursing officer, NHS North East London

Shane DeGaris (SD)

NHS trust partner member

Clir Maureen Worby (MW)

Local authority partner member

Clir Christopher Kennedy (CK)

Local authority partner member

Najnin Islam (NI)

VCFSE partner member

Dr Mark Rickets (MR)

Primary care partner member

Attendees:

Charlotte Pomery (CPo)

Chief participation and place officer, NHS North East London

Andrew Blake-Herbert (ABH)

Local authority executive participant

Nina Griffith (NG)

Interim director of integration, NHS North East London

Chris Lovitt (CL)

Deputy director of public health, City of London

Mumtaz (M)

Resident (for item 3.0)

Dee (D)

Care coordinator (for item 3.0)

Anne-Marie Keliris (AMK)

Head of governance and company secretary, NHS North East
London

Katie McDonald (KMc)

Governance lead, NHS North East London

Apologies:

Lakh Jemmett (LJ)

Non-executive member, NHS North East London

Paul Calaminus (PC)

NHS trust partner member

Dr Jagan John (JJ)

Primary care partner member

Abi Gbago (AG)

Local authority executive participant

Manisha Modhvadia (MM)

Healthwatch participant

1.0 Welcome, introductions and apologies

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

The Chair advised members of changes to the ICB Board membership as detailed in
the Chair’s report, thanking those who have stepped down for all their work and
contributions, and welcomed those that have joined the Board.

The Chair advised people of housekeeping matters before proceeding.
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1.1

Declaration of conflicts of interest

The Chair reminded members of their obligation to declare any interest they may have
on any issues arising at the meeting which might conflict with the business of the
Integrated Care Board (ICB).

No additional conflicts were declared.
Declarations declared by members of the ICB are listed on the ICB’s Register of

Interests. The Register is available either via the Governance Team or on the ICB’s
website.

1.2

Minutes of the last meeting

The minutes of the meeting held on 29 January 2025 were agreed as a correct record.

1.3

Matters arising

There were no matters arising.

1.4

Actions log

The ICB board noted the actions taken since the last meeting, and noted that a
narrative would accompany the status update for each action going forward, including
ones that had been completed.

2.0

Questions from the public

There were no questions received.

3.0

Resident story

Mumtaz shared her story regarding her experience with the neighbourhood proactive
care service in Hackney. Dee, her care coordinator from the service, was in attendance
to support her and key points of her story included the following:

e In order to set the context of her life, Mumtaz explained that she migrated to
Pakistan when she was married, where she faced a series of traumatic physical
and mental abuse from her husband and his family. Mumtaz was separated from
her children and escaped to the UK.

¢ Mumtaz has several long-term conditions, mobility issues, financial challenges
and feels quite isolated. She has had improved access to a range of health
services and over the past few months, she has been supported by the
neighbourhood proactive care service.

e She has built a good relationship with the care coordinator, Dee, in the service
and has been able to open up to her about her health and wellbeing difficulties
and about past trauma.

o Dee has helped to meet her needs and has supported her to access the
Hackney Money Hub for financial advice, a ‘knit and natter’ group run by
Together Better (a local voluntary sector led scheme), befriending, and to the
falls unit at Homerton Healthcare.

Members thanked Mumtaz for sharing her story and raised the following points:

e The ICB Board recognised the courage taken for Mumtaz to share her
distressing story, and echoed messages of condolence and appreciation for
discussing this today.

o The importance of wrap around and integrated care for different partners were
clear from this story.

o |t will be important to consider how we can engage with residents who are
isolated to ensure that they can access the services and support available to
them.

e Whilst the memories of trauma cannot be taken away, it is positive to see that
positive relationships with services have been built. It is also important to listen
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to the needs of the person; it is easy for clinicians to assume that they know
what will be best, so working together is key for positive outcomes.

e The importance of housing as a wider determinant of health was discussed, and
it was noted that we have developed success measures for housing given the
interdependence with health.

The ICB Board thanked Mumtaz for sharing her story and noted the key points arising.

4.0

Chair and chief executive reports

4.1

Chair’s report

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

¢ National announcements have been made regarding changes to NHS
leadership. Amanda Pritchard, the Chief Executive of NHS England (NHSE) has
also announced her decision to step down at the end of March, with her role
being taken up in the interim by Jim Mackey. The new Chair of NHSE has been
announced as Dr Penny Dash.

o The February Integrated Care Partnership (ICP) development session reflected
on how it had progressed its last development plan and on how, as a
partnership, we can support the delivery of the Government’s three shifts —
sickness to prevention, hospital to community, and analogue to digital.

o The last ICB Board development session was extended to include other system
partners to consider what is working well within the system and what more could
we do to improve our joint impact on the health and wellbeing of North East
London residents. It is recommended that the outputs are developed into an
improvement plan and presented to the ICB Board.

e Several discussions have been held with general practice and dentistry across
north east London and one shared experience has been the level of abuse, both
verbal and physical, and also property damage experienced by colleagues in
primary care. Violence against NHS staff is unacceptable and is not to be
tolerated. It would be helpful to understand what more we can do as a system,
and it is suggested that the Primary Care Collaborative considers this issue and
report back to this Board on any further actions it feels could be taken.

o Last year the presentation with West Ham United Foundation at the International
Conference held by the Institute for Health Improvement (IHI) in East London,
had a focus on the power of football to improve health and wellbeing. This
partnership has now been expanded across London, with London United, IHI,
the NHS in London, and representatives from Local Government. The aim of the
partnership is to work together to improve child wellbeing, with a specific focus
on reducing childhood obesity, which is prevalent in our patch.

ACTION: One-page summary improvement plan for system working to be presented at
the next meeting.

ACTION: Primary Care Collaborative to consider what more can be done to address
abuse of practice staff by the public to inform the reducing violence report coming to the
Board before the end of 2025.

The ICB Board:
e Noted the report
Agreed to receive a one-page summary improvement plan for system working
at the next meeting
o Agreed to ask the Primary Care Collaborative to consider what more can be
done to address abuse of practice staff by the public to inform the reducing
violence report coming to the Board before the end of 2025.
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4.2

Chief executive officer’s report

ZE presented the report and explained the following points:

e There has been an announcement that NHSE will reduce in size by half, and be
merged into the Department of Health and Social Care (DHSC). Integrated Care
Boards (ICBs) will also be required to reduce their resource by half as well, by
quarter 3 2025/26. There has been a focus in government announcements that
ICBs will focus in future on strategic commissioning. No further information has
been received regarding what ICBs are expected to do with other essential
functions. NHS Trusts have also been informed that they will need to reduce
their corporate overheads by half this year.

¢ We will need to reconsider our operating model and review all that we do. We
know already that it will be extremely challenging to achieve this within the new
resource limit and that this will go substantially beyond just a reduction in size. It
is a very difficult period for our staff, and many will be deeply worried about what
it means for them personally. Once the changes are understood in more detail,
we will be clearer about the impact on local people which we will aim to minimise
as much as possible.

o ltis positive to note the improvements in the staff survey results from last year
almost across the board and that collectively we have been building our
organisation in ways which clearly enable staff to do their best work.

e The North East London ICS Emergency Preparedness, Resilience and
Response (EPRR) assurance ratings show an improvement within 2024/25
which is testament to focused collaborative work across the ICS against a
background of many incidents, including the Crowdstrike IT outages.

o A set of corporate objectives for 2025/26 have been developed, and it is
important to recognise the difficulties in pulling these together in light of the
organisation’s current context, therefore an in-year review may be required.

Members discussed the report and points included the following:

e Many London councils believe the Government’s announcements have been
unfair, as they have been made without clear timescales which affects staff and
also creates a risk of inertia in the system.

o We should do all we can to protect our health inequalities fund, as it is
transforming the lives of our underserved communities such as the ShowerBox
in Barking and Dagenham — the UK's first permanent shower facility for people
experiencing homelessness.

¢ Inreference to the progress made against our 2024/25 corporate objectives, it is
important to recognise that the statement regarding “delivering a million primary
care appointments” includes general practice only, and not the wider primary
care sector.

¢ |t was confirmed that the staff survey results will be presented to the
Remuneration Committee, and a summary of discussions will be reported back
to the Board via the Committee’s regular exception report.

The ICB Board:
¢ Noted the report, including the Emergency Preparedness, Resilience and
Response (EPRR) annual report
e Agreed the corporate objectives for 2025/26

5.0

Quality

5.1

Integrated neighbourhood working and integrated neighbourhood teams in north east
London

CP presented the report and highlighted the following key points:
¢ Integrated neighbourhood working across north east London is a significant
strategic objective for the system that defines a way of working for and with local
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geographic communities to support improved health and wellbeing across the
life course.

We see neighbourhoods as a fundamental building block within our system and
the core way that many of our out of hospital services will function in the future.
There is considerable national attention on the development of Integrated
Neighbourhood Teams and the 2025/26 operating plan for the NHS mandates
development of these teams across each place. Whilst our proposed system
approach will address national asks, it has been shaped over many years in
response to local population need and feedback from our practitioner and
clinical workforce.

Achieving our goals will require a partnership approach within each
neighbourhood that builds on and connects people to local community assets
and brings teams together. A significant cultural shift will be required to deliver
effective neighbourhood working and we are developing a model of care where
professionals will need to work across organisational boundaries to deliver more
proactive, preventative care.

As a system we will need to think carefully about how we support and empower
teams to work in this way, including putting in place an effective and wide-
reaching organisational development programme.

All of our place-based partnerships have defined their neighbourhood
boundaries. The size of the neighbourhoods will vary according to several
factors, but broadly they should be small enough to resonate and reflect local
communities but also large enough to be able to practically and efficiently deliver
services.

Members discussed the report and points included the following:

The ICB Board echoed messages of thanks to those involved in this work, as it
is a complex area but will have great impacts for our communities.

We will need to consider residents who live on geographical boundaries, or
choose to cross them, and work through any anomalies. In response, it was
explained that there is work happening in London to explore the porous nature
of populations which we will be able to take learning from.

We need to be assured that we are capturing everyone within the
neighbourhood and not leave anyone behind. In response, it was explained how
it will be important for the Voluntary, Community, Faith and Social Enterprise
(VCFSE) sector to be actively engaged in this work, to enable effective
outreach.

It would be helpful to understand what will happen at each level within the
system, i.e. at neighbourhood, Place and system wide.

In response to a query regarding how we will take learning forward, it was
explained that we have the support of a community of practice, both horizontally
and vertically. Work is underway to review impact models, and the London-
region is conducting a piece to understand what a London-model could look like.
It would be beneficial to have greater focus on social prescribing, which is one of
the building blocks in primary care that leads to neighbourhood working.

We should consider how we measure and describe effectiveness rather than
have a focus on monetary value. In response it was explained that we will be
able to track this through the segmentation model and outcomes framework.
The second goal should be amended to include equity and state “... addressing
need and equity”.

Subiject to the inclusion of the suggestions noted above, the ICB Board:

Agreed that the vision is adopted by our system: Everyone in north east London
lives in a neighbourhood which supports and actively contributes to their
physical and mental health and wellbeing
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o Agreed the approach set out for neighbourhoods in north east London,
including:
o Developing geographic neighbourhoods within each place
o Determining a leadership and delivery model with and for each place
o Delivering the four goals of neighbourhood working

6.0

Strategy

6.1

North east London sexual and reproductive health strategy

CL presented the report and explained the following points:

e A partnership approach is required to improve sexual and reproductive health.
The strategy focuses on four priority areas in order to improve outcomes for
patients, residents and workers. A north east London-wide action plan was
developed focusing on actions that relate to collaborative areas.

e To oversee the action plan, the Health and Wellbeing Boards in each of our
Places recommended that a steering group is established with a named
representative from each local authority, local NHS Place and a nominated ICB
lead. Aligning and joining up commissioning, service delivery and identifying
areas for collaboration being central to success of the strategy.

e There are numerous reasons why a strategic regional approach to sexual and
reproductive would be beneficial. In addition to enabling economies of scale and
joining up pathways within a fragmented commissioning landscape, a regional
strategy promotes a collaborative and holistic way of working, with resident
wellbeing at the centre of our ambition.

Members discussed the report and points included the following:

e This is an excellent piece of work, and this message is echoed across our local
authorities. A message of thanks to all involved was shared.

¢ One of the challenges will be the different levels of acceptance within some
communities, so consideration should be given as to how we can engage with
these residents. In response, it was explained that we are currently working with
these communities with engagement from faith leaders. Further work is required
to ensure we are capturing all residents and communities, and these
conversations are best held at a local level; working with schools and community
leaders is where we’d like to start.

e A joined-up approach to all our commissioning will be needed going forward, so
it will be important to link in our existing strategies. There are important links in
this work with our women’s health programme.

o We will need to think through a mechanism regarding costs and consider the
long-term sustainability of the strategy. In response it was explained that the
sustainability piece will need to be conducted at a system-level.

o We need to ensure that we consider the whole patient pathway to avoid hand
offs between services.

The ICB Board:
e Adopted the Sexual and Reproductive Health Strategy for North East London
e Agreed to a Sexual and Reproductive Health steering group being established
and confirmed the Chief Nursing Officer as the ICB representative on the
steering group.
o Requested an annual update on progress

6.2

Draft commissioning framework

CP presented the report and highlighted the following points:
¢ The commissioning framework sets out the key strategic shifts we want to make
as a system and our associated commissioning plans. It covers three years with
an annual refresh and identifies the high-level investment requirements to
support the Medium-Term Financial Strategy.
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It is driven by our existing case for change while focusing on the changes the
ICB will lead in its role as strategic commissioner for health services for the
population of north east London.

The recent announcement about the future size of Integrated Care Boards will
affect our capacity to deliver against the commissioning plans set out in the
framework. Therefore, we are reviewing our operating model, mindful that there
remains a consistent focus on the strategic commissioning function of ICBs.

A Commissioning Board has been established and will be supported by a
number of specific commissioning groups. The Commissioning Board will make
recommendations to the Population Health and Integration Committee and other
committees where required. The governance aims to ensure that we live within
our means, maintain a focus on allocating resources equitably between
population segments.

The next five years will be challenging and will require us to look at the services
we fund and make difficult decisions about where we prioritise our resources.
However, we believe that it is possible to remain aligned with our strategic
direction while also taking the actions required to ensure longer term financial
sustainability.

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

The Population Health and Integration Committee discussed the framework at
its meeting in February, and the outputs of the discussion have been
incorporated into this iteration of the document.

The key to achieving sustainability will be to ensure that we are spending money
in the right places. Residents will not need to use urgent care services if we can
respond to their needs earlier.

The framework demonstrates the significant progress we have made as an
Integrated Care System, as this is the first time we have set out a
commissioning plan for north east London.

We will need to consider how we can effectively manage our contracts in view of
the running costs adjustments needed.

In response to a query regarding how local authorities are informed of
decommissioning decisions, it was explained that we aim to notify all local
Health and Wellbeing Boards and that we are required to inform the Joint Health
Overview and Scrutiny Committees.

The ICB Board approved the Commissioning Framework which is designed to support
our system ambitions, our medium-term financial strategy and approach to financial
sustainability and delivery of our overall integrated care strategy.

6.3

Board assurance framework

CP introduced the Board Assurance Framework and explained the following points:

It is important to acknowledge the context and changing policy landscape we
are facing, following the recent Government announcements regarding the
abolition of NHS England and the significant organisational change required in
ICBs, as well as the anticipated publication of the 10-year health plan.

These changes may affect the functions, roles and responsibilities of Integrated
Care Boards as well as of the Department of Health and Social Care (DHSC)
and fundamentally the risks for which they are responsible. Equally, the
reductions in headcount announced both in ICBs and the reformed DHSC are
likely to affect the nature and extent of risk in the system, and further the pace
at which they are due to take place will potentially also carry some risk.

As a result, the Board Assurance Framework will be reviewed in the current
context in which we are working, and an updated report will be presented at the
next ICB Board meeting.
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The ICB Board noted the report.

7.0

Finance and performance

7.1

2025/26 Operating Plan

The Chair introduced the item by explaining that the report had been tabled due to the
dynamic process of developing the plan, which has been ongoing until this morning.

HB presented the report and outlined the following points:

The planning process this year is more structured and has a more stringent
governance process in place. There are also several questions we are required
to respond to as part of the NHSE assurance process.

To support the assurance process for the plan, the ICB’s Executive
Management Team and Finance, Performance and Investment Committee have
received operating plan updates on two occasions and extensive executive level
discussions have taken place. The Financial Sustainability Joint Oversight
Committee (FSJOC) has been established to oversee system recovery.

After planning assumptions were applied and £269.5m of cost improvement
plans identified, provider deficits stood at £214.5m. To close this provider deficit,
a number of actions have been agreed to provide the required breakeven plan.
Planning guidance sets out several requirements, including increases in the
Mental Health Investment Standard (MHIS), Better Care Fund (BCF) and
improved Referral to Treatment (RTT) performance. The elective recovery fund
(ERF), which supports RTT performance, has reduced compared to 2024/25
meaning we will need to deliver better performance with less funding.

The high-level workforce numerical plan includes a reduction of 2407 whole time
equivalent staff. This does not include frontline clinical staff.

Members discussed the report and points included the following:

A message of thanks was shared by the Board to all colleagues across our NHS
organisations for working together as system partners to provide the plan,
recognising how challenging this has been.

It is important to recognise that the operating plan does not reflect the required
resource reductions announced on 13 March as no further details have been
provided to support our planning. This means that there is substantial risk to
successfully delivering the plan.

It will be important to consider how we can strengthen our governance. We will
be reviewing our oversight fora in the coming weeks. Consideration could be
given to formalising the existing Financial Sustainability Joint Oversight
Committee (FSJOC).

Concerns were shared regarding how the planning process has needed to be
conducted in an environment of extreme financial challenge and at pace, noting
that there is therefore a limit to how far assurance has been able to be delivered.
In response to a query raised regarding our clinically led processes, it was
explained that all of our decision-making fora have a clinician as a voting
member, and that we also have the Clinical Advisory Group which has a formal
reporting line into the Executive Committee.

It will be important to take forward learning from previous years, including the
lessons learnt from the investigation and intervention (1&l) process.

It should be recognised that our capital allocation is the lowest in London, which
is disappointing given the anticipated population growth and our diverse
population’s needs. It was explained that our NHS settlement is greater than last
year, but less than other areas due to the way the allocation formula works.
Concerns were raised regarding whether the performance targets will be
achievable in light of the limited capital funding. In response, it was explained
that new funding is available specific to meet the constitutional standards, so it
will be critical to utilise this effectively.
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e Inresponse to a query raised regarding provider risks, and how they may be
outside of the ICB’s control, it was explained that each organisation is
accountable for delivering on its commitments.

e |tis also important to recognise the pressures our NHS Trust colleagues will be
under to deliver the plan.

ACTION: Assurance statement to be shared with members.

Whilst recognising the discussion noted above, the ICB Board:

¢ Noted the contents of this report
e Approved the ICB budgets for 25/26.
e Considered and confirmed NHS England’s assurance requirements.

e Confirmed the Executive Management Team arrangements for reviewing
constitutional target trajectories and workforce plans as the details become
clearer and plans are strengthened.

7.2

Financial overview

HB presented the report and highlighted the following key points:

¢ At month 11, the ICS is reporting a £91.5m deficit, a £86.1m variance to plan.
The ICB’s share of the deficit is breakeven.

e Throughout the year the ICS has highlighted a forecast deficit risk. Moving into
month 11 this risk has been confirmed as a forecast deficit of £125m.

¢ Recognising north east London’s system pressures, NHS England (NHSE) has
provided additional resource of £45m to help support providers. This reduces
the expected month 12 deficit to £80m and it has been agreed with NHSE that
organisations will revise their forecasts accordingly. Therefore, the forecast
year-end deficit for North East London ICS is £80m, and breakeven for the ICB.

Members discussed the report and points included the following:
e Inresponse to a query regarding whether the ICS will achieve the year-end
forecast, it was explained that we have received assurances from our NHS
providers, so we fully expect the forecast to be met.

The ICB Board noted the month 11 financial position, the levels of risk and the
mitigations being taken.

7.3

Performance report

HB presented the report and outlined the following key messages:

e The total waiting list for planned care in north east London has fallen by over
7,000 pathways in the last six months mainly driven by the significant work at
Barking, Havering and Redbridge University Hospitals Trust (BHRUT). There
has also been a reduction in the admitted waiting list at Barts Health and in the
non-admitted waiting list at Homerton Healthcare.

¢ Barts Health moved into Tier-2 for diagnostics with formal written confirmation
from NHSE received on 27 January 2025. Diagnostics waiting times and activity
recovery trajectories have been developed in magnetic resonance imaging
(MRI), audiology, and bone density (DEXA) scanning with the ambition to
achieve 95% by the end of March 2026.

e The cancer faster diagnosis standard has improved month on month from
September. Cancer 62-day performance has also improved in the last two
months, achieving 72.8% against the 70% requirement in December.

Members discussed the report and points included the following:
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o Itis positive to see the improvements being made against the cancer faster
diagnosis standard, and that the number of appointments delivered in general
practice was above plan.

The ICB Board noted the report.

8.0 Governance

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

e Audit and Risk Committee

e Quality, Safety and Improvement Committee

e Finance, Performance and Investment Committee

e Population Health and Integration Committee

Members discussed the report and points included the following:

e Audit and risk committee - in response to a query raised regarding when the
contracts register will be available, it was explained that the register is currently
being updated and uploaded onto the Atamis system and regular updates will
continue to be provided to the Committee and the Procurement Group.

¢ Quality, safety and improvement committee — a query was raised regarding how
we are taking forward concerns about maternity services. It was explained that
lots of work is happening in this area and that the committee has received
evidenced assurances. The Care Quality Commission (CQC) is satisfied with
the work being undertaken and further updates will be reported to the
Committee.

The ICB board noted the exception reports.
9.0 Board forward plan

The ICB board noted the forward plan.
10.0 | Any other business and close

There was no other business to note.

Date of next meeting — 14 May 2025
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NHS

North East London

ICB board — action log Integrated Care Board

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

5.2 Board 29.01.25 | Board Assurance Framework to be refreshed. CP May 25 Updated Board Assurance

Assurance Framework included in

Framework meeting papers. This will
continue to be reviewed and
updated on a regular basis.

4.1 Chair's 26.03.25 | One-page summary improvement plan to be presented at the next | MG/ ZE | May 25 Complete. Draft improvement

report (1) meeting. plan included in the Chair’s
report for the Board’s
consideration.

4.1 Chair’s 26.03.25 | Primary Care Collaborative to consider what more can be done to JJ/ MR | July 25 The Collaborative has

report (2) address abuse of practice staff by the public to inform the reducing scheduled a discussion

violence report coming to the Board before the end of 2025. regarding violence and

aggression at its meeting on
21 May 2025. The outputs of
this discussion will determine
when a further report will be
presented.

7.1 2025/26 26.03.25 | Assurance statement to be shared with members. HB April 2025 | Complete. Assurance

Operating Plan statement circulated to
members on 15.04.2025
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Title of report

Chair’s report

Author

Marie Gabriel

Presented by

Marie Gabriel - Chair

Contact for further
information

Marie Gabriel - Chair
Marie.gabriel1@nhs.net

Executive summary

Key issues: This report outlines key outcomes from North East
London strategic discussions and national work on supporting NHS
leaders and managers.

Action required

The ICB Board is asked to:
e Receive and note the report
e Agree its improvement plan
e Approve the establishment of the Transition Committee

e Approve an application to NHS England to amend the ICB
constitution

Previous reporting

Integrated Care Partnership - 10 April 2025

Next steps/ onward
reporting

Integrated Care Partnership - 10 July 2025

Conflicts of interest

None

Strategic fit

The ICS aims this report aligns with are:

To improve outcomes in population health

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

To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

A focus on shift to community and towards prevention, and the
importance of the voluntary, community, faith and social enterprise
sector (VCFSE) role, will ensure our work in neighbourhoods is co-
produced and builds on social assets.

Impact on finance,
performance and

Collective understanding of the national and regional requirements
and how we may best respond, enables more effective joint efforts in

quality attaining those requirements.

Risks Being aware of and actively engaged in discussions about the future
role of Integrated Care Boards will enable us to better inform and
understand policy, assisting us to align strategy and minimise risks.

1.0 Introduction

1.1

| take this opportunity to welcome Dr Kevin Cleary to his first North East London Board

meeting, as a non-executive member and the new Chair of our Quality, Safety
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1.2

1.3

1.4

1.5

2.0
2.1

Improvement Committee. Some of you may know Kevin, as his previous roles include
being Deputy Chief Inspector for Hospitals and the Lead for Mental Health at the Care
Quality Commission, the Chief Medical Officer at East London NHS Foundation Trust
and, previous to that, the Chief Medical Officer of the National Patient Safety Agency.

The Board will recall that when we start a new financial year, | like to set out my key
personal priorities for the year ahead, this year, with some detail on our future role and
its enactment, still to be clarified, my usual three priorities for the year ahead have a
more immediate focus. My first priority is to ensure that we effectively support our
people, those that we directly employ and those within the wider integrated care system,
through the impacts of the NHS organisational changes announced by the government
last month. Importantly, people include our residents, and so this priority includes
retaining our focus on our ambition, four aims, and our strategic and operational
priorities. My second priority is that | consistently consider the key themes arising from
our Board development session in April when informing the development of our North
East London operating model, these key themes are set out under 3.1 below. My third
priority is to continue to advocate for North East London in national and regional
discussions, setting out its ambition, recognising its challenges and seeking to develop
solutions that work for all our residents and value our staff.

Already many of my conversations over the last two months have had a focus on
understanding, informing and responding to the NHS organisational change
announcements on 13 March. This has informed discussions at our Board development
session, London Transformation Board and our ICB meetings. Much of the outcome will
be covered in the Chief Executive’s report but | have set out the key outcomes from the
meetings that | chair in the remainder of this report, and the most recent development in
national NHS leadership and management development discussions. | take this
opportunity to thank Board members and partners for their support.

Following the publication of the Model Integrated Care Board Blueprint, the ICB is
required to establish a Transition Committee to ensure a safe and coherent transition of
functions, to manage local risks including tracking progress, to oversee the development
of organisational design and implementation of change processes. This committee
membership will include Non-Executive and Executive members — the Board is asked
to approve the establishment of this committee, terms of reference will be shared with
the Board at a future meeting and included in the ICB governance handbook once
approved.

The Model Integrated Care Board Blueprint also requires the ICB to reduce the Board
headcount, therefore, the Board is also asked to approve an application to NHS England
(NHSE) to amend the ICB constitution to enable the ICB Chair to extend board member
terms for up to 12 months in exceptional circumstances, this will enable NHSE to
approve the ICB operating model before any further Board appointments are made.

Integrated Care Partnership

The April Integrated Care Partnership (ICP) focused on sharing the national NHS
organisational change announcements and the subsequent letter from the Sir Jim
Mackey, Interim Chief Executive of NHS England. The partnership noted the impact on
staff and the importance of collaboration, they also noted that so far, the guidance had
not included discussion of Integrated Care Partnerships. The key topic of the meeting
was a consideration of the shift from sickness to prevention, through an update on the
Voluntary, Community, Faith and Social Enterprise (VCFSE) Collaborative’s strategy
development.
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2.2 Indiscussing the VCFSE strategy development it was clear that this supported both
the shift from hospital to community and sickness to prevention. Following a
presentation by the VCFSE Collaborative the following key points were made.

¢ The State of the Sector report identified several challenges including financial
instability, with a third of groups needing to draw on their reserves and 78% have not
secured funding for the next 12 months. This is alongside increasing demand and
increasing delivery costs.

e The report also highlighted feedback from focus groups including that the VCFSE
sector is not feeling truly valued, for example, there have been multiple consultations
with no feedback or recognition, frustration with cuts in local authorities and the ICB,
and a disconnect from the health system including from primary care.

o The VCFSE strategy which is being developed is seeking to help reposition VCFSE
as an equitable system partner.

e Partners agreed that there is a need to make a shift to prevention and protecting the
work of the voluntary sector in delivering services is essential to this shift.

o There were many examples of best practices shared, such as community interest
companies owned by health trusts and multi disciplined pop-up clinics.

e Partners believed that the voluntary sector deserved increased recognition,
especially during the Covid, and its value is now more appreciated.

e Partners also noted the importance of engaging underrepresented groups and the
need for codesign in commissioning from the beginning and called for more inclusive
engagement and representation. The significance of trust and feedback between
officers and the voluntary sector was also discussed.

e Areas for the system to improve included better integration in neighbourhoods,
particularly with primary care networks and VCFSE support for social prescribing;
ensuring that the commissioning process is accessible for smaller voluntary sector
organisations, with a focus on impact rather than outcome and simplified
commissioning templates; the need to recognise and support micro groups that may
not be registered; ensure timely contract signing and payments; meetings to be held
in accessible spaces; and improved communication and avoiding duplication.

2.3 The ICP also considered and agreed its improvement plan, adding items on
strengthening of community voices and exploring opportunities for increased input from
Trusts at place-based meetings.

3.0 Chair Activities

3.1 Board Development Sessions:
At our April Board development session, we considered the elements that should inform
the NHS North East London development of a new operating model in response to
national announcements. The key points arising from this conversation are set out below
and are a useful reminder as we consider the recently published Model ICB Blueprint:

e There is a need to continue embedding a meaningful co-production approach,
harnessing opportunities identified and led by patients, staff and communities

e The size and sum of the challenge means that we need to take collective action

and proactively ensure that we do not entrench into individual organisations

We should seize this as an opportunity to focus on unwarranted variation

Recognise it's a fast-moving picture so we need to continue to share plans

We will need to make difficult decisions but must maintain a focus on quality

There is a need to consider how we could work together to support staff wellbeing
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e Further clarity is needed from national and regional team, including on primary care
and on prevention

¢ Understanding of risks as a system, including to all partners including VCFSE and
on patients, is critical, with a need for a clear narrative.

3.2 At the 26 February 2025 Board development session we focused on our own
effectiveness and agreed to turn the results into a one-page improvement plan. This is
attached at Appendix A and incorporates the Board survey feedback. The Board is
asked to agree this improvement plan.

4.0 Recommendations
e To receive and note the report.
e To agree the Integrated Care Board improvement plan
e To approve the establishment of the Transition Committee
o To approve an application to NHS England to amend the ICB constitution

Marie Gabriel — Chair: 22/04/25
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NHS North East London ICB board improvement plan — 2025/26

The Improvement Plan has been developed following discussions with board members and executives and is divided into three core themes. Delivering our strategic aims,
strengthening system collaboration and improvements to governance and communications. Each theme has a number of actions linked to them for the board and
committee members to work through over the coming year.

Delivering our
strategic aims

Strengthening
System
collaboration

Improvements to
processes and
communications

Ensuring there is the right focus on our NEL strategy and how this aligns with regional and national system priorities. In particular ensure we are closely linked
in to the London transformation work and utilising this for the benefit of north east London residents.

Be bold and innovative - make sure as a board we are focused on innovation and continually identifying opportunities to improve.

Utilise estate - explore ways to make NHS estate space available for community use whilst ensuring value for money.

Ensure a clear focus and emphasis on the development of integrated neighbourhoods through board discussions.

Of our four priorities BCYP would particularly benefit from a renewed focus ensuring we are identifying resources in the right way to deliver on early
intervention and prevention

Focus on our staff — ensuring they know they are valued.

Strengthen engagement with residents and ensure their voice is heard and enable service users to shape outcomes and enhance collaboration with
communities through a renewed focus on coproduction.

Strengthen relationships and partnerships, specifically: a renewed focus on working with the Voluntary, Community, Faith and Social Enterprise (VCFSE)
sector, being clearer on strategic asks and ensure the right areas of focus in relation to local authorities.

Strengthen learning across the system - develop curiosity to understand and learn from successful initiatives across the system and have appropriate
mechanisms in place to enable us to leverage small-scale successes within the ICS to benefit wider areas.

Report content to be shortened - reports to be reduced in length to enable an enhanced focus on key issues.

Improve information flow - establishing a process to enable an effective flow of information to/ from/ between the Board and its committees.

Improve financial enablers - enhancing processes for moving money within the system.

Data sharing and analysis — ensure we are sharing data effectively and reviewing it collaboratively and in the right way.

Follow up on issues raised by patient stories - following the resident story at the ICB Board meeting, a Board member will be tasked with following up on any
issues raised within the story to ensure learning is taken forward.

Champion initiatives, looking to build on areas that are working well.

Develop and agree a case for change and narrative — this would be a shared, compelling case for change to drive transformation across the system.

Ensure the right focus on communications out to partners to ensure they are informed on and engaged in the work we are doing

Celebrate our successes!
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Executive summary

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

Action required

The board is asked to note the updates including the appendix
behaviours framework which is attached for information following
discussion at the remuneration committee.

Previous reporting

N/A

Next steps/ onward reporting

N/A

Conflicts of interest

No conflicts of interest have been identified.

Strategic fit

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

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

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

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

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

—_ -
-

Introduction

Since the Board last met in March there has been a continued focus on our

organisational change requirements (this is the national directive issued in March to
reduce running costs by 50%), as well as a sustained focus on the core business of
financial sustainability, commissioning and developing integrated neighbourhood
teams. At the last board meeting we signed off our system operating plan, which
requires all NHS organisations to produce and deliver a break-even financial plan.
We know this is going to be really challenging to deliver and is going to impact on
local people in terms of the difficult choices all partners will need to make in order to
achieve financial sustainability. Work is underway with all our Trust colleagues
working collaboratively to achieve a balanced plan which meets the requirements set
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2.1

2.2

2.3

2.4

3.2

out whilst mitigating local pressures and risks. | continue to work closely with
partners across the system to navigate this. The following report outlines key activity
from the last period, noting that a large chunk of my time has been spent working
with regional and national colleagues on the ICB reorganisation and with system
colleagues on financial sustainability.

ICB changes

Following my last update to the Board | have been working with the executive
management team and system leaders on understanding what the required changes
mean for both the ICB as an organisation and for the wider system. We have now
received a blueprint ICB model (attached as appendix 1) and now need to submit a
north east London (NEL) operating model to the NHS England (NHSE) region at the
end of May. The blueprint was published on 6 May, and we are now rapidly working
through this and the next steps so that we can provide clarity to staff about timelines
for consultation. It is a very complex piece of work and there is still a lot of detail to
be provided.

This remains a difficult period for ICB staff, and we have put in place a range of staff
support tools including wellbeing training, financial advice (including pension clinics)
and interview skills and curriculum vitae (CV) writing. We are committed to doing
everything we can to support our staff to navigate this period of uncertainty and
significant change.

| have been working with partners across the system to gather feedback on what this
means for the system and the role of the ICB within that. Beyond NEL | continue to
work closely with London and national colleagues on understanding what the
reductions look like across the capital and where we can work together to manage
this and put in place the most effective operating model for the region.

It is clear that the importance of the role of the ICB will not diminish going forward,
regardless of the reduction in size. The national reference model describes a
muscular strategic commissioning function, recognising the ongoing vital importance
of system and partnership working. Place will continue to be a core part of our
system landscape and, as referenced in our previous committee and board papers,
will be the footprint on which we will identify a delivery vehicle for integrated
neighbourhoods, which is a national, regional and local priority. We anticipate that
the ten-year plan will further flesh out these parts of system architecture with the
whole clearly needing to evolve in light of the ICB operating model.

ICB priorities

Financial position

This continues to be challenging and now that the operating plan has been submitted
I am working with chief executives on ensuring a sharp focus is retained on
delivering the various plans. All Trust chief executives are providing regular updates
and reporting on this via their organisational governance and we continue to ensure
a focus on it at the ICB board meeting, as you will see from the agenda item today.
We have some really difficult work to deliver in this over the next year and beyond
and will continue to keep the board updated on progress. The ICB itself has been
working to ensure that we have clear plans in place for the £38m of cost efficiencies
that we need to deliver and we have substantially increased the robustness of our
plans in recent weeks.

Commissioning
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3.3

4.1

5.0
5.1

In line with our role as strategic commissioners we continue to embed our new
commissioning framework and related governance. Our commissioning board is now
meeting fortnightly and the five core commissioning groups (planned care, proactive
care, urgent and emergency care, maternity, mental health and learning disabilities)
feed in to this board with items for decision and key discussions. This is enabling us
to ensure there is a robust approach to commissioning across the ICB and that
decision making aligns with the financial sustainability requirements.

Integrated Neighbourhood Teams (INTs)

Following agreement of the NEL vision and approach for neighbourhood working at
our March board, we are now transitioning to the delivery phase of the programme.
Each of our place-based partnerships has developed a delivery plan for
neighbourhoods which in year one focuses on establishing the footprints, putting in
place core neighbourhood infrastructure and establishing an Integrated
Neighbourhood Team (or teams) to support people with more complex needs. We
have recognised the need for an 'integrator' in each place which is a single
organisation that can facilitate and co-ordinate the delivery of the neighbourhood
team. The integrator will need to be an existing provider partner from the place, but
could be from primary care, secondary care, community or local authority. We are
working collaboratively with system partners to develop a specification for this role
and developing a process to identify one for each place. Population health
management is a fundamental element of neighbourhood working and we are
working with Optum to implement their population health management platform. We
hope to have data within the Optum platform by end of quarter one, and to then run
two or three learning pilots to develop our population health management approach.

ICB activity

Behaviours

| am really pleased to attach as an appendix to this report (appendix 2) our official set
of organisational behaviours. These build on the work we did to create a set of
organisational values in 2024 and at the staff away days in November 2024 we ran
sessions with staff looking at how the NEL values could be brought to life with
specific behaviours. The framework builds in the key themes that emerged from staff
discussions: active listening, open communication, promoting psychological safety,
supporting wellbeing, celebrating achievements, respecting cultural differences,
ensuring equity and de-emphasising hierarchy.

The intention is that the framework is used for self-reflection, feedback from others,
onboarding and induction, appraisals, training and recruitment. Over the coming
months it will be implemented through training and support, regular messaging,
embedding in to our processes and via senior leaders and managers.

Visits and key meetings

Allied Health Professionals (AHP) visit

Following on from my visit to North East London NHS Foundation Trust (NELFT) and
Barking, Havering and Redbridge University Hospitals Trust (BHRUT) in March, in
April | met some amazing allied health professionals from East London NHS
Foundation Trust (ELFT), Barts Health and Homerton Healthcare. | was very
impressed with the dynamism, flexibility and innovation | saw — from really getting
under the skin of what’s driving the Artificial Intelligence (Al) in imaging to ensure it
doesn’t build in health inequalities, the compassionate, non-judgemental care in the
homeless podiatry service, the breadth of care being provided in diabetic podiatry,
the kindness and resilience of the occupational therapists and art therapists in acute
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mental health through to the holistic, preventative and really uplifting work through
movement therapy and Developmental Coordination Disorder (DCD) football. AHPs
are a key part of what will make integrated neighbourhood team working work and
I’'m looking forward to hearing what comes out of the discussions that are happening
about how they fit into the clinical mode for integrated neighbourhood working.

Zina Etheridge
May 2025
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Model Integrated Care
Board — Blueprint v1.0



Introduction

On 1 April, we wrote to Integrated Care Board (ICB) and provider leaders outlining how we
will work together in 2025/26 to deliver our core priorities and lay the foundations for reform.
The letter set out the critical role ICBs will play in the future as strategic commissioners, and
in realising the ambitions that will be set out in the 10 Year Health Plan. As ICBs need to
develop plans to reduce their costs by the end of May, we committed to clarifying the role of
ICBs by co-producing a Model ICB Blueprint and sharing the functional output of this work.

This Model ICB Blueprint has been developed by a group of ICB leaders from across the
country, representing all regions and from systems of varying size, demographics, maturity
and performance. It is a joint leadership product, developed and written by ICBs in
partnership with NHS England. The group has worked together at pace to develop a shared
vision of the future with a view to providing clarity on the direction of travel and a consistent
understanding of the future role and functions of ICBs.

The delivery of the 10 Year Health Plan will require a leaner and simpler way of working,
where every part of the NHS is clear on its purpose, what it is accountable for, and to whom.
We expect the 10 Year Health Plan to set out more detail on the wider system architecture
and clarify the role and accountabilities of trusts, systems, and the centre of the NHS.

We are sharing this blueprint with you today without the corresponding picture of what the
future of neighbourhood health will look like or the role of the centre or regional teams.

We are also sharing this now without the benefit of the wide engagement with staff and
stakeholders that will be required to get the detail and implementation right. Given the pace
at which this work has been developed over recent weeks, our initial focus has been system-
led design. We are now sharing it more widely for discussion and refinement and will be
setting up engagement discussions over the coming weeks.

This blueprint document marks the first step in a joint programme of work to reshape the
focus, role and functions of ICBs, with a view to laying the foundations for delivery of the 10
Year Health Plan. It is clear that moving forwards, ICBs have a critical role to play as
strategic commissioners working to improve population health, reduce inequalities and
improve access to more consistently high-quality care and we look forward to shaping the
next steps on this together.




1. Context

In July 2022, Integrated Care Boards (ICB) were established with the statutory functions of
planning and arranging health services for their population, holding responsibility for the
performance and oversight of NHS services within their footprint. Alongside these system
leadership and commissioning roles, they were also set up with a range of delivery functions,
including emergency planning, safeguarding and NHS Continuing Healthcare assessment
and provision.

As the Darzi review noted?, since 2022, there have been differing interpretations of the role
of ICBs, with some leaning towards tackling the social determinants of health, some focused
on working at a local level to encourage services to work more effectively together, and
some focused on supporting their providers to improve (in particular) financial and
operational performance. The wider context, including performance measures focused on
hospitals and the requirement for ICBs to ensure their Integrated Care System (ICS) delivers
financial balance, mean that ICBs have found it hard to use their powers to commission
services in line with the four ICS objectives. This has largely resulted in the status quo with
increasing resources directed to acute providers, when the four objectives should have
instead led to the opposite outcome.

As the Darzi review concludes, the roles and responsibilities of ICBs need to be clarified to
provide more consistency and better enable the strategic objectives of redistributing
resource out of hospital and integrating care. Crucial to this is a rebuilding of strategic
commissioning capabilities, requiring “as strong a focus on strategy as much as
performance” and a parallel investment in the skills required to “commission care wisely as
much as to provide it well”.

The 10 Year Health Plan will reinforce the criticality of this role and the Secretary of State is
clear about his desire — and the need — to deliver the three shifts. The NHS needs to deliver
better value for its customers — the population of England. This means increasingly focusing
on prevention and reducing inequalities, delivering more services in a community/
neighbourhood based setting — and ensuring all services are delivered as efficiently and
effectively as possible, in particular through the use of technology.

Across the NHS, these three strategic shifts form the foundation of the Model ICB’s
approach to transformation and redesign:

e treatment to prevention: A stronger emphasis on preventative health and wellbeing,
addressing the causes of ill health before they require costly medical intervention and

1 https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england




reducing inequalities in health. This involves proactive community and public health
initiatives, working closely with local authorities, to keep people healthy.

e hospital to community: Moving care closer to home by building more joined-up,
person-centred care in local neighbourhoods, reducing reliance on acute care.

e analogue to digital: Harnessing technology and data to transform care delivery and
decision-making. From digital health services for patients, to advanced analytics
(population health management, predictive modelling) for planners, the focus is on
smarter, more efficient, and more personalised care.

These shifts set the direction for how ICBs need to operate going forward. The NHS needs
strong commissioners who can better understand the health and care needs of their local
populations, who can work with users and wider communities to develop strategies to
improve health and tackle inequalities and who can contract with providers to ensure
consistently high-quality and efficient care, in line with best practice.

This document, developed by a working group consisting of ICB leaders from across the
country, sets out a blueprint for how ICBs can operate within a changing NHS landscape. It
covers the following areas:

e purpose —why ICBs exist
e core functions — what they do
e enablers and capabilities — what needs to be in place to ensure success

e managing transition — supporting ICBs to manage this transition locally and the
support and guidance that will be available.




2. Purpose and role: why ICBs exist

ICBs exist to improve their population’s health and ensure access to consistently high-quality
services. They hold the accountability for ensuring the best use of their population’s health
budget to improve health and healthcare, both now and in the future.

ICBs provide system leadership for population health, setting evidence based and long-term
population health strategy and working as healthcare payers to deliver this, maximising the
value that can be created from the available resources. This involves investing in,
purchasing and evaluating the range of services and pathways required to ensure access to
high quality care, and in order to improve outcomes and reduce inequalities within their
footprint. ICBs not only commission services but also align funding and resources
strategically with long-term population health outcomes and manage clinical and financial
risks.

The refreshed role of ICBs has been developed through a set of assumptions about a
refreshed system landscape, along the lines set out below:

DHSC/NHS England - National leadership of the NHS
through setting strategy, developing policy and
assuring performance.

“Do-once” functions.

Regional oversight and performance

. management of providers and ICBs.
Regional Teams : o , ,
Regional functions including strategic workforce

planning and digital.

Strategic commisioning to improve
population health, reduce inequalities
and ensure access to consistently high
quality and efficient care.

Integrated Care Boards

Providers Responsible for delivering
Neighbourhood care providers (primary, community, high quality (safe, effective

mental health, VCSE, working closely with acutes) and positive patient
specialist mental health and acute care providers experience) and efficient care.




3. Core functions: What ICBs do

To deliver their purpose, ICBs focus on the following core functions:

Model ICB - System leadership for improved population health

1. Understanding local context

Assessing population needs
now and in the future,
identifying underserved
communities and assessing
quality, performance and
productivity of existing provision

4. Evaluating impact

Day-to-day oversight of
healthcare usage, user
feedback and
evaluation to ensure
optimal, value-based
resource use and
improved outcomes

2.Developing long-term
population health strategy

Long-term population
health planning and
strategy and care pathway
redesign to maximise value
based on evidence

3. Delivering the strategy
through payer functions
and resource allocation

Oversight and assurance of
what is purchased and
whether it delivers
outcomes required

The following table summarises the activities that make up these core functions.




Activity

Model ICB core functions and activities

Detalil

1. Understanding local context: assessing population needs now and in the future,
identifying underserved communities and assessing quality, performance and
productivity of existing provision

Population
data and
intelligence

Using data and intelligence (including user feedback, partner insight,
outcomes data, public health insight) to develop a deep and dynamic
understanding of their local population and their needs and how these
are likely to change over time

Leveraging real-time data and predictive modelling to identify risk,
understand variation, and direct resources where they will have the
greatest impact (allocative efficiency)

Segmenting their population and stratifying health risks

Dis-aggregating population health data to surface inequalities,
generate actionable insights, inform service design and deployment
and scrutinise progress towards equity

Forecasting
and
modelling

Developing long-term population health plans using epidemiological,
actuarial, and economic analysis

Forecasting and scenario modelling demand and service pressures

Understanding current and future costs to ensure clinical and financial
sustainability

Convening people, communities and partners to challenge, critique
and inform population health plans, demand modelling and cost
forecasts

Reviewing
provision

Reviewing current provision using data and input from stakeholders,
people and communities

Building a deep understanding of operational performance, quality of
care (safety, effectiveness, user experience) and productivity/unit cost
across all providers

2. Developing long term population health strategy: Long-term population health
planning and strategy and care pathway redesign to maximise value based on

evidence
Developing e Drawing on a variety of inputs (analysis of population health needs,
strategy with evidence base on what works, national and international examples,
options for user priorities, innovation and horizon scanning, bottom-up costing,
testing and principles of healthcare value, impact/feasibility analysis) to develop
engagement strategic options for testing and engagement with partners, people

and communities

Developing and agreeing best practice care pathways with partners,
people and communities, using national guidance and working closely
with local clinical leaders to inform this
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e Aligning funding with need and impact using locally adapted actuarial
models and bottom-up costing (“should cost” principles)

e Ensuring efficiency and equity using value-based approaches to
prioritisation, underpinned by public health principles

Setting e Setting overall system strategy to inform allocation of resources to

strategy maximise improved health and access to high quality care (safety,
effectiveness, user experience), shifting focus from institutions to
population outcomes, and targeting health inequalities by improving
equity of access, experience and outcomes

e Determining where change is required, the priority outcomes for
improvement and population metrics to track

e Co-producing strategy with communities, reflecting unmet needs and
targeting inequalities

e Designing new care models and investment programmes and co-
ordinating major transformation programmes

e Collaborating with local authorities, place-based partnerships,
provider collaboratives, academia, think tanks, and analytics partners
to develop and refine strategy

3. Delivering the strategy through payer functions and resource
allocation: oversight and assurance of what is purchased and whether it delivers
outcomes required

Strategic e Aligning funding to needs using data-driven models
purchasing e Defining outcome-linked service specifications

e Setting strategic priorities for quality assurance and oversight,
developing policies and frameworks for quality improvement

e Prioritising interventions to address health inequalities

Market e Understanding the different costs and outcomes of a range of

shaping and providers

management | 4 Byilding robust “should cost” and “should deliver” models to test
against

e Introducing and encouraging new providers where gaps exist in the
market, for example, frailty models

e Working with providers to understand factors necessary for
sustainability, for example, the link between elective orthopaedics and
trauma

e Exploring a range of payment mechanisms

Contracting ¢ Negotiating and managing outcome-based contracts

e Monitoring provider performance and benchmarking services with
continuous review of impact, access and quality

e Using performance frameworks, invoice validation
e Establishing procurement governance, value-for-money checks




Payment
mechanisms

Designing incentives (blended payments, gainshare, shared savings)
to improve equity, efficiency and productivity

Implementing risk mitigation strategies (for example, collaborative
risk-pools)

Using financial stewardship tools (cost-effectiveness thresholds,
return on investment)

Deploying payment models to improve equity (for example, blended
payments linked to reducing inequalities)

4. Evaluating impact: day-to-day oversight of healthcare utilisation, user feedback and
evaluation to ensure optimal, value-based resource use and improved outcomes

Utilisation
management

Day-to-day oversight of service usage using real-time dashboards
(admissions, urgent and emergency care attendances, prescribing,
coding etc.)

Identifying unwarranted care variations utilising benchmarking tools
and clinical audits and unwarranted over treatment, for example
cataracts

Convening clinical reviews and managing complex cases

Optimising care pathways with providers

Evaluating
outcomes

Evaluating the outcomes from commissioned services

Rigorous monitoring of priority metrics, identifying unwarranted
variation and clear feedback loops to inform commissioning
adjustments and understand the return on investment
Establishing feedback loops for adaptive planning

Embedding feedback from people and communities, staff and
partners into evaluation approaches

User
feedback, co-
design and
engagement

Evaluation, co-design and deliberative dialogue with people and
communities, using design thinking methodologies

Ensuring user feedback mechanisms are embedded in how resource
is allocated and evaluated

Governance and Core Statutory Functions: Ensures the ICB is compliant, accountable,

and safe

Ensuring the
ICB is
compliant,
accountable
and safe

Establishing robust governance structures and processes to ensure
legal compliance, transparency and public accountability

Fulfilling statutory duties (for example, equality, public involvement)
and monitoring of equity outcomes alongside access, quality, and
efficiency

Implementing strong clinical and information governance and effective
financial and risk management systems

Maintaining business continuity and emergency planning
Overseeing delegated functions with proportionate assurance
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ICB functional changes

To support the development of the future state, ICBs should consider the following

assumptions about some of the functional changes that could happen. We are sharing this to

provide an indication of the future state, however the detail and implementation will depend
on multiple factors, including engagement and refinement with partners, the parallel
development of provider and regional models, readiness to transfer and receive across
different parts of the system and, in some cases, legislative change.

ICBs will need to work closely with their staff to ensure they are supported, to retain talent
and to safely manage delivery across the wider system and public sector, including when
functions move to different parts of the landscape.

Given the implications of these functional changes on different parts of the system, next
steps will need to be developed by working closely with partners nationally and within local
systems over the coming months. In light of this, no specific timeframes are provided at this

stage.

