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NHS North East London ICB board
29 January 2026, 13.00 — 14.45, MS Teams

Agenda
Item Time |Lead Attached/ |Action
verbal required
1.0 Welcome, introductions and apologies 13.00 [Chair Note
1.1. Declaration of conflicts of interest Attached |Note
1.2. Minutes of the meetings held on 27 November Attached |Approve
2025
1.3. Matters arising Verbal Discuss
1.4. Actions log Attached |Note
2.0 Questions from the public 13.05 [Chair Verbal Note
3.0 Resident story 13.15 [CP Verbal Discuss/
note
4.0 Chair and chief executive reports
4.1. Chair’s report 13.30 [Chair Attached |Note
4.2. Chief executive officer’s report 13.35 RC Attached |Note
5.0 Strategy
5.1. Strategy and planning report 13.40 RC/CP |Attached |Note
5.2. Delivering the vision for integrated 13.50 |CP Attached [Endorse
neighbourhood working in north east London
5.3. Board Assurance Framework 14.00 |CP Attached |Note
6.0 Finance and performance
6.1. Financial overview 14.10 HB Attached |Note
6.2. Performance report 14.20 RC Attached |Note
7.0 Governance
7.1. Committee exception reports for information:  [14.30 |Chair Attached |Note
¢ Audit and Risk Committee
¢ Remuneration Committee
e Quality, Safety and Improvement
Committee
e Finance, Performance and Investment
Committee
¢ Transition Committee
8.0 Board forward plan 14.35 |Chair Attached |Note
9.0 Any other business and close 14.40 [Chair Verbal Note
Date of next meeting — 31 March 2026
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Glossary of terms and abbreviations

Terms and abbreviations will also be explained within each report.

Term ‘ Explanation ‘
A&E Accident and Emergency department
B&D Barking and Dagenham
BAF Board Assurance Framework
BH Barts Health NHS Trust
BHRUT Barking, Havering and Redbridge University Hospitals NHS Trust
BCYP Babies, Children and Young People
C&H City and Hackney
CAMHS Children and Young People Mental Health Services
CCQcCo Chief Clinical and Quality Commissioning Officer
CEO Chief Executive Officer
CFO Chief Finance Officer
CHC Continuing Healthcare
CIP Cost Improvement Plan
CNO Chief Nursing Officer
CSO Chief Strategy Officer
CSCO Chief Strategic Commissioning Officer
DHSC Department of Health and Social Care
ELFT East London NHS Foundation Trust
FPIC Finance, Performance and Investment Committee
ICB Integrated Care Board
ICP Integrated Care Partnership
ICS Integrated Care System
LA Local Authority
LTCs Long Term Conditions
MHLDA Mental Health, Learning Disabilities and Autism
NEL North East London
NELFT North East London NHS Foundation Trust
NELHCP North East London Health and Care Partnership
NEM Non-executive Member
NHSE NHS England
PbP Place-based Partnership
PELC Partnership of East London Co-operatives
PCN Primary Care Network
PHIC Population Health and Integration Committee
PTL Patient Tracking List
RTT Referral to Treatment
QSIC 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.
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Committees Declared Interest Name of the Nature of interest Valid From Valid To Action taken to
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with ICB

organisation/business

mitigate risk

Charlotte Pomery Chief Strategic Commissioning | Barking & Dagenham ICB Sub- Non-Financial Personal Interest Pomery McGregor Consultancy Director of consultancy 2009-06-01 Ongoing No action required as no
Officer committee Limited company, with husband who conflicts declared.
Barking & Dagenham Partnership is also a director of the
Board company. There are no
City & Hackney ICB Sub-committee employees and | have not
City & Hackney Partnership Board carried out work through the
Community Health Collaborative sub- company since 2011 and
committee have never carried out any
Havering ICB Sub-committee work in north east London
Havering Partnership Board
ICB Audit and Risk Committee
ICB Board
ICB Population, Health & Integration
Committee
ICB Quality, Safety & Improvement
Committee
ICP Committee
ICS Executive Committee
Newham Health & Care Partnership
Newham ICB Sub-committee
Patient Choice Panel
Redbridge ICB Sub-committee
Redbridge Partnership Board
Tower Hamlets ICB Sub-committee
Tower Hamlets Together Board
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Sub-committee
Christopher Kennedy Councillor, Local Authority City & Hackney ICB Sub-committee Non-Financial Professional Interest [ London Borough of Hackney Cabinet Member for Health, 2020-07-09 Ongoing bDeclIarlatlon? to b?. made at the
member of NEL ICB City & Hackney Partnership Board Adult Social Care, Voluntary €ginning of meetings
ICB Board Sector and Culture in London
ICB Finance, Performance & in London Borough of
Investment Committee Hackney
ICP Committee . i . i Member of Lee Valley Ongoi Declarations to be made at the
Non-Financial Personal Interest Lee Valley Regional Park Authority Regional Park Authority 2020-07-09 ngoing beginning of meetings
Non-Financial Personal Interest Hackney Empire Member of Hackney Empire 2020-07-09 Ongoing stgilr?r:iar:lgg? rﬁe%?irzzlasde atthe
) : ) . Member of Hackney Ongoi Declarations to be made at the
Non-Financial Personal Interest Hackney Parochial Charity Parochial Charity 2020-07-09 ngoing beginning of meetings
N ’ ! Member of the Labour Party Ongoin Declarations to be made at the
on-Financial Personal Interest Labour Party 2020-07-09 going beginning of meetings
Non-Financial Personal Interest Local GP practice Eig;s(t;e;idrasﬂa;ent with a 2020-07-09 Ongoing bD:gilr?r:iar:lgr;? ;?eZ?irEZde atthe
) : ) » sitin the board as trustee Ongoin Declarations to be made at the
Non-Financial Personal Interest Hackney Joint Estate Charities 2014-04-07 going beginning of meetings
N . X LBH appointed rep Ongoin Declarations to be made at the
on-Financial Personal Interest CREATE London 2023-04-05 going beginning of meetings
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Aurora Medcare (previously

Dr Jagan John Primary Care ICB Board ICB Board Financial Interest N . GP Partner 2020-01-01 Ongoing Declarations to be made at the
representative ICB Population, Health & Igg\:]v;)as foclEduaiiiedical beginning of meetings
Integration Committee =
ICB Quality, Safety & Financial Interest Parkview Medical Centre GP Partner 2020-05-01 Ongoing bD:gC:i;ai::;n;t;l;zggge el
Improvement Committee - — .
Primary Care Collaborative sub- Financial Interest Togethgr First Limited (GP Practice isa shareholder 2014-01-01 Ongoing Dec!argtlons tobe made atthe
committee Federation) beginning of meetings
Financial Interest Harley Fitzrovia Health Limited Director and shareholder 2018-01-01 Ongoing bDec!argtlonsfto be;nade atthe
eginning of meetings
Financial Interest Dlagpostlcs 4u (previously Director and Shareholder 2020-10-01 Ongoing Dec!argtlons tobe made atthe
Monifieth Ltd) beginning of meetings
Indirect Interest /k\urora Mchare (prewously Other GPs are family 2020-01-01 Ongoing Declarations to be made at the
nown as King Edward Medical members beginning of meetings
Group)
Indirect Interest New West Primary Care Network Brpther /4GP Partner is the 2020-11-01 Ongoing Dec!argtlons tobe made atthe
Clinical Director beginning of meetings
Non-Financial Professional Interest| NHS England - London Region Personalised Care Clinical 2017-05-01 Ongoing Declarations to be made at the
Director beginning of meetings
Non-Financial Professional Interest| North East London Foundation GPWSI in Cardiology 2011-08-01 Ongoing Declarations to be made at the
Trust — Barking and Dagenham beginning of meetings
Community Cardiology Service
Financial Interest Buxton Medica GP pgrtnfer is director and 2021-10-31 Ongoing Dec!argtlons tobe made atthe
practice is a shareholder beginning of meetings
Non-Financial Professional Interest| New West PCN p" 'ead, for health 2023-04-01 Ongoing Dec!argtlons tobe made atthe
inequalities beginning of meetings
Financial Interest Faircross Medical Care GP partner and famlly 2024-04-01 Ongoing Dec!argtlons tobe made atthe
member (brother) is also a beginning of meetings
partner
Financial Interest Scrubs clothing company with 4 2024-12-01 Ongoing Declarations to be made at the
other directors - designing beginning of meetings
medical clothing
Financial Interest Aspire Healthcare Joined with two other GPs 2025-01-12 Ongoing Declarations to be made at the
and my brother who is a GP beginning of meetings
as a GP partnership
Financial Interest Protecting Forever One of the Q|redors of the 2025-04-30 Ongoing No action required as no
companyiwitimylbrother conflicts declared.
and two others who are not
related
Financial Interest Prestige Wrap Services Brother is co director and 2025-05-02 Ongoing No action required as no
there are two other who are EaiilEs CEREEs)
not related. | am a director of ’
this company
Financial Interest Tivutah Ltd Prope:'ty and medical 2025-12-20 Ongoing No action required as no
TRy conflicts declared.
Dr Mark Rickets ICB Primary Care Partner Clinical Advisory Group Financial Interest Nightingale Practice (NEL Salaried GP 2022-02-02 Ongoing Eec_lare_ltlonsfto be;""‘de atthe
Member ICB Board member practice) eginning of meetings
ICB Finance, Per‘fo_rmance & Non-Financial Professional GP Confederation Nightingale Practiceis a 2022-02-02 Ongoing Decllaralltlons to be F“"‘de atthe
Investment Committee beginning of meetings
NEM R tion C it Interest member
- emuneration Lommittee : - . it " Declarations to be made at the
Primary Care Collaborative sub- Indirect Interest Health Systems Innovation Lab, Wife is a Visiting Fellow 2022-02-02 Ongoing beginni £ i
committee School Health and Social Care, €ginning of meetings
London South Bank University
Financial Interest Homerton University Hospital Non-executive Director 2022-02-02 Ongoing Eec_lare_ltlonsfto be;""‘de atthe
NHS Foundation Trust eginning of meetings
Indirect Interest Point of Care Foundation My wife is an Associate 2022-03-01 Ongoing Declarations to be made at the

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

beginning of meetings
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Dr Paul Francis Gilluley Chief Clinical and Quality Clinical Advisory Group Non-Financial Professional Interest | British Medical Association Lz:g:nzgztri:)zer ofthe 2022-07-01 Ongoing l?:;ilz:]ei‘:gnosftr%:tm;ge atthe
Commissioning Officer ICB Board )
ICB Population, Health & Integration | Non-Financial Professional Interest | Royal College of Psychiatrists Fellow of the College 2022-07-01 Ongoing Declarations to be made at the
Committee beglnnln_g of meetings
ICB Quality, Safety & Improvement | Non-Financial Professional Interest | Medical Defence Union Member 2022-07-01 Ongoing Declarations to be made at the
Committee beglnnln'g of meetings
ICP Committee Non-Financial Professional Interest | General Medical Council Member 2022-07-01 Ongoing Declarations to be made at the
ICS Executive Committee beglnnln_g of meetings
Mental Health, Learning Disability & | Non-Financial Personal Interest Stonewall Member 2022-07-01 Ongoing Dec!ara,tlons tobe made atthe
Autism Collaborative sub committee beginning of meetings
Primary Care Collaborative sub- Non-Financial Personal Interest National Opera Studio Trustee on the Board 2023-08-01 Ongoing Declarations to be made at the
committee beginning of meetings
Primary care contracts sub-committee | Non-Financial Professional Interest | University of East London Health Fellowship 2024-10-01 Ongoing Declarations to be made at the
_ beglnnlng of meetings
Non-Financial Professional Interest | Greater London Authority Appointed to the Mayoral 2025-02-27 Ongoing Declarations to be made at the
Cultural Leadership Board beginning of meetings
ICB Audit and Risk Committee : e : : . Declarations to be made at the
Henry Black Chief Finance Officer Indirect Interest BHRUT Wife is Assistant Director 2018-01-01 Ongoing =< -
ICB B_oard of Finance beginning of meetings
ICB Finance, Performance & Secarat 5 5 -
Investment Committee Indirect Interest GSTT NHS Trust Daughter employed as a 2023-09-01 Ongoing bec_are_utlonsfto et_rna e atthe
ICS Executive Committee graduate trainee eginning of meetings
Mental Health, Learning Disability & -
Autism Collaborative sSb- commi);tee Non-Financial Professional Interest | Phoenix Futures Charity Trustee of charity 2025-01-01 Ongoing E:;ilra]:]?ggnosftr?\té:tﬁgge atthe
Transition Committee
Imelda Redmond Non-Executive Member :gg gg‘;'::nd (R Carmmliie Non-Financial Professional Interest | Health Devolution Commission Co Chair 2023-01-07 Ongoing Eg;il:;?r:';';? rtr?ebe(teirrlgasde atthe
lccfm?gtlgzﬁon’ Health & Integration |\ Financial Professional Interest Age UK East London Chair of Trustees 2024-02-18 Ongoing l?:;l:;?r:z;r; rt:el:ir:;as'de atithe
|CCB Q‘.Jt?"ty’ Safety & Improvement | o Financial Professional Interest | Intuitive Member of an Advisory 2024-06-12 Ongoing E eqlara_ltion? ® b?. IR i
ommittee . Penal eginning of meetings
ICB Remuneration Committee
Kash Pandya Non-Executive Member :gg gi::;nd Risk Commitee Indirect Interest Inverts UK Ltd Son is a Senior 2023-02-01 Ongoing E:gilr?r:?r:gr;? rtt?el:ir:rgl;zde atthe
ICB Finance, Performance & Procurement Consultant
Investment Committee Sedaai =5 Ry
ICB Population, Health & Integration i : . ] eclarations to be made at the
Commi‘:tee 9 Indirect Interest Accenture Son is a Legal Director 2017-01-01 Ongoing beginning of meetings
Transition Committee
Lakh Jemmett Non-Executive Member :gg ggglrtdand B =C Non-Financial Professional NHS Property Services Ltd Non Executive Director 2023-07-01 Ongoing E:cili::onosft;:;mage ette
ICB Finance, Performance & Interest L Y
Investment Committee
ICB Quality, Safety & Improvement
Committee
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Declarations to be made at the

Dame Marie Gabriel OBE ICB and ICP Chair ICB Board Non-Financial Personal Interest West Ham United Foundation Trust| Trustee 2020-04-01 Ongoing -~ ;
ICB Finance, Performance & beginning of meetings
Investment Committee | Non-Financial Personal Interest East London Business Alliance Trustee 2020-04-01 Ongoing Dedlarations to be made at the
ICB Population, Health & Integration| beginning of meetings
Committee . ; Chair of the Race and : :
ICB Quality, Safety & Improvement Financial Interest Race and Health Observatory Health Observatory, (paid). 2020-07-23 Ongoing E:c:z:]?:on;t;t;:tmage atthe
Committee The Race and Health 9 9 9
ICB Remuneration Committee Observatory are now
ICP Committee . considering the potential to
NEM Remuneration Committee enterinto contracts with
Transition Committee NHS organisations to
support their work to tackle
racial and ethnic health
inequalities.
Non-Financial Personal Interest Member of the labour party Member of the labour party | 2020-04-01 Ongoing Declarations to be made at the
beginning of meetings
Non-Financial Professional NHS Confederation Trustee Associated with my | 2020-07-23 Ongoing Declarations to be made at the
Interest Chair role with the RHO beginning of meetings
Financial Interest Local Government Association Peer Reviewer 2021-12-16 Ongoing Declarations to be made at the
beginning of meetings
Non-Financial Professional UK Health Security Agency Associate NED, (paid), 2022-04-25 Ongoing Declarations to be made at the
Interest UKHSA works with health beginning of meetings
and care organisations to
ensure health security for
the UK population
Paul Calaminus Board member. Sub-Committee g;)r?r;?tltjggy IRl CORORRE S | (- it Department of Health Wife is civil servant in 2001-10-01 Ongoing Declarations to be made at the
member |CB Board Department of Health beginning of meetings
ICB Population, Health & Integration
Committee
ICS Executive Committee
Mental Health, Learning Disability &
Autism Collaborative sub-committe
Waltham Forest Health and Care
Partnership Board
Waltham Forest ICB Subcommittee
Ralph Coulbeck Interim Chief Executive Officer éz;l;t]i]li’ttr;);/ider Collaborative Joint | Non-Financial Professional Interest | Princess Alexandra NHS Trust I am arl1 asslociate non- 2024-05-17 Ongoing Dec!arelltions to be made atthe
executive director at beginning of meetings
ICB Board Princess Alexandra NHS
ICB Population, Health & Integratior| Trust and attend the
Committee ) board and Quality and
ICB Remuqeraﬂon Cgmmntee Safety Committee
IC§ Executive Commlttg e Indirect Interest Barts Health My spouse is a consultant 2018-04-01 Ongoing Declarations to be made at the
Primary Care Collaborafive sub- haematologist at BBH beginning of meetings
committee
Shane Degaris ICB member éf)'}lrtl?n'i:;trgglfgé%%"aarzolg;vlgxi%lr}ttiv Non-Financial Professional Interest | University College London Partners | Interim Chair 2025-10-01 Ongoing Declarations to be made at the

Committee

beginning of meetings

4/5




- Nil Interests Declared as of 09/01/2026
North East London

Position/Relationship with ICB Committees Declared Interest

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

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

ICB Board

ICB Population, Health & Integration Committee
ICS Executive Committee

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

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

ICP Committee

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

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

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

ICB Remuneration Committee

Transition Committee

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

27 November 2025, 12.00pm — 2.30pm, Tower Hamlets 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
Diane Herbert (DH) Non-executive member, NHS North East London
Imelda Redmond (IR) Non-executive member, NHS North East London
Kash Pandya (KP) Non-executive member, NHS North East London
Dr Kevin Cleary (KC) Non-executive member, NHS North East London
Lakh Jemmett (LJ) Non-executive member, NHS North East London
Henry Black (HB) Chief finance officer, NHS North East London
Dr Paul Gilluley (PG) Chief clinical and quality commissioning officer, NHS North
East London
Shane DeGaris (SD) NHS trust partner member, via MS Teams
Paul Calaminus (PC) NHS trust parther member
Clir Maureen Worby (MW) Local authority partner member
CliIr Christopher Kennedy (CK)| Local authority parther member
Najnin Islam (NI) VCFSE partner member
Dr Jagan John (JJ) Primary care partner member
Dr Mark Rickets (MR) Primary care partner member
Attendees:
Charlotte Pomery (CP) Chief strategic commissioning officer, NHS North East London
Ralph Coulbeck (RC) Chief strategy officer, NHS North East London
Sally Beaven (SB) Healthwatch participant
Rob Nicholls (RN) Director of nursing and safeguarding, NHS North East London
Katie McDonald (KMc) Governance lead, NHS North East London
Apologies:
Diane Jones (DJ) Chief nursing officer, NHS North East London
Andrew Blake-Herbert (ABH) | Local authority executive participant
Anne-Marie Keliris (AMK) Head of governance and company secretary, NHS North East
London
1.0 Welcome, introductions and apologies
The Chair welcomed everyone to the meeting including members of the public who had
joined the board meeting to observe.
The Chair advised people of housekeeping matters before proceeding.
1.1 Declaration of conflicts of interest
The Chair reminded members of their obligation to declare any interest they may have
on any issues arising at the meeting which might conflict with the business of the
Integrated Care Board (ICB).
No additional conflicts were declared.
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Declarations made by members of the ICB Board are listed on the ICB’s register of
interests. The register is available either via the governance team or on the ICB’s

website.
1.2 Minutes of the last meeting
The minutes of the meeting held on 25 September 2025 were agreed as a correct
record.
1.3 Matters arising
There were no matters arising.
14 Actions log
The ICB board noted the actions taken since the last meeting.
2.0 Questions from the public
There were no questions received from members of the public.
3.0 Resident story

PG introduced the resident story item, which was themed around the health navigator
artificial intelligence (Al) programme, and highlighted the following points:

The health navigator Al programme has been funded by NHS England for
£13.9m over three years and uses emergency department data and predictive
algorithms to identify individuals likely to become frequent hospital attenders
before patterns emerge. The programme has demonstrated a 74% reduction in
unplanned bed occupancy among participants, with no increase in GP referrals,
and the programme is being expanded across north east London.

The process involves entering emergency department data into the algorithm,
triaging out individuals with severe mental illness, substance misuse, or end-of-
life care needs, and offering clinical coaching by qualified nurses to those
identified. The coaching is initiated via a letter and followed by a virtual hour-
long consultation, resulting in a personalised care plan.

Members heard the stories of Phil and Glenroy regarding their participation in the
programme, and points included the following:

Phil:

Phil described how he lives with several long-term conditions and how his
mental health began to deteriorate following a series of hospital admittances and
medical treatments, and also the loss of employment.

Phil received a letter which detailed how the coaching could help, and that the
offer was more than just discussing symptoms. This was the second time that
the offer had been presented to Phil, but the way this letter described how it
could help him encouraged Phil to accept.

Phil described how his coach demonstrated genuine interest in what he had to
say and how this has enabled him to be open when speaking with her.
Previously Phil felt that health professionals were not listening to him properly
which led to feelings of isolation, and that having a dedicated person with
allotted time to talk has been instrumental in improving his health and wellbeing.

Glenroy:

Glenroy described how he experienced a stroke 18months ago and how the
programme has enabled his recovery to ‘come on in leaps and bounds’, and that
before the programme he did not want to leave the house or socialise with other
people.

Glenroy detailed how his coach sees beyond his condition, and that she sees
him as whole person which is incredibly important. He explained how he has

Page 2 of 11
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developed a rapport with his coach who sets goals with him, such as exercising,
and encourages him to hold himself to account if he misses doctors’
appointments or medication.

Members discussed the points raised in the stories and points included the following:

A query was raised regarding whether residents with a main language other
than English were excluded from the programme, and if face-to-face
appointments were available. In response, it was explained how the clinical
coaches were recruited to be reflective of our population and there are several
coaches available who speak a variety of languages. Interpretation services
such as Language Line are also used to support non-English speakers;
however, we will be monitoring the demographics to ensure equitable access.
Most of the contact with residents in the programme is conducted virtually.

It was noted that a common thread throughout our resident stories is that people
feel that health professionals are not listening to them. In response it was
explained how the use of telephone appointments has meant that people are
more likely to be open about how they feel, and that face-to-face appointments
can be emotionally overwhelming so people may not present their whole selves
to professionals, so may feel unheard. The coaching approach is holistic, aiming
to restore agency and control to patients, and is designed to be emotionally
supportive, especially for those who may find phone contact easier than in-
person consultations.

A query was raised regarding the longevity of the funding available to support
this programme. In response it was explained that funding runs until April 2027,
with interest in expanding beyond north east London. Our teams are evaluating
how to sustain and spread the programme, including integrating with
neighbourhood teams to support those who decline the offer or are non-
contactable, and considering future links to digital monitoring and virtual wards.
In relation to the triaging process, a query was raised regarding how we are
supporting those who are not eligible for the programme, such as residents
living with complex mental health and substance misuse. In response, the
benefits of being able to build mental health into this was explained, such as
being able to predict relapse or crisis before it happens, and it was outlined how
we are doing some work outside of the programme to build on this for those who
are not eligible.

It will be important to take forward any learning from those who participate, such
as understanding how the second letter to Phil encouraged him to take up the
offer, opposed to the first.

A query was raised regarding whether the Al programme links into digital
monitoring programmes, such as wearables and telehealth. In response it was
explained that as we develop our neighbourhoods, we will need to consider how
this programme can fit in, alongside digital monitoring.

The ICB board noted the residents’ stories.

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:

The long-awaited national decisions to enable us to implement the
Government'’s required 50% reduction in our running costs have been made,
and our staff will shortly be entering a consultation phase. We are committed to
ensuring an effective and fair process, to continuing to communicate openly with
staff, to providing a range of support, and to seeking to ensure we have a
workforce ready for the next phase.
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Our staff are our most valuable asset; they continue to serve the people of north
east London with a dedication to improvement and a passion for equity. Our
leadership team and line managers must continue to prioritise staff, so we need
to be mindful in our expectations as a Board.

This is the last Board meeting for our founding Chief Executive Officer, Zina
Etheridge, who has worked diligently with staff, partners and the Board to
establish one of the most effective collaborative systems in the country. Zina’s
leadership is best characterised by her unwavering commitment to improving
outcomes and services for the people of north east London, including for our
staff; her focus on deepening productive collaboration between all partners; and
her robust advocacy of north east London externally. She will now be forever
part of our north east London family, and we wish her well in her future
endeavours.

Work has been underway to appoint an interim and permanent chief executive.
After an internal process, we are very pleased that Ralph Coulbeck will become
our Interim Chief Executive. Ralph is an experienced chief executive, with most
of his career in recent years being in north east London, both within the acute
and hospice sectors. Following a successful external recruitment process, we
are pleased to report that Dr Nnenna Osuiji will be our new permanent Chief
Executive Officer. Nnenna has a strong track record as a senior leader in the
NHS and joins NHS North East London from the Royal Free London NHS
Foundation Trust where she serves as chief executive for North Middlesex
University Hospital and community services. We anticipate that Nnenna will start
with us in the spring.

In October, the Integrated Care Partnership (ICP) recognised the high quality
and breadth of work across the system on meaningful engagement with people
and communities, from ideas to implementation. It was noted that a review of the
Working with People and Communities Strategy to reflect this learning and
ensure it is integrated into strategic commissioning intentions, is scheduled for a
future meeting. The development session focussed on defining the future
strategic role of the ICP, moving us beyond statutory boundaries.

The ICB board received and noted the report.

4.2

Chief executive officer’s report

ZE presented the report and highlighted the following key points:

Given the challenge in all health services of meeting people’s healthcare needs
whilst achieving financial sustainability, the early results from our health
navigator programme are particularly exciting. The programme uses data,
supported by artificial intelligence (Al), to identify those most likely to become
intensive users of healthcare services over the following few months and
supports them through a clinical coaching programme. Initial results have
demonstrated that this saves costs but, more importantly, shows how the
programme is helping people stay well, and at home.

On 11 November, NHS England (NHSE) confirmed that it would be allocating
funding to ICBs to cover redundancy costs and provided a voluntary redundancy
scheme that could be used to support the restructure process. We consequently
informed our staff that a consultation exercise will launch on 1 December,
closing on 21 January 2026. There is often a media or political narrative which
describes commissioners as bureaucrats or as a layer impeding the health and
care for patients. This is very much not true, and it is important for our staff to
know that. The work that they continue to do has real value in terms of positive
impacts for local people.

A message of thanks was formally extended the Chair and ICB Board members
for their support and guidance. The Board’s determination, despite setbacks, to
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maintain a high level of ambition and to continue to collaborate and work in
partnership and with communities is commendable.

e Messages of congratulations were extended to our Head of Primary Care
Nursing, Dr Mary Clarke CBE, whose dedication to community and primary care
nursing has been recognised with the prestigious Queen’s Nurse award, and to
our Chair, Dame Marie Gabriel CBE, who attended her Damehood investiture in
October, receiving her award from His Royal Highness the Prince of Wales at
Windsor Castle.

The ICB board noted the report.

Kash Pandya joined the meeting at 12.45pm.

5.0

Quality

5.1

Delivering the vision for integrated neighbourhood working in north east London

CP presented the report and outlined the following key points:

e GP access remains a fundamental building block for neighbourhood working, as
it is the primary entry point for most residents into healthcare services.

o We have seen several improvements to access, including a shift away from
traditional phone-based booking systems and the 8am queue model, towards
more flexible and accessible options. These changes aim to create a symbiotic
relationship where neighbourhood working alleviates pressure on general
practice, and general practice supports neighbourhood models.

¢ Neighbourhood footprints have now been agreed across north east London,
forming the basis for integrated working.

¢ It will be important to apply a neighbourhood lens to commissioning, ensuring
services are delivered locally and system wide.

e We are working with each of our Places to finalise and agree the integrator role.
The emerging approach both assures the wider role of partnership in enabling
integration and neighbourhoods by agreeing a wider alliance as the integrator,
whilst agreeing a partner from the alliance to act as the host for a specified set
of functions. This work continues with discussions, workshops and the
development of detailed memoranda of understanding in each Place.

¢ Active development of neighbourhood infrastructure is underway, with examples
of integrated mental health support such as the Barnsley Street Centre in Tower
Hamlets, and wraparound services addressing housing, debt, and welfare.

e Arecent workshop in llIford showcased neighbourhood approaches for babies,
children, and young people, including multidisciplinary teams around schools.
Joint working has enabled five children with complex needs to return to school,
reducing health-related exclusions.

¢ The Government has recently announced the national ambition for 120
neighbourhood health centres to be operational by 2030. It will be important to
repurpose existing community assets rather than expect new, purpose-built
centres.

Members welcomed the update, and key points of discussion included the following:

o Concerns were shared regarding the system’s ability to deliver a neighbourhood
model when the ICB’s workforce is reducing significantly, as ICBs are integral to
Place. In response it was explained that we have maintained a focus on delivery
at Place in our new operating model, so we have endeavoured to keep some
ICB capacity at Place, but with a reduced workforce.

¢ It will be important for babies, children and young people to be fully integrated
into neighbourhood models and not treated as a separate programme. In
response, it was confirmed that our population health management approach
recognises that there are unique connections for families, such as schools, early
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years settings, and the role of public health commissioning. We need to knit
these elements in together to have a connected, not separate, approach.
Regarding the neighbourhood health centres, we need to learn from the history
of polyclinics and what works well. The amount of capital investment could
transform primary care and enhance our existing health centres. It will also be
important to ensure that our health hubs also fit into the new model. In response
it was highlighted that we are keen that the neighbourhood health centres are
real community-based approaches and we want to provide these in partnership
for our residents.

Local authority colleagues have requested clarity regarding the channels of
communication, given that the ICB support to the Place-based partnerships will
be ending. In response, it was explained that we will be revisiting our wider
governance following the launch of the consultation. Place-based partnerships
will remain important parts of the system, and we envisage that the Health and
Wellbeing Boards will be a key point of communication.

Many councils are struggling to maintain community assets, such as libraries, so
it will be important to look at neighbourhood opportunities in partnership as a
wider health system, to maximise the impact we can have.

The graphs in the report demonstrate the variation across the boroughs, so it will
be important to level-up as we move forward into our medium-term
commissioning intentions to see improved performance. It would also be helpful
to understand how Primary Care Networks (PCNs) can help drive improvements
through the patient participation groups. In response, it was outlined how we are
aiming to address the variability by understanding to our primary care dashboard
to gauge practice and PCN performance and where we need to invest.

A query was raised as to whether the alignment of PCNs with neighbourhoods
has been resolved, as this has been raised at the Population Health and
Integration Committee. It was explained that we are in the process of aligning
these and that we have commitment from all of our Places to the geographic
footprints and we are working through aligning the PCNs into the
neighbourhoods that have been agreed.

This work is in alignment with Core20PIlus5 so it could be beneficial to
specifically highlight this point, as it is anticipated that the Health Equity
Framework will align with this. In response it as outlined how we are using our
health and equity outcomes framework which has been developed across north
east London as a guiding tool for our commissioning framework, which also
picks up the inequity and equity points as part of the outcomes framework.

It is positive to see the improvements in primary care, particularly in light of the
pressures being faced. A message of thanks was extended to our GPs and their
teams.

It would be beneficial to include social prescribing, which is an important tool for
our neighbourhoods. The partnership between the voluntary, community, faith
and social enterprise (VCFSE) sector and primary care at neighbourhood-level
will be critical to delivering this. It was explained that we have varied models
across north east London, which each work well in different ways. We have
undertaken a review of the provision we have for social welfare and legal advice
to determine how we can provide greater access to these services, within our
funding envelope.

Consideration should be given as to how we keep the connectors as the role of
the ICB changes and reduces in size. The new performance targets appear to
be NHS-focussed, but we cannot deliver them without Places and
neighbourhoods. In response, it was described how retaining the strong
connectors as we move into the next phase of our transition will be important.
We do have strong links with our local authorities, through formal groups with
the directors of adults and children’s social care, and we have a strong VCFSE
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collaborative. These may be where we connect as a wider collaborative, but with
our feet enabled at Place.

e Whilst there is always scope for improvement and it is good to be ambitious; it is
also just as important to celebrate our successes and recognise the progress we
have made on neighbourhood health in a short period of time.

The ICB board:
¢ Noted the progress in the programme to date
o Endorsed the overall direction of travel

Paul Calaminus joined the meeting at 1.00pm.

6.0

Strategy

6.1

Medium-term planning process

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

e The NHS Planning Framework, published on 8 September, outlined three
phases for the national planning process — foundational, plan development and
plan acceptance.

e During the preparatory phase of the planning round, we refreshed our system
strategy and produced outline commissioning intentions which were shared with
providers at the end of September in line with the national guidance at that time.

e We received the Medium-Term Planning Framework for 2026-2029 on 24
October and this has expanded our understanding of the planning process going
forward. Further guidance is expected throughout November.

e The strategic commissioning plan will be further developed to take account of
any further feedback from our partners, as well as any requirements that are
being issued nationally. This will include areas such as joint commissioning with
our Local Authorities, ensuring babies, children and young people’s needs and
requirements are reflected throughout our plans, as well as national
requirements of what our narrative has to include.

e The strategy document sets out a case for change based on population growth,
long-term conditions, and health inequity, and organises ambitions around three
shifts: hospital to community, treatment to prevention, and analogue to digital.

¢ The financial strategy aims to align resources with population needs, address
funding allocation challenges, and create non-recurrent support for
transformation, with the aspiration to set aside 1% for transformation despite
significant financial pressures.

e Strategic commissioning plans emphasise all-age approaches, resident-driven
and clinically led commissioning, and joint intentions with local authority partners
for children, adults, and carers, including early years, obesity, mental health, and
complex social needs.

Members discussed the report and points included the following:

e The strategy document appears to be NHS-focussed and could contain further
references to local authority and community efforts, particularly around
analogue-to-digital transformation in housing and council services.

e |t was suggested that the universal care plan initiatives and broader digital
innovations, such as Al for prevention, are included to reflect how technology
supports proactive care. In response, it was commented how wearable
technology will have a focus nationally, so this element can be drawn out further.

e A query was raised as to why primary care submissions are not included in the
planning documents and whether this is due to contracting arrangements or a
technical omission. In response, it was explained how primary care is not
required to make a submission as part of this process; however, ICBs need to
provide a summary of how primary care is organised within the system.
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It was recommended that the term ‘social care’ is broadened to include local
authorities and the wider determinants of health. local authorities and the wider
determinants of health to enhance our partnership working approach.

The current workforce performance target, focused on reducing bank and
agency spend, could be more ambitious for broader workforce development.
The improvements made to the revised document were recognised, including it
appearing less acute-focused, though it remains primarily NHS-oriented.

It was suggested that the strategy should highlight quality improvement work
more prominently, including the Good Care Framework and evidence from our
local action networks.

The ask regarding the medium-term strategic planning guidance and associated
measures are included in the document but could be drawn out to demonstrate
them more clearly. Consideration should be given to creating a summary slide to
demonstrate compliance for regulators and stakeholders, making it easier to
identify how requirements are being met.

A query was raised as to whether market management should be explicitly
referenced in the strategy, as it is a recurring theme in national policy
discussions. In response, it was explained how market management is pulled
through as part of the commissioning plan, rather than through the strategy
itself.

It was suggested that the impact assessment section is strengthened to better
reflect achievements, commitments, and anticipated outcomes.

We may be underselling our progress and capabilities and should present these
more prominently to convey confidence and clarity.

It was highlighted how the commitment to “tackle sexual misconduct” could be
strengthened and be more ambitious by reframing to “eradicate sexual
misconduct”. This would convey a clear message that these issues are a priority
for the organisation and reflect ambition and commitment to staff well-being. In
response it was explained that this originates from national guidance and have
been included for compliance purposes. It does not represent the full scope of
local workforce ambitions, which can be articulated more clearly in the strategy.
It would be helpful if the commissioning intentions could refer to embedding
health literacy, as improving our approach to this could have significant impacts
for our residents. In response, it was highlighted that at a meeting with
Healthwatch colleagues earlier in the week, a discussion was held regarding
engaging with people on health literacy. This is something which we need to
embed within either our strategy or commissioning intentions, as it will be a
significant shift to how we engage and address health in its broadest sense.

It would be beneficial to outline how the strategic commissioning plans will make
a different to our residents’ lives. Our workforce is working in a climate with
reduced resource, ambitious targets and high demand, so demonstrating how
they are making an impact could improve morale and motivation. In response it
was explained how the outcomes and equity framework will bring this to life and
demonstrate how we are delivering improvements.

It would be helpful for plans to address balancing urgent access with proactive,
planned care. Continuity of care is critical for patients who frequently use urgent
and emergency care services, as proactive management can reduce system
pressure and improve outcomes.

It was suggested that all primary care partners are involved in developing the
commissioning plans, as colleagues will have innovative ideas in how we can
build in primary care capacity and quality to deliver the desired clinical
outcomes.

It may be beneficial to have measurable five-year targets for population health
improvements, such as reducing obesity rates among primary school pupils.
Defining these targets at an early stage will help demonstrate our ambition and
accountability.
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o It will be important to remain transparent in our commissioning plans, as we will
not have the resource to deliver all our ambitions and invest in transition.

e A question was asked as to whether a standalone commissioning plan will be
needed for prevention, or if key principles regarding prevention should be
embedded in each of the commissioning plans. In response it was explained
that we are developing a separate prevention strategy with partners and we
envisage that this will be embedded in each of the commissioning plans.

e Members extended a message of thanks to all teams and partners involved in
shaping the strategy and commissioning plans.

ACTION: Suggestions to be taken forward ahead of presenting to the ICP Committee in
January.

The ICB board:
¢ Noted the national planning process which has been outlined
o Endorsed the proposed system strategy which will be approved at the ICP
Committee in January 2026
e Commented on the strategic commissioning plan
¢ Noted the thematic feedback analysis and how that has helped refined the
system strategy and the strategic commissioning plan.

Shane DeGaris left the meeting at 1.30pm.

6.2

Board Assurance Framework

CP presented the Board Assurance Framework (BAF) and explained the following
points:

o Areview of the BAF has been undertaken to ensure our risk registers and BAF
reflect the potential impacts of the organisational change in light of the imminent
restructure consultation, which will launch from 1 December 2025.

e We recognise that further steps are required to review and align the BAF to the
new operating model and executive management team once the restructure
process is concluded and we start to operate more fully to the model ICB
blueprint. This will consider the extent to which the BAF needs to take a system
approach beyond that required to be an effective strategic commissioner.

Members discussed the report and points included the following:
¢ As we transition into our role as strategic commissioner, we will need to consider
the extent to which we oversee system risks. It was suggested that this is
discussed further at a future development session.

ACTION: An item on risk management and the board assurance framework to be
scheduled for a future development session.

The ICB board noted the report.

7.0

Finance and performance

7.1

Financial overview

HB presented the report and explained the following points:

¢ At month 7, the Integrated Care System planned system deficit was £28m, and
the actual year-to-date deficit is £69.8m which is an adverse variance to plan of
£41.8m.

¢ NHS England reviewed system performance at quarter 2 in relation to deficit
support funding and have held back the allocation for months 4 to 7. The impact
of this at month 7 is £14m. The forecast and risk position assumes that the
deficit support fund is received in full.
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¢ In Month 9 we have been asked to undertake a reforecasting to confirm that we
will be able to achieve our financial plans, as have most systems in the country.
Our position is significantly challenged, and we currently have a risk of
approximately £102m. It is anticipated that Barking, Havering and Redbridge
University Hospitals Trust (BHRUT) will reforecast to a deficit position at the end
of the financial year.

e Providers are facing challenging cash positions, which risks day-to-day
operations and the ability to pay suppliers and staff.

Members discussed the report, and points included the following:

e Concerns were shared regarding the financial position of our providers, and a
question was raised regarding the likelihood of achieving our recovery plan. In
response, it was explained how North East London NHS Foundation Trust
(NELFT) is facing a range of issues, such as the potential financial impacts of a
recent court case and facing significant headwinds regarding the use of beds in
the private sector to meet demand pressures. Barts Health has a significant
deficit at month 7 which will be difficult to recover, particularly as many of the
measures and mitigations in place are non-recurrent which will make run-rates
next year challenging. East London NHS Foundation Trust (ELFT) and
Homerton Healthcare are on plan and have stabilised their run rates.

e A query was raised regarding the impacts on the next financial year and whether
this could affect the ambitions outlined in our commissioning intentions. In
response it was outlined that we can only deliver the strategy if there is resource
identified to support it, particularly the shift to move activity and demand into the
most appropriate setting. The system is set to receive a 2.75% uplift in allocation
for the next financial year, equating to approximately £124m. However, this
increase is significantly below the combined impact of headline inflation and
demographic growth, creating a funding reduction and strain on budgets and
operational delivery. There is an aspiration to ring-fence 1% of resources for
transformation initiatives, however achieving this target will be challenging.

The ICB Board noted the month 7 financial position and the level of risk associated with
delivery of the financial plan.

7.2

Performance report

RC presented the report and highlighted the following points:

e Cancer waiting time performance remains strong and was sustained for the fifth
successive month. North east London achieved the strongest cancer waiting
times performance in London, achieving all 2025/26 Operating Plan asks.

e Urgent and emergency care performance remains on trajectory; however, as
there has been significant growth in emergency department attendances in the
last few weeks, this position is now fragile.

o Barts Health remains in Tier 1 for elective recovery and diagnostics with focus
being given to 18-week delivery, long waiting pathways, and diagnostics waiting
times and activity recovery.

¢ Recent operational challenges have included managing the resident doctor
industrial action and the implementation of the electronic patient record at
BHRUT, which will improve data sharing and clinical workflow across the
system.

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

e Colleagues at NHS England officially opened the new elective centre at
Homerton Healthcare which includes two new theatres and treatment and
diagnostic rooms. These have been operational since October, but activity has
been increasing incrementally and will assist in the management of our
performance challenges.
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¢ NHS Chairs in north east London recently discussed the increasing demand
across services, and how meeting this demand will be challenging across our
sectors. The population growth forecast in north east London will add to these
pressures, so continuing to advocate for our population and the need to have
improved investment will be important going forward.

e There could be opportunities to utilise our data and leverage neighbourhood
working to address rising demand across health and care services. This could
include innovative approaches to prevention and integrated planning at a local
level.

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 Executive Committee
e Audit and Risk Committee
¢ Remuneration Committee
e Quality, Safety and Improvement Committee
¢ Finance, Performance and Investment Committee
e Population Health and Integration Committee
e Transition 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

Clir Maureen Worby advised members that a pop-up event for our homeless population
was taking place that day in Barking and Dagenham. Colleagues from NHS England
would be in attendance to film the event in the hope of spreading the model we have
been embedding for those experiencing homelessness and using temporary
accommodation.

The ICB Board reiterated earlier messages of thanks and commendation to Zina
Etheridge and wished her well for the future.

There was no other business to note.

Date of next meeting — 29 January 2026
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ICB board — action log

NHS

North East London

Integrated Care Board

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

6.1 Medium- 27.11.25 | Suggestions to be taken forward ahead of presenting | RC January Complete. Strategy approved by the ICP
term planning to the ICP Committee in January. 2026 Committee on 8 January 2026, and further
process detail on this is included in the Chair’s

report.
6.2 Board 27.11.25 | An item on risk management and the board assurance | CP January Item added to the development session
Assurance framework to be scheduled for a future development 2026 forward plan, with the date to be agreed.
Framework session.
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NHS North East London ICB board
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NHS

North East London

Integrated Care Board

Title of report

Chair’s Report

Author

Marie Gabiriel
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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 Integrated Care Partnership (ICP) and regional strategic
discussions.

Recommendations:

e That the Board receive and note the report

e To note the ICP approval of the Integrated Care Strategy
and ensure that the points raised are addressed when we
consider the strategy as a Board on 4 February.

Action required

For noting

Previous reporting

Integrated Care Partnership - 8 January 2026

Next steps/ onward reporting

Integrated Care Partnership - 23 April 2026

Conflicts of interest

None

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health
e To tackle inequalities in outcomes, experience and access
e To enhance productivity and value for money
To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The ICP approval and feedback on our refreshed Integrated
Care Strategy will enhance our work with local people to tackle
health inequalities and to improve sustainability.

Impact on finance,
performance and quality

Collective understanding of regional strategies enables us to
better participate in their shaping and delivery, using our
resources wisely and minimising duplication.

Risks

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

1.0
1.1

Introduction

| want to begin my first report of 2026 by recognising the continued dedication of our

staff as they participated in a consultation to inform the required 50% reduction in our
running costs. The next few months will be particularly challenging as they receive a
response to their input, and as the resulting changes begin to be implemented. As a
Board | know that we continue to be impressed by and thankful for their dedication, are
understanding of and wish to ensure that we support people through the personal impact
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1.2

1.3
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and that we will continue to work with the senior executive team to support their
embracing of staff and clinical leadership feedback, including providing clarity in our
response.

There is also an impact on us as a Board, as there is a requirement that we reduce our
membership from 1 April of this year, as we have already discussed. This again is not,
in any way, a reflection on your invaluable contribution and together we will ensure that
mechanisms are established that enable partners to be meaningfully engaged in
shaping and continuing to inform our decisions. It is important to recognise that both the
consultation and Board process seek to establish a structure that enables us to
effectively undertake our new function as a strategic commissioner. To aid this change,
our February board development session will focus on how we maximise the potential
of this new and emerging role and will also be the final sign off our five-year integrated
care strategy that will shape our future work. We have invited two external speakers who
are at the forefront of this work nationally and will be joined by Dr Nnenna Osuiji, our
incoming Chief Executive, who will formally take up her role on 15 March.