Change to
manage

Grow:
functions for
ICBs to grow
/invest in
over time to
deliver
against the
purpose and
objectives

ICB functional changes

Functions in scope

Population health management —
data and analytics, predictive
modelling, risk stratification,
understanding inequalities

Epidemiological capability to
understand the causes,
management and prevention of
illness

Strategy and strategic planning
including care pathway redesign

Health inequalities and inclusion
expertise — capacity and
capability to routinely dis-
aggregate population and
performance data to surface
health inequalities, generate
actionable insights, drive

Guiding notes

Essential for core role and
activities

Can be delivered within existing
legislation

Will require investment in new
capabilities over time
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evidence informed interventions
and build intelligence to guide
future commissioning and
resource allocation decisions

Commissioning neighbourhood
health

Commissioning of clinical risk
management and intervention
programmes (working with
neighbourhood health teams to
ensure proactive case finding)

Commissioning end-to-end
pathways (including those
delegated by NHS E: specialised
services; primary medical,
pharmacy, ophthalmic and dental
services (POD); general practice,
and further services that will be
delegated by NHS England to
ICBs over time)

Vaccinations and screening will
be delegated by NHS England to
ICBs in April 2026

All remaining NHS England direct
commissioning functions will be
reviewed during 2025/26

Core payer functions — strategic
purchasing, contracting, payment
mechanisms, resource allocation,
market shaping and
management, utilisation
management

Evaluation methodologies and
evidence synthesis using
gualitative and quantitative data,
feedback and insights

11
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User involvement, user led
design, deliberative dialogue
methodologies

Strategic partnerships to improve
population health (public health,
local partners, VCSE, academia,
innovation)

Selectively
retain and
adapt:
functions for
ICBs to
retain and
adapt
including by
delivering at
scale

Quality management —
understanding drivers of
improved health, range of health
outcome measures, elements of
high-quality care (safety,
effectiveness, user experience);
child death reviews

Embed in commissioning cycle,
monitoring of contracts

Avoid duplication with providers,
regions and CQC

Use automated data sources
and single version of the truth

Board governance

Look to streamline Boards to
deliver core role as set out

Headcount should be reduced at
Board level with the right roles
and profiles to deliver core
Model ICB functions

Clinical governance

Strengthen focus on embedding
management of population
clinical risk, best practice care
pathways in commissioning
approach

Corporate governance (including
data protection, information
governance, legal services)

Maintain good governance
practice; look to deliver some
functions at scale across ICBs

Core organisational operations
(HR, communications, internal
finance, internal audit,
procurement, complaints, PALS)

Look to streamline and deliver
some functions at scale

Existing commissioning
functions, including clinical policy
and effectiveness — local funding
decisions (individual funding

Will be built into new
commissioning/payer functions
operating at ICB and pan-ICB
level

12
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requests; clinical policy
implementation)

Review for
transfer:
functions
and activities
for ICBs to
transfer over
time, enabled
by flexibilities
under the
2022 Act for
ICBs to
transfer their
statutory
duties

Oversight of provider
performance under the NHS
performance assessment
framework (finance, quality,
operational performance)

Performance management,
regulatory oversight and
management of failure to
transfer to regions through the
NHS Performance and
Assessment Framework

Market management and
contract management functions
to be retained and grown in ICBs

Emergency Preparedness,
Resilience and Response
(EPRR) and system coordination
centre

Transfer to regions over time

High level strategic workforce
planning, development,
education and training

Transfer to regions or national
over time, retain limited strategic
commissioning overview as part
of strategy function

Local workforce development
and training including recruitment
and retention

Transfer to providers over time

Research development and
innovation

Transfer to regions over time,
with ICBs retaining and building
strategic partnerships to support
population health strategy

Green plan and sustainability

Transfer to providers over time

Digital and technology leadership
and transformation

Transfer digital leadership to
providers over time enabled by a
national data and digital
infrastructure

Data collection, management
and processing

Transfer to national over time

Infection prevention and control

Test and explore options to
streamline and transfer some
activities out of ICBs
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Safeguarding

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

SEND

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

Development of neighbourhood
and place-based partnerships

Transfer to neighbourhood
health providers over time

Primary care operations and
transformation (including primary
care, medicines management,
estates and workforce support)

Transfer to neighbourhood
health providers over time

Medicines optimisation

Transfer delivery to providers
over time, retain strategic
commissioning overview as part
of strategy function

Pathway and service
development programmes

Transfer to providers, retain
strategic commissioning
overview as part of strategy
function

NHS Continuing Healthcare

Test and explore options to
streamline and transfer some
activities out of ICBs
(accountability changes will
require legislative changes)

Estates and infrastructure
strategy

Transfer to providers over time,
retain limited strategic
commissioning overview as part
of strategy function

General Practice IT

Explore options to transfer out of
ICBs ensuring consistent offer

14

45




4. Enablers and capabilities: what ICBs need to ensure success

For an ICB to effectively perform the core functions set out in section 3, several key enablers
need to be in place. A high-level summary of these is set out below:

Healthcare data and analytics — to enable ICB decisions to be guided by population
health data and insights, ICBs will need to develop strong population health management
approaches underpinned by robust data capability. This will need to include developing
the capabilities to segment the population and stratify risk and build a person-level,
longitudinal, linked dataset integrating local and national data sources alongside public
and patient feedback. There will need to be appropriate data-sharing and governance
agreements to track individuals’ journeys across health and care (to understand needs
and outcomes holistically); and deploy predictive modelling to foresee future demand,
cost and impact of interventions. ICBs will need to cultivate teams with the ability to
analyse and interpret complex data (health economists and data-scientists) and deploy
data-driven techniques (such as modelling the return on investment for preventative
interventions). Data can be integrated reliably between services to provide real-time,
accurate data enabling better decision-making and interoperability — the NHS Federated
Data Platform (FDP) will be crucial to enable this work, and should be used as the default
tool by ICBs.

Strategy — ICBs will need to develop effective strategy capability, comprised of
individuals with good problem solving and analytical skills. They will need to foster a
greater understanding of value-based healthcare alongside the ability to synthesise a
range of information (qualitative and quantitative) and develop actionable insights to
support prioritisation. ICBs will need strategic leaders who can diplomatically and
collaboratively work with a range of partners including by facilitating multi-agency forums
and collaborative decision-making. They will also need the ability to navigate and
synthesise complexity so that people and communities, staff and partners can
understand the full picture, and be able to draw people together around the shared goal
of improving population health.

Intelligent healthcare payer — for ICBs to develop into sophisticated and intelligent
healthcare payers, they will need to invest in their understanding of costs (‘should cost’
analysis) and wider finance functions, developing capabilities in strategic purchasing,
contracting, design and oversight of payment mechanisms, utilisation management and
resource allocation. This will need to include commercial skills for innovative contracting
and managing new provider relationships. ICB staff will need to learn how to proactively
manage and develop the provider market, using procurement and contracting levers to
incentivise quality improvement and innovation. This should involve techniques that
ensure effective use of public resources so that investment decisions are guided by
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relative value, not just demand or precedent. This calls for deliberate use of tools such as
programme budgeting and decommissioning frameworks to support allocative efficiency.

User involvement and co-design — for services to truly meet communities’ needs,
people must be involved from the very start of planning through to implementation and
review. Each ICB should have a systematic approach to co-production — meaningfully
involving patients, service users, carers, and community groups in designing solutions.
This goes beyond formal consultation and means working with people as partners. ICBs
will need to ensure that focused effort and resources are deployed to reach seldom heard
and underserved people and communities, working with trusted community partners to
achieve this. Ultimately, this enabler is about shifting the relationship with the public from
passive recipient to active shaper of health and care, with a particular focus on
underserved communities.

Clinical leadership and governance — ICBs will need effective clinical leadership
embedded in how they work, ensuring they have a solid understanding of population
clinical risk and of the best practice care pathways required to meet population needs
and improve outcomes. Clinical governance and oversight will be crucial in ensuring that
the decisions that ICBs make are robust, particularly regarding the prioritisation of
resources. Contract management of commissioned services will need to include effective
quality assurance processes.

System leadership for population health — effective system leadership will be essential
to driving improvements in population health. ICB leaders and staff need to be adept at
system thinking, analytics, and collaboration. They will need to work diplomatically and be
comfortable driving change and influencing without direct authority. ICBs should develop
and foster strategic partnerships across their footprints with a range of partners (including
academia, VCSE, innovation), alongside working together with providers and local
government as they develop and implement their strategies.

Partnership working with local government — recognising the critical and statutory role
of local authorities in ICSs and as partner members of ICBs, engagement and co-design
with local government will be critical to the next phase of this work. Linked to this, is the
need for ICBs to continue to foster strong relationships with the places within their
footprint, building a shared understanding of their population and working together to
support improved outcomes, tackle inequalities and develop neighbourhood health. We
will be working jointly with the Local Government Association to take this development
work forwards.

Supporting ICB competency and capability development — national support offer
and maturity assessment — it is proposed that a national programme of work, including
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a new commissioning framework, is developed to ensure ICBs have the necessary
capabilities and competencies to discharge their functions effectively. This should be
developed by learning from successful international models and World Class
Commissioning and form the basis of future assessments of ICB maturity.
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5. Managing the transition

The ask on ICBs is significant this year as they work to maintain effective oversight of the
delivery of 2025/26 plans, build the foundation for neighbourhood health and manage the
local changes involved with ICB redesign, including supporting their staff through
engagement and consultation.

To support with this, the following sections set out some high-level principles around:

delivering ICB cost reductions plans and realising the savings
managing the impact on staff

designing leadership structures of ICBs

managing risk during transition through safe governance

expectations for safe transition of transferred functions

Delivering ICB cost reductions plans and realising the savings

ICBs will need to use this guidance to create bottom-up plans which are affordable within the

revised running cost envelope of £18.76 per head of population. More details on this are set
out below:

e the calculations to derive the £18.76 operating cost envelope include all ICB running
costs and programme pay (only excluding POD and specialised commissioning
delegation)

e the reduction in ICB costs to meet this target must be delivered by the end of Q3
2025/26 and recurrently into 2026/27

e |CBs are encouraged to expedite these changes as any in-year savings can be used
on a non-recurrent basis to address in-year transition pressures or risks to delivery in
wider system operational plans and potentially sooner to mitigate and de-risk financial
plans

o there will be flexibility at an ICB-level, as some inter-ICB variation may be warranted
and will need to be managed within a region to account for hosted services, however
we expect delivery of the target at an aggregate regional level

e generating savings cannot be a cost shift to a provider unless overall there is the
saving, for example, a provider takes on an ICB operated service and therefore
requires circa 50% less cost in line with the £18.76 running cost envelope

We recognise that not all functional changes to reach the Model ICB can be done this year

as some changes will require legislation and any transfer arrangements will need to be
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carefully managed to ensure safe transition. Recognising this, we anticipate that most
savings will come from streamlining approaches, identifying efficiency opportunities —
through benchmarking, Al and other technological opportunities and from at scale
opportunities afforded through greater collaboration, clustering and where appropriate,
eventual merger of ICBs. Principles to apply to footprints, clustering and mergers will be
communicated and coordinated by regional teams.

NHS England is providing a planning template to facilitate the May 2025 plan returns. This
will be issued in the week commencing 6 May 2025. Plans should be submitted to your
regional lead by 5pm on 30 May 2025. Plans will set out how each ICB intends to achieve
the £18.76 operating cost envelope and will then go through a national moderation process
(involving a confirm and challenge process) to support consistency of approach and sharing
of opportunities. These plans should be informed at a high level by the vision set out in this
blueprint.

Support for managing the impact on staff

A national support offer will be available to ensure fair and supportive treatment of staff
affected by the transition. This includes advice on voluntary redundancy and Mutually
Agreed Resignation Schemes (MARS), along with guidance on redeployment and retention
where appropriate. Funding mechanisms to support these options will be clarified centrally
ensuring local systems can manage workforce changes consistently. Emphasis will be
placed on transparent, compassionate communication and engagement to retain talent and
maintain morale through the change process. We will work in partnership with trade union
colleagues to implement the change for staff.

Advice on leadership structures of ICBs

ICBs are expected to maintain clear, accountable leadership with effective governance
during the transition and beyond. ICBs should look to streamline Boards and reduce
headcount at Board level to deliver core purpose and role as described. Leadership
structures and executive portfolios should also reflect the functions as set out above,
including skills in population health data and insights, strategic commissioning (including
strategy, partnerships and user involvement), finance and contracting and clinical leadership
and governance. At Board level, a strong non-executive presence is encouraged to support
both oversight and the delivery of transition priorities.

Managing risk during transition through safe governance

To ensure a safe and coherent transition, each ICB should establish a dedicated Transition
Committee, including both executive and non-executive members. These committees will
take responsibility for managing local risks, tracking progress, and overseeing the
development of organisational design and implementation of change processes.
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To support this work, a central NHS England programme team — under the leadership of an
Executive SRO — will be set up to provide coordination, support and a check and challenge
process on ICB plans. This will seek to ensure appropriate support guidance is developed to
facilitate the transition, share best practices, and facilitate consistency across systems to
deliver the vision set out here. This central support will also help ICBs navigate legal,
operational, and workforce challenges while ensuring focus remains on delivery of statutory
duties throughout the transition.

Expectations for safe transition of transferred functions

Safe transition of functions is critical to the success of the new Model ICB design and the
future system landscape. To manage this transition effectively, an assessment of readiness
IS necessary for both the sender and the receiver. Implementing a gateway process will help
verify readiness before transferring staff and functions underpinned by clear governance
frameworks, outcome metrics, financial risk arrangements, and escalation protocols to
ensure safe and effective delivery.

NHS England is currently developing the operating model for the Model Region. We will
continue to work with ICBs as we develop the regional approach to ensure alignment with
the Model ICB design and implementation. We have been clear that performance
management of providers against the NHS Performance and Assessment Framework
(NPAF) will transfer to Regions under the new design. It will be important to be clear on
responsibilities as these functions transfer. Once transferred ICBs will oversee providers
through their contracting arrangements but will not be responsible for leading the regulatory
oversight of providers against the NPAF.

Frequently asked questions

FAQs covering all aspects of transition is being developed to support ICBs as they manage
these elements locally.

Please direct any questions to england.Model-ICB@nhs.net and we will use these to inform
future sets of FAQs.
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Introduction

If you have any questions on how to use the Framework effectively, contact the Learning and Organisational Development Team
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The Behaviours Framework | Name:

NEL Behaviours Do this all Do this Never do this Not observed
the time sometlmes

| understand mine and my teams obJectlves and expectations and take pride in delivering [ ] [ ] [ ] [ ]
them.

| approach work creatively and am open to new ideas, innovations and different ways of [1] [1] [1] [1]
working.

I value feedback and discussions that lead to improvements and best practice. [1 [1] [1] [1]

Collaborative ____

| look for and respond to opportunities to work with colleagues within and beyond our
organisation to find solutions to shared goals.

| seek out, listen to and value others ideas and opinions. [1 [1] [1] [1]

| am respectful of the working environment that | operate in and the pressure that my [] [1] [1] [1]
colleagues are under and ensure that | adjust my behaviour accordingly.

Inclusive ____

I understand the value and importance of diversity and seek out opportunities to incorporate [1]
different perspectives and views in to the work that | do.

| treat everyone with dignity and respect and speak up when | see others not doing so. [1] [] [] []

| continually develop my understanding of equality, diversity and inclusion, keeping an open [] [1] [1] [1]
mind and actively recognising and addressing biases.

| contribute to a healthy work environment and prioritise mine and others wellbeing by saying [1]
thank you and appreciating the work of my colleagues on a regular basis.

| take time to listen, understand and empathise with my colleagues. [1] [1] [1] [1]

| am professional and honest when having difficult conversations. [1] [1] [] []
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What do | do next

This Framework defines how we can all contribute to the success of our organisation and to our own successes as individuals and as a team.
Adopting and embracing these behaviours will help to achieve our ICBs ambition and create a great place to work.

All Seaff

Actively engage with colleagues to
understand the framework and how it
will work in your area.

Reflect on your own behaviours, and

What kind of language do you usa?

l= it appropriate, professional, friendly? \ = ‘/

Think about your body language.
Heow do you come across to others?

How do you make people feel when
you are around?

How do you respond to constructive
feedback if someone gives it to you?

Other uses for the Framework

Onboarding and Induction

The Framework serves as a valuable tool
for onboarding new colleagues, helping
them familiarise themselves with the
expected behaviours at NEL. This entails:

. Sharing the Behaviours Framework
with new colleagues and explaining
the expected role-model behaviours.
Encouraging new staff to use the
Framework to address any experiences
of counterproductive behaviours.

m-/

BN

/

Peopla Managers

Share and discuss the Behaviours
Framework with your team to ensure
understanding

Agree as a tearmn what you need to do

to make it work

Agres what you are going to do i
someons isnt displaying the
behaviowrs

Share the agreed-upon actions with
team

Take a coaching appreach to
addressing unhelpful behaviours with
clarity and compassion

How to use
Here is what you need to do.

Read each of the statements and put a tick in the
appropriate column, as shown below.

e Dothis all the time

e Do this sometimes

° Never do this

e Notseen or experienced

If you are self-assessing — then it’s about how you
see yourself

If you are providing feedback to someone —theniit’s
about if you see them behaving. Sit down, discuss
together. The purpose being to gain new
perspectives and understanding.

Recruitment and Selection

The Framework can be instrumental during
appraisal conversations and personal
development planning. This requires:

- Arranging the appraisal meeting in
accordance with the appraisal policy.
Using the Framework to review
behavioural perfermance, recognising
areas of strength and identifying areas
for further development.

Employing the Framework to guide
discussions on past performance and
future support and development
needs.

The Framework can be referenced during

staff training sessions. This includes:

. Planning the training topics.

- Reviewing the behaviours outlined in
the Framework and linking relevant
ones to the training topics.

Explaining the significance of specific
behaviours to the training content and
emphasizing the importance of
excelling in these areas.

The Framework can assist in formulating
focused interview questions to recruit
candidates aligned with NEL values. This
involves:

. Reviewing the behaviours and
identifying those crucial for candidates
to demonstrate understanding or
experience.

Developing questions that reflect these
behaviours. For example, for staff
working in Safeguarding, an important
behaviour might be 'listens and pays
attention, fostering a safe environment
where colleagues can express their
views." An interview question could be:
'Provide an example of when you
fostered a safe environment where a
multidisciplinary team could express
their views on areas needing
improvement.’
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Executive summary

In the almost three years of its existence, the Integrated Care
Board (ICB) has put in place the building blocks needed to
deliver against the four statutory aims of an Integrated Care
System (ICS). The report highlights some key examples of
this approach and how it has been applied and practice. The
report concludes by noting the significant changes to be
made over the next few months and the potential impact on
the work to address our four statutory aims. In summary, we
believe our work has positioned us well to respond to both
current and future needs, collaboratively and thoughtfully.

Action / recommendation

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

Previous reporting

N/A

Next steps/ onward reporting

N/A

Conflicts of interest

None identified.

Strategic fit

This report aligns with all four ICS aims:
¢ To improve outcomes in population health and healthcare

o To tackle inequalities in outcomes, experience and
access

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

Impact on local people, health
inequalities and sustainability

The stocktake report sets out how the work of the ICB in
addressing its four statutory aims has affected local people,
health inequalities and sustainability.

Has an Equalities Impact
Assessment been carried out?

N/A for this stocktake report.

Impact on finance, performance
and quality

There are no additional resource implications/revenue or
capitals costs arising from this report.

Risks

The significant reshaping of ICBs in light of recent
announcements will affect continued delivery against these
aims.
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1.3

2.0

21

2.2

Introduction

This brief paper sets out how NHS North East London, as the Integrated Care Board
(ICB) for this sub-region, has worked through System and Place, innovatively and at
pace, to meet its four statutory aims. These aims as set out in the Health and Care
Act 2022 are to: improve outcomes in population health and health care; tackle
inequalities in outcomes, experience and access; enhance productivity and value for
money and help the NHS to support broader social and economic development.

North east London is a diverse, vibrant and thriving part of London with a rapidly
growing population, comprising the 2.2 million people living in Barking and
Dagenham, City of London, Hackney, Havering, Newham, Redbridge, Tower
Hamlets and Waltham Forest. It is rich in history, culture and deep-rooted
connections with huge community assets, resilience and strengths, including our
workforce, our voluntary and community sector partners, our NHS partners, our local
government partners, our dynamic research and innovation sector, and most
importantly our local people, who we want to continue to listen and learn from. These
present us with opportunities to do things differently, moving from treatment to
prevention, from hospital to community and from analogue to digital as set out in the
emerging national policy direction. We are the fastest growing health economy in the
country and alongside our many community assets our population face significant
deprivation and health inequalities.

The Board is asked to comment on the report and to consider to what extent the ICB
has achieved its statutory aims in the almost three years since its establishment on 1
July 2022.

Key messages

The ICB was established as a new organisation in a challenging context. The country
was emerging from the legacy of Covid, which affected people living in north east
London particularly heavily and as a local system, we have been grappling with the
huge health burden and demand for services created during this period. We have
also faced significant financial challenges, shared by the NHS and local government
partners alike, with underlying system deficits as well as in-year overspending. Within
a year, we had to make a 30% reduction in running costs, which shaped the
restructure required to ensure the organisation, drawn from at least seven legacy
organisations, is fit for purpose emerging as a single entity with common purpose,
clear values and behaviours and a transparent set of objectives. The relatively new
organisation is now being further tested by a significant reshaping of its statutory
functions and a clear focus on the role of strategic commissioning into the future. In
this environment, this stocktake is particularly useful in outlining the landscape in
which the ICB has developed and will continue to evolve.

The report sets out how we have built the fundamental building blocks of progress to
support each statutory aim, it then goes on to give some of many examples where
we have applied these building blocks in order to move forward and finally it sets out
our future plans, in so far as we know them at the time of writing. This approach has
set us in good stead for the imminent changes we are facing — and kept us true to
our statutory aims as an ICB. We are poised to refresh the Integrated Care Strategy
in light of the 10-year Health Plan, due later in the summer, and which we anticipate
will follow through on the three shifts identified by Darzi in his recent review — from
treatment to prevention, from hospital to community and from analogue to digital.
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3.0

3.1

3.2

Setting in place the building blocks for progress

The first statutory aim of an ICB is to improve outcomes in population health and health
care. To support delivery against this aim we have put in place the building blocks for
improving outcomes including examples as follows:

3.1.1 Established a population health management approach — including
developing resident led success measures through our Big Conversations
with local people across north east London; creating our outcomes framework
which moves our system focus to impact and outcomes rather than
performance and service delivery alone; understanding our population
through segmentation of their needs rather than solely through the set of
services in place to support them.

3.1.2 Confirmed our role as strategic commissioners — we identified well over a
year ago that we needed to return to commissioning as one of our principal
means of improving the health of people in north east London. Not only has
our Strategic Commissioning Framework been approved by the Board setting
out how we fulfil our statutory duty to commission healthcare services for our
local population, working with local people and the full range of partners,
assets and strengths in north east London, but we also have commissioning
governance, structured plans and key priorities in place operating through
system and Place.

3.1.3 Introduced our Integration Roadmap — an approach built on research in action
which shows how integration is a core enabler for improving population health
outcomes occurring as it does throughout our system vertically and
horizontally. Our Place Partnerships have been particularly effective in driving
integration throughout the system through their convening and partnership
development roles, as well as through supporting collaboratives.

3.1.4 Adopted a strategic approach to Integrated Neighbourhood Working —
building on the impressive work led by Places to develop integrated
neighbourhoods across north east London, the Board has agreed our
Integrated Neighbourhoods vision, goals and roadmap. Our neighbourhoods
work has been a core component of Place partnership working for many
years and significantly foreshadows the London Target Operating Model and
the national 10-Year Health Plan in its focus and scope. We are well placed
to deliver on the 10-year plan and our model aligns with the model ICB work
focusing on integrated neighbourhood working at Place and as strategic
commissioners. Agreeing a core vision and goals across north east London,
for local delivery led by Place Partnerships provides assurance that we can
flex to meet local population needs and build on local community and other
assets

Our second statutory aim is to tackle inequalities in outcomes, experience and
access. Again, we have adopted the approach that we need to set in place a range
of building blocks to tackle inequalities including examples as follows:

3.2.1 Delivering our Working with People and Communities Strategy — the first

strategy signed off by the Board in recognition of the importance placed on
listening to and working with local people and communities in north east
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3.2.2

3.2.3

3.24

3.2.5

London. We hear consistently from local people about what matters to them,
how differences in outcomes, experience and access affect their day to day
lives and how we can work together to address these. From interventions as
wide ranging as our People’s Panel and ensuring people with lived
experience co-design our pathways, we seek to ensure all levels of our
system engage well with local people. Our Big Conversation, which we
delivered through focus groups and conversations at Place, underlined how
important access is to local people and set our strategic success measures,
the only ICB in the country to adopt such a population led approach.

Published our System Anti-Racist Strategy — built on system partners’ strong
track record in this area, and providing a strong counterpoint through a
strengths based approach.

Maintained our health inequalities funding — led by our seven Place
Partnerships, which are uniquely well placed to understand and work with
their local communities and the richness and diversity of their assets, we
have focused largely on micro responses which engage with and build
capacity in local communities as a principal agent in addressing inequalities.
We have in place a wide range of innovative schemes and interventions
which engage directly with local communities particularly focusing on those
who are most underserved and underrepresented in existing provision,
showing impact for local people and communities.

Rolled out our model of Women’s Health Hubs and Youth Access Hubs —
working collaboratively across System and Places, we have created some
brilliant hubs which underline how important it is to respond to how different
communities access health care. Our women’s health hubs are delivering
faster community-based access for women in the Places where they live and
work, reducing waiting times and the need for hospital activity, whilst taking a
holistic approach to women’s health overall. Our youth access hubs have built
on the groundbreaking Spotlight Centre in Tower Hamlets which with the
support of Place and partners has engineered a youth friendly model of
health care access including to primary care, mental health, sexual health
and drugs and alcohol interventions. There is more to do to continue the roll
out across each of our Places but plans are in place to ensure we have
equitable access across north east London.

Focused on delivering primary care access improvements — elsewhere on
this agenda, there is a more detailed paper setting out the huge increase in
appointments (both face to face and virtual) in primary care — as local people
have consistently highlighted the huge importance they place on primary care
and how vital it is to them to be able to access their local universal offer, in
the place where they live

Our third statutory aim is to enhance productivity and value for money and again, we
have set in place key building blocks, including the following:

3.3.1

Contributed to financial sustainability as the ICB — we have saved £169.9m
through the release of non-recurrent benefits and our cost improvement
programmes since 2022/23, which focus on improving efficiency and making
best use of our resources, whilst staying within our means.
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3.3.2

3.3.3

3.3.4

3.3.5

Embedding system approaches to our financial challenges —the ICB has led
work across our system to deliver our system control total, understanding and
managing financial risk at a system wide level and working directly with
providers to understand not only their position in relation to our funding but in
position to their whole income and spend. By advocating together as system
leaders, we have highlighted the low levels of capital funding into north east
London, levels heightened by our significant population growth. We had been
successful in gaining an additional £57.8m in capital allocation in 2024/25 and
have received an additional £232.1m growth allocations for planning
processes in 2025/26. We have produced a Medium Term Financial Strategy
collaboratively with partners.

Adopted a system approach to our Operating Plan — through triangulating
workforce, finance and performance and working together across our
complex landscape

Developed the role of Collaboratives — with a particular focus on reducing
unwarranted variation, improving productivity and working to core offers
which are sustainable, affordable and equitable and link effectively to Places
and Neighbourhoods

Agreed a set of High Impact Interventions — recognising the need for
evidence-based interventions at scale to drive value for money and
evaluation

And finally, our fourth statutory aim is to help the NHS to support broader social and
economic development, where we have again really focused on the building blocks
including the following:

3.4.1

3.4.2

3.4.3

3.4.4

London Living Wage — we are the first living wage ICB in the country and
have worked through our Places and across the System to raise awareness
of the importance of living wage approaches in our work.

Produced our System People and Culture Strategy — which acts both to
support our existing workforce and to ensure we are accessible as
employers, and employers of choice, to local people living in north east
London

Developed our Anchor Charter — working through Places, we set out how we
in the NHS can fully embrace our role as anchor organisations working
alongside local authorities and the wider voluntary, community, faith and
social enterprise sector, and contribute positively to our local economy,
recognising our significant purchasing and spending powers through our over
£5bn spend in north east London

Evolved as a learning system — including working alongside local academic
institutions to deliver innovation and research which matters to local people’s
health and wellbeing. The Academic Centre for Healthy Ageing, recently
formally launched, is a prime example of system partners leading work to
apply learning to improving the health and wellbeing of local people

60



4.0

41

411
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41.4

3.4.5 Contributed as a partner to work led by local government — through our Place
Partnerships which act as system convenors at a local footprint acting as a
strong and consistent partner to building coalitions in the employment space

How are we applying our learning and development: some examples

As is well understood, such work on building blocks only begins to show impact as
we apply and use them proactively and deliberatively across our complex and busy
system. Aligned to the Integrated Care Strategy, we recognise the need for matrix
working which focuses on how we act and enact as a system and at Place as well as
on where we choose to focus. Already, we can see how the three Darzi shifts, which
we anticipate will frame and structure the 10-year health plan, can be seen
happening in north east London. Some brief examples below — by no means
exhaustive — demonstrate how our work is building progress against our four aims. In
these examples, we can see that whilst we may differentiate the aims, in all
successful examples we have managed to draw on the four aims rather than just on
one or two. Examples of how we have applied and used these building blocks
include:

Our strategic and comprehensive approach to improving maternity focuses on
improving outcomes for local people: a growing population, more complicated
pregnancies and births, more babies needing medical care and health inequalities
that have an impact on babies and their families mean that local maternity and
neonatal services need to change to continue to meet needs. Working closely with
local women and a wide range of partners, we have built consensus around a case
for change to reconfigure maternity services. We better understand the disparities for
women from global majority backgrounds, who often access healthcare later in their
pregnancies, face higher rates of pre-existing conditions, stillbirth, and low birth
weight babies. Black women also experience higher hospital admission rates and
unplanned caesarean sections. By acting to improve women’s health overall, we
know that we will also contribute to the value for money of our services by meeting
need earlier and to the local economy and employment as women are able to stay in
the workforce for longer and to return to employment after a pregnancy too.

Our significant investment in improving outcomes for children and families affected
by special educational needs and disabilities also reflects how our four aims as an
ICB are addressed in our approach. Led from Places, working jointly across the NHS
and with local government is a response to the data which clearly shows growing
need and demand in this area — we have both adopted a joined up approach at a
Place level to ensure local fit and a system approach to investment and
commissioning reflective of our wider statutory duties. As a result, we have been able
to invest in early intervention in areas such as speech and language therapy whilst
ensuring specialist resources are deployed to those most in need.

Our innovative work across the system to recommission musculoskeletal pathways
(MSK) is another example where we have used a data and evidence based
approach — considering the number of people waiting for support, the impact this is
having on their ability to work and stay in employment and local best practice to
reshape and rebalance our approach towards community based interventions which
respond more quickly to people’s needs for support. Not only is this better for their
physical health outcomes, it helps their mental health and wellbeing too.

We have embraced technology — an example being the work jointly across the ICB,
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Health Navigator and UCL Partners to roll out a three-year pilot programme across
all Places in December 2024 using advanced artificial intelligence (Al) screening
technology to identify people at high risk of requiring unplanned emergency care.
They then receive targeted, phone-based clinical coaching from trained healthcare
professionals. This proactive approach aims to support patients before they reach
crisis points, helping them live healthier lives and easing pressure on accident and
emergency (A&E) services and wider services. Previous pilots across England have
shown significant impacts and in north east London we hope to achieve:

e 13,000 fewer A&E visits

e 26,673 unplanned beds days saved

¢ significant improvement in patient wellbeing.

This programme is aligned to the government’s ambitions following the Darzi
recommendations signalling three key shifts, and moving from treatment to
prevention, from hospital to community and from analogue to digital and shows how
we can better join up neighbourhood and urgent and emergency care offers.

Whilst there has been significant national and local focus on mental health crisis
provision, locally we have drastically reduced our use of private provision and
focused on local NHS community services, successfully developing our community
mental health offer opening new community based provision in Redbridge and
Waltham Forest for example and implementing our first Integrated Care Assessment
Hub to ensure people with mental health needs are seen first in an appropriate
environment. Reflecting both our four aims and the national shifts, these
interventions are leading to more consistent response to people with mental health
needs.

An example of Integrated Neighbourhood Working in action is the St George’s Health
and Wellbeing Hub in Havering which welcomed its first patients in 2024 - a
groundbreaking partnership at the heart of our work across north east London to
deliver integrated health and care in the community. Health and care partners worked
together for several years to design the hub, backed by £17milllion of government
funding and £21million from north east London partners. Now fully operational, the hub
provides access, seven days a week, to a wide range of high-quality health and
wellbeing services all in one place; transforming the way health and care is delivered
for around 250,000 people in Havering and locally: a GP practice, outpatient, mental
health, children’s and community services. A new renal dialysis unit provides patients
with holistic care away from busy hospital sites. Local voluntary services are also
based in the building, underlining the Hub’s role as a community asset. Our new
Ageing Well Centre sees frail residents supported through a comprehensive
assessment service designed to support their physical and mental health needs.
Patients can also get scans and other diagnostic tests in the brand-new, purpose-built
community diagnostic centre — avoiding the need for extra visits to local hospitals and
helping clinicians provide faster, joined-up advice and support.

In a complex and busy environment aiming to improve the health of over 2.2 million
people, we spend £5.2 bn as a local health system, funding channelled through the
ICB. This year, despite significant underlying deficits, we have in place far-reaching
plans to achieve a balanced financial position by year end, achieved through
collaboration and working together proactively to address issues.

What next for the ICB?

62



5.1

5.3

54

5.5

6.0

6.1

In March 2025, ICBs nationally were asked to reduce running and programme costs
by 50% with costs coming out by Q3 2025/26. A running cost per capita has been
developed nationally and a blueprint for a model ICB has been developed at pace.
We are reviewing our operating model looking closely at our core purpose and the
forthcoming government reform agenda while leveraging as many of the integration
and partnership opportunities available to us to drive greater value for our system.
We are confident that we will continue as a single organisation given the scale (and
further projected growth) of the population and the coherence of the health economy
across London.

In making the changes needed, we must ensure we can continue to deliver our
statutory duties and maintain performance, while also keeping an eye to the future
and our ability to deliver on the government reform agenda to be outlined in the
forthcoming NHS 10-year plan. Following the Darzi review, and the explicit focus on
three strategic shifts for the NHS (from treatment to prevention, from acute to
community and from analogue to digital), we can anticipate further underlining of the
importance of following through on ambitions to work more proactively and
preventatively across all areas.

Despite the significant cuts to ICB running costs, there is a clear direction that ICBs
continue to have an important role as leaders of the local NHS and strategic
commissioners for improved health and care outcomes for local populations. There is
consistent messaging that ICBs should be responsible for strategic commissioning
and also delivering integrated neighbourhood working — core facets of our work to
date and two of the key building blocks we have with foresight already put in place in
north east London.

Whilst there is much which remains uncertain, we can be proud of the work we have
done to date, in the three short years since our establishment. In north east London,
this work has built strong foundations for a future where our primary responsibility is
strategic commissioning of health and care services for our local population. The 10-
year plan is a key unknown and may propose further models for integrating care —
we are well positioned with strong relationships through Place Partnerships,
Collaboratives and across the System to take forward our work to improve the health
and wellbeing of local people.

End

Author: Charlotte Pomery, Chief Participation and Place Officer, May 2025
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Executive summary

This is the annual report 2024/25 of speaking up in North
East London ICB.

Across the country there were 367 concerns raised from ICBs
compared to 332 the previous year.

North East London reported 20 on the national database,
which is slightly different from the guardian report (26).
Based on the national data:

London ICB/ICS

North North North South South | Total
East Central West West East
London | London | London | London | London

20 16 19 1 3 59

This report gives an update of the past 12 months activity.

Action / recommendation

The ICB Board is asked to note the report

Previous reporting

Remuneration Committee — 8 May 2025

Next steps/ onward reporting

A regular update report will continue to be presented to the
Remuneration Committee.

Conflicts of interest

There are no known conflicts of interest

Strategic fit

The ICS aims this report aligns with are:

e To tackle inequalities in outcomes, experience and
access (in relation to staff)

e To enhance productivity and value for money (in relation
to staff)

Impact on local people, health
inequalities and sustainability

Enabling staff to freely speak up and consequently for the
ICB to resolve issues, will increase staff morale which will
have a positive impact on their work, and in turn, for our
residents.
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Has an Equalities Impact Equalities Impact Assessment not required
Assessment been carried out?

Impact on finance, performance | There are no financial impacts that can be quantified through
and quality this report, however where staff may be absent, there are
personal and organisational costs.

Risks N/A
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1. Executive summary
This report presents the Freedom to Speak Up (FTSU) summary report for the period 1 April 2024
— 31 March 2025 and provides an overview of the activity and themes that took place during this

period.

>

26 concerns were raised to the Freedom to Speak Up Guardian (FTSUG) of which 17
were asked to remain confidential, 5 to be escalated with their name and 4 to be
escalated without their name.

21 concerns that were raised with the FTSUG in the year were ‘Green’ concerns that
relate to general grievances. Concerns falling within the ‘Amber’ category refer to
concerns where the well-being of staff was affected accounted for 5 of the total
number of concerns raised in that period. No concerns falling within the ‘Red’ category
relating to patient safety and staff safety issues that required immediate escalation to
the ICB were raised.

The most common theme for concerns were Management Issues (15), followed by
Systems and Process (9). The key areas of concern for staff who raised concerns under
the theme of ‘Management Issues’ relate to poor communication with their managers
and a perceived lack of support. Concerns raised under ‘System and Process’ relate to
recruitment, flexible working policy, restructure and redundancy process.

The Strategy and Transformation Directorate received 9 concerns, followed by the
Medical Directorate with 8. The Finance and Performance Directorate received 5
concerns, whilst the People and Culture Directorate received 3 concerns. Participation
and Place Directorate received 1 concern.

15 members of staff chose to speak to The Guardian Service because they were looking
for impartial support with another 6 contacting the service out of fear of reprisal. 4
members of staff had raised their concerns before but felt that they had not been
listened to and 1 person said that they believed that they would not be listened to if
they did.

There have been no cases reported where staff allege to have suffered a detriment as
a result of speaking up.

The report lists some recommendations at the end which the organisation might wish
to consider, with a focus on management development.

2. Purpose of the paper
The purpose of this paper is to give insight to the progress and development of the service and a
summary of themes arising from the cases received by the FTSU Guardian.

This report provides an overview from 1 April 2024 to 31 March 2025. The report follows the
guidance from the National Guardian Office (NGO) on the content FTSU Guardians should include
in their report: Assessment of cases, Action taken to improve speaking-up culture,
Recommendations.
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3. Background to Freedom to Speak Up

Following the Francis Inquiry! 2013 and 2015, the NHS launched ‘Freedom to Speak Up’ (FTSU).
The aim of this initiative was to foster an open and responsive environment and culture
throughout the NHS enabling staff to feel confident to speak up when things go or may go wrong;
a key element to ensure a safe and effective working environment.

4. The Guardian Service

The Guardian Service Limited (GSL) is an independent and confidential staff liaison service. It was
established in 2013 by the National NHS Patient Champion in response to The Francis Report. The
Guardian Service provides staff with an independent, confidential 24/7 service to raise concerns,
worries or risks in their workplace. It covers patient care and safety, whistleblowing, bullying,
harassment, and work grievances. We work closely with the National Guardian Office (NGO) and
attend the FTSU workshops, regional network meetings and FTSU conferences. The Guardian
Service is advertised throughout NHS North East London as an independent organisation. This
encourages staff to speak up freely and without fear of reprisal.

The Guardian Service Ltd (GSL) was implemented in NHS North East London in January 2023.
Communication and marketing have been achieved by meeting with senior staff members, joining
team meetings, site visits, the Intranet and the distribution of flyers and posters across the
organisation.

5. Access and Independence

Being available and responsive to staff are key factors in the operation of the service. Many staff
members, when speaking to a Guardian, have emphasised that a deciding factor in their decision
to speak up and contacting GSL was that the Guardians are not ICB employees and are external to
the organisation.

6. Categorisation of Calls and Agreed Escalation Timescales
The following timescales have been agreed and form part of the Service Level Agreement.

Call

Description Agreed Escalation Timescales
Type
Includes patient and staff safety, safeguarding, Response required within 12
danger to an individual including self-harm. hours

Response required within 48
hours
General grievances e.g. a change in work Response required within 72
conditions. hours
No organisational response
required

Amber | Includes bullying, harassment, and staff safety.

White No discernible risk to organisation.

L https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-trust-public-
inquiry
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Escalated cases are cases which are referred to an appropriate manager, at the request of the
member of staff, to ensure that appropriate action can be taken. As not all employees want their
manager to know they have contacted the GSL, they either progress the matter themselves or
take no further action. There are circumstances where cases are escalated at a later date by the
Guardian. A staff member may take time to consider options and decide a course of action that
is right for them.

7. Number of concerns raised
26 concerns raised to The Guardian Service in the period between 1 April 2024 to 31 March 2025.

Of the 26 cases:

o No cases related to what is termed a ‘red concern’ (e.g. worker safety, patient
safety/quality)

o 5 cases related to what is termed an ‘amber concern’ (e.g. allegations of bullying,
harassment, inequality and behaviours that have a significant impact on the staff
member’s well-being)

o 21 cases related to a ‘green concern’ (e.g. a concern in relation to a change in work
conditions, behaviours that are a concern but staff member is not reporting a significant
impact on their overall well-being).

Number of concerns raised

N I II -I
Q1 Q2 Q3 Q4

HmRed m Amber ™M Green
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o
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8. Confidentiality

Keep it confidential within Guardian Service remit 2 5 5 5 17
Permission to escalate without names - 2 1 1 4
Permission to escalate with names 1 2 2 - 5
Total 3 9 8 6 26
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The FTSU Guardian stresses to staff that there are limitations to what the organisation can do with
limited information when staff request their concerns are escalated without their name or kept
confidential. The FTSU Guardian explains the benefits of escalating a concern with their name. On
initial contact, staff are informed that instances of safeguarding, staff safety/wellbeing or patient
safety will be reported but the identity of the staff member will remain confidential if requested.

From all concerns raised in this reporting period, most staff asked for their concerns to be kept
confidential and not escalated to the organisation. Staff members ask for their concerns to remain
confidential for a variety of reasons. However, this is usually linked to the need for staff to seek
impartial guidance on the situations they have encountered at work. Much depends on the nature
of the case and how the individual wishes to pursue a resolution. Staff who spoke up on these
terms feel listened to and supported by the Guardian. In most cases, having an impartial person
to speak to who has the time to listen to their concerns without judgement might be enough to
enable the individual to raise the concern themselves internally, for example, with their line
manager directly. In other cases, the opportunity to engage confidentially with the FTSUG
provides staff with some level of comfort and support they need to continue in a perhaps difficult
situation whilst they want to reflect on the resources and options that are available to support
them to resolve their concern.

9. Concerns raised by Directorate

Chief Nursing Officer - - - - -
Chief Strategy and Transformation Officer 1 3
Chief Finance and Performance Officer - 3
1
2

N[
1

Chief People and Culture Officer 2
Chief Medical Officer -
Chief Participation and Place Officer - -
Total 3 9

YIRS
1
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10. Themes
Concerns raised are broken down into the following categories;

Patient and Service User Safety / Quality - - - - -
Management Issue 15
System and Process
Bullying and Harassment - - - -
Discrimination / Inequality - -
Behavioural / Relationship - -
Worker Safety - - - - -
Total 3 9 8 6 26
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Management Issue:

Management issues are the leading themes for concerns raised this year. This theme includes staff
perceptions of their experiences of management including accountability, leadership style,
decision making, consistency when dealing with workplace issues that fall under managerial
control and authority.

System and Processes:
Issues raised under these themes related to recruitment, flexible working, consultation and
restructure and redundancy payments.

11. Outcome of Cases
Concerns without escalation

17 concerns were raised without escalation by the FTSUG and outcomes for these concerns are
more difficult to measure. Usually calls stem from the staff member’s need to talk through a
concern and feel that they are being listened to. Staff members often decide to consider their
options and to voice their concerns directly themselves with the relevant person when they feel
ready to do so. This is a summary of the concerns raised:

o Staff member does not feel sufficiently supported by management after coming back from
sick leave. Staff member felt more confident in addressing this with their line manager
directly after their conversation with the Guardian.

o Member of staff feeling ignored by line manager after coming back from sick leave. Staff
member wanted to explore the various options of raising this through the Freedom to
Speak Up Service but do not want to take this further at this point.

o Staff member did not find the redundancy process transparent with conditions and
timelines not being communicated clearly. They said that they needed to talk this through
with someone who is confidential and impartial.

o Staff member formed part of a panel and believes that recruitment policy was not
followed. They wanted to seek advice on how to take this forward by themselves.

o Staff member feels that restructure has not been managed well specifically in regards to
the voluntary redundancy process.

o Staff member feels that decisions at senior management level are not transparent. They
do not want to take this forward at this point and are waiting to see how the situation
develops.

o Member of staff feels that behaviour of senior manager is affecting the team. Various ways
of raising this internally were explored which the member of staff is considering.

o Member of staff concerned about upcoming formal process and wanted to talk through
their worries.

o Staff member feels that they are being undermined by their colleague and support was
given in terms of addressing this directly with line manager.

o Member of staff says that they have witnessed how colleagues have been discriminated
against and are considering their options to escalate this.

o Staff member feels micromanaged by line manager. They have raised this with
management and wanted to talk through their concern before attending this meeting.
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Member of staff believes that HR policies are not being followed. Wanted to seek support
from the Guardian Service as they had not been able to get in touch with HR.

Member of staff believes that not enough lessons were learnt from previous restructure.
Now with another restructure happening soon, they are concerned that the organisation
is not putting enough emphasis on improving the process. They are working with the
Guardian in finding a way of raising this internally.

Member of staff is experiencing significant communication issues with line manager. They
believe that their communication has broken down and wanted to think about ways of
addressing this in a constructive way.

Concerns with escalation

9 concerns were escalated on staff members’ behalf. The organisation responded within the
agreed timeframe and issued written responses addressing the concerns raised.

O

Staff member feels that specific suggestions to improve service are repeatedly ignored and
therefore feel unvalued and ignored. They asked for their concern to be raised
anonymously to the CEO who was able to address the concerns brought forward.

Staff member questioned how the CEO is following up with staff who raise issues during
their ‘coffee mornings.” Issue was raised anonymously with the CEO who provided
response who was shared with member of staff.

Member of staff feels that senior management is unsupportive. They feel that flexible
working is not being supported and they feel that they are being treated differently to
other colleagues. Staff member asked for their concern to be escalated with their name to
their line manager who provided a response to the issues raised which were reported back
to member of staff.

Staff member feels that their relationship with manager has broken down. They also don’t
feel that the process around their occupational health assessment was dealt with correctly.
Issue was raised with the Head of People Services who addressed all concerns which was
reported back to member of staff.

Staff member concerned about senior managers’ overall behaviour and also how they have
handled the restructure as a whole. Concern was raised with CEO who instructed an
independent investigator to look into the concerns raised.

Member of staff is part of a formal process and is wondering whether HR policies are being
followed in terms of investigating the matter. Concern was raised with HR who looked into
the case and confirmed that policies were being followed.

Members of staff feels that they are being micromanaged by line manager and treated
disrespectfully in their communication as well as in front of other colleagues. This was
raised as a general comment to the Managing Director as staff member wished to escalate
this concern without their name.

Member of staff has been put under an informal performance review and believes this to
relate to the issues they are experiencing with their line manager rather than their
performance.

Member of staff feels that colleagues are being treated disrespectfully and mentioned
inappropriate behaviours relating to discrimination and sexism. The Guardian is working
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with the member of staff and supporting them whilst they are deciding whether they
would like to give more details or come forward.

12. Why do staff use The Guardian Service?

Reason for contacting the Guardian Service

Have raised issue before

Believe they will not be listened to

Fear of reprisal

Impartial support

Guardians are available to support people to speak up when they feel unable to do so by other
routes. They ensure that people who speak up are thanked, that the issues they raise are
responded to and make sure that the person speaking up receives feedback on the actions taken.

The reason for staff contacting The Guardian Service is recorded for all contacts. Barriers to
speaking up relating to fears of job loss and reprisal were prominent as reasons for contacting the
service.

13. Detriment
There has been no reported detriment in this period. The Guardian Service encourages staff to
speak up whilst maintaining that they will not suffer any detriment.

The FTSU Guardian spends a great deal of time with staff members creating a psychologically safe
space for them to be able to share their experiences openly, reassuring them that if they do feel
they have suffered detriment they must report this to the FTSU Guardian immediately. This is part
of the process and gives staff confidence they will continue to be supported.

Detriment is a major concern that is associated with speaking up and has a huge influence on FTSU
culture.
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14. Action taken to improve the Freedom to Speak Up Culture
o The FTSU Guardian listens, coaches and encourages staff to raise their own concerns. Often
just a listening ear is required and ideas on using existing tools, like team meetings and
supervision, can help an individual bring about a resolution.

o The FTSU Guardian supports staff by highlighting the benefit of a facilitated meeting or
mediation, thereby avoiding a formal process. Sometimes helping the individual see the
bigger picture or from another perspective can be beneficial. The FTSU Guardian informs
staff of how they can refer themselves for conflict coaching.

o The FTSU Guardian follow through for staff where issues have been raised to management
with no response.

o Issues pertaining to policies and procedures are often brought to the FTSU Guardian for
clarification. The independent status of the FTSU Guardian, in clarifying points that staff
may not comprehend or want to raise internally, in many instances satisfied the individual
and prevented further escalation.

15. Comments & Recommendations

o Concerns for this period have shown that staff face significant barriers speaking up to their
line managers about concerns they have at work. Whilst issues arising from
communication between managers and staff members are not uncommon, it is important
to recognise the widespread impact they can have on engagement and motivation.

o Equipping managers with the necessary skills to handle complex situations, manage
interpersonal relationships, and engage in difficult conversations with patience and
respect is essential. Strengthening these leadership competencies will contribute to a
positive workplace culture. To support this, the Trust may wish to enhance its existing
leadership development programs, with a particular focus on middle managers, as the
majority of concerns originate at this level. Key areas for upskilling could include
compassionate leadership, effective communication, self-awareness, and fostering
healthy team dynamics.

o Leaders at every level might want to think about the need to role-model the speaking-up
principles. It helps workers feel safe, valued, and confident to speak up and workers are
likely to emulate the values and behaviours they see in their more senior colleagues. It is
important that the organisation is able to ensure that managers, primarily mid-level
managers, receive the support they need to handle speaking-up concerns. This could
include soft skills training on listening, emotional intelligence, improving empathy and self-
awareness which are all behaviours that are crucial in the effective handling of concerns.

o With the impending restructure it might be helpful to consider that the level of anxiety
that such a big uncertainty brings may influence the capacity of staff members to process
all information given in briefings. Managers may consider going through the information
which has been given in all staff meetings in their team meetings, as well as individual
meetings, giving staff repeated opportunities to ask questions in a variety of settings. A
higher HR visibility and HR surgeries where staff member can attend to ask questions
might also be helpful.
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Executive Homelessness has a substantial human and societal cost, impacting
summary people’s health and life outcomes, while also placing significant financial

and operational pressure on health, care, and wider public services.
Underpinned by a wide range of national policy, guidance, evidence and
local experience, the ICB has co-designed a North East London (NEL)
Homeless Health Strategy which seeks to address the dire impact
homelessness has on the health outcomes of the most vulnerable in our
community. The strategy is a call to action to convene the system on the
most important areas of joint focus and provide a strategic framework to
support place and neighbourhood partners to develop plans to address the
needs of this population over the coming five years (2025-2030).