The remainder of this report consists of feedback from the Integrated Care Partnership
(ICP), requiring our noting their feedback on and approval of the Integrated Care
Strategy and our noting of the development of their plans for their future purpose. It also
has a focus on London developments, which provide a useful context for our work.

Integrated Care Partnership

The January 2026 Integrated Care Partnership (ICP) considered our refreshed
Integrated Care Strategy. There was solid agreement to the direction of travel and
approval of the strategy with assurance that the final submission would:

o Emphasise our strong relationship as a system partnership and the critical
importance of this partnership to delivering the three shifts, the tackling of health
inequalities and to effective strategic commissioning. The ICP’s view was that the
strategy should better set out how we will build upon this strength and seek to
further a system culture that is open, creates challenge grounded in a sense of
psychological safety and focuses on a shared ambition with and for our residents.
Whilst the ICP recognised that the document has a required NHS framework. it
was important to ensure that social care in the broadest sense and the role of all
partners was better documented. This includes reflecting the framework within
which partners operate, for example, the adult social care guidance published
before Christmas and the need to plan for the outcome of the Casey Review. It
was also important that the strategy enabled us to retain the flexibility and
responsiveness of our system partnership that recognises that we are seven
distinct areas whilst we work towards a shared ambition.

¢ Recognise that for the three shifts and our strategy to be delivered we will need to
see a move towards community and that this requires a growth and changes to the
community workforce models we currently have and a greater emphasis on
challenges within this sector, such as waiting times.

e Focus on prevention, ensuring that the resources are made available in the
financial plans that will underpin the strategy.

o Extend our commitment to be trustworthy in our interactions with each other by an

explicit commitment to strengthen trust with our communities, as set out in our
Good Care Framework. It was recognised that this will be part of our refreshed
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Working with People and Communities Strategy, but our Integrated Care Strategy
needs this to also emphasise this point. This is particularly important in relation to
the potential abolition of Healthwatch, and the continuation of the importance of its
work, including the Big Conversation, Good Care Framework, community
engagement and community insights, which need to be embraced by partners and
better signalled in the strategy. The favourable response by north east London
local government in the continuation of this Healthwatch work was also noted.

e Place the strategy in the reality of our context and the plans of others, for example
the plans for more housing will continue our rapid population growth bringing
greater demand for our services and the financial challenges that our system
faces.

2.2 On next steps, the ICP confirmed Councillor Mark Santos as Vice Chair, until after the

May local government elections and whilst we cemented what the ICP’s future role
could be. The ICP also confirmed the output of a small working group on its future role.
This confirmation was that the ICP should prioritise three key things that it could track
progress on. The chosen three priorities would focus partners’ joint effort, enable joint
and individual accountability and importantly improve outcomes with and for our
residents. Our April ICP meeting will define what those three priorities could be, using
our resident success measures and outcomes framework, our ICP flagship priorities
and our strategic integrated plans as frameworks. It was also agreed that the ICP
should ensure integration across all partners and that it should reflect on its
membership, for example consider the addition of social care and academic partners.
Given the reductions in ICBs we would also need to consider who could support the
facilitation of the ICP in the longer term. Finally, we emphasised the need for the ICB
Board and the ICP to revisit the case for north east London and for the ICP to have a
future role in advocating for greater investment in our sub-region given our rapid
population growth.

Chair activities

As we plan and begin to make decisions that execute our ICB future strategies, similar
conversations are happening across London. The Mayor of London’s London Health
Mission Board, the London Mental Health Board, the London People Board and the
London Chairs have all met since our last meeting and in this section, | provide a short
briefing on the outcome of each. The London Health Mission Board ambition is to
‘significantly close the gap in health inequalities in our city, utilising London's innovation
and digital transformation opportunities by 2035’ and the last Mission Board discussed
the work underway within three workstreams: community insights, digital and data and
the theory of change. The other Mayor of London’s missions are ‘Growth’, with the
ambition to implement the Mayor’s Growth Plan which was launched in February 2025
and sets out the blueprint for how we can boost London’s economy in a fairer, greener,
and more inclusive way; and ‘Housing’ with the ambition to meet London's housing need
by rapidly accelerating the delivery of new homes, with an initial focus on establishing
rapid delivery sites and unlocking barriers to delivery. There are three other missions in
development. ‘Opportunity’, which seeks to ensure all children begin year 1 at primary
school ready to learn and thrive; ‘Energy’, which seeks to transform the city’s energy
system to support its transition to net zero by 2030, while addressing the growing
demand for electricity and heat; and a ‘Safety’ mission, with its ambitions currently being
shaped by partners. Finally, the work of the London Mission Board will help support the
development of the Mayor’s London Health Improvement Plan, and which, in turn, will
further shape the work of the Board. This improvement plan includes a wider focus on
health and the wider determinants of health in all policies.
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3.2

3.3

As part of my changing roles in London, | chaired my first London Mental Health Board
meeting last month and, although | remain a member, chaired my last London People
Board this month. The London Mental Health Board has an agreed 10-year strategy with
the ambition for London to be the best global city in which to access mental health care
and support. The strategy, which can be found at this weblink has priorities in relation to
children and young people’s mental health; improving the quality of inpatient care; the
further development of community mental health and also of urgent and emergency
mental health care; improvements in the collection and use of data, the development of
digital pathways and enhanced productivity; and improvements in neurodevelopment
pathways and in addressing co-occurring substance use. Within the meeting itself, in
addition to update on progress, we agreed the need for a greater focus on prevention
and the tackling of health inequalities across priorities, including a focus on children and
young people, a strengthening of lived experience leadership in relation to the Board’s
work and a greater role for the Board in advocacy for mental health.

Both the London People Board and the London Chairs meeting focused on the
developing London Health Plan, which aims to provide a single strategic framework to
harness the city’s unique resources and opportunities to support the delivery of the 10-
year health plan. The aim is to set out shared, London-wide strategic priorities and cross
cutting enablers to ensure the delivery of the three shifts and the medium-term planning
commitments, with a focus on what should be done once for London. A key feature will
be system wide transformation to improve outcomes and reduce inequality, a
consistency in engagement with staff and empowerment of residents, and enhanced
partnership working to maximise our combined assets. This does not mean that all will
be delivered by NHS England London Region, instead the London plan will outline the
optimal system architecture to support innovation, to improve partnership working -
including supporting the Mayor’s Health Improvement Plan as already mentioned and to
address blockers to positive change. The current three priorities are, treatment to
prevention through the millions hearts and minds programme, which seeks to improve
the heart health in London, preventing heart conditions and stroke; hospital to
community, with a focus on neighbourhood NHS; and analogue to digital, with a focus
on improving digital access. The key enablers will be data and digital infrastructure,
innovation landscape, financial framework, workforce, and improving quality. NHS
England London Region are leading discussions to further shape the London Health
Plan, with a focus on what are the biggest opportunities for action and how we should
organise ourselves across London to deliver our shared ambitions. At the London
People Board meeting we were able to focus on the workforce enabler and also received
an update on the national workforce plan, which is due to be published in the spring.
Within both the Chair and People Board discussions we emphasised the need to build
on what is being done already, including work on digital and neighbourhood; deepening
our emphasis on equity and inclusion; the vital importance of including social care
workforce; solutions for the workforce challenges currently faced, including the
importance of doing more to value and support our workforce; and the need to model
future workforce requirements, as well as current demand.

4.0 Recommendations

To receive and note the report.
To note the ICP approval of the Integrated Care Strategy and ensure that the points
raised are addressed when we consider the Strategy as a Board on 4 February.

Marie Gabriel — Chair: 12/01/26
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Executive summary

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

Action required

The Board is asked to note the contents of this report

Previous reporting

N/A

Next steps/ onward reporting

N/A

Conflicts of interest

No conflicts of interest have been identified.

Strategic fit

The report aligns to our strategic purpose, priorities and
objectives of the ICB and Integrated Care System (ICS):

e 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

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

1.0 Introduction

Since the last substantive Board meeting in November, the main priorities have been
focussed on developing our strategy and commissioning intentions and delivering our
organisational change programme. It has been a period of particularly high challenge
for the organisation as we have faced into the key stages of the medium-term
planning process and of the change programme during a period of reduced
leadership capacity. | am especially grateful to my colleagues in the senior
leadership team for their support and commitment and to colleagues across the ICB
for their professionalism and dedication to our work.
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2.0

3.0

Strategy and commissioning intentions development

We have now finalised our system strategy in discussion with the Integrated Care
Partnership and our medium-term commissioning plans which will be discussed later
in the meeting. Alongside our on-going work on an integrated needs assessment for
north east London, these materials provide the foundation for our strategic
commissioning role and a clear way forward to meet the challenges we face in north
east London.

We are also developed more detailed plans for the next three years ahead of the
final national planning deadline of 12 February. We are prioritising progress on the
key challenges facing our system, including excessive hospital demand, long-term
provider financial challenges, and our relative under-investment in mental health and
primary care services. We are working with partners on plans to transform pathways
in these key areas enabled by shifts in both revenue and capital investment, changes
which need careful management and phasing to avoid destabilising our existing
providers.

This work has been a big team effort for staff across the ICB and with our partners; it
has helped to build and maintain common purpose during a time of change, and | am
grateful to all the teams that worked hard on this despite personal uncertainty.

Organisational change

We have continued to deliver our organisational change process which aims to align
and shape the operations of the ICB with the national model ICB and our developing
strategy, while meeting the national requirements to reduce our running costs by
50%. This has been a very challenging time for staff, and | would like to thank the
Board for the messages of support and understanding at this time and the teams
working on the change process, many of whom are themselves affected.

We have completed a Voluntary Redundancy (VR) scheme, which saw 186
applications (approximately 20% of the ICB workforce). Applications have been
reviewed and decisions made, and the approval process is how underway which
includes a regional approval step. We have also launched a Mutually Agreed
Resignation Scheme (MARS) for eligible staff.

The consultations on our reorganisation have now closed. Feedback is being
reviewed and changes to proposals will be considered and agreed. We expect the
consultation response to be published during February alongside the agreed final
structures. The scale and depth of feedback we have received demonstrated both
the deep expertise of our staff and their passionate commitment to the ICB and its
important work.

We have all had many emotional and difficult discussions in recent weeks, with
individuals, teams and the organisation as a whole. This is sadly inevitably when a
change of this scale and nature is taking place. We have endeavoured throughout to
be open and transparent, to listen to feedback, and to recognise and change course
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5.0

6.0

where we have made mistakes. Despite this, the process naturally remains a source
of anxiety and frustration for many colleagues which we truly regret.

Richard House children’s hospice

Board members will be aware that on 18 December, Richard House children’s
hospice closed. We had been working with the hospice prior to this, aiming to secure
its future, but unfortunately despite offers of support from the ICB, Richard House
trustees made the difficult decision to close.

This was a very difficult time for all involved, and | would like to thank the Richard
House staff for their support during the closure and the teams in the ICB, led by
Tracy Rubery and Charlotte Pomery, who helped us to navigate this very difficult
situation.

All children and families affected by the closure continued to receive the immediate
care and support needed, through Haven House children’s hospice facilitated by the
ICB, and we continue to ensure the system has ongoing arrangements in place. Our
thanks go to Haven House for the understanding and speed with which this was
managed, and to the children and families that were impacted by these unfortunate
events.

Chief Executive Officer

The Board will know that Dr Nnenna Osuiji is due to take over as Chief Executive
Officer from 15 March. Planning has started to ensure a smooth handover, and
meetings are being scheduled with Board members, partners, stakeholders and
senior staff. | am having regular discussions with Nnenna about our key priorities and
challenges, and she has already provided welcome support for our leadership group;
I look forward very much to Nnenna'’s arrival on a substantive basis.

New Year Honours

The King’s New Year Honours saw recognition for some of our colleagues across
north east London.

Congratulations to Professor Chris Tredwin on receiving an OBE for services to
general dental practice. Chris has played an instrumental role in establishing two
dental training clinics in Barking and Hackney and continues to share his expertise
with Barts Health NHS Trust as an Honorary Consultant.

Congratulations also to Monwara Ali, the former Chief Executive of the Waltham
Forest Community Hub, who received an MBE for services to the local community in
Waltham Forest. Monwara has championed a range of initiatives that have improved
the health and wellbeing for our local communities in Waltham Forest and played a
pivotal role in shaping the north east London Voluntary, Community, Faith and Social
Enterprise (VCFSE) collaborative.

These awards are extremely well deserved and a testament to the hard work that is

being done across north east London to improve health, wellbeing and equity for all
our local communities.
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Executive summary This report aims to:

¢ Provide an update on the finalisation of the System
Strategy which has been approved by the Integrated Care
Partnership on 8 January 2026, following ICB Board
endorsement.
¢ Share an outline and progress update on our work to
develop an Integrated Needs Assessment
¢ Update on the progress in developing the final medium-
term planning round submissions for the deadline of 12
February and set out next steps for the final planning
submission
e Share draft medium term planning submissions for
comment:
o Five-year strategic commissioning plan, and
o Board assurance framework

Action / recommendation The Board is asked to:

1. Receive the update on the finalisation of the System
Strategy

2. Note the proposed way forward with the Integrated
Needs Assessment and note the questions that will be
used to identify what the future analysis should try to
answer

3. Review and comment on the draft five-year strategic
commissioning plan, and draft board assurance
framework

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

Previous reporting Previous iterations and updates on the medium-term planning
products have been shared with the ICB Board on 25
September and 27 November. The extraordinary part 2 board
meeting on the 15 December was used to approve the first
planning round submission for the national deadline of 17
December.

Next steps/ onward reporting A part 2 ICB Board meeting has been organised on 4
February to review, in more detail, the medium-term planning
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submissions that will continue to develop up to the national
submission deadline on 12 February.

Conflicts of interest

The nature of the medium-term planning submission means
that any individual who has a relationship with any provider
that receives funding from the ICB will have some form of
conflict of interest with this item.

The purpose of sharing this paper today is for transparency,
discussion and to encourage system triangulation of planning
products.

For the final submission, the conflicts of interest can be
managed by ensuring that the approval of the planning
products is only undertaken by individuals with no conflicts of
interest and provider relationships are declared up front.

Strategic fit

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

e To tackle inequalities in outcomes, experience and
access

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

Impact on local people, health
inequalities and sustainability

The System Strategy, strategic commissioning plan and
Integrated Needs Analysis will increase transparency of our
understanding of health inequality, poor health outcomes and
areas of unmet need across north east London; and will
explain how we seek to reduce those inequalities through the
allocation of commissioner resources.

Has an Equalities Impact
Assessment been carried out?

Equalities Impact Assessments are in the process of being
completed for the specific commissioning intentions which will
commence in 2026/27 and these are progressing through the
internal processes.

EQIAs are not being undertaken for the Strategic
Commissioning Plan or the Integrated Needs Assessment as
these are strategic /planning documents.

Impact on finance, performance
and quality

The strategic commissioning plan and the data and evidence
pack (which preceded the Integrated Needs Assessment) has
made reference to finance, performance and quality
information, and this will drive the need for further
development of analysis on cost and best value.

Neither document goes to the level of detail which sets out
how financial resources overall will be redirected, and more
systematic development of costing data will be required in
future. Where there are estimated improvements in
performance or quality that should result from the
implementation of commissioning intentions, or where an
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investment will result in a forecast financial saving, those
details are set out in the detail of the document.

Risks

The key risk to the ICB is the potential for non-compliance
with the planning round requirements/deadline, and the risk of
not being able to submit a compliant plan.

The board assurance framework will likely be used to form a
view of the ICB level of maturity as a strategic commissioner
in advance of the baseline assessment against the national
Strategic Commissioning Framework, which will happen in
March 2026.

The key risks which arise related to the Integrated Needs
Assessment (INA) are:

¢ Analysis will be limited to largely health centric linked data
sets; wider determinant data will be used but the INA is
likely to focus on healthcare rather health and care in the
initial iteration of the INA.

¢ Other known gaps in data will be also hinder the level and
detail of some analysis e.g. patient level child health data
and particularly child obesity measurements are not
currently shared with the ICB, the team will need to rely on
aggregated information to inform understanding.

—_ -
-

1.2

1.3

1.4

Finalisation of the System Strategy

Following endorsement by the ICB Board on the 27 November, the System Strategy
was shared with the Integrated Care Partnership (ICP) Committee on 8 January
2026 for approval.

The document had been shared widely with system partners since the initial draft
was created at the end of September, and there was clear support for the direction of
travel and praise for the quality of the strategy itself.

The ICP felt that there were some opportunities for strengthening the document
further from a partnership perspective which can be summarised as:

1.31

1.3.4

Strengthen the interconnectedness of social care and health care fully
reflecting the partnership approach.

Emphasise how we are building trust with the public.

Use the opportunity to explain how our system operating model should work
in future once we are a Strategic Commissioning organisation and the work,
we are already doing to develop joint commissioning with local authorities.
Attempt to reflect new guidance published in December 2025 which
references the government ambition to create a ‘national care service’.

Once the requested ICP amendments have been made the finalised System
Strategy will be published, and the final version shared with system partners. We
expect this to be completed in February 2026.
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3.0

3.1

3.2

3.3

3.4

4.1

Progress update on the developing Integrated Needs Assessment

The Integrated Needs Assessment (appendix 1) is a requirement that comes from
the new Strategic Commissioning Framework and intended to provide a single,
dynamic evidence base that enables an ICB to transition from reactive procurement
to proactive, population-health-led commissioning.

By synthesising person-level data, public health intelligence, and lived experience,
the Integrated Needs Assessment (INA) moves beyond traditional health-only
metrics to address the "triple aim" of improving population health, enhancing care
quality, and ensuring sustainable resource use. Its core function is to facilitate
allocative efficiency, ensuring that finite financial resources are directed toward the
specific interventions and underserved communities where they will deliver the
greatest clinical impact and reduction in health inequalities.

To satisfy the Strategic Commissioning Framework requirements, the ICB must
ensure the INA is a collaborative, system-wide product that builds upon, rather than
replaces, existing Joint Strategic Needs Assessments (JSNAs) at the local authority
level.

At present we are working towards having a first draft of the INA by 12 February and
a completed document by the end of March to comply with national deadlines. The
first draft will be shared with commissioners and leaders across the system to
support the creation of an opportunity analysis. This work will conclude and identify
areas of improvement to explore in 2026/27 and beyond. The final iteration of the
Integrated Needs Assessment will be published at the end of March 2026.

Update on developing the final medium-term planning round submissions for
the 12 February deadline and next steps for the planning submission

The NHS medium-term planning process for 2026/2031 has three distinct phases:
foundational, plan development and plan acceptance/ implementation.

In early January we received feedback from NHS England on the first submission
submitted in December which comprised the numerical templates only and the board
assurance framework. For the first submission the Strategic Commissioning Plan
was not submitted.

We are now in the process of updating our numerical planning templates to reflect
the NHS England feedback as well as adding an additional year of information. The
first submission only required two years of activity, performance, workforce and
financial data compared to three years on the final submission.

By 12 February, in line with the national timeline and guidance, we will submit the full
set of planning submissions required. For the final submission approval process a
part 2 ICB Board meeting has been organised on 4 February to review, in more
detail, the medium-term planning submissions. An update on the level of compliance
with planning targets, provider triangulation on the numerical submissions, and the
extent to which productivity opportunities have been incorporated will be provided on
4 February.

Draft medium term planning submissions for comment

The five-year Strategic Commissioning Plan (appendix 2) document will be shared
with NHS England for the first time on 12 February. The document serves as the
primary roadmap for the ICB to explain how it will deliver the national NHS objectives
through localised, actionable delivery models.
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4.6

4.7

4.8

4.9

4.10

5.0
5.1

It is a national requirement to have a Strategic Commissioning Plan that outlines how
we will allocate resources, redesign pathways, and commission services to meet the
specific health needs of our population over a multi-year horizon. Unlike the annual
operational plan, which focused on immediate financial and performance targets, the
strategic plan emphasises long-term sustainability, left shift strategies and the
integration of health and social care.

This plan is critical because it provides the clinical and financial framework necessary
to address systemic challenges, such as elective backlogs, health inequalities, and
the rising demand of an aging population. The plan also provides the narrative
information to explain the specifics contained within the numerical parts of the
planning submission.

To be effective, the plan must clearly articulate the strategic commissioning priorities,
underpinned by robust data on local health demographics and current performance
gaps and it must detail the specific commissioning intentions for primary, secondary,
and mental health services, explicitly stating how the ICB will achieve financial
equilibrium and meet constitutional standards.

The five-year Strategic Commissioning Plan is a plan for the ICB only and therefore
intended to set out how the ICB will delivery our part of the System Strategy.

The document which is being shared has been developed from the commissioning
intentions shared with providers on 30 September and reflects our latest thinking.

The submission of the board assurance framework scoring (appendix 3) is a
mandatory requirement of the medium-term planning round and is intended to
capture NHS England’s key expectations for role of the ICB Board in the planning
process.

Four new questions have been added to the board assurance for the final
submission, and some questions have been changed to require the board to have
completed an action whereas in the first submission the requirement was only for that
process to be in train.

We are required to submit a narrative explanation of our rationale for the score in any
area not rated 1(embedded) and a draft submission with narratives is included with
this paper.

The final set of board assurance statements, scores and recommendations will come
to the part 2 ICB Board meeting on 4 February.

Attachments

Appendices to this document are:
o Appendix 1: Integrated Needs Assessment approach
o Appendix 2: draft five-year Strategic Commissioning Plan
o Appendix 3: draft board assurance framework

End
22 January 2026.
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Integrated Needs Assessment (INA) =]

Strategic commissioning
framework

An INA sets out a detailed understanding of the population served (current and
future) shared with providers and other partners and updated annually across the
ICB geography. (page 9 and 10 of the SCF).

in-depth understanding of the population’s drivers of risk and demand across biological,
psychological and social factors and including health deterioration and inequalities in access to

health and care

predictive modelling to understand projected use and the real cost of health and care services,
identify unwarranted variation (including across different communities) and risk in different parts

of the system and potential mitigations, and support resource allocation to where it will have the
greatest impact (allocative efficiency) —

a segmentation of the population and stratification of health risks, including by disaggregating population health data to surface
inequalities, generate actionable insights, inform service design and deployment and scrutinise progress towards equity, as well as
focusing resources on the most efficient interventions

an understanding of the comparative demand for, cost and performance of the services
commissioned for the population served against the national position

an opportunity analysis to identify the care models, interventions and innovations likely to have the biggest impact on
health outcomes, experience and mitigatable demand

supported and informed by a fully linked and costed person-level data set across ICB and aligned to the our local JSNAs



What are we trying to deliver
by the 12 February 267

Data and Evidence
Pack — MKII

Refresh of first Data and

Evidence Pack

plus

- greater levels of
narrative

- developed section of
outcomes and spend

- an assessment of

value

- more on wider
determinants

- in depth view of core
services

Integrated Needs Assessment —A narrative

System and place narrative calling out key findings
Segmented understanding of the NEL population
Statement of unmet need

Identification of inequality across NEL

A summary

Link to the public health outcome framework

Data and Evidence pack can be found here on the portal -
NEL Information Portal — Home

With content supporting the 8 domains
- Outcome and Equity Framework

- Population Health

- Activity and trends

- Financial

- Performance

- Quality and Safeguarding

- Productivity and

- Workforce

NEL Information Portal Home  SitePagelibrary  ReportCatelogue  NELICB Dashboards - Edit £ Site access

+ New ] Promote 1 Pagedetails ) Preview A Immersivereader [ Analytics Published 10/3/2025 @ Share ~  / Edit 2

Datajand Evidence

Data and Evidence
Click the link below to download the pack. In the
bel ed t
Data and Evidence Pack Sjs:anetc;\edeve\cpmsr\tandtcmp\\z\:joncimls

pack. Please use the link in the menu bar to return t...

Technical Annex
30th September 2025

NHS ICB - Intelligence and Insights, Provider System Devel
‘and Data Management, Quality and Safeguarcing. Workforce, EQIPP teams

Click to download pack

123454867

Sections 1to 4 - supporting reports and access to supporting tools

(FlnanCialAnaysEs

Outcome and Equity Framework Population Health Activity and Trends Data and Evidence

Sections 5 to 8 - supporting reports and access to supporting tools

- 1 ﬁ a
Workforce
If you have any feedback or want to contact us please click on the If you would like our support, please raise a request by clicking on
link below the link below

Email: nelondonich.insights@nhs.net Raise a request
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Evidence to support strategic commissioning

The Integrated Needs Assessment(INA) will provide the

The Strategic Commissioning detailed understanding and context for our system. The

Framework outlined the 4 defined approach we are taking will start the conversations and and

stages of strategic commissioning: influence the other stages of the strategic commissioning
cycle.

The INA and the ICB analytical function will support the
planning, monitoring and evaluation

Understanding The principles supporting the development of the INA are as
the context follows

- Analysis will provide a system and place lens in the output

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

- Life Course — BCYP, Adult and Over 65s

- Where possible comparators will be provided for context

NEL vs London vs Eniland H



The Integrated Needs Assessment will be designed to aid understanding of the
health needs of the registered and resident population interacting with north a5t "
Understanding local London services. Analysis will look at the relationship of wider determinants;

context behavioural risk factors has on access to healthcare and health outcomes.

n

Questions INA is

looking to answer include: Analysis To what end
Who are our population? Population Profile and the Understand the complexity that a
impact of growth and ageing wide range of cultural, ethnic, and
What, where and when is the population. socio-economic backgrounds have on
impact of population growth? delivering services
Analysis of our Core 20
How do wider determinants population and other Understand and address health needs
influence population health? characteristics. by recognizing that different groups
experience varying levels of risk,
Where do we have inequality of Social and economic factors access and outcomes including the
access, outcome, provision? by Lower Super Output vulnerable in our population.
_ . Area (LSOA) and other Understand the challenges that
Where s _the burden of.dlsease behavioural factors. population growth and ageing will have
and additional complexity? on NEL services.

Sloie index of ineiualiti. “



Building a clearer picture of disease prevalence, poor outcomes and population
needs to deliver more targeted, effective care for the people of NEL. Identifying areas
of focus for the ICBs population health plans and where the evidence needs to
support commissioning intentions.

Questions INA is

_ : Analysis To what end
looking to answer include:

What is the health status of our NEL segments across place, life Enabling decision to support a

population? course, complexity including more targeted intervention, efficient
frailty, SMI. and different resource allocation,

Who are the underserved populations and the opportunity/priority to tailor

in NEL? And quantify unmet need? Life expectancy and health life services.
expectancy plus other

What are the levels of disease outcomes. To focus on areas where the 3

prevalence? shifts may be most impactful on the
Patterns in disease prevalence modifiable risk factors.

How are we performing against the and patients service usage.

outcome and equity metrics? To understand areas to improve
Potential impacts of reducing the health equity and ensuring that

What are the levels of modifiable risk progression of disease services meet the needs of

in our populations? communities rather than applying a



The Integrated Needs Assessment will look to provide insight into where we can
achieve better value based on current spend and the outcomes the NEL are
achieving. This will influence how NEL will realign resource to meeting population
need. Other, analysis will influence where commissioners will consider how NEL
commissions improvement in provider performance and provision.

Questions INA is

looking to answer include: Analysis To what end

Where do we spend the NEL £ and on i Support the development outcome-
Rates of activity by place, by

whom? segment, by patient based commissioning and incentivising
variability in NEL services? Understand where in NEL we are
Spend and outcome analysis and achieving best value
Where are NEL achieving best value drivers of high spend, price per
and what is the extent of variation patient Visibility to help commission across the
across our places? pathway.
Demand Management overviews
Are we optimally commissioning our Evidence to support the realignment of
Where are the performance and Specialty/pathways deep dives Delivering greater levels technical and

productivity challenges? allocative efficienc ‘
Stress testing of plans



Long term the Integrated Needs Assessment will start to reflect the monitoring and
evaluations of NEL services, the safety and effectiveness of pathway and provider
provision

Questions INA is

looking to answer include: Analysis To what end
Where is there waste and/or Avoidable/preventable care analysis. Understanding to support
unnecessary activity in the system? commissioning decision should
DNA, readmission analysis. target unwarranted variation in
What is the lived experience of staff services.
and patients? EBI

Commissioning and contracting
Where do have good and worse CQC and Quality Management initiatives to eliminate waste.
quality in our services? reports.

Inform prioritisation of
|[dentifying where is there is Staff experience summaries transformations and service
unwarranted variation? design

Patient Survey summaries including
Are our intervention improving Friends and Family. Enhance visibility of poor care,
services and addressing communication and lack of trust

challenies? Communiti Insiiht reiortini In services.



Planned delivery post 12 February

lterations of the Data and Evidence pack and Integrated Needs Assessment

INA to include Opportunity Analysis

The final section of the INA will need to include an
Opportunity Analysis. Working with clinical
commissioners, directors of public health and
commissioning teams the narrative will be
extended to articulate where NELs future
commissioning plans need to address
improvements to outcomes, meeting unmet
need, tackle inequalities, improve efficiency,
minimise gaps. Where different health and care
models can be enabled through prevention,
digital and service/pathway redesign and the
delivery of different care models.

National strategic commissioning approach to
be embedded through the Strategic
Commissioning Framework

1. Understanding local context
Assessing population needs

4. Evaluating impact

Day-to-day oversight of now and in the future,
healthcare usage, user identifying underserved
feedback and communities and assessing

quality, performance and
productivity of existing provision

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



Tools and assets to support commissioners

In addition to and supporting the development of the Data and Evidence pack and Integrated Needs Assessment

NEL analytical output

mation Portal e  Sisage oy s
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Using NELs linked dataset
to deliver a range of
profiles, dashboards and
reporting — PHM, Clinical
Strategy, Inequality,
Contracting, Performance

OPTUM Pathfinder

PHM Dashboard

 cotortsummary

(ﬁlm Pathfinder \
<
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Pathfinder supports the
exploration of data, facilitating
cohort and case finding proactive
support intervention and greater
understanding of population
health.

Key source to understand
the productivity opportunity
in our providers and system.
MHS includes the ‘strategic
commissioning insights’
module.

Federated Data Platform

Access to national dashboard
including NOF. In 2026 delivery
of Strategic Commissioning
Tool and Population Health/
Segmentation tools



Appendix 2

North East London

North East London ICB: Strategic Commissioning
Plan

DRAFT 9.0
22 January 2026



Executive summary




Introduction

We developed our first NEL Commissioning Framework at the beginning of 2025 to support the delivery of our first interim NEL integrated care strategy. Since then, the 10
Year Health Plan (YHP) has been published and structural changes announced nationally which together have given us an opportunity to refresh our System Strategy to
ensure it meets the needs of local people and delivers the YHP. Here we set out our commissioning intentions, showing how we will develop and change services over the
coming five years, working collaboratively with partners and communities. We are committed to refreshing our commissioning intentions and plans annually.

Over the coming months, we will build on the national planning architecture, please see

diagram, with NHS providers responding to our commissioning intentions in their five year REIshRIEp HEsas ke chamGaTsti e Raorial pasim g St

integrated delivery plans, each place expected to develop neighbourhood health plans and the

ICB creating strategic commissioning plans to flesh out our commissioning intentions. These . T

plans will become our operational and financial plans with specific focus on year one. ‘Centre’ aggregate operational
NHS planning framework/ guidance and financialplan

The NEL System Strategy sets out the improvements in population outcomes we want to see — -

based on our resident led success measures and the Good Care Framework, and focuses on 1 t

how we will enable the three strategic shifts mandated nationally: from hospital to community, S—— el :

from analogue to digital and from treatment to prevention. We have considered local health Ic8 § Five year strategic commissioningplan ‘Di| icepnreums ||

data and population needs, community and system assets, feedback and engagement with S

local people, patients and communities, value for money and long-term sustainability R ‘ @ ﬂ P @

This shared understanding of the challenges and opportunities also forms the basis for our Foundation il s i ¢> PSSP

commissioning intentions, together with clinical evidence and best practice. As per the national - 3 ﬂ """"""""""""""" '

guidance, the commissioning intentions cover 5 years, with more detail about actions in the - 2 =

immediate 1-3 years. They will both shape and be influenced by the Integrated Delivery Plans Place | Nelghbouhood health plans

NHS Providers are developing in order for the ICB to create strategic commissioning plans. | —

Over the course of the coming months, we will create a strategic commissioning plan for north east London which sets out a shared understanding of the challenges and
opportunities, linking to the system strategy case for change, and which will have the following chapters (specific commissioning plans): 1) Maternity & Neonatal, 2)
Mental Health, Learning Disability and Autism 3) Planned and Specialised Care 4) Proactive Care, including specific plans for Urgent and Emergency Care (UEC), Long
term conditions (LTC), End of Life Care (EoL), Primary Care and Community and underpinning/overlaying all of these 5) Neighbourhoods.

We are sharing our commissioning intentions as part of the process of developing strategic commissioning plans. Both our intentions and our plans take a population
approach, are all age, deliver end to end pathways and include where appropriate links including Better Care Fund, Continuing Healthcare and Medicines Optimisation.



What we want to achieve Our integrated care partnership’s ambition is to

“Work with and for all the people of north east London

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

* NEL is a vibrant and diverse, yet deprived geography of communities
across seven places, served by a broad range of partners including local
authorities, NHS providers, Voluntary, Community, Faith and Social
Enterprise (VCFSE) organisations and independent sector providers.

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

« We are refreshing our NEL System Strategy, an overview is included in the Accessible Competent Person centred Trustworthy |
diagram, to ensure we highlight the opportunities set out in the 10YHP as
well as bu||d|ng on the work in our previous System Strategy and The Good Care Framework, together with the national CORE20PLUSS approach, has informed our Qutcomes and Equity Framework that takes a life
course approach

responding to known pressures and challenges in the short term. - -
NEL Outcomes and Equity Framework — our resident led success measures

* Through this work, we are launCh'ng_a new NEL Equity and Outcomes Starting Strong Living Well Managing Conditions Supporting Complex Needs
Framework, based on what local rgs@gnts have _tOId US_IS important to Dying Well Quality Care and Access  Health Inequalities and Communities  Sustainable Services
them as well as our four system priorities of Babies, Children & Young
:c:’eople; LE”QIITS"“ C%ndmons; Menltatl He;lth; and Employment_. 'I_'he. Shift 1: Hospital to Shift 2: Treatment to Shift 3: Analogue to

ramework wi _e u_se prqgresswey O0S _ape an all age commissioning community prevention digital
approach focusing mcrea_smgly O_n population health. Our approach Moving healthcare services Shifting the focus from treating Transforming the health and
to allocating resources will over time take account of population health from traditional hospitals into illnesses to preventing them in social care system from a
need in line with the outcomes we have set for the system. local communities to provide the first place, with an emphasis traditional, paper-based model
) ) ) . o care closerto people's homes on public health and well-being to a modern, digital one

» Our strategy will set direction and ambition for our system commissioning 5 : 2 :

. . .. . . Implement our vision for iy i e Delivery digital innovation and
intentions and subsequent commissioning plans as we continue to work neighbourhood working, building a S mm‘r’]gp b empower local people and staff,
towards improved health outcomes and greater equity for the population of ‘team of teams’ that supports people preventing illness using tools LR A s DR, o

with multi-morbidity, children with h as PHM Optum platform Health Navigator and ambient
north east London. complex needs and mental health BEE P voice technology

et I I Enabling the Change

Our objective is to commission services that: * Provides a stable economic environment that enables shift to prevention and reallocation of funding
* Enable local residents to maintain optimal health for as long as to drive quality whilst also delivering a more standardised set of services across the system

possible; + Improving our physical infrastructure

+ Facilitate patients receiving the appropriate care, in the right setting, at
the first point of contact, by leveraging digital and artificial intelligence
interventions.

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

| |
| |
| |
| |
1 * Ensure care is delivered as close to people’s homes as feasible; I + Create meaningful work opportunities and employment for people in NEL
| |
| |
| |
| |

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




The NEL Outcomes and Equity Framework

To support us to deliver equitable health
outcomes for all our residents, we will adopt a
NEL Outcomes and Equity Framework.

This draws on our resident-led success
measures and the Good Care Framework co-
produced with local people through the Big
Conversation, and the national CORE20PLUS5
approach, disaggregating all outcomes by
deprivation and ethnicity to expose unwarranted
variations that must be addressed.

This is a system-wide framework taking a life
course approach, responding to specific needs
at every age and with cross-cutting themes
relating to quality; health inequalities &
communities; and sustainability (workforce,
financial and environmental). It will guide our
goals and priorities across all areas and
increasingly influence the outcomes we seek
from our providers, and will become the basis for
our commissioning.

The framework provides a vital tool for
addressing health inequalities across the
services we commission, enabling us to
allocate resources to areas of greatest need.

Life course segment

Starting Strong

North East London Population Outcomes

Outcome 1: All children have the best start in
life

Population aspiration

"l want to have the best start in life"

Outcome 2: All families get the support they
need

"l want my family to be supported when we need
help"

Living Well

Outcome 3: People live longer, healthier
lives

"l want to live a long and healthy life in my
community"

Outcome 4: People can stay in good work
and have financial security

"l want to stay healthy enough to work and
support my family"

Outcome 5: People can prevent iliness and
stay healthy

"l want to be supported to stay healthy and avoid
preventable illness"

Managing Conditions

Outcome 6: Health problems are caught
early and managed well

"l want my health conditions detected early and
managed effectively"

Supporting Complex
Needs

Outcome 7: People have good mental health
and wellbeing

"l want to feel mentally well and cope with life's
challenges; | want timely access to local mental
health services when | need them"

Outcome 8: People can age well in their own
communities

"l want to stay independent and connected as |
get older"

Dying well

Outcome 9: People have choice and comfort
at the end of life

"l want to die with dignity in the place of my
choosing"

Quality Care and Access

Outcome 10: People can access the right
care when they need it

"l can get the care | need, when | need it, without
long waits"

Outcome 11: People receive safe, high-
quality care wherever they go

"l can trust that I'll receive excellent care wherever
I'm treated"

Health Inequalities and
Communities

Outcome 12: Everyone has a fair chance of
good health, regardless of background

"l want the same opportunities for health as
everyone else in my community"

Outcome 13: Communities are strong,
connected and resilient

"l want to feel connected to my community and
supported when | need help"

Sustainable Services

Outcome 14: Health and care staff feel
supported and can thrive at work

"l want to work in health and care and feel valued
and supported"

Outcome 15: Services are financially
sustainable and provide value

"I want excellent health services that represent
good value for public money"

Outcome 16: Services are low carbon

"l want healthcare delivered without environmental
harm"




Key messages from this plan

« We have an ambitious NEL wide system strategy, with a focus on improving the health and care outcomes of our population and
addressing health inequalities. The NEL ICB Strategic Commissioning Plan sets out how the ICB contributes to delivery of the system
strategy.

« We have an increasingly clear understanding of the health needs of our population and how they are likely to change in the coming years,
due to both population growth and demographic change. To help address these needs we will focus on prevention and early intervention,
addressing unmet needs and tackling health inequalities while operating within our financial envelope.

*  We will only improve the outcomes of our population by recognising the role of communities in creating the environment in which people
can live a good life in good health

«  We will work with our partners and local residents to co-produce solutions, starting with those issues most important to our population.

+ We have established a robust strategic commissioning framework (appendix A), with clear principles putting our residents at the
centre of our work, and ensuring we are clinically led, basing our decisions on the latest data and evidence. An essential part of successful
delivery of our commissioning intentions is our enablers. We will use our commissioning levers to deliver our digital and physical
infrastructure strategies and to support our workforce ambitions.

» This is supported by our financial strategy that focuses on enabling the delivery of the system strategy and the ‘left shift’ whilst ensuring
we meet the statutory requirement to keep within our delegated resource allocation.

« Our commissioning plans set out how we will deliver against constitutional standards, at the same time as we move towards a pro-active
and preventative care model across all commissioning areas to build improved population health, leading to reduced non-elective and
elective demand and improving crisis pathways in mental health and for our neurodiverse population.

« Throughout the development of our NEL System Strategy and our commissioning intentions, we have engaged and received invaluable
insight from our partners, including our health and wellbeing boards, Healthwatch, our voluntary sector and our communities and local
people.



Health economy / Population health context




Our focus on prevention, addressing unmet needs and tackling health inequalities

There are significant inequalities within and between our communities in NEL. Our population has worse health outcomes than the rest of the
country across many key indicators. If we are to improve the health outcomes for our population, we need to draw on the strengths and build the
resilience of communities, addressing health inequalities because they present the greatest opportunity for impact.

Deprivation and wider determinants of health: A quarter of people in NEL live in one of the most deprived 20% of areas in England. Many
children in NEL are growing up in low-income households impacting on their development and future health outcomes. Poverty and deprivation
are key determinants of health, and the current cost of living pressures are increasing the urgency of the challenge.

People living in poverty, and from certain ethnic backgrounds, are more likely to develop a long term condition and to suffer more severe
symptoms. Five NEL boroughs have the highest proportion of children living in low-income families in London and since 2014 the
proportion of children living in low-income families is increasing faster in NEL than the England average.

Housing Obesity Tobacco
NEL has higher numbers of vulnerably housed 1in 10 children in reception and 1 in 4 Smoking is a leading cause of health inequalities.
and homeless people, including refugees and children in year 6 had obesity in 2022/2023. This 1in 31 women in NEL smokes at time of
asylum seekers, and those in overcrowded and is higher than the London and England average. delivery, and adult smoking prevalence (12%) in
temporary accommodation compared to both Around 1 in 7 adults in NEL have obesity (13%), most NEL boroughs is higher than the England
London and England. which is higher than the London average. average.

There is a strong correlation between higher levels of deprivation and higher rates of avoidable mortality in under 75s. This is
most stark for cardiovascular disease.

were found to be avoidable. This equates to 2,639 deaths per year being avoidable in NEL.
 Cancer and cardiovascular disease accounted for 66% of all avoidable deaths.

* Lung cancer was the main contributor to avoidable deaths by cancer.

* Ischaemic heart disease was the main contributor to avoidable deaths from cardiovascular disease.

o O o O o o
NEL has high rates of avoidable mortality compared to London and England. 7 out of 10 of recent deaths of people under 75 ﬂ@ ﬂ ﬂﬂ ﬂ
rerafg




The case for change in North East London

Population growth

North East London has the fastest growing population in the country and some of the poorest and most deprived communities in
England. This growth and deprivation is causing a strain on existing services which we cannot address by continuing as we are.

The scale of our challenge is stark: we've grown by 500,000 people since 2001, double the growth of other London regions. Another
200,000 residents will arrive in the next 15 years - equivalent to adding a new London borough the size of Barking and Dagenham.

Our overall population mix is shifting towards later life course stages. We will have 29% (68,000) more over 65s in 10 years. The 19-
64 age cohort will grow by 8% or 126,000 people. Already 65% of NEL’s over 65s have multiple morbidities (long term conditions
and/or risk factors). While ageing is the overall trend, in some of places we will see the opposite demographic shift i.e. an increasingly
young population.

People in NEL are developing long term conditions earlier than in other parts of the country and so our population need is growing
rapidly. As these more complex needs require more health and care support they lead to higher costs for the NHS and its
partners, outstripping the money available to us. We need to respond in a different way if we are going to support this increased need
including adopting a more preventative approach with children and young people.

Driving prevention through meeting the needs of Babies, Children and Young People

Whilst we are seeing a shift towards later life across our geography, we recognise that in Places such as Barking & Dagenham and
Havering, we are seeing an unprecedented increase in the children's population — the rate of growth in Havering is the fastest in
the country. Working to ensure babies, children and young people growing up in north east London have the best start in life and
achieve good levels of development remains critical for us — carrying healthy outcomes into adulthood and building prevention into
all we do.

We are seeing exponential growth across north east London in needs associated with SEND, children and young people with
special educational needs and or disabilities, and are working closely with local authorities and with our schools and communities
as well as across the NHS to use our resources as effectively as possible, driving us to intervene earlier and to build an inclusive
model of care which supports children to stay at home, in mainstream schools and in their communities wherever possible.

Whilst there are significant gaps in support for children with a range of mental health and medical needs, including within schools and
children’s social care, we are committed to working differently and across our system. Such gaps can contribute to poorer health and
education outcomes which can be taken into adulthood.

In line with trends across the country, children and young people with medical complexity and life-limiting or life-threatening conditions
are living longer and we are seeing an increase in long term conditions, including cancer diagnoses amongst children.

Access to care

Emergency departments continue to be
pressured, with increased activity. There are
significant challenges in our emergency
departments for people in mental health crisis and
for young people with complex needs, with high
out-of-area placements, and a need for improved
crisis pathways.

For our planned care services there is continued
pressure with significant variation between the
three Acute Trusts with growth in our waiting lists,
with some residents having very long waits.

Our community waiting lists remain above pre-
pandemic levels, with long waits especially in the
Community Paediatrics Service.

Long term conditions — rising demand

579,415 people are living with a long-term
condition (LTC) in NEL. Of whom 24.5% are
living with 3 or more conditions and 7.4% have
5 or more conditions.

Large numbers of people with long term

conditions in NEL remain undiagnosed, from
around 20% of people with diabetes to 65% of
people with chronic obstructive pulmonary
disease.

People with multiple LTCs are admitted to
hospital 3x more often than people with one
LTC, and 6x more often than healthy people.




Improving lives for local people

NEL is one of the most diverse and deprived areas in England, with significant health inequalities experienced
by our populations. In our NEL wide anti-racism strategy, we recognise the unacceptable and avoidable health
inequalities that individuals and diverse communities experience as a direct result of their ethnicity. Tackling
racism and securing greater equity for our diverse population remains a core commitment for all of us in NEL.

In these commissioning intentions, and through our strategic commissioning plans, we aim to secure greater
equity, both across NEL and between NEL and the rest of London and the country. We will continue to work
with local authorities as commissioners of a range of services which are often interwoven with the services we
commission to keep people well, to build a good life and to remain at home.