Whilst homelessness is broad and changeable, the strategy adopts a
targeted, strategic commissioning-based approach, prioritising the most
urgent population health needs and opportunities within the Integrated Care
System (ICS), focussing on: people who are rough sleeping, families living
in temporary accommodation and people seeking asylum and refuge. The
ambitions of the strategy will be delivered through five pillars of action:

1. Improve pathways for hospital admission, discharge and ‘step-down’

2. Improve equitable access, increase engagement in and ensure high
quality primary and community care services

3. Develop innovative approaches to deliver proactive, personalised care
and enhance access to mental health, substance misuse, and end-of-life
care and support

4. Strengthen a preventative approach to reduce the risk of poor health
outcomes for families living in temporary accommodation

5. Develop the infrastructure to support people seeking asylum and refuge
to understand, access and be supported by health, care and wider
services.

The pillars are underpinned and supported by three cross cutting themes:
safeguarding, workforce development and data, intelligence and evaluation.

The NEL Homeless Health Strategy - 2025-2030 is presented at Appendix
1. It is supported by NEL Homeless Health Strategy - Case for Change at
Appendix 2, providing a comprehensive narrative of the data and evidence
steering the strategic priorities and areas of focus. Appendix 3 gives detail
on the extensive system engagement undertaken, for information.
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Action /
recommendation

The Board is asked to approve the NEL Homeless Health Strategy as
presented in Appendix 1 and give consideration to implementation and next
steps.

Previous reporting

Steered and endorsed for onward approval by:

¢ |CB Executive Management Team - 10 March 2025
e Population Health and Integration Committee - 02 April 2025

Next steps/ onward
reporting

Following board approval, the strategy will be formally launched, supported
by the establishment of a comprehensive development plan.

Conflicts of
interest

No conflicts of interest have been identified.

Strategic fit

The strategy aligns and delivers against the core ICS aims to:

e To improve outcomes in population health and healthcare
e To tackle inequalities in outcomes, experience and access

Impact on local
people, health
inequalities and
sustainability

The overarching ambition of the strategy is to address inequalities by
improving health and social outcomes for people experiencing
homelessness through integrated health, care and housing pathways and a
focus on the wider determinants of health.

Has an Equalities
Impact
Assessment been
carried out?

Assessment not undertaken as strategy addresses health inequalities for
this population, with a broad definition of homelessness and population
needs presented in the case for change. Focused assessments will be
undertaken as part of business planning and development to deliver the
strategy.

Impact on finance,
performance and
quality

There is no current financial ask of the board. Strategic financial approach
is summarised at 3.1. Outcome and evaluation measures will be developed
as part of the onward development plan for the strategy.

Risks e Population health risks related to not systematically addressing the
health needs of our most socially excluded populations, who have the
worst health outcomes. Risk that health inequalities continue to widen.

e System and financial risks to increasing further system pressures due to
not addressing health inequalities and focussing on prevention.

e Serious incidents of safeguarding risks related to vulnerability of the
population.

e Reputational risk to related to system expectation of agreeing, launching
and moving forward with the NEL Homeless Health Strategy, following
extensive co-design.

1.0 Introduction and context
1.1.  Underpinned by a range of national guidance including the Core20PLUS5 framework,

the inclusion health framework and NICE guidelines for integrating care for people

experiencing homelessness, our system has come together to co-design the North
East London (NEL) Homeless Health Strategy.

1.2.

Evidence is clear that people experiencing homelessness and people described as

being in ‘inclusion health groups’ are socially excluded, experience multiple,
overlapping risk factors for poor health (such as poverty and complex trauma), face
stigma and discrimination and are not consistently accounted for in electronic records.
This results in extremely poor health outcomes, often much worse than the general
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1.3.

1.4.

1.5.

1.6.

2.1

2.2

2.3

population, including extremely high levels of untreated and chronic physical and
mental health conditions and a significantly lower average age of death.

The numbers of people who are homeless in NEL continues to rise, including people
sleeping rough, living in temporary accommodation and seeking refuge and asylum,

The impact of not addressing the health needs of this population places a high cost on
the people experiencing homelessness as well as the wider system and our services.

The proposed Homeless Health Strategy has been steered and endorsed by the ICB’s
executive management team and the Population Health and Integration Committee
(PHIC). The key steer from PHIC and how we’ve recognised this is outlined below:

Ensure homelessness is presented as broad, changeable and people’s needs
are different — addressed in definition and scope of the strategy, with specific
focus on populations through pillars

Establish prevention as a golden thread, alongside use of data and analytics to
drive prevention focus — addressed in strategic opportunities, data cross cutting
theme, forward focus

Person centred, holistic care, provided by multi-disciplinary teams is crucial and
complicated, which should be recognised, attracting and retaining workforce is
difficult — addressed in strategic opportunities, across pillars and in workforce
cross cutting theme

Making sure vital role of the Voluntary, Community, Faith and Social Enterprise
(VCFSE) sector is prominent — addressed in strategic opportunities, co-design
approach and across pillars

Ensuring safeguarding focus is clear and varying by population e.g. women —
addressed in case for change and safeguarding cross cutting theme

Ensure the NEL context is clear, align to wider NEL strategies and programmes
and ensure the opportunities of impact through strategic commissioning and
integrated neighbourhood working are clear — addressed and incorporated
throughout the strategy

The final strategy is now presented to the ICB board at Appendix 1 for approval.

The NEL Homeless Health Strategy — key messages

The NEL Homeless Health Strategy is a call to action to convene the system around
the most important areas of joint focus for the population and provide a strategic
framework to support place and neighbourhood partners to develop plans to address
this populations’ needs over five years (2025-2030).

The ambition of the strategy is to improve health and social outcomes for people
experiencing homelessness through integrated health, care and housing pathways,
with a focus on the wider determinants of health.

We deliver this ambition by working together towards five homeless health pillars:

1.

Improve pathways for hospital admission, discharge and ‘step-down’

2. Improve equitable access, increase engagement in and ensure high quality

primary and community care services

3. Develop innovative approaches to deliver proactive, personalised care and

enhance access to mental health, substance misuse, and end-of-life care and
support
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2.5

2.6

2.7

3.2

3.3

4. Strengthen a preventative approach to reduce the risk of poor health outcomes
for families living in temporary accommodation

5. Develop the infrastructure to support people seeking asylum and refuge to
understand, access and be supported by health, care and wider services

Underpinned and supported by three cross-cutting themes; 1. safeguarding; 2.
workforce development, and 3. data, intelligence and evaluation.

The strategy will influence and be rooted across a full range of strategic
commissioning programmes and priorities, including long-term conditions, primary,
secondary and urgent care, mental health, substance misuse and housing and health
priorities. Work is already underway to enable this to happen. Wider system
commitments, including the anti-racist and people and culture strategies, align with
and strengthen the ambition of this strategy, creating further opportunities to improve
health and social outcomes for people experiencing homelessness at system, place
and neighbourhood levels.

The strategy has been developed through extensive co-design, bringing together a
wide range of stakeholders from health and social care providers and commissioners,
local authority including housing and rough sleeper leads, safeguarding leads, the
VCFSE sector and importantly with people who have lived experience of
homelessness and social exclusion.

Overview of feedback:

e Across the board, partners and stakeholders have supported and endorsed the
strategy,

e There is a clear story of the involvement of people with lived experience,

e The system integration and partnership focus is strong, for example - housing
and health; enacting the strategy through partnership governance and
accountability is key.

e A focus on prevention and cross cutting themes including data and
safeguarding are clear and important.

e There is a need to make the case for change to secure investment.

The strategy aligns with the strategic shifts to community, prevention and strategic
commissioning. The cross-government Inter-Ministerial Group on Homelessness and
Rough Sleeping, with involvement from local MP Rushanara Ali, gives us further
opportunity to achieve lasting change. Homelessness has been described in the Darzi
review of the NHS as a ’'health catastrophe’ (see inequalities section).

Implementing the strategy

Implementing the strategy will require a robust financial approach: building clear
investment cases, evidencing population and system impact, demonstrating return on
investment, securing partnership funding and external grant opportunities.

The increased role of strategic commissioning and integrated neighbourhood working
offer valuable opportunities to implement the strategy at place, while the ICB maintains
a strategic role in measuring impact and ensuring that the call to action is heard and
acted upon.

A development plan that formalises the leadership, governance and oversight will be

drafted and regularly refreshed to align with evolving policy and service-level changes.
It is proposed that:
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3.4

5.2

6.0

7.0

¢ The Population Health and Integration Committee will oversee and be
accountable for the delivery of the strategy

e The strategy will be approved, monitored, and periodically renewed by the ICB
Board

o Leads will be identified for each pillar and cross cutting theme, who may sit in
local government or the NHS.

In publishing the strategy, key technical points of change linked to the ICB transition
can be updated, if needed. The strategy is presented to the board with an initial
design. To launch the strategy, a new or updated design can be adopted and a
foreword added. New design principles can also be applied to the case for change and
any other supporting documents.

Risks and mitigations
Please refer to ‘Risks’ section in above template.

Conclusions

With many areas of focus in the strategy already underway and much best practice
across north east London, we need to be bold as a system to achieve more together
and we are excited to formalise this commitment through the Homeless Health
Strategy.

The Board is asked to:
e Approve the NEL Homeless Health Strategy as presented in appendix 1 and
give consideration to implementation and next steps

Attachments
e Appendix 1 - NEL Homeless Health Strategy 2025-2030
e Appendix 2 - Case for Change
e Appendix 3 - Detail of system engagement

Date of report
30 April 2025
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Introduction

Our vision as an integrated care system (ICS) is to create meaningful improvements in health,
wellbeing and equity for everyone living in north east London (NEL). This means partners across the
neighbourhoods and communities, places and partnerships of NEL working together to tackle
today’s challenges and ensure sustainable services for the future. We are driven by a focus on
prevention, early intervention, reducing health inequalities and supporting the most vulnerable and
excluded people to improve their health outcomes.

Health inequalities, the avoidable, unfair and systematic differences in health outcomes, exist
between NEL and the rest of the country and between our places and communities; reflecting
broader societal inequalities. Underpinned by national guidance such Core20PLUSS5," 2 the national
framework for inclusion health,® as well as NICE guideline for integrating health and care for people
experiencing homelessness,* our system has co-designed the NEL Homeless Health Strategy.

Evidence shows people experiencing homelessness and those in ‘inclusion health groups’® face
social exclusion, multiple overlapping risk factors for poor health (such as poverty and complex
trauma), stigma and discrimination and are not consistently accounted for in electronic records. As
an umbrella term, ‘inclusion health’ describes groups of people who experience multiple health
issues, such as mental and physical ill health and substance dependence issues, combined with
deep barriers to accessing health and care services. This results in extremely poor health outcomes
which are often much worse than the general population, including a significantly lower average age
of death.

The decision to develop the NEL Homeless Health Strategy builds on a strong history of partnership
work and best practice in supporting people experiencing homelessness, intensified during and after
the COVID-19 pandemic, when the need for collaboration was amplified and actioned in many ways.
To strengthen and build this approach, following a robust process of co-design and engagement, we
are proud to present the NEL Homeless Health Strategy 2025-2030.

The strategy is a call to action to convene the system around the most important areas of joint
focus for the population (with a wide definition of homelessness) and provide a strategic
framework to support place and neighbourhood partners to develop plans to address this
population’s needs over five years.

The strategy is presented alongside the ‘North East London Homeless Health Strategy: A Case for
Change’, an extended document providing a comprehensive narrative of the evidence, data and
context steering the strategic priorities and areas of focus in the strategy.
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Executive summary

Our purpose

The NEL Homeless Health Strategy is a call to action to convene the system around the most important
areas of joint focus and improvement for the population (with a wide definition of homelessness) over 5 years.
It provides a strategic framework to support place and neighbourhood partners to develop plans to address
the needs of people experiencing homelessness.

Our ambition

Driven by a range of underpinning evidence, policy and guidance and our extensive co-design process, the
overarching ambition of the NEL Homeless Health Strategy is to:

Improve health and social outcomes for people experiencing homelessness through integrated
health, care and housing pathways and a focus on the wider determinants of health.

Our approach

We will deliver our ambition by working together towards five homeless health pillars and three cross
cutting themes, underpinned by the key strategic opportunities identified.

Our homeless health pillars
The goals of the five homeless health pillars are to:

1. Improve pathways for hospital admission, discharge and ‘step-down’,

2. Improve equitable access, increase engagement in and ensure high quality primary and community
care services,

3. Develop innovative approaches to deliver proactive, personalised care and enhance access to mental
health, substance misuse, and end-of-life care and support,

4. Strengthen a preventative approach to reduce the risk of poor health outcomes for families living in
temporary accommodation,

5. Develop the infrastructure to support people seeking asylum and refuge to understand, access and be
supported by health, care and wider services.

Each homeless health pillar has a defined set of priorities, shaped by evidence and lived experience insights
about the context, issues and solutions that can drive change. The priorities aim to strengthen core provision
(mainstream and specialist services), guide key projects, and create opportunities to test, learn, and scale
impactful, sustainable solutions.

Our cross-cutting themes

Representing key areas of focus across all pillars, our cross-cutting themes both support specific pillar
priorities and address broader issues essential to improving health and social outcomes for people
experiencing homelessness.
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The three cross-cutting themes of the Homeless Health Strategy are:

+ Safeguarding: Ensuring the health, wellbeing and human rights of people experiencing
homelessness are effectively protected through safeguarding

*  Workforce development: Building and supporting a skilled, compassionate workforce, while creating
employment opportunities for people with lived experience.

+ Data, intelligence and evaluation: Using better data, evidence and evaluation to drive change for
people experiencing homelessness and inclusion health groups.

Our key strategic opportunities

The strategy is underpinned, steered and enabled by four key strategic opportunities (see Our opportunities)

» Building our call to action through integration and collaboration across NEL and within places and
neighbourhoods

*  Working with local people and communities

» Greater focus on prevention, early intervention and the wider determinants of health

* Equitable access to core services and specialist support

Transformation, system delivery and financial approach

Importantly, the strategy will not stand alone. It must influence and be embedded across NEL strategic
commissioning programmes and priorities, including long-term conditions, primary, secondary and urgent
care, mental health, substance misuse, and housing and health priorities.

In addition, wider NEL system strategies, such as the Anti-Racist Strategy and the People and Culture
Strategy set shared ambitions that support and strengthen our work, creating further opportunities to improve
health and social outcomes for people experiencing homelessness at system, place and neighbourhood
levels.® 7

Transforming and integrating services to address health inequalities is essential but complex, particularly
under financial pressures. With the cost of inaction increasingly clear, achieving meaningful change demands
balancing limited resources with innovative, sustainable solutions that ensure equitable access to high-quality
care and support for all. Achieving the ambitions of the NEL Homeless Health Strategy will require a robust
financial strategy: building clear investment cases, evidencing population and system impact, demonstrating
return on investment, securing partnership funding and maximising external grant opportunities to drive
lasting change.
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Defining homelessness

Homelessness is not static and takes many forms. Nationally, homelessness is defined widely, recognising
the complexity of people’s lives, that experiences change over time and that homelessness is often hidden or
not in plain sight.® People can experience homelessness in the following ways, all of which can have a
detrimental impact on health:

o Rooflessness — people living without shelter and sleeping rough on the streets.

¢ Houselessness — people who have temporary places to sleep, including people living in local authority
temporary accommodation or in institutions, shelters or provided accommodation, for example people
seeking asylum.

e Living in insecure accommodation — people threatened with severe exclusion due to insecure
tenancies, eviction, domestic violence, or staying with family and friends known as ‘sofa surfing.’

e Living in inadequate housing — people living housing that is in poor condition and disrepair, for
example without electricity, water and heating, or housing that is overcrowded and unsuitable.

Scope of the NEL Homeless Health Strategy

Whilst homelessness is broad and changeable, the strategy takes a targeted strategic commissioning-based
approach to improving health and social outcomes by focusing on the most pressing needs within these
population groups and the opportunities available within the ICS. Guided by national and local evidence,
including insights from those with lived experience, the NEL Homeless Health Strategy focuses on the
following groups:

e People who are rough sleeping - particularly those experiencing prolonged and more complex rough
sleeping

o Families with children living in temporary accommodation
o People seeking asylum and refuge

The strategy considers improving access to primary care a universal need for all people experiencing
homelessness. Furthermore, the focus of the strategy supports the overlapping needs of other inclusion
health groups, including people in contact with the criminal justice system, sex workers, people with drug and
alcohol dependence and Gypsy, Roma and Traveller communities.

The case for change
Population summary and challenges

Homelessness is driven by the cost of living, availability and cost of housing, mental and physical health
problems, job insecurity and the significant increase in people seeking asylum. This section presents a high-
level profile of people experiencing homelessness, their health needs, the challenges faced when accessing
health and care services, as well as a summary of the cost of inaction. Data on homelessness is often limited,
meaning we have drawn on wider sources of evidence. Where local evidence for NEL exists, it is included
throughout the strategy.

o London is the epicentre of the national homelessness crisis. London Councils estimate more
than 175,000 Londoners are homeless and living in temporary accommodation — equivalent to one in
50 residents of the capital.®
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e The number of people sleeping rough in NEL in 23/24 was 2,636 (up 12.5% from 22/23).°

e |tis estimated that 13% of people rough sleeping are women. Women experience homelessness
differently to men; they are more vulnerable to the dangers, less visible and their experiences are
more challenging to understand.

e Disproportionate levels of homelessness are seen in people from ethnic groups'? and it is estimated
that 12% of people experiencing homelessness are autistic'® (compared with around 2% of the
general population).

e People with a history of imprisonment or contact with the criminal justice system' '® are at higher
risk of homelessness and evidence suggests a notable intersection between homelessness and
engagement in sex work, '® 7 particularly among vulnerable populations.

e Romany Gypsy, Roma and Irish Traveller communities are disproportionately affected by
homelessness,® and face life expectancies of ten to 25 years shorter than the general population.'

e The numbers of households living in temporary accommodation in NEL continues to rise (19,195 in
March 24) and 70% of these households have children. 16% of all households living in temporary
accommodation in England are in NEL. 1%

e The number of people seeking asylum is rising nationally and in NEL, with around 7,000 people
seeking asylum living in NEL as of the end of 2024.2° Evidence suggests that over 50% of people
sleeping on the streets are non-UK nationals.?!

o People experiencing homelessness are more likely to experience common health conditions and often
at a higher level of severity than the general population, creating frailty at a much younger age.®?’

o People sleeping rough have a life expectancy of around 45 years and extremely high levels of
untreated and chronic conditions such as TB, hepatitis C, epilepsy or heart disease.*® 8 People
are much more likely to have mental health and substance misuse problems, or a combination of
both. 7

e This population has experienced and experiences high levels of trauma.??

e Access to health and care services is challenging for a range of reasons including — staff
incorrectly requiring ID when people seek to register with a GP, inflexible services lacking capacity
and not designed to meet needs, communication and language barriers, problems navigating
services, digital exclusion, people moving locations frequently, stigma and discrimination.'*

o People experiencing homelessness and wider inclusion health groups are not consistently recorded
in health, care and wider datasets when interacting with services.%® This means the data and
evidence used for service design and evaluation is insufficient and lacking in consistency and quality,
exacerbating the fact that services do not meet their needs.

e Whilst people experiencing homelessness often struggle to access a GP,*° they are much more
likely to attend accident and urgent care, be admitted to hospital, stay longer and be re-admitted in
a short space of time.?

The cost of inaction

Homelessness has a significant human cost, affecting people's health and life outcomes, and homelessness
creates financial pressure on health, care, and wider public services. National guidance shows that, given
these costs, most interventions to address homelessness are likely to be cost-effective or even cost-saving
for public services.*

Data and intelligence show that:

¢ The estimated public sector costs of a person experiencing homelessness is approximately
£40,000 per year in England (based on 2019/20 prices), whilst preventing homelessness for one year
would reduce that cost by £10,000 per person.?*
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o Estimates suggest the NHS spends £4,298 annually on someone who is homeless, four times as
much as the general population who are housed.?®

e Preventing rough sleeping for a year could reduce public spending by over £115 million and if
other forms of homelessness were included, these cost savings would be substantially higher.2

e Prior to the COVID pandemic, health inequalities were estimated to cost the NHS an extra £4.8
billion annually.?” As the pandemic exacerbated health inequalities, it is reasonable to conclude that
the cost of inequalities to the NHS had increased.

e In 2023, delays to discharge from hospital cost the NHS £1.89bn.?® People experiencing
homelessness are more likely to be admitted and face complex discharges, and data from specialist
homeless hospital teams in NEL shows that targeted interventions can reduce hospital attendance,
admissions, delays, and discharges to the street.

Our opportunities

Amid these challenges, there are significant opportunities to work together within and beyond NEL ICS to
address the health inequalities people experiencing homeless face and create meaningful improvements in
health, wellbeing and equity. These opportunities align with a national?® and local focus®® on reducing health
inequalities, improving outcomes for inclusion health groups, preventing ill-health and a shift to doing more in
neighbourhoods and communities, driven through strategic commissioning. We are encouraged by recent
strengthened cross-government commitments to end homelessness, alongside investment to tackle its root
causes®' and new regional focus.*? Evidence, guidance and national positioning show the need to achieve
sustainable and lasting change by using a range of opportunities to do things differently and better.3

Key strategic opportunities

Building our call to action through integration and collaboration across NEL and within places and
neighbourhoods.

e Through co-designing the strategy, we continue to strengthen the knowledge, momentum and
commitment that through taking a population health approach and addressing health inequalities
together, we can make a systematic difference for people experiencing homelessness.

¢ We will strengthen integration across health, care, local authorities, policing and the voluntary,
community, faith and social enterprise (VCFSE) sector, creating trust and a shared focus on what
matters to people, addressing needs holistically and sharing resources to reduce the long-term impact
of homelessness.

¢ Visible leadership across partners, neighbourhoods and services is critical to advocate for inclusion
health at every level and drive action from the top. Integrated neighbourhood working offers new
opportunities to better support those with the most complex needs with the communities.*

Working with local people and communities

o We will work with people with lived experience of homelessness to understand needs, co-create
solutions, and shift power towards those most affected, through strong partnerships with VCFSE
organisations.

e Experts by experience will help design, deliver and evaluate projects and services, building
opportunities for influence, skill development and work experience, and opportunities to support other
people experiencing homelessness.? *
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Greater focus on prevention, early intervention and the wider determinants of health

¢ We will drive a stronger, evidence-led focus on preventing ill-health and intervening earlier for people
at risk of homelessness, addressing trauma, mental health needs, and barriers to accessing care and
support.3®

e Tackling wider structural drivers such as housing insecurity, economic vulnerability, and involvement
with the criminal justice system, will be essential to achieving lasting change.

e As NHS priorities shift towards digital innovation, there are opportunities to address the digital
exclusion people experiencing homelessness face, ensuring digital access becomes a tool for
inclusion, not a further barrier.3” 38

Equitable access to core services and specialist support

o There is need to both improve equitable access to mainstream services and invest in consistently
funded specialist support; preventing people experiencing homelessness from falling through the
gaps.* 69

e This means investing more in sustainable specialist services and interventions that evidence
improved population and system outcomes. Specialist services should be person-centred, trauma-
informed, multi-disciplinary and flexible; delivered by consistent staff and shaped by people with lived
experience of homelessness.

¢ Transforming access to mainstream services such as primary care is fundamental, for example,
normalising access to GP services to manage people’s health and reduce reliance on secondary care.

e Integration is crucial, ensuring a ‘no wrong door’ approach; every contact with a service should be an
opportunity to engage people and connect them to wider support.® 4 ¢ Neighbourhood working and
co-location of teams is vital for health equity, delivering accessible, holistic and cohesive services in
shared places.*°
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Co-designing the strategy

The NEL Homeless Health Strategy has been co-designed with stakeholders across health, care, community,
local authority, VCFSE, and people with lived experience of homelessness. This inclusive, evidence-led
approach ensures the strategy meets the needs of people experiencing homelessness in north east London,
while aligning with ICS goals and national priorities.

e The NEL Homeless Health Strategic Reference Group, established during the COVID-19
pandemic, drives joint working on homeless health, shares best practice, and initiated the call for a
strategy, which it will now oversee.

e In May 2024, we hosted the NEL Homeless Health Symposium, bringing together over 100 system
colleagues and people with lived experience to build the case for system-wide action and formally
launch strategy engagement.

¢ Following the symposium, the strategy was co-designed through five Pillar Working Groups, each
focused on a strategic pillar. Guided by a lead and a facilitated structure, groups (consisting of 12—-26
colleagues, including sector representatives and people with lived experience) met three times to
shape strategic priorities, timelines, and outcome measures using data and evidence.

¢ Alongside the pillar groups, we engaged widely across the system, presenting the strategy at over
30 NHS, place-based and sector meetings and forums.

e The voice of people with lived experience was embedded throughout the design process.
Groundswell and Cardboard Citizens first helped frame the strategic pillars, contributed creatively at
the Symposium, and later worked with us to review and validate priorities. People’s lived experience
also shapes current delivery, for example we partnered with the Magpie Project to undertake
procurement.

The strategy has been positively received and supported across the system, making it the first ICS Homeless
Health Strategy in the country. Co-designed with the system and individuals with lived experience, it
represents an evidence-led, committed and evolving effort to address the health needs of the homeless
population in north east London through continuous collaboration.
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Pillar 1 — Improve pathways for hospital admission, discharge and
‘step-down’

‘Your discharge summary goes in the bag along with your other belongings. Not once was the discharge
summary read out to me, it was taken for granted that | understood all of the medical terms. One discharge
summary literally said "discharged back to streets.”

Centre for Homelessness Impact, 2020.4!

Nationally, people experiencing homelessness are six times more likely to attend A&E, three times more
likely to be admitted, and stay in hospital three times as long.*? They are more likely to have unscheduled
care that costs eight times more than the general population, have the poorest experiences of health services
and are often discharged to the streets.*® 44

A sub-set of data for NEL inner boroughs” shows 22,000 A&E attendances in 2023, with 50% of people
attending more than once. Where recorded, attendances are often linked to alcohol, substance misuse, and
mental health needs, though many leave before being seen or go undiagnosed. Notably, 35% of people
reattend within seven days. Emergency admissions show a similar trend: 2,162 people were admitted in
2023, often repeatedly, for complex, chronic conditions such as substance misuse, chest pain, COPD, and
serious mental illness. Nearly 20% were readmitted within 30 days.*®

People often stay in hospital longer than needed due to the complexity of their ongoing needs, including lack
of accommodation, ongoing care or access to benefits.*® Coming into and being discharged from hospital
should be an opportunity to assess and support people holistically through multidisciplinary teams, including
housing and healthcare professionals, working together to address and prevent homelessness, reduce harm
and the system impact of repeat admissions.*” 48 49 50 51 52 53 54

When leaving hospital, ‘step-down’ community-based intermediate care can offer short-term accommodation
and support, aiding recovery and access to services, while reducing discharges to the streets, hospital use
and associated costs of acute services®®

Some NEL boroughs have specialist teams supporting people in hospital and post-discharge in the
community, showing positive results in reducing hospital use and improving outcomes.® °” However, there’s
no consistent approach across NEL to identify, record, or support people experiencing homelessness in
hospital. Often, homelessness is only identified at discharge, hindering people’s complicated needs and
prolonging stays. Hospitals are not suitable places for major life decisions. Through the development of
specialist multi-disciplinary teams, discharge support, and step-down options, we aim to support more people
in the community. Working with partners across NEL — hospital leads, discharge planners, and local
authorities — and informed by national guidelines and legal duties, we’ve identified key priorities to improve
hospital admission, discharge, and step-down pathways for people experiencing homelessness, aiming to
prevent readmission and worsening health. We will:

e Work with key partners to create and implement guidelines and principles for hospital admission
and discharge in NEL for people experiencing homelessness,

o Develop a NEL discharge model to support people to leave hospital when they are well enough
but still need care (discharge to assess),

o Develop a bed model to enable people to leave hospital and access accommodation where they
can receive ongoing care and rehabilitation (step-down care),

e Promote and embed the use of health record systems and templates that capture information
about people experiencing homelessness and wider inclusion health groups (shared with Pillar 2).

"...it's easier to find A&E and for a lot of people, it's a warm place to stay.’
Groundswell Peers steering the NEL Homeless Health Strategy, 2025

" Hackney, Newham and Tower Hamlets
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Pillar 2 - Improve equitable access, increase engagement in and ensure high
quality primary and community care services

Whilst pillar one illustrates the high use of acute and emergency hospital services by people experiencing
homelessness, the reverse is often true for preventative primary and community care, leading to untreated
health needs that escalate in severity. General practice plays a critical role in enabling access to wider health
and care services, including mental health support and long-term condition management. Yet people
experiencing homelessness and other inclusion health groups face significant barriers accessing these
essential services, painting a complicated picture of inequality.%®

Despite NHS guidelines on universal access,*® GPs often refuse to register people experiencing
homelessness;® ¢! citing lack of ID, address, or immigration status, barriers many people in inclusion health
groups cannot overcome.®? 83 Wider barriers include long wait times, inflexible systems, communication
challenges and digital exclusion.®* Stigma and discrimination foster mistrust and deter engagement and
people seeing asylum or refuge face increased personal and structural barriers accessing and benefiting from
healthcare, including general practice.

A NEL study found even with knowledge of registrations requirements, some practices were reluctant to
register patients without documentation, influenced by moral judgements or perceptions of burden.® The
Doctors of the World Safe Surgeries programme supports general practice to address barriers and promote
inclusive access, with NEL places already implementing the model.®® Underpinning these challenges is a lack
of consistent data and understanding of the population, driven by poor data capture, analysis and sharing.®”

Whilst mainstream services should support people, the barriers faced mean specialised, person-centred,
multi-disciplinary services, that go to where people are (outreach), can meet their needs more holistically.®® ©°
7071 Our engagement with Groundwell and Cardboard Citizens highlighted the importance of support for
basic needs including clothing, personal care, wound treatment and foot health. A NEL pilot has shown how
community-based services can reduce rates of preventable diseases.”? Growing evidence supports the
effectiveness of specialist primary care for people experiencing homelessness, emphasising the role of
outreach,” flexible models, and trust built through consistent staffing.” > However, dental and mental health
needs often remain unmet.”® 77 78

Drawing on our key strategic opportunities, Pillar 2 presents the clear case improving access to universal,
mainstream primary care’® alongside delivering specialist and community-based care where population
needs require it; seeking to prevent poor health outcomes and reduce reliance on urgent and hospital
services. Across NEL, a range of specialist and outreach services currently support people experiencing
homelessness, with the need to more comprehensively understand population needs, the impact of current
services and opportunities for new best practice. To improve equitable access, increase engagement in and
ensure high quality primary and community care services, with a focus on mainstream and specialist
services, we will:

o Design, agree and implement a NEL model for primary care services for people experiencing
homelessness,

e Support every general practice in NEL to join the Safe Surgeries programme, removing registration
barriers and creating equitable access to mainstream primary care,

¢ Define and develop principles for ‘outreach’ services that support people experiencing
homelessness where they are, and commission these services across NEL,

e Promote and embed the use of health record systems and templates to capture information about
people experiencing homelessness and wider inclusion health groups (shared with Pillar 1).

‘You are homeless, you don’t have proof of address, its hard to get a GP. So when you come to [specialist
homeless GP] they must work with you, they count you as a human.’
Groundswell focus group participant — Healthy London Partnership, 2019
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Pillar 3 — Develop innovative approaches to deliver proactive, personalised care
and enhance access to mental health, substance misuse and end of life care
and support

People experiencing homelessness, particularly in the form of rough sleeping, are likely to have high levels of
physical and mental health issues, at higher level of severity than the general population.®° This creates
vulnerability, ill health and frailty at a much younger age;®' & 8 meaning people die younger,?* and live in
poor health at a much earlier age than the rest of the population.® This pillar aims to tackle these issues
through two core themes: proactive and personalised care, and integrated support for mental health,
substance misuse, and end-of-life care; offering a range of new approaches to address some of the most
complex and systemic issues of multiple deprivation and homelessness.

Proactive care, traditionally used to support older populations, can be adapted to support the impact of
homelessness® using multidisciplinary planning,®” care coordination, and integrated neighbourhood teams to
manage premature frailty. There is a clear need for more research and application of tailored proactive care
models to improve outcomes. Personalisation empowers people with choice and control through approaches
such as social prescribing, personalised budgets, and care planning.®® & Personalisation has been shown to
improve health and wider outcomes for people experiencing multiple disadvantage, focusing support on what
matters most to them.3? %0 91 92 93 NE|_ projects (such as the T1000 Personal Health Budgets project) have
evidenced how personalised support and budgets can address not just health needs but also support with
housing, daily essentials, and wellbeing.® Tools like the Universal Care Plan can®® ensure individuals'
preferences guide care across all stages, including end of life.%

‘This is the best | have felt in over five years and | am so thankful for all the help. | feel much more hopeful
and human since being helped by the project and | can start to see a future for myself as a chef again.’
NEL T1000 Personal Health Budget Pilot, mid-point evaluation, January 2025

Homelessness is often a consequence of and results in ongoing trauma, having a major impact on mental
health and increasing vulnerability to and the misuse of alcohol and drugs.®” & This second theme addresses
the treatment gap in mental health and substance misuse services, exacerbated by fragmented systems and
restrictive access criteria.3® 98 99 100 101 102 103 The majority of people experiencing homelessness face barriers
accessing mental health services and over half report difficulties accessing drug and alcohol services. '
National and regional reforms, including the forthcoming co-occurring conditions action plan and London’s
mental health strategy offer timely opportunities to improve integration, focusing on inequalities in access and
outcomes for the most underserved populations.

‘...many people have alcohol, drugs and also mental health problems. They are often told that they have to
deal with the alcohol or whatever first, but it doesn’t work for people, so treating people for both conditions at
the same time, would make a lot of difference...’

Groundswell Peer steering the NEL Homeless Health Strategy, 2025

End-of-life care remains a critical yet neglected area.®® End of life is not often recognised and many people
die in unsuitable environments, impacted by stigma and a lack of specialist support.'% With less involvement
from family and friends, people’s wishes for care and practical arrangements are rarely known or

met.'% There’s an urgent need for compassionate, person-centred services that recognise the unique needs
of this group and enable planned, dignified care. Peer involvement and specialist outreach must underpin this
approach.?

‘...some of the things that really bother me are “will | get the right kind of funeral, will they play the songs |
want at my funeral, will the people | know be informed that | am dead?”
Groundswell Peer steering the NEL Homeless Health Strategy, 2025
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This pillar focuses on new approaches and critical developments aimed at tackling the complex, systemic
issues of multiple deprivation and homelessness that lead to frailty and premature death, particularly among
those sleeping rough. Achieving meaningful change will require collaboration across a wide range of
partners, each committed to acting.

In NEL, current proactive and personalised care projects provide valuable evidence and momentum. At the
same time, national and regional developments in mental health and substance misuse services present
important opportunities to close treatment gaps. In end-of-life care, we will build on existing expertise and
practice to support people differently at this most vulnerable stage. Through this pillar of the strategy, we will:

Identify and understand where personalised and proactive care can provide greatest potential
impact on health and system outcomes, learning from approaches within and beyond NEL and
building evidence of what works,

Develop a NEL personalised care and support planning template that embeds co-ordinated,
multi-professional interventions to address the person’s range of needs including end of life care,
Strengthen collaboration between mental health and drug and alcohol treatment services to
deliver high quality personalised treatment and better outcomes for people with co-occurring
substance use and mental health conditions,

Develop a consistent approach to providing end of life care across NEL that takes learning from
current provision.

NEL Homeless Health Strategy
2025 - 2030

95




Pillar 4 - Strengthen a preventative approach to reduce the risk of poor health
outcomes for families living in temporary accommodation

Temporary accommodation (TA) refers to short-term housing provided by local authorities for people
experiencing or at immediate risk of homelessness.'”” Doubling nationally since 2011, the number of
households living in TA in NEL in 2023/34 was 19,1195, nearly 16% of all TA households in England.'® 70%
of those households have children; approximately 1 in 17 children in NEL live in TA. While TA is intended as
a short-term solution, many live in TA for extended periods, sometimes years.'® In the last decade nationally,
the number of households being located outside their home borough has increased by more than 100%,
making supporting these households challenging.'°

The relationship between living in TA and poor health and social outcomes is becoming clearer.' Living
conditions including overcrowding and a lack of basic facilities often exacerbate and impact the physical and
mental health of adults and children,? 13 14 111 preventing children from receiving the ‘best start in life’ and
hindering development.1t5 Families are often relocated outside their local areas, leaving social networks,
communities, workplaces and schools.'? "6 Lived experience insights from the NEL based Magpie Project'"’
shows frequent moves have an impact on children with special educational needs and disabilities (SEND)
and acutely, TA can increase the risk of sudden infant death syndrome (SIDS) due to difficulty creating safe
sleeping spaces.'®

As with other forms of homelessness, people living in TA struggle to access primary care, often due to
relocation and turn to emergency services more often." 113 119 Housing is a well-established determinant of
health'? and equipping organisations and front line workers with tools for holistic support can clarify roles,
improve continuity of care and reduce the cycle of homelessness.”" 12! 122 123 Best practice shows the value of
a consistent point of contact, psychologically informed approaches, and minimum standards for children in
TA, alongside support with benefits, relocation and legal advice. This is especially vital for people with
disabilities, neurodivergence, complex mental health needs, or people who do not speak English as their first
language.'" 124 121 Debt is both a cause and consequence of homelessness, often worsening in TA,
especially for women who may borrow to meet basic needs. Rent arrears are a leading trigger of family
homelessness and a barrier to social housing. Lasting financial strain makes access to debt and benefits
advice critical to prevention and recovery.?° 126

‘I have moved twice in the past 3 months, | don’t know where the letters are going...’
‘I was afraid they would judge my babies lack of warm clothes...’
1 didn’t want to tell the professional that | didn’t understand what they were telling me...’
Experiences of women with children, The Magpie Project """

This pillar focuses on families in TA, reflecting the growth of this population in NEL and the emerging
evidence base. A family is defined as one or more parents or carers (including grandparents) living with
children aged 18 or under. Less is known about the health needs of single adults living in TA, presenting a
future system area of focus. This pillar was shaped by colleagues from health, housing, public health, and the
VCFSE sector. Drawing on our strategic opportunities, in particular building a call to action through system
collaboration, early intervention and prevention, and tackling wider determinants of health, we aim to
strengthen a preventative approach to reduce the risk of poor health outcomes for families living in temporary
accommodation. We will:

o Develop NEL best practice guidance on what holistic health and wellbeing support looks like
for families living in TA,

o Explore and test the use of a NEL system to inform and notify local services about new
homeless situations for families, including a focus on health and wellbeing, to prevent further
inequalities,

e Identify and implement ways to include benefit and debt advice in women’s health services to
prevent homelessness,

e Continue to strengthen partnership working to understand and support the health and wellbeing
needs of people living in TA.
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Pillar 5 — Develop the infrastructure to support people seeking asylum and
refuge to understand, access and be supported by health, care and wider
services

‘We kind of exist below the healthcare system here. | have no idea what's going on and when
I'm going to know something. So, | don't know if the UK system is good or bad, but | know it's so
complicated.’
Qualitative Health Needs Assessment: Exploring the health and healthcare experiences of asylum seekers living in
London hotels, London Borough of Newham, 2023

In 2024, approximately 123 million people globally were forcibly displaced due to persecution, conflict,
violence, and human rights violations; 40% were children, with numbers continuing to rise.'?” Around 7,000
people seeking asylum were living in NEL in 2024, with the highest numbers of people in Newham, Tower
Hamlets, and Redbridge; Newham ranking highest in London.'?® While awaiting an asylum decision, people
are unable to work, claim benefits and have limited access to public services, relying on Home Office-
provided accommodation and a subsistence allowance.'?® People granted refugee status are often at risk of
homelessness and destitution; having low or no income, a lack of knowledge of rights and difficulty accessing
housing services. ' 3" The short window for moving on from asylum accommodation often leads to

homelessness, increasing vulnerability to exploitation, modern slavery, and worsening health outcomes.'
132

People seeking sanctuary often have complex health and wellbeing needs linked to experiences in their
home countries, during their journeys, and after arrival. These include untreated communicable diseases,
long-term conditions, trauma-related mental health issues, social isolation, and safeguarding concerns.33 134
135 Access to healthcare, education, employment, housing, and security are fundamental to thriving in the UK,
but systemic barriers often prevent social connection, service access, and sustained wellbeing.'® 3" NEL
research evidenced how important health is for people seeking asylum; a core asset to building a new life.'3®

Whilst people seeking asylum and granted refugee status are entitled to health services without charge,'3° 40
the policies are complicated, vary based on people’s status and are poorly understood; meaning people are
often refused care, are asked to pay upfront or avoid using because of fear of being charged or detained. ™’
42 The ‘no recourse to public funds’ (NRPF) condition imposed on people with temporary immigration
status'? can put people who can be discharged from hospital but require further support, at risk of
homelessness, with access to social, welfare and legal advice reducing the risk of homelessness and
pressure on services. 4’ 144 145 146

‘Someone with a complex condition which hasn’t been monitored for several years, I'd normally refer to the
specialty team, but then they might get charged. These are the patients | go to bed thinking about.’
Dr Lucy Langford, Newham GP 147

Pillar 5 has been shaped by a longstanding NEL partnership of local authorities, health, and the VCFSE
sector, working to support people seeking asylum and refuge. This population’s complex needs and the
persistent barriers they face means tackling these inequalities must be a priority across all pillars and cross-
cutting themes of the strategy. As experts and service leaders, the NEL partnership will continue to guide this
work and lead key priorities and projects to build the infrastructure that enables people seeking asylum and
refuge to understand, access, and be supported by health, care, and wider services. We will:

e Work to become an ‘ICS of Sanctuary’ through the City of Sanctuary award.

e Build an understanding of the population, their health and wellbeing needs, and gather evidence
to design, deliver and evaluate projects and services.

o Develop and implement a NEL approach to provide social, welfare and legal advice to support
people to be safely discharged from hospital, including those with no recourse to public funds.

o Establish and pilot interventions to support refugees into employment, volunteering and learning
opportunities.

e Continue to strengthen how people and partners in NEL work together to support and improve
outcomes for people seeking asylum and refuge.
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Cross-cutting themes

The three homeless health cross-cutting themes are fundamental areas of focus required across each of the
five pillars, as well as being important areas of focus in their own right to support and enable improved health
and social outcomes for people experiencing homelessness.

Safeguarding

Safeguarding health, wellbeing and human rights is essential to high-quality care and a shared responsibility.
People experiencing homelessness face increased risks of harm, exploitation, and neglect, exacerbated by
trauma, complex health needs, and barriers to support. As such, safeguarding is a core theme of the NEL
homeless health strategy, embedded across its pillars to prevent harm and improve lives. Our broad
definition of homelessness highlights the importance of safeguarding adults and children, including a focus on
women who are rough sleeping, families facing domestic violence, vulnerable migrant households, and
unaccompanied asylum-seeking children. 48 149

Safeguarding for people experiencing homelessness is an area of development.'®® Safeguarding adult
boards (SABs) have been guided to adopt a more strategic approach by appointing leads for homelessness
and establishing shared governance, in line with best practice.'! '%2 Analysis of safeguarding adult reviews
raise concerns about homelessness being seen as a lifestyle choice and shortcomings in understanding lived
experience.'®® Work with the Groundswell London Participation Network'>* revealed people with lived
experience of homelessness often feel disempowered by safeguarding; seen as a risk rather than being
vulnerable to risks. Conflicting organisational approaches further confuse individuals, especially around legal
rights and recourse.

Across all pillars of the NEL strategy, from hospital discharge to end-of-life care, and in targeted support for
specific populations, safeguarding is essential. To strengthen our approach, through this cross-cutting theme
we will:

e Strengthen the strategic focus on all forms of homelessness in safeguarding by working with
partners through the Safeguarding Adults Boards and beyond, committing to new areas of
development and practice,

e Bring together people working on safeguarding and homelessness to develop knowledge,
relationships and practice, strengthening collaboration and collective focus on the population,

e Capture what’s happening across the NEL system to see where best practice could be spread and
improvements achieved.

Workforce development

Workforce development is a NEL ICS priority and a key principle in the national inclusion health framework,?
1% steering the importance of; developing workforce structures to deliver integrated health and care,
developing skills to reduce health inequalities, improving wellbeing and retention and creating local
employment opportunities3® 156 157

As set out in our key strategic opportunities, supporting people experiencing homelessness requires core
services to become more inclusive, accessible and prevention focused, and specialist services to be
sustainably funded and staffed, improving retention and the vital consistency needed in staff and services.* 8
69 138 159 160 161G¢taff training around health inequalities, inclusion health and homelessness is crucial, must be
tailored to service type and include knowledge of population needs, care entitlements, safeguarding, trauma,
and digital inclusion.® 4 161 162 163 Gjyen the emotional demands of supporting excluded populations, and the
added risk of burnout under service pressures or among staff with lived experience, reflective practice and
peer support are vital,160 164 165 166
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Creating employment and development opportunities for people with lived experience of homelessness
brings mutual benefits. For organisations, it fosters deeper understanding, trust, and more relevant services.
For individuals, it can provide income, stability, and personal growth, while tackling stigma and exclusion.'®”
168 169 \We will enable workforce development across our homeless health pillars and utilise our system
workforce strategies and priorities, along with wider evidence and best practice to:

¢ Increase the knowledge, understanding and system leadership of the value and impact of
consistently funded, high quality, specialist services to support people experiencing
homelessness, making the case for strategic investment,

e Scope and establish a learning and development programme that will equip people in
mainstream and specialist services with the knowledge and skills to reduce health inequalities and
improve outcomes for people in inclusion health groups, building on what exists or is being
established, such as learning around trauma informed care,

e Work with colleagues across NEL to scope and implement interventions to support staff
wellbeing; based on evidence of what works and what people say would be impactful,

e Work with system partners to create opportunities into employment and career development for
people with experience of or who are at risk of homelessness.

Data intelligence and evaluation

Data and intelligence around people experiencing homelessness and wider inclusion health groups is often
limited, incomplete and doesn’t articulate the full extent of people’s needs and experiences; people are often
‘invisible’ or under-represented in health data.'”® Barriers to accessing care, including being refused GP
registration, digital exclusion, stigma, and mistrust, contribute to gaps in data. Many people also hesitate to
share personal information due to fear of discrimination, further impacting data quality.'”" 172 173 174

Inconsistent recording and classification of homelessness and housing status across systems adds to the
problem, especially for people experiencing hidden homelessness or insecure housing. Data is often siloed,
limiting visibility even for individuals who are in contact with services. Current analysis methods, which rely
heavily on postcodes or protected characteristics,'”® often fail to capture the needs of people facing the
greatest health inequalities.'® '7* A proposed solution to this issue is a better system for recording housing
status as a proxy for identifying people in inclusion health groups.'”®

Importantly, understanding what matters to people and what works must be captured in a range of ways,
beyond quantitative data. This requires collaborating with people who have lived experience of homelessness
(see ‘our opportunities’) and using creative, broad evidence collection—employing qualitative research,
varied evaluation approaches, and engaging tools to share insights effectively.®  High quality data,
intelligence, and evaluation are vital to understanding population needs to prevent and address health
inequalities. By improving data collection, sharing, and analysis we can identify those most at risk, including
those not accessing services, and provide more targeted, evidenced-based interventions in alignment with
our NEL ICS Joint Forward Plan.3°
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Through this cross-cutting theme we will:

e Collaborate with partners to develop an inclusion health needs assessment that encompasses the
broad definition of homelessness to build understanding of the health needs of the inclusion health
population in NEL,

e Embed a unified definition of inclusion health across NEL and implement standardised coding
practices in both primary and secondary care settings to enhance data capture, quality, and
comparability,

e Improve data sharing between sectors and organisations to enable holistic, personalised and
joined up care planning through the Universal Care Plan, a pan-London digital care plan that puts the
patient at the centre of their care, ensuring their wishes and preferences are always considered by
health professionals caring for them,

¢ |dentify key outcome measures to determine which metrics are most relevant to understand and
measure the impact of interventions, informing strategic action,

o Develop and support the use of a range of research and evaluation methods to evidence population
needs and the impact of services.
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Remaining meaningful and areas of developing focus

Over the next five years, the strategy will evolve with national and local developments to stay meaningful,
dynamic, and aligned with changing priorities and community needs. While its ambitions are broad and
demand sustained focus, emerging risks and opportunities will also require attention, including:

e The impact climate change has on the most vulnerable populations.'”” 178 17° People who are rough
sleeping are exposed not only to severe winter weather but also increasingly hotter summers,
particularly in urbanised areas such as London; impacting their health and increasing the risk of
hospitalisation. '8 181

o ICSs are in a key position to deliver this strategy by further strengthening collaboration between
health, care, and housing, particularly with a focus on the most excluded populations.' We are
proud that housing and health partnerships are recognised explicitly in pillar four and beyond the ICS,
we will work with wider partners, including the police and criminal justice system, to better align
and meet the needs of people experiencing homelessness.

¢ The strengthening of prevention and population health in the ICS through strategic
commissioning; doing more to address the underlying causes of homelessness and supporting people
at risk of homelessness. In Barking and Dagenham, partners are piloting a predictive analytics tool
that links disconnected datasets to spot early warning signs of homelessness, such as missed utility
payments or health issues, using this intelligence to trigger wraparound support before crisis hits. Set
for rollout in 2025/26, the pilot will be evaluated to determine its potential for scaling up across the
ICS.

Conclusion and next steps

Due to the cumulative impact of austerity, cost-of-living increases, and the national housing crisis, more
people in NEL are facing the insecurity of becoming homeless. The impact of this on individuals and our
wider system is profound and this strategy sets out how as the NHS, we are working strategically with our
partners to achieve change to ensure people are supported at their most vulnerable time.

As this strategy is being published at a time of transition for Integrated Care Boards (ICBs), the role of
strategic commissioning becomes more prominent and there is an increased emphasis on neighbourhood-
level working. This presents valuable opportunities to implement the strategy at Place, while the ICB
maintains a strategic role in measuring impact and ensuring that the call to action is heard and acted upon.
The strategy will be approved, monitored, and periodically renewed by the ICB Board. A development plan
will underpin its delivery and will be regularly refreshed to align with evolving policy and service-level
changes. With many areas of focus in the strategy already underway and much best practice across NEL,
we need to be bold as a system to achieve more together and we are excited to formalise this commitment
through the NEL Homeless Health Strategy.

Contact us

To find out more about the NEL Homeless Health Strategy, contact the NEL Integrated Care Board, Health
Inequalities Team - Ellie Hobart (ellie.hobart@nhs.net), Nicola Weaver (n.weaver@nhs.net) and Melody
Dhinda-Rees (melody.dhinda-rees@nhs.net).
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Introduction

This Case for Change sets out a comprehensive narrative of the evidence, data and insights that
underpin and steer the North East London Homeless Health Strategy 2025-2030. It expands on the
summary strategy document, offering a detailed view of the context, challenges, and opportunities
that shape our shared vision, approach and priorities.

Our vision as an integrated care system (ICS) is to create meaningful improvements in health, wellbeing and
equity for everyone living in north east London (NEL). This means partners across the neighbourhoods and
communities, places and partnerships of NEL working together to tackle today’s challenges and ensure
sustainable services for the future. We are driven by a focus on prevention, early intervention, reducing
health inequalities and supporting the most vulnerable and excluded people to improve their health
outcomes.

Health inequalities, the avoidable, unfair and systematic differences in health outcomes,’ exist between NEL
and the rest of the country and between our places and communities; reflecting personal and social
inequalities in society at large. Inequalities in health are the result of differences in the social and economic
conditions and structures in which people are born, grow, live and age. People facing exclusion often
experience the largest barriers to accessing care, including not feeling heard, not knowing how to access
services and experiencing discrimination.? The wider determinants of education, income and housing, greatly
affect and influence the health outcomes of our population. Everyone in our system has a role to play in
reducing health inequalities; creating health equity should be embedded across programmes and services
within communities and across NEL.