We will commission services informed by our Good Care Framework, which aims to improve the experience
of all those using services, so that everybody in NEL can thrive, and that our services will be trustworthy,
accessible, person-centred and competent.

Our NEL Outcomes and Equity Framework also draws on our resident led success measures and the national
CORE20PLUSS5 approach, disaggregating all outcomes by deprivation and ethnicity to expose unwarranted
variations. This is a system-wide framework that provides a vital tool for addressing health inequalities across
our programmes and services.

We are committed to improving access, experience and outcomes for all residents, from early childhood
through to older age. Guided by our ICS Working with People and Communities Strateqy, which we plan to
review during the months ahead, we will work with local people to co-produce services and ensure participation
is central to everything we do. To build trust and support people to take control of their health, we will also focus
on improving health literacy across our diverse communities and making our models accessible and trusted.

Recognising that a one-size-fits-all approach orks, we will design services with local people to improve both
health information and how services are delivered. Although time has been limited in developing these
commissioning intentions, feedback, engagement and co-production have shaped our proposals, and we
remain committed to ongoing engagement as we take them forward.

Social value impact
commitment

We recognise the important role
anchor organisations play in
improving health and wellbeing.
We want to see the ICB and
Trusts, and the organisations that
they partner with, deliver
measurable social value impact
across social, economic, and
environmental pillars.

Aligning with internal policy,
system strategies such as the
Anchor Charter and

System Green Plan will take into
account the updated Social Value
Model that must be implemented
from October 2025.

We are also updating our
Procurement Policy to place a
stronger emphasis on ensuring
social value throughout our
significant commissioning activity.




How local people have shaped our priorities and plans for the future

Our population is diverse and vibrant, and we are committed to delivering our Working with people and communities strategy, working with local
people and those who use our services to identify priorities and the criteria against which we will monitor and evaluate our impact.

In Summer 2023 we engaged with around 2000 people in our ‘Big Conversation’ through face to face place based community events, focus

groups with particular communities, surveys and our People’s Panel.

This learning forms the basis for how we will track our system progress towards

population health through a new NEL Outcomes and Equity Framework.
What does good care look like for local people in NEL?
The people of NEL told us that good care is:

Trustworthy: It listens to local people and is honest and empathetic. It is
reassuring and accountable and it supports self-care.

Accessible: It provides enough availability of appointments in convenient
and accessible locations with adequate staffing.

Person centred: It involves residents in their treatment and provides
continuity through holistic and collaboration beyond health and care.

Competent: It is high quality care provided by staff who know and
understand residents cultural and social needs.

We will continue to shape and design our work based on this insight and
other engagement with residents.
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What local people have told us the three
national shifts mean for them

Hospital to community

Moving care from hospitals to the community could have a
profound positive impact, particularly on waiting times and
patient experience, with the potential to be more cost effective
and aid recovery by making use of community assets.

Analogue to digital

Could be beneficial in enabling early diagnosis and supporting
prevention of long term conditions through empowering
individuals to manage their health and wellbeing but needs to
consider digital exclusion.

Sickness to prevention

Focusing on prevention and early intervention could reduce
hospital admissions, improve self-management, and promote
healthier lifestyles, such as good quality housing, information
about nutrition, and employment.



https://www.northeastlondonhcp.nhs.uk/wp-content/uploads/2023/05/NEL-working-with-people-strategy-FINAL.pdf

Strategic commissioning priorities




What is driving our priorities

Our priorities are guided by our vision: working with and for the
people of north east London to improve health and wellbeing, with
local communities shaping what we do.

The three strategic shifts in the 10-year health plan—prevention,
care closer to home, and digital—require major changes to our
model. These long-held aims are essential to tackling health
inequalities, complex needs, and rising demand.

We have identified eight strategic areas that outline the changes
needed. These, along with our detailed commissioning intentions,
are based on population health needs and aligned with the NEL
outcomes and equity framework and NHS Oversight Framework
indicators.

Our commissioning will also consider new national Modern Service
Frameworks, initially focusing on CVD, mental health, frailty, and
dementia.

Priorities will be developed through shared clinical leadership across
providers, networks, collaboratives, and commissioning groups.

To deliver these ambitions, we will work with providers to streamline
and consolidate services, giving the public clarity on where to go and
reducing duplication. This supports an outcomes-based
commissioning approach that defines desired outcomes while
allowing local flexibility.

Progress will be measured in two ways: through the outcomes and
equity framework, and through monitoring specific initiatives via
commissioning groups and the commissioning board. The next
section outlines detailed commissioning intentions with associated
outcomes and metrics.

Our priorities

For general practice and wider primary care, the priority is to develop a
vision and strategy for sustainable services, support neighbourhood working,
and build a commissioning framework, as set out in our intentions.

For acute providers, the shared aim is to work closely across hospitals and
clinicians to understand the impact of these shifts, develop more centres of
excellence, review fragile services, and reduce duplication to support
sustainability.

For maternity services, the focus is on prevention—supporting women’s
health before and during pregnancy—and delivering care collaboratively and
as close to home as possible.

For the voluntary sector, we highlight their essential role in strengthening
community resilience, and the need to ensure the sector is sustainable and
fully engaged as strategic partners, service providers, engagement enablers,

and capacity builders.

For mental health, we must address resource allocation and respond to
changing needs across all ages, including a strategic, life course approach
to neurodiversity, effective neighbourhood working, and strong links to
severe mental illness.

For long term conditions, we need a major shift to prevention and early
intervention, with renewed system and neighbourhood approaches.

For digital, we recognise the fast pace of change and the importance of
working nimbly and collaboratively to use technology that best serves
residents.

For the wider system, the focus is on multi agency, multi disciplinary and
relationship based working, supported by new delivery models through hubs
and neighbourhoods.




The three shifts — prevention, community and digital

We have included the three shifts across all our commissioning intentions, as we see it as everyone’s priority to support the three left shifts:
moving services into the community; taking a preventative approach and having a digital first approach as the default. Below are some of

the key changes we are taking forward.

Shift 1: Hospital to community
Moving healthcare services from traditional hospitals into local
communities to provide care closer to people's homes

Examples of how we are delivering this in our
commissioning intentions:

1. Neighbourhood-Based Care Models — our fundamental
enabler of the hospital-to-community shift. Neighbourhoods
will be used to address health inequalities, build community
capacity, and improve interfaces with acute services.

2. Community Services Expansion — we aim to standardise
community core offers across boroughs to reduce variation
and improve equity.

3. Urgent and Emergency Care (UEC) Integration —we
want to see an integrated solutions across primary,
community, and secondary care, including Single Points of
Access (SPoA) and virtual wards.

4. End of Life Care in the Community - aims to increase
the use of Urgent Care Plans (UCPs) to enable more
people to be cared for at home.

5. Increase Primary and Maternity Care in Community
Settings — increasing the use of community midwifery and
pharmacy, to enable delivery of care closer to home.

Shift 2: Sickness to prevention
Shifting the focus from treating ilinesses to preventing
them in the first place, with an emphasis on public health
and well-being

Shift 3: Analogue to digital
Transforming the health and social care system
from a traditional, paper-based model to a modern,
digital one

Examples of how we are delivering this in our
commissioning intentions:

1. Proactive and Preventative Care Models —
focus on a shift towards person-centred,
proactive care, aiming to reduce demand on
urgent and planned services through early
intervention and prevention, including tackling
obesity.

2. Addressing Long-Term Conditions —
emphasising primary and secondary prevention
through better management of cardiovascular,
respiratory, and metabolic conditions.

3. Community frailty services — aims for earlier
prevention strategies to reduce the burden of
chronic iliness and improve long-term outcomes.

4. Primary Care — by optimising uptake of
immunisation, vaccination and screening
conditions will either be fully prevented or

identify early on in its development.

Examples of how we are delivering this in
our commissioning intentions:

1. Primary Care Digital Access —
promotion and uptake of the NHS App and
online consultations, with continued focus
on equitable access for digitally excluded
groups

2. Digitalised Urgent & Emergency Care —
focussing on a Single Patient Records, Al-
enabled triage such as Health Navigator,
and digital access models including virtual
wards and Single Points of Access.

3. Planned Care Digital Pathways — aims
to use digital applications to help patients
track their place on waiting lists, expand
Advice and Refer and to digitalise
outpatient care including ambient voice
technology, as well as patient initiative
follow ups




Contracting supporting the delivery of our strategic commissioning plan

* In our strategic commissioning plan, we have included the commissioning intentions and plans that are of immediate and highest priority.
Further detail can be found in the detailed commissioning plans for each commissioning area. There will also be other contract changes
related to extension or recommissioning of services that are not covered by these documents.

» On the next couple of slides we have set out the business as usual requirements we are building into contracts as a matter of course.
These will be familiar as they reflect established local and national requirements to be reflected across service delivery.

+ We would like to draw attention to three areas of work which have the potential to change quite fundamentally how we contract over
coming months:

» First, the process of deconstruction of the block contracts — this is being led by national processes and timetables and locally, it
has been a useful and much needed exercise in further understanding some of the historic and legacy elements that make up the
fixed elements of the contracts. The ICB will work with trusts over the next couple of months to ensure these elements are

appropriately reflected in contracts.

« Second, as we carry out the commissioning involved in our intentions, we will pay attention to areas such as working together,
agreeing up to date service specifications, and transitioning to new payment arrangements that will underpin transformation such
as UEC variable payments, the SDEC tariff, the A&G tariff and removal of deficit support funding.

« Third, we are keen to ensure that we are all working to consistent recording and data capture approaches and striving for the
highest standards of data quality to enable us to monitor demand, activity, impact, spends and costs effectively and efficiently.

« The way we are contracting is evolving, please see our NEL Strategic Commissioning Framework for further detail.



National and local requirements to be delivered under business as usual operations (1/3)

» In addition to the transformative focus of these commissioning intentions, providers are expected to deliver all required operating plan
targets and continue to pursue internal improvement programmes as part of their business as usual activities.

* Included here is an overview of the requirements, but it should not be seen as an exhaustive list
National guidance

» Providers should ensure they meet the requirements set out in the national operating planning guidance: NHS England 2025/26
priorities and operational planning guidance

* NHS England NHS Oversight Framework 2025/2026: NHS England » NHS Oversight Framework
» The plan for 2026/27 will be added once available.

» Providers should ensure they meet the requirements set out in the national elective reform plan: NHS England Reforming elective care
for patients

» Providers should ensure they meet the requirements set out in the national Urgent and Emergency Care plan: NHS England Urgent and
emergency care plan 2025/26

» Providers should ensure they deliver within the context of the national 10 Year Health Plan: NHS England Fit for the Future: 10 Year
Health Plan for England

» Providers should ensure they deliver within the context of the national neighbourhood health plan: NHS England Neighbourhood health
quidelines 2025/26



https://www.england.nhs.uk/publication/2025-26-priorities-and-operational-planning-guidance/
https://www.england.nhs.uk/publication/2025-26-priorities-and-operational-planning-guidance/
https://www.england.nhs.uk/long-read/nhs-oversight-framework-2025-26/
https://www.england.nhs.uk/nhs-oversight-framework/
https://www.england.nhs.uk/publication/reforming-elective-care-for-patients/
https://www.england.nhs.uk/publication/reforming-elective-care-for-patients/
https://www.england.nhs.uk/publication/urgent-and-emergency-care-plan-2025-26/
https://www.england.nhs.uk/publication/urgent-and-emergency-care-plan-2025-26/
https://www.england.nhs.uk/long-term-plan/
https://www.england.nhs.uk/long-term-plan/
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/

Financial expectations

National and local requirements to be delivered under business as usual operations (2/3)

All NHS providers will be expected to

Maintain in-year financial balance, demonstrating monthly compliance
within agreed financial plans and contracts.

Deliver Recurrent Cost Improvement Plans (CIPs) and improve
productivity in line with commissioning and financial arrangements.

Deliver the strategic commissioning asks within the agreed financial
envelope.

Use service line reporting and costing data to help inform commissioning
decisions and service delivery.

Work with other providers to deliver our system strategy.

Work collaboratively to reduce void costs and drive efficiency in the use
of system estate

Develop options for working together across organisational and
geographical boundaries to consolidate back and mid office functions

Effective utilisation of cash and capital both strategic and operational

Develop credible investment proposals to support delivery of the 10-
year health plan objectives

Data & Digital expectations

All providers are expected to

Collect data in line with national requirements and to
continuously improve data collection and quality,
including for protected characteristics

Connect into the London Care Record (LCR) to make
patient records visible to other LCR users and connect
your patient record systems to allow your clinicians to view
patient data on the LCR. There may be an initial and
recurring cost to doing this.

Flow all necessary data (as defined by the ICB) into the
London Data Service on a regular basis to enable risk
stratification and other insights to be developed as
required.

Co-operate with moves towards the Single Patient
Record, as outlined in the ten-year health plan.

Have up-to-date cyber response plans, robust assurance
process in relation to it and clear risk assessments of the
cyber arrangements both on their own networks and for
subcontractors in their supply chain



National and local requirements to be delivered under business as usual operations (3/3)

Quality expectations

The ICB has a range of quality expectations as outlined below:

Demonstrate a clear executive-level line of accountability for quality, including safety, user and staff experience, vaccinations and safeguarding

Demonstrate progress towards a strong patient safety culture and robust safety management system through the continued implementation of the NHS
Patient Safety Strategy and associated frameworks

Ensure robust processes are in place to comply with National Guidance on Learning from Deaths
Maintain systems and processes that prevent abuse and assure quality across the life course

Undertake continuous improvement work to address the most well-known patient safety issues (falls, pressure ulcers, medication errors, self-harm,
diagnostic errors) and respond to emerging concerns (i.e. those identified via National Patient Safety Alerts)

Comply with national safety improvement programmes and incentive schemes (i.e. maternity and neonatal) to address core patient safety issues and
inequalities

Ensure robust infection, prevention and control strategies and measures are in place to meet national standards and respond effectively to outbreaks
Ensure systems are in place to promote vaccination programmes for eligible staff and patient groups

Ensure they proactively seek, promptly respond to, and rigorously apply learning from patient and carer feedback

Ensure timely and equitable access to services that promote coproduction of person-centred care

Ensure they proactively seek, promptly respond to, and rigorously apply learning from staff feedback.

Ensure safe cultures where staff are able and supported to speak out

Plan for, and implement safe staffing arrangements, ensuring compliance with the Developing Workforce Safeguards and Safer Staffing Guidance
Ensure robust processes are in place to ensure staff are safely recruited, appropriately trained and supported to continuously develop

Ensure robust processes are in place to promote staff health and wellbeing, with a focus on promoting equality, equity and inclusion

Demonstrate improvements in outcomes for service users, reducing health inequalities in national priority areas (maternity, mental health, COPD,
cancer, hypertension, diabetes, asthma, epilepsy, oral health)

Ensure services and treatments are delivered in line with national guidance and demonstrate proactive involvement in research and innovation efforts



How our commissioning intentions map to the Medium Term Planning requirements

Our local commissioning intentions map directly to the NHS Medium Term Planning Framework (2026/27-2028/29) and frame our assessment of
local health needs as opportunities to deliver the 'three shifts’ and align transformation (commissioning and improvement) to the planning
framework.

The national performance trajectories for elective recovery, urgent care, community and mental health services continue to be focussed on a return
to constitutional standards, that are supported by the NHS Oversight Framework indicators, which provides the accountability mechanism for ICBs
and NHS Trusts.

In our commissioning intentions section further on, we have included the Sy LU ovgrs'ght FUETIETIO S SEETEE
area Indicator for 2026/27

changes we are taking forward to support the MTP framework. This

includes: Elective Target: Return to 92% RTT Indicator: % of patients waiting <18
o ) ) by 2029 weeks for elective treatment (RTT).
* Priorities for primary care and neighbourhood development and Ranked in acute trust league tables

investment to support pro-active care, prevention and a reduction in
acute sector demand

’ Emerglng qutputs from our Care. Closer Fo Home prqgramme which Ambulance Target: Category 2 average Indicator: Category 2 ambulance mean
is establishing targeted system interventions to provide more pro- s of 18 mins by 2029. response time

active care and lower acute non-elective demand

Urgentand Target: 85% A&E 4-hour Indicator: 4-hour A&E waiting time
Emergency performance by 2029

. ) _ ] ) Diagnostic ~ Target: 1% of patients Indicator: 28-day Faster Diagnosis
* Priorities for investment in mental health and neurodiversity and Cancer waiting >6 weeks for tests Standard (FDS)
pathways in order to address significant care backlogs and improve (DM01) by 2029.
the crisis pathway, lowering demand and costs for acute providers, Community 2026/27 Target: 78% of Indicator: Community health service
and and community activity within 18  18-week wait % (New for 2026/27)
« Plans for transformation and investment across diagnostic and Primary weeks.
elective pathways to enable required improvements in RTT CETE
performance. Mental Coverage: 94% Mental Indicator: Out-of-area placements
Health Health Support Team (Aiming for zero)

By monltor!ng p_rOVIder performance through the natlon.al indicators, set coverage in schools (rising to  Indicator: Access to Talking Therapies
out to the right, in 2026/27 we can measure how effectively our local 100% by 2029). (Target: 805k courses)
commissioning is delivering on the medium-term national priorities.



Financial strategy / ambitions

Our financial strategy supports the delivery of the system strategy and the ‘left shift’ whilst ensuring we meet our statutory requirement to keep

within our delegated resource allocation.

The ICB financial plan contributes to the overall financial sustainability of the system but will focus primarily on commissioning plans and how
these are developed to meet the needs of local people and deliver the requirements of the national Ten-Year Health Plan.

The financial requirements for ICBs were significantly
redefined by the Medium-Term Planning Framework
and NHS Finance Business Rules which shifted from
an over-arching requirement for system financial balance
to individual organisation accountability.

From 1st April 2026:

« Every ICB and NHS Trust must deliver a breakeven
or surplus revenue position as an individual body in
each financial year
ICBs and NHS Trusts are expected to exit Deficit

Support Funding arrangements by at least 2029
Historic deficits will be carried forward into 2026/27
and 2027/28 if NHS organisations fail to break even
in those years

Deliver a 2% productivity target which is a financial
target intrinsically linked to the recovery of the
elective waiting time standard by 2029

Reduce bank and agency spend to achieve the
elimination of all off framework agency spend by
2029

We are allocating our resources where the need is highest, and for NEL that means:
« enable the ‘left shift’ of activity, across prevention, community and digital

« support delivery of key constitutional standards

* increase investment in mental health and primary care, and

« provide revenue funding to unlock capital investment in estate and digital

All allocation decisions need to take account of existing financial pressures on our
providers and the need to maintain a stable and sustainable provider system. The
approach seeks to strike a balance between enabling strategic change, maintain
system stability and maximise the opportunities for an analogue to digital shift.

Financial Governance

Our strategic ICB Board - approval above £60m
commissioning plan is

executed within a Finance, Performance and Investrment Committee (FPIC) - approval
robust financial over £3m

governance, with Commissioning Board — approves strategic commissioning plan and
clear roles and approval over £1m and up to £3m
responsibilities as

outlined in this Investment Review Group — review of all plans and approval up to £1m
diagram.

Commissioning Group — development of commissioning plans




Commissioning intentions




Commissioning intentions

Our commissioning intentions which follow form the basis of the
next steps of our planning — shaping and being shaped by
integrated delivery plans, strategic commissioning plans and our
NEL System Strategy which are in development.

These plans span our activity — and where no specific
commissioning intentions are identified then business as usual
measures will continue to be delivered, mindful of our overarching
priorities and strategic aims.

In taking forward these commissioning intentions, we aim to
support our whole workforce's wellbeing, development and
retention to enable the delivery of high-quality, clinically led
services across all ages, with increasing levels of trust and cross-
organisational working, while commissioning care that meets or
exceeds national standards.

We do not commission in isolation: we work closely with local
authorities which commission a range of services and
interventions to keep people well at home and in their
communities. We work with our neighbouring ICBs to deliver
cross-boundary care which works for local people, we work with
the other ICBs in London, as a region, to build consistency and
coherence and we work on a national footprint too to drive the
best health and wellbeing outcomes for our population across
north east London.
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Neighbourhoods

Mental Health, Learning Disabilities and Autism

Planned Care, including Specialised Services

Proactive Care: Community

Proactive Care: End of Life Care

Proactive Care: Long Term Conditions

Proactive Care: Primary Care

Proactive Care: Urgent and Emergency Care

Maternity and Neonatal

Joint Strategic Commissioning Intentions



Neighbourhood North East London
- Health & Care
Partnership

Neighbourhood strategic commissioning headline goals

Integrated neighbourhoods will become the core way of working in North East London, addressing long-standing population health challenges and enabling the shift from

hospital to community-based care. Health and care partners have come together around a shared vision: that everyone in North East London lives in a neighbourhood

which supports and actively contributes to their physical and mental health and wellbeing. This takes a whole population, all-age approach focused on community
development and building local capacity.

We will deliver this by:
. Working in partnership across Place and NEL to co-design models which build health and wellbeing
Identifying neighbourhood health centres to integrate primary care, secondary care, community health, mental health, social care, and VCFSE provision
Developing neighbourhood MDTSs to provide proactive care for residents with complex needs, using digital tools and Population Health Management to identify and
target those with poorest health
Embedding prevention using predictive analytics to identify at-risk residents earlier and enable timely interventions, reducing avoidable admissions and improving
outcomes

Goal 1: Work with and for local Goal 2: Work in a proactive and Goal 3: Deliver integrated, Goal 4: Support service
communities preventative way, addressing rising accessible care sustainability

need
Moving beyond delivering services to Integrated teams rooted in communities Different professionals will work Building capacity at neighbourhood

people, towards co-producing solutions will identify and respond to health seamlessly together around the person level and shifting care into communities
with them, building on community needs earlier, intervening before they rather than organisational boundaries, creates a more sustainable system that
assets and working alongside residents escalate into crisis and addressing making it easier for people to access reduces hospital pressure and

and local organisations to strengthen social determinants like housing or coordinated support closer to where addresses the root causes of poor

the social connections that support isolation they live health

health

Underpinned by population health management approach and NEL outcome and equity framework

Alignment: The neighbourhood programme, as a delivery model of care, aligns to most programmes across NEL. It primarily aligns to primary care transformation and
programmes that address the needs of three population cohorts: adults with complex and co-morbid conditions, babies, children and young people (BCYP) with complex
needs, and people with mental health needs

Interface: The neighbourhood programme will need to interface with most programmes across NEL to deliver its ambitious vision. This requires balancing hyper-local activity
and focus with alignment to borough and sub-regional level programmes and delivery models.
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Neighbourhood

Neighbourhood priority commissioning intentions

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery scale

Develop neighbourhood team(s)
that support three complex
cohorts of the population: a
complex / co-morbid cohort of
adults, a cohort of complex
BCYP and a cohort of people
with mental health needs.

Metrics to be defined using NEL outcomes and equity framework. Metrics to
focus on improved outcomes and reduction in secondary care use for the
populations supported by neighbourhood team including

Reduced urgent care activity for the priority complex cohorts
Reduced primary care activity for the priority complex cohorts
Reduced hospital admissions for the priority complex cohorts

Overall reduction in growth in urgent care demand

Overall reduction in growth in acute demand

Reduction in Falls-related hospital admissions (65+)

Reduction in avoidable institutional care rates

Reduction in demand for social care

Reduction in Delayed transfers of care

©CONOO A WN =

Various — to reflect cohort specific model of care and levels of

maturity at Place.

System level milestones include:

1. Agree a plan for tackling unwarranted variation in access to high
quality general practice

2. Agree plans to continue to improve relationships and
performance across the primary and secondary care interface

3. Agree plans to establish integrated neighbourhood teams (INTs).

4. Agree an initial plan with partners to reduce non-elective
admissions by increasing capacity for urgent, rehabilitation and
reablement services across multiple neighbourhoods.

5. Initiate plan for a new neighbourhood approach for elective
pathways

Embed the use of the Optum
population health management
platform.

We are aiming to improve use of PHM approach to improve outcomes for
NEL population. Range of metrics on uptake and engagement throughout the
roll out process, including attendance at PHM training sessions, membership
of PHM community of practice, repeated PHM user survey, Pathfinder usage
stats, feedback from PHM early adopter sessions

All places to have completed at least one INT PHM cycle by early
26/27 linked to commissioning priority #1. Evaluation of PHM cycles
to report to ICB on ongoing basis.

Develop relationships with the
wider VCFSE and social,
welfare advice sector in their
neighbourhood; and connect
people into wider preventative
services through a community
navigation / social prescribing
approach, and take an active
role in health promotion working
with the wider VCFSE sector.

Relevant NEL outcomes (using outcome & equity framework) include; People
can stay in good work and have financial security; People can age well in
their own communities; Communities are strong, connected and resilient
Metrics for measuring impact to be decided and could include:
Increased uptake of preventive health services; Increase in volunteering
participation rates; Reduction in screening uptake gaps by deprivation
quintile; Improved Patient experience scores; Increase in carers reporting
feeling supported; Increase in % older adults living independently at home;
Increase in people reporting good symptom control

1. Set up NEL working group: A Marketplace for NEL Health
Wellbeing & Advice

2. Confirm plan for NEL wide Health Wellbeing & Advice
Marketplace

3. Develop business case for neighbourhood social welfare legal
advice

The neighbourhood team will
understand and address digital
exclusion within the
neighbourhood, they will support
people to use the NHSE app,
and also ensure those that
cannot use it are not

Metrics to focus on improved outcomes and reduction in secondary care use
for the populations supported by neighbourhood team

Example metrics (TBC) include:

Reduction in digital exclusion rates in vulnerable groups; Amount of training
that staff undertake to support digital uptake; Number of logins to NHS App
(target 1300 logins per 1000 users); Accessible digital design built into the
commissioning process; Amount of ICB contracts with digital inclusion as a

System digital Inclusion forum established

. Population health data profile to identify populations

3. Comms campaigns to raise awareness (patients/ staff) on free /
reduced rate, device provision and data access,

4. Training for staff to increase workforce skills and uptake in NHS
staff of using NHS App

5. A communication plan to enable all sectors to be aware of and

N~

Predominantly at
neighbourhood &
place. Interface
with ICB

I disadvantaged. Social Value KPI (where relevant) adopt a culture of digital inclusion in their services. 68 I




+«%¢’. North East London
-+ Health & Care

MHLDA Vision and Strategic Commissioning Headline Goals “%¢*. Partnership

We will deliver relational, whole person and whole system care though a co-produced approach that centres on the service user and is
supported by partnership working that is linked to the person’s local community. We will provide timely access to community services
that shift the balance from hospital to community care.

We will deliver
more inpatient
care closer to
home, improve

the inpatient

experience and
provide the right
care in the right
time and place for
those experiencing
a mental health
crisis

We will deliver an
integrated all age
neurodiverse
pathway that links
NHS primary care
and secondary
care, with local
authorities, VCS
organisations,
communities and
families and Right
to Choose
providers

Children and
Young People will
receive better
access to timely
intervention as
part of a whole
system approach
that embeds the
Thrive Model

We will deliver
personalised
whole person,
whole system
care for people
with Severe
Mental lliness

We will deliver
recovery focused
aftercare

We will deliver
integrated whole
system, whole
person care
through our
neighbourhoods

We will deliver
whole person,
whole system
care for our
residents with
learning
disabilities

Underpinned by population health management approach and MHLDA outcomes framework

Alignment with UEC programme over MH in ED, LTC Programme over co-produced care planning, Neighbourhoods Programme over whole system MHLDA in

neighbourhoods.

Policy alignment with the draft Mental Health Personalisation policy and the Intensive and Assertive programme and the 24/7 open access pilots.
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MHLDA

MHLDA priority commissioning intentions

Commissioning Priority

Defined outcomes and
metrics

Key milestones

Delivery scale

Integrated Neurodiverse Pathway: ADHD

We will commission a SPA in ELFT and NELFT that will
screen, signpost and triage. Post- diagnostic treatment in
primary care will be supported by ELFT and NELFT’s A&G.
ELFT and NELFT will be commissioned to provide ADHD
assessment starting with backlog clearance and then new
referrals. Once the ADHD pathway is established the SPA will
be expanded to cover neurodiversity more widely including

1. Complete coverage for ADHD
transferred care & reduction of
patients stuck without medication.

2. Screening to achieve a 20%
reduction in assessments.

3. Reduction in average assessment
cost.

4. Reduction in waiting times.

1. Q4 25-26 Agree ADHD LIS and ELFT and NELFT contact changes.

RtC accreditation

2. 2.Q1 26-27 Establish ELFT and NELFT A&G services to support
local GP practices.

3. Q2 26-27 GPs undertake transferred care. ELFT and NELFT begin
screening and backlog WL clearance.

4. 27-28 SPA expanded to cover wider neurodiversity.

NEL wide pathway
spanning NHS
secondary, care, GP
practices, RtC providers.
€6,000 RtC ADHD
assessments p.a. NHS
backlog WL: ¢9.,675.

bed usage as evidence by the Barnsley St 24/7
neighbourhood mental health pilot.

satisfaction

3. Q3/Q4 24/7 centres become operational
4. 27-28 Implement phase 2 capital (potentially Whipps X and/or
Homerton) to ensure full NEL wide coverage

Autism.
Right Place Right Time Care for those experiencing a mental 1. 50% reduction in 12-hour breaches | 1. Q4 25-26 Agree MCAS capital and revenue investment. NEL wide coverage by
health crisis: Mental Health Crisis Assessment Units 2. Diversions free up ED capacity 3-6 | 2. 26-27 Q1-3 Implement phase 1 capital works (potentially Newham end of 2028
(MHCAS) cubicles per MCAS covering adult and NEL wide CYP MHCAS)
We will commission MHCAS hubs as an alternative to ED and | 3. Improved out of hours crisis 3. Q3/Q4 MHCAS become operational.
to support out of hours crisis care. We will aim for NEL wide coverage 4. 27-28 Implement phase 2 capital (potentially Whipps X and/or
coverage within two years. 4. Reduction in hospital admissions Homerton) to ensure full NEL wide coverage.
5. Improvement in patient experience.
Right Place Right Time Care for those experiencing a mental 1. Reduced hospital bed use. 1. Q4 25-26 Agree capital and revenue investment. NEL wide coverage by
health crisis: 24/7 mental health crisis centres 2. Reduced inpatient and HTT costs. 2. 26-27 Q1-3 Implement phase 1 expansion (potentially Waltham end of 2028
We will commission intermediate care beds to reduce hospital | 3. Improved patient outcomes and Forest and Coburn) 24/7 crisis beds




MHLDA

MHLDA priority commissioning intentions

Commissioning Priority

Defined outcomes and
metrics

Key milestones

Delivery scale

We will deliver recovery-focused Section 117 aftercare that
supports sustained recovery, timely review, and equitable
outcomes across NEL

1.

Percentage of Section 117 patients
receiving a full multidisciplinary
review each year

Q4 2025/26: Agree outline governance structures and contractual
arrangements with ELFT and NELFT, including the development of risk-
and gain-share agreements. Review and confirm the use of the Valuing

NEL-wide coverage,
delivered through formal
partnership working

» Establish a single NEL-wide Section 117 dashboard, led 2. Percentage of reviewed patients Care benchmarking tool. Begin development and system-wide between the ICB, ELFT,
by the ICB, providing system-level oversight and whose care packages are engagement on the Section 117 oversight dashboard, including data NELFT, and local
integrating NHS and local authority data. amended to better support mapping, design principles, and agreement with local authorities and authorities, ensuring

* Use robust value-for-money benchmarking and costing recovery, step-down, or discharge providers. consistent application of
tools to challenge and mitigate rising costs. where clinically appropriate Section 117 governance,

* Implement consistent NEL-wide Section 117 agreement, 3. Savings and cost avoidance Q1-Q3 2026/27: Implement the agreed Section 117 governance review processes, and
review, and assurance processes, jointly owned by the delivered, tracked and reported on structures, contractual arrangements, and risk- and gain-share oversight across the
ICB, NHS providers, and local authorities. a recurring basis against an mechanisms. Continue development and deploy the S117 dashboard, system.

»  Strengthen clinical engagement by introducing risk- and agreed baseline integrating NHS and local authority data. Embed new review processes,
gain-share arrangements with ELFT and NELFT, aligning benchmarking, and reporting arrangements across the system.
incentives with recovery, timely reviews, and cost control.

Personalised whole person, whole system care for people with | 1. Increase in no. of patients whose 1. Q4 25-26 Agree LIS and de-prescribing funding levels and funding NEL wide coverage; GP

Severe Mental lliness: SMI medication prescribing is transferred from mechanism. practices

We will: secondary primary care 2. Q1 26-27 Agree with LMC and GP practices

» Standardise SMI LIS agreements with GP practices 2. Increase in SMI down titration 3. Q2 26-27 Implement new arrangements
across NEL. 3. Improved patient experience and

* Link SMI medication reviews to de-prescribing expertise. outcomes

4. Cost saving in secondary care

prescribing




Planned Care North East London
- Health & Care
Partnership

Planned Care strategic commissioning headline goals

NEL ICB will strategically commission planned care services that provide timely, equitable and high-quality outpatient and elective surgical services for the
population. We aim to commission services with faster access, better outcomes and improved patient experience, while reducing unwarranted variation and health
inequalities. The commissioning approach aims to manage demand and create capacity to halve the RTT waiting list and achieve 92% by March 2029.

Elective Diagnostics Cancer Diagnosis Prognosis

* 92% of patientson an RTT Ml + 99% of patients receive a + 85% of patients begin first + 80% patients sustainably + 75% of patients will be
pathway will have waited diagnostic test within 6 definitive treatment within receive a diagnosis (or diagnosed with cancer at
no longer than 18 weeks weeks of referral 62 days of urgent cancer rule out cancer) within 28 stage 1 or 2
from referral to the start of referral days

consultant led treatment . .
96% patients start their

Zero patients waiting over first cancer treatment
52 weeks within 31 days of the
decision to treat

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with the cancer alliance, specialised commissioning, primary care and Long Terms Conditions strategic commissioning programmes

Interface with contracts and finance, intelligence and insights, quality and performance
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Planned Care

Planned Care priority commissioning intentions

Commissioning Priority Defined outcomes and metrics Key milestones Delivery
scale
Commissioning of additional CDC capacity » RTT performance — 92% by March 29 » Confirmed national capital allocations ICB
» DMO1 standard compliance * Finalising detailed bids
» Cancer 62 day, 31 day and FDS * IS CDC conversion to NHS
» Commissioning the CDC in Hackney
» Expansion of the CDC in Barking
Commissioning of women'’s health hubs * Improved Gynae RTT performance by 5% * Submit transformation funding request NEL wide with

(community gynaecology services) across NEL
ensuring sustainable funding in place across all

* Reduce time to FOPA by 30%
* Improve the number of patients managed outside

» Agree funding model for NEL hubs
» Secure WHH for Newham

some specific
work in Newham

models and setting up of the Newham WHH and a of hospital by 30% » Secure SPOA for C&H WHH and City &
SPOA in the C&H WHH model. Hackney
Enhancement of the ENT Single Point of Access * Improved ENT RTT performance by 5% » Submit transformation fund request ICB
* Reduce time to FOPA » Service expansion for patients aged 3-4 years old
+ Direct listing of some procedures — tonsillectomy, nasal septoplasty,
grommets
» Develop paediatric glue ear pathway
* Dizziness pathway
* Improve ophthalmology RTT performance » Approval of proposed model of care ICB

Opthalmology
+ Commissioning of an ophthalmology Single
Point of Access

* Reduce time to FOPA
* £1m saving
* Implement patient choice for all referrals

» Extend current contracts
* Publish competitive tender
* Mobilise new service

Tower Hamlets,
Newham, City &

* Review specialist community services and » Continuous education and training for referrers » Monitor outcomes of SPoA shift in activity Hackney
recontract as necessary * Manage provider capacity and provider capacity
» Finalise community services review
* Implement 27/28 plans
MSK Implementation of place specific Single Points | « Improve T&O RTT performance +  SPOA implementation ICB

of Access

* Reduce time to FOPA

* Improve community waiting times

* Improve conversion rates to surgery
* £2.9-5.3m saving

»  Community MSK waiting times within planning framework targets
» End Exercise on Referral — Redbridge
+ Evaluate GetUBetter app




Planned Care

Planned Care priority commissioning intentions

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery
scale

Colorectal/Haemorrhoid re-commissioning

» Improve RTT for haemorrhoid banding
* Improve endoscopy DMO01 performance
+ C£500k saving

* Undertake evaluation
+ Engage with stakeholders
* Issue revised guidelines and pathways

Waltham Forest
Place

Commissioning of a new model of care for
Audiology replacing the current service models
ensuring patient choice, consistent delivery against
a NEL wide service specification and tariff.

* Improving access, ensuring standardisation and
reducing variation;

* Reducing inequality and supporting
independence;

» Improving integration between health and Social
Care;

* Improve DMO01 performance (Audiology)

» Undertake evaluation of current service and assess options
» Write specification

* Publish tender

* Implement new model of care

ICB

Dermatology in City and Hackney

Redesign of the Homerton community dermatology
service to ensure alignment with NEL wide
dermatology services.

* More patients treated in the community service in
City and Hackney.
» Consistency across NEL

+ Baseline modelling

+ Engage with stakeholders
» Agree funding model

* Implement new service

City & Hackney




Planned Care

Specialised Commissioning strategic commissioning headline goals

North East London
- Health & Care
Partnership

By 2030 the ICB will lead a transformed specialised services system that delivers consistently high-quality, equitable and sustainable care. Through clinically led,

population-based commissioning we will shift from fragmented, fragile, activity-driven models to integrated pathways anchored in prevention, early intervention and

neighbourhood care. We will use data, innovation and partnership to reduce unwarranted variation, improve outcomes for people with complex needs and ensure
that specialised services are financially resilient, responsive to local need and seamlessly connected to universal and community-based care.

HIV Stroke Kidney Failure

e Zero HIV transmissions * Improved access to * Reduction of the dialysis
by 2030 mechanical occupancy measure
5 thrombectomy for the (DO) to less than 90%
* 90% uptake of ED opt- eligible population ensuring safe provision
out testing for HIV of care and rapid access

Vascular

Reduced waiting times
for TAVI procedures to
18 weeks

Reduced waiting times
for vascular surgery to
18 weeks or less

Sickle Cell

* Reduction in acute
admissions for patients
with sickle cell disease

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with Long Term Conditions, planned care and cancer strategic commissioning programmes

Interface with NHSE, contracts and finance, quality, specialised clinical networks
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Specialised commissioning intentions priorities

Commissioning Priority Defined outcomes and metrics Key milestones Delivery
scale
+ Commission a resilient 24/7 service model for | « Improve access to Mechanical Thrombectomy * Conclude ICB wide review Pan ICB
mechanical thrombectomy across NEL, » Agree internal proposal and funding model

» Discuss with Trusts
+ Instigate checkpoint reviewed

+ Strategic commissioning of a community * Improved transition care + Co-design a community sickle cell service specification ICB

sickle cell service
+ Improved urgent and ambulatory care + Commission a new service 27/28

» Strategic commissioning of an acute sickle TH, N.WH
cell ambulatory services in Barts Health + Commission a sickle cell SDEC service 27/28

» Sustainable commissioning of renal dialysis * Reduce the Kidney DOM to < 90% » Commission bridging capacity to Oct 26 and recurrent capacity ICB
capacity thereafter

* Inform the national procurement for PET CT * Improved cancer waiting times * As per national procurement timescales Pan - ICB
optimising the opportunity to right size PET
CT demand and capacity in advance of new
indications and current growth in demand

* Review Head and Neck GIRFT * Improved cancer waiting times + Clinical agreement to priority Pan - I1CB
recommendations and implement findings » Agree scope and parameters

* Understand pan ICB implications

» Commission a sustainable Pan London * Improved transfer times between London * Review clinical expert reference group recommendations Pan ICB
neonatal transfer service (hosted within NEL) hospitals * Review options and agree with London ICBs and NHSE
by 2030.




Proactive Care North East London
- Health & Care
Partnership

Community Health Services strategic commissioning headline goals

Deliver consistent, equitable community care across NEL by tackling historic variation, shifting care closer to home, and reducing emergency reliance. We’'ll
respond to rapid growth, high deprivation, and early frailty with prevention-first strategies, improved health literacy, and targeted interventions. Our approach
combines system-wide consistency with local flexibility to reduce inequalities and improve outcomes for every resident.

Goal: Core Offer

Deliver a Core Community
Offer: Establish a consistent
baseline of care across all
boroughs to address historic
variation in access,
investment, and outcomes

Goal: Care Closer to Home

Shift Care Closer to Home:
Prioritise out-of-hospital care,
reduce waiting lists, and
improve productivity in line
with NHS planning guidance
and the NHS Long-Term
Plan.

Goal: Population Growth

Respond to Population
Growth and Deprivation:
Adapt services to meet the
needs of a rapidly growing

population.

Goal: Improve Access

Improve Access and
Reduce Emergency
Reliance: Enable residents
to access timely, proactive
care and reduce avoidable
hospital admissions for
chronic conditions.

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with Long term conditions programme, the End of Life Care and the UEC programme

KK

Goal: Place based working

Enable Place-Based
Flexibility within a System
Framework: Commissioning

will allow local tailoring to
reflect borough-level
diversity, while maintaining
alignment with NEL-wide
priorities.




Community Health Services priority commissioning intentions

Commissioning Priority

Defined outcomes and
metrics

Key milestones

Delivery scale

Development of Core offers

This includes key pathways such as:

* Urgent Community Response (UCR)

* Neurological & Stroke Services

* Children and Young People (CYP) Therapy Services
* Intermediate Care

* Frailty and Virtual Wards (CYP & Adults)

* Adult Community Nursing

Improved access to Community
Health Services

Urgent Community Response 70%
seen within 2hrs

+ Development of core offers — with inital focus on UCR, Adult Community
Nursing and Virtual Wards

+ Clinical sign off of core models

* Provider implementation plans

« 26/27
. 27/28

Virtual Wards
Commissioning and contracting for core offers of virtual ward
beds across North East London

498 Beds by March 2027

80% consistent occupancy

» Development and sign off of core offers for ARI, CYP and Frailty.
» Shadow tariff developed.
+ ICB Business Case approved

+ By March 2027

Community Equipment
Developing a NEL approach to the provision and
commissioning of Community Equipment.

Financial sustainability
Consistent approach across NEL

* Review of current arrangements.
* Implementation model for BAU model across NEL.

» During 2026/27

Anti-coagulation
Delivery of a consistent approach across North East London.

Consistent model across NEL.

» Completion of NEL wide procurement.
» Mobilisation of new model.

+ 2026

Universal Care Plans

Improvement in UCP usage.

+ ldentification of resident cohorts that would benefit for a plan.

+ 2026/27 and

Development of a single NEL approach to service delivery.

* New model developed
» Procurement and commissioning plan agreed and actioned
» Mobilisation

All vulnerable and complex residents have a UCP in place.  |dentify cohort and monitoring process. 2027/28
+ Commissioning approach to implementation of plans.
Lymphedema / Complex Wound Care / simple wound care | Improved outcomes for residents. * Review of existing arrangements 2026/27 and 2027/28




Proactive Care

Community Health Services priority commissioning intentions

Commissioning Priority

Defined outcomes and
metrics

Key milestones

Delivery scale

Community Beds Strategy
A NEL wide approach to the delivery of community beds,
ensuring consistent access and provision across NEL.

80% occupancy of all
commissioned beds

» Review of current arrangements.
» Business case for Level 2b Neuro Rehabilitation.
+ Business Case / Case for change for Intermediate Care Beds

* Business case / Case for change for spot purchase pathways.

+ Clinical core offers for spot purchase pathways
+ Commissioning and contracting approach.

* During 2026/27

Special Education Needs and Disabilities (SEND)
Delivery of statutory duties for SEND (working with partners)

tbc

» Improving Transition Pathways and ASD and ADHD Support
» Meeting Clinical Needs in Mainstream Schools

» Evaluating the Impact of Investment on Outcomes

* Readiness for SEND System Reform

+ Development and Delivery of a NEL-wide SEND Dashboard

« During 2026/27

Children's Community Nursing
Trajectory to 7 day nursing services

Improved outcomes for residents

» Mapping of current arrangements in NEL

» Development of a single NEL service specification
» Business case developed and agreed.