Underpinned by national guidance such Core20PLUS5,? # the national framework for inclusion health,® as
well as NICE guideline for integrating health and care for people experiencing homelessness,® our system
has co-designed the NEL Homeless Health Strategy. The evidence is clear that people experiencing
homelessness and people who are described as being in an ‘inclusion health group’’ are socially excluded,
experience multiple, overlapping risk factors for poor health (such as poverty, violence and complex trauma),
face stigma and discrimination, and are not consistently accounted for in electronic records (such as
healthcare databases). As an umbrella term, ‘inclusion health’ describes groups of people who frequently
suffer from multiple health issues, such as mental and physical ill health and substance dependence issues,
coupled with deep barriers to accessing health and care services. This results in extremely poor health
outcomes which are often much worse than the general population, including a lower average age of death.

The decision to develop and agree our NEL Homeless Health Strategy is born from a strong history of
working in partnership to support people experiencing homelessness, strengthened through the Covid-19
pandemic, when people were supported into accommodation and to receive vaccinations. With the pandemic
exacerbating already wide health inequalities,® the need for the system to work together differently to address
the extremely poor health and social outcomes for people experiencing homelessness was amplified and
actioned in a many different ways. To strengthen and build on this approach, following a robust process of
partnership co-design and engagement, we are proud to present, the NEL Homeless Health Strategy 2025-
2030.

The strategy is a call to action to convene the system around the most important areas of joint focus for
the population (with a wide definition of homelessness) and provide a strategic framework to support
place and neighbourhood partners to develop plans to address this population’s needs over five years.
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Executive Summary

Our purpose

The NEL Homeless Health Strategy is a call to action to convene the system around the most important
areas of joint focus and improvement for the population (with a wide definition of homelessness) over 5 years.
It provides a strategic framework to support place and neighbourhood partners to develop plans to address
the needs of people experiencing homelessness.

Our ambition

Driven by a range of underpinning evidence, policy and guidance and our extensive co-design process, the
overarching ambition of the NEL Homeless Health Strategy is to:

Improve health and social outcomes for people experiencing homelessness through integrated
health, care and housing pathways and a focus on the wider determinants of health.

Our approach

We will deliver our ambition by working together towards five homeless health pillars and three cross
cutting themes, underpinned by the key strategic opportunities identified.

Our homeless health pillars
The goals of the five homeless health pillars are to:

1. Improve pathways for hospital admission, discharge and ‘step-down’,

2. Improve equitable access, increase engagement in and ensure high quality primary and community
care services,

3. Develop innovative approaches to deliver proactive, personalised care and enhance access to mental
health, substance misuse, and end-of-life care and support,

4. Strengthen a preventative approach to reduce the risk of poor health outcomes for families living in
temporary accommodation,

5. Develop the infrastructure to support people seeking asylum and refuge to understand, access and be
supported by health, care and wider services.

While the definition of homelessness is broad and how people experience homelessness is not static,
this strategy takes a targeted approach to improving health and social outcomes for specific groups as
follows:

* People who are rough sleeping —particularly those experiencing prolonged and more complex rough
sleeping (Pillars 1 and 3),

* Families with children living in temporary accommodation (Pillar 4),

* People seeking asylum and refuge (Pillar 5),

The strategy considers the work to improve access to primary and community care (Pillar 2) a universal offer
for all people experiencing homelessness.
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Each homeless health pillar has a defined set of priorities, steered by what evidence and involvement tell
us about the context, issues and solutions that can make a difference and contribute to achieving the goal of

the pillar. The pillar priorities seek change to core provision (be that mainstream or specialist services), steer
fundamental projects and give opportunity for testing and learning about the types of solutions that can have

an impact and be scaled to be sustainable.

Our cross-cutting themes

The three homeless health cross-cutting themes represent important areas of focus that horizontally fit
across each of the five pillars. The cross-cutting themes either support specific priorities in the pillars or
represent important thematic areas of focus that are required to improve health and social outcomes for
people experiencing homelessness. The three cross-cutting themes of the homeless health strategy are:

o Safeguarding — ensuring the health, wellbeing and human rights of people experiencing
homelessness and multiple disadvantage are effectively protected through safeguarding.

¢ Workforce development —a holistic focus on workforce to invest in, structure and deliver accessible
and high-quality services; support, develop and retain staff with a focus on wellbeing and the skills
need to support the population and; creating opportunities for employment and development for
people experiencing homelessness.

e Data, intelligence and evaluation — improve our understanding of the needs of people experiencing
homelessness and wider inclusion health groups through better data collection, sharing and analysis,
ensuring evidence and evaluation drive meaningful change.

Our key strategic opportunities

The strategy is underpinned, steered and enabled by four key strategic opportunities (see Our opportunities)

» Building our call to action through integration and collaboration across NEL and within places and
neighbourhoods

*  Working with local people and communities

* Greater focus on prevention, early intervention and the wider determinants of health

* Equitable access to core services and specialist support

Transformation, system delivery and financial approach

Importantly, the strategy will not stand alone. It must influence and be embedded across NEL strategic
commissioning programmes and priorities, including long-term conditions, primary, secondary and urgent
care, mental health, substance misuse, and housing and health priorities.

In addition, wider NEL system strategies, such as the Anti-Racist Strategy® and the People and Culture
Strategy'° set shared ambitions that support and strengthen our work, creating further opportunities to
improve health and social outcomes for people experiencing homelessness at system, place and
neighbourhood levels.

Transforming and integrating services to address health inequalities is essential but complex, particularly
under financial pressures. With the cost of inaction increasingly clear, achieving meaningful change demands
balancing limited resources with innovative, sustainable solutions that ensure equitable access to high-quality
care and support for all. Achieving the ambitions of the NEL Homeless Health Strategy will require a robust
financial strategy: building clear investment cases, evidencing population and system impact, demonstrating
return on investment, securing partnership funding and maximising external grant opportunities to drive
lasting change.
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Defining homelessness

Homelessness is not static and takes many forms. Nationally, homelessness is defined widely, recognising
the complexity of people’s lives, that experiences change over time and that homelessness is often hidden or
not in plain sight."” People can experience homelessness in the following ways, all of which can have a
detrimental impact on health:

e Rooflessness — people living without shelter and sleeping rough on the streets.

e Houselessness — people who have temporary places to sleep, including people living in local authority
temporary accommodation or in institutions, shelters or provided accommodation, for example people
seeking asylum.

e Living in insecure accommodation — people threatened with severe exclusion due to insecure
tenancies, eviction, domestic violence, or staying with family and friends known as ‘sofa surfing.’

e Living in inadequate housing — people living housing that is in poor condition and disrepair, for
example without electricity, water and heating, or housing that is overcrowded and unsuitable.

Scope of the NEL Homeless Health Strategy

Whilst homelessness is broad and changeable, the strategy takes a targeted strategic commissioning-based
approach to improving health and social outcomes by focusing on the most pressing needs within these
population groups and the opportunities available within the ICS. Guided by national and local evidence,
including insights from those with lived experience, the NEL Homeless Health Strategy focuses on the
following groups:

e People who are rough sleeping - particularly those experiencing prolonged and more complex rough
sleeping

e Families with children living in temporary accommodation

e People seeking asylum and refuge

The strategy considers improving access to primary care a universal need for all people experiencing
homelessness. Furthermore, the focus of the strategy supports the overlapping needs of other inclusion
health groups, including people in contact with the criminal justice system, sex workers, people with drug and
alcohol dependence and Gypsy, Roma and Traveller communities.

The case for change
Summary of challenges

London is the epicentre of the national homelessness crisis, with London Councils estimating that more than
175,000 Londoners are homeless and living in temporary accommodation — equivalent to one in 50 residents
of the capital.’ Homelessness is driven by the cost of living, the availability and cost of housing, mental and

physical health problems, job insecurity and the significant increase in people seeking asylum.

The data and information in this section presents a high-level profile of people experiencing homelessness,
their health needs, the challenges faced when accessing health and care services and a summary of the cost
of inaction. The availability and quality of data about people experiencing homelessness is poor, meaning we
need to consider wider sources and different types of evidence. Where data and evidence is available for
NEL, this is included throughout the strategy.
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Population overview

Homelessness does not impact people equally

Black people are over three times more likely to experience homelessness and Asian people are more
likely to experience ‘hidden homelessness’ such as living in over-crowded housing.'® There is also
evidence that LGBT+ people are significantly over-represented among people experiencing
homelessness.™

New evidence suggests 12% of people experiencing homelessness are autistic, much higher than
estimates for the overall population at around 1-2%.1°

People with a history of imprisonment or contact with the criminal justice system are at higher risk of
homelessness; for example it is estimated that 15% of people are homeless when sentenced to time
in prison and 30% are homeless on release.™ 7 18

Evidence suggests a notable intersection between homelessness and engagement in sex work,
particularly among vulnerable populations; one study showed a quarter of young homeless women
have engaged in sex work to fund accommodation or in the hope of getting a bed for the night.™® 2°
Romany Gypsy, Roma and Irish Traveller communities are disproportionately affected by
homelessness,?' and face some of the starkest health inequalities when compared to other minority
ethnic groups, including barriers to accessing healthcare.?? Roma and Traveller people face life
expectancies between ten to 25 years shorter than the general population,?® experience a higher
prevalence of long-term illness, and the health of those in their 60s is comparable to an average
White British person in their 80s.2*

Rough sleeping

The numbers of people sleeping rough in London and NEL is rising, with nearly 12,000 people
sleeping rough in London and 2,636 people in NEL in 23/24, up 19% and 12.5% from the year
before.?

All places in NEL, except Havering, have seen an increase in the numbers of people sleeping rough
between 2022/23 and 2023/24. Newham and the City of London have some of the highest numbers of
people sleeping rough in England.?®

It is estimated that around 13% of people rough sleeping are women.?” In order to be safe, women’s
rough sleeping is often hidden, transient and intermittent, meaning their experiences are harder to
understand and it is more challenging for services to support them.®

Temporary accommodation

The number of households living in temporary accommodation in NEL continues to rise from 15,583 in
June 2022 to 19,195 as of March 2024; representing 16% of the total households living in temporary
accommodation in England.?® Of the households living in temporary accommodation, 13,504 (70%)
are households with children.

65% of Londoners living in temporary accommodation are women.Error! Bookmark not defined.
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Seeking refuge and asylum

There were around 7,000 people seeking asylum living in NEL as of October 2024, housed in Home
Office asylum accommodation across our places. The numbers of people has risen steadily over
recent years, with around 2000, 1500 and 1000 people living in Newham, Tower Hamlets and
Redbridge respectively.*°

Evidence suggests that over 50% of people sleeping on the streets are non-UK nationals.®'

Health needs

People experiencing homelessness are more likely to experience common health conditions, at a
higher level of severity than the general population, creating frailty at a much younger age.3? 33 34
They also experience poorer diagnoses of physical and mental health conditions.>®

People experiencing homelessness, particularly in the form of rough sleeping have extremely high
levels of undiagnosed and untreated chronic, long-term conditions (including TB, Hepatitis C, heart
disease and epilepsy)® 37 and have an average life expectancy of 43 for women and 45 for men,
around 30 years below the overall population.3®

Furthermore, there has been a rise in the numbers of deaths of people experiencing homelessness.*®

People experiencing homelessness are at high risk of brain injury as a result of trauma, alcohol use or
health issues. Brain injury is also a factor in the causes of homelessness, as it can change a person's
behaviour and compromise the skills they need to function effectively in daily life.*°

Data shows that this population is much more likely to have mental health problems (54%), substance
misuse problems (63%) or a combination of both (43%).#" Homelessness is lonely, stressful and often
traumatic, having a major impact on mental health and as a result, people are far more vulnerable to
alcohol and drugs.*? 43 32% of all deaths among people experiencing homelessness in England in
2017 were a result of drug poisoning, compared to 1% of the general population.3®

The health needs of people seeking refuge and asylum are complex and often related to experiences
prior to leaving their home country, during transit and after arrival in the UK. Common health
challenges are untreated communicable diseases, poorly controlled chronic conditions, accessing
maternity care, and health and specialist support needs. Barriers to accessing health and care
services, further exacerbate people’s complex health needs.*

From a NEL perspective, our data and insights tell us that:

Almost 50% of people using specialist homeless primary care services in inner NEL™ have at least one
long term condition and 14% have three or more - with the most common conditions being depression
(20%), hypertension (11%) and diabetes (7.5%).4°

The rate of serious mental illness is seven times higher for people experiencing homelessness,
compared with the whole population of NEL.#°

Around 40% of deaths of people experiencing homelessness in NEL were considered avoidable or
treatable, compared to 22% for the same population nationally. These avoidable deaths are most
commonly attributed to substance related conditions, cancer, chronic obstructive pulmonary disease
(COPD) and self-harm.#

* Hackney, Newham and Tower Hamlets
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Access to services and support

e Accessing appropriate health and care services is a challenge for those who are experiencing
homelessness. Service provision is complicated and fragmented, with multiple entry points and
pathways into and between services, but little coordination to enable holistic care.*¢ 47

e Core services are not designed for or lack capacity to comprehensively support the needs of people
experiencing homelessness and specialist services are frequently funded in short term ways. This
undermines the ability of services to recruit and retain staff with the right experience to deliver and
develop the service.*® 49

e Evidence suggests that two-thirds of GPs refuse to register homeless patients® and primary care
services are often unable to offer the care people need.®'

e People face stigma and discrimination when interacting with health and care services, reporting
dehumanising and traumatic experiences, entrenching health inequalities further.%?

o Without good access to primary and community care and early, preventive support, people turn to
acute services. Nationally, people experiencing homelessness are six times more likely (than the
whole population) to attend A&E, three times more likely to be admitted, and stay in hospital three
times as long. They are more likely to have unscheduled care that costs eight times as much as the
general population, have the poorest experiences of health services and are often discharged to the
streets.53 %

o People experiencing homelessness, as well as wider inclusion health groups, are not consistently
recorded in health, care and wider datasets when interacting with services. This means the data and
evidence used for service design and evaluation is insufficient and lacking in consistency and quality,
exacerbating the fact that services do not meet their needs.*

The system cost of inaction

Homelessness has a human cost; impacting people’s health and life outcomes across the board and not
preventing and addressing the impact of homelessness has a financial impact to the health and care system
and wider public services. National guidelines illustrate that given the financial implications of homelessness
to society, most interventions that address homelessness are likely to be cost effective or even cost saving
for public services.® Data and intelligence show that:

e The estimated public sector costs of a person experiencing homelessness is approximately
£40,000 per year in England (based on 2019/20 prices), whilst preventing homelessness for one year
would reduce that cost by £10,000 per person.5®

e Estimates suggest the NHS spends £4,298 annually on someone who is homeless, four times as
much as the general population who are housed.®’

e Preventing rough sleeping for a year could reduce public spending by over £115 million and if
other forms of homelessness were included, these cost savings would be substantially higher.%®

e Prior to the COVID pandemic, health inequalities were estimated to cost the NHS an extra £4.8
billion annually.%® As the pandemic exacerbated health inequalities, it is reasonable to conclude that
the cost of inequalities to the NHS had increased.

e In 2023, delays to discharge from hospital cost the NHS £1.89bn.®° People experiencing
homelessness are more likely to be admitted and face complex discharges, and data from specialist
homeless hospital teams in NEL shows that targeted interventions can reduce hospital attendance,
admissions, delays, and discharges to the street.
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Our opportunities

With these challenges as our context, there are significant opportunities to work together within and beyond
NEL ICS to address the severe health inequalities people experiencing homeless face and create meaningful
improvements in health, wellbeing, equity for our populations. These opportunities are set within a national®’
and local®? context that as a clear focus on addressing health inequalities, improving outcomes for inclusion
health groups, preventing ill-health and a shift to doing more in neighbourhoods and communities,®® delivered
through strategic commissioning.

We are encouraged by recent strengthened cross-government commitments to end homelessness, alongside
investment to tackle its root causes® as well as what it will mean for collaboration at a regional level.®®
Evidence, guidance and national positioning show the need to achieve sustainable and lasting change by
using a range of opportunities to do things differently and better.®®

Key strategic opportunities

Building our call to action through integration and collaboration across NEL and within places and
neighbourhoods.

e Through co-designing the strategy, we continue to strengthen the knowledge, momentum and
commitment that through taking a population health approach and addressing health inequalities
together, we can make a systematic difference for people experiencing homelessness.

e This means continuing to strengthen collaboration and integration between health, care, local
authorities, policing and voluntary, community, faith and social enterprise (VCFSE) organisations;
creating trust in coming together to focus on what matters to people, addressing people’s needs
holistically through integrated services and sharing resources to reduce the long-term impact of
homelessness. Integrated neighbourhood working®” presents new opportunities to address health
inequalities and support people with the most complex needs at a community level, including people
experiencing homelessness and wider inclusion health groups.

e Furthermore, the call to action must be driven and built by visible leadership across partners, places,
neighbourhoods and areas of service delivery; advocating for inclusion health at every level and
building knowledge and momentum to act from the top.

Working with local people and communities

e The voices and involvement of members of our communities who are socially excluded are often
unheard and their needs invisible. Through developing trusted and effective relationships with local
partners including VCFSE organisations, we will work with people who have lived experience of
homelessness to understand their needs, develop informed solutions together and rebalance power
and control towards them.

¢ The involvement of people who are ‘experts by experience’ can range from designing and developing
projects and services to carrying out participatory research or directly delivering health and care
interventions. This gives people opportunities to have an influence, develop their own skills and work
experience and support other people experiencing homelessness.® %8

Greater focus on prevention, early intervention and the wider determinants of health

¢ We will drive a stronger, evidence-led focus on preventing ill-health and intervening earlier for people
at risk of homelessness, addressing trauma, mental health needs, and barriers to accessing care and
support.5°
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Opportunities to address the root causes of homelessness include a focus on trauma and mental
health needs, improving access to health, care and support services including drug and alcohol
services and tackling wider structural issues such as housing, criminal justice, employment and
economic vulnerability.

In focussing on new NHS wide priorities, including ‘analogue to digital’’® there are opportunities to
address the digital exclusion that people experiencing homelessness face; for example less access to
reliable devices, consistent internet connections, and the necessary digital skills, primarily caused by
financial constraints, lack of a fixed address, and instability in living situations.””

Equitable access to core services and specialist support

National and regional guidelines recognise that both equitable access to core services and
consistently funded specialist support are opportunities that need to be harnessed to improve health
outcomes for people experiencing homelessness, reducing the likelihood that people fall through the
gaps.t 72

This means investing more in sustainable specialist services and the most effective interventions that
improve health outcomes and contribute to reducing overall system costs over time, addressing health
inequalities through a range of transformation areas. In practice specialist services need to be person-
centred, multi-disciplinary, flexible and trauma informed; provided by consistent and enabled staff,
alongside being steered, supported or delivered by people with lived experience of homelessness.
Alongside this recognition of the investment needed in specialist services is the fundamental need to
address the barriers of access to mainstream services. For example, normalising access to a GP to
ensure people are supported and managed in primary care with the aim of preventing or reducing ill
health and deterioration, and the need to then rely on be supported by secondary care.

People experiencing homelessness take many routes into and between the complex service
landscape and therefore integration and links between services are vital. Taking a ‘no wrong door’
approach,” contact with any service should be used as an opportunity to engage people with the
wider set of services available and support should be available to navigate the system, regardless of
where they first seek support from.® * Neighbourhood working and co-location of teams is vital for
health equity, delivering accessible, holistic and cohesive services in shared places.”
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Co-designing the strategy

The NEL Homeless Health Strategy has been co-designed with stakeholders across health, care, community,
local authority, VCFSE, and people with lived experience of homelessness. This inclusive, evidence-led
approach ensures the strategy meets the needs of people experiencing homelessness in north east London,
while aligning with ICS goals and national priorities.

The NEL Homeless Health Strategic Reference Group was established to support a joint COVID
response. The group created opportunities for joint working on homeless health and provides a
platform for sharing learning and best practice. This group called for the creation of the NEL Homeless
Health Strategy and will oversee its delivery and progress.

In May 2024, we held the NEL Homeless Health Symposium, bringing together over 100 colleagues
from across the system, alongside individuals with lived experience of homelessness. The event
served as a platform to build a case for system-wide action and marked the formal launch of
engagement for the strategy.

Following the symposium, the strategy was co-designed through five Pillar Working Groups, each
focused on a strategic pillar. Steered by a facilitated structure and a lead, each group (consisting of
12-26 colleagues from various sectors as well as representatives of those with lived experience) met
three times, using data and evidence to shape the strategic focus and priorities of the pillars, as well
as outlining timelines, levels of priority and outcome measures.

In addition to the pillar working groups, extensive engagement across the system has been
conducted; presenting the strategy at over 30 groups within the NHS, at Place level, and with subject
matter experts in the voluntary sector.

To ensure the strategy truly reflects the needs of those experiencing homelessness, the voice of
people lived experience of homelessness was integrated throughout the design process. This
began with a focused session with Groundswell, attended by ten peers with lived experience of
homelessness, to frame the strategic pillars. At the NEL Homeless Health Symposium, three peers
from Cardboard Citizens performed creative pieces, sharing their experiences of homelessness. Once
strategic priorities were established through the working groups, we collaborated with Groundswell
and Cardboard Citizens through dedicated workshops to review and validate the proposed priorities
for each pillar. Additionally, we’'ve ensured the voice of people with lived experience continues to
shape ongoing projects, for example two women supported by the Magpie Project

contributed to the commissioning of the NEL Initial Health Assessment Outreach Service for asylum
seekers under Pillar 5.

The strategy has been positively received and supported across the system, making it the first ICS Homeless
Health Strategy in the country. Co-designed with the system and individuals with lived experience, it
represents an evidence led, committed and evolving effort to address the health needs of the homeless
population in north east London through continuous collaboration.

NEL Homeless Health Strategy
Case for Change

118



Pillar 1 — Improve pathways for hospital admission, discharge and ‘step-down’

‘Your discharge summary goes in the bag along with your other belongings. Not once was the discharge
summary read out to me, it was taken for granted that | understood all of the medical terms. One discharge
summary literally said "discharged back to streets.”

Centre for Homelessness Impact, 2020.78

The realities of the way people who experience homelessness use and need support from hospital urgent
and emergency care services, alongside the capacity and structure of these services to holistically support
their needs, highlights a deeply entrenched societal challenge. Nationally, people experiencing homelessness
are six times more likely to attend A&E, three times more likely to be admitted, and stay in hospital three
times as long.”” They are more likely to have unscheduled care that costs eight times more than the general
population, have the poorest experiences of health services and are often discharged to the streets.”® 7®

Using data from the specialist homeless GP services in the inner boroughs of NEL,T 22,000 A&E attendances
were recorded for people experiencing homelessness in 2023, with over 50% of people attending more than
once. & The most frequently recorded reasons for attending A&E were related to alcohol and substance
misuse and mental health needs. For many people a diagnosis is not given in A&E or they leave before being
seen, but 35% of the time people reattend A&E within seven days. The picture is as stark for emergency
hospital admissions; in NEL in 2023, 2,162 people experiencing homelessness (and using the specialist GP
practices) were admitted to hospital, often more than once; over 70 people had five or more emergency
admissions. People were admitted to hospital for a range of complex, chronic and long-term conditions
including alcohol and substance misuse, chest pain, chronic obstructive pulmonary disease (COPD), asthma,
epilepsy and serious mental iliness. Almost 20% of all emergency admissions for people experiencing
homelessness resulted in a readmission within 30 days.

People experiencing homelessness have high levels of undiagnosed and untreated health condition.3®
Evidence suggests that individuals experiencing homelessness develop geriatric conditions decades earlier
than those with stable housing.®' Those in their 40s and 50s are more likely to experience frailty, including
cognitive impairment, functional decline, and loneliness.?? Research showed that people experiencing
homelessness, with a mean age of 56 years, have frailty scores comparable to those of 89-year-olds in the
general population.83

People typically have much longer stays in hospital after they become medically fit to leave due to the
complexity of their ongoing needs and the ability of services to meet them. They often need further care and
support from wider services, appropriate accommodation. Delays occur from the need to obtain evidence as
eligibility for benefits or support; this is particularly relevant for people with restricted or uncertain eligibility for
public funds, who often require legal advice.?

Coming into and being discharged from hospital should be seen as a window of opportunity to understand
and support people’s needs holistically and ensure services are working well together to address and prevent
homelessness and further inequalities and ensure people’s safety.? 8 This includes the ‘duty to refer'®’
people who may be homeless or at risk of homelessness to local authority services and presents
opportunities for multidisciplinary working, putting people and their needs in the centre of assessments,
decision making and wrap around support. A multi-disciplinary approach, within and beyond hospital can help
people rebuild their lives as well as reduce pressures and costs on services caused by repeat attendance,
readmission and delays to finding further support for people.8 89 %0 91 92

When leaving hospital, a growing body of evidence shows the positive impact of intermediate care based in
the community, which is often called ‘step-down’ care. This intermediate care can provide safe, short-term
accommodation and help people to heal and recover, alongside support to access wider health and care
services and find long-term accommodation. The national ‘Out-of-Hospital Care Models (OOHCM)
Programme’ provided funding to 17 places to plan, deliver and learn from approaches that enable people
experiencing homelessness to leave hospital and be supported by specialist services in the community. %

T Hackney, Newham and Tower Hamlets
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Programme evaluation reinforced evidence that shows wide benefits of this approach; a stay in intermediate
care can significantly reduce the number of people discharged to the streets or other unsuitable places,
reduce hospital visits and admissions, improve people’s quality of life outcomes and reduce costs. However,
the national programme did not deliver the capacity needed in a sustainable way, suggesting recurrent
investment in these type of specialist services is needed.

Within NEL, there are specialist teams in the inner London boroughs of Tower Hamlets, Hackney and
Newham,®* % supporting people experiencing homelessness in hospital settings to leave hospital and access
further support, as required, in the community, with evidence building to show the positive impact on patient
and system outcomes, including reductions in hospital attendance, admittance and length of hospital. In other
boroughs and hospital settings, there are some processes and individuals supporting people experiencing
homelessness when in hospital and to leave hospital, however across NEL, there is no one consistent
approach to identifying, recording and supporting people when they come into hospital, holistically meeting
their needs and safely discharging them with provision of step-down and wrap around support. Feedback
indicates that homelessness is often not recognised until the discharge planning stage, which can hinder the
management of people with the most complex needs, and increase length of stay in hospital.

A hospital is not the right place for somebody to make long-term life decisions, and through the development
of specialist teams, discharge support and step-down community arrangements, we aim to support more
people, with a range of needs, in the community. Working with partners across NEL, including hospital and
discharge planning leads and local authority colleagues, drawing on national guidelines and legal
frameworks, we have established the following priorities to improve pathways for hospital admission,
discharge and step-down for people experiencing homelessness across NEL. The aim is to reduce the need
for future re-admission and prevent further deterioration of multiple health and wellbeing needs:

To improve pathways for hospital admission, discharge and step-down, we will:

o Work with key partners to create and implement guidelines and principles for hospital admission
and discharge in NEL for people experiencing homelessness,

e Develop a NEL discharge model to support people to leave hospital when they are well enough
but still need care (discharge to assess),

e Develop a bed model to enable people to leave hospital and access accommodation where they
can receive ongoing care and rehabilitation (step-down care),

e Promote and embed the use of health record systems and templates that capture information about
people experiencing homelessness and wider inclusion health groups (shared with Pillar 2).

‘...it'’s easier to find A&E and for a lot of people, it's a warm place to stay.’
Groundswell Peers steering the NEL Homeless Health Strategy, 2025

“A&E is open 24 hours a day and quite often the chaotic lifestyle of someone experiencing homelessness,
just getting to a doctor in surgery hours is not going to be feasible. You can tend to only see your doctor
about one thing, at least with A&E you can go in, talk to someone about one thing, stay there and chip away
at what you've got. It’'s more convenient, saves on lots of journeys. | suppose as well, it’s a little bit more
impersonal, which can be a good thing, and you can talk about things that maybe you sort of don’t want
others to hear about. So | suppose yeah, a big and bustling A&E, it might be easier to be a bit anonymous.”
Groundswell Peer steering the NEL Homeless Health Strategy, 2025
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Pillar 2 - Improve equitable access, increase engagement in and ensure high
quality primary and community care services

Whilst we see from pillar one that people experiencing homeless use acute and emergency hospital services
much more than people who are not homeless, the reverse is often true for preventative, primary and
community care services; meaning people’s health and care needs often remain untreated, becoming more
serve and complex.® Being able to access and be supported by primary and community services
comprehensively is a fundamental bedrock of the health and care system, but capacity of these services to
meet growing population needs is stretched.®” Commitments of the government continue a focus on
transforming primary care, emphasising the vital importance prevention, community services and place-
based approaches.®®

General practice plays a fundamental role in enabling access to wider health and care services including
mental health, preventative interventions and secondary care for treatment for diseases or long-term
conditions. People from inclusion health groups, including people experiencing homelessness, face many
barriers in accessing general practice.*® % * These barriers start with registration, with evidence showing that
around two-thirds of GPs in London refuse to register people in this population'® °" and more widely, 18% of
people experiencing homelessness have been refused registration to a GP or dentist.42

Contrary to NHS guidance,'%? practices often incorrectly refuse registration due to lack of proof of
identification, address and immigration status at registration, which many people in inclusion health groups do
not have.*® 193 194 Many people experiencing homelessness are unaware that this is incorrect or have the
confidence to enforce their rights. National® and regional” guidance place a clear focus on ensuring people
who are experiencing homelessness can register with a GP in line with primary care policy, steering that this
fundamental barrier should be understood and addressed.®

Barriers go beyond GP registration, painting a complicated picture of inequality. People experience long wait
times to be seen, inflexible systems such as short and set appointment times, communication and language
barriers, problems understanding and navigating services and digital exclusion such as not having or being
able to use a smart phone.® 1% 17 The move to more remote and online working for general practice can
create challenges for people experiencing homelessness and maintaining registration is hard for people who
move location often.*® 1% For people experiencing homelessness, health needs are often competing against
more immediate needs or substance dependency'® and the evidence is clear that stigma and discrimination
leads to negative experiences, with people lacking trust and not accessing services for these reasons.'® A
study in NEL showed that even with knowledge of registration requirements, there was a reluctance to
register people without documentation, linked to perceptions of people as burdensome or moral judgements
being made about deservedness to finite resources.°

All people, regardless of immigration status, are entitled to register with a GP."%? People seeking asylum and
refuge face increased personal and structural barriers to accessing and making the most of health care
including general practice, for many of the reasons summarised, as well as lacking knowledge of their rights
and how public services work.""" The Safe Surgeries programme,''? operated by Doctors of the World,
supports general practice to tackle the barriers faced by many migrants in accessing health services and
ensure communities are not excluded; with places in NEL already working to implement Safe Surgeries
effectively.

Underpinning and a further consequence of the barriers to equitable access, is the cross-cutting theme of a
lack of consistent data and understanding of the population and therefore their needs, driven by the inability
to currently capture people accurately across health, care and wider data sets. ''* See the ‘Data, evidence

and evaluation’ cross-cutting theme for more context.

Whilst people should be supported by mainstream primary and community care, the barriers faced by people
experiencing homelessness in accessing these services means that specialised, multi-disciplinary services,
that go to where people are, can meet their needs more holistically.® 72 ' Taking care and support out to
people (often known as ‘outreach’) means going to and providing services in places such as hostels and
asylum accommodation, day centres, community and faith settings, and on the streets.® Integrated, person-
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centred services that take a ‘making every contact count’''® approach means physical and mental health
needs can be supported, services can work with people to prevent poor health (for example through
vaccinations, smoking cessation or nutrition advice) and wider needs can be supported such as benefits,
housing and legal advice. Our engagement with Groundwell and Cardboard Citizen’s highlighted the
importance of support with basic needs such as clothing, personal care and showers, as well as support for
wound care and foot health. People experiencing homelessness are at increased risk of blood-born and
sexually transmitted infections such as Hepatitis B, C and HIV and infectious diseases such as TB, with
services in community settings being able to test, screen and support people to reduce rates of preventable
diseases.'"®

Evidence is growing on the effectiveness of different models of primary and community care provision for
people experiencing homelessness. The HEARTH study reviewed four models of primary care provision for
people who are homeless; dedicated centres, specialist GPs, mobile outreach and normal GP care.'' The
study, whilst small, showed positive outcomes from dedicated and specialist services and highlighted the
importance of flexible ‘drop in” services and confidence built through specialist services and continuity of staff.

Outreach services can reduce barriers to access by taking care to people,''® overcoming competing priorities
that may prevent people from addressing a health need and creating an environment of trust and safety.
Consistency in staff and continuity of care across models has been shown to be an important factor,'® again
linked creating trust.' Across all types of provision, the HEARTH study showed that dental needs were
unaddressed and staff reported poor availability of mental health services.

Access to dentistry is low'? 2" and homelessness can significantly increase dental health problems, with
flexible, community-based services, offering ways to support oral health with education and clinical
intervention. 122 123 124

Drawing on our key strategic opportunities, Pillar 2 presents the clear case for making universal, mainstream
primary care services more accessible to people experiencing homelessness and wider inclusion health
groups. It also shows the importance of designing and providing specialist and community based services
where population needs require it; which will contribute to preventing poor health outcomes and reducing the
use of urgent and hospital care services.'? We need to ensure that services now, and in the future, can meet
the needs of our diverse and growing population'?® and that through those services, we capture data about
the population and their needs. Across NEL currently, a range of different specialist and outreach services
exist for people experiencing homelessness, with the need to more comprehensively understand population
needs, the impact of current services and opportunities for new best practice; establishing a more equitable
and consistent approach across our places.

To improve equitable access, increase engagement in and ensure high quality primary and community care
services, with a focus on mainstream and specialist services, we will:

e Design, agree and implement a NEL model for primary care services for people experiencing
homelessness,

e Support every general practice in NEL to join the Safe Surgeries programme, removing registration
barriers and creating equitable access to mainstream primary care,

e Define and develop principles for ‘outreach’ services that support people experiencing
homelessness where they are, and commission these services across NEL,

e Promote and embed the use of health record systems and templates to capture information about
people experiencing homelessness and wider inclusion health groups (shared with Pillar 1).

‘You are homeless, you don’t have proof of address, its hard to get a GP. So when you come to [specialist
homeless GP] they must work with you, they count you as a human.’
Groundswell focus group participant — Healthy London Partnership, 2019 72
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Pillar 3 — Develop innovative approaches to deliver proactive, personalised care
and enhance access to mental health, substance misuse and end of life care
and support

‘...many people have alcohol, drugs and also mental health problems. They are often told that they have to
deal with the alcohol or whatever first, but it doesn’t work for people because they often say that they self-
medicate, so treating people for both conditions at the same time, I'm sure, would make a lot of difference...’
Groundswell Peer steering the NEL Homeless Health Strategy, 2025

The impact of experiencing homelessness and multiple disadvantage is extreme. As summarised in the case
for change, people experiencing homelessness, particularly in the form of rough sleeping, are likely to have
high levels of physical and mental health issues, at a higher level of severity than the general population.
This creates vulnerability, ill health and frailty at a much younger age; meaning people die younger, and live
in poor health at a much earlier age than the rest of the population.32 ® 127 128

This pillar of the homeless health strategy focusses on two themes. The first theme explores opportunities to
use approaches such as proactive care and personalisation to address the multiple disadvantages that create
frailty and premature death, particularly for those sleeping rough. The second theme focuses on improving
access and better integrating the key service areas of mental health, substance misuse and end of life care,
that are vital in managing exacerbations of ill health and preventing episodes of crisis. Together the two
themes offer a range of new approaches to address some of the most complex and systemic issues of
multiple deprivation and homelessness.

Proactive care, an approach to providing care and support for people with moderate to severe frailty,
predominantly in the aging population'?® can be applied to people experiencing frailty and premature aging
due to the impact of homelessness. Frailty in people experiencing homelessness (comparable to people 30
years older in the general population) is impacted by risk factors such as drug and alcohol use and
dependence, loneliness and poor nutrition and has been shown to include conditions commonly associated
with old age including falls, visual, mobility and cognitive impairment, alongside a much higher rate of long
term conditions than even the oldest people in the general population.®* 83 128 People experiencing
homelessness are seven times more likely to die from falls, and when this happens the average age of the
person is 45."% Adopting proactive care approaches, that are needs-based rather than aged-based, can
improve the health outcomes of people experiencing homelessness in its most severe forms. This means
adopting specific approaches for defined groups of people including the use of care plans, care coordinators,
multi-agency support, as well as planning and interventions delivered through integrated neighbourhood
teams.3? 12° More needs to be done to understand the prevalence, risks and outcomes of frailty in people
experiencing homelessness, as well as the interventions that can be put in place to address it through
proactive care approaches.®* 13!

Personalisation, a cross-cutting theme of the NEL Joint Forward Plan,'? is an integral approach to tackling
health inequalities; empowering people with complex needs to draw on their own strengths and have greater
choice and control over the care and support they receive.'® There is strong evidence that Personalisation
improves health and wider outcomes for people experiencing multiple disadvantage, tailoring support to focus
on people’s needs, based on what matters most to them. 34 135 136 Personalisation approaches include social
prescribing, personal health budgets, and personalised care planning and review. '’ ¥ NEL based-evidence
has shown the ways in which personalised support and budgets enable trust, choice, control and positive
outcomes such as moving to stable accommodation.'°

A current NEL project has shown positive benefits of personal health budgets, with people who have been
rough sleeping for a long-time using budgets to support a range of needs including housing and tenancy
sustainment, general needs such as clothes, personal care and travel and hobbies including physical activity
(T1000 Personal Health Budgets project). Proactive and personalised care approaches can be enabled
through solutions such as the Universal Care Plan,'*° a pan-London digital care plan that puts the patient at
the centre of their care, ensuring their wishes and preferences are always considered by the range of
services caring for and supporting them, including at end of life. '#'
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‘This is the best | have felt in over five years and | am so thankful for all the help. | feel much more hopeful
and human since being helped by the project and | can start to see a future for myself as a chef again.’
NEL T1000 Personal Health Budget Pilot, mid-point evaluation, January 2025

Experiencing homelessness is often a consequence of and results in ongoing trauma, having a major impact
on mental health and increasing vulnerability to and the misuse of alcohol and drugs. #? 4* Around half of alll
people experiencing homelessness have a combination of mental health and substance misuse needs.*' The
consequence of these co-occurring conditions result in a much higher rate of death, for example by drug
poisoning or suicide.'? '* The pressures faced by mental health, drug treatment and recovery services in
meeting population needs is recognised nationally,’* #° and although there has been recent focus and
investment has in these services™® 147 148 the majority of people experiencing homelessness face barriers
accessing mental health services and over half report difficulties accessing drug and alcohol services.*6 149 150
This means people’s needs are often not met with preventative focus, early enough, leading to crisis. ' This
treatment gap, underpinned by fragmented services and long wait times is worsened by restrictive eligibility
criteria and thresholds, including for example needing to resolve substance use problems before accessing
mental health services and vice versa.*¢ 52

The forthcoming national co-occurring conditions action plan, focused on people experiencing homelessness,
will be led by the principle of ‘no wrong door’, emphasising that regardless of where people access care, their
needs should be met, eliminating the barriers of where people should go for help. Furthermore, the soon to
be published mental health strategy for London is expected to include a priority focused on tackling
inequalities in access, experience and outcomes and effective integration with physical health care. It will
prioritise the most underserved communities, with a more strategic focus on improving pathways of care for
people with co-existing substance use needs. These related developments offer opportunities to strengthen
collaboration between mental health and drug and alcohol treatment services to deliver high quality
personalised treatment and better outcomes for people with co-occurring substance use and mental health
conditions.

Research shows that many people experiencing homelessness die in unsupported, undignified situations,
often without the involvement and support of palliative care services. This stems not only from the sudden
nature of some deaths but also through a lack of funding for specialist end of life care, and the way in which
services are designed without the complex needs of people experiencing homelessness in mind. Being too
young for care homes designed for the aging population, and many requiring drug and alcohol support,
results in people remaining in hostels and temporary accommodation as their health deteriorates. This
inability to provide support for a dignified and planned death is further compounded by the lack of support for
front line and accommodation staff who are ill equipped to identify, support and care for the seriously ill with
limited outreach provision from health or social care services.

Knowing when to involve end of life services can be hard as people are often not recognised as suffering
from terminal illness, alongside being less likely to have support from family or friends who can act as
advocates, meaning people’s wishes for care, support and practical arrangements are rarely known or

met. Stigma and complexity around substance misuse creates more barriers. End of life care and support for
people experiencing homelessness is a good example of where specialist, person-centred services, steered
by peer involvement, can address and support some of the most complex and systemic issues of multiple
deprivation and homelessness.5 48 153 154 155 156

‘...some of the things that really bother me are “will | get the right kind of funeral, will they play the songs |
want at my funeral, will the people | know be informed that | am dead?”
Groundswell Peer steering the NEL Homeless Health Strategy, 2025

The focus of this pillar is driven by new approaches and vital developments that seek to address some of the
most complex and systemic issues of multiple deprivation and homelessness that create frailty and
premature death, particularly for those sleeping rough. This will take a range of partners, focused on different
areas, committing to action and change. Already in NEL, there are projects underway using proactive and
personalised care, creating evidence to develop from.
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National and regional developments in mental health and substance use services offer much needed
opportunities to address the needs of people experiencing homelessness and the treatment gap that
currently exists. Furthermore, to focus on end-of-life care, we will draw on the expertise, practice and
knowledge that currently exists, to make a change in an area of care that must support people differently at
this most vulnerable stage of life.

Through this pillar of the homeless health strategy we will:

¢ Identify and understand where personalised and proactive care can provide greatest potential
impact on health and system outcomes, learning from approaches within and beyond NEL and
building evidence of what works,

o Develop a NEL personalised care and support planning template that embeds co-ordinated,
multi-professional interventions to address the person’s range of needs including end of life care,

« Strengthen collaboration between mental health and drug and alcohol treatment services to
deliver high quality personalised treatment and better outcomes for people with co-occurring
substance use and mental health conditions,

¢ Develop a consistent approach to providing end of life care across NEL that takes learning from
current provision.

‘...as an example, if | wanted to get some mental and physical health support, | swim a lot because this helps
me a lot. | used to be able to get it through my GP... but now | pay for it. But actually, that’s something that |
would say benefits me, you know, a swim a day would be a huge difference to me and it costs nothing
compared to saying come and see this service... and [swimming] costs £200 for the whole year.’
Groundswell Peer steering the NEL Homeless Health Strategy, 2025
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Pillar 4 - Strengthen a preventative approach to reduce the risk of poor health
outcomes for families living in temporary accommodation

The national housing crisis'®’ is having a significant impact on health, which is particularly true for people in
inclusion health groups who face the multiple disadvantages of housing precarity, destitution and poor
health.'®® Temporary accommodation (TA) refers to short-term housing provided by local authorities for
individuals experiencing homelessness or those at immediate risk of homelessness.'*® The number of
households living in TA in England has doubled since 2011. Similarly, reflecting the national picture, 19,195
households are living in TA in NEL as of 2023/24. This accounts for nearly 16% of the total households in TA
across England.'® Of those households in NEL, 70% have children, and the number of children living in TA
in NEL has risen by more than a quarter between 2022 and 2024, reaching 28,488 children.'®! This
represents approximately 6% or 1 in 17 children in NEL. In the last decade nationally, the number of
households being located outside their home borough has increased by more than 100%, making supporting
these households challenging.'®?

While TA is intended as a short-term solution, many people now find themselves living in TA for extended
periods, sometimes even years."®® This, combined often with poor living conditions such as overcrowding, a
lack of basic facilities such as cooking, bathing and play areas, or poor quality housing stock, can have a
detrimental impact on health.'®* There are also significant social consequences of living in TA. Due to the
shortage of housing, families are often relocated outside their local areas, leaving behind their social
networks, communities, schools, and workplaces.'®® This displacement can lead to social isolation, weakened
community ties, and a loss of social capital. For vulnerable groups, especially children, those with disabilities,
and those with mental health issues, the lack of stable housing can severely affect their well-being. %

‘I have moved twice in the past 3 months, | don’t know where the letters are going...
‘I didn’t want to tell the professional that | didn’t understand what they were telling me...’
Experiences of women with children, The Magpie Project 167

A growing body of evidence, particularly focusing on families and households with children, highlights the
connection between living in TA and poor mental and physical health for both adults and children. 68
Research indicates that 66% of people living in TA report their living conditions negatively impacting their
physical and mental health, with mental health issues such as stress and anxiety being particularly
exacerbated.'®® 170 Additionally, a significant proportion of people in TA experience physical health problems,
and these conditions can worsen or even be triggered by their living conditions. 168 169

Living in TA has a detrimental effect on the health and well-being of children, preventing them from receiving
the ‘best start in life.”'”* Children living in TA are more likely to experience disruptions in education due to
frequent relocations, resulting in poorer educational outcomes and lower levels of well-being compared to
peers.'® The conditions of TA can hinder child development, impacting both psychological and physical
growth,'" including higher prevalence of respiratory infections, poor nutrition, unhappiness and depression'"?
Lived experience insights from The Magpie Project in Newham tell us that frequent moves often between
catchment areas make it difficult to track and attend to special educational needs and disabilities (SEND),
leading to late diagnosis of SEND conditions and mothers struggling to follow their children’s diagnostic
journey.'®” More acutely, TA can increase the risk of sudden infant death syndrome (SIDS) because it can
make it difficult for families to create a safe sleeping space for their babies. This has led to national calls for a
stronger focus on deprivation, the number of babies and young children living in TA and the risk of SIDS.""3

As with other forms of homelessness, individuals in TA face barriers to accessing timely healthcare and
support. Many rely on healthcare services from the areas where they were previously accommodated,
making it difficult to establish continuity of care.'®® Research by Shelter found that 40% of people living in TA
struggle to access primary care appointments due to the distance to GP and other healthcare services.'*
Consequently, families often turn to emergency services, with 70% of families in TA visiting A&E more than
once a year, and 23% visiting more than three times a year.'”?2 Emergency services are ill-equipped to
address the complex, ongoing needs of frequent users. Access to primary care that offers continuity of
treatment would better support these families and help reduce health inequalities.’”®

The role of housing as a determinant of health is well established,'”® and the lack of holistic, person-centred
health and wellbeing support for families living in TA can contribute to the cycle of homelessness, further
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exacerbating inequalities.””” Equipping organisations and frontline workers on what comprehensive and
holistic support looks like for these families can help clarify roles, responsibilities, and opportunities, making
services and pathways more clear, which in turn will facilitate continuity of care, especially for those moved
out of their borough.' 47 78 |n taking a holistic approach, best practice guidance recommends a focus on a
consistent point of contact and psychologically informed approaches, as well as setting minimum standards
for children living in TA and the importance of support around benefits, moving and legal advice.' 7° Such
an approach will be particularly beneficial for individuals living with disabilities, neurodivergence, complex
mental health issues, or those who have recently arrived from other countries and do not speak English as
their first language.'””

Debt is a key driver of homelessness, often worsening once an individual becomes homeless.'® Rent arrears
are the primary cause of family homelessness, particularly affecting women (as women tend to experience
hidden homelessness, creating a barrier to securing permanent social housing. This leaves families stuck in
TA."8 While in TA, debt often worsens, with women especially resorting to borrowing to meet basic needs
like food, rent, travel, and heating. The effects of this debt continue to impact individuals even after their
homelessness situation has ended.'® Access to advice and support around debt and benefits is crucial in
preventing and mitigating the impacts of homelessness. 8 8

| literally have about £60 to last a month with food.. the thing | don’t understand is that the food bank are only
there to help people a certain amount of times, but it’s a situation that keeps happening.. | do appreciate...
Universal Credit but the money is not stretching... | am trying to get myself to understand my entitlements.
The experiences of families in TA in Westminster'82

The current landscape of health and wellbeing support for people in TA presents significant challenges, but
also opportunities for improvement. While existing research provides some insights into the experiences of
families with children, there are still gaps in understanding the full range of health and support needs for the
broader population in TA. Closer system collaboration is necessary to better understand the needs of those
living in TA. This should be driven by holistic approaches, co-designed with people with lived experience, and
focus on bridging the gap between health and housing.'”® Furthermore, there has been a significant rise in
the number of households living in TA without children'® and there is a need to understand the challenges
faced by single individuals in TA in North-East London and beyond, as the available data remains limited.

There is a strong evidence base focusing on families with children but work is still to be done to understand
the experiences of single adults living in TA. For this reason, the focus of this pillar is on families owing to the
significant increase in this population living in TA and the growing evidence helping support understanding of
some of the health, wellbeing and support needs of this population. We are defining a family as ‘a group of
one or more parents or carers (including grandparents) living together with children aged 18 years and
under.” Our focus and pillar priorities were developed by a working group established of colleagues from
heath, local authority housing and public health and the VCFSE.

Drawing on our strategic opportunities, in particular building a call to action through system collaboration,
early intervention and prevention, and tackling wider determinants of health, we aim to strengthen a
preventative approach to reduce the risk of poor health outcomes for families living in temporary
accommodation. We will:

o Develop NEL best practice guidance on what holistic health and wellbeing support looks like
for families living in TA,

o Explore and test the use of a NEL system to inform and notify local services about new
homeless situations for families, including a focus on health and wellbeing, to prevent further
inequalities,

¢ Identify and implement ways to include benefit and debt advice in women’s health services to
prevent homelessness,

¢ Continue to strengthen partnership working to understand and support the health and wellbeing
needs of people living in TA.
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Pillar 5 — Develop the infrastructure to support people seeking asylum and
refuge to understand, access and be supported by health, care and wider
services

‘We kind of exist below the healthcare system here. | have no idea what's going on and when
I'm going to know something. So, | don't know if the UK system is good or bad, but | know it's so
complicated.’
Qualitative Health Needs Assessment: Exploring the health and healthcare experiences of asylum seekers living in
London hotels, London Borough of Newham, 2023184

During 2024, around 123 million people globally were forcibly displaced from their homes as a result
persecution, conflict, violence, human rights violations or events seriously disturbing public order; 40% of
these people were children.'®® When people are displaced, they are much more likely to seek sanctuary in
another part of their home country, in a neighbouring country or in low or middle income countries.' The UK
ranks 20th in Europe in terms of the number of asylum applications per head of population. Countries where
most of the world’s refugees come from include Syria, Afghanistan, Ukraine, Venezuela, and South Sudan. 8

London has provided refuge to those seeking sanctuary over many decades.'® The numbers of people
seeking sanctuary and refuge globally, in the UK, London and in NEL, continues to rise. As of the end of
2024, around 7,000 people seeking asylum were living in NEL, with Newham, Tower Hamlets and Redbridge
having the highest number of people; Newham the highest in London.'®” While waiting for an asylum
decision 88 people cannot work, claim benefits and have limited access to public services; the Home Office
provides them with accommodation and a subsistence allowance. Around half of the people seeking asylum
in NEL live in ‘contingency hotels’, provided by a private contractor, Clearsprings Ready Homes.Error!
Bookmark not defined. People also come to the UK via government resettlement schemes which provide
more support than the asylum process, to a much lower number of people.Error! Bookmark not defined.

People who are granted the right to stay in the UK through refugee status are often at risk of homelessness
and destitution, due to having low or no income, a lack of knowledge of their rights and options and an
inability to access local authority housing services.®® ®° The short window for moving on from asylum
accommodation often leads to homelessness'®! and destitution increases the likelihood of other risks,
including work exploitation, modern slavery, and poor health.19° Whilst the numbers of people living in the UK
with undocumented migrant status is not clear, people who have been refused asylum, do not understand the
asylum system or who been trafficked are at increased risk of homelessness. 92 19

People seeking sanctuary often have complex health needs related to experiences prior to leaving their home
country, during their journey and after arrival in the UK. As summarised in ‘the case for change (add link),
untreated communicable diseases such as TB and hepatitis and long term conditions such as diabetes and
hypertension are common health challenges.®* People seeking asylum and refuge are more likely to have
experienced trauma and experience mental health problems including depression, anxiety and post-traumatic
stress disorder (PTSD), along with social isolation.'®* 19 19 Perinatal outcomes are worse among migrant
women including maternal mortality'®” and one study showed 75% of unaccompanied children arriving in the
UK had specific health issues including latent TB, hepatitis B, schistosomiasis (a parasitic disease) and
mental health symptoms; a quarter were referred to sexual abuse services.'%®

The Home Office'® steers the fundamental infrastructure that enables people to thrive in the UK; access to
health and care services, education and employment, security and growth and housing, which underpins
people’s whole life experiences. The current system however creates a range of challenges to building social
connections, accessing services, and maintaining health and wellbeing.2® Access to employment and
volunteering opportunities can not only enable income but reduce social isolation and health inequalities, as
well as tapping into the diversity of people’s skills, talents and experiences.'®® 201 202 203 NEL_ based research
evidenced how important health is for people seeking asylum; a core asset to building a new life.2%

The barriers and inequality of access to health and care services described in Pillar 2, including stigma and
discrimination, not understanding the health system or their rights and language or digital access issues,
further impact on people’s complex health needs.'®* 205 206A new health outreach service in NEL, provided by
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Doctors of the World?®” supports people living in contingency hotels thorough assessing their health needs
and supporting to access GP and wider services. Through the service we can also capture a better
understanding of people’s health and wellbeing needs, creating evidence for further focus.

Whilst people seeking asylum and granted refugee status are entitled to health care services without
charge, 2% 2% the policies are complicated and vary across health services based on people’s status. For
example, people are who are ‘undocumented’ can be charged for NHS secondary care deemed not urgent or
immediately necessary. The complexity of the system impacts patients; with people often incorrectly being
refused care or asked to pay upfront due to staff not being familiar with people’s rights.?'° 2" People may also
avoid using services because of fear of being charged, detailed or deported.21° The ‘no recourse to public
funds’ (NRPF) condition imposed on people with temporary immigration status?'? can put people who are
able to be discharged from hospital but require further health, care or housing support, at risk of
homelessness and impact their health further.?'®* Access to social, welfare and legal advice can support and
empower people and reduce the risk of homelessness, destitution and poor health and wellbeing, as well as
reducing pressure on public services.? 215 216

This pillar of the strategy was steered by a NEL partnership of colleagues from local authority, health and the
VCFSE, which has existed for some time; working together to support people seeking asylum and refuge.
Evidence presented here shows that the health and wellbeing needs of people seeking asylum and refugee
are complex and that accessing care and support from health and wider services to meet their needs is
incredibly difficult. In adopting our wide definition of homelessness, the focus needed to address the health
inequalities experienced by this population must happen across the pillars and cross-cutting themes of the
strategy. As experts and service leads, our NEL partnership must help steer this, as well as leading the
following set of priorities and projects to develop the infrastructure to support people seeking asylum and
refuge to understand, access and be supported by health, care and wider services:

‘Someone with a complex condition which hasn’t been monitored for several years, I'd normally refer to the
specialty team, but then they might get charged. These are the patients | go to bed thinking about.’
Dr Lucy Langford, Newham GP 217

Pillar 5 has been shaped by a longstanding NEL partnership of local authorities, health, and the VCFSE
sector, working to support people seeking asylum and refuge. This population’s complex needs and the
persistent barriers they face means tackling these inequalities must be a priority across all pillars and cross-
cutting themes of the strategy. As experts and service leaders, the NEL partnership will continue to guide this
work and lead key priorities and projects to build the infrastructure that enables people seeking asylum and
refuge to understand, access, and be supported by health, care, and wider services. We will:

o Work to become an ‘ICS of Sanctuary’ through the City of Sanctuary award.

¢ Build an understanding of the population, their health and wellbeing needs, and gather evidence
to design, deliver and evaluate projects and services.

o Develop and implement a NEL approach to provide social, welfare and legal advice to support
people to be safely discharged from hospital, including those with no recourse to public funds.

e Establish and pilot interventions to support refugees into employment, volunteering and learning
opportunities.

e Continue to strengthen how people and partners in NEL work together to support and improve
outcomes for people seeking asylum and refuge.

“They are not like doctors in our country. They are like friends. It’s a secure place. They are so
kind. When my husband fell into depression, the doctor was worried. Not just about him, but
about me. They hold our hand every time we have an appointment.”

Qualitative Health Needs Assessment: Exploring the health and healthcare experiences of asylum seekers living in
London hotels, London Borough of Newham, 2023
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Cross-cutting themes

The three homeless health cross-cutting themes represent fundamental areas of focus that fit and are evident
across each of the five pillars, as well as representing important areas of focus in their own right to support
and enable improved health and social outcomes for people experiencing homelessness.

This section of the strategy presents the evidence and the priorities agreed against the NEL Homeless Health
Strategy’s three cross-cutting themes; safeguarding, workforce development and data, intelligence and
evaluation.

Safeguarding

The protection of people’s health, wellbeing and human rights through safeguarding is an integral part of
high-quality health and care services and a collective responsibility. The experience and threat of
homelessness often places people at significant risk of harm, exploitation, and neglect, making safeguarding
a critical concern. As with all health inequalities, the risk of harm, exploitation or neglect is driven by the
complexity of people’s health challenges, experiences of trauma and social isolation and deep barriers to
accessing services. Safeguarding is therefore a central cross-cutting theme of this strategy, woven through
the ambitions and priorities of each of the pillars and other cross-cutting themes, aiming to prevent harm and
improve people’s lives.

The focus for safeguarding in relation to people experiencing homelessness is more typically focused on
adults, however in taking a wide definition of homelessness, safeguarding children is also vital, for example in
relation to families at risk domestic violence, vulnerable migrant families and unaccompanied asylum seeking
children.?'® Homelessness, particularly rough sleeping is traumatic, lonely, and scary for anyone, but women
are more vulnerable to the dangers, facing a high risk of violence, abuse, and exploitation.?

The integration and strengthening of safeguarding for people experiencing homelessness is an area of
development. 2'® London based research has shown that local safeguarding boards are not consistently or
collectively focusing on people experiencing homelessness or initiating reviews when people die homeless.
Work with the Groundswell London Participation Network in 2023 showed that people with lived experience of
homelessness feel the culture of safeguarding practice can be disempowering, with people seen as a risk
rather than being vulnerable to risks, reducing trust. ?® Furthermore, different approaches taken by
organisations to safeguarding can be confusing, with people often not knowing their legal rights, for example
how to challenge treatment or service decisions.

The second national analysis of safeguarding adult reviews (SARs — undertaken when an adult who needs
care and support has died or experienced serious abuse or neglect), found a rise in SARs related to self-
neglect, domestic abuse and substance dependency.??" Assumptions of lifestyle choice in cases of self-
neglect or homelessness were deemed problematic, as well as shortcomings in understanding lived
experience and trauma. Learning from SARs indicates that transitions, including hospital discharge or moving
into an independent tenancy, can be positive opportunities for people to move forward in their lives. However,
transitions quickly become ‘cliff edges’ when multi-agency arrangements fail and when people make
transitions without appropriate accommodation and support in place.?®

A joint ministerial letter to safeguarding adults boards in 2024 strengthens requirements for a more strategic
approach to safeguarding for people experiencing homelessness, including for boards to have a named lead
for homelessness and governance that holds partners collectively accountable. Best practice??’ and regional
guidance??? steers the need for a person-centred, integrated partnership approach to this complex area of
safeguarding, that recognises the heightened risks of abuse, neglect, or exploitation faced by people
experiencing homelessness and the need to ensure that vulnerable people are protected better. A further
call seeks a specific focus on the prevention of premature deaths for people in inclusion health groups, with
an explicit focus on their discrete experiences of harm, abuse and neglect (including self-neglect) being
crucial to saving lives.?'®

Protecting people’s health, wellbeing and human rights through safeguarding is crucial in each of the pillars of
the NEL homeless health strategy, whether we’re focused on hospital admission and discharge, access to
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and support from primary care, the provision of joined-up mental health and substance misuse services, or
end of life care. Furthermore pillars 4 and 5 have a focus on specific populations and needs, for which a
collective focus on safeguarding adults and children is vital.

In order to strengthen our approach, through this cross-cutting theme we will:

e Strengthen the strategic focus on all forms of homelessness in safeguarding by working with
partners through the Safeguarding Adults Boards and beyond, committing to new areas of
development and practice,

e Bring together people working on safeguarding and homelessness to develop knowledge,
relationships and practice, strengthening collaboration and collective focus on the population,

e Capture what’s happening across the NEL system to see where best practice could be spread and
improvements achieved.

Workforce development

As well as being a NEL ICS priority,??* workforce development is one of the key principles for action in the
national inclusion health framework.® This steers the importance of developing the workforce structure to
deliver integrated health, care, and support differently, equipping people with the knowledge and skills to
reduce health inequalities, focusing on staff wellbeing and retention and creating opportunities for
employment and career development for local people.'3? 224 225

To address the complex needs of people experiencing homelessness, core services need to be more
inclusive, accessible and person-centred and specialist services need to be funded, supported, grown and
sustained. Evidence suggests that workforce development is required in many of these areas, reflecting the
wider capacity and strategic issues facing public and VCFSE services, but also the need to raise addressing
health inequalities and prevention on the agendas of systems and organisations.® 4 226 Specialist services
supporting people experiencing homelessness are often funded in short term, piecemeal ways, making
attracting, retaining and developing staff extremely hard.??” 228 As described in our strategic opportunities,
consistency in staff and service is a vital if services are to improve health, and social outcomes for people
experiencing homelessness.® 72

Learning and development for staff around health inequalities, inclusion health groups and homelessness is
vital and needs to be tailored to the type of service being provided, be it mainstream or specialist. This can
include a focus on population profiles and needs, entitlements to care, safeguarding, a focus on the impact
trauma and digital inclusion, as well as space to reflect and be supported by peers.® 8 229 230 231 \Working to
support and improve the health and wellbeing of people who are the most socially excluded from society can
be rewarding and fulfilling, but also impactful on people’s wellbeing. This can be particularly true when a
service is stretched, uncertain and people feel they are not able to make enough of a difference or indeed
they have their own lived experience of homelessness or trauma or are at risk of homelessness. Evidence
exists for the type of initiatives that can make a difference including peer support and psychological
interventions. 227 232 233 234

Creating opportunities for employment, skills and career development for people with lived experience of
homelessness offers many advantages for organisations, systems and individuals. For organisations this
includes gaining a deeper understanding of the people they serve, developing more informed solutions,
building credibility through trust and inspiration and breaking down barriers and stigma through a more
diverse and inclusive workforce. For individuals, routes into employment and skill development can support
inclusion and stability through income, a sense of empowerment and growth, enable skills and abilities
recognised, improve connections and aid career progression.23% 236 237

Taking a holistic workforce approach we will enable workforce development across our homeless health
pillars in the ways identified in and utilise our system workforce strategies and priorities, along with wider
evidence and best practice to:
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¢ Increase the knowledge, understanding and system leadership of the value and impact of
consistently funded, high quality, specialist services to support people experiencing
homelessness, making the case for strategic investment,

e Scope and establish a learning and development programme that will equip people in
mainstream and specialist services with the knowledge and skills to reduce health inequalities and
improve outcomes for people in inclusion health groups, building on what exists or is being
established, such as learning around trauma informed care,

o Work with colleagues across NEL to scope and implement interventions to support staff
wellbeing; based on evidence of what works and what people say would be impactful,

o Work with system partners to create opportunities into employment and career development for
people with experience of or who are at risk of homelessness.

Data intelligence and evaluation

The NEL definition of homelessness is broad, including those who are roofless, houseless, living in insecure
accommodation, and living in inadequate housing. This comprehensive definition aims to be inclusive of all
groups experiencing homelessness, including vulnerable migrant populations, the Gypsy Roma and Traveller
(GRT) communities, sex workers, and individuals in contact with the criminal justice system. However, data
and intelligence around people experiencing homelessness and wider inclusion health groups, though
available in some forms, is often limited, incomplete and doesn't articulate the full extent of the health needs
within this population. A report from Pathway highlighted that these groups are often ‘invisible’ or under-
represented in health data.®®

Many factors influence the current state of inclusion health data in north-east London and beyond, which
have been identified through the narrative of this strategy. As a system, we currently do not understand the
demographics and needs of those experiencing homelessness due to the barriers experienced when trying to
access health care. For example, research shows that around two-thirds of GPs refuse to register patients
without an address, contrary to NHS guidelines on access to healthcare.%® 2*8 Another study showed 65.5%
of rough sleepers were registered with a GP, compared to 98% of the general population.?° Additionally,
many individuals face a lack of trust in the system and encounter stigma from frontline staff, hindering their
ability to seek care.?° Another key challenge is digital exclusion; as healthcare moves increasingly toward
digital platforms, many in this population lack access to the necessary digital resources to engage with these
services.”" This digital divide can impede the interaction with health services, thereby hindering data
collection.

Data fragmentation is also a critical issue. The transient nature of the homeless population, combined with
the absence of integrated data systems across health and social care providers, leads to isolated and
incomplete data. This makes it difficult to gain a full picture of people’s healthcare needs even when they are
interacting with services. Coupled with this is the lack of standardisation in data collection due to inconsistent
classification, recording and coding of homelessness, inclusion health and wider information such as housing
status. This issue is particularly prevalent for those experiencing hidden homelessness, insecure housing, or
inadequate housing. Without standardisation, it is difficult to aggregate or compare data effectively across
different settings.5% People often report experiencing stigma, discrimination and a lack of trust in health and
care services so, they may be reluctant to fully engage and declare their personal and demographic
information.?*° More broadly, data that drives a focus on health inequalities is often analysed by
accommodation postcodes or demographic information based on protected characteristics,?*' through which
it is not easily possible to identify people in inclusion health groups facing extreme health inequalities. A
proposed solution to this issue is a better system for recording housing status as proxy for identifying people
in inclusion health groups.?4?

Importantly, understanding what matters to people and what works must be captured in a range of ways,
beyond quantitative data. This requires collaborating with people who have lived experience of homelessness
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(see ‘our strategic opportunities’) and using creative, broad evidence collection - employing qualitative
research, varied evaluation approaches, and engaging tools to share insights effectively.® '

Good quality data, intelligence and evaluation is key to understanding the health needs of our population to
prevent and address health inequalities. To effectively address the health and social needs of people
experiencing homelessness, we must harness the power of data and intelligence by improving data
collection, sharing and analysis, in alignment with our NEL ICS Joint Forward Plan,®? to ‘identify the most
vulnerable people living locally including those not using services and those frequently using services to
provide more targeted and proactive support which better meets their needs.’

Through this cross-cutting theme we will:

e Collaborate with partners to develop an inclusion health needs assessment that encompasses the
broad definition of homelessness to build understanding of the health needs of the inclusion health
population in NEL,

e Embed a unified definition of inclusion health across NEL and implement standardised coding
practices in both primary and secondary care settings to enhance data capture, quality, and
comparability,

¢ Improve data sharing between sectors and organisations to enable holistic, personalised and
joined up care planning through the Universal Care Plan, a pan-London digital care plan that puts the
patient at the centre of their care, ensuring their wishes and preferences are always considered by
health professionals caring for them,

e Identify key outcome measures to determine which metrics are most relevant to understand and
measure the impact of interventions, informing strategic action,

e Develop and support the use of a range of research and evaluation methods to evidence population
needs and the impact of services.
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Remaining meaningful and areas of developing focus

Over the next five years, the strategy will evolve in response to national and local developments, ensuring it
remains meaningful, dynamic and aligned with changing priorities and community and population needs. In
practice this means we will draw strongly on the cross-cutting theme of data, intelligence and evaluation;
capturing and demonstrating impact, improvement and learning through action steered by the strategy and
using this to inform what we focus on in the future.

Whilst the ambitions of this strategy are extensive and will necessitate significant focus, resource and joint
working, there are emerging areas of risk and opportunity that as we look to the future will require
consideration. These areas include the risks associated with climate change?®*® and the impact that this will
have on the most vulnerable populations; and the opportunities that taking a joint ICS and population health
approach offers in addressing the underlying causes of homelessness and preventing people becoming
homelessness.

Climate change

The Greater London Authority published the London climate resilience review in July 20242* recognising that
climate change will impact Londoners disproportionately depending on socio-economic and demographic
factors such as age and ethnicity. The CDP?* has also established that the UK’s most marginalised and
vulnerable health groups are the most at risk from climate change as their specific health and social
vulnerabilities heighten the risk of illness and death during severe weather.

Climate change means that people sleeping rough will be exposed not only to severe winter weather but also
increasingly hotter summers, particularly in heavily urbanised areas such as London. The impact of increased
temperatures can intensify risk factors in people sleeping rough and those in insecure housing, due to the
presence of underlying physical and mental health conditions, drug and alcohol dependencies, reduced
access to air-conditioned or shaded environments, drinking water, and increased social isolation. The result
of which is that people experiencing homelessness are at an elevated risk of hospitalisation associated with
even moderately high temperatures.?*® Considering this, areas that require further scoping include:

e Reviewing extreme weather protocols that set out the actions needed in extreme hot or storm
conditions — taking learning from current protocols such as ‘SWEP’.24

e Adaptation planning — understanding the risks to homeless populations and incorporating these into
planning for climate change across the system, examples could include ensuring public spaces have
dedicated shaded areas and drinking water facilities and testing the climate resilience of temporary
accommodation

¢ Training staff in the homelessness and housing sector about the impacts of climate change and air
pollution on those experiencing homelessness

¢ Understanding the impact of climate change in driving migration to the UK

e Continuing to embed the work on the NEL Green Plan to decarbonise the NHS and improve air quality

Housing, health and wider partnerships

ICSs are in a key position to take forward the work outlined in this strategy and to maximise the opportunities
that greater joint working between the health and care system and housing, particularly with a focus on the
most excluded populations.?*® 249 We are proud that the collaboration of housing and health is explicitly
recognised in pillar four and more collaborative approaches are required to tackle some of the most systemic
issues we face be it climate change or the supply of good quality affordable housing.

This has been recognised in the recent publication of ICS housing profiles by the GLA?° resource that aims
to support people working across the system to understand and work jointly to mitigate the key housing-
related issues that drive poor health in London, with a focus on housing quality, security and affordability. As
the ICS develops and as the ambitions of the strategy are met there should be a greater emphasis on how
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we can drive integration between health and housing. As a starting point the collective understanding of what
our NEL housing profile is telling us will enable a series of conversations with system partners to develop a
new approach to tackling health inequalities in NEL. Furthermore, there are opportunities to consider the use
of NHS estates and buildings to support vulnerable communities, including people experiencing
homelessness.?*' Beyond the ICS, we will make opportunities to work with wider partners, including the
police and criminal justice system, to align, integrate and address the needs of people experiencing
homelessness together.

Population health approaches for prevention

Taking a preventative approach to health inequalities and homelessness is further supported by our
population health approach in NEL. Work is being piloted in our some of our place-based partnerships,
exploring what a population health preventative approach could look like for those most at risk of becoming
homeless, addressing the risks of homelessness before the point of crisis. The London Borough of Barking
and Dagenham and place health partners are piloting a tool that uses predicative analytics (bringing together
disconnected datasets) to identify people at risk of becoming homeless, flagging warning signs like missed
utility payments or health issues that could be linked to homelessness and triggering wrap around support to
help prevent the situation tipping into crisis. To be rolled out in 2025/26, this pilot will be evaluated to assess
whether it can be scaled up as an ICS wide approach to preventing homelessness.

Conclusion and next steps

Due to the cumulative impact of austerity, cost-of-living increases, and the national housing crisis, more
people in NEL are facing the insecurity of becoming homeless. The impact of this on individuals and our
wider system is profound and this strategy sets out how as the NHS, we are working strategically with our
partners to achieve change to ensure people are supported at their most vulnerable time.

As this strategy is being published at a time of transition for Integrated Care Boards (ICBs), the role of
strategic commissioning becomes more prominent and there is an increased emphasis on neighbourhood-
level working. This presents valuable opportunities to implement the strategy at Place, while the ICB
maintains a strategic role in measuring impact and ensuring that the call to action is heard and acted upon.
The strategy will be approved, monitored, and periodically renewed by the ICB Board. A development plan
will underpin its delivery and will be regularly refreshed to align with evolving policy and service-level
changes. With many areas of focus in the strategy already underway and much best practice across NEL,
we need to be bold as a system to achieve more together and we are excited to formalise this commitment
through the NEL Homeless Health Strategy.

Contact us

To find out more about the NEL Homeless Health Strategy, contact the NEL Integrated Care Board, Health
Inequalities Team:

¢ Ellie Hobart: ellie.hobart@nhs.net
¢ Nicola Weaver: n.weaver@nhs.net
¢ Melody Dhinda-Rees: melody.dhinda-rees@nhs.net
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The NEL Homeless Health Co-design of the NEL Homeless Health Strategy

Strategy has been co-designed

with stakeholders from the

health, care, community, local

authority and voluntary sectors, .
as well as individuals with lived Health
experience of homelessness. Symposium
This inclusive approach _—
ensures that the strategy is stakeholder ‘
tailored to meet the unique rEgpment

needs of those experiencing

2024 ‘ 2025
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Pillar
homelessness in north east Working
London, while aligning with the Srotpe
broader goals of the integrated
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care system and national with experts
by experience

priorities.
In May 2024, we held the NEL We conducted extensive Thg stra.tegy was clso-designed through To ensure the strategy truly
Homeless Ht;,al th Symposium. engagement across the five Pillar Working (.-iroyps, each refles:ts the needs of those
bringing together over 100 system, presenting at over 30 focused o.n g strategic pillar. Each experlerjcmg homeless_ness,
colleagues from across the groups within the NHS, at Place group (conS|lst|ng of 12-26 colleagues the voice of people lived
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lived experience of homelessness experts in the voluntary sector. repregentatlves of thoseIW|th lived . homelessness was
to make the case for system-wide experience) met three times and mtegrated.throughout the co-
action on homeless health. See slide 3 shaped the strategic focus and the design process.

priorities of the pillars.



Co-design stakeholder list

NEL Groups, Summits and Events

NEL UEC Delivery Board

NEL Directors of Public Health Meeting

NEL Place Directors’ Meeting

NEL Directors of Adult of Social Services Meeting
NEL Integrated Care System Leaders Group
NEL Population Health and Health Inequalities Steering Group
NEL PCN Health Inequalities Leads Network
NEL Refugee and Asylum Seeker Working Group
NEL Homeless Health Reference Group

NEL Long Term Conditions Strategic Board

NEL ICB CSTO Leadership Meeting

NEL Net Zero Clinical Leads Meeting

NEL Rough Sleeper Forum

NEL Annual Health Equity Summit

NEL All Age Safeguarding Huddle

Place Meetings

+ Havering Place Based Partnership

» Tower Hamlets Together Operational Group

« City & Hackney Population Health & Health Inequalities Strategic
Partnership

» Redbridge Safeguarding Adults Board

+ Waltham Forest Safeguarding Management Group

Place Homelessness Groups and Events

Waltham Forest Homeless Health Partnership

Barking and Dagenham Homelessness working Group
Redbridge Homelessness Forum

City & Hackney Homeless Health Partnership
Newham Homeless Forum

Havering Rough Sleeping Summit

Collaboratives

Acute Care Collaborative
Community Care Collaborative
Primary Care Collaborative

Subject matter experts and VCSFE

Roma Support Group

Cardboard Citizens

Homelessness Charities (Pathway, Crisis, St Mungo’s, Groundswell, The
Magpie Project)

Homeless Day Centres (Providence Row, The Welcome Centre)

NEL Specialist GP Practices (Health E1, The Greenhouse Practice,
Newham Transitional)

Birth Companions
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Executive summary

This report provides an update on the progress made over the
last six months against our six cross-cutting themes within our
Integrated Care Strategy.

For each cross-cutting theme, a summary of the following is

provided:
e Vision
e Progress in 2025
e Next steps
e Key issues for the Board to be aware of
¢ Interdependencies/interfaces (including Places and

Collaboratives)
Some highlights of our progress include:

e Good Care Framework, shaped by local communities,
guides service design across north east London (NEL)
including through the ICB Outcomes Framework.
Coproduction remains central, with the Community
Insight System (CIS) enabling shared regional learning.
Resident voices are embedded through initiatives like
co-production training, health literacy work, and
accessible communications, supporting our Working
with People and Communities Strategy.

e Health Inequalities programme continues to progress
through local projects, the Health Equity Academy, and
schemes such as the community pharmacy
programme. A new anti-racism strategy has been
adopted, alongside ongoing work in workforce Equality,
Diversity and Inclusion (EDI), homelessness, asylum
seeker health, safeguarding, and use of data to drive
targeted action.

e Our learning system approach is evolving through a
cycle of continuous improvement, transparent service
design, and data-informed decision-making. Tools like
the Optum Pathfinder platform and an open learning
repository promote knowledge-sharing and system
transformation.

e Personalised care is scaling across the system with
support for neighbourhood and preventative ¢&fe




models. Key initiatives include the Joy platform for
social connection, digital tools for social prescribing,
workforce development, personal health budget pilots,
and strategies for accessing creative health and social
welfare services.

e Proactive prevention is underpinned by our population
health management (PHM) and prevention strategies,
supporting multi-disciplinary teams and services like
smoking cessation, alcohol support, cancer/diabetes
screening, and cardiometabolic care. The Anchor
Programme enhances our social impact, including
London Living Wage accreditation across the ICB.

As we continue to develop as a system, our cross-cutting
themes will play an even bigger role in setting ethos for our
partnership, promoting collaborative working, creating value,
securing greater equity and improving the outcomes for our
local people.

Action / recommendation

The ICB board is asked to note the progress made since the
last report in November 2024

Previous reporting

Reporting outlined for each area where applicable. The Executive
Management Team receives updates on all areas.

Next steps/ onward reporting

Report on progress against 25/26 plans, aligning to the new
operating model for the ICB.

Conflicts of interest

No conflicts have been identified

Strategic fit

The ICS aims this report aligns with are:

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

To support broader social and economic development

Impact on local people, health
inequalities and sustainability

The report enables the ICB board to monitor the progress of
the implementation of our six cross-cutting themes in our
integrated care strategy. The strategy and our related joint
forward plan set out in detail how we are addressing health
inequalities and the way we work with local people.

Has an Equalities Impact
Assessment been carried out?

No, each cross-cutting theme will carry those out as needed.

Impact on finance, performance
and quality

There are no additional resource implications/revenue or
capitals costs arising from this report.

Risks

The on-going delivery of the six cross-cutting themes is
essential for us to continue our evolution as a system.
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Introduction

Our interim integrated care strategy set out six cross cutting themes signalling our ambitions for working differently together as a system. This slide provides an update on our
progress. Each of these themes continues to shape how we work together as a system, ultimately towards improving outcomes and impact for our population. Together, they reflect
our key principles for system-wide collaboration and integration. Some highlights in our progress include:

. The Good Care Framework, developed through engagement with local communities, is now embedded in our ICB Outcomes Framework and as such will guide the design of all
services across NEL.

. The Community Insight System (CIS) has been recognised as good practice and supports regional insight-sharing under our theme of co-production. We continue to deliver our
Working with People and Communities Strategy, expand reward and recognition schemes, and embed resident voice into strategic planning. Key developments include health
literacy initiatives, NHS 10 Year Plan engagement, accessible communications work, and new co-production training for staff.

. Our Health Inequalities programme has advanced through a range of locally developed and impactful projects addressing key strategic priorities, for example, prevention, long
term conditions and BCYP. At the system level the NEL Health Equity Academy is supporting capacity and capability development in primary care and the community and
voluntary sector. A new anti-racism strategy has been adopted, and progress continues across workforce EDI, homelessness, asylum seeker health, and safeguarding. Data-led
approaches are driving deeper insight and action.

. Our Learning System approach is evolving. We're embedding a continuous improvement cycle, data-informed decision-making, and transparent service design processes. New
infrastructure such as an open learning repository and a new population health analytics platform support sharing of best practice and system-wide transformation.

. Personalisation work is scaling, with a system-wide framework supporting neighbourhood and preventative care. Initiatives include Joy platform expansion providing a directory of
service platform to support same day access , digital tools for social prescribing, workforce training, and personal health budget pilots for underserved groups. We have also been
developing partnerships to support creative health and access to social, welfare and legal advice.

o Prevention efforts continue to expand. Our PHM developments will support proactive MDT working within neighbourhoods. Smoking cessation, alcohol support services,
vaccinations, cancer and diabetes screening, and cardiometabolic care initiatives are well underway. The Anchor Programme has also strengthened our social impact, including
London Living Wage accreditation across the ICB.

As we move forward, our cross-cutting themes are essential to setting the ethos of our partnership—supporting collaboration, equity, and improved outcomes for all.



Progress report

Co-production

Portfolio vision:
Our vision as outlined in the ICS Working with People and Communities Strategy is to ensure that participation is at the heart of everything we do, through meaningful
engagement and co-production with our people and communities.

Reporting date: May 2025

Portfolio board: N/A

Progress since last report
Continued delivery of the ICS Working with People and Communities Strategy priorities

Worked with NEL Healthwatch and ICB colleagues to finalise Good Care Framework success measures — now embedded into the ICB’s Outcomes Framework
Continued to deliver Reward and Recognition programme, the CIS (Community Insight System) and People’s Panel, and to embed resident voice into insight driven
communications work and into strategic commissioning, service review and service redesign across NEL

Supported the implementation of NEL priorities such as our Right Care (access to care and Winter) campaign, maternity and neonatal services care model
development, our immunisations programme in NEL, NHS 111 service design and End of Life programme

Embed coproduction practice and learning: taster sessions delivered at ICB away days in November 2024 with a wider online training module and programme of
dedicated learning sessions for ICB staff to be launched by summer 2025

Develop our work in health literacy with lesser heard communities supported by our reward and recognition programme, ensuring the ICB works with smaller
voluntary organisations representing lesser heard communities e.g. Black African community in Havering and Bangladeshi community in Barking and Dagenham
Led engagement on the NHS 10 Year Plan with People’s Panel members, ensuring feedback from NEL fed into the national report

Improve accessibility standards through delivering training to ICB staff, redesign of our website, accessible materials explaining how to access care, a toolkit for
practice staff to better support patients with communications needs and focused Place-based work e.g. BSL work in Redbridge

Next steps:

Build on People’s Panel membership to ensure it reflects the diversity of North East London, by demography and by Place.

Review our reward and recognition policy and approach to ensure it supports our work as an ICB and ICS with lesser heard communities i.e. considers how we best
use resources to support the VCSE sector especially smaller community groups to deliver quality and meaningful engagement and coproduction with lesser heard
communities

Focus on health literacy to support strategic commissioning by improving communities’ understanding of how to access health and care services, and delivering
meaningful improvements to service design and delivery through co-design, engagement and, where possible, co-production.

Continue to support the creation and delivery of insight-driven campaigns and materials e.g. our immunisations (Bright Start in Life) campaign and Winter Wellness
within NEL, ensuring approach, messages and materials reflect local people’s concerns, views and communications needs

Prioritising the Community Leadership programme, working with partners, to ensure we provide the support for our communities and their representatives (faith
leaders, VCSE organisations etc) to enable their voices to be heard

Work with ICB and partner data colleagues to ensure insight data from residents guides system efforts to reduce health inequalities across programmes and
services

Successes or new initiatives:

* Insight from engagement with
communities shaped approach
and messaging for immunisations
work in NEL

»  Team now fully resourced, which
has led to enhanced in-reach
work with local communities at
Place

* Insight has driven the shaping of
our Right Care and immunisations
campaign, ensuring the concerns
and experiences of lesser heard
communities are built in our
approach and messaging.

Interdependencies/interfaces to other portfolios (including Places and Collaboratives)
This cross-cutting theme touches on all system portfolios, collaboratives and places as well as staff within the ICB and our providers.

Key issues for the Board to be

aware of:

e Our Community Insight System
continues to be the foundation of
our engagement work and has
been cited as good practice. It will
also help inform a regional
approach to sharing insights
across the five London ICBs

*  Work in the first half of 25/26 will
focus on health literacy work,
community leadership and
support for service redesign
through co-design/ coproduction
where appropriate




Progress report

Portfolio vision: Health inequalities exist between NEL and the rest of the country — for example we have particularly high rates of children with excess weight and poor
vaccination and screening uptake — but they also exist between places and communities. These inequalities are avoidable and unfair and drive poorer outcomes for our
population. We want to improve equity in access, experience and outcomes across NEL. To do this we have made reducing health inequalities a cross-cutting theme that is
embedded within all of our programmes and services within places and across NEL — everyone has a role to play.

Reporting date: May 2025

Cross-cutting theme: Health
inequalities

Progress since last report:

Year 2 evaluations of Place health inequalities funding identified positive outcomes and increased collaborative working. Examples of impactful projects
include projects supporting health literacy & navigating the healthcare system e.g. creative English for Health, projects tackling social isolation and
improving connectedness across communities; employment support for those further from the labour market; and targeted advice services for people on
low incomes, problematic debt or fuel poverty.

The NEL Health Equity Academy, launched in Nov 23 to support people and organisations in NEL to be equipped with the knowledge, skills and
confidence to reduce health inequalities, has developed and delivered a range of enabler programmes including a health equity curriculum for primary
care; Pride in Practice accreditation for 20 NEL practices; a NEL PCN health inequalities leads network; a webspace with a range of information, tools and
an interactive forum; and training on a range of useful topics. A VCFSE offer has been developed and is being implemented

A community pharmacy scheme to provide targeted advice and free over the counter medicines for people on low incomes and experiencing social
vulnerability across NEL went live in July 2024. Work is underway to assess impact in first year and to see if the approach needs any refinement.

A NEL anti-racism strategy has been approved by the ICB Board in January 2025. Simultaneously, the ICB is driving forwards action on EDI for the
workforce including improving the way staff networks are supported and listened to, becoming a Disability Confident Level 2 employer, and continuing to
roll out EDI training for unbiased recruitment. Engagement with D/deaf community undertaken to better understand the barriers they face to accessing
services

In response to NHS E Statement on Information on Health Inequalities, the ICB has collated, analysed and published a range of indicators across key
health domains, to better understand, measure and act upon healthcare inequalities within NEL. This data will be improved, expanded and used to inform
and drive further action to reduce health inequalities across ICS partners.

We continue to work to embed health equity across our systems and processes, including in business cases, individual objectives, social value
procurement, Equality and Quality Impact Assessments, and learning and development to upskill the workforce (e.g. training, lunch and learns, and other
staff events).

An Integrated Neighbourhood Teams (INT) development framework has been launched to support places in developing their INTs. It builds on population
health principles and a continuous improvement approach, with specific focus on addressing health inequalities through prevention, children & young
people and proactive care.

The NEL Homeless Health Strategy, developed through extensive engagement and co-design inc. those with lived experience, has been endorsed by
NEL Population Health and Integration Committee. The strategy is a call to action to focus the system on areas of joint working whilst also providing a
framework for Place partners to develop plans to address the needs of people experiencing homelessness in their local places over the next five years
(2025 — 2030).

Doctors of the World continue to deliver the initial health assessment outreach service to support people seeking asylum in Newham, supporting 300
people since going live in July. Immigration advice service for people in hospital supported in partnership with three London ICBs.

Working with colleagues across the ICS who support people seeking asylum, and under the leadership of safeguarding leads, a letter of concern was
drafted and endorsed by ICS leadership. Addressed to Dame Angela Eagle (Minister of State at the Home Office), the letter called for urgent action in
response to a range of serious safeguarding risks and incidents taking place in Home Office asylum accommodation across NEL boroughs, managed by
Clearsprings Ready Homes.

The Anchor programme has driven LLW accreditations* across NEL, making us the only ICB in London to achieve this. We've cut our collective carbon
footprint by 32%, opened new community-based health centres, and embedded social value in all procurement. While the climate crisis remains a major
public health challenge, we've built a network of system enablers to drive and sustain change.

Next steps

Inclusion health needs assessment, to understand the
needs of a full range of groups experiencing exclusion
and vulnerability across NEL.

A wide variety of health inequalities funded projects
continue at Place, with Year 2 evaluations reported to
PHIC in April 2025. 25/26 we will be working towards
developing an evaluation framework that aligns to our
NEL Outcomes Framework

Continue to offer support for our workforce through the
NEL Health Equity Academy, including a specific offer
to the VCFSE sector and continued support to primary
care.

Improving and expanding the healthcare inequalities
data, and using it to inform and drive further action to
reduce health inequalities across ICS partners
Working towards embedding health inequalities in
strategic commissioning to ensure it is a key factor in
decisions on investment and disinvestment.

NEL ICS Homeless Health Strategy scheduled to be
presented to ICB board in May 2025 for

approval. Launch and delivery plan to be established
as next steps

Key issues for the Board to be aware of

Sharing learning across Places is key to this work and
further work is needed to maximise the potential
benefits.

10% reduction in health inequalities funding applied as
per financial planning guidance will impact

Interdependencies/interfaces to other portfolios
(including Places and Collaboratives):

All Places and Collaboratives should be working to reduce
health inequalities as a priority across theirygprk
programmes.




Progress report

Creating a High Trust Environment that supports integration and
collaboration

Portfolio vision:

We will build the environment of high trust that enables seamless delivery across pathways spanning social care, primary and community care and secondary care
regardless of organisational or sector boundaries. Only building this truly collaborative and high-trust culture will enable our new partnership to work for local people
and within and across local partners; without it, our new structures will have limited impact on the people of north east London.

Reporting date: May 2025

Portfolio board: Multiple — PHIC,
FPIC, People and Culture Committee

Progress since last report

The NEL ICS operating model was signed off in January 2025 by the ICB Board, setting out how our system is working in a collaborative way to improve the
health and care outcomes of our local people. This includes the different partnership groups that enable us to work together to solve tricky issues. Building on this
approach to address the government requirement to deliver a 50% reduction to ICB running costs, we have undertaken some rapid engagement with system
partners to understand how we can retain key areas of value and local connectivity while also addressing the challenging savings target.

Our operating plan for 2025/26 has been developed with our Trusts, tackling some challenging issues needed to address our financial deficit without impacting
negatively on other parts of the system. To support this, the system partners are now sharing their impact assessments for service changes in a transparent way
and some of our place-based partnerships have held local discussions related to the financially constrained landscape we are working within.

A first draft of our medium term financial strategy has been developed, and will be finalised when we have the agreed financial part of the operating plan for
2025/26. As part of this plan we worked with system partners to develop and agree a number of system wide high impact interventions. These have now also been
included in the first NEL ICB commissioning framework, signed off by the ICB board in March 2025.

Our integration roadmap was approved by the population health and integration committee in February 2025 following extensive engagement from our partners.
This includes focused work on enablers such as OD and Leadership, Workforce, Finance, Contracting & Commissioning, Estates, Digital and Communities.

Successes or new initiatives
* NEL ICB operating model approved
* Integration Roadmap approved

Next steps

Refresh the ICP strategy in response to the 10 year plan. Our current understanding is that the plan will arrive before the end of June 2025. We are developing our
approach to how we will co-produce the ICP Strategy to ensure it represent our collective partnership strategy for NEL.

Review the NEL ICS Operating Model in light of the national changes and cuts to the ICB, ensuring that ICB still fulfils the statutory requirements as well as the
national priorities of the three shifts (from acute to community, from treatment to prevention and from analogue to digital) and enable the establishment of a
national neighbourhood health service

Finalise the five year medium-term financial strategy, with the operating plan being our year 1. This will set out how savings will be realised while delivering our
refreshed ICP strategy.

Develop our Joint Forward Plan as a delivery plan for the ICP strategy, ensuring alignment with the commissioning framework.

Further explore how we develop our system approach to impact assessment, supporting planning as a system and collaborating to find innovative solutions to joint
problems.

Evaluate and prioritise initiatives for our Integration Roadmap. Initiatives for the OD and Leadership workstream will foster a high-trust environment across the
system, and key initiatives will be incorporated into future reporting.

Key issues for the Board to be

aware of

» The establishment of a systemwide
group to take forward our system
development, including exploring
opportunities to build joint
leadership skills and training, has
been put on hold while we wait for
the new ICB operating model to be
agreed.

Interdependencies/interfaces to
other portfolios (including Places
and Collaboratives)

+ This cross-cutting theme touches
on all system portfolios,
collaboratives and places as well as
staff within the ICB and our
providers.

+ It provides other programmes the
foundation required to optimise
delivery.




Progress report

Operating as a Learning System driven by research and innovation

Portfolio vision:

The transition to an Integrated Care System has provided an opportunity to work differently in relation to how we plan, deliver, integrate and improve our services
across north east London. In developing and embedding our new system operating model, our aim is to embed research, innovation, continuous learning and quality
improvement in all that we do.

Reporting date: May 2025

Portfolio board: multiple — PHIC,
FPIC and new Steering Group for
research and innovation

Progress since last report

Work has started on developing an overarching learning system approach, based on a continuous cycle of improvement: using data and evidence more
systematically to set priorities, inform decisions, and drive system transformation while also evaluating more effectively. The learning system approach will support
us in our role as strategic commissioners, conveners of partners and in enabling neighbourhood health services.

New ways of working are being developed including how we take a new initiative from an opportunity through to a plan on a page, into implementation, and then
monitoring and evaluation. This will be a data informed process with clear stages of 'go / no go' decisions that will be overseen by the new commissioning groups,
working alongside providers.

In addition, we are supporting our Barts Health and NELFT providers to set up an open repository for local learning such as research, innovation, continuous
improvement. This open repository will be available for the whole system to access, and therefore enabling us all to learn from each other.

We developed a set of high impact interventions as part of the medium-term financial strategy informed by horizon scanning to find the latest innovations and
evidence-based interventions to meet the needs of our population. We have been working in partnership with our academic and innovation partners to understand
the art of the possible and then tailored this to local circumstances. We will be building on this way of working for the year ahead, working closely with our subject
matter experts and through existing groups such as improvement networks.

The population health management (PHM) team is working closely with the neighbourhood team to embed a PHM approach, and specifically a PHM workflow
platform (procured from Optum) into to this workstream as a key enabler

Our integration roadmap was approved by the population health and integration committee in February 2025 following extensive engagement from our partners.
This includes focused work on enablers such as OD and Leadership , Workforce , Finance, Contracting & Commissioning , Estates , Digital and Communities .

Successes or new initiatives

Our team is now fully resource
with the senior manager for
research and innovation starting in
April 2025 and who will take a lead
on the learning system
development.

A learning system approach has
been used in the development of
our high impact interventions,
demonstrating how this can work
in real life.

Next steps

The learning system approach to be finalised and approved by the population health & integration committee in the summer 2025. This will include the culture
change needed to work in this way, clarifying the skills and capabilities needed.

As part of this, an evaluation framework will be developed, providing opportunity to tailor the evaluation based on the type of initiative being rolled out, and drawing
on expertise from our academic partners.

Continue to develop an ICS research and innovation strategy with our partners, building on all the input and insight from the system workshop in autumn 2024.

Evaluate and prioritise initiatives for our Integration Roadmap. Initiatives for the OD and Leadership workstream will aim to create clinical integration and support
clinical innovation, and key initiatives will be incorporated into future reporting.

Interdependencies/interfaces to
other portfolios (including Places
and Collaboratives)

This cross-cutting theme touches
on all system portfolios,
collaboratives and places as well
as staff within the ICB and our
providers.

It is a pre-requisite to other
programmes as it provides the
evidence and insight to inform the
interventions with the best
possibility to succeed.




Progress report

Personalisation

Portfolio vision:

Personalised care involves changes in the culture of how health and care is delivered. It means holistically focussing on what matters to people,
considering their individual strengths and their individual needs. Embedding personalised care approaches into clinical practice and care, which take into
account the whole person and address all their needs holistically will ensure our most vulnerable communities are supported in the years ahead. We have
built a strong foundation for personalised care over the last three years as a system, with an early focus on social prescribing and personal health budgets.
Aligned to the ‘Comprehensive model of Personalised Care’, our vision is to lead and enable the delivery of the six components of personalised care and
embed these in local population health approaches.

Reporting date: May 2025

Portfolio board:
TBC

Progress since last report

» Personalisation framework for NEL, aligned with our health inequalities agenda, provides a framework for places to develop their own plans and address
population needs and has been docked in with neighbourhood and prevention elements and endorsed by EMT in December 2024

» Ensuring social prescribing link workers can capture the NEL social prescribing minimum dataset via a digital template and analyse the data in a
PowerBI dashboard

» Expanding the implementation of Joy platform across NEL providing a directory of service platform to support same day access

» Developing personalised care workforce plans with primary care and training hubs to support the Fuller actions relating to integrated neighbourhood
teams

» Support equity of offer and quality assurance of personal health budgets across NEL for the Right to Have cohorts

» Piloting new approaches to deliver personal health budgets for rough sleepers and discharge from hospital to support underserved groups and address
winter planning pressures

» Developing a strategy to embed creative health in services across the system with specific focus on addressing health inequalities

» Promoting access to social welfare legal advice by developing a training programme for hybrid welfare advice link workers and performing a stocktake
of advice providers in NEL to identify areas to improve availability of advice services to address inequalities in our local communities where it is needed
most

» Develop and roll out Enhance Generalism workforce development programme to enable health and care professionals of all disciplines to work
effectively to better meet patient need and improve the health and wellbeing of local population

Successes or new initiatives

+ Creative Health Symposium held in February
2025 attended by 200 health and care
professionals from across NEL

« 80 participants across NEL have attended at
least one of the first four Enhance webinars

+ 30 mental health patients and 27 rough
sleepers have received a personal health
budget during 24/25 via the e-wallet service

» Secured funding and trained 49 Care
Coordinators in recommended 2-day
Personalised Care Institute accredited course

Next steps

» Tier 2 of NEL Enhance programme to support teams work towards integrated neighbourhood ways of working via a supported QI offer to address a local
health inequality issue

» Social welfare and legal advice task and finish group to be established and multi-stakeholder workshops scheduled to take forward recommendations
from the stocktake

Interdependencies/interfaces to other portfolios (including Places and Collaboratives)
As a cross-cutting theme, personalisation has interfaces across all Places and Collaboratives

Key issues for the Board to be aware of

* Meeting statutory responsibilities within NEL
ICS under ‘Right to Have’ legislation

* Local variances may create legal challenges
within Right to Have pathways across places

* Require assurance of quality of PHB offer and
named accountable leads across NEL

» Challenges in recruiting and retaining
personalisation workforce due to uncertainty of
funding and lack of career development
opportunities

» Variation in social prescribing process, data
collection and ability to evaluate demand and
capacity on VCSE due to different digital
systems being used and not having a consistent
directory of service in place across NEL (e.g.
Joy used in 3 of 7 places)




Progress report

Prevention

Portfolio vision: We want to increase our focus as a system on prevention of ill-health and earlier intervention. This means increasing our focus and resources ‘upstream’, to prevent
illness in the first place. Preventive health offers need to be appropriate for all in our diverse communities and will only be effective when working across organisations and local
authorities to address the wider determinants of health.

Reporting date: May 2025

Cross-cutting theme: Prevention

Progress since last report

Population Health Management (PHM) strategy agreed with system — defines our approach to population health improvement and how the ICB will support MDTs across the ICS to
deliver proactive care. Building on this we are developing the ICS prevention strategy with system partners, ensuring we draw on the wealth of knowledge and experience from all.
Smoking screening rates within trusts continue to improve, and thousands of patients continue to be provided with care plans for their tobacco dependence across inpatient,
maternity and mental health settings. Continued commitment from ICB to support this programme which is seen as a “must do” and make them business as usual.

Barts were successful with a business case to establish an alcohol screening and treatment service at Newham Hospital.

New pilot smoking cessation programme established at King Geroge ED focused on providing support to many residents who wouldn’t attend a traditional community smoking
cessation service.

Vaccinations: There were 193 sites offering covid and flu vaccinations for Autumn/Winter 24/25 (started 3 October 2024). There are Outreach services in all boroughs offering
engagement conversations, vaccinations and other health interventions as appropriate for each local community.

Cancer prevention and screening: A number of projects have been initiated to increase uptake of cancer screening programmes, including Targeted Lung Health Checks (TLHC),
Incidental findings from TLHCs have also detected COPD and coronary artery calcification. Liver surveillance is being implemented across NEL, and Lynch syndrome testing is
being mainstreamed.

Diabetes prevention: progress on the diabetes remission programme and Diabetes Prevention Programme are reported as part of the LTC Board reporting.

All NEL boroughs have agreed to pilot the PCN pharmacist receiving additional training in optimising and treating patients with or at risk of cardiometabolic disease.

Work to develop a Tier 3 weight management service offer is underway.

Next steps

Complete our medium term financial strategy to model impact of investment in prevention on wider health service need.

NHS Confederation new payment mechanism pilots on how to pay/ incentivise for prevention.

Development of neighbourhood learning health system approach to delivering prevention.

Vaccinations: collaborating with NHSE in preparation for delegation of immunisations to ICBs in 2025.

Cancer prevention and screening: Extend TLHCs into Havering (4" borough). Implement liver surveillance digital call/recall system and start implementation of Ovarian cancer:
identifying and managing familial and genetic risk (NG241).

NHS tobacco services to be maintained and funded on a sustainable basis moving forwards, following funding commitment by the ICB.

Establish more smoking cessation services within emergency departments across NEL.

Ensure opportunities presented by the swap 2 stop (tobacco to vapes) programme being extended into 25/26 are maximised.

LTC and vaccination teams holding 5 joint outreach clinics across NEL in October offering additional health checks. LTC team and Cancer Alliance working together to engage
with Tottenham Hotspur and West Ham to deliver cancer screening and LTC Health Checks at event and match days.

The Anchor programme will continue to increase the number of suppliers paying a LLW, launch the NEL Infrastructure Strategy, ensure social value is embedded in contracting. As
we collaborate on the refresh of our Green Plans for 2025-28 an additional chapter on Clean Air will be added galvanise the system to protect our population at all life stages from
poor air quality.

Conducting a prevention baseline of all relevant activity across NEL to understand total spend, gaps and overlaps to better inform an ICS approach to prevention

Successes or new initiatives this year:
1. NEL ICB achieves London Living Wage
Status

2. 10,000 patients and service users have
been supported to stop smoking since the
NHS tobacco programme started, and 32%
on a supported care plan quit smoking at 4
weeks.

3. Vaccinations: extensive engagement and
outreach provision in each borough for
24/25, data driven and co-designed with
local partners.

4. TLHC continues to be a key driver to
increase early detection of lung cancer.
Currently, 73% of lung cancers diagnosed
via this route are at stage 1 or 2.

5. Institute of Environmental Management
and Assurance (IEMA) Corporate
Partnership

Interdependencies/interfaces to other portfolios (including Places and Collaboratives): All Places and Collaboratives are focusing on prevention.

Key issues for the Board to be aware of

» There is a demand for weight loss
medication and Tier 3 services across
NEL to support the delivery of these, that
is currently not being consistently met
within existing services.

* No budget to fund Green Plan or Climate
change adaptation initiatives.

» Covid vaccination funding for additional
activities is short term and non-recurrent.
Learning and sharing from all initiatives to
support embedding as business as usual
where possible.

» BAU funding for cancer services from
April 2025, specifically to continue Lynch
syndrome testing and ovarian cancer
surveillance.
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Executive summary

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

A comprehensive review and refresh of the BAF was undertaken
as part of the risk management cycle. Each risk on BAF has
been thoroughly reviewed and revised by all Chief Officers.
Further updates will be undertaken to ensure our risk registers
and BAF reflect the potential impacts of the organisational
change in light of the recently published Model Integrated Care
Board blue print and awaited 10-year health plan.

The current key risks on the BAF relate to:

e Collaborative working across partners

e Wider determinants of health/environment
e Quality and safety of care

o Delivery against control total and operating plan
o Workforce

o Population growth

e Mutual accountability for commitments

e Digital and estates

e Being outward looking

e Population growth — specialist services

e Cyber security

A new organisational change risk is presented for review and to
agree the proposed open risk appetite which is ‘we are willing to
take reasonabile risks, balanced against reward potential.’