» Implementation

+ 202627 and 2027/28




Proactive Care

End of Life Care (EOLC) Strategic Commissioning Headline Goals

A focus on improving end of life care is not only about compassion, it is also about system sustainability.
Poorly coordinated care can lead to avoidable hospital admissions, delayed discharges, and distressing experiences for patients and families. Strengthening end of life
care is essential to deliver on the goals of integrated care, health equity, and value for populations. We will focus efforts around four areas:

ACCESS NEIGHBOURHOODS CONTINUING HEALTH CARE (CHC) HOSPICES

Improved access to palliative and end of life Culturally sensitive, consistent Move towards pre-commissioned, Support growth of offer to move towards
care, 7 days a week, including access to Bereavement Services, including for integrated palliative and End of Life Care financial sustainability

syringe drivers to enable more care in the children and young people after the loss of

community and reduced hospital length of a parent Develop transition planning for children and

stay i 1
Out of hours emergency medication service young people moving to adult services

A consistent route for advice and guidance

for all clinicians, families and carers Increase the usage and quality of Universal

Care Plans for EOLC adults
Neighbourhood EOLC model for all ages

Increased death literacy for patients,
families and staff

Death Certificates issued in 24 hours to
align with cultural norms

Underpinned by population health management approach and NEL EOLC Strategy

Alignment with EOLC programme: Proactive Care (LTCs, UEC), Community Care, Primary Care and Babies, Children and Young People
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End of Life priority commissioning intentions

Commissioning Priority Defined outcomes and Key milestones Delivery scale
metrics

Increase the percentage of completed and fully utilised Universal *  People dying in their preferred + 2025/26 —2028/29 * NEL

Care Plans (UCPs) for patlgnfcs at End of Life (last year) across NEL, place o)_' degth - January 2026 - Transformation funding request submitted

to enable more people to die in their preferred place of care and to *  Reduction in ambulance

reduce ambulance conveyances and non elective admissions at the conveyances and A&E

End of Life. attendances for the cohort

. Reduction in Emergency
Admissions for the cohort

. Increase in the number of
UCPs created for the cohort

People have choice and comfort at

Develop a consistent offer for advice across all Places in NEL for . 2026/27 « NEL
family, friends and carers to access advice and guidance out of hours. the end of life.
This now includes OOH Medication. > Patients, Carers and Clinicians have

a smoother pathway experience.
Changes to the WF community nursing core offer That will impactthe [ Reduction in unplanned bed days of| , 2025/26 — 2028/29 « NEL
EOLC pathway across WF with potential risks around appropriate cohort _
provision of care - improving on quality of patient and carer Improvement in provision of * Service due to commence January 2026

experience, achievement of national objectives around end-of-life care community care in WF
and increased avoidable hospital admissions.




Proactive Care North East London
- Health & Care
Partnership

Long Term Conditions strategic commissioning headline goals

To enable people in North East London to stay well for longer and live well with long-term conditions by putting prevention first, tackling inequality, and delivering holistic,
neighbourhood-based support that improves outcomes and supports a sustainable health and care system

1. Put prevention first through 2. Improve outcomes and 3. Deliver holistic support 4. Reduce inequalities and 5. Manage population health
a family-first, all-age and experience for people living through neighbourhood- unwarranted variation in long- l and reduce system pressure
community-based approach with long-term conditions based models of care term condition outcomes

Prevent and delay long-term Commission consistent, high- Commission neighbourhood- Commission equitable long-term Use population health
conditions by tackling root quality long-term condition care based and community services condition services that reduce management to proactively
causes of ill health across the that improves outcomes, to provide joined-up, accessible unwarranted variation in access, manage long-term condition
life course, embedding experience and quality of life, and proactive support for people experience and outcomes, with demand, slow disease
prevention in neighbourhoods, with a specific focus on earlier with long-term conditions, a particular focus on people with progression and reduce
communities and everyday support, continuity of care and particularly those with lower- complex or high-acuity needs. avoidable pressure on urgent,
settings. enabling young and working- acuity and rising-risk needs, This includes ensuring timely emergency and acute services.
age adults to live, work and connecting residents into wider access to coordinated specialist
participate fully in their prevention, wellbeing and support and rehabilitation as a
communities. community support, while standard offer, to support
reducing duplication and recovery, independence and
avoidable escalation. improved outcomes.

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with other portfolios and programmes: Community Programme, Virtual Wards, intermediate and community capacity, Babies, Children and Young People,
Primary care,Integrated Neighbourhoods, UEC programme, End of Life Care, Homeless Health, Prevention and the Equity and Inequalities Team




Proactive Care

LTC priority commissioning intentions

Commissioning Priority

Defined outcomes and metrics

Key milestones

LTC Prevention (Think Family approach) -
Commission a family-first, all-age approach tackling
shared risk factors through community-based, non-
medical prevention and earlier intervention.

Outcome: Reduced incidence and delayed onset of long-term
conditions through earlier, family-first prevention in high-risk
communities.

Metric: Uptake of prevention support and reduction in new long-term
condition diagnoses in targeted family and household cohorts.

Q4 25/26 — develop business case

Q 1 and 2 - Co-develop with residents, health scientist, VCSE,
prevention leads and colleagues with specialist knowledge

Q3 and Q4 - phased implementation with VCSE and local expertise
27/28 — full implementation of prevention service

Renal-cardiometabolic approach - Commission
proactive renal-cardiometabolic and weight
management care through the NEL LTC Framework,
INTs, FIND, Young Adult Service and Heart Failure
Virtual Wards

Outcome: Earlier identification and improved management of renal-
cardiometabolic risk, including obesity-related risk, reducing disease
progression and unplanned care.

Metric: Increased identification and case management, uptake of
weight management support, and reduced emergency presentations
across renal and cardiac pathways.

Q4 25/26 — establish NEL Weight Management Steering Group
reporting to NEL LTC Strategic Board

Q1 — commence the NEL LTC Framework across NEL to reduce
variation in primary care

Q1-roll out of extended YAD in Barts and Q2 commence YAD in
BHRUT with social workers and MDT workforce

Roll out of FIND risk strategic tool and renal cardiometabolic hubs
26/27 — identification and people at risk of LTCs via INTs

Supporting young people and working-age adults
with long-term conditions

Commission joined-up support with Integrated
Neighbourhood Teams, VCSE partners, education
providers and the Department for Work and Pensions to
enable young people and working-age adults with long-
term conditions to remain in employment, education and
active community life through early intervention and
coordinated support.

Outcome: Improved ability for people with long-term conditions to
remain in employment, education and active community life.
Metric: Reduced health-related worklessness and improved
engagement with employment, education or training among people
with long-term conditions supported through integrated pathways.

Q4 25/26 and Q1 working with Workforce team, DWP regional talent
board and local skills board to define an offer to improve access to work
and education for people with LTC

Q2 and 3 - utilising existing programmes and joining up with health
care providers including INTs, acute and community providers to
support residents with LTC stay in work and education

Respiratory -Commission improved respiratory
pathways through increased FeNO and spirometry
access, optimised asthma and COPD management, and
increased pulmonary rehabilitation uptake.

Outcome: Improved respiratory diagnosis, control and quality of life
through earlier confirmation and optimised management.

Metric: Increased FeNO and spirometry testing, improved asthma and
COPD control, and higher uptake of pulmonary rehabilitation.

Q4 25/26 — development of Feno and Spirometry in primary care
Q2 — proposed service model developed for PR reducing variation and
based off of core offer

Stroke & Neuro-rehabilitation - Commission timely
stroke and neuro-rehabilitation pathways, including
video triage, Level 2B beds and community
rehabilitation.

Outcome: Improved recovery, independence and quality of life
following stroke and neurological events.

Metric: Reduced time to rehabilitation, increased access to Level 2B
and community rehab, and reduced hospital length of stay.

Q1 and Q2 - define community stroke and core offer and propose
service model for NEL

Q3 — development of FND business case

27/28 - Implementation of FND pathway across NEL

TB - Commission consistent, equitable TB services
including childhood BCG, reduced variation in LTBI
pathways, and development of an NTM service

Outcome: Reduced TB incidence and improved outcomes through
equitable prevention and earlier identification.
Metric: Increased childhood BCG uptake, reduced variation in LTBI

Q4 — procurement of child BCG service
Q2 - roll out of child BCG service in NEL working with NHSE
Q3 and Q4 — develop a Non-Tuberculous Mycobacteria (NTM) services

I specification. treatment completion, and timely access to TB and NTM pathways. service specification 83 I




Proactive Care

Primary Care strategic commissioning headline goals

*. North East London
- Health & Care
®. Partnership

Our vision is for north east London to be a place where you can access consistent high-quality primary care, from a dedicated, motivated
and multi-skilled workforce enabling local people to live their healthiest lives

Ensuring effective primary care
contract oversight and management

Establish a consistent, outcomes-
based contractual framework across all
boroughs.

Regularly review contracts to align with
population health needs.

Ensure quality and safety via CQC
ratings, QOF achievement, and LFPSE
platform.

Run a commissioning review
programme and maintain transparent
reporting.

Commissioning appropriate

services in and for primary care

Commissioning to improve access,
access, and patient experience.

Enhance acute, urgent, and out-of-
hours care, focusing on the Same
Day Access model.

Review local enhanced services for
consistency and equity.

Optimise medicines and integrate
long-term condition frameworks.

Developing the primary care
workforce

Expand the GP workforce to match
population growth and health needs.

Increase training and career
opportunities (fellowship, portfolio,
advanced roles).

Support staff resilience and
wellbeing (coaching, mentorship,
peer support).

Identify and address workforce gaps
with targeted interventions.

Improving patient access and
experience

Use resident feedback to address
access concerns and improve service

Make it easier for patients to contact
practices and increase appointments.

Improve digital inclusion and
accessibility for vulnerable groups.

Reduce variation in patient outcomes
and experience, focusing on equity.

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with other portfolios and programmes: Primary Care Commissioning and Project leads work closely with: Urgent & Emergency Care on
Same Day Access services; Long Term Conditions on enhanced GP services; Place colleagues on primary care neighbourhood development; Mental
health on enhanced services for SMI management and ADHD shared care; and, Children and Young People on improving childhood immunisation

rates.




Proactive Care

Primary care priority commissioning intentions

Commissioning Priority

Defined outcomes and metrics

Key milestones

Primary care commissioning framework: Develop a
primary care commissioning framework within our new
primary care strategy for NEL

A comprehensive strategy to improve outcomes, access and
experience

» 3 Feb 2026 — initial collaborative workshop with PC professionals and patient
groups

+ Mar 2026 — Discovery Phase completed, priorities agreed

» Sep 2026 — Strategy and outcomes framework developed. Delivery
commenced.

Local enhanced services and incentive schemes
reviewed in line with our commissioning review.
Implementation of consistent contractual framework
across all seven boroughs for enhanced services, with
standardised specifications wherever possible.

» High service quality
* Value for money
» Dedicated and standardised service across NEL

» Apr 2026 — Consistent contractual framework in place for seven NEL places as
vehicle for majority of list-based GP enhanced services.

» Apr 2026 — Mar 2027 — Ongoing review of local enhanced services.

» April 2027 — Standardised GP enhanced service offering contracted through
framework

LTC outcomes framework to be embedded within
primary care commissioned services (Y1 to Y5)

* Improved management of LTC leading to improved
outcomes

* % hypertension cases detected and managed

* Diabetes prev. and HbA1c control

« Early detection of long-term conditions & frailty (eg AF,
stroke etc)

* Prevention of COPD exacerbations

* Apr 2026 — Adoption of Cardio-Metabolic-Renal outcome framework metrics
across seven NEL places. Consistent clinical delivery model for LTC
management across all Places based on TH integrated care model with
significantly reduced variation in funding levels in each borough.

* Apr 2027 — Introduction of further LTC outcome framework metrics for specific
LTCs TBD

Same Day Access model will be revised and firmly
embedded within primary care (in conjunction with UEC
and with direct access into general practice, community,
pharmacy and acute services)

 Improved access, experience and increased used of digital

» Reduced pressure on acute providers;

» Same day appointments for all clinically urgent patients
(including dental) in-person, by phone or online

» March 2026 — SDA business case approved.
* Oct 2026 — Phase 1 of model launched
» Apr 2027 — Phase 2 of model launched

Workforce - Capacity & Capability: expand number of
PC HCPs in training. enable Fellowship, workforce
planning offer to practice / PCNs where workforce
numbers are below thresholds, professional development
across key professional roles (medical, AHP, nursing,
pharmacy), increasing coaching, mentorship, community
of practice and peer support, acting on the feedback in the
GPSS

» Grow and diversify workforce

» Support retention of the workforce

* Increase clinical and non-clinical leadership
* Workforce numbers and skill mix

» Workforce satisfaction

2026/27 — 2% growth: Established portfolio roles in each place across range of
professional roles; Developed MDT leadership roles in each place; 50% of PCNs
designated training environments; 3y Development plan for all roles; Improvement
plans for workforce outliers

2027/28 - 2.5 % growth: Professionally led Mentorship capacity developed for all
roléd! PifforYBIRsCNDg B pigre it 09 IR IR RhiRthdlasR ArshiNsighgurhood scales
2028/29 — 3% growth: Mentorship offers available to all roles; portfolio roles, 3 per
place; 90% PCNs training environments

Improve patient safety in primary care by supporting
primary care organisations to adopt and adapt key
elements of the new primary care patient safety strategy
over time including expansion of the FTSU Guardian to all
primary care services.

* Culture of transparency and openness

* Improved patient safety in primary care

* Reduction of patient safety incidents causing harm

* Increased reporting of patient safety events.

* Numbers of primary care staff accessing the FTSU service

* Apr 2026 — Primary Care FTSU Guardian service contract extension approved
* May 2026 — Roll out of FTSU to dentistry, optometry and pharmacy

85
All priorities will need to be delivered at ICB, Place and Neighbourhood scales
to have the required impact




Proactive Care

North East London
» Health & Care

-

UEC strategic commissioning headline goals °%*% Partnership

The NEL Urgent and Emergency Care commissioning plans set out our approach to commission and deliver high quality, equitable and outcomes based across all
for our population. Our goals aligns to the NHS 10 Year Plan taking a collaborative approach and clear focus on prevention, development of transformative care
utilising alternative care pathways, optimising digital innovation and alignment where possible to same day care, community care and integrated neighbourhoods.

Reduce avoidable Improve equity of access Commission services to Implement a single point of Support workforce
admissions and ED and outcomes across all meet or exceed national access for UEC across all wellbeing, retention and
attendances and prioritise communities standards for National UEC access channels to assess development to deliver
strategic commissioning in NHS App embedded into constitutional and quality and prioritise need safely and high quality, clinically-led
UEC which focuses on the pathways standards. equitably through: services across all ages.
three strategic shifts Natural Language * Ambulance response
Processing * 4 and 12 hours flow Alternative care pathways Linked to
- Hospital to community Al/ Heglth Nawgahop . D|scharge & LOS Simplify access to urg_ent and Strategic commissioning
- Analogue to digital Strategic transformation * Quality standards, emergency care services to Workfgrce shlf_t and
: programmes including minimising variation and ensure right care, first time, changes linked with SDA,
» Treatment to prevention . :
Care Closer to Home & creating an equitable offer closer to home and enable SPoA and INT
-Supported by UEC Block . . o
111 “evergreen” & 999 of care for North East flow optimisation.
Deconstruct P :
commissioning London residents.

Underpinned by population health management approach and NEL outcome and equity framework

Alignment with UEC programme: Out of hospital; In hospital; Resilience and coordination; 111 commissioning and contract priorities in 2526 and plan for 2627 &
27/28

Interface with Alternative Care Pathways & Single Point of Access; Virtual Wards, intermediate and community capacity; Mental Health; Same Day Access;
Babies, Children and Young People; Primary care; Integrated Neighbourhoods; End of Life Care.
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Proactive Care

UEC priority commissioning intention

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery scale

NEL Care Closer To Home
programme

Objective: To significantly
improve outcomes and
independence for users of UEC
services, while contributing
tangible and cash-releasing
financial benefits for both the

Desired outcomes:

» Improved health and care outcomes for local people, particularly
those with frailty, long-term conditions, or complex needs.

» Greater independence and quality of life, with more people
supported to recover and remain at home or in the community.

* Reduction in avoidable acute attendances, admissions, and
unnecessary time spent in hospital.

* Reduced pressure on acute workforce.

» Care Closer To Home will be commissioned as a strategic, multi-year
approach from 26/27 leading on addressing the Darzi challenges and
the left shift, informed by the 25/26 diagnostic phase

» Develop a model of community-based urgent care through a series of
evidence-based interventions that deliver care away from hospital
settings and supports fast and effective discharge through deep
integration of out-of-hospital health and social care.

NHS and local government * Release of cashable savings and financial benefits for both NHS . A . Neighbourhood;
o . S + Build upon existing initiatives, pathways and services, and focus on .
partners across North and local authorities, supporting long-term system sustainability. nterfaces we can't do alone. particularly shifting demand away from Place; ICB
East London. The vision is to + Enhanced efficiency and productivity, with better use of resources o P y 9 _ y
move from treatment to and minimised duplication the acute. This will be supported by system collaboration, strategic
prevention, leveraging community Metrics: P ’ commissioning of integrated services and utilising neighbourhood
resources, pathways anq . Acti\./it moving from acute to community: Reduced ED health services as the default wherever clinically appropriate to do so.
services, and collaborating attend);nceS' I?n coving 7. 14 and 21 day7s LoS: Reducing bed davs | ° Deliver the cashable and non-cashable savings and non-financial
across the system to address the °S; mproving 7, | 9ays LS, g ¥ benefits identified in the savings profile and benefits model developed
needs of a rapidly growing and lost for patients staying beyond their DRD (discharge ready date); in the 25/26 diaanostic phase
diverse population. Through shift of activity, contribute to the 2% productivity and 9 P '
development of the transformation fund.

Review and Strategic
Recommissioning of UTCs and * Finalise review of current UTC models to assess a possible optimum

Outcomes: .
PUCC model of care for use across current collated and/or standalone sites
Objective: To developa + Standardised offer for patients across NEL + Implement actions arising from the 25/26 strategic review of UTC
;:onsustent UTC commissioning + Improving % of total patients attending UTC and ensuring commissioning and contracting arrangements to support recovery
ramework and st_andardlsed a performance is maintained/ improved to support achievement of 4 efforts to service models to increase equity of offer and outcomes. Neighbourhood;
front door streaming model ) . ) . .

hour trajectory + Design a single model of care and NEL core service model for all Place; ICB

across NEL that provides a
consistent offer for residents and
optimises patient flow and
enables patients to be seen in the
most appropriate, least acute
setting.

Metrics:

» T3 Activity as a % of Overall Attendances and as a % of Walk Ins
* T3 98% 4 hour performance including Standalone UTCs

ages and work to develop a standardised offer across NEL, aligned
any future model with national standards

» Consideration for targeted monitoring of performance in relation to
specific patient cohorts e.g. paediatrics, frailty, mental health.




Proactive Care

UEC priority commissioning intention

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery scale

Recommissioning 111

Objective: To deliver the NHS 111

Outcomes:

* Increased access to clinical assessment; Improved patient
experience; Reduction in primary care referrals to the Clinical
Advisory Service; Reduction in clinical interactions for the patient
(right clinician first time); Reduction in service duplication; Increase
use in digital services (greater channel shift); Financial savings
generated by alternative pathways of care; It is anticipated 17,340
calls (with a primary care outcome) will be retracted from the CAS
and redirected to Same Day services, over a 12-month period

Recommissioning multi-year all-age 111 IUC service with a service go-
live date of 1 August 2026.

26/27 will focus on mobilisation and service go-live of new 111 IUC
service, and implementation of solutions to provide enhanced digital
triage, Al-enabled navigation, and integration with primary/community
care.

111 is commissioned on a 3+2+2 year contract from 26/27, including
continued shift of access through a transformational approach aligning
111 with SDA, SPoA and integrated neighbourhood teams to reduce

mandated service which aims to which is anticipated to use existing capacity: CAS reduction is va.rlatlon and ensure pahenFs get the right care,. f|rst time; support the ICB
improve access to urgent health anticipated to generate £98,226 savings per month (£1.179m a Sf:llft fron? acute to commumty;. reduce CA§ activity for those 111 calls
care services. year): Al diverted calls: year 1 — 43,260; year 2 - 86,508: year 3 - with a primary care outcome; improve patient experience and reduce the
112,637 (based on monthly call volume of 72,809) cost of the current 111 1UC contract,
Metrics (in addition to National KPIs): . NHS App enhancements, anq digital tools for self—managfament and care
- Proportion of calls abandoned: Average speed to answer calls: navigation will s.upport.the shift from treatment to prevention.
Proportion of calls assessed by a clinician in less than 20 minutes; » Work collaboratively Wlt.h system partners to develop and evolve the
Number of patients redirected by Al: Number of patients accessing Injtegrat.e.d Care Co-ordlnatpn (ICC) I-!ubs/SPoA for North East London.
the CAS « ltis anticipated that there will be a review of the block contract for 111
and 999 for 26/27 and on an annual basis.
Strategic Review of Virtual
Wards, Community and Outcomes: * In 2026/27, we plan to implement a new commissioning model
Intermediate Care * Improved patient outcomes +  We will develop a consistent approach to the use of technology within
» Improved patient experience the core virtual ward offers for frailty, acute respiratory infections (ARI),
Objective: To undertake a holistic | . Reduced ED attendances and children and young people. _
review of virtual ward, « Improved utilisation of virtual wards to reduce unnecessary acute +  We will explore the development of new, technology-enabled virtual Egggblocughood;

intermediate and community
capacity to optimise virtual ward
availability and utilisation, reduce
acute admissions and reduce
length of stay.

attendances, admissions and reduce length of stay
» Improved utilisation of intermediate and community bed capacity
Metrics:
* Virtual ward bed capacity; Virtual Ward occupancy

wards that maintain robust and safe clinical oversight, ensuring quality
care while expanding access and efficiency.

Local tariffs for virtual wards will need to be developed in 26/27, which is
expected to inform the national tariff in 27/28.




Proactive Care

UEC priority commissioning intention

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery scale

Single Point of Access (SPoA) /
Integrated Care Co-ordination
(IcC)

Objective: To simplify access to
urgent and emergency care
services to ensure right care, first
time, closer to home. The

Desired outcomes:

Increased usage of Alternative Care Pathways (ACPs)
Remodelling of capacity and demand in ACPs

Outcome data of right care, right time (monitor patients’ usage
e.g. do patients referred to ACP arrive at ED within 72 hours
therefore ACP was not the right care right time)

Ambulance avoidance (dispatches and conveyances) with
improved Cat 2/3/4 response times

2026/27

* Agree the Target Operating Model for the system wide SPoA/ICC
(pathways in and pathways out) including the current frailty pilots.
Following the outcome of the Target Operating Model, review existing
and potential new contracts that need to align with the SPoA/ICC

* Review of contracts where a place based or provider footprint SPoA/ICC
model is being delivered to identify opportunities to streamline services

SPoA/ICC comprises a core multi- + ED avoidance for a system wide model ICB
disciplinary team (MDT) of senior « Capacity and demand in SPoA/ICC « Agree coding methodology for data collection (activity type e.g. referral,
decision makers drawn from acute, Metrics: advice only)
primary care, community and LAS * KPIs to align with oversight framework (UEC access) and agreed | « Develop POAP and business case to include the full scoping and system
providers supported by flexible outcome measures. savings
specialist input and ensures safe, + Baseline data and KPIs to be agreed by the SPoA Strategy «+  Opportunity to scope out BCYP SPoA and alternative care pathways
consistent clinical decisions and Group _ _ 2027/28: Longer term integration in neighbourhood team operating models
holistic care co-ordination. » LAS ICC portal developed based on national dataset guidance once established
provided by NHSE (version 1.0)
Health Navigator Programme « Continued implementation and scaling-up of 3-year ‘Al-supported UEC
gbéi;’;‘;gnzz’gﬁgggé’;ggfpﬁ’;‘f’y Desired outcom(-?s: prevention’ programme, delivered by NEL ICB, NCL ICB, UCLPartners,
stays in the next 6 months and * Improved pat!ent outcomes and HN, in all NEL boroughs
offers them clinical coaching to * Improved patient agency for self-care and management of health | « Develop an approach and alignment for the service in the proactive care
reduce their risk of admission and and wellbeing space, aligned to the 10YHP and post 27/28 commissioning plan to
increase their quality of life. The * Reduced emergency attendances ensure continuity of the service through the proactive care or High
early identification of patients at risk | « Reduced unplanned admissions and bed days Intensity user plan.
allows for more time to intervene fo | « Reduced non-elective care costs « Ongoing independent evaluation to utilise findings to refine approach to Neighbourhood;
meet their needs prior to the «  Through coaching, build on public and self-help including access improve outcomes Place; ICB ’

attendance within an acute setting,
ultimately reducing the cost to the
system and empowering self-

to alternative pathways (physiotherapy, vaccination)

Metrics:

» Work collaboratively with partners to identify what commissioned
capacity is required, what alternative care and/or referral pathways are

available or can be developed, and which additional patient cohorts
would benefit from this approach e.g. mental health and BCYP.

management for any future .
episodes of care with the aim to
reduce non-elective care costs,
reduction in total hospital care cost
per patient, and improve overall
health metric:s of the patients.

% patient improvement outcomes (PAM-13)
* % reduction in emergency attendances

* % reduction in unscheduled bed days y
* % reduction in GP referrals to secondary care

Contribute to the national ambition of adopting new technologies for
innovative alternative care pathways which could align to the Single 89
Point of Access as a pre-offer linked with the NHS App and NLP.




Maternity and Neonatal

Maternity & Neonatal strategic commissioning headline goals

VISION: NEL ICB will strategically commission maternity, neonatal care services aligning to women’s health hubs where appropriate to do so. Commissioned services will provide
timely, equitable and high-quality antenatal, intrapartum, perinatal, neonatal and postnatal care, including maternal surgical services for the population. We aim to commission
services with timely access, better outcomes and improved patient experience, while reducing unwarranted variation and health inequalities. The commissioning approach aims to
manage demand and create capacity to ensure women give birth in the right setting for their needs and babies are offered the care they need when they need it in the earliest stages
of life. All commissioning will take into account national best practice guidance from RCOG, Saving Babies Lives Care Bundle, NICE, BAPM and NHS E.

Goals Goals Goals Goals Goals

Promoting good practice Improve access to Improving prevention to Transform neonatal critical Improve data and
for safer care linked to perinatal mental health reduce poor outcomes care to improve neonatal information collection,
Saving Babies Lives Care services through actions to improve outcomes by aligning quality and sharing across
Bundles which focuses on women’s health before, demand and capacity, the system whilst also
reducing stillbirths, during and after pregnancy developing neonatal harnessing digital
reducing maternal workforce and improving technology to ensure
mortality, reducing parental support. digital records are
neonatal mortality and accessible by patient and

preventing serious brain any care provider across
injuries. NEL.

Underpinned by population health management approach and NEL outcome and equity framework, a programme of workforce development and
transformation working alongside NHSE to reform the payment system of maternity and neonatal services to ensure sustainability and futureproofing.

Alignment with planned care, primary care, public health, specialised commissioning programmes across NEL.

Interface with contracts and finance, intelligence and insights, quality and performance
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Maternity and Neonatal

Maternity & Neonatal priority commissioning intentions

Commissioning Priority

Defined outcomes and metrics

Key milestones

Delivery scale

Commission an integrated maternity pathway spanning
primary, community, and acute settings. There will be with
aligned neonatal capacity planning. Co-develop maternity
service specifications aligned to the new models of care
agreed across NEL.

We will introduce standardised triage, induction of labour,
continuity of carer (vulnerable cohorts), applied across all
trusts. Common safety frameworks will be applied
(incident taxonomy, stillbirth prevention KPIs, intrapartum
care standards). Mandatory ethnicity, deprivation, and
language data reporting built into contracts.

Improved bookings aligned to best practice
standard 9+6

Equitable access to personalised care
focusing on patient feedback reporting
improved choice, informed decision making
and greater understanding of their options.
Improved informed choice of birth setting.
triage compliance 295%,

IOL delays |50%, continuity coverage =75%
for high-risk cohorts,

Reduced maternal mortality and morbidity
especially in black women and those with
high deprivation scores

Half neonatal mortality and morbidity

* Revised maternity spec to support revised pathways and
requirements outlined in NHS plan.

» Secure funding for areas that are identified for transformation.

Neighbourhoods
+ ICB

Commission an integrated neonatal pathway spanning
primary, community, acute and specialised commissioning
ensuring alignment of neonatal capacity to existing and
forecasted demand. Co-develop a neonatal service
specification aligned to the new models of care agreed
across NEL. This will include a review of preterm and
neonatal pathways, AIP, Fetal Medicine, antenatal and
Newborn screening.

Reduced neonatal deaths by 50%
Aligned capacity and demand
Improved parental support

IUT <27w 290%,

* Revised neonatal spec to support revised neonatal pathways
and requirements outlined in NHS plan.

» Secure funding for areas that are identified for transformation.

+ NEL

Support providers in operationalising interoperability of
maternity EPR with GP and neonatal systems (BadgerNet,
EMIS/TPP).

All providers have an end-to-end digital
system

Providers report go live of maternity EPR

* Neighbourhood
+ ICB




Maternity & Neonatal priority commissioning intentions

Commissioning Priority Defined outcomes and metrics Key milestones Delivery scale
Make access to perinatal mental health a core pathway Earlier detection and support for mental health| gqiapish access through WHH « NEL
deliverable via Women’s Health Hubs and maternity needs; reduced crisis presentations; improved
services, with: PREMs/PROMs and experience measures. | siangardised referral forms and education for maternity and
WHH staff

Standardised early identification & referral (integrated with
safeguarding)
Deliver localised, evidence-based pelvic health services Improved detection and treatment of pelvic Secure funding for sustainable funding of perinatal pelvic health * Neighbourhoods
as part of maternity and women’s health pathways. floor dysfunction, reducing long- services.

term morbidity
Commission a holistic women’s health model which * Improved access to preconception care, Go live of services in women’s health hubs that supporta woman | « NEL wide
embeds support to women before, during and after birth pelvic health care, contraception, before, during and after her birth.
aligning to existing women’s health hubs, dietician role, postnatal recovery services, and
pelvic health and virtual group sessions. culturally competent support. Securing of any transformational monies that support this

* Improved health literacy priority.

* Improved consent

» Reduction in poor outcomes for mother

and baby
Commission MNVPs at scale, ensuring capacity Stronger user voice embedded into LMNS » Standardise approach across each Place * Place
(e.g. WTE leadership roles) to influence service redesign. governance and quality improvement cycles. | « Recruit MNVP ICB lead + ICB
» Ensure all working in line with national MNVP guidance




Joint Strategic Commissioning Intentions

Joint Strategic Commissioning Intentions — system

» We work closely with a range of partners, and from a commissioning perspective particularly closely with local authorities as commissioners of
children’s services, adult social care and a range of public health services including drugs and alcohol and the universal healthy child
programme.

« Currently, we have in place some joint commissioning with local authorities in north east London which reflects shared aims, outcomes and
focus and which are key to maintain as we work through our transition to the ICB Model Blueprint and our role as strategic commissioner.

 As part of developing our strategic commissioning intentions, we agreed to draft some joint strategic commissioning intentions which reflect
our shared priorities and areas of focus across local government and health. Working through two workshops, one focusing on children with
Directors of Children’s Services (DCSs) and one on adults with Directors of Adult Social Services (DASSs) we have drawn up a set of joint
strategic commissioning intentions, which are part of our whole suite of intentions.

Cross-cutting themes

« We identified carers as a cross-cutting theme for the whole population. Carers provide significant levels of support to their loved ones as well
as to the system — but their health and care needs may be neglected in the process, leading to poorer outcomes for them and potentially the
breakdown in caring arrangements. Adopting an all age (incorporating young carers for example) and consistent approach across north east
London would support carers and support delivery across the system.

« We also identified closer working between public health commissioning and each of adults and children’s commissioning, as well as in the
round adopting an all age, preventative, proactive and household/family approach as a core theme for future commissioning arrangements,
recognising public health’s role in strategic needs assessment and insights, in activating wider determinants of health and in direct
commissioning.

 Finally, we identified integrated neighbourhood working as a key enabler to delivering our shared strategic commissioning intentions — working
together with our local communities, with a wide range of partners and with users of our services to work more proactively, preventatively and
closer to home.



Joint Strategic Commissioning Intentions

Joint Strategic Commissioning Intentions — babies, children and young people

We will work collaboratively with children, young people, their parents/carers and system partners to co-design innovative person-centred approaches
that reduce unwarranted variation and inequality in health, education and care outcomes, improve access and experience, enabling every child and
young person to have the best start in life, achieve and thrive and increasing the resilience of families and placements.

Goals Goals

We will continue to work
collaboratively with children,
young people, parent
carers, health, education
and care partners, to co-
design and deliver inclusive
SEND pathways at universal,
targeted and specialist
levels, improving access,
experience and outcomes
for children and young
people aged 0-25 and their
families.

We will strengthen evidence-
based, whole-system and
integrated neighbourhood
approaches across health,
early years, education,
social care, VCFSE
organisations to support
early intervention,
prevention, family support
and child development,
ensuring children are
healthy, emotionally resilient
and ready to learn.

Goals

We will strengthen
integrated, multi-agency
solutions (including
accommodation) for children
and young people with
complex medical, social and
emotional needs,
strengthening early support,
crisis response, and
continuity of care to prevent
placement breakdown and
avoid unnecessary
escalation.

Goals

We will strengthen
integrated
neurodevelopmental and
mental health pathways, that
embeds the Thrive model, to
provide timely assessment,
intervention and support for
children, young people and
families across health,
education and community
settings.

Goals

We will strengthen,
personalised pathways and
processes for children and
young people with complex
medical, education and care
needs, improving care
planning, transitions, and
joint funding arrangements
across health, local
authorities and partners,
including individualised,
specialist care and
community-based support.

Underpinned by population health management approach and NEL outcome and equity framework

These will be led by the Strategic Commissioning Group for Children and Young People, with alignment to the Mental Health Learning Disability and

Autism, and Proactive Care Strategic Commissioning Groups.

These joint commissioning intentions are underpinned by shared system leadership across health, local authorities, public health, social care, education, Voluntary
Community, Faith and Social Enterprise (VCFSE) organisations and local communities, based on trust, shared learning, co-production, collaboration and with a

joint accountability for outcomes.
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Joint Strategic Commissioning Intentions

Joint Strategic Commissioning Intentions - Adults and their families/households

Responding collaboratively and proactively to the needs of adults can play a huge role in delivering improved health and wellbeing
outcomes, supporting people to stay well at home and live independently and improving quality of life, underlining the importance of
neighbourhoods and community.

As a system, we have agreed to focus on the following strategic commissioning intentions:

» Children (and their families) with complex needs as they enter adulthood — to ensure a smooth transition and appropriate health
and care support

« Working age adults — to recognise earlier the impact of long term conditions, of learning disability and neuro-diversity and of mental
illness and to support people to live as independently as possible with appropriate support

« Frail, older people — to strengthen our intermediate care, reablement and enablement models with a focus on community based
and hospital access, recovery and independence

* Vulnerable adults with complex needs requiring joint funding arrangements — to ensure our shared infrastructure for funding and
after care is effective and efficient and makes best use of our resources
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Introduction

We have a strong history of working in partnership across our system, with partners
committed to our shared overall purpose and priorities. This Strategic Commissioning
Framework sets out what we will do as strategic commissioners working
collaboratively in an integrated care system to support the changes in access,
experience and outcomes local people have articulated in the Big Conversation.

This approach has evolved from our Strategic Commissioning Framework approved by
the ICB board in March 2025.




Strategic Commissioning Cycle — these commissioning intentions form part of the overall
commissioning cycle we are using to move to responding to our local needs to ensuring effectiveness
of delivery

What this means for us in NEL
1. Understanding local context

As an ICB we are evolving as strategic commissioners.

4. Evaluating impact Assessing population needs
For this Strategic Commissioning Planning process we Day-to-day oversight of now and in the future,
have: healthcare usage, user identifying underserved
' feedback and communities and assessing
« Developed a ‘Data and Evidence Pack’ that sets out the evaluation to ensure quality, performance and

optimal, value-based productivity of existing provision
resource use and

improved outcomes

population needs. This will be refined further in line with
the Strategic Commissioning Framework

2. Developing long-term
population health strategy

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

« Co-created an ICP System Strategy taking a population
health approach, with an Outcomes and Equity

Framework setting out our priorities 3. Delivering the strategy

. . th h functi
We will use these key documents, together with our &;: t:gsot::z:ra":m:;nns

Strategic Commissioning Plan, to: Oversight and essurance of

what is purchased and
whether it delivers
outcomes required

* Inform our resource allocation, and to move towards an
outcomes-based commissioning approach

 Embed evaluation and impact assessments to ensure
the outcomes of our population continues to improve




Strategic commissioning principles: developed to support us to be clear what local people can expect of us
and what we expect of them and ensure information is easily accessible to all our residents

Our commissioning is clinically led, meaning:

+ Services are designed with insight of how they are delivered Our commissioning will be driven by our local residents and we will:
» Clinicians are involved in all stages of the commissioning cycle * Use our resident led success measures to guide the commissioning
+ Diverse perspectives are considered, reflecting the diversity of decisions

patient needs and the expertise within our healthcare system. «  Ensure that participation is steered by residents and community

*  Work with our communities and partners to coproduce solutions to address
population health needs

C\'mica”y Ied

Strategic commissioning must ensure the care delivers quality and
value by:

»  Clearly setting expectations around safety, effectiveness and
patient experience

* Addressing health inequalities and promotes equity in outcomes,
access and experience

»  Prioritising interventions with demonstrable impact and value.
*  Monitored and overseen in dialogue with providers.

Strategic commissioning must balance ambition with financial realism:

*  We allocate resources in line with population health needs

*  Aligning commissioning plans with the Medium-Term Financial Strategy
* Making best use of contracts and reducing duplication

Promote productivity and demand management.

A shift from reactive to proactive care is central. This involves:

+ Commissioning services that prevent illness and promote wellbeing

» lIdentifying needs and issues early and seeking to address the
causes of ill health

+ Embedding prevention into all commissioning plans, including
mental health, urgent care, and long-term conditions.

Commissioning decisions should be grounded in population health data
and insights, with a clear focus on reducing health inequalities by:

» Using data to identify and address disparities in access, outcomes,
and experience

+ Embedding health equity impact assessments into commissioning
cycles

Commissioning should support the digital transformation of care:
* Prioritising investment in underserved communities and conditions 9 PP 9

» Investing in innovative digital tools that enhance access,
coordination, and outcomes and makes our staff more efficient

*  Using real-time data to inform commissioning decisions Key:
«  Supporting digital inclusion to avoid widening inequalities.

+ Ensuring commissioning groups reflect local needs and assets.

s©
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Commissioning should enable integrated delivery models, in the most
appropriate setting:

» Aligning services across health, social care, and voluntary sectors
»  Supporting neighbourhood teams to co-design and deliver care

»  Supporting community-based models that reduce reliance on acute

Commissioning:
«  Brings together local people, service users, practitioners and clinicians to ' e o e e
. . . . etling ou e principles
improve services, equalising power to change. Our approach to research and R e e
innovation will follow the same principle i commissioniig

care
- Building the resilience of our communities, developing and driving «  Builds trust, conpectivity, and have resident led priorities and collaboration at
resources to support communities. the heart of our improvement and research agendas Sefting out the pri

on how we comml

«  Jointly with local authority partners, with other ICBs and across London where senvice
joint commissioning drives improved outcomes and efficiency

«  Clear, inclusive, and robust, with decisions based on evidence.

Setting out the principle
that all our commissioning
is clinical led

These principles are supported by all the enablers; workforce, physical infrastructure, contracts, etc. Details
outlined within our strategic commissioningcycle. e



Transformation approach

Our transformation approach is built around strategic commissioning focused on improving outcomes and delivery through quality improvement,
all in a collaborative, strengths based environment with communities at its heart. Transformation activities occur across our system, within and
between organisations, to enable connectivity horizontally and vertically. We will continue to work as a system to design and deliver services with
our residents to ensure the outcomes for our population continue to improve.

We have established our commissioning groups to take a whole population, all age approach and to coordinate, review and deliver change
across pathways and within services and to enable improved outcomes for our residents, to maximise value for patients and taxpayers and to
deliver the three shifts within the 10YHP. These commissioning groups cover the full span of our strategic commissioning responsibilities,
encompass the three policy shifts and respond to local needs and outcomes.

Understanding local context: The development of our

Evaluating impact: We will evaluate and review nderstanding local conyg, Integrated Needs Assessment, along with exploring
current services and new initiatives to ensure areas of research and innovation including clinical trials,
transformation delivers value, achieves the will provide insight into health inequalities or variance in
outcomes intended and improves quality. This will service outcomes. Supported by best practice and
include the use of benchmarking, productivity evidence it will identify opportunities for transformation
data and the experience of the population and our and inform recommendations.

staff to assess services and to inform future
decisions and transformation needs.

Transformation: A

planned process that sets
out a high aspiration to
make a dramatic change to

how care is delivered.

Developing long-term population health strategy: The
delivery of our ICP system strategy will be facilitated and
fostered through our commissioning groups and
improvement networks, who will reduce health inequalities
as part of an embedded approach to delivery of
commissioning activities across partners. Whilst each of
the commissioning groups will have their own
commissioning intentions and plans, they will together
deliver our priorities within the strategy and the three shifts
within the 10YHP. This will be tested and added to
through engagement with our local people.

Outcome: The emergence of an
entirely new state prompted by a
shift in what is considered possible
or necessary which results in a
profoundly different structure,
culture, or level of performance.

Delivering the strategy through payment
functions and resources allocation: Our
transformation fund will provide focused
resources for transformation within the
system, ensuring our wider commissioning
activity increasingly aligns to the three shifts
and supports the implementation of new care
models.
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Whole organisation approach to commissioning for equity

Our strategic commissioning plan recognises that population health and health equity are not separate initiatives but the foundational principles that shape our commissioning and the
services that are designed and delivered in NEL. By adopting a whole-organisation approach, we aim to systematically remove barriers to access and proactively address the specific
needs of our most vulnerable populations. Our approach to addressing inequalities in access and pathways are set out below.

Examples of targeted commissioning intentions

Commission pathway improvement for services which have impact on specific
populations (Age — Thrombectomy, BME — Sickle Cell, BCYP — Neonatal)

Commission services which acknowledge that people from BME backgrounds and
from areas of higher deprivation are overrepresented in SMI services, Section 117
Aftercare

Redesign perinatal mental health, women’s health and neonatal services that
addresses population growth and inequities in access, particularly in high-deprivation
boroughs

Maternity and Neonatal Voices Partnerships to include voices from seldom heard
groups, including migrants, deprived populations, and those facing digital exclusion

Ensure equitable maternity digital records and to pelvic health services across
boroughs with targeted outreach of maternity services to underserved populations

Further development will see the completion of a Long Term Conditions core offer
which seeks to provide equitable services across NEL

Ways we will work as a system

Utilising the expertise and capability of the VCFSE sector is an important factor,
particularly in relation to Care Closer To Home, Prevention and Long Term Condition
management

Workforce initiatives to consider local recruitment needs, focussed on specific roles

Utilising population management approaches to reduce variation while maintaining
focus on outcomes-based offers that meet needs of each place and neighbourhood

Improvements designed to reduce health inequalities targeting deprived or
underserved and high-need cohorts to ensure equitable access / experience

Consideration of geographic equity of access and socioeconomic factors
Work with partners to support health literacy for all populations

Integration Neighbourhood services to create opportunity, not displacement or the
reinforcement of existing inequalities.

Taking a systematic organisational approach: We are embedding population health approaches in strategic commissioning to systematically identify and address health
inequalities through better understanding of root causes and targeted resource allocation. We do this by:

Understanding the context: developing comprehensive, data-driven understanding of our local population integrating clinical, demographic, and social data with lived experience to

identify unmet need, health disparities, and service gaps.

Developing the long-term population health strategy: co-designing our strategic plans with partners and communities with the aim of setting out a clear vision and priority

outcomes for improving health and reducing inequalities.

Delivering through payor function and resource allocation: strategically allocating resources and using flexible contracting models that incentivise outcomes, quality, and

prevention.

Evaluating impact: evaluating impact by monitoring quantitative metrics alongside qualitative insight, tracking performance against health equity indicators, and using insights to

adapt commissioning decisions.




Whole organisation approach to public engagement and co-production

We are committed to a model of strategic commissioning where the voices of our residents, patients, and partners are the primary drivers of service transformation. By embedding
meaningful engagement and co-production into every stage of the commissioning cycle, we ensure that our decisions are transparent, reflect lived experience, and directly address
the health inequalities within our communities.

Understanding Context:
draw on community insight
system, patient surveys,
complaints and Healthwatch
data to build linked
intelligence function,
supporting identification of

service needs and gaps

Evaluating Impact: Establish
feedback loops with Lived
Experience Groups and
MNVPs to monitor how
changes affect care planning
and to stay accountable for
how input shapes final
decisions

Developing Strategy: Co-
designing 5-year plans
through dedicated patient
engagement events and
ongoing collaboration with
VCFSE partners

Delivering the strategy:
Ensure co-production and
resident feedback informs the
commissioning intentions and
the allocation of resources

J

Examples of engagement channels which will support the ongoing development and delivery of the commissioning intentions within this plan

» Lived Experience Groups & Specialist Societies: Specialised engagement through the Maternity and Neonatal Voices Partnership (MNVP), the Sickle Cell Society, and
dedicated Lived Experience forums.

+ VCFSE & Healthwatch Collaboration: Leveraging the expertise of the Voluntary, Community, Faith, and Social Enterprise sector to design services for long-term conditions and
marginalised groups.

+ Clinical and Professional Leadership: Formal consultation and alignment with Local Medical Committees (LMCs) Directors of Adult Social Services and Directors of Children's
Services.

» Direct Patient Outreach: Hosting dedicated engagement events for specific pathway optimisations (e.g. MSK and Primary Care) to capture real-time feedback.
* Place-Based Partnerships: Utilising local partnership boards and at place to ensure commissioning is sensitive to the specific needs of individual neighbourhoods and boroughs.



Service delivery landscape: development and shaping

Delivering the improvements in access, experience and outcomes we are seeking, whilst addressing the three strategic shifts, requires us to work with a
wide range of providers in a diverse delivery landscape. Our view therefore includes the broad span of NHS providers including general practice, pharmacy,
dentistry, optometry, Trusts delivering community health, acute and mental health services as well as the independent health sector, social care and
education providers, local government and the voluntary, community, faith and social enterprise sector (VCFSE).

With the three shifts and a continued focus on working collaboratively, we believe all providers across the system need to work differently. We will continue
embedding integration through for example integrated neighbourhood working and our delivery approach will flex and respond to different incentives and

levers, in line with the 10 Year Health Plan.
People are bv far the biagest asset in our locall Provider overview: NEL is currently made up of eight local authority areas, 32 neighbourhoods, 48
P - y . g_g A y primary care networks (PCNs), 5 NHS Trusts, at least 5,534 VCFSE organisations, and a great number of
commissioned organlsat_lons —we are committed to social care and educational providers
working across our service delivery landscape to develop
and commission innovative and integrated workforce
Population: Major Hospitals: Population: Major Hospitals:
mOde|S . 276,000 Whipps Cross 300,600 King George
. ) Hospital
i i i . GP Practices: 39 Nelghbourhoods:‘\ )
We are commissioning at d_|fferent levels a_nd scalfa B g GF Practices:38 |\ rhoods:4
and recognise the role of different sectors in meeting PCNs: 6
need, from_a small VCFSE organisation to a nursing
home provider to a large NHS Trust. Population: Major Hospitals: o - : : :
277,000 Homerton Hospital Hackney e Population: Maijor Hospitals:
o 250,500 Queen’s Hospital
. . . St Bartholomew’s
We have a rich and dynamic VCFSE sector with GP Practices:37 1 oods: GP Practices: 40
. . . . i Neighbourhoods:
remarkable diversity and community reach, and will PCNs: 8 ¢ PCNs: 5 5
continue to work together to address persistent
inequalities across our boroughs. PO bt cai—
. . 296,300 Royal London Population: Major Hospitals ;ggl;lgct)ion: _|_|)_mlet'or ——
We are seeking to move to more sustainable resource GP Practices:30 Neighbourhoods: 338,600 Newham Universty :
allocation which gives providers a measure of certainty PCNs: 7 e R
over time whilst continuing to maintain a focus on PCNs: 9 4 e !
improvements for the people of north east London.




Contracting supporting our strategic commissioning plan

» Contracting is an integral part of our commissioning approach, enabling us to enact our ambitions and service level proposals
whilst working across our diverse service delivery landscape.

» We are working collaboratively with providers and have reinstated a number of contracting forums ensuring they link effectively to
strategic commissioning and enable us to make best use of new contracting models and payer mechanisms. These provide an
important forum for ongoing dialogue about changes, challenges and opportunities. This will continue to evolve as we deliver this
commissioning plan.

» Contracting mechanisms and levers support commissioners to enable integration, improved outcomes and action on health
inequalities, quality, safety and performance while contributing to financial sustainability. As these contracting mechanisms evolve
and develop, we will take account of any changes in national, regional or local policies.




Our quality approach

Quality in healthcare is vital to ensuring that we deliver services which are safe and provide clinical outcomes which improve the lives of our
residents. As an organisation we need to focus on designing and delivering for improved quality, which can be defined as improved
experience, safety and outcomes as well as equity of access.

We need to make sure that we deliver continuous improvements within experience, safety and outcomes for residents and staff. Our approach
would cover the following four pillars when reviewing the quality of our services and their outcomes:

+ Planning — Establishing what high quality care looks like and what is needed to achieve it
« Control — Ongoing monitoring of services to assess performance —
« Improvement — Systematic approach to improving services oo LT SR
+ Assurance — Ensuring that services meet established quality standards

We need to agree a shared view of our quality as we work together to assure continuous Qv
. . . . uall
improvement in the quality of health and care services across our system. ¢

Planning

Quality in healthcare is care that is effective, safe and provide as
positive an experience as possible.

Assurance
aoueInsSsy

Continuous improvement in services for preventing, diagnosing, and treating illness, as well
as protecting public health, will help ensure residents receive better care and outcomes. This Quality Quality
. . . . . o . . . Improvement Control
improvement in quality will be evident through quantifiable improvements in experience,

safety and outcomes and plays a key role in us working within a learning system.

S
SoUsliadxa Josn 8ON°

6\’6‘“ experience

Quality is fundamental to all aspects of improving the quality and outcomes of our services
and should be paramount to our drive for transformation and improvement. Aligning our approaches

to quality means we need to embed quality within our planning, control and improvement approaches
across all partners to deliver the necessary outcomes for our residents.

Outcomes

Assurance




Approach to risk management

The ICB is committed to commissioning high quality, cost-efficient, sustainable and
effective healthcare services for its population and meeting its organisational
objectives. Assessed or

reassessed &

scored

Risks should be identified, assessed, understood and controlled at the appropriate
organisational level based on the objectives to which they relate.

Risk
mitigations

There will be an ongoing need to review the risks and mitigations in line with the ICB risk enacted Risk Management

. . . . . Cycle
management policy and follow the escalation process outlined with the risk management cycle. Reported to
Programme

Governance

As we move to a new operating model based around strategic commissioning portfolios, we will also

move to organising risks on this basis, rather than the current programme management structure. Escalated to
This will ensure we have oversight of risks related to each strategic commissioning group. required Escalated to

Commissioning Group
if required

Corporate Risk Process
* On a bi-monthly basis, the governance team will request an update from risk champions. Depending on the scores of each risk, they
may require escalation to the audit and risk committee, executive management team or ICB Board.

+ If the risk is scored 12 or higher, it will need to be included
on the ICB corporate risk register (CRR) which will be
shared with the audit and risk committee and executive Risk no longer relevant
management team.
on the CRR and considered for inclusion on the Board
Assurance Framework (BAF). The NEL ICB executive

management team will review the risks scored 15+ and If scored 15+ to be considered for BAF by EMT Mitigations in place which lower risk score

decide whether they are to be included in the BAF.

+ If the risk is scored 15 or higher, it will need to be included




Enablers supporting the commissioning framework




Digital, data and technology

Ensuring the enablers for our plan are considered and embedded within our commissioning activities will be crucial to delivery. Digital technology
will not only move services from analogue to digital but will also be essential to the other shifts and overall system delivery.

Our digital delivery plan looks to focus our
priorities within the following key areas:

« Patient leadership - giving patients the tools
to manage their own health, especially for
routine interactions such as prescriptions and
appointment management.

« Pathway redesign - find new solutions and
co-design digitally enabled pathways with
staff from across the system

« Clinical integration - improving the clinical
experience of delivering care, and enable
staff to spend more time on what matters

« Single system - enabling the best possible
care to our local people in an integrated way

« Data innovation — the use of data, especially
to inform decisions based on the needs of our
population

Staff training and facilitation is key to deliver this
change; this requires primary care facilitators
focussing on the use of IT systems and cloud-
based telephony, as well as supporting teams to
use data and ensuring practice systems

are usable.

How the digital technology will work for the NEL system

Patient Access — gives residents the ability to view their records and interact digitally with health
and care providers. This is and will be provided through expanding use of the NHSApp, Online
and Video consultation tools, online registration and the patient held record system. Patients can
manage some GP appointments and will be able to manage acute OP appointments via the
NHSApp

Population Health / Analytics Research & Al — utilises a variety of data sources to build a
picture of care needs at various levels, primarily identifying specific cohorts of patients requiring
intervention but also providing overviews at population level, allowing providers to alter service
provision. This is currently provided via the Discovery Data Service with additional data sets and
capacity planning systems such as Edenbridge Apex

Shared Records — is the mechanism for ensuring that clinicians and other care professionals (in
Social Care departments, Trusts, General Practice, Care Homes, Hospices, Community
Pharmacists and other care settings) have as full a picture as possible to allow them to provide
the most appropriate care to individual patients / residents. This is primarily provided through the
east London Patient Record (eLPR) and the related London Care Record (LCR)

Infrastructure / Core systems - is the fundamental basis for all digital activity; the foundational
work done at each provider that allows them to operate effectively and puts them on a sure
footing to be able to contribute to and receive data from systems external to themselves. These
systems include end user devices, electronic patient record systems, network capacity, cyber
security, etc., in all care settings. More work is needed to bring these systems together.
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Our NHS estate underpins service delivery and commissioning priorities across the system

1. Role of the Estate in Delivering the ICB Vision
Flexible, accessible facilities support place-based care, multidisciplinary working, and care closer to home, enabling a shift from acute to community settings and
integration with social care and VCSE partners. Targeted investment helps reduce health inequalities.

2. Current Estate Baseline
The estate varies in age, condition, and suitability, with some buildings facing maintenance, compliance, or capacity challenges. Understanding these variations informs
commissioning and investment decisions.

3. Fit-for-Purpose and Service Transformation
Our estate will evolve to support new care models, flexible working, diagnostics, and digital care, enabling activity to move safely from hospitals into community settings.

4. Place-Based and Integrated Estates
Co-located and shared hubs with local authorities, social care, and VCSE partners support joined-up care, prevention, early intervention, and ICS-wide planning rather
than organisational silos.

5. Health Inequalities and Access
Facilities will be prioritised to meet the needs of underserved communities, improve accessibility, and ensure culturally appropriate, inclusive care.

6. Sustainability and Net Zero
Estate decisions support NHS Net Zero through energy efficiency, modernisation, sustainable design, and consideration of travel and access.

7. Capital Priorities and Investment Principles
High-level capital priorities align with commissioning goals, guided by value for money, adaptability, and collaboration, with national programmes used where appropriate.
Detailed schemes are in the estates strategy and capital plans.

8. Risks and Dependencies
Service transformation depends on estate availability, capacity, capital funding, workforce, digital readiness, and planning approvals.

9. Governance and Delivery Approach
System-wide governance ensures alignment across the ICB, providers, and partners, coordinating priorities while linking to provider-led strategies for coherent, integrated
estate planning.




Workforce

Our workforce is not only essential for the delivery of our frontline care but also to provide the leadership and management of strategic
commissioning and planning. The four key workforce priorities are outlined below.

Ensure that workforce plans triangulate with
finance and activity supporting the development
of a diverse workforce across the health and
social care system

Support recruitment from local communities,
including where applicable those who are
unemployed or economically inactive and those
who are graduates from training programmes,
plus achieving reductions in international
recruitment

Respond to the Management and Leadership
Framework by applying its standards and
competencies for clinical and non-clinical

leaders, and build these into recruitment and

appraisal processes.

Work with partners to support integrated
neighbourhood teams by using population health
and workforce data to identify priority areas and

develop new roles that meet service needs.

Review current providers and commissioning plans to shape strategies that support the three shifts in the 10-year plan.
Start by sharing good practice and expanding existing work so the workforce can deliver care in the right place at the
right time. Work with partners to identify the roles and skills needed to shift care from acute to community settings,
move from analogue to digital, and focus more on prevention. Collaborate with NEL education providers to make sure
training programmes reflect these needs. Support staff affected by service changes by exploring retraining and
redeployment options.

We will continue working with partners—including local authorities, regional bodies, providers, Job Centre Plus and the
voluntary sector—to create clear routes into employment, aligned with opportunities from NHSE, DWP and the GLA.
We will use learning from current pilots to improve pathways and create jobs through our anchor institutions. We will
link workforce planning to clinical pathways to better inform commissioning. Working with the London region and local
universities, we will plan future clinical workforce supply and reduce reliance on international recruitment. We will also

support providers by sharing good practice on using Al to streamline recruitment processes.

This is a provider responsibility, and our scope will be to commission services with this requirement included to develop
requirements to deliver the management and leadership framework for staff in commissioned services and ensuring
transformation in recruitment and appraisal practices.

To provide frameworks and inform at scale discussions with education providers, the GLA and regional NHSE team to

identify interventions to grow existing roles and identify new roles and skills to develop staff integrated neighbourhood

teams and to inform training programmes and modules for new trainees. To share and evaluate learning from existing
neighbourhood and good practice to shape interventions at a once for NEL.




Strategic Commissioning: Workforce development and integration

Our commissioning approach treats the workforce as a critical enabler of system transformation. We are moving beyond traditional staffing models toward an integrated, skills-based
MDT approach that maximises existing capacity, supports staff wellbeing, and proactively addresses sustainability risks through phased delivery and system-wide collaboration.

How Commissioning can transform Workforce models & role innovation

1. Shift to Multi-Disciplinary Teams (MDT): Moving away from siloed maternity-
specific staffing toward integrated MDT models, including Holistic Women’s Health
and community-based MDT teams for Sickle Cell (pharmacists, transition nursing,
and advocacy).

2. Establishment of Integrated Neighbourhood Teams: Using workforce as a key
enabler for neighbourhood working by optimising skills mix, employment vehicles,
and clear career pathways.

3. New Service Model Alignment: Mapping workforce shifts to support new clinical
models such as Single Point of Access (SPA), Integrated Care Centres (ICC), and
updated criteria for community beds.

4. Specialist Pathway Optimisation: Recruiting to national standards (e.g. BAPM for
Neonatal, BATA for Pelvic Health) and developing specific roles for Perinatal Pelvic
Health Services (PPHS).

5. Hospital to Community Transition: Reducing pressure on secondary care by
shifting from hospital-based roles to MDT skills-based roles in planned care and
diagnostic support teams.

How commissioning can drive Workforce sustainability, capacity, and risk
mitigation

1. Strategic Demand & Capacity Planning: Implementing workforce strategies
developed through system-wide north east London modelling, particularly for
Perinatal Mental Health and Specialized Commissioning in 2026/27.

2. Addressing Critical Shortages: Proactively managing specific workforce gaps in
Audiology, Radiology, Nuclear Medicine (PET-CT), and Physiotherapy through
targeted recruitment and phased delivery.

3. Primary Care & PCN Resilience: Mitigating GP capacity risks and opt-outs by
utilising Primary Care Networks (PCNs) to redistribute workload and support
provider development.

4. Retention and Wellbeing: Prioritising workforce wellbeing and development as a
core commissioning intent for Urgent and Emergency Care (UEC) to ensure clinical
safety and quality.

5. Commissioning Safeguards: Utilising cost-and-volume contracts and "Right to
Choose" (RtC) to manage Mental Health Trust capacity risks, while identifying
workforce impacts early in the redesign of UEC and Specialised services.
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Updates to BAF between First and Second Submission

New Statements — four new statements have been added to the Board Assurance for the Final Submission; this
increases the number of Statements from 16 to 20

« 17. The board can confirm in the development of plans associated with the transition to a merged organisation, all
constituent parts have been actively engaged and involved in the planning process

« 18. The board can confirm plans have been developed in line with the ambition to move care from hospital to
community and this shift is evident in plan returns and the strategic commissioning plan

* 19. The board can confirm that the ICB has worked with providers to ensure that their plans are fully aligned
« 20. The board can confirm that the five year strategic commissioning plan is fully aligned with the numerical returns

« There was an indication in the previous guidance that new Statements may be added. The updated guidance
confirming these additional was released on 20t January.

Other changes:
« All other questions remain broadly the same although some questions have changed from present to past tense
* e.qg.

« First Submission = “..is playing an active role..’
« Second Submission = “.has played an active role..’

Statement development and submission:
« The updated statements are required as part of the submission due on 12t February.
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Process Overview

+ Board assurance statements have been created covering the key expectations and role of board outlined in the planning framework
for the NHS in England (the planning framework) and cover the following areas:

Foundational activities: acknowledgement and confirmation that the key planning actions outlined in the planning framework as part of
Phase 1 have been conducted and reviewed.

Governance and leadership: confirmation that appropriate decision-making structures are in place as well as key input and
sponsorship at a senior and clinical level.

Plan development: to provide assurance that plans have been developed in line with the standards outlined in the planning framework
and the Medium Term Planning Framework — delivering change together 2026/27 to 2028/29 (MTPF), have been co-produced, are
evidence based and align with national ambitions.

+ Additional set of statements covering some specific areas of assurance:

Productivity: confirmation that all opportunities for productivity have been considered and are reflected in plans.
Risk: confirmation that risk management is embedded throughout plan development with a specific emphasis on financial risk.

NHS standard contract & commissioning: early assurance that processes are in place to enable contacts to be agreed and signed off
in line with the national timetable and considerations are in place in terms of commissioning and plan alignment.

Workforce: confirm the impact of the 10 Year Health Plan on the workforce is being considered in the development of plans.

Board approval

The boards of ICBs and providers are held accountable for the development and delivery of their plans and have a responsibility to be
assured in terms of the deliverability, credibility and affordability of the plans that are agreed.

There is a requirement that organisation boards are involved in the development of the responses to the board assurance statements
and the Chief Executive and Chair of the ICB provide the final sign off against the board assurance positions and supporting commentary
prior to submission.
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Board Assurance Scoring

Maturity assessment descriptors

« The guidance states that the level of board assurance should focus on the maturity of your organisation indicating that despite the plan outcome

you are assured that everything has been considered and put in place to get to the best possible plan position.

Board assurance statements

As in the first submission, ICB boards are asked to review statements and apply a maturity assessment score using the descriptors below.

Supporting commentary is mandated against a maturity response of 2-4 (where the action is not yet embedded) including a brief description of
any exceptions that you want to note.

Commentary cells are limited to 500 characters / approx. 80 words.

1. Embedded

[Full Assurance]

The action is fully integrated into
normal operations. It is
standardised, sustainable, and
reinforced by policy, leadership,
systems, and culture. Continuous
improvement is an established
norm, and outcomes are
consistently positive.

2. Maturing

The action is becoming routine.
There are documented processes,
growing staff awareness, and
increasing consistency across
teams. Evaluation and
improvement mechanisms may be
in place but are not yet fully
optimised.

3. Developing

Steps have been taken to
introduce and implement this
action. There may be informal
processes, or isolated examples of
good practice, but they lack
consistency, coordination, or broad
awareness.

4. Not Embedded
[No Assurance]

There is little to no evidence that
this action has started. If it has, it's
ad hoc, inconsistent, or heavily
reliant on individuals rather than
being supported by systems or
structures.
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Board Assurance Scoring Summary - 1

Category / Area

Maturity

Change to

Maturity

Ref Statement (First Submission) Assessment Statement (Full Submission) Assessment
for Assurance . Statement
(First) (Full)
Foundational | The board has reviewed the outputs from the foundational work The board has reviewed the outputs from the foundational work undertaken as part of 1 (embedded)
1 o . 1 (embedded) [ No Change -
activities undertaken as part of phase one of planning. phase one of planning.
Governance and | The board can confirm strong clinical leadership is involved in the . The board can confirm strong clinical leadership has been involved in the development of | 2 (maturing)
2 . 2 (maturing) Updated
leadership development of plans. plans.
Governance and The board can confirm processes are in place to take into con sideration . The board can confirm that the plans reflect the consideration of population needs, 2 (maturing)
3 . the assessment of population needs, underserved communities and 2 (maturing) Updated o . o
leadership . s . underserved communities and inequalities.
inequalities when developing plans
Governance and Robust quality and equality impact as§essments (QEIA) are ynderway or . Robust quality and equality impact assessments (QEIA) have been undertaken and 3 (developing)
4 . are planned to be undertaken and reviewed by the Board to inform 2 (maturing) Updated : . . B
leadership o reviewed by the board to inform the sign off of the organisation’s plan.
development of the organisation’s plan.
. . . . . s _— The board has played an active role in setting direction, reviewing drafts and 1 (embedded)
Governance and | The board is playing an active role in setting direction, reviewing drafts, . . . . . . .
5 . . . . . , 1 (embedded) | Updated constructively challenging assumptions— rather than simply endorsing the final version
leadership and constructively challenging assumptions during the plan's development. of the plan
The board is confident that there is a data-driven and clinically-led The board is confident that there is a data-driven and clinically-led continuous 3 (developing)
Governance and . ) . o . . . o . -
6 leadershi continuous improvement approach in place. The organisation has a 3 (developing) | No Change improvement approach in place. The organisation has a systematic approach to building
P systematic approach to building improvement capacity and capability. improvement capacity and capability.
Governance and The board can.conflrm the organisation has the appropriate 'stru.ctures t9 . The board can confirm the organisation has the appropriate structures to work 2 (maturing)
7 . work constructively across the system and that system working is effective. | 2 (maturing) No Change . L :
leadership constructively across the system and that system working is effective.
The board can confirm that the plan is evidence-based, robust and i . . . 2 (maturing)
8 Plan deliverable. The Board is content that the phasing of the plan across two 2 (maturing) No Change The board can confirm Fhat the plan is evidence-based, rqbust gnc_i deliverable. The board
development . g is content that the phasing of the plan across three years is realistic.
years is realistic.
The board can confirm that plans have been triangulated across finance, The board can confirm that plans have been triangulated across finance, workforce and 1 (embedded)
Plan . ) . . .
9 develooment workforce and performance, ensuring each element of the plan reinforces | 1 (embedded) | No Change performance, ensuring each element of the plan reinforces the others, making the plan
P the others, making the plan internally consistent. internally consistent.
10 | Productivity The board can guarantee that the organisation is fully considering and 2 (maturing) Updated The board can confirm that the organisation has fully considered and incorporated 3 (developing)
reflecting productivity opportunities in plans. This should include those productivity opportunities into plans, and that any phasing is credible and realistic. The
identified in national data packs as well as any local opportunities to board can provide justification where any identified opportunities cannot be fully
improve productivity. delivered during this planning round, especially in the context of decisions to
submit non-compliant financial or performance plans or plans that do not deliver
the 2% productivity improvement.
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Board Assurance Scoring Summary - 2

Maturity

Maturity

Ref e Statement (First Submission) Assessment R (O Statement (Full Submission) Assessment
for assurance - Statement
(First) (Full)
11 Risk The board can confirm that the organisation has a robust approach to risk | 2 (maturing) No Change | The board can confirm that the organisation has a robust approach to risk management 2 (maturing)
management in place including the ability to demonstrate a in place including the ability to demonstrate a comprehensive understanding of financial
comprehensive understanding of financial risk and an agreed approach to risk and an agreed approach to managing and mitigating risks in year.
managing and mitigating risks in year.
12 | Standard Contract | The board will ensure sufficient levels of activity are commissioned from 3 (developing) | Updated The board can confirm that the organisation has commissioned sufficient activity from 3 (developing)
& Commissioning | its providers to achieve the expected performance trajectories. its providers to meet expected performance trajectories.
13 | Standard Contract | The board can confirm work is underway to ensure contract values used | 3 (developing) | Updated The board can confirm that the organisation has engaged with its providers to 3 (developing)
& Commissioning | in planning submissions are aligned across (commissioner and provider) ensure contract values used in planning submissions are agreed across
activity and financial plans (commissioner and provider) activity and financial plans.
14 | Standard Contract | The board can confirm that there is an effective process in place to 2 (maturing) No Change | The board can confirm that there is an effective process in place to manage the sign-off 2 (maturing)
& Commissioning | manage the sign-off of contracts. of contracts.
15 | Standard Contract | The board can confirm that there is a timetable in place to ensure that the | 2 (maturing) No Change | The board can confirm that there is a timetable in place to ensure that the Board will be 2 (maturing)
& Commissioning | Board will be updated on the sign-off of contracts and any delays to updated on the sign-off of contracts and any delays to signing contracts will be
signing contracts will be reviewed by the Board. reviewed by the Board.
16 Workforce The board can confirm the impact of the 10 Year Health Plan on the 3 (developing) | Updated The board can confirm the impact of the 10 Year Health Plan on the workforce has 3 (developing)
workforce is being considered in the development of plans. This includes been considered in plans. This includes the impact of productivity gains and how staff
the impact of productivity gains and how staff are deployed including the are deployed including the three shifts - from hospital to community, from analogue to
three shifts - from hospital to community, from analogue to digital, from digital, from sickness to prevention.
sickness to prevention.
17 Governance and | n/a n/a New The board can confirm in the development of plans associated with the transition | 1 (embedded)
leadership to a merged organisation, all constituent parts have been actively engaged and
involved in the planning process.
18 | Plan development | n/a n/a New The board can confirm plans have been developed in line with the ambition to 1 (embedded)
move care from hospital to community and this shift is evident in plan returns
and the strategic commissioning plan.
19 | Plan development | n/a n/a New The board can confirm that the ICB has worked with providers to ensure that 2 (maturing)
their plans are fully aligned
20 | Plan development | n/a n/a New The board can confirm that the five year strategic commissioning plan is fully 2 (maturing)
aligned with the numerical returns.
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Board Assurance Statements with assurance

Ref

Statement (Full Submission)

Maturity
Assessment
1-4

Assurance

1 The board has reviewed the outputs from the 1 (embedded) Foundational planning outputs were shared with the ICB board meeting on the 27th November, draft planning products were
foundational work undertaken as part of phase one of shared with the extraordinary board on 15th December, and draft final submission planning products were shared on 29t
planning. January and 4t February.

2 The board can confirm strong clinical leadership has 2 (maturing) The ICB clinical leads that work with commissioning groups have been involved in the formation of the commissioning
been involved in the development of plans. intentions throughout the process. Clinical leadership in our system NHS providers are involved in the development of service

pathways though commissioning groups and the clinical advisory group. The ICB now has a combined ICB Chief Clinical and
Quality Commissioning Officer overseeing the work of clinical directors and clinical leads.

3 The board can confirm that the plans reflect the 2 (maturing) The ICB created a data and evidence pack for the end of phase 1 that summarised the data which makes up our assessment
consideration of population needs, underserved of population health needs. We are now developing a population health outcomes and equity framework to embed evidence-
communities and inequalities. based commissioning which together will inform the integrated needs assessment.

4 Robust quality and equality impact assessments (QEIA) | 3 (developing) | NEL has a clear system wide process for equality impact assessments to be signed off when any service change or
have been undertaken and reviewed by the board to decommissioning with system wide impact is planned. While board approval is part of the current process, further work is
inform the sign off of the organisation’s plan. needed to facilitate board to review of completed EQIAs for each commissioning intention that will have a material impact in

2026/27. The timing of the planning round activities mean that the submission happens before final EQIAs are signed off.

5 The board has played an active role in setting direction, [ 1 (embedded) | The Part 1 ICB Board meetings have informed the development of the refreshed system strategy, commissioning intentions
reviewing drafts and constructively challenging and planning submissions. The Part 2 ICB Board meetings are being used to review and approve the planning outputs,
assumptions — rather than simply endorsing the final including the Board Assurance Template, before submission.
version of the plan.

6 The board is confident that there is a data-driven and 3 (developing) | In the preparatory planning phase the ICB put together a data and evidence pack which facilitated data-driven decision
clinically-led continuous improvement approach in making. Whilst we have a learning action network approach to Ql, further work is required to consistently apply a continuous
place. The organisation has a systematic approach to improvement approach throughout the whole commissioning cycle. The progress of this work has been slowed by the ICB
building improvement capacity and capability. organisational change process which is a significant obstacle.

7 The board can confirm the organisation has the 2 (maturing) The ICB will be restructuring the organisation during the remainder of 2025/26 and first half of 2026/27 to ensure that the ICB
appropriate structures to work constructively across the is able to be an effective strategic commissioner for the north east London system. The ICB is reviewing its governance
system and that system working is effective. arrangements to ensure effective system working and is implementing strategic commissioning support for staff so that they

are able to fulfil their roles. 120




Board Assurance Statements with assurance

Ref

Statement (Full Submission)

Maturity
Assessment
1-4

Assurance

8 The board can confirm that the plan is evidence-based, robust and | 2 (maturing) While we are confident that the plan is evidence based and has clear phases we need to continue to work with the
deliverable. The board is content that the phasing of the plan system to confirm deliverability and continue to re-assess the deliverability throughout the year. We will continue to
across three years is realistic. update our assessments of the financial situation across the three year period.

9 The board can confirm that plans have been triangulated across 1 (embedded) | There has been good progress on triangulation of the ICB’s plan. Task and finish groups that have representation
finance, workforce and performance, ensuring each element of the from Trusts and the ICB have ensured effective triangulation on planning templates, and there has been a system
plan reinforces the others, making the plan internally consistent. group tasked with triangulating the 5 year narrative plan and system strategy. On all groups there was

representation at a senior level from all NEL NHS providers and the ICB.

10 The board can confirm that the organisation has fully 3 (developing) | We received the ICB productivity packs from NHSE in December and these have been fully considered, and the
considered and incorporated productivity opportunities into suggested opportunities taken into account,. As we developed our planning outputs, and triangulated these with
plans, and that any phasing is credible and realistic. The our providers, we have needed to pragmatically balance the recovery with the financial position and an assessment
board can provide justification where any identified of what it is practically possible to deliver in the planning round period, and we can justify where plans are non-
opportunities cannot be fully delivered during this planning compliant.
round, especially in the context of decisions to submit non-
compliant financial or performance plans or plans that do not
deliver the 2% productivity improvement.

11 The board can confirm that the organisation has a robust 2 (maturing) The ICB has a robust risk management approach in place including financial risk , the ICBs understanding of all
approach to risk management in place including the ability to risks and their mitigations including if financial and risks will be supported through further work on the Board
demonstrate a comprehensive understanding of financial risk and Assurance Framework. The mitigation of risk is also a key element of our Transition and Board Sub Committee
an agreed approach to managing and mitigating risks in year. discussions.

12 The board can confirm that the organisation has commissioned 3 (developing) | At the point of making the final submission the expected performance trajectory is not agreed with region. We have
sufficient activity from its providers to meet expected performance a plan to progress commissioning intentions towards contracts with providers, this is subject to negotiation
trajectories. happening in the remainer of Q4 of 2025/26. The national deadline for signing provider contracts is 315t March.

13 The board can confirm that the organisation has engaged with | 3 (developing) | At the point of the final submission our providers have agreed to the financial envelopes however the final contract
its providers to ensure contract values used in planning values are still subject to negotiation. We will endeavour to agree contract values that align to the planning
submissions are agreed across (commissioner and provider) submission, and we continue to work closely with our providers to ensure alignment of the submission, but we
activity and financial plans. cannot confirm contract values are agreed at this stage.

14 The board can confirm that there is an effective process in place to| 2 (maturing) The ICB Board delegates responsibility for overseeing the contract signing process to the Finance, Performance
manage the sign-off of contracts. and Investment Committee. FPIC monitors the contract sign off risks and reports to the board by exception.
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Board Assurance Statements with assurance

Ref

Statement (Full Submission)

Maturity

Assessment

1-4

Assurance

15 The board can confirm that there is a timetable in place 2 (maturing) Reports from the Finance, Performance and Investment Committee on contract sign off status come to the board by
to ensure that the Board will be updated on the sign-off exception. The FPIC is responsible for controlling and monitoring the contract signing timetable.
of contracts and any delays to signing contracts will be
reviewed by the Board.

16 | The board can confirm the impact of the 10 Year Health | 3 (developing) | Workforce has been considered in the development of the submission however there have not been in depth consideration of
Plan on the workforce has been considered in plans. issues like re-deployment of staff to community/neighbourhood or retraining in digital skills. We are mindful that the national
This includes the impact of productivity gains and how workforce plan is not expected to be released until the end of the planning round (spring 2026) so fuller assurance can not be
staff are deployed including the three shifts - from provided until this time.
hospital to community, from analogue to digital, from
sickness to prevention.

17 The board can confirm in the development of plans 1 (embedded) | North east London ICB is not merging with another ICB.
associated with the transition to a merged
organisation, all constituent parts have been
actively engaged and involved in the planning
process.

18 The board can confirm plans have been developed 1 (embedded) | The ambition to move care from Hospital to the Community is a fundamental theme of our system strategy and strategic
in line with the ambition to move care from hospital commissioning plan. We have developed, and continue to develop, plans to transform services across the five year planning
to community and this shift is evident in plan period.
returns and the strategic commissioning plan.

19 The board can confirm that the ICB has worked with | 2 (maturing) Our commissioning group structure and members means that out providers are part of the commissioning process and that
providers to ensure that their plans are fully aligned their input informs the way we develop our commissioning priorities. Alignment is an ongoing process and we are still in the

process of transitioning to becoming an effective strategic commissioning organisation.

20 The board can confirm that the five year strategic 2 (maturing) Our five year strategic commissioning plans set out our priorities and ambitions, we have aligned them to the three year
commissioning plan is fully aligned with the numerical returns.
numerical returns.
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Trust Board Assurance

The changes to the Trust Board Assurance mirror the changes to the ICB Statements
« Some assurance statements have changed from present to past tense

 Three new questions were added to the reporting requirement:

 New “17. The board can confirm that the organisation has worked with its ICB to ensure their
plans are fully aligned.”

« New “18. The board can confirm plans have been developed in line with the ambition to move
care from hospital to community and this shift is evident in plan returns and the integrated

delivery plan.”

 New “19. The board can confirm that the five year integrated delivery plan is fully aligned with
the numerical returns.”
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Executive summary

This paper provides an update to the Board on implementing
our strategic vision for integrated neighbourhood working
across north east London working with our Places and a
range of providers. Key updates include an update on a
system support offer for neighbourhoods including roll out
population health management support, early thinking on our
approach to widening the population focus to include mental
health and babies, children and young people and our
approach to embedding social welfare legal advice to address
health inequalities. Please note the national Neighbourhood
Framework guidance has yet to published at the time of
drafting this update.

Action / recommendation

The ICB Board is asked to:
¢ Note the progress in the programme to date
e Endorse the overall direction of travel

Previous reporting

Regular update report provided to the ICB Board.

Next steps/ onward reporting

Standing item on the Board agenda

Conflicts of interest

None known

Strategic fit

The ICS aims this report aligns with are:

o To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and
access

e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

The system vision for integrated neighbourhood working is
broad and encompasses how everyone in north east London
can live in a healthy neighbourhood within a thriving
community. The model is explicitly about community
development and capacity; using the neighbourhood footprint
to address health inequalities; networks of practitioners
working together through local relationships and awareness
of community; integrated teams operating in an integrated
service model (or team of teams) as well as about services
working together at a neighbourhood level with a direct
interface with acute and other services.
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Has an Equalities Impact

Equalities Impact Assessments will be undertaken as we

Assessment been carried out? | implement our neighbourhood team model

Impact on finance, performance

One of the four key goals for neighbourhood working is to

and quality support service sustainability of our services and wider
system.
Risks Risks are described in the report

1.1

1.2

1.3

21

1. Introduction

This paper sets out the areas of focus in delivering the strategic vision for integrated
neighbourhood working across north-east London. In March 2025, the ICB Board
approved the strategy, goals and approach to neighbourhood working for the system.
The board committed to a broad and ambitious vision: Everyone in north east London
lives in a neighbourhood which supports and actively contributes to their physical and
mental health and wellbeing. This is a significant strategic objective that defines a way of
working for and with local geographic communities to support improved health and
wellbeing across the life course. Neighbourhoods are a fundamental building block within
our system and through Place are the core way that many of our out of hospital services
will function in the future.

Given the importance of the work, we are reporting progress to each ICB Board meeting
and in December the Board received a paper providing an update on the commissioning
framework and primary care interface. This work is being taken forward through our
further development of the strategic commissioning plan and implementation of the
commissioning intentions described elsewhere on the Board agenda. This paper focuses
on updates on the system support offer, early thinking on the model of care for mental
health and babies, children and young people and proposals to pilot provision of social
welfare legal advice in neighbourhoods to address health inequalities.

At the time of drafting this report, national neighbourhood guidance has yet to be

published. The guidance is understood to include a set of aligned and significant strands

of development which we are keen to incorporate into our approach at the earliest

opportunity:

a) Model neighbourhood framework and planning framework, including more detail on
the Neighbourhood Health Plan expectations

b) Revised Better Care Fund guidance incorporating a transition to neighbourhood
arrangements

¢) Model system archetype and

d) Model neighbourhood health centre archetype.

2. System support offer

As reported at the last Board meeting a system support offer will support and maintain
progress locally. It draws on what we have seen in the national pilot (National
Neighbourhood Health Implementation Programme) and has been developed with places
to meet their specific needs. Taking a four-pronged approach, it consists of:
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2.2

23

24

2.5

a) Communities of practice to share learning and problem-solve, initially focusing
on population health management and integrated teams, supported by a
shared repository for best practice.

b) A comprehensive Population Health Management (PHM) offer that includes
training on the Optum tool and broader capability building at system, place and
team levels, with access extended to all partners including the Voluntary,
Community, Faith and Social Enterprise (VCFSE) sector.

c) Workforce and organisational development support using system-level tools
and resources that places can draw upon, building on existing frameworks like
East London NHS Foundation Trust (ELFT)'s Integrated Care Competency
Framework, with a dedicated system workforce and organisational
development lead being appointed to oversee this work and develop new
employment models.

d) Access to subject matter expertise in specific areas such as partnership
arrangements, payment mechanisms, community empowerment, and digital
innovation, rather than general coaching support.

The offer is underpinned by a recognition that culture, relationships and ways of working
are critical enablers of successful neighbourhood delivery, with organisational
development embedded across all four elements.

The PHM work launched in November and since then 97% of GP practices have signed
up to the data sharing agreement. To date, there are 270 users across ICB, primary care,
local authority, the VCFSE sector and the wider NHS, using the tool to explore linked
datasets and support PHM cycles. Early use has focused on cohort identification,
understanding population need and supporting pathway and neighbourhood development
discussions. The PHM information governance framework supports organisations
including the VCFSE to make requests to access aggregated anonymised data.

Alongside rollout of the Optum tool, a system-wide PHM support offer has been
established. This early adopter programme includes regular Pathfinder training, drop in
question-and-answer sessions, a PHM community of practice, shared resources and
guidance, and facilitated PHM cycles delivered by the PHM team and Optum and
supported by UCL Partners. The work operates at place level and is designed to build
practical capability and embed PHM approaches within neighbourhood teams over time.

Further onboarding, training, and iterative improvements to the platform and support offer
will continue through 2026, aligned with the development of neighbourhood teams and
emerging place priorities.

3. Developing our population health approach to neighbourhoods

Whilst we understand the national neighbourhood guidance will initially focus on
complexity in frail older adults, we are maintaining our focus on an all-age population wide
approach, including mental and physical health, babies, children and young people and
older adults. This approach recognises that complexity, rising need, and the benefit from
wraparound support are not age-specific, and need to build on community assets and
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initiatives through neighbourhood working. Children with multiple adverse experiences,
working-age adults with co-occurring mental and physical health conditions, and people
experiencing various levels of mental health distress all require the same integrated,
community-rooted response to navigate fragmented systems, coordinate care, and
prevent avoidable crisis escalation.

3.1 Developing our neighbourhood model of care for mental health

3.1.1 Early thinking regarding the integration of mental health within neighbourhood health
and care frameworks across north east London is underway to explore how mental
health services can be effectively incorporated into integrated neighbourhood team
approaches. Initial thinking and analysis set out below has been developed by system
partners across the ICB, NHS providers and the VCFSE and will inform ongoing
stakeholder discussions about developing a mental health neighbourhood model, rather
than proposing a definitive solution at this stage.

3.1.2 The rationale for this work recognises that mental health and wellbeing are fundamental
components of holistic, person-centred care delivery at neighbourhood level. Early
discussions have focused on distinguishing between mental health as a continuum
affecting the entire population and mental iliness as a set of clinical conditions requiring
specialist intervention. This distinction is critical for determining how neighbourhood
teams might address the full spectrum of mental health needs, from prevention and early
intervention through to supporting people with severe mental illness to remain well in
their communities.

3.1.3 Analysis of the current mental health landscape in north east London reveals
significant existing need and growth. Approximately 29,553 people (1.2% of the
registered population) have a serious mental illness, while over 203,497 people are
registered with common mental health disorders, with prevalence varying by borough
from 10.03% to 17.00%. Particularly concerning is the situation among children and
young people, where an estimated 64,675 now have a probable mental health
condition in 2023, representing more than double the 2016 rate. The ICB forecasts
substantial increases over the next decade, with dementia expected to rise by 23.8%
(2,274 additional people), depression by 10.7% (22,890 additional people), and
serious mental illness by 12.6% (3,428 additional people).

3.1.4 Within this context two emerging approaches have been identified for organising mental
health support at neighbourhood level. A population segmentation approach would
categorise people based on their level of need and risk, enabling targeted interventions
for different cohorts. Underpinning this, a life course and wider determinants approach
would consider how mental health needs evolve across different life stages while
addressing the broader social, economic and environmental factors that influence
mental wellbeing, recognising that effective mental health support requires action
beyond clinical services alone.

3.1.5 Engagement has been undertaken with services and commissioners to understand their

intentions and aspirations for embedding mental health within neighbourhood working
arrangements. Initial examples demonstrate how neighbourhood approaches to mental
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health could operate in practice, illustrating what they might achieve and how different
partners could contribute to integrated mental health support at local level.

3.1.6 Early discussions suggest that successful integration of mental health into

neighbourhood models will require careful consideration of several key enablers,
including governance arrangements, workforce development, information sharing
protocols, and clear pathways between neighbourhood teams and specialist mental
health services. Further work is planned to develop plans with stakeholders, with the
aim of co-designing neighbourhood approaches that address mental health needs in
an integrated, accessible and community-based way.

3.2 Developing our neighbourhood model of care for children and young people (CYP)

3.2.1

3.2.2.

3.2.3.

Early thinking on how we can build on and embed integrated, community-based care
for babies, children, and young people in neighbourhoods is underway. A vibrant
workshop with 90+ professionals from health, social care, education, and the voluntary
sector was held late last year with the aim of exploring how creating neighbourhood-
based multi-disciplinary teams (MDTs) that deliver personalised, joined-up care for
families—particularly those with complex needs — can build on what is already being
delivered in local Places.

The workshop focused on developing integrated models across four key cohorts:
children with complex needs, early years (first 1001 days), children with long-term
conditions/ special educational needs and disabilities (SEND) /frequent accident and
emergency (A&E) attendance, and adolescence. The discussions revealed that
effective multi-agency collaboration and MDTs are delivering positive results,
especially when relationships and communication are prioritised. However, significant
barriers persist, including fragmented IT systems, limited data sharing, challenging
transitions between services, short-term funding constraints, and siloed working
between agencies and boroughs.

Key themes emerged around the need for family and young person-centred
approaches, with evidence that involving CYP and families in planning leads to better
engagement and outcomes. Participants emphasised the importance of prevention
and early intervention to reduce crisis presentations, alongside workforce development
to build capacity and skills to meet complex and evolving needs. There was also
enthusiasm for digital innovation, provided solutions are accessible and fit for purpose.

3.2.4 The workshop produced recommendations to strengthen integrated neighbourhood

models, including aligning national policy initiatives (Families First Partnership
Programme, Best Start Family Hubs, SEND reforms), improving data sharing through
interoperable IT systems and maximising opportunities from the unique identifier in the
Children's Wellbeing and Schools Bill/Act, and securing sustainable multi-year funding.
Other priorities include clarifying transition pathways, breaking down silos, advancing
equity and inclusion, and investing in workforce development and multi-agency
training.
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3.2.5. Next steps include reviewing the workshop recommendations through a smaller
dedicated group, as a sub-group of the Neighbourhood Steering Group, to share best
practice and coordinate rollout. Future joint strategic commissioning discussions
between local authorities and the ICB provide an opportunity to develop an outcomes-
based approach that brings together national policies, reduces health inequalities, and
ensures the right information and support is available at the right time and place—
ultimately enabling children, young people, and their families to thrive.

4. Addressing health inequalities by embedding social welfare legal advice (SWLA)
in neighbourhoods

4.1 North East London Integrated Care System (ICS) is progressing work to test the benefits
locally of embedding social welfare legal advice (SWLA) into neighbourhood-based care
as a strategic response to health inequalities. This follows the 2023 'Advice and Health
Inequalities' report which called on all five London ICSs to ensure free social, welfare
and legal advice is available to any Londoner who needs it. A stocktake has been
completed mapping current provision across north east London and identifying
integration opportunities within our care systems.

4.2 The rationale for embedding SWLA into our neighbourhood model is compelling. The
Marmot Review showed that 70% of health outcomes are driven by socio-economic
factors rather than clinical care. In north east London, four of our boroughs rank among
the 20 most deprived nationally, with three in the top ten. Evidence shows that 30-60%
of social prescribing patients need help with benefits, housing, debt, employment rights,
or immigration issues. The poorest Londoners develop long-term conditions decades
earlier and die approximately 20 years earlier than the wealthiest, creating major
healthcare capacity and cost pressures.

4.3 This work aligns directly with national policy direction. The NHS 10-Year Health Plan's
shift from treatment to prevention and from hospital to community positions SWLA as a
practical intervention addressing upstream determinants before health deteriorates. It is
core to the National Neighbourhood Programme's vision of multi-agency collaboration at
hyper-local level and supports our ICB Strategic Commissioning Framework
requirement to address wider determinants of health through place-based partnerships.
SWHLA is being incorporated into our draft Prevention Strategy as an evidence-based
intervention.

4.4 The health impact operates across three timeframes. Immediately, it reduces stress and
anxiety while increasing cognitive bandwidth for managing health conditions. Medium-
term, increased income enables better nutrition, heating and social connection. Long-
term, it breaks intergenerational cycles of poverty, reducing child poverty and improving
lifetime health outcomes. By resolving housing, income and debt issues before they
reach clinical threshold, SWLA can reduce pressure on our system impacting on
primary care use, A&E attendances and hospital admissions.

4.5 The stocktake, recommendations and exploratory proposal were presented to the
Neighbourhood Steering Group on 22 December and was strongly endorsed by all
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system partners. The steering group approved development of a formal proposal for
embedding SWLA within the neighbourhood approach, identification of funding sources,
and alignment with procurement of a health, wellbeing and advice marketplace. An
initial proposal has been included in transformation fund plans as a placeholder while
detailed planning progresses.

5. Connectivity with urgent and emergency care

5.1 We are also exploring how our focus on neighbourhood health and delivery connects with
urgent and emergency care models and delivery, through our Care Closer to Home
Programme. Early modelling of the impact of interventions including the proactive care
model at the heart of our neighbourhood approach (and previously described to the
Board) are encouraging whilst we maintain our strong focus on improving health and
wellbeing outcomes for local residents and supporting them to stay well and healthy, at a
whole population level.