Action required

The ICB Board is asked to:

e Consider and note the report.
o Approve the proposed risk appetite for the organisational
change risk.

Previous reporting

ICB executive management team
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Next steps/ onward
reporting

¢ Audit and Risk Committee for assurance.

e ICB and ICS executive management team to review the
corporate risk register in June

o Board to receive updated BAF in July 2025

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

Implementing the risk strategy and policy for the ICB will support
achievement of the ICB’s corporate objectives through managing
risks to delivery. It relates to all ICS aims:

e To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and access

¢ To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The paper sets out key risks within the ICB and system in order
to achieve our aims for the health and wellbeing of our
population.

Has an Equalities Impact
Assessment been carried
out

An Equality Impact Assessment is not required for this report.

Impact on finance,
performance and quality

Relates to achievement of our corporate objectives on these
matters.

Risks

This report relates specifically to risk. With continued pressures
within the system there is a risk that leaders and staff to not pay
the necessary attention to complying with, identifying and
mitigating risks. This will be mitigated through clear leadership
from the executive team and clarification on what the ICB
operating model will be going forward.

1.0 Background

1.1 As both a statutory NHS organisation and the integrated care system (ICS) convener,
the Integrated Care Board (ICB)’s risk register includes those risks affecting delivery
of the wider ICS aims, purpose and objectives. The purpose of the Board Assurance
Framework (BAF) is to set out the key risks to the ICB in achieving its objectives and
priorities and to identify the controls and actions in place to manage those risks.

1.2 The ICB has a responsibility to maintain sound risk management processes and
ensure that internal control systems are appropriate and effective and where
necessary to take remedial action. It is a key part of good governance. The risk
review uses the standard NHS methodology that considers the likelihood of the risk
alongside the severity of its impact if it materialises. The risk score takes account of
the mitigating action proposed. This then gives a risk score and categorisation of:

1-3 Low Risk
Low Priority

4-6 Medium Risk
Moderate Priority

8-12 High Risk
High Priority
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The BAF is constructed around the aims of the ICS:

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

e To support broader social and economic development

Process for escalation

Risks managed through the committees of the ICB that are rated 15 or above should
be considered for escalation to the Board. The escalated risk will continue to be
maintained in the committees’ and relevant Chief Officer portfolio register. In
addition, risks raised through the Board and the Integrated Care Partnership will be
considered for inclusion.

Progress to date

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

The BAF will also be presented alongside the corporate risk register at the next
meeting of the Audit and Risk Committee.

The governance team will be reviewing the risk management strategy and policy
taking into account feedback from the executive management team (EMT), Non-
Executive Members, internal and external audit. This will also need to take into
account the new ICB operating model once approved.

Risks on the BAF

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

e There is arisk, against a backdrop of rising financial and demand pressure, that
partners within the ICS begin to focus more on organisational agenda, meaning
unwarranted variation is not tackled, services are not integrated around the need
of local people and the priorities local people want to see are not delivered.

o There is a risk that ways of working continue to focus more on meeting deficits
than building on strengths which means they will continue to meet a narrower
range of local peoples’ needs and risk not bringing into account wider community
assets.

o There is a risk that workforce and resource capacity challenges, adversely impact
on the quality of, and safe care to residents, thereby increasing health
inequalities, poorer outcomes and service failures. These challenges could
further mean that local people don’t experience a compassionate approach,
impacting on the quality of service they receive and the trust they hold in services
and have an impact on our ability to improve existing services and drive
innovation, leading to a risk of intervention from regulators such as the Care
Quality Commission (CQC).

e There is arisk that the lack of a coherent, whole system workforce strategy, with
effective and integrated workforce planning and additional capacity, means we
are unable to meet our statutory duties, to support the wellbeing of our diverse
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workforce and deliver the range of services needed by local people, adversely
impacting on their health and wellbeing.

There is a risk that the financial challenges we face as a system mean we are
unable to achieve the ambitions set out in the Integrated Care Partnership (ICP)
Strategy to improve equitably the health and wellbeing of people across north
east London, to reduce inequalities and to invest in prevention and were we to fail
to meet our statutory duties to achieve financial breakeven, would lead to
increased scrutiny from NHS England, a requirement to go into recovery and
potential reductions in services to local people.

There is a risk that without access to longer term, sustainable capital we focus on
meeting today’s pressures, are not able to maintain and improve our digital and
estates infrastructure in line with the needs of our population and fail to deliver
digital innovation which in turn increases our longer-term sustainability.

There is a risk that the failure to share mutual accountability for the delivery of
current and future operating plans and constitutional standards, could result in
clinical variation and have a negative impact on quality and performance
improvement. In turn, this could lead to poorer experience and outcomes for
service users.

There is a risk that without a collaborative and innovative plan to address the
significant growth in population across north east London over the coming years,
there will be a weakening of our health and care infrastructure, poorer health and
wellbeing outcomes and impacts on social and economic development for our
whole population.

There is a risk that existing inequalities in outcomes and experience which result
from structural discrimination of all types, and particularly structural racism, are
not effectively tackled and these communities continue to experience poorer
outcomes.

There is a risk that health and wellbeing outcomes for local people are adversely
affected by our failure as a system to work together to address the wider
determinants of health, particularly in the context of the current cost of living
crisis. Effects will include: Wider determinants such as the quality of the
environment including air pollution and access to green spaces, quality and
availability of housing, wider economic drivers, levels of child and household
poverty, educational attainment, employment rates and occupation; and social
networks and connections are linked to health outcomes. A failure to address
these factors as a system will lead to poorer health outcomes for our population,
widening inequalities and unsustainable demand for health services.

There is a risk that, if the rapid rise in long term conditions continues as
predicted, especially where individuals suffer from more than one long term
condition, more people may become more unwell earlier in life, resulting in poorer
quality of life, safety and outcomes. An increasing proportion of our resources
needing to be spent on specialist and acute care with a risk that we run out of
capacity in these areas. There is a risk we would see widening health inequalities
and create additional financial pressure in both revenue and capital terms.

There is a risk that the increasing cyber-attacks in healthcare could leave the ICB
and our partner organisations vulnerable to an attack. An attack could impact our
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services and also risk the exposure of our residents’ data. In turn, this could lead
to services being halted which would impact on patient safety and also breach
the Data Protection Act.

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

Next steps

As referenced in the Chair’s report, following the publication of the Model Integrated
Care Board Blueprint, the ICB is required to establish a Transition Committee to
ensure a safe and coherent transition of functions and to manage local risks including
tracking progress. The new organisational change risk will be reviewed regularly
through the Transition Committee who will also oversee the risk register for the
organisational change programme.

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

Attachments

Board Assurance Framework
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North East London

Board Assurance Framework April 2025 — Dashboard Integrated Care Board

ICS Aim Risk Score Risk Order in

Oct/ Nov Dec/ Jan Feb/ Mar Apr Appetite BAF

Risk Owner

Risk Description

Responsible
Committee

Jun/ Jul Augl/ Sep

To improve There is a risk that ways of working Charlotte Population Health 12 12 12 12 12 12 8 Cautious:
outcomes in continue to focus more on meeting Pomery and Integration We have
) deficits than building on strengths Committee limited
population which means they will continue to tolerance 9
health and meet a narrower range of local of risk with
healthcare peoples’ needs and risk not bringing a focus on
into account wider community assets. safe
delivery
There is a risk that, if the rapid rise in Paul Gilluley | Population Health Cautious:
long term conditions continues as and Integration We have
predicted, especially where individuals Committee limited
suffer from more than one long term tolerance
condition, more people may become of risk with
more unwell earlier in life, resulting in a focus on
poorer quality of life, safety and safe
outcomes. An increasing proportion of delivery
our resources needing to be spent on 1
specialist and acute care with a risk
that we run out of capacity in these
areas. There is a risk we would see
widening health inequalities and
create additional financial pressure in
both revenue and capital terms
because of unfunded growth in
activity. ..
To tackle There is a risk that existing Diane Jones Quiality, Safety Cautious:
inequalities in inequglities in Qutcomes and and Improyement We have
experience which result from structural Committee limited
outcomes, discrimination of all types, and tolerance 5
experience particularly structural racism, are not of risk with
and access effectively tackled and these a focus on
communities continue to experience safe
poorer outcomes. delivery
There is a risk that workforce and Diane Jones Quality, Safety Cautious:
resource capacity challenges, and Improvement We have
adversely impact on the quality of, and Committee limited
safe care to residents, thereby tolerance
increasing health inequalities, poorer of risk with
outcomes and service failures. These a focus on
challenges could further mean that safe
local people don’t experience a delivery 7
compassionate approach, impacting
on the quality of service they receive
and the trust they hold in services and
have an impact on our ability to
improve existing services and drive
innovation, leading to a risk of
intervention from regulators such as
the CQC.
There is a risk that the failure to Director of People and Cautious:
implement our whole system People Culture Committee We have
workforce strategy, with effective and limited 6
integrated workforce planning and tolerance
additional capacity, means we are of risk with
unable to meet our statutory duties, a focus on 160




ICS Aim

Risk Description

and deliver the range of services
needed by local people, adversely
impacting on their health and
wellbeing.

Risk Owner

Risk Score
Oct/ Nov Dec/ Jan

Responsible

Committee Jun/ Jul Aug/ Sep Feb/ Mar

To enhance
productivity
and value for
money

There is a risk that the financial
challenges we face as a system mean
we are unable to achieve the
ambitions set out in the ICP Strategy
to improve equitably the health and
wellbeing of people across north east
London, to reduce inequalities and to
invest in prevention and were we to
fail to meet our statutory duties to
achieve financial breakeven, would
lead to increased scrutiny from NHS
England, a requirement to go into
recovery and potential reductions in
services to local people.

Henry Black

Finance,
Performance and
Investment
Committee

There is a risk that without access to
longer term, sustainable capital we
focus on meeting today’s pressures,
are not able to maintain and improve
our digital and estates infrastructure in
line with the needs of our population
and fail to deliver digital innovation
which in turn increases our longer-
term sustainability.

Henry Black

Finance,
Performance and
Investment
Committee

There is arisk that if ICS partners do
not share mutual accountability for the
delivery of current and future
operating plans and constitutional
standards, this could result in clinical
variation and negatively impact on
quality and performance improvement.
In turn, this could lead to poorer
experience and outcomes for service
users.

Henry Black

Finance,
Performance and
Investment
Committee

There is a risk that the increasing
cyber attacks in healthcare could
leave the ICB and our partner
organisations vulnerable to an attack.
An attack could impact our services
and also risk the exposure of our
residents’ data. In turn, this could lead
to services being halted which would
impact on patient safety, and also
breach the Data Protection Act.

Henry Black

Finance,
Performance and
Investment
Committee

There is a risk that the requirement to
reduce the ICB running cost by 50%
will impact the delivery of the ICBs
objectives and overall will be a
significant distraction for our workforce
as they face a substantial
reorganisation due to the requirement
to redesign the operating mode for the
ICB. There are a number of risks
associated with this including: overall
impact on the delivery of BAU, impact
on staff morale/behaviours/wellbeing,

Zina
Etheridge

Remuneration
Committee

Target

Risk
Appetite
safe
delivery

Order in
BAF

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

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

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

10

Averse:
Avoidance
of risk is a

key
objective

12

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

13

161




ICS Aim

Risk Description

risk of staff leaving during the process
thus leading to an impact on delivery,
an impact on the local population
during the period of change through
delays and disruptions to services and
contracts, wider impact on the ability
of the ICB to deliver its role across the
system during this time.

Risk Owner

Responsible
Committee

Risk Score

To support
broader social
and economic
development

There is a risk that partners fail to
work collaboratively and innovatively
to plan for and address the significant
growth in population across north east
London over the coming years, with a
weakening of our health and care
infrastructure, poorer health and
wellbeing outcomes and impacts on
social and economic development for
our whole population.

Henry Black

Population Health
and Integration
Committee

Risk
Appetite

Order in

BAF

There is a risk against a backdrop of
rising financial and demand pressure,
that partners within the ICS begin to
focus more on organisational agenda,
meaning unwarranted variation is not
tackled, services are not integrated
around the need of local people and
the priorities local people want to see
are not delivered.

Charlotte
Pomery

Population Health
and Integration
Committee

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

There is a risk that health and
wellbeing outcomes for local people
are adversely affected by our failure
as a system to work together to
address the wider determinants of
health, particularly in the context of the
current cost of living crisis. Effects will
include: Wider determinants such as
the quality of the environment
including air pollution and access to
green spaces, quality and availability
of housing, wider economic drivers,
levels of child and household poverty,
educational attainment, employment
rates and occupation; and social
networks and connections are linked
to health outcomes. A failure to
address these factors as a system will
lead to poorer health outcomes for our
population, widening inequalities and
unsustainable demand for health
services.

Paul Gilluley

Population Health
and Integration
Committee

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

10

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery
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Board Assurance Framework — April 2025

ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPOO04 (previously
v v reference CFPOO01)

ICS priority Children and young people Mental health Employment and workforce Long term conditions S TS Henry Black

FEE TN Finance, Performance
v v v v committee and Investment
Committee

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

appetite
v v v v v v level (1-5)

v

Risk description There is a risk that the financial challenges we face as a system mean we are unable to achieve the ambitions set out in the ICP Strategy to improve equitably the health and wellbeing of
people across north east London, to reduce inequalities and to invest in prevention and were we to fail to meet our statutory duties to achieve financial breakeven, would lead to increased
scrutiny from NHS England, a requirement to go into recovery and potential reductions in services to local people.

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

August 2022 The system has a break-even control total (CT) agreed with NHSE that is required to be delivered.

There is considerable risk detailed within the NEL operating plan around the achievement of the CT

25

20 > Risk reconsidered | due to the level of in-year savings required through long-term transformation and delivery of cost
in April 2025 improvement programmes (CIPs), elective recovery backlog, ongoing operational pressures and
s workforce changes. The risk goes beyond a financial risk and impacts on all areas of the system.
Target rating (LxS) Target date Rationale
10 * April 2030 Mitigations in place should aid the reduction in the risk score and allow the system to deliver its
statutory financial duty. However, the prerequisite to this is the reduction in spend across the system.
5 The target date of 2030 has been set as we will be working to the 5-year medium-term financial

strategy which should enable us to reduce the risk score.

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

April 2025

Apr-30

Work is continuing across the system to address the financial risk with progress and delivery being
monitored through the Financial Sustainability Joint Oversight Committee (FSJOC) and discussed at
recovery forums including CFO meetings and the ICB’s Financial Sustainability Board.

Controls and assurances

Monthly system level reporting and ongoing review of specific financial risks and opportunities. Reports presented to the Executive Committee bi-monthly, the Financial Sustainability and Oversight Committee and the Finance,
Performance and Investment Committee bi-monthly

Financial performance reported and reviewed by regional/national teams.

Agreed Internal Audit and Counter Fraud Programmes with RSM which are reported to the bi-monthly Audit and Risk Committee
Annual External Audit with KPMG which is reported to the Audit and Risk Committee

Internal ICB processes to deliver greater transparency on future spend; including business case process where assurance on investment decisions is provided by the Investment Review Group

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

Mitigations/ actions to address the risk Target date
System wide financial sustainability programme continues to engage and oversee key groups, ensuring different areas of recovery are taken forward. This includes provider facing programmes including Ongoing
workforce productivity, corporate services, temporary staffing and commissioner facing workstreams such as CHC, medicines optimisation and commissioning changes

ICB savings programme developed with risk rating applied to all schemes. Work continues to identify further savings and develop plans to meet ongoing efficiency targets as well mitigation where Ongoing
programmes slip. Each work programme contains a number of workstreams and plans and report into the Financial Sustainability Board chaired by the Chief Executive Officer

System level triple-lock process in place to ensure appropriate spend only Ongoing
System level communications and engagement plan agreed to allow partners to contribute ideas and ways of working for efficiency savings and review Ongoing
Efficiency programmes are being led by individual organisations, with some cross-organisational transformation programmes led through the collaboratives Ongoing
Development of the medium-term financial strategy with system partners to plan, invest and transform across the system in the medium-term (5years). July 2025
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ICS Aim To improve outcomes in population health and healthcare Risk applies to ICB Risk applies to ICS Risk CPPO15 (previously
v v reference CSTO01)

ICS priority Children and young people Mental health Employment and workforce Long term conditions HEECTEIE Charlotte Pomery

SCE BT Population Health and
v v v v committee Integration Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v v v v level (1-5)

v

Risk description There is a risk that ways of working continue to focus more on meeting deficits than building on strengths which means they will continue to meet a narrower range of local people’s needs
and risk not bringing into account wider community assets.

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

16
14 \
12

Nov 2022 At the point of this risk being identified the extent of engagement required to co-produce the strategy

whereby it was jointly owned by all partners was challenging. The reputational and operational impact
of not developing a coproduced strategy would be severe as it's one of the key purposes of the ICP to
provide the strategic framework for the local health system.
> Target rating (LxS) Target date Rationale

8 ¢ ¢ ¢ March 2026 Significant work has been planned to ensure there is full engagement with a wide variety of
stakeholders and partners reducing the likelihood. The target, and risk as a whole, is currently under

e review following the recent national announcements on the role of ICBs, to determine how the new

4 model could have impacts to the mitigations in place or underway.

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

0 date
ﬁ § 8 ﬁ ﬁ § § % § i % § E § 8 i i § § % § ﬁ @ % % 12 (4x3) April 2025 This will always remain an important risk for the ICS which we will need to pay attention to. The wider
£35283028=¢2s3283°2858832s3<2 = ICS operating model is being developed principally through the leadership and governance work

——Rating —mTarget themes, along with critical inputs from the clinical and care professional leadership work theme and the

transformation cycle project. These involve co-design by large groups from across the ICS and
additional communication with those not directly engaged. This risk will continue to be reviewed and

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

Controls and assurances

Review of current data and information including JSNAs from all 7 PBP and NEL population profile

ICP strategy development - key focus on securing PBP and provider collaborative input including engaging executives from provider collaborative e.g. Trust Chairs and Senior executives
ICP strategy discussed at CAG to ensure clinical engagement and input

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

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

Integrated neighbourhood model approved at the ICB Board in March 2025.

Mitigations/ actions to address the risk

Target date

The wider ICS operating model is being developed principally through the leadership and governance work themes, along with critical inputs from the clinical and care professional leadership work theme Existing

and the transformation cycle project.

Population Health Improvement approach presented to and endorsed by Population Health and Integration Committee, with next steps identified May 2024 and
ongoing through
system partners at
PHIC and
implementation

Segmentation model enables a focus on keeping people healthy and well, reducing the risk of developing one or more long term conditions July 2024 and

ongoing iteration
and use across the
system
Commissioning
governancegagreed
for future decision

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




making by the ICB
Board in March
2025.

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

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

From July 2024

Presentation at April
ICP committee
completed.

The development of Integrated Neighbourhood Working and Integrated Neighbourhood Teams follows an assets-based model which recognises all a neighbourhood and a community has to offer. The work
also focuses on co-designing a clinical and service model which will respond to local population need. Co-design with a wide set of stakeholders and implementation are underway — reporting through to
PHIC.

A System Steering Group has been established with multi-agency and multi-sector membership overseeing system work.
Each Place partnership leading a programme of work.

Development of integrated neighbourhoods is embedded into future operating model and commissioning framework at a local, London and national level.

Integrated
neighbourhood
model approved at
the ICB Board in
March 2025.

The Integration Roadmap is being developed with partners to set out the future direction of integration, its intended outcomes and the required enablers, building on the strengths and assets of all system
partners.

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

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

Approved by PHIC
in February 2025
and continuing.

The ICB plays an active role in London and national developments, to ensure the impacts for north east London are understood and to build a strengths-based approach on a wider footprint including focus
on a coherent London approach for revised operating model.

Ongoing.
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTOO009
v v reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions HELETLET A Paul Gilluley

FEE BB Population Health

v v v committee and Integration
Committee
Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest  Risk 2: Cautious
appetite
v v v v v v v level (1-5)
Risk description There is a risk that health and wellbeing outcomes for local people are adversely affected by our failure as a system to work together to address the wider determinants of health,

particularly in the context of the current cost of living crisis. Effects will include: Wider determinants such as the quality of the environment including air pollution and access to green
spaces, quality and availability of housing, wider economic drivers, levels of child and household poverty, educational attainment, employment rates and occupation; and social

networks and connections are linked to health outcomes. A failure to address these factors as a system will lead to poorer health outcomes for our population, widening inequalities
and unsustainable demand for health services.

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

18

16 >

14

September 2022 | NEL currently has the highest rates of air pollution in the UK and the impact of air pollution on ill

health is known and individuals suffer harm because of it. The additional pressure put on the NHS
system due to ill health arising from air pollution has a severe operational and reputational risk.
Target rating (LxS) Target date Rationale

12

10 April 2029

We will fail to deliver and sustain improvements to health and wellbeing outcomes and address
inequalities without working as a system to address wider determinants of health including housing,
education, poverty and the local environment. Opportunities to address wider determinants align to
the integration agenda for local systems, the government shift towards prevention and the

development of the neighbourhood health model and population health management.

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

NN NN B OmMm;m B mmmoe; < < <tttk nnn O April 2025 The risk, mitigations and targets are currently under review in light of the recent Government

anNgaggggggggaggagaqgaagqgaqgoggaga o : : faati : ;

Bt cos5EscE RO 3gce555Cc5Ye38c055 5 announcements in relation to organisational change in the NHS. At each part of the risk cycle, we

oE=e =<z <0 -=e 2<z Tw-=e =< < will reflect on the risk as a whole and determine whether the impacts of the change will affect our
e Rating Target approaCh-

Controls and assurances

ICS Net Zero SROs meet regularly as a system group
NEL DsPH monthly meeting with senior ICB attendance
Reports presented to the Population health management and health inequalities steering group
Reports presented to the Population Health and Integration Committee

Anchor Strategy work developing across north east London

Establishment of NEL Strategic Long Term Conditions Board with focus on interface of wider determinants and health and care services including impact on long-term health and wellbeing
Mitigations/ actions to address the risk

Target date

Worked with ICB partners to promote and support active staff travel approaches across NEL including walking, cycling and use of public transport. Taking part in national NHSE programme for Net | Ongoing commitment to
Zero Modal Shift Exemplar Programme to increase active travel in staff commute. promote active travel

Introduce low emission car salary sacrifice rental scheme Complete - December 2022

Scoping requirements and need for an air quality strategy for NEL including clinical lead and PMO support to be in place to champion air quality and drive strategic relationships with wider system to | Complete - April 2024
focus on addressing air quality and to highlight health cost of poor air quality on people’s health outcomes

Travel and transport working group established with involvement from across ICB system
Introduced salary sacrifice staff bike scheme across ICB

Complete

Complete - Jan 2023
The Babies Children and Young People (BCYP) Air Quality Clinical Lead role was extended and ended in March 2024. They have worked with the Net Zero Lead and BCYP team to develop a case | Work continuing
study for an Air Quality Programme to be discussed with the Chief Transformation and Strategy Officer (CTSO) and Chief Medical Officer (CMO) in May.

Net Zero report is being socialised with the appropriate fora and will be presented to the ICB Board at its meeting in November. November 2024
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Adoption by ICP and ICB of housing and homelessness as a priority, development of Homelessness Strategy for north east London, data reflective of housing impacts

From July 2024 — focused
action plan being developed

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

Work continuing

Funding provided to place based partnerships to tackle health inequalities including wider determinants working in partnership with local authorities and VCFSE partners Up to 2025/2026
Health Equity Academy and associated projects addressing poverty eg. training for social prescribers to improve access to social, legal and welfare advice March 2026
Investment in population health analytics platform will support integration of data on wider determinants and related interventions through local neighbourhoods July 2025

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

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

NEL ICS Air Quality Action Group formed February 2024 which is administrated by the Health Improvement and Inclusion Team. Complete
Clinical Session time, previously allocated across NEL, for Air Quality Lead currently funded via the Training Hub for Newham to May 2025 (to support Newham Asthma and Wheeze pilot) Complete
Risk discussed at the Population Health and Integration Committee at its meeting in October. The risk is going to be discussed in detail at a future meeting following a comprehensive review April 2025
undertaken by the CMO.

ICB Board agreed to adopt housing as a key system issue, following a recommendation from the Integrated Care Partnership. July 2024
The ICP reflected on the connection between health and employment at its meeting in October and how as partners we could collaborate to ensure residents with long term conditions can gain Complete
employment in health and care.

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

167




ICS Aim

To support broader social and economic development

ICS priority Children and young people Mental health

Boroughs impacted Havering

v v

v

Responsible
committee

Newham

v

Risk applies to ICB

Employment and workforce

Risk applies to ICS Risk CSTO012 (previously

CPPO11)

Long term conditions HE L EIAS Henry Black
(transferred from CSTO in

Jan 25)

Population Health and
Integration Committee

Waltham Forest Risk
appetite
v level (1-5)

Redbridge Tower Hamlets

2: Cautious

v

v

Risk description

Score history and targets Initial rating (LxS)

18

16 P
14 :
Target rating (LxS)

12
10
8 4 4
6 -
. Current rating (LxS)
2
0
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Rating Target

Controls and assurances

assurance

July 2030

Initial date

November 2022

Target date

Latest review
date

April 2025

There is a risk that partners fail to work collaboratively and innovatively to plan for and address the significant growth in population across north east London over the coming years, with
a weakening of our health and care infrastructure, poorer health and wellbeing outcomes and impacts on social and economic development for our whole population.

Rationale

Given the rapid population growth expected in north east London, there is a need to develop the
infrastructure required to support people’s health and wellbeing against a challenging economic
backdrop.

Rationale

Establishment of the ICS and ICB and all associated structures and governance are still in progress
which keeps this as a risk

Rationale and key progress/ updates since last report

All Place Based LIF are set up and running with partners.

Ongoing development of a medium-term financial strategy (MTFS) which will support mitigating this
risk.

The ICB is leading development of a medium-term financial strategy that will improve our
understanding of the challenges that population growth will continue to present in NEL. It will also
support development of interventions that will help us manage demand across our system with a
focus on improving productivity, optimising care and reducing variation as well as driving a greater
focus on prevention / moving care upstream.

The implementation of ICB and ICS governance structures which include various committees and sub-committees which are held on monthly or bi-monthly basis with ICS partners. Minutes of these meetings can be provided for

All Place-based local infrastructure forums are meeting regularly with representation from across partners.

Mitigations/ actions to address the risk Target date
Establishment of Local Infrastructure Forums following long-term Strategic Infrastructure plan submission Ongoing
Dedicated work with local authorities through Place Partnerships and cross-Place Partnership working Borough-based
working is
underway.
Demand, growth and interventions model developed to understand impact of service models on demand and to push for greater focus on prevention and early intervention Underway
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ICS Aim To tackle inequalities in outcomes, experience and access Risk applies to ICB Risk applies to ICS Risk CNOO02

I A,

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Diane Jones

S Quality, Safety and
v v 4 v committee Improvement
Committee
B&D C&H

Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v v v v v level (1-5)

Boroughs impacted

Risk description There is a risk that existing inequalities in outcomes and experience which result from structural discrimination of all types, and particularly structural racism, are not effectively tackled
and these communities continue to experience poorer outcomes.

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

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

25

20

\ Target rating (LxS) Target date Rationale

15

October 2025 Significant programmes of work are planned or underway that will enable greater oversight across the
System. The Quality and Safety teams are working to understand whether the new ICB operating

model will have implications to the target date.

¢ *~—o Current rating (LxS) Latest review Rationale and key progress/ updates since last report
5 date

April 2025

10

Programme Boards and improved ways of working/ collaboration across the system are starting to be
more explicit that this should result in good practice and greater collaboration becoming embedded.
Quality and Safety teams are actively reviewing the mitigations and will be considering any potential
impacts to delivery as the new operating model develops. A comprehensive update will be available for
the ICB Board meeting in July

e Rating == Target

Controls and assurances

System Oversight Command Group stood up across NELHCP.
The NEL System Quality Group meets quarterly to discuss System Quality issues

Mental Health/ Learning Disability and Autism (MHLDA) Programme Board in place to review System MHLDA issues

Urgent and Emergency Care Programme Board in place to review system urgent and emergency care (UEC) risks and programmes of work to support improvement

Partnership of East London Co-operatives (PELC) Assurance and Improvement Groups meets to assure PELC actions against Care Quality Commission actions and support improvement conversations across NHR geography
Quality, Safety and Improvement Committee (QSI) in place to review System/ Place quality issues

BHR Urgent and Emergency Care (UEC Place Programme Board in place meeting monthly

NHS NEL Quality Team embedded within Provider Quality Assurance meetings as a way of understanding their quality issues and mitigation plans

Staff in NEL ICS have access to Freedom To Speak Up/ Whistleblowing/ Guardian services to raise concerns regarding quality and safe care.

The use of demographic profiling to understand the impacts to local residents.

Undertaking equality impact assessments in all areas of work with Board papers required to record completion or non-completion

Ensuring that all partners have the relevant tool; such as training and access to information.

Working with local government partners at place-level to codesign anti-racist approaches.

Recruitment panels to reflect local populations to support the recruitment processes.

Mitigations/ actions to address the risk Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Ongoing
Monthly London Clinical Executive Group conversations
After Action Review and Clinical Harm Review processes to be determined — done through Provider quality Meetings Ongoing
Provide Trust, Clinical huddles, Ops huddles and Quality and Patient Safety huddles take place across each hospital site daily. Issues feed into ICS System meetings. Some Trust also have nursing workforce daily Ongoing
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Impact of industrial action discussion at Quality Safety and Improvement Committee (QSI) Committee — Committee will continue to review at every meeting

08/02/23 & 26/04/23
& 14/06/23
Complete

System programmes to support UEC improvements discussion at QSI Committee

08/02/23 complete
and planned for
Feb 24 meeting

BHR UEC Place Programme Board around BHR UEC Improvement Plan and Strategy, avoidable admissions, discharge funding programmes

26/04/23 & 31/05/23
& 28/06/23 Complete

Strengthening of staff networks to support protected characteristics. September 2024
Ensuring coproduction reflects local diverse populations. Continual
Maintaining our commitment to the Health Inequalities funding which can affect employment opportunities. Continual
Co-creating and implementing the Equality, Diversity and Inclusion Strategy. Continual
Ensuring that our core communications include community languages. Continual

Anti-racist Strategy under development across the system building on Place work on anti-racist commissioning models (Hackney, Tower Hamlets most advanced)

Complete. Strategy
has been approved
by the ICB Board
and work is
underway to
implement this in all
areas of our work to
embed culture.
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ICS Aim To tackle inequalities in outcomes, experience, and access

ICS priority Children and young people

Mental health

Risk applies to ICB Risk applies to ICS Risk CPCO02

v reference

Employment and workforce Long term conditions HE VT Director of People

FES T HI M People and Culture
v committee Committee

Boroughs impacted C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v v v v level (1-5)
Risk description There is a risk that the failure to implement our whole system workforce strategy, with effective and integrated workforce planning and additional capacity, means we are unable to meet

Score history and targets
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e Rating Target

Controls and assurances
ICS People and Culture Strategy approved by the ICB Board in January 2024

Initial rating (LxS)
12 (3x4)

Target rating (LxS)

6 (2x3)

Current Rating

12 (3x4)

Initial date

December
2022

Target date

December
2025

our statutory duties, and deliver the range of services needed by local people, adversely impacting on their health and wellbeing.

Rationale

Given our current service requirements and workforce pressures, if we do not plan and deploy effectively,
we will not be in a position to deliver the range of services required which may impact on the health and
well-being of our workforce.

Rationale

To ensure a consistent and health and well-being offer is maintained for all staff across north east London
(NEL). Plans developed and in place to allow flexible deployment and minimum employment of staff
across NEL. Development of new roles that can be trained and deployed quickly to NEL utilising
apprentice pathways, new roles, and retention initiatives. Also, to ensure pathways and processes are in
place to support and encourage local people into health and care employment.

The wellbeing offer to social care and primary care was funded non-recurrently by the ICB - no funding
has been identified past June 2024 and has been decommissioned through the Investment Review Group.
We have begun working with system partners to develop system wide approach to developing a
consistent occupational health offer in the future.

Latest review Rationale and key progress/ updates since last report

date
April 2025

Key priority identified by provider CPCOs to implement our People digital plan to streamline and automate
recruitment processes. Aligns to our “Attract” pillar in the strategy and the key aim of attracting staff from
our local communities. Work ongoing to develop a specification for a single occupational health service
and pricing and costing this. Current approach to build on existing work and ensure sustainability and
flexibility pending any changes following the ICB restructure and corporate posts reductions in Trusts in
2025-26.

Through existing health and care recruitment hubs, over 300 posts have been offered to local residents which are funded by the GLA during 2024.

Social Care hub in place until March 2025

The people and culture committee was established to oversee the delivery of the people and culture strategy and will hold responsibility for the workforce priority on behalf of the ICS including the delivery of the Long-Term
Workforce Plan. This will include creating meaningful employment for the local population across North East London

Initial engagement with Local Authorities, providers voluntary sector since October 2022 Completed — engagement continues as
required

High level system people and workforce strategic priorities presented to the ICB Executive Management Team in June 2023 Complete

High-level system people and workforce strategic priorities to be signed off via ICB Board by July 2023 Complete

Set up a task and finish group to develop and agree a minimal employment offer and flexible deployment of staff Complete

Ensure full utilisation of the levy and infrastructure to support learning in the workplace. Building cohorts of up skilled staff incrementally Complete

Through existing health and care recruitment hubs a commitment to offer 900 posts to local residents - incrementally up to 2024 funded by the GLA Complete and ongoing

Working with system partners to develop system wide approach to developing a consistent occupational health offer in the future. March 2025

Exploring further extension of GLA funding for Social Care hub for year commencing April 2025 April 2025

Priorities and delivery plan for the strategy to be developed following the People Board being held in September. March 2025

Productivity and having a permanent workforce are in alignment with our work to achieve financial sustainability. Continuing e




Inclusion of priority supporting people with long term conditions to enter and/or stay in employment agreed in the Long-Term Conditions Portfolio September 2024

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

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

organisations.

Options for delivery of People and Culture and Strategy discussed at CPCO group in April 2025. Agenda item for discussion, June NEL People and Culture Committee. June 2025
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ICS Aim To tackle inequalities in outcomes, experience and access Risk applies to ICB Risk applies to ICS Risk CNOO01

ICS priority Children and young people Mental health Employment and workforce Long term conditions Risk owner Diane Jones
S Quality, Safety and

v v v v committee Improvement
Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v v v v v level (1-5)
Risk description There is a risk that workforce and resource capacity challenges, adversely impact on the quality of, and safe care to residents, thereby increasing health inequalities, poorer outcomes and

service failures. These challenges could further mean that local people don’t experience a compassionate approach, impacting on the quality of service they receive and the trust they hold
in services and have an impact on our ability to improve existing services and drive innovation, leading to a risk of intervention from regulators such as the CQC.

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

25 December 2022 Considerable resource and workforce capacity risks that may have an impact on quality and safe care
20 \ Target rating (LxS) Target date Rationale
15 ¥ 8 (2x4) December 2025 Significant programmes of work are underway that will enable greater oversight across the System.
All system changes are being asked to understand wider system impact i.e. through Cost Improvement
10 Plans
| r—o Target date set as December to enable time to understand impact following the national cost cutting
5 ask from the national team/ Govt.
Current rating (LxS) Latest review Rationale and key progress/ updates since last report

0 date

% § ﬁ % % Ei 3 ﬁ mﬂ?“‘: § % § i § § §§ g ‘i EQE ‘z‘r % ﬁ ﬁ % @ % 12 (4x3) April 2025 Range of Boards in place and improved ways of working/ collaboration across the system are more

8523883328823 c5¢e28833330688=282 & embedded — this should result in reduction in risk.

——Rating = Target Increased controls and assurances in place across the system

Controls and assurances

Incident Management calls across the ICS have been implemented.

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

NEL ICS system Safety Group meets every 2 months

NEL ICS System Quality Group meets every quarter

System Oversight Command Group stood up across NELHCP.

The NEL System People Board are in place

Recruitment across Clinical Leadership roles to support improvement programmes to address risk i.e. Director of Allied Health Professionals role
International recruitment campaigns in place across all NEL Providers i.e. NELFT programme in Africa

Nursing and Midwifery Workforce Expansion Board — regional group to deliver against the Government promise to increase nursing and midwifery numbers
National CNO strategy to be launched in Sept followed by an implementation plan — NEL CNO Group priority is workforce

NEL ICS system emergency control centre in place

Substantive Director of Nursing and Safeguarding in post

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

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

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

MHLDA Quality Surveillance Group developed to enable wider information sharing regarding quality and patient safety issues
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Clinical and quality represented at all levels of decision making

Mitigations/ actions to address the risk Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Monthly

Consideration to be given to areas of clinical activity that could be stood down if needed. — ongoing conversations through CAG and Incident Management Meeting Ongoing

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

Impact of industrial action discussion at QS| Committee 08/02/23 & 26/04/23
& 14/06/23
Complete

System programmes to support UEC improvements discussion at QS| Committee 08/02/23 complete

Revision to ICB Quality and Safety Team Operating Model to maintain oversight of risks/ issues through attendance at System Programme Boards September 2024 -
complete

Ongoing reporting through ICB Quality, Safety and Improvement Committee, System Programme Boards, Place-based partnerships and Collaboratives Ongoing
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ICS Aim To enhance productivity and value for money

Risk applies to ICB Risk applies to ICS Risk CSTO02
v v reference

ICS priority Children and young people Mental health

Employment and workforce Long term conditions TG ETE Henry Black (transferred
from CSTO in Jan 25)

FES T HIOEM Finance, Performance
4 committee and Investment

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

appetite
v level (1-5)
There is a risk that without access to longer term, sustainable capital we focus on meeting today’s pressures, are not able to maintain and improve our digital and estates infrastructure in
line with the needs of our population and fail to deliver digital innovation which in turn increases our longer term sustainability.
Score history and targets Initial rating (LxS) Initial date Rationale

v

v

v v

v v v

v

Risk description

16

>
14

12

May 2023 NEL-wide Infrastructure Strategy required by NHS England before July 2024. Options and priority

areas for investment need to be reviewed to enable better future planning of investment and spend.

Target rating (LxS) Target date Rationale

“ July 2030 As work on the strategy starts, this will drive down the severity score as mitigations will be identified.

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

April 2025

10

Infrastructure Strategy draft is completed, and all Local Infrastructure Forums are established at each
Place and have been running for the last 12 months.
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s = I N ZO-uw>S<I<s S I »nwOzZza0-uLsS<< aplta and especially backiog maintenance continue to be an issue for Trusts.
e Rating Target

Controls and assurances
Internal ICB processes to deliver greater transparency on future spend.

Implementation of ICB and ICS governance structures which include various committees and sub-committees which are held on monthly or bi-monthly basis with ICS partners.
Establishment of Local Infrastructure Forums.

Mitigations/ actions to address the risk

Target date
Development of long-term (20 year) Strategic Infrastructure Approach and plan, reviewing options and priority areas for investment to enable better future planning of investment and spend. Ongoing
Options and priority areas for investment reviewed to enable better future planning of investment and spend. Ongoing
Ongoing development of Medium-Term Financial Strategy underway aligned to Strategic Infrastructure Plan

Ongoing
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ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO14/ CFPO15
v v reference

ICS priority Children and young people Mental health

Employment and workforce Long term conditions S TS Henry Black

FEE TN Finance, Performance
v committee and Investment

v v

Committee
Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v v v v v level (1-5)
Risk description There is a risk that if ICS partners do not share mutual accountability for the delivery of current and future operating plans and constitutional standards, this could result in clinical

variation and negatively impact on quality and performance improvement. In turn, this could lead to poorer experience and outcomes for service users.
Score history and targets Initial rating (LxS) Initial date Rationale

May 2023 Final 25/26 Operating Plan submission made at the end Apr-25. Overarching delivery against national
Risk reconsidered | priorities and trajectories remain unchanged for the April submission (as previously presented to the
in April 2025 and | Board). Continued collaborative working to mitigate and manage risks associated with delivery of
rationale updated | financial balance vs. delivery of operating plan priorities.

16

BHRUT was moved out of the recovery support programme under the NHS Oversight Framework in
May-24 in recognition of improvements in UEC, quality and finances - the ambition is to move down
into the next category of the NHS Oversight Framework (oversight at a North East London level rather
than at national level). Barts Health are in SOF3 - SOF3 exit criteria were approved by the London
Regional Support Group in Nov- 24, with formal review of progress in Apr-25.

14
12
10

The NEL system remains in Tier 2 for UEC (with effect of January 2024). As a Tier 2 system, NEL
continues to receive regionally led support to help achieve the ambitions of the UEC Recovery Plan.
The domain with the highest likelihood of poor outcomes is Elective Care, requiring the highest level of
intervention and support.

0 Target rating (LxS) Target date Rationale

Jun-23
Jul-23

Aug-23
Jan-24

Feb-24
Jun-24

Jul-24
Aug-24
Jan-25
Feb-25
Apr-25

May-23
Sep-23
Oct-23
Nov-23
Dec-23

Mar-24
Apr-24

May-24
Sep-24
Oct-24

Nov-24
Dec-24

Mar-25

Mar-30

March 2030 The target date has been revised to reflect the aims of the developing 5-year medium-term financial

strategy, which will be presented to the Board for approval following the 2025/26 operating plan
submission.

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

April 2025

e Rating Target

The 2025/26 Operating Plan submission was presented for the Board’s approval at it's meeting in
March. The March Operating Plan submission was classified as needing further intervention with a
further final submission made at the end of April. The outcome of the submission will inform our

developing medium-term financial strategy.
Controls and assurances

Monthly/weekly reviews of all areas are in place along with project governance.

Acute Provider Collaborative in place for NEL to address the acute delivery through local clinically led recovery programmes, reviews of strategy and approach based around High Volume, Low Complexity (HVLC) care and robust
operational oversight and challenge supported by the regional team

UEC, Community, Mental Health are led through a provider collaborative devolved model of delivery with central ICB co-ordination.
Research and recommendations commissioned from external consultancy on UEC operational framework

The FPIC will extend its scrutiny to patients awaiting treatment in Community Services

A UEC Delivery Group has been established to track, mitigate, and escalate key risks relating to UEC performance.

Winter planning is in place to ensure patient safety

An operating plan performance report is regularly presented to the FPIC and ICB Board, with performance being regularly monitored by collaboratives, providers and places. Reporting against the 25/26 Operating Plan will
commence once M1 validated data is available in June 25.

Mitigations/ actions to address the risk

Target date
The APC is in the process of revising its governance for 25/26, with a view to structure work programmes around 2/3 specific specialty challenges Ongoing
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Establishment of the Acute Commissioning Board to reflect Acute Commissioning as core business via an MDT approach

Complete and work

is continuing
Reinvigoration of the NEL Diagnostics programme to ensure issues are mitigated locally and jointly, together with ongoing alignment, sharing of best practice and collaboration. CDC delivery continues which | Ongoing
will be positive for patients and residents of NEL.
Provider collaborative led programmes of work to feed into development of NEL ICB SOF 3 exit criteria, driving system-wide solutions, partnership and ICB executive leadership to exit SOF 3. Ongoing

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

Complete and work

is continuing
North East London Cancer Alliance in place and leads on NEL cancer performance and delivery. Complete and work
is continuing
A UEC dashboard has been developed by the NEL business insights (Bl) team in cooperation with UEC Programme Board members. Monthly trajectories track progress against the six mandated metrics Complete and work
aligned to the national programme for winter planning and delivery. is continuing
The Winter Plan was presented at the Executive Committee on 15 November 2024 and is included as an appendix to the CEO report at the ICB Board meeting on 27 November 2024 Complete
The development of the medium-term financial strategy and commissioning framework will enable us to plan our resources effectively as a system and will mitigate some of this risk once approved and July 2025

implementation begins.
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CPPO13

v v reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions HE VLIS Charlotte Pomery

SCE BT Population Health and
v v v v committee Integration Committee

Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v v v v v v level (1-5)

v

Risk description There is a risk against a backdrop of rising financial and demand pressure, that partners within the ICS begin to focus more on organisational agenda, meaning unwarranted variation is

not tackled, services are not integrated around the need of local people and the priorities local people want to see are not delivered.
Score history and targets Initial rating (LxS) Initial date Rationale

18

May 2023

The system is facing significant financial challenges and the ICB is going through a restructure,

1 meaning that learning from regional and national can be challenging and time consuming.

14 \ Target rating (LxS)  Target date Rationale

12 e

10 8 (4x2) September 2026 | It is anticipated that over a year will be required to fully mitigate this risk - allows significant lead in

. ¢ * time following the organisational change, as well as understanding the implications of the 10-year

¢ health plan and wider policy context.

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

4 date

2 12 (3x4) April 2025 We continue to participate actively in national, regional and indeed cross north east London forums to

0 share and learn from best practice. We have built communities of practice in a number of areas and
§ % g ﬁ 33 E«Z} X ﬁ ig g % § § S EE N ii% E § ﬁ ﬁ g ﬁ are represented well on leadership forums across sectors including for example community work,
2829828352808 8=8¢98283528588=282 3 care services and co-production.

Rating Target

We are part of London forums on a range of topics and actively learning from each other.

We will undertake a further review of this risk in light of the recent announcement regarding the
organisational change required in the NHS. We will be considering if/ how this could impact on our
existing mitigations and whether this raises wider associated risks.

Controls and assurances
Full engagement with partners on regional group and initiatives, including the Greater London Authority.
A focus on learning within and outside of London and attending site visits.

Receiving active delegations from NHS England and hosting services on behalf of London, e.g. Dental, Optometry and Pharmacy Services (DOPS).
Focus on Big Conversation next steps — success measures, Good Care Framework, revisit of views from our communities through reiterated conversations

Mitigations/ actions to address the risk Target date
Involvement in research and pilot initiatives.

Continuing
System leaders participating in national and regional groups. Continuing
The ICB’s Managing Director of Primary Care is chair of the Primary Care PODS Group. Complete.
Participating in national, regional and local forums to share and learn best practice Continuing
Communities of practice have been built in a number of areas, including community nursing, care services and co-production Complete and
continuing
People’s Panel reinvigorated providing opportunity to ensure people needs and insights are reflected in real time Complete and
ongoing
Community Insights System continues to evolve, providing rich insights from local people’s experience of services and their wishes for the future. Current focus on expanding to include wider voluntary and Complete and
community sector insights and data continuing
The wider ICS operating model is being developed principally through the leadership and governance work themes, along with critical inputs from the clinical and care professional leadership work theme and | Existing

the transformation cycle project.
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The Integration Roadmap is being developed with partners to set out the future direction of integration, its intended outcomes and the required enablers, building on the strengths and assets of all system
partners.

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

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

Approved by PHIC
in February 2025
and continuing.

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

Commissioning
framework
approved by the
ICB Board on
27.03.2025

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

Direction of travel
endorsed by PHIC
on 26.02.2025
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ICS Aim

ICS priority

Boroughs impacted

Risk description

Score history and targets

25

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

To improve outcomes in population health and healthcare

Children and young people Mental health

Havering Newham

v v v v

Employment and workforce

Responsible
committee

CMO001

Risk

reference

Long term conditions S THET S Paul Gilluley

Population Health and
Integration

Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v level (1-5)

growth in activity.

Initial date

Initial rating (LxS)

January 2024

20— n 4
\ | Target rating (LxS) Target date
15
April 2026
10
5
0
WA A S S L _ -
F @@ @Y EE & & Current rating (LxS) Latest review
date
e Rating = = = Target

April 2025

There is a risk that, if the rapid rise in long term conditions continues as predicted, especially where individuals suffer from more than one long term condition, more people may become
more unwell earlier in life, resulting in poorer quality of life, safety and outcomes. An increasing proportion of our resources needing to be spent on specialist acute care with a risk that we
run out of capacity in these areas. There is a risk we would see widening health inequalities and create additional financial pressure in both revenue and capital terms because of unfunded

Rationale

The risk has been identified owing to a specific challenge in NEL related to renal dialysis capacity, a
specialised service, currently commissioned by NHSE, and due for delegation in April 25. The capacity
challenge has arisen due to unfunded growth in demand which is marked in NEL owing to the aetiology
of the population. Risks in unfunded growth for other specialised services are therefore likely to arise
where funded capacity is likely to be insufficient to meet rising demand for complex specialist care as
the population needs increase in response to new drugs, technology and advances in specialist
provision. Quality and safety impacts of reduced capacity and access to certain specialist treatments
can be extremely detrimental to patient outcomes in addition to the financial pressures on the NHS
more broadly.

Rationale

The risk remains as red with a target for April 26 as this will be one-year post delegation of specialised
service commissioning to ICBs with improved ability to assess impact. The risk is likely to remain at a
high score as preventative interventions to manage specialist demand will take time to demonstrate
impact. Simultaneously, the volume of specialised services to be delegated will increase over time,
potentially leading to a greater imbalance in demand and capacity owing to increasing population
demands based on complexity and multiple pathology. For renal dialysis capacity specifically however,
the risk rating should reduce to amber by April 2026.

Rationale and key progress/ updates since last report

The London Kidney Network (LKN) have provided an independent review of NEL growth assumptions
for 1,2, 5 and 10 years against which current capacity plans and future options to increase capacity
have been reviewed in the NEL Renal Dialysis Capacity group. A rolling programme of 20 dialysis
stations is required to reduce safety metrics to acceptable levels. The plan to commission the initial 20
dialysis stations is progressing well, with a target go live date of October 25 and a service/workforce
model also agreed. Revenue funding is close to finalised, with further discussion to secure the required
capital. The risk rating score has reduced to 16 on account of progress to secure the initial 20 stations
but remains red until all funding sources are secured.

Service portfolio analysis for specialist services to be delegated and clarity on impacts of needs-based funding formula.

Speciality deep dives to assess compliance with national service specs and early identification of demand and capacity imbalance

Reports and updates provided to:

NEL Specialised Services Programme Board

NEL Specialised Services Transformation sub group

NEL Specialised Services Contracts and Finance Committee

North London Programme Board for specialised services (as renal dialysis capacity is also constrained in NCL)
London Joint Committee for Specialised Service Delegation

Acute Provider Collaborative Executive Committee
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¢ Acute Provider Collaborative Joint Committee

e ICS Executive Leadership Team/ Executive Management Team

e London Regional Executive Team
Establishment of NEL Strategic Long Term Conditions Board with focus on prevention and early intervention as well as across the pathways to specialised
Development of a legacy risk log identifying current provider, specialised service level risks Completed
Unlocking of national specialised commissioning growth to support recurrent revenue costs for renal dialysis stations Completed
Internal approach integrating specialised commissioning with the LTC agenda, ensuring prevention initiatives and whole pathway transformation for the priority specialised service pathways for longer term Completed
impact
Work with the NEL insights team to forecast demand for certain specialised services Completed
Working together across the system to invest in prevention with each part of the system needing to identify how to move more resources into investment in prevention i.e the cardiometabolic approach Completed
Work with London Kidney Network to obtain an independent view of growth assumptions and associated options to build future capacity Completed
Establish NEL Renal Group to ensure dedicated governance to co design an approach, oversee implementation and highlight risks Completed
Development of integrated neighbourhood working (model approved by ICB Board and programmes are well underway in each Place). This will have a tangible impact on reducing need and demand in Continuing
relation to long-term conditions.
Long-term conditions framework adopted which sets out key outcomes for long-term conditions, with focus on diabetes and cardiovascular disease (CVD)as our most prevalent. Continuing
High impact interventions identified to deliver a proactive model for long-term conditions, focussing on diabetes and aligned to integrated neighbourhoods. From May 2025

181



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

EEEnES

ICS priority Children and young people Mental health Employment and workforce Long term conditions STV ES Henry Black

FEE TN Finance, Performance
v v v committee and Investment
Committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 1: Averse

appetite
v v v v v v v level (1-5)

Risk description There is a risk that the increasing cyber attacks in healthcare could leave the ICB and our partner organisations vulnerable to an attack. An attack could impact our services and also risk
the exposure of our residents’ data. In turn, this could lead to services being halted which would impact on patient safety, and also breach the Data Protection Act.