6. Conclusion

6.1 The Board is asked to:
e Note and comment on the progress in the programme to date
e Endorse the overall direction of travel
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Executive summary

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

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

The current key risks on the BAF relate to:

Collaborative working across partners

Wider determinants of health/environment
Quality and safety of care

Delivery against control total and operating plan
Workforce

Population growth

Mutual accountability for commitments

Being outward looking

Population growth — long-term conditions and specialist
services

e Cyber security

e Organisational change

We recognise that further steps are required to review and align
the BAF to the new operating model and executive management
team once the restructure process is concluded and we start to
operate more fully to the model ICB Blueprint. This will consider
the extent to which the BAF needs to take a system approach
beyond that required to be an effective strategic commissioner.

Action required

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

Previous reporting

ICB executive management team

Next steps/ onward
reporting

¢ Audit and Risk Committee for assurance, 18 February

¢ [CB and ICS executive management team to review the
corporate risk register in February

e Board to receive updated BAF in March 2026.
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Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

Implementing the risk strategy and policy for the ICB will support
achievement of the ICB’s corporate objectives through managing
risks to delivery. It relates to all ICS aims:

e To improve outcomes in population health and healthcare

e To tackle inequalities in outcomes, experience and access

e To enhance productivity and value for money

e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The paper sets out key risks within the ICB and system in order
to achieve our aims for the health and wellbeing of our
population.

Has an Equalities Impact
Assessment been carried
out

An Equality Impact Assessment is not required for this report.

Impact on finance,
performance and quality

Relates to achievement of our corporate objectives on these
matters.

Risks

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

1.0 Background

1.1 As both a statutory NHS organisation and the integrated care system (ICS) convener,
the Integrated Care Board (ICB)’s risk register includes those risks affecting delivery
of the wider ICS aims, purpose and objectives. The purpose of the Board Assurance
Framework (BAF) is to set out the key risks to the ICB in achieving its objectives and
priorities and to identify the controls and actions in place to manage those risks.

1.2

The ICB has a responsibility to maintain sound risk management processes and

ensure that internal control systems are appropriate and effective and where
necessary to take remedial action. It is a key part of good governance. The risk
review uses the standard NHS methodology that considers the likelihood of the risk
alongside the severity of its impact if it materialises. The risk score takes account of
the mitigating action proposed. This then gives a risk score and categorisation of:

1-3 Low Risk
Low Priority

4-6 Medium Risk
Moderate Priority

8-12 High Risk
High Priority

1.3

The BAF is constructed around the aims of the ICS:

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

e To support broader social and economic development
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3.2

3.3

3.4

4.0
41

Process for escalation

Risks managed through the committees of the ICB that are rated 15 or above should
be considered for escalation to the Board. The escalated risk will continue to be
maintained in the committees’ and relevant Chief Officer portfolio register. In
addition, risks raised through the Board and the Integrated Care Partnership will be
considered for inclusion.

Progress to date

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

The BAF will be presented alongside the corporate risk register to the next meeting
of the Audit and Risk Committee on 18 February 2026.

The organisational change risk will continue to be updated and discussed in detail at
the Transition Committee which will also oversee the risk register for the
organisational change programme.

The executive management team has agreed the steps required to bring the risk
management strategy and policy and risk portfolios in line with the new operating
model to ensure it is fit for purpose for the new ICB governance and future structure,
once agreed. Steps will be taken to review and align the BAF to the new operating
model, the future structure, once agreed, and the portfolios of the executive
management team. This will include consideration of whether there is scope for a
system aspect to enable the ICB to carry out its role as a strategic commissioner.

Risks on the BAF

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

o 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.

e There is arisk that ways of working continue to focus more on meeting deficits
than building on strengths which means they will continue to meet a narrower
range of local 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 increasing levels of
poverty. Effects will include: Wider determinants such as availability of housing,
wider economic drivers, levels of child and household poverty, educational
attainment, employment rates and occupation, and the quality of the environment
including air pollution and access to green spaces, quality; 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.

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

Next steps
Risk reviews will continually take place to ensure our risk registers and BAF reflect

the potential impacts of the organisational change and 10-year health plan.

It is important that our approach to risk reflects our purpose, operating model and
structure. A review of the risk management strategy and policy will therefore be
undertaken in line with any changes to the governance of the ICB and to ensure they
align with the ICB’s role as strategic commissioner and the new ICB operating model.

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

Attachments

Board Assurance Framework
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Board Assurance Framework December 2025 — Dashboard

ICS Aim

Risk Description

Risk Owner

Responsible
Committee

Risk Score

NHS

North East London
Integrated Care Board

Risk Order in
Appetite BAF

To improve
outcomes in
population
health and
healthcare

There is a risk that ways of working
continue to focus more on meeting
deficits than building on strengths
which means they will continue to
meet a narrower range of local
peoples’ needs and risk not bringing
into account wider community assets.

Charlotte
Pomery

Population Health
and Integration
Committee

There is a risk that, if the rapid rise in
long term conditions continues as
predicted, especially where individuals
suffer from more than one long term
condition, more people may become
more unwell earlier in life, resulting in
poorer quality of life, safety and
outcomes. An increasing proportion of
our resources needing to be spent on
specialist and acute care with a risk
that we run out of capacity in these
areas. There is a risk we would see
widening health inequalities and
create additional financial pressure in
both revenue and capital terms
because of unfunded growth in
activity.

Paul Gilluley

Population Health
and Integration
Committee

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

Ralph
Coulbeck

Transition
Committee

To tackle
inequalities in
outcomes,
experience
and access

There is a risk that existing
inequalities in outcomes and
experience which result from structural
discrimination of all types, and
particularly structural racism, are not
effectively tackled and these
communities continue to experience
poorer outcomes.

Paul Gilluley

Quality, Safety
and Improvement
Committee

Feb/ Mar
12

Apr
12

May/ Jun
12

Jul/Aug
12

Sep/ Oct
12

Nov/ Dec
12

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

12 Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery
10

8 Open:
We are
willing to
take
reasonable
risks,
balanced
against
reward
potential
12

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

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.

Risk Owner

Paul Gilluley

Responsible
Committee

Quality, Safety
and Improvement
Committee

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 our statutory duties,
and deliver the range of services
needed by local people, adversely
impacting on their health and
wellbeing.

Director of
People

People and
Culture Committee

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 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

Henry Black

Finance,
Performance and
Investment
Committee

Feb/ Mar

12

Apr
12

Risk Score

May/ Jun
12

Jul/Aug
12

Sep/ Oct
12

Nov/ Dec
12

Target

Risk
Appetite

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

Order in

BAF

12

12

12

12

12

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

Averse:
Avoidance
of risk is a

key
objective

11
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ICS Aim

Risk Description

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

Risk Owner

Responsible
Committee

To support

broader social
and economic
development

There is a risk that partners fail to
work collaboratively and innovatively
to plan for and address the significant
growth in population across north east
London over the coming years, with a
weakening of our health and care
infrastructure, poorer health and
wellbeing outcomes and impacts on
social and economic development for
our whole population.

Ralph
Coulbeck

Population Health
and Integration
Committee

There is a risk against a backdrop of
rising financial and demand pressure,
that partners within the ICS begin to
focus more on organisational agenda,
meaning unwarranted variation is not
tackled, services are not integrated
around the need of local people and
the priorities local people want to see
are not delivered.

Charlotte
Pomery

Population Health
and Integration
Committee

There is a risk that health and
wellbeing outcomes for local people
are adversely affected by our failure
as a system to work together to
address the wider determinants of
health, particularly in the context of 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.

Ralph
Coulbeck

Population Health
and Integration
Committee

12

Apr

12

Risk Score

May/ Jun

12

Jul/Aug

12

Sep/ Oct

12

Nov/ Dec

12

Risk
Appetite

Order in

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

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

Cautious:
We have
limited
tolerance
of risk with
a focus on
safe
delivery
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Board Assurance Framework — December 2025

ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPOO048 (previously

S

ICS priority Children and young people Mental health Employment and workforce Long term conditions S TS Henry Black

FEE TN Finance, Performance
v committee and Investment
Committee

v v

Boroughs impacted Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v level (1-5)

v v v v v v

Risk description There is a risk that the financial challenges we face as a system mean we are unable to achieve the ambitions set out in the ICP Strategy to improve equitably the health and wellbeing of
people across north east London, to reduce inequalities and to invest in prevention and were we to fail to meet our statutory duties to achieve financial breakeven, would lead to increased
scrutiny from NHS England, a requirement to go into recovery and potential reductions in services to local people.

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

August 2022 The system has a break-even control total (CT) agreed with NHSE that is required to be delivered.
There is considerable risk detailed within the NEL operating plan around the achievement of the control
Risk reconsidered | total due to the level of in-year savings required through long-term transformation and delivery of cost
in April 2025 improvement programmes (CIPs), elective recovery backlog, ongoing operational pressures and

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

30
25 / o
20

15

Target rating (LxS) Target date

Post 2026:

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

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

December 2025

Work is continuing across the system to address the financial risk with progress and delivery being

SRFRANNNNNNNNNNNNIIIINNNNNININNQ00000022R7] ] monitored through the Financial Sustainability Joint Oversight Committee (FSJOC) and discussed at
23888 P 8553235535 3555535355853552553238588 2 recovery forums including CFO meetings and the ICB'’s Financial Sustainability Board. For those
organisations under on their savings and planned financial trajectories, the ICS have developed a
= Rating Target Financial Recovery Plan, which has been accepted by NHSE, and is being carefully monitored.

Mitigations in place should aid the reduction in the risk score and allow the system to deliver its
statutory financial duty. However, the prerequisite to this is the reduction in spend across the system.
Further detailed updates are included in the financial overview report. Following a discussion at the
Audit and Risk Committee, the risk score has been amended to 25 to align with the corporate risk
register.

Controls and assurances

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

Financial performance reported and reviewed by regional/national teams.

Agreed Internal Audit and Counter Fraud Programmes with RSM which are reported to the bi-monthly Audit and Risk Committee

Annual External Audit with KPMG which is reported to the Audit and Risk Committee

Internal ICB processes to deliver greater transparency on future spend; including business case process where assurance on investment decisions is provided by the Investment Review Group and the Commissioning Board

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

Mitigations/ actions to address the risk Target date
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System wide financial sustainability programme and where necessary financial recovery plans (FRPs) continue to engage and oversee key groups, ensuring different areas of recovery are taken forward.
This includes provider facing programmes including workforce productivity, corporate services, temporary staffing and commissioner facing workstreams such as CHC, medicines optimisation and
commissioning changes. Where a financial recovery plan is required, NHSE input and oversight now in place.

Ongoing

ICB savings programme developed with risk rating applied to all schemes. Work continues to identify further savings and develop plans to meet ongoing efficiency targets as well mitigation where Ongoing
programmes slip. Each work programme contains a number of workstreams and plans and report into the Financial Sustainability Board chaired by the Chief Executive Officer

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

To improve outcomes in population health and healthcare

ICS priority Children and young people Mental health

Boroughs impacted

Havering

v v v

Newham

v

Risk applies to ICB

EEEnES

Employment and workforce

Risk applies to ICS Risk CPPO15 (previously

CSTO01)

Risk owner

Long term conditions

Charlotte Pomery

FEE T H I ES Population Health
committee and Integration
Committee

Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v level (1-5)

Risk description

Score history and targets

18

16
14 \
12

10
8 4 4 L4
6 5
Current rating
4 (LXS)
> 12 (4x3)
0
nononoMnomnNnMNONNNITITITITITITTTTTTTODODODWODWLWLLWLLWLLWLLWLLWLLW [(e}
FAAPAFAARFAQAFAAAARFAAAFFAFIAFRAQAIFN A
> CcC s wwo+H >0 c oS S >Sc s waods >0 c oS S >Sc s wads >0 =
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e Rating e Target

Controls and assurances

Target rating (LxS)

Initial date

Nov 2022

Target date

March 2026

Latest review

date
December 2025

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.

Initial rating (LxS)

Rationale

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.

Rationale

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 review following the recent national announcements on the role of ICBs, to determine how
the new model could have impacts to the mitigations in place or underway.

Rationale and key progress/ updates since last report

This will always remain an important risk for the ICS which we will need to pay attention to. 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 the transformation cycle project. These involve co-design by large groups from across
the ICS and additional communication with those not directly engaged. The draft medium-term
planning suite of documents; including the system strategy and commissioning plans are being
presented to the ICB Board for consideration. This risk will continue to be reviewed and refreshed
each risk cycle considering the recent national announcements regarding NHS organisational
changes.

Review of current data and information including JSNAs from all 7 PBP and NEL population profile

ICP strategy development - key focus on securing PBP and provider collaborative input including engaging executives from provider collaborative e.g. Trust Chairs and Senior executives

ICP strategy discussed at CAG to ensure clinical engagement and input

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

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

Integrated neighbourhood model approved at the ICB Board in March 2025, and neighbourhood boundaries endorsed by PHIC in June 2025.
Mitigations/ actions to address the risk

Target date

The wider ICS operating model is being developed principally through the leadership and governance work themes, along with critical inputs from the clinical and care professional leadership work theme and | Existing

the transformation cycle project.

Population Health Improvement approach presented to and endorsed by Population Health and Integration Committee, with next steps identified

May 2024 and
ongoing through
system partners at
PHIC and
implementation

Segmentation model enables a focus on keeping people healthy and well, reducing the risk of developing one or more long term conditions

July 2024 and
ongoing iteration
and use across the
system .,




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

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

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

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

From July 2024

Presentation at
April ICP
committee
completed.

The development of Integrated Neighbourhood Working and Integrated Neighbourhood Teams follows an assets-based model which recognises all a neighbourhood and a community has to offer. The work
also focuses on co-designing a clinical and service model which will respond to local population need. Co-design with a wide set of stakeholders and implementation are underway — reporting through to
PHIC.

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

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

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

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

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

The Integration Roadmap is being developed with partners to set out the future direction of integration, its intended outcomes and the required enablers, building on the strengths and assets of all system
partners.

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

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

Approved by PHIC
in February 2025
and continuing.

The ICB plays an active role in London and national developments, to ensure the impacts for north east London are understood and to build a strengths-based approach on a wider footprint including focus Ongoing.
on a coherent London approach for revised operating model.
There are challenges in relation to community equipment delivery across London following the insolvency of the pan London consortium arrangements. There are interim arrangements in place and a NEL Ongoing

wide review of community equipment is getting underway.
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk CSTOO009
ICS priority Children and young people Mental health Employment and workforce Long term conditions HE T EIAS Ralph Coulbeck

FCE B[S Population Health
committee and Integration
Committee

Havering Newham Redbridge Tower Hamlets  Waltham Forest Risk 2: Cautious
appetite
v level (1-5)

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 increasing levels of poverty. Effects will include: Wider determinants such as availability of housing, wider economic drivers, levels of child and
household poverty, educational attainment, employment rates and occupation, and the quality of the environment including air pollution and access to green spaces, quality; 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.

Boroughs impacted

v v v v v v

Risk description

Score history and targets Initial rating Initial date Rationale

(LxS)

September

NEL currently has the highest rates of air pollution in the UK and the impact of air
2022

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

18

16 > operational and reputational risk.
14 Target rating Target date Rationale
5 (LxS)
6 April 2028 We will fail to deliver and sustain improvements to health and wellbeing outcomes and
10 address inequalities without working as a system to address wider determinants of
8 health including housing, education, poverty and the local environment. Opportunities to
6 address wider determinants align to the integration agenda for local systems, the
government shift towards prevention and the development of the neighbourhood health
4 model and population health management.
2 Current rating Latest review Rationale and key progress/ updates since last report
0 (LxS) date
R NN I NN SIS E SR ig. 5 7;5 S8 qq 99 a Aagdd & December The Model ICB Blueprint suggests that providers will be responsible for sustainability.
289 s<2 5323 g3 585 2 sz 5323 g3 285 2 sz 5332 238 28 2 2025 Ongoing arrangements are to be reviewed as part of ICB operating plan work. A
Rating Target neighbourhood health model is the key route for tackling wider determinants of health

and this has been reinforced in the recent national Ten-Year Health Plan. We will be
scoping requirements and need for an air quality strategy for NEL to focus on

addressing air quality and to highlight health cost of poor air quality on people’s health
outcomes.

Controls and assurances
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
Zero Modal Shift Exemplar Programme to increase active travel in staff commute.

Introduce low emission car salary sacrifice rental scheme

Ongoing commitment to
promote active travel

Complete - December
2022

Complete - April 2024

Scoping requirements and need for an air quality strategy for NEL including clinical lead and PMO support to be in place to champion air quality and drive strategic relationships with wider system to
focus on addressing air quality and to highlight health cost of poor air quality on people’s health outcomes

Travel and transport working group established with involvement from across ICB system
Introduced salary sacrifice staff bike scheme across ICB

Complete
Complete - Janugry 2023




The Babies Children and Young People (BCYP) Air Quality Clinical Lead role was extended and ended in March 2024. They have worked with the Net Zero Lead and BCYP team to develop a case
study for an Air Quality Programme to be discussed with the Chief Transformation and Strategy Officer (CTSO) and Chief Medical Officer (CMO) in May.

Work continuing

Adoption by ICP and ICB of housing and homelessness as a priority, development of Homelessness Strategy for north east London, data reflective of housing impacts

From July 2024 - focused
action plan being
developed

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

Work continuing

Funding provided to place based partnerships to tackle health inequalities including wider determinants working in partnership with local authorities and VCFSE partners Up to 2025/2026
Health Equity Academy and associated projects addressing poverty e.g. 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 October 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 was discussed in detail at its meeting in June following a comprehensive review undertaken by Complete June 2025
the CMO.

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

Complete. Approved by
PHIC in October 2025.

The ICP strategy is being refreshed with a focus on improving population health outcomes and equity driven through the shift to prevention and community in line with the recently published national
Ten Year Health Plan

November 2025
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ICS Aim To support broader social and economic development

Risk applies to ICB Risk applies to ICS Risk

EeEee

Employment and workforce Long term conditions HECI A Ralph Coulbeck

FEE TN Population Health
committee and Integration
Committee

Havering Newham Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious

appetite
v level (1-5)

CSTO012
(previously CPPO11)

ICS priority Children and young people

Mental health

Boroughs impacted

v v v v v v

Risk description

There is a risk that partners fail to work collaboratively and innovatively to plan for and address the significant growth in population across north east London over the coming years,
with a weakening of our health and care infrastructure, poorer health and wellbeing outcomes and impacts on social and economic development for our whole population.

Initial rating (LxS) Initial date Rationale

Score history and targets

18

November 2022 | Given the rapid population growth expected in north east London, there is a need to develop

16 > the infrastructure required to support people’s health and wellbeing against a challenging
economic backdrop.
" Target rating Target date Rationale
12 (LxS)
10 July 2030 Establishment of the ICS and ICB and all associated structures and governance are still in
8 o ¢ progress which keeps this as a risk
6
4 Current rating Latest review Rationale and key progress/ updates since last report
5 (LxS) date
0 December 2025 | The ICB is leading a refresh of the NEL system strategy drawing on our population growth
Mmoo MmN TSTLTLILST S LW WMINWL NN W WD N analysis, also now available at place level across NEL. The strategy and associated
E %E 3 E‘o%g E ?J, E % ; % ‘%E 3 Eo%% E ?3 ?g % ‘;‘, E %E 3 go %‘g %‘ commissioning plans will build on recent work to develop interventions that will help us manage
T22 T EnP20R 2257200200 22227200Z demand across our system including a focus on improving productivity, optimising care and
Rating Target reducing variation as well as driving a greater focus on prevention / moving care upstream. An
update on this work is being presented to the Board on 29 January.

Controls and assurances

The implementation of ICB and ICS governance structures which include various committees and sub-committees which are held on monthly or bi-monthly basis with ICS partners. Minutes of these meetings can be provided for
assurance

All Place-based local infrastructure forums are meeting regularly with representation from across partners.
A system-wide 20-year forecast programme team has been established.
Mitigations/ actions to address the risk

Target date
Establishment of Local Infrastructure Forums following long-term Strategic Infrastructure plan submission Ongoing
Dedicated work with local authorities through Place Partnerships and cross-Place Partnership working aswell as work in development to strengthen collaboration between the ICB analytics team and leads Borough-based
working in our local authorities / public health. working is
underway.
Demand, growth and interventions model developed to understand impact of service models on demand and to push for greater focus on prevention and early intervention Underway
System strategy and commissioning intentions to be shared with the ICB Board for consideration, and with the ICP Committee for approval. Nov 25/ Jan 26
respectively
The strategic team and &l team have been working to model demand and activity to support MTFP, also anticipate further requirements on demand and capacity planning as part of the new national medium | Mar 2026
term planning framework.
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ICS Aim

To tackle inequalities in outcomes, experience and access

ICS priority Children and young people Mental health

B&D C&H

Boroughs impacted Havering Newham

v v v v

Risk applies to ICB

| e

Employment and workforce

Risk applies to ICS Risk CNOO02

Long term conditions HECTEIE Paul Gilluley

S S Quality, Safety and

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

appetite

v v 4 level (1-5)

Risk description
and these communities continue to experience poorer outcomes.

Score history and targets Initial rating (LxS) Initial date

December 2022

25

20

\ Target rating (LxS)  Target date
15 > July 2026
10
¢ ¢ ¢ Current rating (LxS) Latest review
5 date

December 2025

AN N R S S i S e
F @ W R E R T FEE WY P
Rating Target

Controls and assurances
System Oversight Command Group stood up across NELHCP.

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

Rationale

Considerable system risks that may have an impact on quality and safe care

Rationale

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.

Rationale and key progress/ updates since last report

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. An update on the progress of the anti-racist
strategy is scheduled for the ICB Board in March.

The NEL System Quality Group meets quarterly to discuss System Quality issues

Mental Health/ Learning Disability and Autism (MHLDA) Programme Board in place to review System MHLDA issues

Urgent and Emergency Care Programme Board in place to review system urgent and emergency care (UEC) risks and programmes of work to support improvement

Partnership of East London Co-operatives (PELC) Assurance and Improvement Groups meets to assure PELC actions against Care Quality Commission actions and support improvement conversations across NHR geography

Quality, Safety and Improvement Committee (QSI) in place to review System/ Place quality issues

BHR Urgent and Emergency Care (UEC Place Programme Board in place meeting monthly

NHS NEL Quality Team embedded within Provider Quality Assurance meetings as a way of understanding their quality issues and mitigation plans

Staff in NEL ICS have access to Freedom To Speak Up/ Whistleblowing/ Guardian services to raise concerns regarding quality and safe care.

The use of demographic profiling to understand the impacts to local residents.

Undertaking equality impact assessments in all areas of work with Board papers required to record completion or non-completion

Ensuring that all partners have the relevant tool; such as training and access to information.

Working with local government partners at place-level to codesign anti-racist approaches.

Recruitment panels to reflect local populations to support the recruitment processes.

Mitigations/ actions to address the risk

Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Ongoing
Monthly London Clinical Executive Group conversations
After Action Review and Clinical Harm Review processes to be determined — done through Provider quality Meetings Ongoing
Provide Trust, Clinical huddles, Ops huddles and Quality and Patient Safety huddles take place across each hospital site daily. Issues feed into ICS System meetings. Some Trust also have nursing workforce daily Ongoing
hub discussions. .




Impact of industrial action discussion at Quality Safety and Improvement Committee (QSI) Committee — Committee will continue to review at every meeting

08/02/23 & 26/04/23
& 14/06/23
Complete

System programmes to support UEC improvements discussion at QSI Committee

08/02/23 complete
and planned for
Feb 24 meeting

BHR UEC Place Programme Board around BHR UEC Improvement Plan and Strategy, avoidable admissions, discharge funding programmes

26/04/23 & 31/05/23
& 28/06/23 Complete

Strengthening of staff networks to support protected characteristics.

Continual

Ensuring coproduction reflects local diverse populations. Continual
Maintaining our commitment to the Health Inequalities funding which can affect employment opportunities. Continual
Co-creating and implementing the Equality, Diversity and Inclusion Strategy. Continual
Ensuring that our core communications include community languages. Continual

Anti-racist Strategy under development across the system building on Place work on anti-racist commissioning models (Hackney, Tower Hamlets most advanced)

Complete. Strategy
has been approved
by the ICB Board
and work is
underway to
implement this in all
areas of our work to
embed culture. An
update on the
progress of the
anti-racist strategy
is scheduled for the
ICB Board in
March.
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ICS Aim To tackle inequalities in outcomes, experience, and access

ICS priority Children and young people

Boroughs impacted

Mental health

Havering

Risk applies to ICB Risk applies to ICS Risk CPCO02
Employment and workforce Long term conditions HE VT Director of People

FES T HI M People and Culture
B committee Committee
B&D C&H

Newham

Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite

v v v v v v v level (1-5)
Risk description There is a risk that the failure to implement our whole system workforce strategy, with effective and integrated workforce planning and additional capacity, means we are unable to meet
our statutory duties, and deliver the range of services needed by local people, adversely impacting on their health and wellbeing.
Score history and targets Initial rating (LxS) Initial date Rationale
12 (3x4) December Given our current service requirements and workforce pressures, if we do not plan and deploy effectively,
2022 we will not be in a position to deliver the range of services required which may impact on the health and
well-being of our workforce.
14 Target rating (LxS)  Target date Rationale
12 > 6 (2x3) July 2026 To ensure a consistent and health and well-being offer is maintained for all staff across north east London

2

0

S L S T P N I\ TIPS TP SR BRSPS
g N iV L N S N R
P& WY P @ R W RO @ R Y

e Rating Target

Controls and assurances
ICS People and Culture Strategy approved by the ICB Board in January 2024

Current Rating

12 (3x4)

(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

December
2025

Ongoing work to assess existing networks Forums that align to the 4 key themes in the strategy - attract,
retain, lead and innovate. We plan to have one programme under each work stream and link this to the
workforce productivity programmes in place. The formalisation of plan and groups is on hold. Focus on
system bids and reporting on Get Britian Working Programmes and Workforce Productivity through our
CPO fortnightly meeting. Also working with NHSE and Insights team to assess current workforce data
sources and how these align to neighbourhoods.

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

Mitigations/ actions to address the risk

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

Target date

Initial engagement with Local Authorities, providers voluntary sector since October 2022 Completed — engagement continues as
required

High level system people and workforce strategic priorities presented to the ICB Executive Management Team in June 2023 Complete

High-level system people and workforce strategic priorities to be signed off via ICB Board by July 2023 Complete

Set up a task and finish group to develop and agree a minimal employment offer and flexible deployment of staff Complete

Ensure full utilisation of the levy and infrastructure to support learning in the workplace. Building cohorts of up skilled staff incrementally Complete

Through existing health and care recruitment hubs a commitment to offer 900 posts to local residents - incrementally up to 2024 funded by the GLA Complete and ongoing

Working with system partners to develop system wide approach to developing a consistent occupational health offer in the future. March 2025

Exploring further extension of GLA funding for Social Care hub for year commencing April 2025 April 2025

Priorities and delivery plan for the strategy to be developed following the People Board being held in September. March 2025

Productivity and having a permanent workforce are in alignment with our work to achieve financial sustainability. Continuing 149




Inclusion of priority supporting people with long term conditions to enter and/or stay in employment agreed in the Long-Term Conditions Portfolio September 2024

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

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

organisations.

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

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

Mobilisation of above funding and programme to engage and recruit residents across health and care building on existing work August 2025
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ICS Aim To tackle inequalities in outcomes, experience and access Risk applies to ICB Risk applies to ICS Risk CNOO01

ICS priority Children and young people Mental health Employment and workforce Long term conditions HECTLEAS Paul Gilluley
S S Quality, Safety and
committee Improvement

Committee

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

appetite
v v v v v v v level (1-5)
Risk description There is 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

December 2022

Considerable resource and workforce capacity risks that may have an impact on quality and safe
care

25

20

\ Target rating (LxS)  Target date Rationale

15 8 (2x4) July 2026 Significant programmes of work are underway that will enable greater oversight across the System.
\_> All system changes are being asked to understand wider system impact i.e. through Cost

10 Improvement Plans

| | ¢ 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
A I I I I I R S s ,»v > X fy > rﬁ> D D AP D AP 12 (3x4) December 2025 | Range of Boards, Commissioning Groups in place and improved ways of working/ collaboration

& & W P & & v\’Q" & & \>°°" SN across the system are more embedded and increased controls and assurances are in place across

the system. Increased used of EQIAs enabling greater understanding of quality and safety impacts —
still some way to go on this. This has resulted in reduction in the likelihood score.

Controls and assurances

Incident Management calls across the ICS have been implemented.

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

NEL ICS system Safety Group meets every 2 months

NEL ICS System Quality Group meets every quarter

System Oversight Command Group stood up across NELHCP.

The NEL System People Board are in place

Recruitment across Clinical Leadership roles to support improvement programmes to address risk i.e. Director of Allied Health Professionals role

International recruitment campaigns in place across all NEL Providers i.e. NELFT programme in Africa

Nursing and Midwifery Workforce Expansion Board — regional group to deliver against the Government promise to increase nursing and midwifery numbers

National CNO strategy to be launched in Sept followed by an implementation plan — NEL CNO Group priority is workforce

NEL ICS system emergency control centre in place

Substantive Director of Nursing and Safeguarding in post

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

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

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

MHLDA Quality Surveillance Group developed to enable wider information sharing regarding quality and patient safety issues 151
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Clinical and quality represented at all levels of decision making

NEL System Impact Review Group in place

Increased use of Equality Impact Assessments being undertaken to gauge possible impacts

Mitigations/ actions to address the risk Target date

Escalation discussions taking place across London Chief Nurse network and Chief Medical Officer network - also replicated across NELHCP Monthly

Consideration to be given to areas of clinical activity that could be stood down if needed. — ongoing conversations through CAG and Incident Management Meeting Ongoing

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

Impact of industrial action discussion at QS| Committee 08/02/23 &
26/04/23 &
14/06/23
Complete

System programmes to support UEC improvements discussion at QSI Committee 08/02/23 complete

Revision to ICB Quality and Safety Team Operating Model to maintain oversight of risks/ issues through attendance at System Programme Boards September 2024 -
complete

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

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

ICB Equality Impact Assessment process in place for all commissioning changes

Ongoing
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ICS Aim To enhance productivity and value for money

Risk applies to ICB Risk applies to ICS Risk CFPO14/ CFPO15

e

Employment and workforce Long term conditions HE L ETA Henry Black

ICS priority Children and young people Mental health

Sl 1S Finance, Performance
v v v 4 committee and Investment
Committee

Boroughs impacted Havering Redbridge Tower Hamlets Waltham Forest Risk 2: Cautious
appetite
v v v v v v v level (1-5)

Risk description There is arisk that if ICS partners do not share mutual accountability for the delivery of current and future operating plans and constitutional standards, this could result in clinical
variation and negatively impact on quality and performance improvement. In turn, this could lead to poorer experience and outcomes for service users.

Initial rating (LxS) Initial date Rationale

Score history and targets

May 2023

Risk that the NEL ICB 25/26 operating plan and metrics will not be delivered, leading to widening of

16

> Risk health inequalities for NEL residents due to inability to access services within the required
14 reconsidered in timescales.
" April 2025 and
rationale updated
10
Target rating (LxS) Target date Rationale

8
6 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 in November 2025.
2 Current rating Latest review Rationale and key progress/ updates since last report
0 (LxS) date

E R A ﬁ ig § % «E E N EE, N ii:«'\f E § ﬁ ﬁ g8 Eﬂ a ﬁ ﬂaé’ § g 2 December 2025 | The ICB has an operating plan performance report that is reported to FPIC and the ICB Board, with

2 53 28028=¢2228 53 28028=¢288 53 23028 S performance being monitored by collaboratives, providers and places.

e Rating Target

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

Acute Provider Collaborative in place for NEL to address the acute delivery through local clinically led recovery programmes, reviews of strategy and approach based around High Volume, Low Complexity (HVLC) care and robust
operational oversight and challenge supported by the regional team

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 revised elective care trajectories
(Barts Health and Homerton) will come into effect for M4.

Mitigations/ actions to address the risk Target date

The Acute Alliance remains in place for north east London Ongoing

Establishment of the Acute Commissioning Board to reflect Acute Commissioning as core business via an MDT approach Complete and work
is continuing

Establishment of the NEL Elective Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand management initiatives and pathway improvements Complete and work

aligned to priority areas. is continuing

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 driving system-wide solutions, partnership and ICB executive leadership. Ongoing
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Refresh of Long-Term Conditions Portfolio supported by NEL Strategic LTC Board

Complete and work

is continuing
North East London Cancer Alliance in place and leads on NEL cancer performance and delivery. Complete and work
is continuing
A UEC dashboard has been developed by the NEL business insights (Bl) team in cooperation with UEC Programme Board members. Monthly trajectories track progress against the six mandated metrics Complete and work
aligned to the national programme for winter planning and delivery. is continuing
The Winter Plan is included as an appendix to the CEO report at the ICB Board meeting on 27 November 2025 Complete
The development of the medium-term financial strategy and commissioning framework will enable us to plan our resources effectively as a system and will mitigate some of this risk once approved and Continuing
implementation begins.
ICB MDT work ongoing across Contracts, Intelligence and Insights, and Performance to support in year monitoring, tools and approach, and early identification of risk. Ongoing
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ICS Aim To support broader social and economic development Risk applies to ICB Risk applies to ICS Risk

e

Employment and workforce Long term conditions HE L EIES Charlotte Pomery

CPPO13

ICS priority Children and young people Mental health

_ conmives- T
v

v

v 4 v committee and Integration
Committee
Boroughs impacted B&D C&H Havering Newham Redbridge Tower Hamlets ~ Waltham Forest  Risk 2: Cautious

appetite
4 level (1-5)

Risk description There is a risk against a backdrop of rising financial and demand pressure, that partners within the ICS begin to focus more on organisational agenda, meaning unwarranted
variation is not tackled, services are not integrated around the need of local people and the priorities local people want to see are not delivered.

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

v v

v

v

v

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

18 Target rating Target date Rationale

16 (LxS)

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

12 P of the 10-year health plan and wider policy context.

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

. ° ° ° (LxS) date
12 (3x4) December We continue to participate actively in national, regional and indeed cross north east
6 2025 London forums to share and learn from best practice. We have built communities of
4 practice in a number of areas and are represented well on leadership forums across
sectors including for example community work, care services and co-production.
2

We are part of London forums on a range of topics and actively learning from each other.

N AN OO NN MO MO N MNMHMOMHOONHONNSITITTITTITT T TS ST TODODWODWOL WL WL WLLWLWLWLWLW (o]

dNggagggaaggaaggaaagaNgagagagNgagagqga o

3265032853588 336508532a8532083360888353568338 & : : ‘o ricl in I
2o0%¢s<sSs32°"34o02a8¢s<s32" 340288 ¢s<xs323°"28028 & We will undertake a further review of this risk in light of the recent announcement

Rati Tareet regarding the organisational change required in the NHS. We will be considering if/ how
e oree this could impact on our existing mitigations and whether this raises wider associated risks.

An update regarding the system strategy and strategic commissioning plans are being
presented to the ICB Board for consideration at the January meeting.

Controls and assurances
Full engagement with partners on regional group and initiatives, including the Greater London Authority.

A focus on learning within and outside of London and attending site visits.

Receiving active delegations from NHS England and hosting services on behalf of London, e.g. Dental, Optometry and Pharmacy Services (DOPS).

Focus on Big Conversation next steps — success measures, Good Care Framework, revisit of views from our communities through reiterated conversations
Mitigations/ actions to address the risk

Involvement in research and pilot initiatives.

Target date

Continuing
System leaders participating in national and regional groups. Continuing
The ICB’s Managing Director of Primary Care is chair of the Primary Care PODS Group. Complete.
Participating in national, regional and local forums to share and learn best practice Continuing

Communities of practice have been built in a number of areas, including community nursing, care services and co-production Complete and

continuing
Complete and
ongoing

People’s Panel reinvigorated providing opportunity to ensure people needs and insights are reflected in real time
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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
community sector insights and data

Complete and
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
the transformation cycle project.

Existing

The Integration Roadmap is being developed with partners to set out the future direction of integration, its intended outcomes and the required enablers, building on the strengths and assets of all system
partners.

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

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

Approved by PHIC
in February 2025
and continuing.

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

Commissioning
framework
approved by the
ICB Board on
27.03.2025

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

Direction of travel
endorsed by PHIC
on 26.02.2025

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

Approved by PHIC
on 4 June 2025.

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

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

reference

ICS priority Children and young people Mental health Employment and workforce Long term conditions S THET A Paul Gilluley

SEE T H I Population Health and
committee Integration

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

appetite

4 4 level (1-5)

v v v v v

Risk description There is 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
growth in activity.

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

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

specialised service, which was delegated to the ICB in April 25. The capacity challenge has arisen due
to unfunded growth in demand which is marked in NEL owing to the aetiology of the population. Risks
in unfunded growth for other specialised services are therefore likely to arise where funded capacity is
likely to be insufficient to meet rising demand for complex specialist care as the population needs
increase in response to new drugs, technology and advances in specialist provision. Quality and safety
impacts of reduced capacity and access to certain specialist treatments can be extremely detrimental to
patient outcomes in addition to the financial pressures on the NHS more broadly.

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

25

20

10 12 (3x4) April 2026 The risk remains as red with a target for April 26 as this will be one-year post delegation of specialised
service commissioning to ICBs with improved ability to assess impact. The risk is likely to remain at a
s 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
0 G o o ot Gt St Gt NN Ny s st © demands based on complexity and multiple pathology. For renal dialysis capacity specifically however,
TATLLIILRETLIITYTESINLLELTY L the risk rating should reduce to amber by April 2026.
= Current rating (LxS) Latest review Rationale and key progress/ updates since last report
Rating = = =Target date

December 2025 The London Kidney Network (LKN) have provided an independent review of NEL growth assumptions

for 1,2, 5 and 10 years against which current capacity plans and future options to increase capacity
have been reviewed in the NEL Renal Dialysis Capacity group. A rolling programme of 20 dialysis
stations is required to reduce safety metrics to acceptable levels. The risk rating score has reduced to

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

Controls and assurances

Maintenance of the Delegation Legacy Risk Log where the issue of continued pressure on in centre renal dialysis capacity is listed
Speciality deep dives to assess compliance with national service specs and early identification of demand and capacity imbalance
Reports and updates provided to:

o NEL Specialised Services Programme Board

e NEL Specialised Services Transformation sub group

o NEL Specialised Services Contracts and Finance Committee

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

¢ London Joint Committee for Specialised Service Delegation

e Acute Provider Collaborative Executive Committee

¢ 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 157




Mitigations/ actions to address the risk Target date
Development of a legacy risk log identifying current provider, specialised service level risks Completed
Unlocking of national specialised commissioning growth to support recurrent revenue costs for renal dialysis stations Completed
Internal approach integrating specialised commissioning with the LTC agenda, ensuring prevention initiatives and whole pathway transformation for the priority specialised service pathways for longer term Completed
impact

Work with the NEL insights team to forecast demand for certain specialised services Completed
Working together across the system to invest in prevention with each part of the system needing to identify how to move more resources into investment in prevention i.e the cardiometabolic approach Completed
Work with London Kidney Network to obtain an independent view of growth assumptions and associated options to build future capacity Completed
Establish NEL Renal Group to ensure dedicated governance to co design an approach, oversee implementation and highlight risks Completed
Development of integrated neighbourhood working (model approved by ICB Board and programmes are well underway in each Place). This will have a tangible impact on reducing need and demand in Continuing
relation to long-term conditions.

Long-term conditions framework adopted which sets out key outcomes for long-term conditions, with focus on diabetes and cardiovascular disease (CVD)as our most prevalent. Continuing
High impact interventions identified to deliver a proactive model for long-term conditions, focussing on diabetes and aligned to integrated neighbourhoods. From May 2025
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ICS Aim To enhance productivity and value for money Risk applies to ICB Risk applies to ICS Risk CFPO74

EEEnES

Employment and workforce Long term conditions ST ETES Henry Black

ICS priority Children and young people Mental health

FES T HIEN Finance, Performance
v v v 4 committee and Investment
Committee

Havering Redbridge Tower Hamlets Waltham Forest Risk 1: Averse

appetite
v v v v v v level (1-5)

Boroughs impacted

v

Risk description There is a risk that the increasing cyber attacks in healthcare could leave the ICB and our partner organisations vulnerable to an attack. An attack could impact our services and also risk
the exposure of our residents’ data. In turn, this could lead to services being halted which would impact on patient safety, and also breach the Data Protection Act.

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

16 August 2024 This reflects the current level of perceived risk. While each organisation has implemented appropriate
. > controls within their own networks and devices, at an ICS level there remains a high risk in terms of
N assurance because the cyber dashboard (to provide risk visibility) is still being implemented.
12 Target rating (LxS)  Target date Rationale
10
10 (5x2) 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.
6
4 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date
g December 2025 Cyber security assurances are regularly reported to the Audit and Risk Committee. Due to the higher
0 levels of assurance this year, only the ICB and Bart’s Health currently meet the full requirements of the
R g N N SN S e S S DSPT / CAF (Cyber Assurance Framework). Some key systems continue to not have multi-factor
LI AOAE R R SN S A i R o w authentication in place. Recent guidance has been issued by the National Audit Office regarding cyber
fatin Tareet risk and a report based on the guidance will be presented to the Audit and Risk Committee in February
g & 2026 together with an overview of the strategies relating to cyber, digital transformation and resilience.

Controls and assurances

Digital risks are regularly reported on at the Finance, Performance and Investment Committee and the Audit and Risk Committee

The System Coordination Centre (SCC) is established and would manage any emergency or business continuity issues should the risk materialise.

The Information Governance Steering Group meets on a monthly basis to consider any risks.

Firewalls have been installed and network hardening is taking place

Multiple tools have been deployed, including Sophos, Microsoft Defender for Endpoint (MDE) and the enablement of Multi-Factor Authentication (MFA)

The ICB IT system has a 100% redundance back up site in a separate geographic location and annual tests are conducted to ensure it is possible to switch over seamlessly, should the need arise.

The cyber dashboard will surface the risks that exist within each trust. Discussions need to take place as to how each organisational risk is combined to give an accurate overall ICS score.

Mitigations/ actions to address the risk Target date

Continual work with services and staff to ensure that MFA is configured or that risks are appropriately managed. Ongoing

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

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

A ‘grab-bag’ is being developed, which will contain all of the forms needed to gather data in each organisation, to support cyber leads that have to deal with successful attacks, including forensics preparation Ongoing, national
pack produced

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

healthcare services, safeguard data, and ensure resilience in a changing threat landscape. feedback awgjted




ICS Aim To improve outcomes in population health and healthcare Risk applies to ICB Risk applies to ICS Risk CEO01
ICS priority Children and young people Mental health Employment and workforce Long term conditions HE L EIAS Ralph Coulbeck

G TN Transition Committee
committee

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

v v v v v v

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

25

20
> ICB’s objectives
5 Target rating (LxS) Target date Rationale
July 2026 The required changes are to be implemented by the end of September 2026 in line with the financial
10 year. 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.
5 Current rating (LxS) Latest review Rationale and key progress/ updates since last report
date
0 January 2026 NHSE agreed a voluntary redundancy (VR) scheme in November 2025, and the ICB launched the
Mar-25 Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jul-26 consultation and VR scheme on 1 December 2025. These have both closed and work is progressing

to process approved VR applications and consider the response to the consultation, with the final
structure due for internal and NHSE sign off early February 2026. In addition to this, work is underway
to ensure a planned and managed transition to the future structure. This remains a difficult time and
the ICB recognises that this will continue to have a mixed impact on staff morale, and appropriate
communication and support has been put in place.

Rating Target

Controls and assurances
New ICB change process meeting in place

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

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

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

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

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

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

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

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

Mitigations/ actions to address the risk Target date

Impact on staff retention and staff morale, including motivation, of the prolonged uncertainty about the timing of the restructure — continued focus on transparent messaging and on ensuring May 2026

staff have set priorities/objectives for the coming months and clarity on areas of focus.

Managing the increasing dissonance between our strategic commissioning role and our current structure — continue to focus on priorities ensuring clarity through the planning process and May 2026

continuing to engage staff on the ICBs areas of focus. 160




Ensuring sufficient HR support in place to manage the change process and ensure continuity through the process May 2025 and continuing

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

EQIAs to be undertaken to ensure accurate information and impacts on staff are clear as the consultation launches. Ongoing

Financial impact of any redundancies to be managed effectively (anticipated this will be steered nationally) May 2026
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SUPPORTING INFORMATION

Appetite description Appetite level Committees of the Integrated Care Board: Aims of the Integrated Care System:
Averse: Avoidance of risk is a key objective 1 * 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
focus on safe delivery ¢ Finance, Performance and Investment Committee e To support broader social and economic development
Open: We are willing to take reasonable risks, 3 ¢ Remuneration Committee
balanced against reward potential e People and Culture Committee
Bold: We will take justified risks. 4 * Executive Committee
¢ Transition Committee
Risk grading matrix Risk o Likelihood
IS [e] . 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 G
A el o Actual/potential D E F 5 it
Objectives/ patients, staff com IE)'—,\ ints & Service Staffing & Financial Inspection/ Adverse
projects visitors & Pie disruption competence Audit media
. o claims
Rating | Description others
Insignificant
cost .
increase/time Incident was
sliopage prevented or Loss/ Short term low
. ppage. incident Locally resolved | interruption staffing leading to Small loss Minor
1 Insignificant Barely d and laint than 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?nsérgggze regilélrestiaf;st Justified Loss of one On-going low Recommendations
. ) ' ) complaint staffing levels Loss of 0.1% given. Non- Local
2 Minor Minor needed <3 . whole . ; . i i 2
o 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 rating.
(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 . . L
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 RN ) . than 0.5% of : media 4
i Multiple justified working error owing to Major non-
secondary have sustained ; . o budget. : . short term
L W T complaints week insufficient compliance with
objectives a "major injury -
! training core standards
as defined by
the HSE
>25% cost or Permanent No delivery of National
time increase. Individual(s) Multiple claims . Y Loss of more | Prosecution. Zero media
. . : . loss of service. Critical o ;
Failure to meet | died as aresult | or single major . . than 1% of rating. Severely more than 5
. L : premises or error owing to o
primary of the incident claims " . oy . budget. critical report. 3 days. MP
I facility insufficient training
objective concern
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Executive summary

Key Items:

The paper updates the Board on the key information
submitted to NHS England (NHSE) in month 9. This
includes system revenue, efficiencies, capital and the run-
rate position

The Integrated Care System (ICS) operating plan expected
a system breakeven position by year-end (£2.5m surplus
for the ICB and £2.5m deficit for providers).

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

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

At Month 9, £246.8m of efficiencies were delivered against
a plan of £259.7m, resulting in slippage of £12.9m (£0.2m
for the ICB and £12.7m for providers).

NHSE reviewed system performance at quarter 2 in
relation to deficit support funding and have held back the
allocation for months 4 to 9. The impact of this at month 9
is £21m. NHSE has confirmed that the system will not
receive the remainder of the deficit support fund and the
forecast position reflects this.

There is a forecast system capital overspend at month 9 of
£10.5m. This relates to schemes agreed at Barts Health,
BHRUT and Homerton Healthcare, for which funding has
not yet been received. To manage the capital budget, a
review of all plans continues to be requested through the
ICS capital monitoring and planning arrangements.
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Action required

The ICB Board is asked to note the month 9 financial position
and the level of risk associated with delivery of the financial
plan.

Previous reporting

Previous reporting to the Finance, Performance and
Investment Committee.

Next steps/ onward
reporting

Future financial and risk updates will be given to the ICB
Board, Finance, Performance and Investment Committee and
the Audit and Risk Committee.

Conflicts of interest

No conflicts of interest have been identified.

Strategic fit

North east London-wide plans are set on the financial
resources available. The report provides an update of the
financial position against the finance operating plan and
2025/26 budget.

Impact on local people,
health inequalities and
sustainability

Update to financial sustainability and performance of the
system.

Specific performance indicators address performance against
the needs of those with protected characteristics (as defined
by the Equalities Act) such as disability and that is included in
the report.

Impact on finance,
performance and quality

Delivery of the financial plan and meeting the control total and
delivery of performance metrics and constitutional standards
are mandated requirements.

Risks

There is a high level of financial risk in the delivery of the
2025/26 financial plan. At month 9 the main risks flagged are
in relation to efficiency slippage and run rate pressures.

Further updates will continue to be given to the Board and
Finance, Performance and Investment Committee.

The ICB risk rating is 20.

1.

Purpose of the report

The purpose of the report is to update the ICB Board on the month 9 financial position.

The ICB Board is recommended to note the information in the finance overview.

Month 9 finance overview

The operating plan submitted at the end of April expected a breakeven position at year-end
(ICB surplus of £2.5m and provider deficit of £2.5m).

Due to ongoing pressures throughout the financial year, discussions have been underway
with providers about their likely forecast. At month 9, NHS England (NHSE) agreed that
Barking, Havering and Redbridge University Hospitals Trust (BHRUT) and Homerton
Healthcare can submit a revised forecast. The forecast position, has, therefore, moved from
a breakeven position to a deficit of £79.6m (BHRUT £65.1m and Homerton Healthcare
£17m, offset by ICB surplus of £2.5m). The revised forecast takes into account the loss of
deficit support fund, ongoing run rate pressures and efficiency slippage at BHRUT.
Additionally, at month 9, the system has received notification of the industrial action
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allocation to be transferred in month 10. This is £12.4m for north east London and the impact
is included in the month 9 reported position.

At month 9, the Integrated Care System (ICS) planned system deficit was £16.9m (£0.1m
ICB and £16.8m provider) and the actual year-to-date deficit is £74.9m. This is an adverse
variance to plan of £568m.

The variance from plan is driven almost entirely by the providers, with the exception of East
London NHS Foundation Trust (ELFT), which is reporting a surplus and the ICB reporting a
positive variance of £1.8m.

2.1. ICS month 9 reported position
The reported year-to-date variance and forecast variance is summarised by statutory
organisation in table 1 below.

Risks and
Unidentified
Mitigations

Financial Recovery

Operating Plan - YTD Month 12 Industiral

Plan -YTD Action

Allocation
FRP plan j included in
var. to )

Organisation Actual Variance | Forecast actual position

b c (b-a) d f (b-e)

£m £m £m £m
BHRUT (6.2) (42.8)  (36.6) (65.1) (11.5)  (31.2) 37 (0.1)
Barts Health (5.0 (17.1)  (12.2) 0.0 (17.0) (0.1) 6.4 (70.4)
East London NHSFT (0.6) 04 1.0 0.0 (0.6) 1.0 0.1 (0.0)
Homerton (1.9) (11.5) (9.6) (17.0) (1.9) (9.6) 1.8 0.7
NELFT (3.3) (5.6) (2.4) 0.0 (2.9) (2.7) 04 (4.1)
Total NEL Providers (16.8) (76.6)  (59.8) (82.1) (33.9) (42.7) 12.4 (73.9)
NEL ICB (0.1) 1.7 1.8 25 (0.1) 1.8 0.0 0.0
NEL System Total (16.9) @.9) (58.0) (79.6) (34.0) (40.9) 12.4 (73.9)
Non-Recurrent Deficit Support Fund (DSF) (31.5) (10.5) 21.0 (10.5)
Surplus / (Deficit) excluding Deficit Support (48.4) (85.4) 637.0) (90.1)
Table 1

Providers are reporting a year-to-date deficit of £76.6m at month 9 and the ICB is reporting
a surplus of £1.7m.

The system has been capturing risks and mitigations within the overall position reported to
NHSE. In month 9 the risk and unidentified mitigations are £74m. Risks have reduced from
previous reporting as BHRUT and Homerton Healthcare have realised their risk in the
reported forecast.

The system finance recovery plan (FRP) assumed a month 9 year-to-date deficit of £34m
compared to an actual year-to-date deficit of £74.9m (variance £40.9m). The ICB and ELFT
have reported ahead of trajectory, with other providers reporting behind trajectory.

The key pressures and performance indicators at a system level are as follows:

Efficiency and cost improvement plans (see table 2) - the total system efficiency and cost
improvement plan at month 9 is £259.7m. Of this, £246.8m has been delivered, leaving a
year-to-date balance against plan of £12.9m (£0.2m under delivery for the ICB and £12.7m
under delivery for providers). Total forecast efficiency slippage at year-end is, £25.8m. This
largely relates to BHRUT and has been reflected in its overall forecast position.
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Month 9 Forecast

Efficiencies Actual Variance Plan Actual Variance
£m £m £m £m £m
BHRUT 437 28.2 (15.5) 615 374 (24.1)
Barts 121.7 114.4 (7.2) 168.0 168.0 (0.0)
ELFT 22.6 22.6 0.0 31.9 304 (1.5)
Homerton 18.4 18.6 0.2 24.5 24.5 0.0
NELFT 26.9 36.6 9.8 44.0 44.0 0.0
Total Provider Efficiency 233.2 220.5 (12.7) 329.9 304.3 (25.5)
NEL ICB 26.4 26.3 (0.2) 37.8 375 (0.3)
Total System Efficiency 259.7 246.8 (12.9) 367.7 341.8 (25.8)
Table 2

Run rate pressures — Provider run rate pressures are largely across pay areas. In addition,
BHRUT has reported activity related pay pressures and a loss of income. North East London
NHS Foundation Trust (NELFT) has reported ongoing pressures with extra bed purchases
to meet demand and legal fees.

The ICB has reported year-to-date pressures in relation to the mental health, learning
disability and autism areas of spend and in particular with attention deficit hyperactivity
disorder (ADHD) and section 117 packages of care. Additionally, there are pressures in
relation to the independent sector and non-contract activity. A mitigation plan is being
developed to manage activity overperformance.

Pay, including agency — providers are reporting a month 9 pay overspend variance of
£35.8m. However, within this the level of agency spend has fallen and is reporting a month
9 underspend of £9.5m. Therefore, the overspend is driven by bank and substantive staffing
levels.

Capital (see table 3)

The adverse variance with Barts Health is in relation to additional spend at Newham hospital,
for which funding has not yet been received. Homerton Healthcare and BHRUT have had
additional estates safety schemes agreed, with funding not yet received. Capital spend in
relation to the ICB relates to primary care. This is managed by the ICB but is accounted for
by NHSE.

YTD YTD Annual Forecast
VUL Actual Variance Plan FEICERE Variance
£m £m £m £m £m £m
BHRUT 17.6 9.7 7.9 23.9 28.3 (4.4)
Barts Health 63.5 59.1 44 90.9 941 (3.2)
East London NHSFT 17.2 14.7 25 23.2 21.9 1.3
Homerton 22.6 15.1 7.4 27.6 31.8 (4.2)
NELFT 12.8 4.5 8.3 18.1 18.1 0.0
Total NEL Providers 133.7 103.1 30.6 183.8 194.3 (10.5)
NEL ICB 0.1 0.1 0.0 5.0 5.0 0.0
NEL System Total 133.7 103.1 30.6 188.8 199.2 (10.5)
Table 3

2.2. ICB year-to-date and forecast position (see table 4)
The ICB year-to-date position is a surplus of £1.7m, resulting in an underspend against plan
of £1.8m. The summary year-to-date and forecast position is shown below.
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Month 9 FOT

Variance Variance

£m £m
Acute (12.0) (13.2)
Mental Health (12.1) (15.7)
Community Health 1.6 4.4)
Continuing Care (0.9) (0.8)
Primary Care - Co Commissioning 0.0 0.0
Primary Care - DOPs 04 04
Primary Care - Other 24 2.8
Running Costs 0.3 0.7
Specialised Commissioning 0.0 0.0
Programme Wide Admin (Programme Corporate) 0.1 0.1
Other 22.1 30.0
Total Variance to Plan 1.8 0.0
Planned (Deficit) / Surplus (0.1) (2.5)
(Deficit) / Surplus 1.7 (2.5)
Table 4

Acute — is reporting a £12m overspend at month 9. This is in relation to the independent
sector and non-contract activity. The forecast outturn for the independent sector has been
updated at month 9 to the best estimate of outturn (based on current activity trends this is
approximately £21m). Contractual processes are still in place on these contracts. Non
contract activity spend is also reporting an overspend, largely due to weight management
services.

Mental health and learning disabilities and autism (LDA) - there are run rate pressures in
mental health as a result of autism, ADHD and section 117 placements (both mental health
and LDA). Mental health overspends are included in the mental health investment standard
(MHIS) collection of costs, with LDA sitting outside this. The mental health related
overspends have been covered by the MHIS risk reserve held by the ICB in the operating
plan. The remaining year-to-date overspend and forecast position are in relation to ADHD
and LDA services. The ICB is reporting spend in line with the mental health investment
standard in 2025/26.

Community health — there is a year-to-date underspend of £1.6m, largely driven by delays
in the musculoskeletal (MSK) invest-to-save programme and slippage on other planned
investments. The forecast shows an adverse variance of £4.4m, mainly due to a £3.2m
provision for risks linked to local authority equipment pressures, which is not reflected in the
year-to-date position

Continuing healthcare (CHC) - within the year-to-date position there is an overspend of
£0.9m in CHC. This is in relation to the costs of the CHC assessment and support team,
CHC adult fully funded packages and year-to-date saving slippage. The ICB is delivering
savings over and above the opportunity recognised in the national productivity data set and
is expected to deliver in full by year-end. These include complex case management and
assessments backlog. We are also starting to see data quality benefits from the north east
London-wide CHC system implementation.

Primary care other — there has been an improvement to the prescribing position. The latest
position is based on month 7 data and shows a year-to-date underspend of £1.6m and a
forecast underspend of £1.8m. This is as a result of category M (drugs which are readily

5
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available in the Drug Tariff) and other price reductions. Savings in excess of target have
been delivered which has contributed to the position. The ICB will continue to monitor the
impact of prices at a national level.

2.3 ICB efficiencies (see table 5)
The position on ICB savings is shown in the table below:

YTD .
o Efficisncy [YTD Actual| " 1D EHCiency

Efficiencies Variance

Plan £m

£m

£m
Prescribing 7.3 9.3 1.9 12.6
Continuing Healthcare 3.9 3.6 (0.3) 6.0
Other Internal CIPs 25 3.2 0.7 5.3
Commissioning Efficiencies 7.8 6.7 (1.2) 9.0
Pathway Changes 1.4 0.7 0.7) 0.9
Voids 0.6 0.0 (0.6) 0.0
Decommissioning 2.8 2.8 0.0 3.7
Total 26.4 26.3 (0.2) 37.5
Table 5

At Month 9, the ICB is delivering prescribing and other internal efficiencies ahead of plan
(£2.6m over delivery). The ICB expects to deliver £37.5m of efficiencies to deliver the
expected surplus plan at year-end. Delivering efficiencies carries risks due to the non-
recurrent nature of some schemes and challenges in implementation.

12% (£4.5m) of the ICB schemes are categorised as non-recurrent. This will impact on the
underlying position moving into 26/27. However, 95% of schemes (£35.8m) are categorised
as low risk, with the remainder categorised as high or medium risk (5%, £1.7m).

Efficiency delivery and oversight continue to be reviewed at the Financial Sustainability
Board (FSB) which reports to the Finance, Performance and Investment Committee.

2.4 ICB risk and mitigations
The ICB is reporting that it will deliver a surplus of £2.5m at year-end. To achieve this, the
following assumptions are included in the forecast:

i.  Efficiencies are assumed to continue in line with performance to date.
ii.  The risk associated with the delivery of efficiencies will be mitigated by oversight of
delivery and corrective action taken where required.
ii.  Further opportunities continue to be identified to manage the ongoing requirement
to manage risks, balance the forecast and deliver recurrent benefits.
iv.  The run-rate of existing spend will remain in line with current trends.
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Executive summary

The attached set of slides describes the performance of the
overall system across seven domains of performance in
October 2025. For urgent and emergency care (UEC)
November 2025 data is available. The aim is to provide
assurance regarding the effective monitoring of performance,
identification of risks to delivery and the mitigating actions put
in place.

¢ The total waiting list and volume of longest waits (more
than (>)65weeks and >52weeks) continue to decrease.
However, elective care performance overall continues to
face sustained pressure, driven by demand, backlog
clearance and long waits.

e Cancer performance remains strong both in London and
nationally.

e Diagnostic performance improved in October due to an
increased waiting list size combined and reduction in the
number of pathways >6weeks. Demand and capacity
challenges in imaging modalities, audiology and
endoscopy continue to impact the current position at
Barts Health.

e The north east London system remains in Tier 2 for UEC
(with effect from January 2024). The September
published position against the 4-hour accident and
emergency (A&E) standard was 73.6%, performance
below plan at Barts Health and Barking, Havering and
Redbridge University Hospitals Trust (BHRUT).

¢ In November, the percentage of general and acute (G&A)
overnight beds occupied in north east London was 92.5%,
19.5% of patients had a length of stay of >21-days, 10.6%
of patients no longer met the criteria to reside.

e Virtual ward occupancy was 73% for the month, below
80% plan. An update on virtual wards is due to be
presented to the Finance, Performance and Investment
Committee in January.

e The number of appointments delivered in general practice
in October was above plan for the second successive
month.

e Referrals to urgent community response services
remained above planned levels in October.

o Community services waiting lists remain challenged.
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e Four of the twelve mental health metrics as reported met
trajectory in October (talking therapies, reliable
improvement and recovery, community mental health
access, and average length of stay for adult acute beds)

Key areas of improvement /
concern

1. On 11 December, NHS England (NHSE) published the

quarter 2 2025/26 oversight segment scores for acute,
non-acute and ambulance Trusts. For quarter 2, all north
east London Trusts are placed in segment 3 (1 being high-
performing to 5 being the most challenged). The biggest
change relates to North East London NHS Foundation
Trust (NELFT), with financial override being applied for
quarter 2, moved from segment 1 to 3 as a result. London
Ambulance Service has an improved position for quarter 2
(moved from segment 3 to segment 2).

2. Barts Health remains in Tier 1 for elective recovery and

diagnostics with focus on 18-week delivery, long waiting

pathways and diagnostics waiting times and activity

(DMO1) recovery:

e Demand and capacity challenges in imaging
modalities, audiology and endoscopy are impacting
the current position. Recovery actions and projected
impact on DMO01 performance are being monitored
and managed via the Tier 1 process led by NHSE and
via the north east London diagnostic workstream.

e Based on the latest data, north east London has the
second lowest volume of >65week waits in London.
Considerable progress has been made at Barts
Health. National focus will shift to 18week and
>52week delivery with national investment in quarter
4.

3. An update on virtual wards is due to be presented to the

Finance, Performance and Investment Committee in
January following queries raised by the committee
regarding utilisation, and the overarching strategy critical
to support the left shift.

Action / recommendation

The Board is asked to note the report. Further queries may
be raised with the ICB performance team if required.

Previous reporting

Each of the performance domains has associated
improvement activity and this is managed through system-
wide Boards or collaboratives.

Next steps/ onward reporting

The ICB performance report interfaces the 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:
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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

Improving access to healthcare and the speed of treatment is
likely to benefit disadvantaged groups among residents, as

well improve performance, quality, equity of access and
reduction of health inequalities for the north east London
population.

Has an Equalities Impact An Equalities Impact Assessment is not required for this
Assessment been carried out? | report.

Impact on finance, performance

Balance between delivery of the required financial position

and quality versus delivery of performance, quality, and activity

requirements.

Risks The risks and issues are described against the relevant
performance domains.
1.0 Introduction
1.1 This is the Month7/Month8 performance report tracking against 2025/26 trajectories

and operating plan requirements. The aim is to provide assurance with regards to the
effective monitoring of performance, identification of risks to delivery and the
mitigating actions put in place.

The attached set of slides describes the performance of the overall system across

seven domains of performance in October 2025. For Urgent and Emergency Care
(UEC) November 2025 data is available. The detailed description and analysis for

The system’s performance against the agreed activity volumes and standards has an

1.2
each of the domains is included in these slides.
1.3
impact on all four of the ICS’ strategic aims:
¢ To improve outcomes in population health and healthcare
o To tackle inequalities in outcomes, experience, and access
¢ To enhance productivity and value for money
e To support broader social and economic development
2.0 Key messages
2.1

On 11 December, NHS England (NHSE) published the quart 2 (Q2) 2025/26
oversight segment scores for acute, non-acute and ambulance Trusts in line with the
new national NHS Oversight Framework for 2025/26. Primary care providers, primary
care networks, provider collaboratives and independent sector providers of NHS
services are not currently included in the framework. ICBs will also not be segmented
in 2025/26 due to the significant changes and requirements of the Model ICB
Blueprint. For Q2, all north east London Trusts (Barts Health, Barking, Havering, and
Redbridge University Hospitals Trust (BHRUT), Homerton Healthcare, East London
NHS Foundation Trust (ELFT) and North East London NHS Foundation Trust
(NELFT)) are placed in segment 3 (1 being high performing to 5 being the most
challenged). The biggest change relates to NELFT which has entered financial
deficit, and the financial override has been applied for Q2. Segmentation has
deteriorated as a result (moved from segment 1 to 3). London Ambulance Service
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2.2

2.3

24

25

has an improved position for Q2 (moved from segment 3 to segment 2). More detail
regarding the NHS Oversight Framework for 2025/26, including access to the
national dashboards can be found at https://www.england.nhs.uk/publication/nhs-
oversight-framework-nhs-trust-performance-league-tables-process-and-results/

Correspondence was received from NHSE on 18 September, ‘Building on our
progress in the second half of 2025/26’ outlining key national asks for the rest of the
year (H2) including the requirement to:
¢ Maintain financial discipline
¢ Eliminate elective care waits over 65 weeks by mid-December
e Ensure plans in place to address demand growth and optimise use of
Advice and Guidance
o Improve the position on 4-hour waits, 12-hour waits, and ambulance
handovers in the emergency department (ED) ahead of winter
e Improve primary care access, including Pharmacy First, and delivery of
urgent dental appointments
e Provide assurance regarding winter resilience

In line with the correspondence, provider and ICB mid-year review meetings
underpinned by the oversight framework across finance, quality and performance
were held in October.

The letter also confirmed Trusts significantly off plan on activity, referral to treatment
(RTT) performance, and long-waits standards would be required to submit revised
trajectories for return to plan by December 2025. Consequently, BHRUT (for RTT
performance) and Barts Health (for more than (>)52week waits) submitted revised
trajectories in mid-October. Tracking against the revised position from September is
included within this report (this is in addition to the revised RTT performance and
waiting list trajectories submitted in August for Homerton Healthcare and Barts
Health respectively).

Additional regional correspondence was received on 1 October 2025, to outline how
NHSE regional teams will assume new oversight arrangements, responsible for
“holistic oversight of provider and commissioner performance in line with national
frameworks, identifying where regulatory interventions are required”. London’s
approach to oversight will also be governed by the NHS Oversight Framework.

Further to the above, the Medium-Term Operating Framework was also published at
the end October, outlining the delivery commitments between now and the end of
2028/29. The first submission to NHSE was made on 17 December 2025, submitted
trajectories are largely compliant. Exceptions include ambulance handovers within 15
minutes, urgent dental appointments are partially compliant, as national demand
expectations exceed local activity. Targets for Pharmacy First also face challenges
delivering increased activity within fixed budgets; both positions are consistent with
London-wide trends. Mental health talking therapies remain non-compliant despite
modelled improvements. The final submission is due on 12 February 2025.

In light of the above, work to develop reporting is underway taking into consideration
the Model ICB Blueprint, the NHS Oversight Framework, national asks for the rest of
the year (H2) by accountability (ICB accountability of most focus), as well as the
Medium-Term Operating Framework for 26/27 and beyond. A H2 report (as an annex
to the main performance report) is now available to the Finance, Performance and
Investment Committee (FPIC) each month. Going forward, the intention is to
streamline and amalgamate reports.
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3.2

3.3

3.4

3.5

3.6

3.7

Performance in October and November 2025

The total north east London waiting list decreased in October (-4,912 pathways from
September) to 222,199 pathways, reduction driven by all three north east London
acute Trusts and most notably at BHRUT (the waiting list at BHRUT has been
increasing overall from February 2025). This may in part be due to increased
validation effort in advance of the electronic patient record go-live. The waiting list at
Barts Health fell for the fifth consecutive month (following the increase in May driven
by the go-live of the Luna waiting list management and reporting solution). The
waiting list at Homerton Healthcare also fell for the sixth consecutive month. South
East London, North Central London and North West London ICBs continue to have
higher waiting lists compared to North East London ICB. North east London has the
eighth highest waiting list out of the 42 ICBs nationally and is in quartile 4 (highest
25%).

Referral to treatment (RTT) performance in October was 61.7% (-0.75% from
September). There will not be a nationally reported BHRUT RTT position for
November as agreed with NHSE.

2.0% of the waiting list in north east London was waiting over 52-weeks in October
(2.7% at Barts Health —improved position, 1% at BHRUT, and 1% at Homerton
Healthcare). North east London has the highest proportion (%) >52weeks in London
but ranked in quartile 2 nationally (quartile 1 lowest 25%; quartile 4 highest 25%).
While waits >65weeks remain and there is risk to elimination by December 2025
(north east London is expected to have approximately 45 >65weeks remaining at the
end of December). North east London has the greatest level of reduction (trajectory)
in London across the latest four-week period. Considerable progress has been made
at Barts Health through the Tier 1 process, and at BHRUT in gynaecology
specifically.

Cancer performance in north east London remains strong both in London and
nationally in October. All three acute Trusts achieved the 28-day faster diagnostic
standard, 31-day and 62-day trajectories for the month. The 31-day combined
standard (97.4%) was also achieved against the constitutional standard.

North east London achieved 79.7% diagnostics waiting times and activity (DMO01)
performance in October (up +2.0% from September), against the 95% ambition. The
number of >6-week breaches (backlog) decreased to 11,626 pathways in October (-
475 pathways from September), driven by reduction at Barts Health and Homerton
Healthcare. The overall size of the waiting list however increased to 57,330 in
October (+2,897 pathways from September), driven by increases across all three
acute Trusts. Demand and capacity challenges in imaging modalities, audiology and
endoscopy continue to impact the current position. Recovery actions and projected
impact on DM01 performance are being monitored and managed via the Tier 1
process led by NHSE and the north east London diagnostic workstream.

The published position against the 4-hour emergency department (ED) standard in
November was 73.6% (down -2.4% on October performance), performance at Barts
Health and BHRUT down in month and below trajectory. North east London had the
lowest 4-hour performance of the five London ICBs in November. 10.1% of
attendances in ED waited more than 12 hours from arrival (improved).

In November, the percentage of general and acute (G&A) overnight beds occupied in
north east London was 92.5% (Barts Health 90.8%; BHRUT 95.1%; Homerton
Healthcare 93.8%). The percentage of beds occupied by patients with a length of
stay over 21 days was 19.5% (Barts Health 19.9%; BHRUT 20.5%; Homerton

173



3.8

3.9

3.10

3.11

3.12

Healthcare 13.6%). Adult G&A beds occupied by patients not meeting the criteria to
reside was 10.6%. 93.6% of patients were discharged on their discharge ready date,
exceeding trajectory.

North east London is reporting virtual ward bed capacity of 462 (out of the 582 target)
with an occupancy rate of 73%, which remains below the 80% target. An update on
virtual wards is due to be presented to the Finance, Performance and Investment
Committee in January following queries raised by the committee regarding utilisation,
and the overarching strategy critical to support the left shift.

The number of appointments delivered in general practice in October was above plan
for the second successive month, 88.7% appointments were seen within two weeks.

Referrals to urgent community response services remained above planned levels in
October.

Community services waiting lists remain challenged. The 2026/27 Medium Term
Planning Framework mandates long wait reductions, prioritising children and young
people services and musculoskeletal.

Four of the twelve mental health metrics as reported met trajectory in October
(talking therapies, reliable improvement and recovery, community mental health
access, and average length of stay for adult acute beds). Children and young
people’s access remains below trajectory; it is however important to recognise north
east London still has the highest level of access in London. Children’s and young
people’s eating disorder wait times remain challenged; drivers are being explored as
this can no longer be attributed to seasonality over the summer and at the start of the
school year. There remains some data quality issues relating to national reporting of
out-of-area placements (locally reported data is being used as a result).

Risks and mitigations
The risk and mitigations are described for each of the performance domains.

Recommendations

The Board is asked to receive the report for assurance purposes and to note its
contents. Any feedback on the content or the presentation of the material is
welcomed by the 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

ICB Performance Team. Each of the performance domains is reported by the subject
expert.
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NHS|

North East London
Executive Summary

The report covers key indicators across Elective Care, Outpatient Transformation, Diagnostics, Cancer, Urgent Care, Health Services in the Community, and Mental Health, Learning Disabilities and
Autism. The latest Nationally published data is for Oct-25 and Nov-25 (where available). The data source used for Operating Plan monitoring against Planned Care and Outpatient activity metrics is not

available for M7 at the time of reporting due to changes made to the method of data flow by NHSE. Alternative sources are being explored; where metrics are impacted this is reflected within the
report.

Planned Care:

RTT performance in Oct-25 was 61.7%, marginally below planned performance (-0.2%, driven by BHRUT below plan). The total NEL waiting list reduced in Oct-25 (-4,912 pathways from Sep-25). 2.0%
of the waiting list was waiting over 52-weeks.

Outpatient Transformation:

The number of services offering and Advice and Guidance and utilisation of Advice and Guidance in NEL remains strong. In Oct-25, 42,911 specialist advice requests were raised by NEL GPs, 23.2% of
which were diverted (requests returned with advice and no onward booking). Indicative data suggests utilisation in Oct-25 was c. 37% of all first outpatient attendances, compared to 34% nationally
and 29% for London. 8,198 patients were moved or discharged to PIFU in Oct-25, this is the largest volume YTD at BHRUT and Homerton. This equates to 2.9% of all outpatient appointments moved /
discharged to PIFU across the three NEL Trusts (proxy).

Diagnostics:
NEL achieved 79.7% DMO1 performance in Oct-25 (up +2.0% from Sep-25) against the 95% ambition. Long waits for diagnostics tests and distance from national targets remain in some modalities.
MRI, NOUS, DEXA and Audiology remain the most challenged modalities. Significant work continues at Barts Health with oversight via the diagnostic workstream and Tier 1 process.

Cancer:
NEL Cancer performance remains strong both in London and nationally. All three NEL Trusts achieved 28-day FDS, 31-day and 62-day trajectories in Oct-25.

Urgent and Emergency Care:
The published NEL position against the 4-hour ED standard in Nov-25 was 73.6%.

Health Services in the Community:
Community services waiting lists (number and length of waits) remain challenged.

Primary Care:
The number of appointments delivered in general practice in Oct-25 was above plan for the second successive month, 88.7% were seen within 2-weeks.

Mental Health, Learning Disability and Autism (MHLDA):

Four of the twelve mental health metrics as reported met trajectory in Oct-25 (Talking Therapies Reliable Improvement and Reliable Recovery, Community Mental Health Access, and Average LOS for
Adult Acute Beds). 177



Summary Table by Indicator

The table below provides an overview of latest published NEL performance including benchmarking for key indicators where available (RAG reflects the overarching status of programme)

Core Metrics

Latest Published

Trajectory

Actual

2024/25

Achievement vs.

N 6-Month Trend
Trajectory

Oct-25 Benchmark (London / National)

SEL, NCL, and NWLICBs continue to have higher waiting lists
compared to NEL. NEL has the 8th highest waiting list out of the
42 ICBs nationally and is in quartile 4 (highest 25%). NELis in
quartile 3 for waiting list growth in the last 12-months (this

@ [Total Waiting List (Volume) Oct-25 228,552 222,199 223,237 o includes growth owing to the move to the Luna waiting list
8 management and reporting solution at Barts Health in May-25,
2 and will be impacted by the EPR go-live at BHRUT from Nov-25.
E Barts Health has the 2nd highest waiting of all London Trusts
a behind Royal Free and is ranked Sth highest nationally.
NEL has the highest proportion (%) >52ww in London. Ranked in
The % Incomplete Referral to Treatment quartile 2 nationally (quartile 1 lowest 25%; quartile 4 highest
Oct-25 2.1% 2.0% 2.5
Pathways >52 weeks c N B b8 ° 25%) out of 42 ICBs (highest = 8.4%; lowest = 0.1%).
a . . . Ranked 3rd best performing ICB in London behind NCL and SWL.
o o Di o
& |* of Patients > 6 weeks for a Diagnostic Test 79.7% ESEX o Barts Health (69.26%), BHRUT (96.05%) and Homerton (95.82%).
2
Ranked best performing Cancer Alliance and highest performing
ICB in London. Above London average performance, 78.56%. NEL
28-Day Faster Diagnosis Standard (FDS) (%) 82.1% 73.3% Q has the 2nd best 28-Day FDS performance out of the 42 ICBs
nationally and is in quartile 4 (top 25%).
E Ranked best performing Cancer Alliance and highest performing
§ 31 Day Combined Performance (%) 97.4% 96.7% [+] ICB in London. Above London average performance, 94.66%.
Ranked 2nd best performing Cancer Alliance and ICB in London
i o and above London average performance, 72.82%. NEL has the 4th
62 Day Combined Performance (%) 78.2% 68.2% o best 62-Day performance out of the 42 ICBs nationally and is in
quartile 4 (top 25%).
NEL had the lowest 4-hour performance of the 5 London ICBs in
O |A&E 4hr Performance N . o
5 . . 73.6% 75.1% [/] Nov-25, NWL was the highest performing ICB achieving 79.7%
= |(incl. UTC standalone sites) -
within 4-hours.
Z
‘e |Appointments in General Practice 1,239,026 1,256,299 1,218,073 (/]
3
£
Oct-25
§ c NEL continues to have the highest volume of referrals across
E Urgent Community Response Referrals 2,695 3,030 2,650 (/] London ICBs in Oct-25.
£
8
E Community Service Waiting List >52 weeks 2,930 1,920 2,788 [/]
)
2 Q2
5 % Learning Disability Register and Annual Health
o 18.7% 35.2% 37.4%
T |Checks Delivered by GP ° N ° °
Ranked 4th in London out of 51CS's.
Talking Therapies Reliable Improvement Oct-25 65.7% 72.2% 65.9% Q
= Ranked 4th in London out of 51CS's.
% |Talking Therapies Reliable Recovery Oct-25 46.1% 47.5% 46.5% [+]
Q
T
g Ranked 5th in London out of 51CS's.
§ Inappropriate Out of Area Placements Oct-25 30 65 49 [x]
Average Length of Stay for Adult Acute Beds Oct-25 52 50 54 (/] ¥/\~
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Planned Care Recovery & Transformation— October 2025

Archna Mathur

Latest Published October-2025

Ch fi
Achievement | Trajectory Actual ange from
prev. Month

6 Month Trend

Total Waiting List ® 228,552 222199 v
(volume) ! !
Waiting List <18 Weeks
61.95% 61.71% v
o ° " . M
Time to First Outpatient Attendance <18 Weeks ®© 70.36% 71.20% v
(%) . 0 . 0
Planned Care ]
Waiting List >52 Weeks © 4856 4456 v
(volume) ’ ’
Waiting List >52 Weeks ) 2.12% 2.01% v
(%) - -
Inpatient Elective Activity 101.94% 130.90% A
(% 19/20 BAU) e e

Consultant Led
Outpatient Attendances
(% 19/20 BAU)

October 25 (M7) Outpatient activity data (SUS/SEM) is not available at
the time of reporting due to changes made to the method of data flow
by NHSE

Latest monthly where appropriate are shown as RAG :
v ON x OFF track vs. trajectory.

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Governance

e Tier 1 process led by NHSE

¢ NELAcute Commissioning Board - enhanced strategic commissioning approach and governance to ensure alignment with right to
choose regulations and elective reform guidance, underpinned by the need to support waiting times for patients, clinical
quality/safety, and system wide financial sustainability

¢ NEL Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand
management initiatives and pathway improvements aligned to priority areas

e Trust theatre productivity and utilisation programmes, overseen via the NEL Surgical Optimisation Group incl. to share good practice
across providers on improving theatre utilisation, optimisation and productivity

Key Headlines

Elective care performance continues to face sustained pressure, driven by demand, blacklog clearance and long waits.

The total waiting list fell in Oct-25 (-4,912 pathways from Sep-25) to 222,199 pathways. Reduction at all three NEL Trusts in month, and most notably
at BHRUT (the waiting list at BHRUT has been increasing overall from Feb-25). This may in part be due to increased validation effort in advance of EPR
go-live inNov-25. The waiting list at Barts Health fell in Oct-25 (-623 pathways) for the 5t consecutive month, following the significant increase in May-
25 driven by the go-live of the Luna waiting list management and reporting solution. The waiting list at Homerton also fell in Oct-25 (-2,429 pathways)
for the 6t consecutive month.

18-week RTT performance across Barts Health, BHRUT and Homerton was 61.7% in Oct-25 (Barts Health 56.4%; BHRUT 70.7%; Homerton 67.4%). NEL
is 3 out of the 5 London ICBs (behind NCL and SEL) and in quartile 3 nationally (quartile 1 lowest performing — quartile 4 highest performing).

71.2% of pathways were waiting <18-weeks for a first appointment (in line with the previous 4-months). BHRUT and Homerton above trajectory.

Long waiter reduction and the national ask to achieve 0 >65ww by mid-Dec-25 remains the highest priority. In Oct-25 there were 237 pathways >65ww
in NEL (Barts Health 148; BHRUT 87; Homerton 2).

Overall >52ww volumes continue to reduce at NEL level driven by Barts Health (-30% following the go-live of the luna waiting list management and
reporting solution in May-25). >52ww volumes at Barts Health equate to 2.7% of the waiting list. >52ww volumes at BHRUT have remained relatively
flat overall Apr-25-Oct-25 and remain at c. 1% of the waiting list. >52ww volumes at Homerton have doubled since the start of the financial year,
noting an improved position in Sep-25 and Oct-25. While this is an increase from 0.4% of the waiting list in Apr-25, volumes have been sustained at c.
1% of the waiting list.

>Based on data from the Model Health System (latest data), 12.8% of the total waiting list is <19-years. 58.6% of <19-years are waiting <18-weeks for
treatment (below performance across all age groups 61.7% for the month). 2.6% <19-years are waiting >52 weeks (vs. 2.% across all age groups). The
Medium-Term Operating Framework for 27/26 requires systems and providers to put in place targeted actions to increase activity and improve
performance for their CYP population.

Workstream Issues and Risks

Ongoing impact to waiting lists due to system changes (e.g. Barts Luna implementation and BHRUT EPR roll-out), including DQ, operational impact and
impact to validation capacity.

Disruption to BHRUT data flows during and post EPR go-live. There will be no nationally reported BHRUT RTT position for Nov-25 as agreed with NHSE.
Remaining waits >65 ww and risk to delivery of the national ask to eliminate remaining >65ww by mid-Dec-25. NEL is expected to have c. 45 >65ww
remaining at Dec-25 month-end.

Growth in demand over and above planned levels.

Risks associated with delivery of financial balance vs. delivery of performance requirements.

Risk of further resident Doctor IA following action in November (14t -19t Nov) and December (17t — 22" Dec). During the period of 1A in November
95% of planned activity went ahead. Approx. 2,350 inpatient / outpatient appointments were rescheduled across NEL.

Mitigating Actions and Next Steps

Additional national NHSE funding secured by Barts Health and BHRUT to support delivery of >65ww by mid-Dec-25. The additional funding used to
support insourcing, waiting list initiatives and use of fallow lists in the most challenged specialties.
Additional national NHSE funding to support delivery of the following in Q4:
o Q4 core outpatient performance sprint - the performance sprint will enable providers to be paid for all first outpatient activity (including
procedures) above their Q4 plan to support RTT recovery. All three NEL Trusts to take part.
o Funding for regions to allocate to ICBs to support delivery of the Mar-26 >52ww ask, expected to fund day-case and inpatient activity.
Additional funding secured by Barts Health and BHRUT (Homerton opted not to submit any bids). NHSE funding to be supplemented by the
ICB so that all additional schemes / interventions (WLIs, insourcing, and additional theatre sessions) at Barts Health and BHRUT can
proceed.
Barts Health remain in Tier 1 for elective recovery and diagnostics. Tier 1 oversight includes delivery against >65ww elimination plans and specialty
specific interventions.
Trust analysis to understand demand growth by referral source completed and reviewed at the November Demand Management Group meeting.
Further analysis including specialty level breakdown of primary care demand and reinstatement of NEL level referral data sets for consistent analysis to
be completed for the January meeting.
Participation of all three NEL Trusts in the national Q3 validation sprint (03/11-25— 14/12/25).
Medium term planning initial submission made to NHSE on 17t December. In 25/26 every Trust is required to deliver a minimum 7% improvement in
18-week performance or a minimum of 65%, whichever is greater (to deliver national performance target of 70%). Year-on-year reduction in the total
waiting list is also required. All three NEL Trusts have submitted compliant trajectories. Final submission due 12t February. 179
Elective funding allocations and associated ICB waiting list targets to Mar-29 shared by NHSE in December, system working to understand the
implications of this, consider potential financial mechanisms, and requirements for system delivery underway.




Outpatient Transformation — October 2025

Metric
Achievement Trajectory Actual

A&G/Specialist Advice Requests
(volume)

A&G/Specialist Advice Utilisation

Outpatient  [EZXelZ7Y]
Transformation
A&G/Specialist Advice Diversion
(%)

Moved or Discharged to PIFU

(volume) o 7,520

42,911

PR | i
prev. Month Ot fren

A

October-25 (M7) Outpatient activity data (SUS/SEM)

isnotavailableatt

he time of reporting

23.23%

8,198

A

A

Moved or Discharged to PIFU Utilisation
(% OPA)

reporting

October-25 (M7) Outpatient activity data (SUS/SEM) is not available at the time of

Latest monthly where appropriate are shown as RAG :
v ON % 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

e Tier 1 process led by NHSE

quality/safety, and system wide financial sustainability

management initiatives and pathway improvements aligned to priority areas
¢ Outpatient and Out-of-Hospital workstreams within all three NEL Trusts

¢ NEL Acute Commissioning Board - enhanced strategic commissioning approach and governance to ensure alignment with right
to choose regulations and elective reform guidance, underpinned by the need to support waiting times for patients, clinical

¢ NEL Demand Management Delivery Group - oversees the strategic and operational implementation and impact of demand

Key Headlines

In Oct-25, 42,911 specialist advice requests were raised by NEL GPs, 23.2% of which were diverted (requests returned with advice and no
onward booking). This is above diversion rates nationally (20.9%) and London levels (22.5%) for the month.

Outpatient activity data remains unavailable at the time of reporting due to changes made to data flows by NHSE, and therefore it is not
possible to report utilisation (% of FOPA). However, indicative data suggests utilisation in Oct-25 was c. 37% of all first outpatient attendances,
compared to 34% nationally and 29% for London.

8,198 patients were moved or discharged to PIFU in Oct-25, this is the largest volume YTD at BHRUT and Homerton. This equates to 2.9% of all
outpatient appointments moved / discharged to PIFU across the three NEL Trusts (proxy). National achievement was 3.7%. London
achievement was 2.8% (London has the lowest performance of the 7 regions nationally). NEL is ranked 3rd behind SEL (3.9% and NWL 3.3%).

Workstream Issues and Risks

Non-Admitted waiting list growth. The non-admitted waiting list at BHRUT decreased in 24/25 by approx. —20% (c. -12,300 pathways) but has
been increasing from Feb-25 overall.

Understanding divers of demand while below plan overall, clock-starts are showing an increasing trend (adverse to planned trend YTD) at all
three Trusts.

Resource implications and job planning to support and expedite key initiatives and interventions across primary and secondary care e.g.
A&G/R.

Drivers of referral volumes and flow within NEL and outside of NEL, as well as to the IS, incl. A&G/R, patient choice, and waiting times.
Relatively low volumes and variance in PIFU uptake across Trusts and specialties (Barts Health and BHRUT PIFU trajectories submitted within
the NEL Operating Plan do not meet the 5% ask as set out in the elective reform guidance).

Complexity, risks, and unintended consequences relating to the ‘Provider Selection Regime’ under choice regulations.

Lack of national directive re the requirement to move to a SpoA (A&R model) in 25/26.

Mitigating Actions and Next Steps

The three NEL Trusts remain active participants in the national ‘getting it right first time’ (GIRFT) programme and ‘further faster’ programmes.
Priority areas of focus are clinic templates (capacity for new appointments vs capacity for follow-up appointments), PIFU and DNAs. These
remain priority areas in line with the Medium-Term Planning Framework for 26/27.

As set out in the NHSE correspondence ‘building on our progress in the second half of 25/26’ ICBs are required to ensure plans are in place to
address demand growth above that assumed in activity plans and ensure that A&G is optimised. This is being supported in NEL via:

- Work to embed A&G/R into the NEL demand management approach, including implementation of agreed NEL wide principles. This
is now also supported by the Medium-Term Planning Framework for the move to a SPoA model (A&R). A NEL implementation
group has been established, and clinical workshop is due to be held. NEL is progressing with the work to move to a SPoA model
(A&R), as the agreed approach for NEL, despite lack of national directive.

- Al NEL GP practices continue to participate in the national primary care A&G enhanced scheme (£20 per request), with ongoing
review of the data (dashboard developed) to support reconciliation of GP claims and payments. Cap lifted Q4.

- System wide A&G/R KPIs agreed and overseen via the NEL Demand Management Delivery Group to enable greater understanding
of process and impact across primary and secondary care, to support joint working, improvement and streamlining, as well as meet
commitments in the Operational Delivery Framework for ICBs

- Trust analysis to understand demand growth by referral source completed and reviewed at the Nov-25 Demand Management
Group meeting. Further analysis including specialty level breakdown of primary care demand and reinstatement of NEL level
referral data sets for consistent analysis to be completed for the Jan-26 meeting.

The NEL Demand Management group has undertaken detailed work on PIFU, to establish a detailed baseline, ensure a consistent
understanding through a “back to basics on PIFU” exercise and Trust plans. Trust PIFU trajectories submitted as part of the Medium-Term
planning process. Targeted specialties at Trust level for PIFU expansion / Trust approaches understood.

Workstreams for MSK, Women’s Health Hubs (Gynae), ENT, Ophthalmology, and Dermatology continue to progress.

Ongoing implementation of patient facing digital platforms (Patient Knows Best and Dr Dr) via the NHS App.

Work to model the impact of elective commissioning intentions / demand management initiatives ongoing. This includes detailed modelling
to support the move to a SPoA model (A&R) to inform development of a local tariff and understanding of volumes (all specialties vs. top 10
specialties). 180

Access to transformation funding being considered for 26/27 to support ENT CHS expansion of clinical pathways, Women’s Health Hub model
of care in Newham, workforce shifts related to full roll out of A&R.




Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

Diagnostics — October 2025

KEY
Latest Published October-2025
etre Waiting List Performance Activity (% BAU 19/20) Key Headllnes

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

D on - NEL DMO1 Performance: NEL achieved 79.72% DMO01 performance in Oct-25 against the >95% Mar-25 ambition (an
improvement on the Sept-25 position of 77.77%). NEL ICB has the 3" best comparative performance of all London ICB'’s.

Llelteisensinpe e ] 84.83% 80.26% /\f 119.92% 134.84% A \/\/ *  NEL Provider DMO01 Performance: DMO01 performance at Provider level in Oct-25 - Barts Health (69.26%), BHRUT (96.05%) and
Homerton (95.82%) vs. 95% Operational Standard by Mar-25. BHRUT delivering against the Mar-25 ask since May-24.