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

August 2024 This reflects the current level of perceived risk. While each organisation has implemented appropriate
controls within their own networks and devices, at an ICS level there remains a high risk in terms of

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

16

>

14

12 Target rating (LxS) Target date

10 April 2026 The revised date from NHS England for completion of the implementation plan is 30 April 2026 and this
8 will be a rolling plan.

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

April 2025

Cyber security training has taken place for ICB Board members in February 2025, and an assurance
report was presented to the Audit and Risk Committee.

Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-25 Apr-25 Apr-26

e Rating Target

Controls and assurances

Digital risks are regularly reported on at the Finance, Performance and Investment Committee and the Audit and Risk Committee

The System Coordination Centre (SCC) is established and would manage any emergency or business continuity issues should the risk materialise.

The Information Governance Steering Group meets on a monthly basis to consider any risks.

Firewalls have been installed and network hardening is taking place

Multiple tools have been deployed, including Sophos, Microsoft Defender for Endpoint (MDE) and the enablement of Multi-Factor Authentication (MFA)

The ICB IT system has a 100% redundance back up site in a separate geographic location and annual tests are conducted to ensure it is possible to switch over seamlessly, should the need arise.

The cyber dashboard will surface the risks that exist within each trust. Discussions need to take place as to how each organisational risk is combined to give an accurate overall ICS score.

Mitigations/ actions to address the risk Target date
Continual work with services and staff to ensure that MFA is configured or that risks are appropriately managed. Ongoing
Work with a software security provider to enable Advanced Software Management to further automate software updates and patching. Ongoing
Develop a proposal to introduce on-call provision to enable response to cyber attacks out of hours. 30/6/25
A ‘grab-bag’ is being developed, which will contain all of the forms needed to gather data in each organisation, to support cyber leads that have to deal with successful attacks, including forensics preparation 30/6/25
Developing the ICS Cyber Strategy and Cyber Programme reflects the ICB’s commitment to addressing cybersecurity challenges as part of its compliance obligations, establishing a vision and framework to protect 30/6/25
healthcare services, safeguard data, and ensure resilience in a changing threat landscape.
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ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk

SRS

ICS priority Children and young people Mental health Employment and workforce Long term conditions S LG EIES Zina Etheridge

FES T E TN Transition Committee
committee

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 3: Open

appetite
v v v v v v level (1-5)

CEO01

v

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

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

25 20 March 2025 The ICB has been asked to reduce its running cost by 50% and this will require a fundamental redesign
of the operating model. This has to be submitted to NHSE by the end of May (following the publication
of a model ICB reference model at the start of May). This will be a significant period of change for the

20 » organisation and time spent re-designing the operating model, consulting and then delivering a
restructure could impact the overall delivery of the ICB’s objectives

15 Target rating (LxS) Target date Rationale

10 December 2025 The required changes are to be implemented by the end of December 2025. At this point there will be

¢ clarity on the future structures and a new operating model in place. Through identified mitigations it is
hoped that the overall impact can be reduced.
° Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date
0 April 2025 An ICB change process has been stepped up with immediate effect, this is meeting 3 times a week to
Mar-25 Apr-25 Dec-25

oversee the work required. Within this, urgent decisions are being made, a robust system is in place to
capture all decisions, actions and risk and a timeline and process for developing an operating model is
in place. Overall, there is a nationally led process which means the ICB is limited in how much progress
it can made outside of the national timelines but the process in place is ensuring the ICB is in the best
possible position to proactively manage and lead through the required changes over the coming
months, including mitigating core risk. An ICB transition committee will also be stood up to oversee the
process, manage risk and track progress.

e Rating e==Target

Controls and assurances

New ICB change process meeting in place — meeting three times a week

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

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

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

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

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

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

Transition Committee to be established to manage risk, oversee and track progress (comprised of exec and non-exec directors)

Mitigations/ actions to address the risk Target date
Ensuring sufficient HR support in place to manage the change process and ensure continuity through the process May 2025

Draft ICB operating model to be developed and submitted to NHSE by 30 May — from this a consultation document can be prepared. May 2025
Ensuring data and staff information is accurate ahead of a consultation launch June 2025

EQIAs to be undertaken to ensure accurate information and impacts on staff are clear as the consultation launches. June 2025
Financial impact of any redundancies to be managed effectively (anticipated this will be steered nationally) October 2025 183




SUPPORTING INFORMATION

Appetite description Appetite level Committees of the Integrated Care Board: Aims of the Integrated Care System:
Averse: Avoidance of risk is a key objective 1 ° Popu]ation Health and Integration Committee e To improve outcomes in population health and healthcare
- — — * Quality, Safety and Improvement Committee  To tackle inequalities in outcomes, experience and access
Cautious: We have limited tolerance of risk with a 2 e Audit and Risk Committee e To enhance productivity and value for money
Open: We are willing to take reasonable risks, 3 ¢ Remuneration Committee
balanced against reward potential e People and Culture Committee
Bold: We will take justified risks. 4 * Executive Committee
¢ Transition Committee
; : : Severe ikeli
Risk grading matrix Risk o Likelihood
IS [¢] . Rating 1 2 3 4 5
Category Medium Description | Rare | Unlikely | Possible Likely Certain
Low 10% - 25% to
ili ) o/ _ 0, ()
Probability | <10% 24% 45% 50% - 74% >75%
B c
A Harm/injury to : D E G H
Objectives/ patients, staff Actual/pc_)tent|a| Service Staffing & . 3 : Inspection/ Adverse
) o complaints & : : Financial . )
projects visitors & : disruption competence Audit media
. o claims
Rating | Description others
Insignificant
cost .
increase/time Incident was
sliopage prevented or Loss/ Short term low
R ppage. incident Locally resolved | interruption staffing leading to Small loss Minor
1 Insignificant Barely d and laint han 1 duction i i <£1000 dati Rumours 1
noticeable occurred an complain more than reduction in quality recommendations
S there was no hour (less than 1 day)
reduction in
harm
scope or
quality
Less than 5% Individual(s)
C(.)St or time req_u|red first Justified On-going low Recommendations
increase. aid. Staff . Loss of one . o .
. . complaint staffing levels Loss of 0.1% given. Non- Local
2 Minor Minor needed <3 . whole X ; . . : 2
. peripheral to . reducing service budget. compliance with media
reduction in days off work - working day .
\ clinical care quality standards
> quality or or normal
) scope duties
'E Individual(s)
> 5-10% cost or require Below excess Late delivery of key .
Q time increase _moderatg claim. Justified objectives/service Reduced rgtlng.
(7p] Moderate ' increase in cor-n laint Loss of more | due to lack of staff. | Loss of more Challenging Local
3 Moderate o care. Staff >Ompla than one On-going unsafe than 0.25% recommendations. | media lead 3
reduction in involving . .
needed >3 . ) working day staff levels. Small of budget. Non-compliance story
scope or inappropriate . .
; days off work error owing to with standards
quality care . o o
or normal insufficient training
duties
Individual(s)
appear to have . .
10-25% cost or suffered _ Uncertgln delivery I.Enforcemen_t
i Claim above Loss of more | of services due to action. Low rating.
time increase. permanent Loss of more . Local
; . excess level. than one lack of staff. Large o Critical report. :
4 Major Failure to meet harm. Staff AT ) . than 0.5% of . media 4
. Multiple justified working error owing to Major non-
secondary have sustained ; . L budget. A . short term
L W complaints week insufficient compliance with
objectives a "major injury -
! training core standards
as defined by
the HSE
=2sacostor Permanent No delivery of National
time increase. Individual(s) Multiple claims . Yy Loss of more | Prosecution. Zero media
. . : . loss of service. Critical o ;
Failure to meet | died as aresult | or single major . . than 1% of rating. Severely more than 5
. L : premises or error owing to L
primary of the incident claims o . oy . budget. critical report. 3 days. MP
I facility insufficient training
objective concern
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Executive summary

Key Items:
Pending final annual accounts review and approval by each
organisation, the system position at month 12 was as follows:

¢ At month 12, the Integrated Care System (ICS) is reporting a
£79.7m deficit, which is an improvement of £0.3m compared to
the revised control total of £80m.

¢ The ICB position moved from a breakeven position to a surplus
of £12.1m. This was required to balance the overall ICS position
following a deterioration of the financial position at North East
London NHS Foundation Trust (NELFT).

e The ICB achieved this by releasing allocations received during
February and March that could not be carried forward or spent.

e The negative movement in the financial position at NELFT
(£13.1m) was a combination of factors, including the continued
cost pressure of its acute bed arrangements resulting in the need
to commission additional private sector capacity, income that did
not materialise as expected and savings that did not meet the
plans set.

e The overall position was partly offset by a better than expected
position at Barking, Havering and Redbridge University Hospitals
Trust (BHRUT) of £1.3m.

e Across the system, savings of £258.3m have been recorded.

Action required

The ICB Board is asked to note the month 12 financial position.

Previous reporting

ICB Finance, Performance and Investment Committee, ICB
Executive Management Team, ICB Audit and Risk Committee.

Next steps/ onward
reporting

Confirmation of the final position will be made through the annual
accounts and audit process. The ICB’s Audit and Risk Committee
received the draft 24/25 annual accounts for review at its last
meeting.

The 25/26 operating plan has been presented and approved by the
Board. Financial performance and risk updates will be provided on
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this basis going forward and will follow reports provided to the ICB
Finance, Performance and Investment Committee and the ICB Audit
and Risk Committee.

Conflicts of interest

No conflicts of interest identified

Strategic fit

North east London-wide plans are set on the financial resources
available. The report provides the financial position against the
finance operating plan and 24/25 budget.

Impact on local people,
health inequalities and
sustainability

Update of financial sustainability and performance of the system.

Specific performance indicators address performance against the
needs of those with protected characteristics (as defined by the
Equalities Act) such as disability and that is included in the report.

Impact on finance,
performance and quality

Delivery of the financial plan and meeting the control total and
delivery of performance metrics and constitutional standards are
mandated requirements.

Risks

Financial risks have materialised in the month 12 outturn position.
The use of non-recurrent mitigations means that there is a risk to the
underlying position of the ICB and the ICS. The ICB risk rating is 20.

1. Purpose of the Report

The purpose of the report is to update the ICB Board on the month 12 financial position.

The ICB Board is recommended to note the information in the finance overview.

2. Month 12 Finance Overview

At month 11, it was expected that the final year end outturn position should be a deficit of
£80m. The month 12 reported outturn position across the North East London (NEL) system is
a deficit of £79.7m, which is an improvement of £0.3m against the £80m control total.

The £79.7m deficit consists of a provider overspend of £91.8m and an ICB underspend

variance of £12.1m.

2.1.1CS Month 12

The reported year-end position by statutory organisation in table 1 below.
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M11 Revised Out-turn

Organisation Unmitigated Additional Control onﬁttl:\a‘:Z Variance to

Forecast resource total position control total

£m £m £m £m

BHRUT (53.1) 21.1 (32.0) (30.7) 1.3
Bart's Health (17.0) 5.3 (11.7) (11.7) 0.0
East London NHSFT (18.5) 5.8 (12.7) (12.7) 0.0
Homerton (18.8) 5.9 (12.9) (12.9) 0.0
NELFT (17.6) 7.0 (10.6) (23.8) (13.1)
Total NEL Providers (125.0) 45.0 (80.0) (91.8) (11.8)
NEL ICB 0.0 0.0 0.0 12.1 12.1
NEL System Total (125.0) 45.0 (80.0) (79.7) 0.3

As reported at month 11, the unmitigated forecast position for the system was £125m.
Additional support of £45m was received for providers, meaning that the expected month 12
deficit should have been £80m. At month 12 the outturn position was £79.7m which is an
improvement of £0.3m.

Within the reported position, North East London NHS Foundation Trust (NELFT) reported a
year-end position that was £13.1m worse than expected. This was partly offset by a £1.3m
improvement at Barking, Havering and Redbridge University Hospitals Trust (BHRUT) and an
improvement of £12.1m in the ICB.

The ICB’s improvement was following a review of allocations received towards the end of the
financial year and identified those that could be released to allow the system to achieve its
control total.

As a system, savings of £258.3m were delivered each organisation as follows:

Month 12
Efficiencies Actual Variance

£m £m
BHRUT 43.3 30.2 (13.2)
Barts 104.7 104.6 (0.2)

ELFT 29.0 32.8 3.8
Homerton 21.5 9.3 (12.2)
NELFT 21.0 19.6 (1.4)
Total Provider Effieciency 219.6 196.5 (23.1)
NEL ICB 69.2 61.8 (7.4)
Total System Efficiency 288.7 258.3 (30.5)

2.2. ICB Month 12 Position
As described above, in order to deliver a system breakeven position, the ICB identified

allocations which could be released to generate a £12.1m surplus. The ICB’s summary
position is shown in the table below.
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Month 12

Variance

£m
Acute (6.5)
Mental Health (10.1)
Community Health (1.0)
Continuing Care (17.5)
Primary Care - Co Commissioning (2.1)
Primary Care - DOPs 1.8
Primary Care - Other (7.6)
Running Costs 0.1
Programme Wide Admin (Programme Corporate) 3.9
Other 51.0
Total Variance to Plan 12.1
Planned (Deficit) / Surplus 0.0
(Deficit) / Surplus 121

2.3 ICB Month 12 efficiencies

The position on ICB savings is shown in the table below:

Actual Variance

Efficiencies £m £m
Acute 18.2 2.7 (15.5)
CHC 12.3 23 (9.9)
Community 59 71 1.1
Mental Health 6.2 3.2 (3.0)
Other Programme Services - Estates 0.6 0.4 (0.2)
Other Programme Services - Stretch 0.0 22.5 22.5
Primary Care (including prescribing) 18.9 16.5 (2.5)
Running Costs 71 71 0.0
Total 69.2 61.8 (7.4)
Table 4

At Month 12, the ICB is delivered corporate and community savings to plan but reported
slippage against acute, continuing healthcare, prescribing and commissioning review
workstreams.

These were offset by other non-recurrent measures.
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Executive summary

¢ The attached set of slides describes the performance of
the overall system across seven domains of performance
in February 2025. For Urgent and Emergency Care (UEC)
March 2025 data is available. The detailed description and
analysis for each of the domains is included in these
slides.

o The total waiting list in planned care fell in February for the
sixth consecutive month, driven predominantly by
reduction in the non-admitted waiting list at Barking,
Havering and Redbridge University Hospitals Trust
(BHRUT).

e The number of reported long waiting patients (more than
(>)78 weeks and >65 weeks) continued to decrease in
February. There is however risk in the position at Barts
Health into Q1 2024/25 due to planned go-live of the Luna
waiting list management solution to provide a single,
inclusive, and reportable waiting list. There was one >104
week wait reported at BHRUT for the month.

e Cancer performance was significantly improved in
February and was achieved against two of the three
Cancer Waiting Time standards (Faster Diagnosis
Standard and 31-day). Performance against the 62-day
standard was also improved.

¢ The total number of patients waiting for a diagnostic test
and the number of patients waiting more than six weeks
decreased in February, also resulting in improved
performance for the month.

e The February published position against the 4-hour
Accident and Emergency (A&E) standard was 76.9%
(from Q4 2024/25, North East London (NEL) system level
reporting has been amended in accordance with national
reporting methodology).

¢ In February, overall bed occupancy and the percentage of
all General and Acute (G&A) beds with a length of stay
>21-days was improved. The number of adult G&A beds
occupied with patients who no longer meet the criteria to
reside however increased.

e NEL virtual ward occupancy fell in February below
trajectory (previous occupancy had been >100%).
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¢ The number of appointments delivered in general practice
in February was above plan for the month, with those
seen within two weeks >90%.

¢ Referrals to urgent community response services remain
above planned levels for the month.

¢ Community services waiting list data remains Q3 2024/25.

e Severe mental illness physical health checks for Q4
2024/25 achieved the Long-Term Plan target both at ICB
level and at each of the seven Places.

Key areas of improvement /
concern

1. Cancer performance was significantly improved in
February and was achieved against two of the three
Cancer Waiting Time standards (Faster Diagnosis
Standard and 31-day) across all three NEL Trusts.
Performance against the 62-day standard was also
improved in NEL, driven by improvement in-month at
Barts Health and Homerton Healthcare. All three acute
Trusts achieved >70% (the March 25 Operating Plan
ask).

2. Severe mental illness physical health checks for Q4
2024/25 achieved the Long-Term Plan target both at ICB
level and at each of the seven Places.

3. The Community Health Collaborative has launched a
data workstream to improve data accuracy across major
providers, establishing a standard dataset and a
reporting framework for consistent insights. The aim is to
build a data-driven culture and facilitate service
improvement through shared monthly reports. This group
continues to help us monitor and manage the data better
and manage risks. NHS England has welcomed this
approach.

Action / recommendation

The Board is asked to note the report. Further queries may
be raised with the NEL ICB Performance Team if required.

Previous reporting

Each of the performance domains has associated
improvement activity and this is managed through system-
wide Boards or Collaboratives, for example, the Planned
Care Board, Acute Provider Collaborative, and the UEC
Programme Board

Next steps/ onward reporting

The NEL ICB Performance report interfaces Executive
Management Team, Finance, Performance and Investment
Committee, Quality Safety and Improvement Committee, and
ICB Board.

Conflicts of interest

No known conflicts of interest

Strategic fit

This report aligns with the following ICS aims:

e To improve outcomes in population health and
healthcare
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e To tackle inequalities in outcomes, experience and
access

¢ To enhance productivity and value for money

e To support broader social and economic development

Impact on local people, health Improving access to healthcare and the speed of treatment is
inequalities and sustainability likely to benefit disadvantaged groups among residents, as

well improve performance, quality, equity of access and
reduction of health inequalities for the NEL population.

Has an Equalities Impact Not required for this report.

Assessment been carried out?

Impact on finance, performance | Ongoing risk of underperformance, due to recovery from
and quality previous industrial action (2024/25 planning was predicated

on no further industrial action, a core national planning
assumption) and impact of GP collective action from August
2024.

Risk in Q4 2024/25 and across 2025/26 associated with the
finite balance between delivery of the required financial
position versus delivery of performance and activity
requirements.

Risks The risks and issues are described against the relevant
performance domains.
1.0 Introduction
1.1 This is one of a regular series of performance reports which come to each meeting of
the Board. The aim is to provide assurance to the Board with regards to the effective
monitoring of performance, identification of risks to delivery and the mitigating actions
put in place.
1.2 The attached set of slides describes the performance of the overall system across
seven domains of performance in February 2025. For Urgent and Emergency Care
(UEC) March 2025 data is available. The detailed description and analysis for each
of the domains is included in these slides.
1.3 The Board is asked to note the report and provide feedback on content and
presentation.
14 The system’s performance against the agreed activity volumes and standards has an
impact on all four of the ICS’ strategic aims:
e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money
e To support broader social and economic development
2.0 Key messages
2.1 Formal 2025/26 Operating Plan Guidance was published at the end of January 2025

with technical guidance subsequently issued in early February 2025. A headline
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submission was made on 27 February, followed by full submission and Board
Assurance on 27 March 2025. The March submission was classified by NHS
England (NHSE) as requiring further intervention and necessitating a further
submission at the end of April 2025. The April submission incorporated re-profiling
across elective and Accident and Emergency (A&E) metrics (for Barts Health and
Barking, Havering and Redbridge University Hospitals Trust (BHRUT)) and bed
volumes (Barts Health). Overarching delivery against national priorities and
trajectories remain unchanged for the April submission.

For Elective Care:

e Barts Health and BHRUT submitted trajectories delivering 5% 18-week
Referral to Treatment (RTT) performance improvement in March 26 from the
November 24 baseline position (compliant) at 60.3% and 71.6%, respectively.
Homerton Healthcare submitted a non-compliant trajectory against the 5%
18-week improvement ask to 69% in March 26. RTT performance at
Homerton Healthcare has declined from the November 24 baseline position
of 67.98% to 62.9% in February 25, which presents a significant challenge.

e All three north east London (NEL) acute Trusts have submitted more than (>)
52-week trajectories of no more than 1% of the total waiting list by March 26.

e Trusts are also asked to improve the percentage of patients waiting no longer
than 18-weeks for a first appointment with an expected 5% improvement (to a
minimum of 67%). Barts Health and BHRUT have submitted compliant
trajectories delivering 5% improvement from the November 24 baseline
position to 68.8% and 76.5%, respectively. Homerton Healthcare has
submitted a non-compliant trajectory against the 5% improvement ask to 79%
in March 26.

In diagnostics, BHRUT submitted trajectories delivering >95% diagnostics
performance (DMO01) across all nine operating plan modalities in March 26.
Homerton Healthcare submitted compliant trajectories against 7/8 modalities with
non-compliance in echocardiogram (the Trust does not have an audiology service).
Barts Health submitted compliant trajectories in 3/9 modalities (NOUS, colonoscopy
and audiology) by March 26.

For Cancer, all three NEL acute Trusts submitted compliant trajectories for 28-
Faster Diagnosis Standard (FDS) (80% ask), 31-day (96% constitutional standard)
and 62-day requirements (75% ask).

For Urgent and Emergency Care (UEC), the three NEL acute Trusts submitted
compliant trajectories against the ask to achieve a minimum of 78% 4-hour
performance by March 26.

The planning guidance for mental health focuses on:

¢ Reducing average length of stay in adult acute mental health beds - both East
London NHS Foundation Trust (ELFT) and North East London NHS
Foundation Trust (NELFT) submitted compliant trajectories.

¢ Increasing the number of children and young people (CYP) accessing
services to achieve the national ambition for 345,000 additional CYP aged 0—
25 compared to 2019 — the ICB trajectory submitted was non-compliant,
however the April operating plan submission included an improved position,
relating to Mental Health in Schools Teams (MHS Teams).

192



2.7

2.8

29

3.0
3.1

3.2

3.3

3.4

3.5

¢ Reduce reliance on mental health inpatient care for people with a learning
disability and autistic people, delivering a minimum 10% reduction — the ICB
submitted a compliant trajectory.

Barts Health remains in Tiering for elective recovery with risk in the position moving
into Q1 2025/26 due to planned go-live of the Luna waiting list management solution
to provide a single, inclusive, and reportable waiting list. Benefits and functionality of
Luna include artificial intelligence (Al) / automation, streamlining, reduced clinical
risk, pathway management, productivity improvements, reduced manual validation,
and optimisation of clinical decision making.

Barts Health was moved into Tier 2 for diagnostics with formal written confirmation
received from NHS England (NHSE) on 27 January 2025.

The north east London integrated care system remains in Tier 2 for UEC (with effect
of January 2024). As a Tier 2 system, NEL continues to receive regionally led
support to help achieve the ambitions of the UEC Recovery Plan. From Q4 2024/25
onwards, NEL system level reporting has been amended in accordance with national
reporting methodology to include NELFT’s minor injury unit activity in Orsett.

Performance in February 2025 and March 2025

The total NEL waiting list in planned care decreased in February 25 (-1,354
pathways) for the sixth consecutive month, following sustained growth between
December 23 and August 24. Reduction has been driven in the main by significant
progress at BHRUT. The non-admitted waiting list at BHRUT has fallen -18% from
April 24, driven by significant validation work improving cleanliness of the Patient
Tracking List (PTL), senior tracking and oversight, an improved DMO01 position,
alongside productivity gains (theatre utilisation, fallows and did not attend (DNAs), for
example).

The total NEL waiting list in February 25 is now only 912 pathways (+0.4%) higher
overall compared to the position in February 24, driven by reductions in the non-
admitted waiting list at BHRUT (as above). Homerton Healthcare continues to
experience the largest proportional increase at circa 13%, the admitted waiting list
seeing the greatest increase (34%).

The number of reported long waiting patients (>65 weeks) decreased by a further 29
pathways in February to a total volume of 377 pathways (28 pathways >78weeks and
1 pathway >104weeks. The >104weeks at BHRUT is a complex mutual aid patient
from East Kent).

In February, FDS performance was 80.5% for the month (improved on January 25).
All three NEL acute Trusts achieved >80%. 62-day performance in north east London
was 72.8% for the month and above the 70% ask. This is improved on January’s
performance, driven by an improved position at Barts Health and BHRUT. A cancer
deep dive was presented to the Quality, Safety and Improvement Committee (QSIC)
on 9 April.

The total number of patients waiting for a diagnostic test (54,056) fell in February 25,
driven by reduction at Barts Health and BHRUT. The number of patients waiting
more than six weeks fell significantly in month (8,372 pathways), with reduction
across all three NEL acute Trusts. This equates to performance improvement at NEL
level (+4.96%) for the month to 84.5% (BHRUT 96.1%, Homerton Healthcare 87.9%
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and Barts Health 80.1%). Significant work is ongoing at Barts Health in magnetic
resonance imaging (MRI), audiology and dual-energy x-ray absorptiometry (DEXA),
reported via bi-weekly Tiering discussions. There has been improvement in the
DMO1 position in the last two months, continued improvement and sustainability is
key.

The published position against the 4-hour emergency department (ED) standard at
NEL level in March 25 was 76.9%, Barts Health and Homerton Healthcare falling
below trajectory for the month. All three NEL acute Trusts have seen an increase in
attendances when compared to the previous month and against plan.

In February 25, overall bed occupancy fell (90.7%), the percentage of all General
and Acute (G&A) beds with a length of stay >21-days also fell (20.9%). The number
of adult G&A beds occupied with patients who no longer meet the criteria to reside
however increased (11.5%).

In February 25, NEL reported a virtual ward capacity of 316 patients, with an
occupancy rate of 75.42%, capacity and occupancy are below previous levels.

The number of appointments delivered in general practice in February was above
plan, with those seen within two weeks at 91.3%.

Referrals to urgent community response services continue to be above planned
levels (February 25 data is provisional due to changes structural data changes).

Community services waiting list data is for Q3 2024/25. The community services data
group continues to work to improve data quality across providers.

Severe mental iliness physical health checks for Q4 2024/25 achieved the Long-
Term Plan target both at ICB and at each of the seven Places.

Risks and mitigations
The risk and mitigations are described for each of the performance domains

Conclusion

The Board is asked to receive the report for assurance purposes and to note its
contents. Any feedback on the content or the presentation of the material is
welcomed by the NEL ICB performance team.

Attachments

Attached is the standard set of PowerPoint slides covering the detail of each of the
performance domains and is the main body of the performance report. An electronic
copy is available to committee members and a hard copy of the slides will be
available on request.

Author
NEL ICB Performance Team. Each of the performance domains is reported by the
subject expert.
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Planned Care Recovery & Transformation — February 2025

Total Waiting List
V]

216,935
(volume)

Waiting List >104 Weeks
(volume)

Waiting List >78 Weeks
(volume)
Planned

Waiting List >65 Weeks o
(volume)

Inpatient Elective Activity

99.92%
(% 19/20 BAU) ’

Consultant Led
Outpatient Attendances
(% 19/20 BAU)

Percentage of first appointments or
follow-up appointments which attract a (V] 46.39%
procedure tariff

104.96%

Latest Published February-2025

Metric ) ;
Achievement Trajectory

Change from
prev. Month

215,858 v

28 v
377 \
105.94% A\
106.47% v
47.43% \

6 Month Trend

Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

'V /A deterioration ¥ /A improvement

Change from prev. month indicates movement from the previous month based on validated published data

Governance

* NELPlanned Care Recovery and Transformation Programme

*  Bi-weekly assurance meetings held with NHSE region and Barts Health
* APC Governance - in the process of being revised

¢ Acute Commissioning Board

¢ Ongoing Trust and site theatre productivity and utilisation programmes, overseen via the NEL Surgical Optimisation Group

Key Headlines

. The total waiting list fell for the 6t consecutive month in Feb-25 to 215,858 pathways (following a 9-month period of sustained growth, Dec-23 to Aug-24), driven predominantly
by BHRUT (-16%, -10,406 pathways from the Aug-24 position). In month reduction driven by Barts Health, -1,701 pathways (admitted and non-admitted) and small reduction at
BHRUT, -40 pathways (non-admitted). The waiting list at Homerton continues to increase (+387 pathways in month, driven by non-admitted pathways, +579).

. The non-admitted waiting list at BHRUT continues to fall with month-on-month reduction over the last 9-months from Apr-24 (-18%). This has been driven by significant
validation work improving cleanliness of the PTL, senior tracking and oversight, an improved DMOL1 position, alongside productivity gains (theatre utilisation, fallows and DNAs,
for example). The work at BHRUT has been shared across NEL and London.

. The total NEL waiting is now only 912 pathways (+0.4%) higher overall compared to the position in Feb-24, driven by reductions in the non-admitted waiting list at BHRUT. The
admitted waiting list is 8% higher vs. Feb-24 (driven by Homerton and BHRUT). Homerton continues to experience the largest proportional increase at circa 13%, the admitted
waiting list seeing the greatest increase (34%).

. There was 1 pathway waiting >104ww in Feb-25 at BHRUT, this is the same complex East Kent mutual aid ENT pathway reported in January. This patient is due to be treated in
April 25.

. There were 28 pathways >78ww reported in Feb-25 (16 pathways at Barts Health and 12 pathways at BHRUT). This is a reduction of -10 pathways from the January position,
driven by an improved position at BHRUT (-9 pathways) and a reduction of -1 pathway at Barts Health.

. There were 377 pathways >65ww in NEL in Feb-25 (-29 pathways on the previous month), driven by reduction at BHRUT (-58 pathways) offset by increase at Barts Health (+30
pathways).

. Consultant led activity in Feb-25 was 106.5% of 2019/20 levels (all outpatient appointments consultant and non-consultant led was 115%). The proportion of all outpatient
attendances for clock-stopping activity (first appointments or follow-up appointments attracting a procedure tariff) was 47.4%, meeting the monthly ask at NEL level, Barts Health
positive against plan.

. Total inpatient activity undertaken at the three NEL Trusts in Jan-25 was 105.9% of 2019/20 levels (107% day-case admissions and 100% ordinary admissions).

. Sustainability of waiting list reduction, driven by BHRUT.

. Fundamental demand and capacity mis-match across a significant number of specialties and services.

¢ The number of patients continuing to wait >65 weeks with increase at Barts Health in Mar 25 and further increase expected for Apr 25 month-end due to impact of the move to
the Luna waiting list management and reporting platform planned in Apr-25. There are circa 79 >65ww forecast at BHRUT for April month end (it is however important to note
the positive progress made in Gynae delivered via insourcing from Jan-25 — a reduction of >600 pathways in total and 180 >52ww between Jan and Feb 25 — insourcing is
expected to continue to end Jun-25.

. Significant work continues to mitigate the position ahead of go live of the Luna waiting list management solution at Barts Health in Apr-25, including patient contact and delivery
of additional capacity via insourcing and WLIs (with associated financial risk).

. Change in approach to collaborative capacity in 25/26 via COO agreement for ad-hoc transfers if / when support is required, rather than transfer of established weekly volumes in
set specialties (as has been the approach in 24/25), with the exception of Oral Surgery (Barts Health to BHRUT) and Neurology (BHRUT to Barts Health).

. Implications of changes to payment mechanisms in 25/26, including agreement of Indicative Activity Plans (IAPs). Risks associated with delivery of financial balance as the priority
vs. delivery of performance requirements - inability to meet activity and performance requirements within agreed IAP and financial envelope.

. NEL Operating Plan submission (27/03) classified as needing further intervention, including consideration to be given to improving RTT performance from 64.5% to 65.2% to be
complaint with Planning Guidance, as well as assumptions regarding planned activity. Further Operating Plan submission to be made by 30t April - it is likely NEL will remain non-
complaint with the performance ask (RTT performance at the Homerton has declined from the Nov-24 baseline position of 67.98% to 64.94% in Jan-25, which presents a
significant challenge). It is also likely Trusts will continue to show a reduced activity plan to align with finance.

. The 2025/26 Planning Guidance asks that the number of pathways waiting >52 weeks for treatment is reduced to less than 1% of the waiting list by Mar-26. All three NEL Trusts
have submitted >52-week trajectories of no more than 1% by Mar-26. Trusts are asked to improve the % of patients waiting no longer than 18-weeks for a first appointment with
an expected 5% improvement (to a minimum of 67%). Barts Health and BHRUT have submitted compliant trajectories delivering 5% improvement from the Nov-24 baseline.
Homerton has submitted a non-compliant trajectory against the 5% improvement ask.

. The APC remains in the process of revising its governance for 25/26, with a view to structure work programmes around three specific specialty challenges (potentially ENT, Gynae
and one other).

. Impact of go live of the Luna waiting list management solution at Barts Health in Apr-25, providing an advanced waiting list management solution and a single reportable waiting
list position.

. Potential impact of Cerner implementation at BHRUT planned for Sep-25. Based on the latest weekly position BHRUT has the highest RTT performance in London (behind
Moorefields and Royal Marsden specialist Trusts).

. Tiering meetings with Barts Health continue led by NHSE, with focus on Luna implementation.

. Weekly NEL system meetings with the NHSE regional team in place providing oversight across all providers including the IS — the gynae position and impact of insourcing
arrangements at BHRUT remain a focus of the discussions with the region.

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

. Barts Health and BHRUT continue to mitigate the >65ww position into Q1 (incl. impact of the planned go-live of the Luna waiting list solution at Barts Health in Apr-25).

. The NEL collaborative capacity meeting stood down in light of revised arrangements for 25/26 - to be incorporated into the monthly Elective Leads meeting.

. Continued close working between Trusts and the ICB to mitigate and manage risks associated with delivery of financial balance vs. delivery of elective priorities. Continued work
to review opportunities to maximise / repatriate activity to be delivered through improved productivity.

. Further national funding has been made available for validation sprints in 25/26. All three NEL Trusts are due to participate in the Q1 sprint. 195

. NEL GIRFT system visit due to take place on 12th May.

. Work to understand and mitigate some of the immediate challenges at Barts Health within Vascular underway via joint Trust and ICB working. Longer-term strategic work ﬂ_so
underway at NEL level.




Outpatient Transformation — February 2025
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Governance

¢ Outpatient and Out-of-Hospital workstreams within all three NEL Trusts

¢ The NEL Planned Care Recovery and Transformation Programme continues to lead the overarching transformation and programmes of
work to support planned care performance and delivery against national priorities

¢ Acute Commissioning Board

¢ NEL Demand Management Delivery Group

Key Headlines

In Feb-25, 33,250 specialist advice requests were raised by NEL GPs, equating to 37.7% of all first outpatient attendances and 20.3% diversion rate (requests
returned with advice and no onward booking). There is no trajectory for specialist advice in 24/25 or 25/26 however, this is above regional (25% of all first
outpatient attendances; 18% diversion rate) and national (28% of all first outpatient attendances; 17% diversion rate) performance.

In Feb-25, 6,319 patients were moved or discharged to PIFU, equating to 2.6% of all outpatient attendances (Barts Health 1.3%; BHRUT 3.7%; Homerton 6.5%).
While PIFU remains more challenged, NEL is not a regional outlier. This compares to circa 2.3% across London and 3.5% nationally. Provider PIFU trajectories are a
requirement in 25/26 with the ‘Reforming Elective Care Guidance’ asking systems to work together to enable PIFU to hit 5% of all outpatient attendances (via
more specialties offering PIFU) including through enhanced identification of suitable patients using Al and automation.

Workstream Issues and Risks

Sustainability of non-admitted waiting list reduction, driven by BHRUT — the volume of patients awaiting outpatient appointments and treatment is lower than
the Feb-24 position (-1% overall; -19% at BHRUT).

Fundamental mis-match between referral demand and capacity, including urgent and suspected 2ww referrals not matched with additional urgent / 2ww
capacity, resulting in adverse impact on routine capacity.

System functionality and interoperability to support and expedite key initiatives and interventions e.g. PIFU.

Resource implications and job planning to support and expedite key initiatives and interventions e.g. GIRFT and A&G/R.

Volume of referrals to Trusts outside of NEL. SEL have raised this as a concern potentially linked to go-live of A&R in NEL — this is thought it be multifactorial incl.
system operability, process, choice, collective action, quality of responses, geography, etc. Targeted work is underway with NEL GPs to understand drivers
(limited response received from NEL GPs to date — this is being followed up), as well as how to support NEL patients to be treated at their local Provider, subject
to patient choice. SWL have raised concerns re Bariatric referrals into St Georges from across all ‘North’ London sectors — further communication expected from
them in due course re pathway management.

Implications of changes to payment mechanisms in 25/26, including agreement of Indicative Activity Plans (IAPs) and A&G payment mechanisms.

Risks associated with delivery of financial balance as the priority vs. delivery of performance requirements - inability to meet activity and performance
requirements within agreed IAP and financial envelope.

Publication of GP enhanced specification for payment of pre-referral specialist advice (£20 per request) - ICB approach and payment options being worked up for
consideration. The ICB must invite all GP practices to participate by 13 May 2025.

Requirements of recently published A&G operational framework for ICBs and resource implications of this - ICBs are required to use the framework to
understand their progress on the uptake and quality of Advice and Guidance. This includes baseline assessment in April, quarterly self-assessments, and an
evaluation at the end 25/26.

The 2025/26 Planning Guidance asks Trusts to improve the % of patients waiting no longer than 18-weeks for a first appointment with an expected 5%
improvement (to a minimum of 67%). Barts Health and BHRUT have submitted compliant trajectories delivering 5% improvement from the Nov-24 baseline.
Homerton has submitted a non-compliant trajectory against the 5% improvement ask.

PIFU trajectories submitted within the NEL Operating Plan submission (27/03) do not meet 5% utilisation (5% of all outpatient attendances) - Barts Health has
submitted a PIFU trajectory to 3.5% in Mar-26 (month on month increase); BHRUT forecasting 2.4% each month across 25/26.

Complexity, risks and unintended consequences relating to the ‘Provider Selection Regime’ under choice regulations - there has been increased activity of
providers requesting a contract under the choice guidelines, leading to unintended consequences and risks in some instances including movement of activity
away from Trusts, pathway changes (e.g. unplanned cessation of gastro SPA), potential financial impact and duplication.

Mitigating Actions and Next Steps

Revised ICB governance via the newly formed ICB Acute Commissioning Board to reflect Acute Commissioning as core business via an MDT approach. This also
includes the establishment of the ‘NEL Demand Management Delivery Group’ - first meeting moved to May.

Continued participation in national GIRFT and ‘Further Faster’ programmes - NEL GIRFT system visit due to take place on 12t May

External review of A&G/R impact and outcomes (quantitative and qualitative) incl. Primary and Secondary care — due to report in April.

Approach and options for £20 payment to GPs for pre-referral specialist advice requests (as per enhanced GP specification) developed jointly with Primary Care
colleagues to be presented to the Acute Commissioning Board and FPIC at end April.

Approach and initial options for payment to Acute Trusts for A&G, in line with 25/26 financial position, discussed between ICB and Trust contract and finance
teams - subject to ongoing discussion and agreement.

Baseline assessment against A&G operational framework for ICBs submitted to NHSE, alongside Q1 action plan — joint working with Primary Care colleagues.
Workstreams for MSK, Women'’s Health Hub (Gynae), ENT, Ophthalmology and Dermatology remain in train. It is, however, important to note risk relating to
proposed 25/26 financial arrangements.

Ongoing work with Communitas as the single NEL CHS Provider for ENT to streamline referral pathways to ensure referrals are directed to the most appropriate
site based on clinical appropriateness and capacity (while in adherence with patient choice) — ENT development underway across the Barts Group.

Significant work to support DNA reduction at Barts Health with key driving specialties identified with ambition to reduce first appointment DNAs to from 11.7% to
9.7% and follow-up DNAs from 12.4% to 8.7%. 196

Ongoing implementation of patient facing digital platforms (Patient Knows Best and Dr Dr) via the NHS App in 25/26.
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Diagnostics — February 2025

KEY
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Archna Mathur RED V /A deterioration ¥ /A improvement
Latest Published February-2025
Waiting List Performance Activity (% BAU 19/20) Key Headlines
- -

Actual Actual 6 Month Trend

0, (Mt Reiiont * NELDMO1 Performance: NEL achieved 84.51% DMO1 performance in Feb-25 against the 95% Mar-25 ambition (significant
improvement on the Jan-25 position of 79.54%).
*  NEL Provider DM01 Performance: DMO1 performance at Provider level in Feb-25 - Barts Health (80.10%), BHRUT (96.13%)
and Homerton (87.98%) vs. 95% Operational Standard by Mar-25. BHRUT delivering against the Mar-25 ask since Apr-24.
¢ NEL Waiting List: The overall NEL diagnostics waiting list decreased further in Feb-25 to 54,056 (-650 pathways) compared
to the previous month’s W/L size of 54,706 driven by decreases at BHRUT and Barts Health.
* NEL > 6 Weeks Backlog Position: The no. of pathways waiting > 6weeks (backlog) for a diagnostics test saw a decrease in
Feb-25 to 8,372 pathways (-2,819 pathways compared to Jan-25), driven by decreases at all three NEL Trusts.
* Performance vs. Op Plan Trajectory: NEL delivered against the 24/25 Op Plan trajectories for Feb-25 at modality level in CT

Magnetic Resonance Imaging (MRI) [x] 87.58% 73.69% A (/] 116.14% 126.01% v

Computed Tomography (CT) (V) 83.36% 95.69% A

(/] 135.93% 142.51% v

Non-obstetric Ultrasound (NOUS) (V] 76.53% 95.95% A [X] 113.05% 101.84% v

Diagnostics EECR ) estte Bl o o LB LERLIA o and NOUS. >95% DMO1 performance (Mar-25 ambition) was achieved at Trust level in CT (Barts Health and Homerton) and
NOUS (Barts Health).
GslEseamy o 97.79% 94.93% A 108.82% 88.74% v Activity vs. Op Plan Trajectory: NEL delivered against 2024/25 Op Plan activity trajectories for Feb-25in MRI, CT, DEXA,
Gastrscopy, ECHO and Audiology). Conversely NOUS, Colonoscopy and Flexi-Sig were below Plan.
Flexi Sigmoidoscopy (X] 95.70% 90.57% A (X] 74.60% 58.54% v
Gastroscopy (x] 98.25% 85.41% A (V] 119.79% 125.54% v
*  Tier-2 Escalation: Barts Health moved into Tier 2 for diagnostics in Jan-25.
*  Bi-weekly meetings with Trust and ICB colleagues continue to ensure improvements in diagnostics pathways.
Echocardiography g 96.15% 92.28% v o 103.07% 112.03% v *  DMO1 performance across the Barts Health Group has been improving for the last three months. This is an improvement from 73.14% in
January 2025 and 80.10% in latest published February 2025 position.
P o RO T A © I B o *  Mitigations and opportunities to address challenges at Barts Health include: Group wide approach to utilising capacity to improve DM01

[CIRNNE®Id
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performance across all modalities, led by the Group Director of Planned Care MRI D&C work has commenced across the Group which will
take account of additional MRI capacity available at NUH from May 2025 when new R&D scanner is operational, funding for 2nd MRI at CDC

. secured; non-recurrent funding for MRl at WCH has also been extended. Endoscopy productivity improvement group established. Agreeing
Workstream Issues and Risks standards for booking capacity (12 point per list minimum) and metrics for improving productivity & utilisation of capacity. Work on endo-
light procedures to be developed via new endoscopy clinical network. CDC will provide additional capacity for CT, NOUS, hysteroscopy and

* Tier-2 Escalation: Barts Health moved into Tier 2 for diagnostics in Jan-25. cystoscopy. This will enable reduction in outsourcing and insourcing costs including overspend on ICB NOUS contract. Audiology backlog is
«  Waiting List and Backlog Position: The volume of patients on the overall NEL Diagnostics Waiting List and those waiting >6 Weeks and >13 Weeks being clear with support of additional locums with long term improvement expected as paediatric audiologists appointed.
(backlog) for a diagnostics examination is reducing but still poses specific concern and risk particularly at Barts Health. Improvements in * Community Diagnostic Centres (CDC): The CDC's at St Georges Health Wellbeing Hub and the Barking Community Hospital CDC are open and

. . . - . fully operational.
performance noted this month albeit the challenges persist in these modalities — (MRI, NOUS, Audiology, Dexa and Endoscopy). «  Diagnostics Transformation Projects: Focus on key priority areas including GP Direct Access, Straight to Test, Community Diagnostic centres

¢ Scanner Downtime: MRI Scanner downtime at Homerton is also impacting on Imaging performance with the acquisition and replacement scanner and UEC Diagnostics Utilisation are lined up for review in 2025/26.

anticipated to last 12-18 weeks whilst system support (CDC and other NEL Acute Trusts) has been explored. «  Imaging Networks: Focus on improving effectiveness and efficiency of NEL imaging services to meet demand and save money — UEC demand
* EPRUpgrade: The EPR upgrade at BHRUT scheduled this year presents a significant risk which is discussed at the NEL system CRG meetings. deep dives, refresh Trusts outsourcing contracts to drive cost efficiencies and training academies
*  Triple Lock and Spending Controls: Impact of the financial position and triple lock process on delivery of diagnostic capacity, waiting list initiatives *  Physiological Sciences Network: Focus on further developing the PS Network and support the development of physiological Sciences

and long waits and impact of ERF. diagnostic service models, including key focus on audiology, DEXA and other DMO1 challenges

«  Endoscopy Network: Continues to support the implementation of innovative endoscopy models and services. TNE/ Endo lite: continue the
rollout of TNE & other endo lite diagnostics, across the NEL geography, focussing on the CDCs.
«  Pathology Network: 25/6 capital investment plan developed with ESEL & BHRUT to maximise use of available NHSE capital support for ESEL/

¢ Funding Mechanism: We are currently not able to disaggregate the funding flows to diagnostic teams, as they are split between many providers
and departments and made up of block, bundled, A&E, and PBR (CDC) payments, at a range of tariffs.

¢ Underinvestment: North East London has a severe underinvestment issue in its diagnostic services, with us trying to match the service levels of the BHRUT merger programme and longer-term investment planning to right-size service.
rest of London with 3-500 fewer staff in imaging alone than if we matched our comparator ICSs. *  Escalations: NEL Diagnostics Programme Board and Networks escalate to the Planned Care Programme Board as necessary.

¢ 2025/26 Operating Plan: Planning and technical guidance was published in Jan-25. Two submissions to NHSE — (narrative submission 27/02 and a «  Operating Plan: The Op Plan Guidance was released at the end of January 2025 and technical guidance issued on 5th Feb 2025. NEL ICB
full submission 27/03) respectively. The delivery against 2025/26 Op Plan ask is a risk. remains committed to delivery of no more than 5% of patients waiting greater > than 6 weeks by Mar-26.

Governance

*  Strategic Meetings: NEL diagnostics performance and risks to delivery is discussed at the monthly Diagnostics Programme Board attended by NEL ICB colleagues, Acute Provider Operational colleagues, Clinical leads, and CDC colleagues chaired by the Planned Cd&Director.
« Diagnostics Escalation Management: Escalations are managed by the NEL Imaging, Endoscopy and Echo Networks; these are well established with regular meetings held on a bi-weekly basis. Quarterly meetings also ongoing with NHSE regional colleagues.
¢ Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor diagnostics performance against constitutional standards, Operating Plan trajectories and progress in line with sustainable delivery of diagnostics tests across NEL.




Cancer ~February 2025

The overall NEL CWT Performance saw a significant improvement this month with all three NEL Trusts delivering against all the three

Femi Od | GREEN CWT (28 Day FDS, 31 Day Combined, and 62 Day Combined) Standards.
eml ewale ¢ Faster Diagnosis Standards: NEL's Faster Diagnosis Standard (FDS) performance in February 2025 improved to 80.54%, delivering

Latest Published February-2025 the 28-day diagnostic target and the monthly aggregated trajectory. All three NEL Trusts also achieved their Op-Plan Trajectories

. this month. Nationally, a 77% FDS Target must be achieved by March 2025. NEL FDS performance has improved in the last four
w2 Achievement |  Trajectory el Changefrom | -\ @ Trend months and the system remains committed to meeting the operational targets by Mar 2025.
prev. Month e 31-Day Combined Performance: NEL returned to a compliant position against the 31-day combined standard in February 2025,

recording a performance of 97.79%, an improvement on the previous month. All three NEL Trusts meeting or surpassing the 96%

F;ster PIEGTES SEnEE (V] 77.25% 80.54% A benchmark during this period. The three NEL Trusts have forecast compliant 31-day combined position in Mar-25.

() * 62-Day Combined Standard: NEL recorded a performance of 72.97% against the 62-day combined standard in February 2025,
62 Day Standard above the monthly trajectory and above the 70% NHSE 2024/25 Operational Plan requirement. Barts Health and BHRUT met the
-(62 day treatement combined) (V) 67.72% 72.97% A 62-Day Operational Plan trajectory this month and all three NEL Trusts delivered performance surpassing the 70% target.

(%) Homerton delivered a performance of 85.71% which is one of the strongest 62-Day performances posted nationally.

Latest monthly where appropriate are shown as RAG : Mitigating Actions and Next Steps
v/ ON x OFF track vs. trajectory.

Change from prev. month indicates movement from the previous month based on validated published data Faster Dlagriosw St.andard (FDS) X . R . R
V /A deterioration ¥V /A improvement * Faster Diagnosis Standard (FDS): Weekly oversight meetings with NELCA and ICB are ongoing, with recovery plans on track.

* Rapid Diagnostics Clinic Backlog: Systematic efforts have advanced the team ahead of schedule, now on track to deliver the FDS
Standard going forward.

* Sarcoma Backlog: A mitigation recovery plan was developed which has cleared the overarching backlog, bi-weekly meetings

Faster Diagnosis Standard (FDS) ongoing and is overseen by NEL Cancer Alliance and the NHSE regional team.

Workstream Challenges and Risks

62-Day Combined Performance

* Diagnostic Delays: Trusts are working to resolve diagnostic delays in Urology, Gynaecology, and Colorectal departments due to
endoscopy capacity, increased GA hysteroscopy requests, and bowel prep issues. Delays in histopathology and imaging (CT PET
scans and MRI) for various tumour sites are affecting treatment timelines and the Faster Diagnosis Standard (FDS). Mitigation
plans include Improvement groups at BHRUT are focusing on Gynae patients over 104 days, while Trusts are reviewing processes

62-Day Combined Performance in Urology, Gynaecology, and Lower GlI.

* Increased Referrals: Barts Health has successfully continued to reduce its backlog by implementing additional clinics to
effectively manage the impact of increased referrals. BHRUT is actively monitoring skin referrals, noting a positive downward
trend, supported using the tele-derm service. Meanwhile, Homerton University Hospital (HUH) is managing its patient tracking
list (PTL) with the help of enhanced documentation during the first outpatient appointments.

* Cancer Deep Dive: A cancer deep dive report was presented at the Quality, Safety and Infection Committee (QSIC) meeting on
the 9t April 2025. The committee suggested an independent audit of some cases from the clinical harm reviews.

* The PTL position has significantly improved, and compliance attained in Feb-25. A significant factor impacting
the performance is the delays associated with non-site specific (NSS) and sarcoma at Barts Health.

* The Sarcoma service is going through a transition to be hosted by St Bartholomew's for resilience and the
proposed model going forward will be radiology-led, including interim support and face-to-face clinics.

¢ Diagnostic Delays: The Trust is addressing diagnostic delays in the Urology, Gynaecology, and Colorectal
departments at Barts, with concerns about endoscopy capacity, increased requests for GA hysteroscopies,
collaboration with radiology to reduce backlog, and the need for improvement in bowel prep conversion
causing patient delays. Delays in histopathology and imaging (CT PET scans and MRI reporting) are affecting
treatment timelines across all hospital sites for lung, gynaecology, head and neck, and gastroenterology tumour
sites, impacting the Faster Diagnosis Standard (FDS)

* Increased Referrals: Notable rise in referrals for Skin and Head + Neck Pathways, leading to increased demand. 2025/26 Operating Plan
* 2025/26 Operating Plan Guidance was released at the end of January 2025 and technical guidance issued on 5th Feb 2025.

Spending Controls * For Cancer, the 2025/26 ask is to deliver performance improvements against the headline 28-day Cancer Faster Diagnosis
* The spending controls have contributed to delays in implementing key pathway improvements funded by the Standard to 80%, 62-day combined cancer standard to 75% by March 2026 and maintain 31-dy combined standard at 96%.
Cancer Alliance. * NEL Providers (Barts Health, BHRUT and Homerton) have all submitted compliant trajectories in the final submission.

Governance

* Strategic Meetings: The NEL ICB Cancer Alliance and Performance team conduct in-depth reviews and weekly meetings with NEL Acute Providers to discuss performance, recovery action plans with a focus on areas requiring attention.
* Cancer Escalation Management: Escalations within the cancer services are managed by the NEL Cancer Board, under the governance of the APC Board, which in turn reports to the ICB. 198
* Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor performance against constitutional standards and progress in line with the Operational Plan Trajectories.




Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

Urgent and Emergency Care — March 2025

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Metric - Key Headlines
6 Month Trend
4 Hour Performance: In March-25 76.9% of patients were seen within 4 hours of arrival to ED. This is an
Total A&E Attendances inc UTC stand improvement on the Feb-25 position, however, it is 3.25% below trajectory for the month at NEL level. BHRUT met
alone sites (%} 85,396 94,569 A its trajectory for March 2025, whilst Homerton and Barts did not achieve their respective trajectory for March-25.
{volume) BHRUT achieved 78.39% performance against 78% trajectory (0.39%); Homerton achieved 82.84% performance
R e e n e i re e | | against 84.00% trajectory (-1.16%); Barts Health delivered 70.88% performance against 78.00% trajectory (-7.21%) .
) All three providers have seen an increase in attendances when compared to previous month and against plan with
UTC stand alone sites a 80.15% 76.90% - \_/\/ BHRUT seeing 11% variance, Barts Health 9% and Homerton 2%.
(%) | | The draft April-25 position, based on A&E unvalidated data as of 23" April signals that BHRUT is slightly
outperforming its trajectory. In contrast, both Barts and Homerton are expected to underperform against their
,{A;‘}E 4-Hour Performance Type 1 o 66.92% 50.85% A \/\/ respective trajectories.
; | | 12 Hour Trolley Waits: In Mar-25, we saw an improvement in performance with 7,125 (13.39%) of our patients
A&E 4-Hour Performance Type 3 inc —\/ waiting more than 12 hours from arrival compared to 6,470 (13.66%) in Feb-25.
UTC stand alone 96.20% A
(%) | | G&A Bed Occupancy: In Mar-25, across NEL, G&A bed occupancy was reported as 90.70%. Homerton reported
12-hour Trolley waits National Req 90.41%, BHRUT reported 92.73% occupancy whilst Barts was at 89.51%.
- from Arrival JERO : 13.39% v
{Percentage) e Adult G&A Bed Occupancy by Patients with NCTR: The percentage of adult G&A beds occupied with patients who
Percentage of general and acute 1 28 ISc;r:/ger ?ebetzgt;iter(ija to re:)ide diteriorated coTigrtleg(;c:Cthehpreviou;n;onth (11.49‘?zigzl\/lar—25 compared to
] .83% in Feb-25) and was above the trajectory of 10.12% for the month. An average o patients were
{G&A]'_ overnight beds that are O 83.91% 90.70% v \_/\ remaining in hospital with NCTR (no criteria to reside) by the end of March.
occupied
Percentage of adult G&A beds Length of Stay Over 21 Days: The percentage of total G&A beds occupied with patients with a length of stay over 21
occupied by patients not meeting the [ ] 10.12% 11.49% A days saw a slight decrease compared to previous month (20.87% in March-25 compared to 21.29 % in February-25).
criteria to reside This percentage is based on the average number of long staying patients who occupy adult General & Acute beds.
Percentage of occupied G&A beds | The nl'meer of long staying patients saw a decrease from 582 in Feb-25 to 566 in Mar-25; This is above the March-
occupied by patients with a length of 20.87% v \/\ 25 trajectory of 534.
2 L G Pl el e - | Category 2 Response: In latest available data, LAS reported category 2 response time for NEL in March-25 as
Average Category 2 Ambulance - . v average of 32 minu.tes anq 12 seconds. This was a slight improvement from 32 minutes and 20 seconds in Feb-25.
Response Time (March-25) [ 00:31:54 00:32:12 London-wide plan is 31 minutes 54 seconds for March-25.
Hospital Discharge: Places and Providers supported by the system continue to place a particular focus on
Hospital discharges for pathways 0-3 o s 2900 A discharges. There were 8,900 patients discharged in March-25. This was also above the 8,316 trajectory for March-
per month (Total) ’ ! 25 (7% improvement on trajectory).
Virtual Wards: As of March 25, NEL reports a bed capacity of 316 with an occupancy rate of 75.42%, below the 80%
Virtual ward occupancy Q 80.00% 75.42% v /\\ target sustained over the past six months. An external evaluation, focusing on cost and system flow through virtual
ward beds, is due by the end of April Plans to expand capacity include Community and Children’s services, alongside
a cardiovascular offer from Barts.

NB: From Q4 24/25 onwards, NEL system level reporting has been amended in accordance with national reporting methodology to include NELFT Orsett MIU Type 3 activity



UEC Programme Issues and Risks

* UEC Transformation is a complex portfolio and requires optimised transformation support and continued partnership working across all ICS partners including health, place and social care.

* The NEL UEC Portfolio Risk Register focuses on system-level UEC transformation risks and issues. On the risk register there are currently 3 red risks, 3 closed risks this month, 1 new risk and 1 red issue. In total, there are 21
risks and 1 issue on the NEL UEC portfolio risk register. The risk report is presented bi-monthly to the UEC board and new red risks are presented each month. Risks are managed by relevant programme governance and
delivery group.

* Current red risks and issues scoring 15+ are reported quarterly to the NEL UEC Board Quarterly Reporting. These are as follows: patient discharges in mental health, sustained utilisation and financial impact in mental
health, trajectory delivery and increasing waits in ED. A risk on financial delivery against the need to manage the increase in ambulances and activity is in development. Risks relating to our trajectory delivery and increasing
waits are also under review to incorporate added component of the increasing demand and to reflect the position for 2025/26.

Mitigating Actions and Next Steps

* Integrated Care Transformation Pillar (further Virtual Wards Update): An internal review has been completed by the Place and Provider Leads to support capacity growth towards the 735-bed target by Q4 2026.
Proposals for additional beds outside the virtual ward ICB funded space are awaiting UEC Board approval. NEL aims to maintain last year’s bed target while keeping occupancy above 80%. Despite delays, the evaluation
outcome is expected by the end of April and will guide ongoing performance improvement.

* SPoA: Single Point of Access Roadmap signed off by NEL UEC Board and NEL EMT which enables the progress from Discovery Phase to Clinically-Led Tests for Change. The clinical reference group has continued to meet, to
confirm the vision and scope of the work, with supporting governance through task and finish groups including data and finance, and commissioning and service review work. The priority is to achieve a sustainable
medium-term system-wide solution, as per the Roadmap. There is a need to ensure that this piece of work is connected to work ongoing on 111 procurement and Same Day Access models in primary care, as well as
exploring with national colleagues what models exist elsewhere and what lessons can be learnt, especially in relation to data analysis and KPIs. This is also aligned to Fuller and Darzi (shift care closer to community).

+  Hospital Flow: In NEL 88.49% of patient discharges were achieved on Pathway 0, 8.8% on Pathway 1, 1.28% on Pathway 2, and 1.43% on Pathway 3. Acute providers are focusing on internal processes to improve pre 1
discharges, weekend discharges, management of patients with length of stay of up to 7 days and reduction in delays on Pathway 0. Place are coordinating IDH reviews to ensure flow optimisation on pathways 1, 2 and 3
and standardisation across NEL. Sustained reduction in delays caused by equipment provision and for patient with homelessness status. Optimal Handed Care pilot demonstrates success in effective patient management
and care resulting in reduced requirement for reablement. Continued support to Barts Health relating to UTC services improvement work including sharing of best practice across the system. All BHRUT and Barts sites
offer Direct to SDEC conveyances through Trusted Assessor model (albeit NUH only accessible via REACH). System OPEL framework in the process of being updated to include recent OPEL framework for Community and
Mental Health. Corresponding action cards are being developed.

* Mental Health: The Mental Health Crisis Hub opened at the end of March 2025. The new 24/7 ICAH aims to support up to 18 patients per 24-hour period. The new building offers a therapeutic environment to support
walk-ins and informal patients referred from ED, including 6 reclining seats enabling stays of up to 24h for distressed patients. Expanded opening hours to 24/7, enabling conveyance by LAS where appropriate 24/7. This
ties in with the project in place between Crisis assessment teams, 111 press 2 and LAS on safe diversions of service users who do not require Emergency Department intervention. 24/25 Hospital Discharge Fund agreed
with Local Authority partners with variation between places. We're also reviewing our discharge pathway from inpatient mental health settings, recognising that this is contributing to delays at the point of discharge.
Connecting to Hospital Flow pillar of NEL UEC Programme to deliver MH Discharge Framework. Steering Group set up with further meetings planned. Currently 32 people CRFD in ELFT beds and 20 people CRFD in NELFT
beds. Total 9% beds in NEL. Current pilot on enhanced care teams in the emergency departments to improve quality and safety. Reviewing policies and protocols that support safety and quality where enhanced care is
required and joint protocols on how we support long waits in the departments. Lead nurse currently reviewing the drivers collaboratively with local sites for increased LOS and mitigation planning. This piece of work
remains ongoing. Supporting MH education for ED staff, some programs ready to be rolled out — e.g. simulation training of MH scenarios that may present to the department/acute hospital and appropriate responses from
the staff. Continue to work with ICA to support diversion of MH patients from emergency departments to the more comfortable assessment suites as above.

Governance

* NEL UEC Board reports into the NEL ICB Executive Committee
* Hospital Discharges and Virtual Wards improvement work form part of wider UEC Transformational pillars that report into NEL UEC Board. NEL UEC Board reports into the NEL ICB Executive Committee
* Mental Health pathway work sits under the governance of the NEL MHLDA Collaborative with a pillar link into the UEC programme.
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Latest month/quarter where appropriate are shown as RAG :
v ON % OFF track vs. trajectory.

Health Services in the Community — Quarterly: Q3; Monthly: February 2025

Change from prev. period indicates movement from the previous period based on validated published data
V /A deterioration ¥ /A improvement

Latest Published

6 Month Trend
Change from
/Quarterly

Achievement | Trajectory Actual .
prev. period
Trend

Appointments in General Practice - o

884,889 1,007,022
Feb-25 v
\Y/[e10i{s ]I Percentage of appointments seen within two weeks -
63.26% 91.26%
reported =1 EvL3 o ° ° A
Urgent Community Response (UCR) referrals; Count of all UCR referrals “'\I
Health planned in the period - (/] 2,136 2,600 v \
Services in Feb-25 /
the
Community Percentage of learning disability registers and annual health checks /
delivered by GPs - o 15.01% 59.55% A ‘
Q324/25 \\/
Community services waiting list-Number of patients waiting over 52
weeks at a point in time aggregated for a) in scope CYP and b) in scope Ix ] 631 2774 v

Adult services -
OUERCHIAN O3 24/25
reported

\

. — [
Number of CYP (0-17 years) on community waiting lists over 52 weeks - o

Q3 24/25

Number of Adults (18+ years) on community waiting lists over 52 weeks - o 0 955 v
Q3 24/25

631 1,819 A
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Key Headlines

Primary Care (Feb-25)

* In February we exceeded the trajectory for number of appointments by 122,133 (1,1007,033 against a target of 884,889).91.26% of these were within 2 weeks compared to a trajectory of 63.26%.

¢ Face to face appointments are the most frequently used mode of contact.

¢ Work continues to implement the Primary Care Recovery Plan. All 60 practices that were on analogue systems transferred to digital cloud telephone systems and all practices that were on non-compliant digital telephony systems will move over to systems
with greater functionality including ‘call back’ functions by end 24/25. This will help to support demand management, including the 8am rush for appointments and provide appropriate patient triage.

¢ Capacity and Access Improvement payments will help practices to improve patient experience of contacting the practice, manage demand and capacity and ensure accurate recording in appointment books. This will help to ensure that all appointments are
captured in the data. Payments were made to all PCNs for performance against their plans in 23/24 and payments will be made to PCNs for 24/25 following declarations of compliance in three areas by end April 25. The majority of PCNs have declared
compliance against all three areas by end March with 38/48 declaring compliance in use of online consultation during core hours.. The three areas are: use of cloud-based telephony, use of online consultation, and care navigation.

* Practices are also implementing plans to move to ‘modern general practice’ using transitional funding enabling them to provide a smooth, equitable experience of access to patients across phone, online and walk-in routes. Initial payments were made to
practices at the end of last year and practices worked to deliver their plans to get further payments in 24/25. All practices received payments by end March 25.

¢ Plans to implement integrated same day access, under the Fuller Programme are in place.

2-hour UCR/ Community Rapid Response (Feb-25)

¢ NEL will be at 90%, exceeding the national UCR 2hr target by 20% (national target 70%). NEL is consistently in the top 10 nationally outperforming its operating target volume.

¢ Total number of 2-hour standard UCR referrals in February 2025 was 2,600 (provisional).

¢ Inthe previous month, ELFT have been asked to ensure they do not miss submission deadlines as this effects reporting percentages. This has improved with submission made.

¢ London continues to have low ambulance, and 111 referral rates compared to most other regions and the England average.

* National UCR trajectory, based on an age-sex standardised rate is set at 157 referrals (all referrals) per 100,000 population. January data also shows that NEL is set to exceed the 157 national trajectory at 280 for this period. This will be increased to threshold
of 180 in the new financial year, but this is now under review as national review data count of referrals methodology.

Learning Disability
e Asof 1%t February 2025, LD AHC performance is at 71.2% against a target of 75%.

Community Waiting List Headlines

* Data Quality Initiative: This is starting to yield some results as we now have more specific NEL information coming through and we have moved to being within a month of the latest data sets and known narrative. This is also playing into an improved
relationship and culture with data in NEL. Community data group was set up to do this and improve data quality across providers, establishing a standard dataset style and reporting framework for consistent insights. The aim was to build a data-driven
“grip” culture and facilitate service improvement through shared monthly understand of the date. This is helping everyone manage the data better. The work of this group is evolving including discussions with contract teams.

« Data Timings and narrative reporting on our long waits: NEL data leads are working to get more current narrative against provisional data in performance reports, but this will take time to get right. NEL has developed a dashboard to make it easier for
providers to see the totality of their published data sets quickly. This is now making it easier to see and report on previous month data and get a more live and informed narrative returns as well as support local improvement discussions. Until providers
move to the new NHSE faster data flows regime (live data by end of 2025/26), there will be a time lag with narratives of a month, but we are using data group to speed things up in NEL and get to a better reporting and accountability culture. Providers have
been asked to give an overall emerging picture along with published data reflections and to be as specific as possible about local data challenges with long waits for CYP rising nationally.

« Data Portal Limitations and Improving our Assurance Processes: National Data Portal Limitations: The data portal does not support geographical splits, so figures must be explained in narrative sections. The NEL data team is working with providers to add
detailed reports and improve the internal data reports at provider / PLACE splits. We are a month or two away from a NEL picture of the data.

¢ Community Data: Data quality remains a challenge for all London ICBs monitoring CHS services. While NEL has consistently complied with national monitoring requirements and maintained strong NHSE relationships, the current SitRep submission process,
requiring provider-level reporting, raises concerns about accuracy. Although CSDS captures activity data, this does not include crucial wait time information. The SitRep is also only a snapshot of the month and not the sum total. To address these issues, NEL
is actively supporting NHSE’s push to move to Faster Direct Data flows quickly. NELFT is participating in national pilot tests. NEL has also advocated for improved national submission processes to enhance data accuracy. All providers in NEL are registered and
this work is being closely monitored in terms of test progress by the data team.

* Performance: NEL is not meeting CHS operating targets for long waits due to recent changes in data collection requirements and ongoing data quality cleansing. But we are making headway on getting a clearer picture on what data is there an getting adults
waits down. We are reporting at Provider level not NEL specific due to national reporting rules.

¢ ELFT & Barts Reporting Impacts: Since June 2024, ELFT has jointly submitted Bedfordshire and East London CHS wait times in the national SitRep. NHSE has confirmed ELFT should present a full waiting times view for NEL and BLMK ICS separately post
submissions of SitRep and we are working towards this. Barts reports ongoing challenges with tracking responsible parties and implementing quality checks, the team is actively addressing these issues. Barts adult services, patients waiting over 52 weeks for
spirometry not covered by the CHS contract.

¢ Impact of Changes: New submission guidelines have led to an increase in recorded patients waiting over 52 weeks. ELFT will include NEL figures in local reports and is aiming to reflect accurate data in monthly returns pending NHSE agreement on ASD. ELFT
& Barts are both working hard to improve data quality as well as improve local service monitoring. This is an ongoing data quality piece of work and should start yielding results in coming few months. Providers are also working on OPEL returns and move to
Faster Data Flows (automated collections).
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Key Headlines

Barts

¢ (Adults) February Narrative : Nursing and Therapy support for LTCs: Respiratory/COPD (50). Reasons given for these long waits are that GP Spirometry did not open post COVID. The trust is working with SBH Lung Function, Supporting GP Diagnostic Hublets,
and will be implementing Partial Booking. Risks identified for not bringing long waiters down - High Demand

¢ (CYP) February Narrative — Community paediatric service (765) — All of the long waiters in community paediatrics are waiting for an Autism assessment. The SEND Business Case has been approved for investment from April 2025 onwards. However,
significant pathway work with the wider system is now required to streamline the pathway and diagnostic process. In the meantime, the waiting list will continue to increase as demand outstrips capacity. There is a neurovariance development group which
is meeting regularly to try and streamline the pathway, which will hopefully mean either less children require diagnostics, increasing capacity because of efficiencies through developing a shared model with ELFT or a combination of both.

* Audiology (127) - Due to large number of patients and staff capacity issues Barts regularly validate waiting lists to identify and prioritise those with a higher priority, e.g. more than a mild hearing loss/parental concerns/risk factors . Any patients waiting 52+
weeks are deemed routine by having had enough testing/results to rule out a hearing loss that will impact speech/language and learning, but many of these children will not allow ear specific testing using headphones, meaning that there are not enough
results as required by national guidance to be able to discharge them. Within our current capacity, Barts are still booking slots to higher priority overdue patients, we will still book some longest waiter routine patients into clinics long waiters into clinics but
while we assign more.

ELFT

¢ (Adults) February Narrative: Due to the national reporting requirement being a whole-trust submission, the >52 week waits appear very high, however, none of these waits are for NEL patients.

* (CYP) February Narrative: Community Paediatric Service (Autism Pathway) - The Community Paediatric Service continues to face sustained pressures linked to high volumes of children and young people (CYP) awaiting Autism Spectrum Disorder (ASD)
assessments. As of February 2025, all long waiters are within the ASD pathway. Over the past two years, the service has experienced a 10.98% increase in referral volumes, reflecting both heightened demand and improved identification of
neurodevelopmental need across the system. While targeted interventions helped reduce average waiting times from 80 weeks (2022) to 67 weeks (2023), these gains have not been sustained. Due to ongoing workforce pressures and a further rise in
referrals, average wait times have increased to 91 weeks in 2024. In response, the service has implemented a single-clinician assessment model for CYP with robust evidence of social communication difficulties, supported by multi-agency contributions and
MDT input. This evidence-based model is intended to 1) Maximise clinical capacity, 2) Accelerate diagnostic decision-making, 3) Ensure earlier access to post-diagnostic support. Looking ahead, the service is working to align with wider system ambitions,
including a targeted 5% reduction in overall waiting numbers by the end of 2025/26. Achieving this will require: 1) Ongoing workforce stabilisation and recruitment, 2) Embedding of the revised assessment pathway

NELFT

¢ (Adults) February Narrative: Therapy interventions: Dietetics (1), Nursing and Therapy support for LTCs: Diabetes (1). This month, the commentary for long waiters from NELFT refers to the NEL only patients. While the Waiting List figures suggest much
higher >52 week waits in NELFT Adult community services, the number of NEL patients waiting over 52 weeks is only 2. As the numbers are so low, a comment has not been provided.

¢ (CYP) February Narrative: Community paediatric service (208) - The majority of these are under Paediatric Clinical Psychology where children awaiting a type of post diagnostic support. For example, they left the diagnostic pathway (current or previous) and
internally referred to post-diagnostic groups. These would not fit the criteria for RTT Consultant led service, as they are internal referrals (from targeted services such as paediatric therapies etc).

Data Quality issues have been identified and addressed by the service; all other long waiters now have an appointment booked. SACC is a multi-discipline pathway, and all cases are considered at our multi agency panel that involved a range of pathways
having sight of referrals - this includes early help. The majority of these children will be open to SLT where they are receiving intervention alongside other single service pathways - clinical harm reviews will be completed. The service has a dedicated advice
line developed in junction with the parent carer forum -with a service review needed. Extraordinary s75 meeting being held to review the high risk of the service . Therapy interventions: speech and language (9) - Limited Resource which links into the
amount of Diagnosis assessments able to be offered each month. Therapy interventions: occupational therapy (58) - Limited resources of specialist OTs 75 funding. All high risk and complex cases are prioritised and there continues to be a lot of demand on
therapy services with a partnership priority to identify Ordinary Available Offer.

Homerton

¢ (Adults) February Narrative:Nursing and Therapy support for LTCs: Respiratory/COPD (6) — 5 of the 6 long waiting patients were seen in March 2025, with an urgent plan being made for the 1 remaining long waiting patient. The creep towards >52 ww is
driven by an 8 month wait time for the diagnostic hub and an increasing list for psychology, driven by a 43% annual increase in referrals. They continue the workforce, pathway and patient list reviews to reduce long waits. Screening is in place to identify
high risk patients, however, non-recurrent funding for the service may put the reduction in waiting times at risk. They also have an issue with a shortage of clinical space. Community nursing services (planned care and rapid response teams) (3) The position
is now validated and there are zero long waiters. With the nature of the service and care provided, more urgent timeframes are worked towards. The service will continue regular monitoring of caseload and patient list to maintain high level of performance.
High risk patients are seen in urgent timeframes as per the service model.

* (CYP) February Narrative Community paediatric service (15): Position validated and only 3 genuine long waiters, with all delays due to a clinical decision. Significant improvement seen in average wait times following demand and capacity analysis to inform
additional clinics in Jan 25. The average wait has improved to 14 weeks. Regular validation to book patients in line with urgency and wait. The service is seeing steady improvement in wait times and is expecting to meet 52 week compliance ahead of
trajectory and by the end of June 2025. All patient referrals are triaged at the point of entry into the service ensuring the identification of high-risk patients, with appropriate clinical plans made.

Accelerate CIC - February Narrative
¢ Wound Care & Lymphedema Services only across NEL (only): There are no patients waiting over 52 weeks. Of the 557 NEL patients on the waiting list, 486 have future appointments. The increase in routine appointments for lymphoedema referrals across
NEL contract sit within the 8—12-week category. This is caused by both an increase in referrals, and an increase in urgent referrals which are prioritised. Referral increase is due to lack of a wider system pathway to provide first level management for
chronic welling. Patient driven cancellations for those beyond 18 weeks, are mainly due to patient holiday, declined the time or unwell. We usually discharge those with multiple cancellations, or first assessment missed, while for most of these cases we
allowed those patients to extend, our aim is to apply a strict approach to multiple cancellations by patients.
* Actions to date: Recent proposal to commissioners were made in December 2024 to extend contracted activity to allow for extra capacity beyond what is contracted to meet the system wide demand. Outcome decision pending. Continued prioritisation
for urgent. Strict adherence to discharge process for non-attendance and multiple cancellations.
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Workstream Issues and Risks

Primary Care (Feb-25)

* The general practice appointments (GPAD) data had significant data quality issues, with a proportion of activity ‘unmapped’ or ‘inconsistently mapped’ for instance 14% of appointments in NEL were uncategorised at the start of the year.
¢ The data set available shows a limited view of appointment information and does not show appointment status e.g. attended or DNA (non-attended appointments).

e Access and patient satisfaction: despite appointment numbers increasing, the 2024 GP Patient survey shows significant variation of experience when making an appointment within NEL.

¢ Collective Action been stood down following the introduction of the new GP Contract.

2-hour UCR/ Community Rapid Response (Q4)

¢ Checks on Productivity at PLACE level: While we are meeting the 2-hour target volumes, there is an opportunity to enhance productivity at the place level and across the system, particularly in our inner London boroughs. NEL data team has given a report to
each PLACE on their rate per population to review.

* Deep Dive UCR Review to support contracts and compliance: NEL will be doing a deep dive check on UCR variation again (last check was in 2022). An Urgent Community Response (UCR) service is a team of health and social care professionals who provide
urgent care for people in their homes. The goal of UCR services is to help people avoid hospital admissions and remain independent for longer. This is supposed to be 8am-8pm. Urgent Community Response (UCR) services provide crisis care for nine clinical
conditions: falls, decompensation of frailty, reduced function or mobility, palliative or end-of-life crises, urgent equipment needs, confusion or delirium, urgent catheter care, urgent diabetes support, and unpaid carer breakdown.

¢  Productivity gains with LAS via improvement networks: There continues to be a lack of referrals into UCR from LAS in (MiDoS data) across London. NHSE want all ICBs to improve this. NEL continues to use improvement networks to explore opportunities
and has started with Care Homes and Catheter Care. There is an emerging a need for providers ; LAS, Acute Community and UCR teams to all plan and work together.

¢ Urgent Community Response Referrals coding: Referral reasons information has been identified as an area for key data improvement. Currently at 87% of referral reasons is not being coded. Referral Source is being coded at a better rate — but the national
reporting dashboard has issues — over 70% of this data is coded Highest referrals in NEL are GPs, Carer / Relative and self referrals. Data teams have been notified and will continue to be asked across services to ensure teams are following all national coding
protocols. This will continue as the shift to faster data flows begins. .

Learning Disability (Q3)
e Current performance suggests we will meet the system target.
¢ Ongoing work to consider quality of checks and how this can be improved; LDA pharmacy is currently running a pilot on improving medication reviews..

Community Waiting List (end of Q4 data emerging)

* Demographic Context: NEL has a significantly high CYP population, with over 25% of residents under 18, reaching 32% in some boroughs. The area faces substantial levels of deprivation and need.

¢ Over SitRep Submission: Despite guidance from national and regional teams, confusion remains about SitRep submission requirements, as data is still reported at the provider level without regional breakdowns. NEL is working with the London regional
team to clarify and enhance submission quality.

¢ Data Quality Initiative: The Community Collaborative has launched a data workstream to improve data accuracy across major providers, establishing a standard dataset and a reporting framework for consistent insights. The aim is to build a data-driven
culture and facilitate service improvement through shared monthly reports. This group continues to help us monitor and manage the data better and manage risks. NHSE welcomes this approach. Data Quality Initiative: To improve data quality, a Community
Collaborative data workstream was established and has become a permanent but requires more links across to contracts and needs a Chair. Meetings are monthly and focus on the NEL CHS data quality and reporting. The workstream has implemented a
data reporting and monitoring cycle and framework benefiting both the ICS and its providers. The long-term goal is to enhance data governance and promote data-drive planning. There is also some work to do on reducing duplicate data conversations.

¢ Improvement Networks for Adult and Children's Services: NEL has launched "Adult Productivity" networks focused on dietetics, adult SALT, and podiatry, while children’s networks will address ASD assessments and SALT transformation. These initiatives
support the SEND investment to improve access and reduce wait times.

* Investment and Improvement Schemes: NEL ICB approved £3million investment should enhance early intervention and preventive support for children, families, early years settings, and schools. This includes rollout of online training and support
resources. Improvement schemes are being implemented across Special Educational Needs and Disabilities (SEND), community paediatrics, and children's therapies, focusing on productivity gains. The investment is targeted at early intervention, responding
to high local demand and deprivation and well be closely tracked for outputs and outcomes for residents.

* Impact and Timeline: Due to ongoing recruitment and mobilisation efforts, and increasing demand, a noticeable impact on wait times is not expected until Q4 of the current financial year, and more likely Q1 of 2026/27. The investment and service changes
aim to have a gradual impact as staff are recruited and services are mobilised.
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Mitigating Actions and Next Steps

Primary Care (Feb-25)

Improvements in coding were incentivised through the Capacity and Access Improvement Plan.

The NEL Data Quality Accreditation scheme has been rolled out across all practices which will improve coding.

Using digital technology such as Edenbridge APEX which has been rolled out across NEL to get the most accurate appointments and clinical data directly from practice clinical systems. Completed episode data will be included into the forward plan.

Each PCN worked to deliver a Capacity and Access Improvement Plans to work towards improving patient experience of contacting the practice, manage demand and capacity and ensure accurate recording in appointment books.

The GP Recovery Plan commits to using digital telephony by March 2024 to enable improved queuing systems and call management. All practices that were on analogue systems are now on digital systems and practices already on digital systems that are
non-compliant with the national requirements will be on compliant systems by end 24/25.

Opening Hours’ exercise had been undertaken to support practices to open to patients during core hours to fulfil their contractual responsibilities and all practices are now open during this time.

Actions were put in place to assess the impact and put mitigations in place in relation to GPs taking collective action. Collective Action has now been stood down.

2-hour UCR/ Community Rapid Response (Q4)

Improvement approach and collaboration: Community Improvement Network for Rapid Response is focused on optimising and improving service core offer and is working towards a set of recommendations being landed to PLACEs in May/June.
Increasing referrals during winter: NEL launched Catheter Improvement & Care Homes / Dom Care Networks to support with maximising referrals routes into UCR and improving productivity even more is also helping to drive up productivity

NEL continues to work to improve visibility of UCR service options in the Directory of Services and is working to host a meeting with place leads on ways to improve this. National have now standardised UCR as a service — NEL needs to ensure it is fully
adhering to the full standards to reduce variation but also it is responding to the optimisation ask of the service according to national standard as a “reactive care” set of service supporting interface between acute and primary care. The recommendations
will help PLACE leads look for opportunities to do this but also hopefully enhance the service offer.

Data Improvement and joined up working: Reporting of UCR pathways into wider system UEC programme continues to be developed to enable us to monitor productivity at Place and Provider levels better and more regularly. SHREWD tool interface
continues.

111 transformation continues to look at ways to optimise opportunities: UCR services review will support wider 111 procurement work to improve referrals into UCR via an improved 111 offer and Single Point of Access.

Training & Education: Improvement Networks have worked up an outline of a standard training offer which includes two tiers — 1) an integrated OOH induction 2) Advance learning for Clinical Staff and leaders. This will would be a yearly course to focus
better relationships and joined up working. Work started would mean enhancements to training and learning regimes already in place including i.e. UCP and Optimum tools to enhance proactive care and case finding in UCR service etc.

Learning Disability (Q3)

Place leads to work with primary care leads in Q4 to maximise take up of remaining AHCs.
To review impact of quality improvement projects

Community Waiting List (end of Q4 emerging)

Improvement Networks /Data Quality and Provider Collaboration: NEL is working closely with providers through a data group to enhance local accountability, governance to help reduce wait times. Sessions in this group initially focused on data accuracy,
cycle standardisation, assurance, better service management including best practices from Homerton and NELFT, to build a culture of transparency and joint ownership across PLACE and ICS levels to improve positions.

System-Wide Interventions: NEL has launched various initiatives to address wait times, including MSK pathways. This comprehensive approach spans primary, planned, and community care to reduce pressures, though significant impacts on wait times are
expected by 2025/26. For 2024/25, mutual aid options also being explored.

New Networks for Adult and Children's Services: NEL is launching "Adult Productivity" networks focused on dietetics, while children’s networks will address ASD assessments and SALT transformation. These initiatives support the SEND investment to
improve access and reduce wait times.

Governance and Monitoring: NEL continuously track targets for Community Health and Babies, Children, and Young People’s Programs within ICB governance, reporting wait times to the Finance and Performance Subcommittee. The aim is to continue to
improve this.

BCYP - For children, there are also Improvement Networks coming online in relation to our neurodevelopmental pathways looking at the clinical pathway for children awaiting an assessment for ASD, and a network looking at children’s SALT transformation
which will complement the SEND investment referred to above and equally support waiting list and access challenges.

Monitoring Data & owning shared accountability - We will continue to jointly monitor and review targets and trajectories within existing governance across both the Community Health Services and Babies Children and Young Peoples’ Programmes. Within
the ICB, waiting times and performance is also reporting to the Finance and Performance Sub Committee — currently this is a formal subcommittee of the Board. The CYP programme is also looking at a required data set that all stakeholder services must
know and review regularly. This is to ensure long term ownership of the data across the system is shared fully across key delivery partners.
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Governance

Primary Care (Feb-25)

¢ Operating plan monitoring. Monthly data provided from national GPAD reporting.

e Primary Care Delivery Plan, Primary Care Collaborative, GP Provider Group.

¢ Collaboration with Pharmacy Provider Group and close working with urgent care colleagues

¢ Regular reports on Access Recovery plan to Primary Care Delivery Group as part of the primary care transformation portfolio.
¢ Performance Report including information on access presented to NEL Primary Care Contracts Sub Committee.

¢ Update on Access Recovery Plan was taken to the ICB Board in November.

2-hour UCR/ Community Rapid Response (Feb Q4)

¢ Community Collaborative Delivery Board and escalation to CHS collab sub committee
* ICB Finance and Performance Committee

¢ UECProgramme Board

¢ Ambulance & Flow Transformation Group (under discussion).

¢ Individual provider governance

Learning Disability (Q3)
e Strategic oversight for Annual Health Checks is provided by the Learning Disabilities and Autism Transformation Board at NEL level, in collaboration with the Mental Health, Learning Disabilities, and Autism (MHLDA) Strategic Board.
¢ Quarterly performance reviews are conducted during NHS England assurance meetings, ensuring alignment with overarching goals and standards.

Community Waiting List (Q4)

¢ Operating Plan

¢ Community Collaborative Delivery Board and escalation to CHS Collab sub-committee
* ICB Finance and Performance Committee

¢ Individual provider governance

¢ CYPProgramme Board
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Key Headlines

Mental Health - February 2025 Talking Therapies are performing well against reliable improvement, but are below trajectory for reliable recovery, however,
are expected to achieve their trajectories by year end. There remains an underlying inequality of access between the 7 places,
_ Lorraine Sunduza; Paul Gilluley m which is being investigated through the expanded performance framework reporting. Our South Asian population also has
significantly lower rates of access and approaches to address are being developed in the Talking Therapies Improvement
Network. NELICB is in the middle for Talking Therapies metrics across London (latest benchmark Jan 25). Waiting times
Metric between first and second appointments continue to be a challenge due to a significantly high volume of referrals. Self-referrals
continue' to F)e exct‘eptionally high f.or.NEL Tailking Therapies (between .80-85%). .
- - - - Dementia Diagnosis performance is improving, however NEL ICB continues to be below the national target and has the lowest
T;I,L(Lzs,:,:ir:tp(ﬁ:t:(;lIable 67% 65.62%  66.59% (Y] A — / rate in London. . . . . . o
Talking Therapies Reliable . ¥ Per.matal access is below the national target but is shgvymg an .upwar’d trend in recgnjc month:s. Work is ongoing with the
Recovery (Rate) 48% 46.78% 45.45% [x ) v < ) . Pe'rmatal Improvement network to understand and mitigate this. NEL's access rrate is |.n the middle of the London ICBs.
Dementia Diagnosis Children and Young People’s access sees a downward trend recent months whilst being below our Long-Term Plan target. NEL
(Rate) 67% 66.20% 61.58% (] A '__.-" . ICB sits in the middle of the other ICBs across London.
S =il ness e A Children’s and Young People’s Eating Disorder wait times: both urgent and routine referrals are below the 95% target in
Health Checks (Performance) (Q4 70.00% 76.11% (V) A February. Work is ongoing to understand the drivers behind this with the CYP programme.
2023-24) S Community Serious Mental Iliness Access is above our national target and is the highest in London. BME groups have relatively
e E] AaTss . — high levels of access.
Mental Health (B S B2 o i < ‘ SMI Physical Health Checks achieved the 70%-year end target in Q4.
Children and Young Peoples - 27337 26 555 o - au Inappropriate Out of Area placements has had data quality issues identified in the national published reporting, this is being
Access (Volume) ’ ’ " AV reflected with locally reported data. Local data shows the ICB with 51 Inappropriate Out of Area Placements at the of February
Early Intervention in Psychosis GO 80.62% o N A ﬁ.-' 2025. Whilst numbers have decreased significantly work continue to ensure we meet our target of zero in 2025-26.
(EIP) (Performance) " Emergency Department Waits around 63% mental patients are waiting more than 6 hours in ED and around 38% more than 12
Children and Young Peoples N\ hours as of Feb 2025. These numbers are reducing slightly.
Eating Disorders Urgent Referral 95.00% 64.00% (] v N\ Average Lengths of Stay for adults' inpatients show a decrease to 52 days at the end of February 2025 for discharged hospital
(Performance) . spells and 20 days for closed ward stays. Work is ongoing to understand how the ELFT data quality issues are affecting these
Children and Young Peoples X figures.
Eating Disorders Routine Referral 95.00% 77.00% (%) v N
. P Workstream Issues and Risks
(C\t/);lTnt::)lty Metal Health Access 24,763 30,160 o A /’__H,- : : — : : :
« ~ * Reducing Out of Area Placements will require investment. Whilst this should reduce our overall cost there a risk that a) the
B — 0 51 (%) v ., investment is not sufficient given our financial constraints b) out of area placements remain above zero.
Placements (Volume) N * All targets are at risk as a result of our financial constraints.

Latest monthly where appropriate are shown as RAG :

Y ON x OFF track vs. trajectory. Mitigating Actions and Next Steps

Change from prev. month indicates movement from the previous month based on validated published data

V¥ /A deterioration ¥ /A improvement The Dementia Improvement Network has developed Place- based improvement plans to improve diagnosis, which include
improving scanning use, data consistency, Mild Cognitive Impairment recall, and assessment efficiencies. Our Asian diaspora
Governance has a significantly lower rate of diagnosis in proportion to the population size. The Dementia Improvement Network is
developing initiatives to address this.
* Performance risk and recovery planning is managed at an ICB level via the monthly North East London Mental The Talking Therapies Improvement Network is addressing disparities in access through greater standardisation and the
Health, Learning Disability and Autism Programme Board, and the fortnightly North East London Mental Health increased use of group work and an exploration of culturally aligned approaches.
Planning and Performance Group meeting. The Crisis and Acute Improvement Networks are developing plans to reduce Out of Area Placements to zero through an
* This is also monitored by the NHS England London region through quarterly Delivery Assurance Monitoring, and expanded bed base, improvements in the discharge pathway and reductions in length of stay.
Mental Health Programme Data Collection.
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Title of report

Audit and Risk Committee exception report

Author

Anna McDonald, Governance Manager

Presented by

Kash Pandya, Audit and Risk Committee Chair

Contact for further
information

anna.mcdonald@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 23 April 2025.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in March
2025.

Next steps/ onward reporting

An exception report will be presented to the board going
forward.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The remit of the Committee is to contribute to the overall delivery
of the ICB’s objectives by providing oversight and assurance to
the Board on the adequacy of governance, risk management,
internal control processes and arrangements to manage
conflicts of interest within the ICB.

Impact on finance,
performance and quality

N/A

Risks

The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by the
Terms of Reference. An annual programme of business is
agreed before the start of each financial year; however, this will
be flexible to new and emerging priorities and risks.

This report provides a summary of the key items from the Audit and Risk Committee

1.0 Purpose of the report

' meeting held on 23 April 2025.

1.2 The board is asked to note this report.
2(1) Key messages

A first draft of the ICB’s annual report and draft annual accounts for 2024/25 were

presented and members were advised that the draft versions would be updated
following the comments received from members. A final draft of each document,
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including the Head of Internal Audit Opinion, will be presented to the committee prior
to final sign off by the ICB Board in June.

2.2 Progress made regarding management actions arising from previous internal audits
was noted and an update from the related Task and Finish Group was received.
Although, progress has been made, members noted there is still work to be done.

2.3 The committee received an update on the work undertaken at a local level in
preparation for the new national finance system - ‘Integrated Single Financial
Environment’ (ISFE 2). Significant delays have been experienced regarding the
launch of the national system which the committee has regularly been updated on,
and members were informed that a new date of 1 October 2025 has been announced
by NHSE. Committee members discussed a number of concerns which included the
impact on staff of having to launch a new system whilst undergoing significant
organisational change.

3.0 Risks
3.1 The key risks recognised and noted by the Committee include the following:

e The work to produce an ICB and system-wide risk matrix needs to be
embedded across providers and used as a management tool to mitigate
risks, in particular, new risks emerging from the current NHS change
agenda.

e The risk of a critical Head of Internal Audit Report about the delays in
implementing internal audit recommendations remains high, although
arrangements have been strengthened through the work of the dedicated
Task and Finish Group.

e Having a comprehensive and reliable contracts register. This should guide
the development of a contracts pipeline and reduce the need for single
tender waivers. It should also ensure that the ICB is compliant with the
requirements of recent procurement legislation.

o Good progress is being maintained to ensure that the ICB’s and providers’
IT systems and relevant governance arrangements are robust. However,
given the availability of limited financial resources, the upgrading of IT
equipment and software is being reassessed.

e The north east London system is under severe financial pressures. A
significant amount of work is ongoing to identify opportunities for savings
and better value for money to bring it on to a sustainable footing. However,
given the scale of the savings needed, their delivery remains a major risk.

e Plans to enable a smooth transition onto to the new ISFE 2 system are
being developed but, given the scale of the NHS change agenda, the
effective delivery of these plans are a significant risk.

April 2025
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Quality, Safety and Improvement (QSI) Committee exception
report

Author

Keely Horton, Governance Officer

Presented by

Kevin Cleary, Non-Executive Member

Contact for further
information

Keely.horton1@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 9 April 2025.

Action / recommendation

The Board is asked to note the report.

Previous reporting

The topics covered in this report have previously been
considered and scrutinised by the QS| Committee.

Next steps/ onward reporting

The Committee next meets on the 18 June 2025 and a regular
exception report will be presented to the Board.

Conflicts of interest

There are no conflicts of interests.

Strategic fit

The ICS aims that this report aligns with are:

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

e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

Each topic is an area of service delivery which aims to improve
the quality of care for local people through recognising
opportunities for quality improvement.

Has an Equalities Impact
Assessment been carried
out?

An Equalities Impact Assessment is not required for this report.

Impact on finance,
performance and quality

There are no additional resource implications/revenue for this
report.

Risks

The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by the
Terms of Reference. An annual programme of business is
agreed before the start of each financial year; however, this will
be flexible to new and emerging priorities and risks.

1.0 Purpose of the report
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1.1 This report provides the Board with an overview of the items discussed at the
Quality, Safety and Improvement (QSI) Committee held on 9 April 2025. This
exception report outlines the key messages and actions taken by its member in
accordance with its terms of reference.

1.2 The Board is asked to note this report.

2.0 Key messages

2.1 The Committee received an update on the plans to redress the demand and
capacity balance for patients requiring renal dialysis in north east London (NEL),
acknowledging the improvement work taking place and the plan intended to
resolve the acute operational pressures, whilst also developing a sustainable and
resilient kidney system for the future.

2.2 An overview of the Allied Health Professionals (AHP) system governance, quality
and safety monitoring was presented to the Committee. Members acknowledged
how the AHP workforce supports the health system and the importance of ensuring
clinical leadership role of AHPs are established. Members requested that services
which are available from AHPs are shared with residents.

2.3 The Committee was informed of the reopening of fertility services at Homerton
Hospital. Having Homerton fertility services open again is key to providing the local
population with the services they need and reduces the impact on other providers
who have been managing this cohort during the recent closure. There are planned
open evenings, educational sessions and patient learning events as well as
promotional materials being developed to reassure potential patients about the
safety and availability of services.

24 A summary of the work into cancer management from a qualitative perspective to
ensure no harm or impact has been found to patients and how patients are being
managed in the system whilst awaiting a cancer diagnosis was presented to the
Committee. Members noted the report and actions taken to address cancer
management challenges and the ongoing efforts to improve patient care. The
Committee will receive the results of the clinical harm review once completed and
would like a selection of cases to be reviewed independently to ensure there is not
a bias in the process.

2.5 A summary of the findings of the north east London wound care survey undertaken
by multiple commissioned providers was presented to the Committee. Members
recognised the importance of the evidence-based findings and recommendations
for best practice. Members are supportive of a review of the commissioning
intentions for lower limb wound care in the NEL system. A programme update
report be brought back to the Committee and will include the intended plan of work
to reduce variation across north east London.

Author: Keely Horton, Governance Officer
22 April 2025
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Title of report

Finance, Performance and Investment Committee exception
report

Author

Matthew Knell, Senior Governance Manager

Presented by

Lakh Jemmett, Non-executive Member and Chair of the
Finance, Performance and Investment Committee

Contact for further
information

matthew.knell@nhs.net

Executive position summary

The Finance, Performance and Investment Committee (FPIC)
last met on Monday 31 March 2025 and discussed the following
business:
e Month 11, 2024/25 update on the Financial Sustainability
Programme
e The 2025/26 NEL ICB Cost Improvement Programme
o Updates from Committee sub groups
¢ Review of 1 business case and 3 contract / procurement
outcome approvals
¢ Standing finance and performance update reports

Action required

The Board is asked to note the report.

Previous reporting

None — this is an exception report from the March 2025
Committee meeting.

Next steps/ onward reporting

The Committee next meets on Monday 28 April 2025 and a
regular exception report will be presented to the Board along
with any approved minutes following that meeting.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
¢ To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

One of the Committee’s responsibilities is to review and approve
allocation of contingency funding which is to include
transformation, productivity and to aid the reduction of health
inequalities for the residents of North East London.

Impact on finance,
performance and quality

The Committee is established to provide assurance and
oversight to the Board on the robustness of the short- and long-
term financial strategy and management for the ICB. It will
provide assurance to the ICB on operational performance as it
relates to the Operational Planning guidance for acute and non-
acute metrics, both constitutional and non-constitutional
standards as appropriate.
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The Committee’s current key priorities are recovery,
sustainability and transformation.

Risks The duties of the Committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

1.0 Introduction

1.1 The Finance, Performance and Investment Committee (FPIC) met on Monday 31
March 2025 since the last exception report was produced for the ICB Board. This
report outlines the key messages, recommendations, decisions and actions taken by
FPIC members in accordance with its terms of reference in those meetings.

1.2 The Board is asked to note this report.

2.0 Key messages

2.1 The Committee received a report on the financial sustainability programme position

2.2

2.3

3.1

3.2

Author:

at month 11. The sustainable development fund (SDF) scheme had required scaling
back due to further slippage. The Committee discussed the impact of staff reductions
on sustainability schemes and the importance of Equality Impact Assessments
(EqlAs) in organisational change. The need for cross-cutting themes and data
support was highlighted.

The Committee was briefed on the ICB’s Cost Improvement Plans (CIPs), noting the
need for £2.5m surplus savings to contribute to the system position. A combination of
bottom-up and top-down approaches had secured £54m in savings, with a
prioritisation approach underway to achieve the delivery target of £38m and a stretch
target of £45m. The Committee discussed the clarity provided by the plan and the
concerns about delivering the operating plan without adequate workforce.

The FPIC approved one business cases and two contracts’ approvals/extensions and
noted the standing update reports.

Risks and mitigations

The Committee noted that work continued to revise the finance and performance
directorate risk registers, and that it would be presented to the next meeting in April
2025.

There were no specific additional risks arising as a result of the Committee’s
discussions.

Matthew Knell, Governance Manager

Date: 28/04/2025
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Title of report

Population Health and Integration committee exception report

Author

Katie McDonald, Governance Lead

Presented by

Imelda Redmond, Non-executive Member

Contact for further
information

katie.mcdonald3@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 2 April 2025.

Action required

The board is asked to note the report.

Previous reporting

A report was presented to the board at its meeting in March
2025

Next steps/ onward reporting

The committee meets again on 4 June, and a further report will
be presented to the board.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience and access

Impact on local people,
health inequalities and
sustainability

The remit of the committee is to identify opportunities to support
and improve effective population health management and
integration of health and care services at place and within
collaboratives for the residents of north east London.

Has an Equalities Impact
Assessment been carried
out?

An equalities impact assessment is not required for this report.

Impact on finance,
performance and quality

There are no direct impacts resulting from this paper.

Risks

The duties of the committee will be driven by the ICS and
organisation’s objectives and the associated risks. An annual
programme will be agreed before the start of the financial year
which will be flexible to new and emerging priorities and risks.

The Population Health and Integration Committee (the Committee) was held on 2

April and this exception report outlines the key messages and actions taken by its

1.0 Purpose of the report
1.1
members in accordance with its terms of reference.
1.2 The Board is asked to note this report.
2(1) Key messages

The Committee considered and endorsed the draft homeless health strategy, that is

also being presented to the ICB at this meeting, which seeks to address the impacts
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2.2

2.3

homelessness has on the health outcomes of the most vulnerable in our community.
The strategy is a call to action to focus the system on areas of joint working whist
also providing a framework to support Place partners to develop plans to address
population needs over the next five years. Members’ comments and feedback have
been incorporated into the version being presented to the ICB Board.

The Committee received a paper which outlined the progress of the health
inequalities fund, which totals £6.6m per annum in line with the initial national
allocation of ring-fenced funding. Members reflected on how this programme and
funding has been excellent in enabling Places to address the needs of their residents
who experience health inequalities. It was highlighted how we need to share
examples of best practice across different Places to ensure that successful
interventions can be replicated. This sharing of knowledge will be essential for
building a learning system that supports continuous improvement. A report is being
presented at a future meeting regarding how we can become a learning system, and
the outputs of that discussion will be reported to the Board by way of this exception
report.

Members discussed the committee’s risk register, noting that it has responsibility for
five of the risks that are featured on the Board Assurance Framework. The register
will be updated and reviewed considering the recent Government announcements
regarding the NHS organisational changes, and to reflect the key impacts of the 10-
year health plan, once published.
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Integrated Care Board Forward Plan

NHS

North East London

26-Mar-25

14-May-25

16-Jun-25

02-Jul-25

03-Sep-25

05-Nov-25

07-Jan-26

04-Mar-26

Resident story

Resident story to be themed in line with the scheduled deep dive

Chair and chief executive reports

Chair's report

Chief executive officer's report

Governance

Executive committee exception report

QSI committee exception report

FPI committee exception report

PHI committee exception report

Audit and risk committee exception report

Remuneration committee exception report

Approval of governance handbook amendments

Annual report and accounts

Approval of corporate objectives (to be included in CEO report)

Behaviours framework (to be included in CEO report)

Governance Improvement Plan (annual - included in Chair's report)

Finance and Performance

Qverview report

Approval of budget and operating plan

Assurance

Board Assurance Framework

EPRR annual report (to be included in CEO report)

Quality

Deep dives

Integrated
neighbourho
od working

Stocktake
against
statutory
aims of an
ICB

Secondary
and
primary
prevention
(CVD)

Digital

Children
and young
people

Working
and
supporting
employmen

CAMHS
resilience

Maternity and neonatal services

Intensive and Assertive Community Mental Health Care review

Annual Freedom To Speak Up report

Compassionate care and staff experience

Reducing violence

Strategy

Updated working with people and communities strategy

Joint forward plan (5 year plan)

ICS strategy cross-cutting themes (6monthly update)

Green Plan

Sexual health strategy

Commissioning framework

10-year plan and what it means for north east London

Medium-term financial strategy

Winter plan 2025

ICP strategy refresh

Research and innovation strategy

Integrated neighbourhood working update

Integrated Care Board
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