Computed Tomography (CT) (x] 93.52% 90.51% v \/‘ (V) 130.40% 153.17% A \/\/ * NEL Waiting List: The overall NEL diagnostics waiting list increased for the second successive month in Oct-25 to 57,330 (+2,897
pathways) compared to the previous month’s W/L size of 54,433 driven by increases across all three NEL Trusts.

NG B o o —— A ’\, ° i cRaT n ./\/ * NEL > 6 Weeks Backlog Position: The no. of pathways waiting > 6 weeks for a diagnostics examination decreased in Oc.t-.25 to
11,626 pathways (-475 pathways compared to Sept-25), driven by Barts Health and Homerton. The no. of pathways waiting > 6
weeks-decreased at Barts Health (-660 pathways), Homerton (-48 Pathways) and increased at BHRUT (+233 pathways).

Diagnostics [ o bt ETES o /\/ o GRS TR o ~/\/ *  NEL> 13 Weeks Backlog Position: The no. of pathways waiting > 13 weeks for a diagnostics examination saw an increase for
the fifth successive month in Sept-25 to 3,315 pathways (+222 pathways compared to Sept-25), driven by increases at Barts

Colonoscopy ) 96.49% 90.59% v /\/~ ] 76.20% 73.77% A \/v Health (+192 pathways), BHRUT (+15 pathways) and Homerton (+15 pathways).

*  Performance vs. Op Plan Trajectory: NEL delivered against the 25/26 Op Plan trajectories for Oct-25 at modality level in Dexa
o Flexi Sig and Echo. >95% DMO1 performance (Mar-25 ambition) was achieved at Trust level in MRI (Homerton), CT (BHRUT and

Flexi Sgmoidoscopy <z 018% 9% 4 \/\/ = o4.32% S22 M /\\ Homerton), NOUS (BHRUT and Homerton), DEXA (BHRUT and Homerton), Colonoscopy (BHRUT and Homerton), Flexi-Sig
(BHRUT and Homerton), Gastroscopy (BHRUT and Homerton), Echo (Barts and BHRUT) and Audiology (BHRUT).

Gastroscopy (X} 87.57% 82.31% A \./ (X} 97.10% 93.93% A \/\-‘ * Activity vs. Op Plan Trajectory: NEL delivered above 25/26 Op Plan trajectories in Oct-25 at NEL level in the following six
modalities - MRI, CT, NOUS, Dexa, Echo and Audiology.

Echocardiography (V] 82.50% 89.03% v \/_ (V] 112.51% 122.05% A \/\/

Mitigating Actions and Next Steps

Audiology (%] 91.16% 57.47% A \‘\/ (V] 77.67% 85.78% A /\/

Tier-1 Escalation: Barts Health remain in Tier 1 (from May-25) for elective recovery and diagnostics

*  Barts Health Mitigations: Recruitment to staff the new MRI at Newham Hospital concluded. Demand and capacity analysis
completed, and a recovery trajectory has been agreed to clear the waiting list backlog. Newham expect to achieve 80% against
the standard by Dec-25 and achieve 99% by Apr-26. CT performance is beginning to improve with plans in place at Newham
Hospital to mitigate the loss of one scanner. Further plans to secure a mobile scanner for 3-4 months pending implementation
of a new NHSE funded CT are being finalised. CT backlog clearance expected in Apr-26. Non-obstetric ultrasound demand and
capacity commenced across the Group. Demand outstripping available capacity, with access to independent sector provision
no longer available. Initial review of drivers has identified GP demand for gynaecology scans has significantly increased,
consistent with the picture across London. Work with the women’s health programme board on demand optimisation

*  Homerton Mitigations: The Trust returned to a compliant position against the national standard of 95%. Cardiology (ECHO)
remains challenged, increased resource within the service and collaborative capacity from Barts Health has commenced.

* Community Diagnostic Centres (CDC): The MEH CDC building is now complete and fully functional, with a phased go-live
process expected to be finished by the end of December 2025.

» Diagnostics Digital Capabilities: Interests registered in Pathology, Radiology — Cloud PACS and iRefer, CDC Self Booking and
supporting the endoscopy and physiological sciences network in pursuing Al innovations.

Workstream Issues and Risks

* Tier-1Escalation: Barts Health remains in Tier-1 for diagnostics since 15t May 2025.

*  DMO1 Compliance and backlog position: Significant deterioration in NEL systems DMO1 performance. The volume of patients on the overall NEL
Diagnostics Waits >6 Weeks and >13 Weeks (backlog) for a diagnostics examination saw significant increases in recent months posing specific
concern. System risk sits predominantly at Barts Health and recent deterioration in NOUS driven by the cessation of the OMNES NOUS contract.

* EPRImplementation: The impact at BHRUT in Nov-25 on operational processes, data quality, capacity and delivery of DMO01 performance. This
has however been factored into Trust submitted plans.

*  CDC Activity: There is a risk that CDC activity numbers for 2025/26 may not be achieved at MEH due to previous slippage in completion date.

*  Straight to test project: There is a risk that the in-year savings for the straight to test project will not be realised.

* Inappropriate Scan Requests: There is a risk that GPs are requesting inappropriate scans resulting in increased costs and unnecessary scans.

* Demand Management and Pathway Design: Ultrasound demand management requires attention, particularly due to significant
overperformance by NEL’s IS providers. There is a national initiative to reduce ultrasound usage, NEL dedicated working group to be stood up.

«  2025/26 Operating Plan: The operating plan trajectories continue to be monitored in month albeit delivery by March 2026 will be a challenge. Medium Term Planning Framework and 2026/27 Planning Guidance Requirements

P h
 Industrial Action: The impact of IA between (17/12-22/12) on diagnostics activity, W/L and backlog position across NEL Trusts. * The 1° NHSE Op Plan submission was made on the 17" of December 2025.
* The askis every system delivering a minimum 3% improvement or performance of 20% or better and achieving no more than

1% of patients waiting >6 weeks in March 2028/29.

Governance

*  Strategic Meetings: Diagnostics Programme Board, Acute Commissioning Board and Tiering (Tier-1) Meeting with NHSE London region 181

» Diagnostics Escalation Management: NEL Imaging, Endoscopy, Physiological Measurements Networks and the Acute Commissioning Board continues to reflect Acute Commissioning as core business via an MDT approach across NEL.
* Performance Reviews: The NEL Performance team holds regular discussions with Acute Providers to monitor diagnostics performance against constitutional standards.




Femi Odewale

Cancer—October 2025
o
Latest Published October-2025

Metric Change from
Achievement | Trajectory Actual & 6 Month Trend
prev. Month

Faster Diagnosis Standard

1 2.

Fos 76.18% 82.06% /\/

Cancer ‘
?;)Day Standard V] 96.15% 97.36% v /\/\
62 Day Standard (V] 73.49% 78.25% A \/\/

(%)

Latest monthly where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Key Headlines

The overall NEL CWT Performance was sustained for the seventh successive month delivering the strongest CWT performance in
London in the month of October 2025, one of two systems achieving all three CWT Op Plan Targets.

* Faster Diagnosis Standard: NEL's Faster Diagnosis Standard (FDS) performance in October 2025 was 82.06%, above the 28-day
diagnosis target and the aggregated monthly trajectory. All three NEL Trusts also achieved their Op-Plan Trajectories this month.
Nationally, an 80% FDS Target must be achieved by March 2026. NEL ranked best performing Cancer Alliance and ICB in London,
one of two systems to achieve the Target. NEL FDS performance is above London average performance of (78.56%).

* 31-day cancer treatment against 96% standard (new combined metric from October 2023): In Oct 2025, NEL ICB recorded a
performance of 97.36% a minor dip on Sept-25. All three NEL Trusts met or surpassed the 96% benchmark this month. Ranked
best performing Cancer Alliance and ICB in London. Above London average performance of (94.66%) this month.

* 62-Day Combined Standard: NEL recorded a performance of 78.25% against the 62-day combined standard in Oct 2025, above
the monthly trajectory of 73.49% and the 75% NHSE 2025/26 Operational Plan requirement by Mar-26. All three NEL Trusts
delivered against Op- Plan Trajectories and Barts and Homerton’s performance surpassing the 75% target by Mar-26. Ranked 2"
best performing Cancer Alliance and ICB in London. Also, above London average performance of (72.82%) this month.

Workstream Challenges and Risks

Faster Diagnosis Standard (FDS)

¢ The Barts Health FDS position is sustained and compliance attained in Oct-25. Improvement at Barts Health
identified across several tumour sites.

* Risk to FDS at Barts Health (NUH), colonoscopy wait times have jumped from 7 days to circa ~ 20 days, with
many appointments falling outside the FDS window—raising concerns about future FDS performance.

* Risk to FDS remain in Head and Neck (RLH) — CNS now seeing patients first, which should improve performance .
Colorectal (cross site) - endoscopy staffing issues are a risk. Gynae (cross site) — hysteroscopy access is the key
constraint. Urology (cross site) — flexi capacity constraint remains and significant number of Urology breaches.

62-Day Combined Performance

* Barts Health: Bladder and prostate pathways are experiencing delays due to flexi capacity challenges, MRI &
Histology reporting delays, Increased requests for GA hysteroscopies are impacting the Gynae pathway. RLH —
hysteroscopy theatre capacity challenges, Head & Neck is experiencing capacity challenges around 15t OPA’s.
Colorectal services are a key concern, with 62-day performance under pressure. Colorectal remains challenging
at the RLH site, breaches are partly due to consultant leave. A review is planned to optimise the pathway.

*  BHRUT: The impact of the implementation of Oracle Cerner Millennium at BHRUT resulting in significant
challenges - Lower Gl (increased PTL, delays in endoscopy and radiology services), Skin (capacity challenges,
minor surgery delays and outpatient capacity issues), Urology (template biopsies scheduling issues and
experiencing delays in flexible bookings and Breast (increased PTL and radiology capacity issue).

* The impact of IA between (17/12-22/12) albeit cancer work expected to be prioritised across NEL Acute Trusts.

Mitigating Actions and Next Steps

Faster Diagnosis Standard (FDS)
* NEL continues to deliver against the FDS Standard and trajectories albeit work continues with the three Trusts to further improve
performance in key challenged tumour sites and sustain compliance.

62-Day Combined Performance

¢ Diagnostic Delays: NEL Trusts are working to resolve diagnostic delays in Urology, Gynaecology, and Colorectal departments due
to endoscopy capacity, increased GA hysteroscopy requests, and bowel prep issues. Delays in histopathology and imaging (CT
PET scans and MRI) for various tumour sites continue to affect treatment timelines and the Faster Diagnosis Standard (FDS).
Mitigation plans include Improvement groups at BHRUT who are focusing on Gynae patients over 104 days adding extra
capacity, while Trusts are reviewing processes in Gynae, Lower Gl and Urology — (Barts internal review commenced).

¢ BHRUT continues work with clinical and service teams to ensure timely consultant reviews of results, reducing the 62 Day
backlog in challenged tumour sites, deep dive improvement programme identifying diagnostics bottlenecks and line by line
review of patients over 62 days in place with service, clinical and cancer teams.

¢ Drive to ‘85: Fortnightly meetings ongoing with Barts Health with input from the NEL Cancer Alliance. Enhanced oversight and
governance remains in place at Barts Health to support early escalation of risks/ issues

* Deep dives: A series of deep-dives planned across NEL in challenged tumour sites (Gynae, Lower Gl, Urology, Lung, Head and
Neck, Breast). Gynae (22/08), Upper Gl (19/09) & Urology (Penile, Renal, Bladder and Prostate) (21/11) deep dives completed.

* SDF Funding: Under utilised during Q1 2025/26 at Barts has been repurposed to support recruitment to CNS support at RLH for
H&N. The Alliance is working with GPs on the quality of referrals to help manage demand coming through this pathway.

* Drive to 4% Sustainable Backlog: Work ongoing Pan-NEL to drive down the >62 Day CWT PTL backlog to a sustainable level.

Medium Term Planning Framework and 2026/27 TO 2028/29 Planning Guidance Requirements

«  NHSE Operating Plan 1% Submission was made on 17" December 2025 and NEL Trusts have submitted compliant trajectories.
e Ask is to maintain performance against the 28-day Cancer Faster Diagnosis Standard at the new threshold of 80%

e Ask is that every Trust delivers 94% performance for 31-day and 80% performance for 62-day standards by March 2027.

¢ Maintain performance against the 31-day standard at 96% and 62-day standard at 85% from March 2029

* Performance Reviews: Bi-weekly Cancer Operational Delivery Group (CODG)

Governance

* Cancer Escalation Management: NEL ICB, NEL Cancer Board, APC Board and Cancer Operational Oversight Board (COOB)
* Strategic Meetings: NEL Cancer Alliance and NEL ICB Performance team conduct in-depth reviews and meetings with NEL Acute Providers.
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Urgent and Emergency Care — November 2025 B O ¥ OFF trackvs. ety o RASS

E

Y

Change from prev. month indicates movement from the previous month based on validated published data
V /A deterioration ¥ /A improvement

Metric ) ) Change
4 Hour Performance: 73.56% of patients were seen within four hours of arrival to the emergency department, which is 2.41%
Total ARE Attendances below the monthly trajectory at the NEL level. BHRUT achieved 70.68% against their 78% trajectory (-7.32%), Homerton
) ) achieved 83.27% against their 80.02% trajectory (3.25%) and Barts Health achieved 69.05% performance against their 75.65%
el UGS el s SRR v v\ trajectory (-6.60%). This is against the backdrop of increased attendances in Barth Health (5% above plan) with attendances
(volume) | broadly in line with plan in BHRUT (-4.3%) and below plan in Homerton (-3.2%). For our BCYP patient cohort (under 18), ECDS
A&E 4-Hour Performance All Type shows that all types performance was 79% compared to 66% for patients aged 18 and over. This is a 3% deterioration on the
incl. UTC stand alone sites 73.56% v previous month.
(%)
[ 12 Hour Trolley Waits: In November 2025, the NEL aggregate position was not available as BHRUT data for November 2025
A&E 4-Hour Performance Type 1 o 63.90% 57.45% v /\/\ was impacted due to the EPR upgrade. However, Barts and Homerton saw slight improvements in patients waiting more than
(%) ’ ’ 12 hours compared to October 2025.At Barts, the proportion decreased to 14.13% from 14.94% in October 2025, while at
| Homerton it reduced to 0.62% from 0.74% in October 2025. Based on ECDS data, 1.9% of our BCYP patients (18 and younger)
A&E 4-Hour Performance Type 3 waited longer that 12 hours in ED compared to 10.9% of over 18-year-old patients. This is a 0.7% deterioration compared to
incl. UTC stand alone sites 93.64% v last month.
(%)
| G&A Bed Occupancy: In Nov-25, NEL G&A occupancy was 92.52%. Homerton recorded 93.80%, Barts 90.83% and BHRUT
12-hour Trolley waits from Arrival National Req. \/\ 95.11%. Both Barts and Homerton are now performing below their planned trajectory (Homerton -0.58% and Barts +-2.53%)
10.09% v R . . . . . .
(Percentage) ZERO indicating increased operational pressure, whilst BHRUT Health saw an increase in bed occupancy of +2.12% against their
| trajectory.
Percentage of G&A overnight beds occupied (V] 93.31% 92.52% A Adult G&A Bed Occupancy by Patients with NCTR: The percentage of adult G&A beds occupied with patients who no longer
meet criteria to reside shows an improvement when compared to the previous month (10.60% in November-25 compared to
| 11.31% in October-25). An average of 260 patients were remaining in hospital with NCTR (no criteria to reside) by the end of
Percentage ofM Gi.&A beds‘occupled by patients 10.60% v \/\ October.
not meeting the criteria to reside
! Length of Stay Over 21 Days: The percentage of total G&A beds occupied by patients with a length of stay over 21 days saw a
Percentage of G&A beds occupied with a length of ) slight improvement compared to pr.evious.month (19.53% in November-25 compared to 19.611 % i.n Octb.er-25). This is basejd
stay (LoS) > 21 days 19.53% \{ on the avgrage number of Iong.staylng patients who occupy adult General & Acute beds. Long staying patients saw a reduction
from 519 in October-25 to 512 in November-25.
Average Cat 2 Ambulance response time ) 00:35:00 00:38:10 A \/ Category 2 Response: Based on the latest available data at the time of reporting, the London Ambulance Service (LAS)
(November-25) o o reported an average category 2 response time of 38 minutes and 10 seconds for the North East London (NEL) area in October-
25. This represents a deterioration from the 32 minutes, and 36 seconds recorded in September-25. The London-wide target
Number of patients discharged on 'Discharge o 92.61% 93.50% n for November-25 was 35.
Ready Date' (October-25) Number Of Patients Discharged On Discharge Ready Date: This new metric under the 2025/26 Operating Plan, In October-25,
the NEL aggregate performance was 93.59%. Homerton achieved 89.70% against a trajectory of 90.28%, BHRUT achieved
Virtual ward occupancy 0 80.04% 12.73% v \f\‘ 95.72% against a trajectory of 95% and Barts Health achieved 92.42% against a trajectory of 90.95%. 153

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. A system-wide risks for Winter have been identified as part of NEL Winter planning. Top risks are: Ambulance Handover within 45
minutes, 24 Hour Waits for Mental Health Admissions, Number of Patients Receiving Urgent Care in Primary, Community and Mental Health (incl UCR and VW utilisation), Progress on Population Stratification. Eliminating Corridor
Care. Management of BCYP and Frailty cohorts and Workforce are also areas of concern and priority focus. Taking positive learning from winter 2024/25, NEL UEC Director will meet regularly with provider COOs, CMOs and CNOs as
well as Place Directors, DASSs (Directors of Adult Social Care) and DCSs (Directors of Children’s Services) and ICB Quality Team to collectively review NEL winter risks and mitigations at local and wider system level and provide
assurance to the NEL ICB UEC Board and NEL ICB EMT and Board.

Mitigating Actions and Next Steps — Programme Update

SPoA: The North East London (NEL) Integrated Care Co-ordination (ICC) Hub Pilot supporting the 999 pathway became operational at the end of November. The purpose of the ICC Hub is to support safe and effective management of
urgent and emergency care demand by ensuring that patients are directed or conveyed to the most appropriate service to meet their clinical needs. This is delivered through senior clinical triage and advice provided by experienced
Clinical Decision Makers. There has been engagement from clinicians across all Trusts in undertaking shifts within the hub to support the pilot. The intention is to achieve between 80% and 100% shift coverage during January,
February, and March. This level of coverage is required to enable a robust evaluation of the model and to inform the development of a business case for recurrent funding, should the pilot demonstrate benefit. As part of
commissioning intentions for 2026/27, agreement is required on the Target Operating Model (TOM) for system-wide single points of access for Urgent and Emergency Care (UEC). The model must align with the TOMs for NHS 111,
Same Day Access (SDA), and Integrated Neighbourhood Teams (INT), including the acute pathways that support people living with frailty. In parallel, work is underway to review and refresh the Directory of Services (DoS) in
partnership with ICB Place Leads, the London Ambulance Service (LAS), and the DoS team. This work will ensure that alternative care pathways are current, clearly defined, and operationally accessible to support appropriate clinical
redirection. Data collected through the ICC Hub pilot will be used to identify priority alternative care pathways requiring further development or system improvement.

In Hospital: The In-Hospital Programme continues to focus on improving ambulance handovers, streaming, same day emergency care (SDEC), acute frailty, criteria to admit/ admission prioritisation and discharge processes to
underpin the overall efforts to meet the 4-hour, ambulance offload and cat 2 trajectories and drive improvements in long waits in ED. Work is underway to support improved turnaround performance and increased ambulance
availability within the community. Front door optimisation remains a key priority, with ongoing work to increase direct conveyances to Urgent Treatment Centres (UTCs), maintain high UTC performance and maximise use of the
National Acuity Score and digital front door opportunities. The Programme team have also been engaged in the UTC commissioning review work that is underway. The SDEC programme aims to enhance provider data visibility at NEL
level and ensure full implementation of the Trusted Assessor and Direct to SDEC models across all sites. A system-wide SDEC stocktake is also being refreshed to promote pathway consistency. In parallel, acute frailty services are
aligning to the new regional Acute Frailty Criteria to establish standardised provision across NEL and strengthen direct access routes, complementing the ongoing development of the Single Point of Access (SPoA). Work continues to
implement the regional Criteria to Admit and develop the NEL Admission Prioritisation Criteria, with a phased approach beginning with stroke (phase 1) and frailty (phase 2). Awaiting clinical lead nominations for acute providers to
progress this work. Discharge improvement remains a core area of focus, targeting reductions in patients with long length of stay (7, 14 and 21 days) and bed days lost for those remaining in hospital beyond their discharge ready date.
Oversight of the Place-led Integrated Discharge Hub (IDH) review continues, covering pathway classification, recording and KPI standardisation. A KPI pilot between Barts Health, Tower Hamlets, and Waltham Forest commenced in
September 2025 to test NEL agreed discharge escalations. This resulted in improvements in P1 and P3 discharges with persistent challenge remaining on P2. Care Closer to Home partner PA will support Barts Health and system
partners with P2 delays as part of their Rapid Improvement offer.

Virtual Wards: NEL is reporting virtual ward bed capacity of 462 (out of the 582 target for Oct-25) with an occupancy rate of 73%, which remains below the 80% target. The refreshed governance supported by the clinical Task & Finish
Groups is driving the future programme and the virtual ward offer across the North- East London system. The focus of the task and finish groups on frailty, Children and Young People and Acute respiratory care continues to focus on
areas including standardisation of admission and discharge criteria, driving consistency, optimising utilisation, and ensuring appropriate use of capacity across the system. Mapping of Respiratory services has been completed with
similar task being carried out across the Frailty pathways across NEL in addition to Children and Young People services. In planning for the 2627 and 2728 the review of virtual wards is continuing including population need, utilisation
of digital care, sustainability and financial assessment, which is being included in the planning round in partnership with system providers.

Care Closer to Home.: the system has engaged additional external support to undertake a diagnostic review of UEC pathways, strategic planning for key elements of service delivery and underpinning the shift of care to community
and future neighbourhoods. The diagnostic report will be developed by February 2026.

Governance

NEL UEC Board reports into the NEL ICB Executive Committee 184
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Latest month/quarter where appropriate are shown as RAG :
v/ ON x OFF track vs. trajectory.

Health Services in the Community — Quarterly: Q2 (25/26); Monthly: October 2025

Metric . . Change from
Achievement Trajectory Actual :
prev. period

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

/Quarterly
Trend

Appointments in General Practice -
1,239,026 1,256,299 A
Oct-25 o /\/
M . oy )
10l {s| AN Percentage of appointments seen within two weeks N/A N/A 88.66% v
reported  [fola 2y
Urgent Community Response (UCR) referrals; Count of all UCR referrals
planned in the period - (V] 2,695 3,030 v
Health Oct-25
Services in the
Community Percentage of learning disability registers and annual health checks delivered
by GPs - (V] 18.68% 35.17% A
Q2 25/26
Community services waiting list-Number of patients waiting over 52 weeks at a
point in time aggregated for a) in scope CYP and b) in scope Adult services - (V] 2,930 1,920 v
225/26
Quarterly Q /
reported
Number of CYP (0-17 years) on community waiting lists over 52 weeks - o 1677 431 v
Q2 25/26 ’
Number of Adults (18+ years) on community waiting lists over 52 weeks -
1,2 1,4
Q2 25/26 (%] ,253 ,489 v ya



Key Headlines

Primary Care (Oct-25)

¢ In October, the number of appointments was 1,256,299. This is over the trajectory of 1,239,026 by 1.4%. 88.66% of these were within 2 weeks.

¢ Continued work to implement and embed the ‘Modern General Practice’ access model is taking place, following the national two-year access recovery plan programme which ended in March 25.. As part of the Access Recovery Plan Programme, practices that were on analogue systems
transferred to digital cloud telephone systems and all practices that were on non-compliant digital telephony systems have moved over to systems with greater functionality including ‘call back’ functions. This will help to support demand management, including the 8am rush for
appointments and provide appropriate patient triage.

e Capacity and Access Improvement payments are available for PCNs to apply for, as part of national contractual agreements. The three access related areas that practices will need to show compliance against are: use of cloud-based telephony, use of online consultation, and care navigation.

¢ NHSE has allocated notional funding to allow approx. 22 NEL practices to participate in the national GP Improvement Programme, to support practices in moving to the ‘modern general practice’ access model. Work has taken place to encourage practices that would particularly benefit to
participate, and we have fully used our allocation. These practices are all currently participating in the programme which will end in March 26.

* It has been a national contractual requirement for all practices to have online consultation operational during core hours (8 — 6.30) from 1 October, helping to ensure parity of access of access through different points of contacting the practice and have been supporting practices with this by
holding by local webinars and the two NEL GP Peer Ambassadors have been providing support with this. We have been undertaking a validation exercise to test compliance, and we are supporting any practices don’t appear to be meeting the requirement.

¢ Work to release capacity in primary care is continuing through work to improve the Primary/Secondary interface and the piloting of digital tools such as Al (Heidi Scribe) which is being evaluated.

2-hour UCR/ Community Rapid Response (Sept/ Oct 25)

* National Mandate — National have now published a UCR standardised rate to referrals conversion tool with expected rate per ICB based now on its population including some outcomes variation. NEL will need to revise recently submitted trajectories to reflect this. There is a national
expectation to shift more activity into unplanned pathways in community indicated in NHS England Medium Term Planning Framework. Services must have 7-day availability rapid response. Funding and commissioning must cover minimum 12 hour “community urgent care” offer, supervised
by senior clinical decision-makers and operating at a multi-neighbourhood level. Local ICBs must confirm how the basic offer continues to be resourced and delivered. National have also sent down to ICBs UCR standardisation review (looking at productivity via a population lens). This new
review of productivity in NEL puts the ICB in top position nationally but shows more detail of population variance which may mean rate change for NEL to meet.

¢ Targeted Improvement & Data Insight — NEL London has recently agreed core offer but is doing deep dives into service configurations. Pathway enhancement conversations against core offer have taken place but impact discussions continue. National rate and recent workforce deep dive
reveals outcome variations, investment disparities. Total number of all standard UCR referrals in October 2025 pre data cleansing is 3030, increase as expected for winter period. For September confirmed data is 2665. NEL & SWL continue to exceed the current national 180 trajectory
ambition (231 & 205 respectively) . NCL, NWL & SEL are below the national trajectory (142, 96 & 95 respectively) albeit NCL continue to slowly increase towards the 180 ambition.

*  Single Point of access (SpoA) Live — Key lessons system hopes to learn incudes the barriers to preventing admissions. London continues to have low ambulance 111/999 referral rates compared to most other regions. MiDoS reports are showing across London, 937 UCR referral rejections were
reported between January & November 2025. ‘Service capacity’ continues to be reported as the main rejection reason each month. The number and % of UCR rejections varies across the ICBs; NWL has the highest (32%) and NEL has the lowest (16%). ICBs continue to review their local
rejection data against CSDS & MiDoS reports.

Learning Disability (Q2)
* LD AHC performance this quarter is 35.17% against a target of 18.68%; this is in line with previous years and is on track to deliver the 75% target by end of year.
¢ NELis also currently piloting a Combined Annual Health Check for people with a learning disability, autistic people and people with SMI. Practice training has been completed and delivery of CAHCs has commenced with more than half of the target (500) currently completed.

Community Waiting List Headlines (Sept/ Oct 25)

¢ CurrentBacklog - NEL faces a significant challenge with 46,057 waiters in October. This is an increase from September waits of 44,014. In the September data NEL the waiting list for all Adult Services in scope in NEL based on September 2025 data is 30,518. all CYP Services in scope in NEL
based on September 2025 data is 8,372. This is an increase of 34.4% compared to August 2025 (12,754). A significant proportion of London’s 18+ week waiters are at just 3 providers: Oxleas, NELFT, and GSTT.

*  National Mandate - NHS England Medium Term Planning Framework mandates long wait reductions, prioritising CYP services and MSK. The report highlights key services to review. Providers are required to clear the backlog achieving 78% of all waits below 18 weeks by end of FY 2026/27 and
80% or more by end of FY 2027/28. NEL ICB may need to set higher local ambitions to meet this target with the growing wait list overall position. NHSE/DHSC colleagues are mapping the totality of pressures across London and will share this shortly. NEL continues to track 2025/26 FY
trajectories to get our waits below 52 weeks — latest position is now in the current August position report and will also feature in future reporting, so all system leads have visibility

Adults over 52 weeks

¢ Barts - Community Paediatric Service (777) Factors causing the long waits: All of the long waiters in community paediatrics are waiting for an Autism assessment. There has been over a 500% increase in demand for ASD assessments in the last 2 years. The total volume waiting has increased
from 382 in January 2022 with an average waiting time of 90 weeks to 1379 with an average waiting time of 94 weeks. The limited deterioration in waiting times, despite the huge increase in demand, has been achieved through significant investment in the service - CE500K - to increase the
capacity of the team, to achieve average of 25 discharges a month from an average of 8, plus the outsourcing of suitable patients to a private provider - Autism Clinic London who assess 20 patients a month. 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, albeit August has shown small improvement on July and initial
September position appears to have plateaued suggesting this is beginning to improve. New pathways to feed into ASD diagnostics from ECHNA advice has commenced, this will not increase the volume of activity but will help to speed up the time to diagnosis for a small cohort. Plan and
progress: There is a longer-term plan which will reduce the waiting time incrementally over the next 2 years, so that it is under 52 weeks. Audiology (36) - Plan and progress: The team are currently revalidating the list to see if there are any patients who should be discharged etc. We are also
running Saturday/Sunday clinics on Bank to help reduce our backlog. September information affirms a move in the right direction with only 22 reported waits. ELFT - In August there was 1 patient waiting over 52 weeks. September figures published appear to suggest a much higher volume
and further information will be required form the Trust. NELFT —Musculoskeletal service (49) Factors causing the long waits: Insufficient staffing resources in the Havering Service. Plan and progress: ICB & NHS England recognise insufficient staffing resources and the ongoing risk of the
waiting list, this is translated to substantial financial investment to uplift the staffing resources. Havering ICD is meeting weekly with ICB representative to monitor progress. After much progress as of August there has been an increase of long waits to 49 from the previous 17. This appears to
be reflection of the higher wait groups tipping over into long waits. The 1 patient >104 has been confirmed as now cleared from the list however latest information implies there may be further increases of which several appointments are booked with a few DNAs requiring attention. Further
information awaited from provider and Programme management leads. Target date to clear >52 week waits: Since the SitRep submission was made end of Sept/Oct, 15 of the long waiters have been cleared, with 2 remaining due to DNA. Therapy Interventions - September sitrep now
available has seen improvement with 22 from 56 in July. Musculoskeletal service (49). No update since last report. They have highlighted Insufficient staffing resources in the Havering Service. Havering ICD is meeting weekly with ICB representative to monitor progress. Nursing therapy
services - High Risk referrals filtered out during clinical triage process. All previous LTCs have been cleared. Community Paediatric Service (604). Factors causing the long waits: B&D: 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. The remaining waiters have referrals not discharged at the correct time. Duplicate referrals and children being seen under a different referral e.g.: ASD pathway and
not Community Paediatrics. Accelerate — No waits to report over 52 weeks. Homerton - In August there were 15 long waits over 52 weeks however September published data shows these to have been cleared.
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Key Headlines

Children Over 52 weeks

¢ The total number of patients on the waiting list for all CYP Services in scope in NEL based on September 2025 data was 8,372. This is a major decrease of 34.4% compared to August 2025 at 12,754.

* There s a significant reduction in ELFT waiting time data which is undergoing review as it could be being reported through the Mental Health Community Dataset return. This is may need a decision on a consistent reporting approach as NELFT are reporting these waits via CSDS as nationally
mandated. We are seeking national guidance. In meantime data team have asked ELFT to continue reporting via the current routes on CSDS until further notice to stand this down as NELFT does.

¢ Community Paediatrics and CAMHS are involved in autism diagnostic assessments for children. In an ideal world, system needs to work using one ASD diagnostic waiting time metric that both community paediatrics and CAMHS can contribute to and rely on for national discussion. National
have started doing work on ensuring that submissions are fully signed off by SROs to ensure all relevant leads are fully sighted on their data flows before submissions are made to avoid unnecessary performance reviews being requested from the national team. The report now flags these as
one set of waits alongside the individual breakdowns.

The Children and Young People services with the highest number of patients on waiting lists are:
¢ Community Paediatric Service: 3,208 (38% of total CYP waits)

e Therapy interventions: Speech and language: 1,773 (21%)

e Therapy interventions: Physiotherapy: 910 (11%)

¢ Therapy interventions: Occupational therapy: 871 (10%)

¢ Audiology: 779 (9%)

Breakdown of waits across each segment overall - waiting times In September 2025, CYP Services waiting times were:
¢ 0-1week: 1,066 (13% of total CYP list)

e >1-2 weeks: 512 (6%)

e >2-4 weeks: 778 (9%)

e >4-12 weeks: 2,237 (27%)

e >12-18 weeks: 1,123 (13%)

e >18-52 weeks: 1,723 (21%)

e >52-104 weeks: 914 (11%)

e >104 weeks: 19 (0.2%)

¢ Community Paediatric Service : Barts (777) All of the long waiters in community paediatrics are waiting for an Autism assessment. Overall, this is a 500% increase in demand for ASD assessments in the last 2 years. There is a longer-term plan which will reduce the waiting time incrementally
over the next 2 years, so that it is under 52 weeks. Planning has begun. Audiology (36): This was discussed with the Paediatric Audiology Team Lead for RLH and HA and are predominantly follow ups waiting 52+ weeks, however this is because Barts have validated waiting lists to identify
priority/high priority patients and see them first. The longest waiters were deemed routine so should have enough testing/results to rule out a hearing loss that will impact speech/language and learning so a longer wait will not impact these areas. Plan and progress: The team are currently
revalidating the list to see if there are any patients who should be discharged etc. We are also running Saturday/Sunday clinics on Bank to help reduce our backlog this includes new recruitment in coming months to better manage the flow.

¢ ELFT: Community :Paediatric Service (938): ELFT - While the Community Paediatric Service encompasses 3 separate services, it is the CHAND (ASD) service that responsible for the long waits. In line with ongoing review efforts, Informatics recently updated their script for identifying initial
waiters. As a result, approximately 98 CYPs were identified that had been missing from previous reports, all of whom had breached the 52-week wait threshold. We are adopting a phased approach to reviewing CYPs who have breached the 104+ week threshold. During this review, several data
recording anomalies were identified. While some may be valid, a significant portion appear to be due to recording errors. These remain under investigation, and corrective actions are being taken where necessary and September position appears to show resolution and clearance of the waits
recorded. To support more proactive planning, a predictive model is now in place to forecast which CYPs are likely to breach the 52- and 104-week thresholds, and when. This allows the service to anticipate future demand and better plan appointment allocation to prevent further breaches.
Additionally, we are exploring appointment allocation strategies that address both current and projected breaches. With an average of 56 ASD assessments available, we are evaluating different appointment splits, such as a 28-18-10 model that prioritises prevention, or a more balanced 220-
12 model.

¢ Homerton Community Paediatric Service (7): The Homerton has reported 7 long waiters on the published SitRep for August, there are 22 reported in Sep. remaining inconsistent to the Trust reported commentary with no waits. Team using close monitoring and associated plans for capacity
management, including additional Registrar new capacity within existing resource, clinical validation and prioritisation of patient and redirecting resource to pathways of high need and long wait

*  NELFT Community Paediatric Service (604): 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. The
remaining waiters have referrals not discharged at the correct time. Duplicate referrals and children being seen under a different referral e.g.: ASD pathway and not Community Paediatrics.

Plan to reduce waits and meet mandated targets

*  The Community's Contractual Indicators: One of the key pieces of work the ICB data team has started is to ensure for system reporting updates leads will get the reported totals as a system including specific provider breakdowns. Leads will also get data metrics highlighting how far off NEL is
from the nationally mandated targets of 78% then 80% waits below 18 weeks by end of FY month on month accordingly for 2026/27 then 2027/28 hopefully by March.

*  Stretch Targets — Linked to the above NEL could push an ambitious target instead to raise standards targeting 80% in 2026/27 and then 90% by 2027/28. System could also commit to a zero long waits across all contracts (under 6 weeks). Programme is concurrently reviewing/restructuring
community collaborative governance to ensure alignment with this goal and enforce necessary data quality improvements. Other issues that will need additional support will be investment into services into the community (left shift improvement budgets released to providers with clear
agreed KPIs).
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Workstream Issues and Risks

Primary Care (Oct-25)

The general practice appointments (GPAD) data had data quality issues, with a proportion of activity ‘unmapped’ or ‘inconsistently mapped’.

The data set available shows a limited view of appointment information and does not show appointment status e.g. attended or DNA (non-attended appointments).

Access and patient satisfaction: despite appointment numbers increasing, the 2025 GP Patient survey shows significant variation of experience when making an appointment within NEL. However, overall satisfaction has improved compared
to last year across NEL

There is a risk that those practices that would most benefit from QI Programmes to improve access, will not agree to participate. .

There is a risk that practices won’t comply with the 1 October contract requirement to have online consultation operational in core hours.

2-hour UCR/ Community Rapid Response (Sept/ Oct 25)

Referral Data Improvement - Referral reason identification remains an issue is improving from 81.7% in June, 71.6% in July to provisionally now 45% of referrals lacking a reason according to October data. The issue continues to be flagged to
providers with an ask to ensure future data continue to show this ongoing improvement trend.

Performance Risk - While the overall UCR 2-hour target is exceeded monthly, this success is highly reliant on a single provider (NELFT). This dependence presents a systemic risk to consistent UCR delivery across all boroughs/PLACEs.

Future Mandate - A national UCR Framework will be released and will mandate more robust basic national requirement of all UCR services. ICBs will also get more detail on the 90% target of clinically urgent patients seen on the same day and
likely increased rate per 100k population for the new FY.

Variation deep dives — Recent workforce, care homes, falls deep dives and national rate is highlighting outcome variations across several key areas impacting older frail residents (65+)

Learning Disability

Performance for this workstream is on target.
There have been some key training areas for GPs identified that may improve the quality of annual health checks.

Community Waiting List

Community Waiting List (Sept/ Oct 25) - Long Waits and National Backlog Reduction Mandate

Current Backlog - NEL faces a significant challenge with 43,446 waiters. This is an increase from last month at 38,438. Of this, NEL currently has 2531 waiting over 52 weeks and 9,282 community service waits over 18 weeks. In Aug 2025/26 Q2
this was 3,308 Children and Young People (CYP) services and 5,974 across Adult services. NEL (reporting provider wide figures to NHSE), has the second highest waits overall in London.

National Mandate - NHS England Medium Term Planning Framework mandates long wait reductions, prioritising CYP services and MSK. Providers are required to clear the backlog achieving 78% of all waits below 18 weeks by end of FY 2026/27
and 80% or more by end of FY 2027/28. NEL ICB may need to set higher local ambitions to meet this target. NHSE/DHSC colleagues are mapping the totality of pressures across London and will share this shortly. With new mandated targets this
requires accelerated focus across all workstreams to reduce and clear backlog.

SALT transformation - There are a range of intervention work started. initiatives support the SEND investment to improve access and reduce wait times. NEL has recently conducted deep dive review.

Investment and Improvement Schemes: NEL ICB approved £3million investment to 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 across
services, 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.
Barts Audiology - All the long waiters are waiting for a hearing aid follow up appointment. This needs to be noted when looking at overall waits. Barts report that hearing aids have been issues and patients can request a hearing aid repair
appointment, which is usually within 2-3 weeks of the request, but they are still waiting for a formal hearing aid follow up appointment. Detailed reports to highlight this narrative to PLACE leads and wider system. Long term these could be
reported into contract discussions (DQIP)

Data Transition and Governance - The shift to NHSE's Faster Data flows (FDF), a daily dataset, will be mandatory. All NEL providers are submitting test data, with SitRep retirement estimated for start of Q2 2026.

Governance and Improvement - The national focus on implied productivity requires an immediate overhaul of internal governance and accountability mechanisms to meet these rigorous new expectations.

Data Group Status - The Community Technical Data Improvement Group has made significant initial progress improving NHSE assurance, provider sign-off, and reporting quality. However, it has so far been unable to dive deeper into
comprehensive improvements needed to have oversight on key pressure areas.

Impacts of mandates - Current ways of working will require formal changes to embed mandatory requirements for data submission, quality, productivity and strengthen accountability to residents.

Data Improvements - Ongoing data quality issues means that NEL in BAU will need to improve the quality of its data for community services overall.
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Mitigating Actions and Next Steps

Primary Care (Oct-25)

Improvements in coding have been incentivised through the Capacity and Access Improvement Plan.

Using digital technology such as Edenbridge APEX which has been rolled out across NEL to get the most accurate appointments and clinical data directly from practice clinical systems. .

All practices are on compliant digital systems and PCNs are incentivised via the CAIP to ensure they make best use of these systems to match demand with capacity

An annual Opening Hours’ exercise is undertaken using Edec data to support practices to open to patients during core hours to fulfil their contractual responsibilities and all practices are now open during this time. We have also reviewed practice websites to ensure compliance.
Place teams and clinical leads have been contacting those practices that would most benefit from QI Programmes to improve access to encourage them to participate.

We have undertaken a validation exercise to ensure all practices are compliant with the online consultation core hours requirement and have been providing support where necessary. We will put on a workshop and webinar for practices on this in Q4

2-hour UCR/ Community Rapid Response (Sept/ Oct 25 Q3) - Urgent Community Response system interventions

Referral Data Improvement - Referral reason identification remains an issue although it has improved from 81.7% in June 71.6% in July to 43/.3% of referrals lacking a reason in August.

Performance Risk- While the overall UCR 2-hour target is exceeded monthly, this success is highly reliant on a single provider (NELFT). This dependence presents a systemic risk to consistent UCR delivery across all boroughs/PLACEs.

Performance Risk & Future Mandate — Providers & PLACE will be given a revised average rate per local borough/ PLACE population to review based on population by the end of January 2026. This data is crucial because it directly supports a reduction of variation by 1) Establishing a
Minimum 2) Targeting Underperformance, 3) Informing Contracts. Focus in NEL on this will need to improve in anticipation of higher rate, standards and growth requirements. Some of this is already underway

Data Improvement and joined up working - Reporting of UCR pathways into wider system UEC programme continues to be developed to enable the system to monitor productivity at Place and Provider levels better and more regularly. SHREWD tool interface continues and is now feeding
in daily live data from NELFT, Homerton & ELFT. This will give system a better view of performance and capacity.

111 SPOA transformation — Pilot has started to see how we optimise opportunities: UCR services review are supporting wider 111 procurement with improved access into UCR during winter months. This is being delivered via the UEC programme in alignment with community leads/ team.
Another area that is being looked at for long term adoption of digital optimisation tools for workforce management across a range of teams (DocAbode/ Cerna etc).

Learning Disability

A training plan is under development, with the aim to deliver short training sessions for primary care in Q3.

Community Waiting List (Sept/ Oct 25)

Some mitigations are already underway (Governance) however the system must consider a range of options to clear waits based on system resources and overall strategic ambitions;

Robust Governance and Accountability Mandate: A unified strategy is essential to drive long-wait reductions, requiring full system ownership across all levels

Strategic Governance: New Terms of Reference (ToR) for emerging technical and strategic governance will unify all long-wait reduction efforts under a single strategy is in place.

Technical Contract Meetings: Contract Specifications have been updated to include mandatory long-wait reductions within Data Quality Improvement Plans (DQIPs). Technical performance meetings will strictly monitor provider compliance.

Collaborative Level: Specifications and improvement plans unified to align long-term innovation with national timelines and targets.

Strategic Commissioning: Budget decisions explicitly linked to incentives that drive down waits, with close monitoring of key pressure area quarterly at Commissioning Board MSK, SEND, and ASD.

Quality Assurance: Quality Plans sits along side activity monitoring, deep-dives to ensure residents receive best possible outcomes during the acceleration phase

Demand Management Strategy (Prevention): The system should consider a system-wide "Active Waiting List Management" to validate demand regularly and discharge inappropriate referrals, while also implementing a 'Right-First-Time' Referral protocol to reduce avoidable inflow as well
as managing waits that are already there. This is already going to feature in 1-2-1 Contract monitoring. This also needs to be a strong feature in BAU system governance at all levels.

Risk Mitigation and Contingency Planning: The system would therefore also need to consider a "Red Line Capacity Buffer" for high-risk, high-demand pathways (like ASD). This buffer capacity would be contracted with external providers or shared system resources activated when internal
waiting times exceed a defined threshold (e.g., 16 weeks), avoiding the need to react to a crisis. This maybe something for ambition setting as a condition to uplifts (see next mitigation)

Data-Driven Prioritization (Ethics/Equity): Implement a clear, weighted prioritisation matrix, informed by clinical urgency and equity, to determine which patients are cleared first, ensuring ethical and measurable patient outcomes.

Financial Instruments & Incentives - We need to look at financial options the above suggestions & planning long term to improve performance productivity. We have a clear MTFS however as a system we need to start articulating how we will tackle waits with targeted investment

New Financial Mandate: Through new commissioning arrangements NEL could leverage national 3% community budget growth over next two years to implement new payment tariffs and incentives linked directly to productivity and backlog clearance results.

Prioritised Investment: As with above suggestion on demand management planning, the system could make payments conditional linked to for example clearance thresholds being achieved ensuring leads focus on capacity optimization like securing RTT experts and transformation support
via existing vacancies and approved budgets.

Strategic Repurposing: System should identify and cease funding where services are no longer reporting or delivering impact, repurposing budgets directly toward high-priority backlog clearance initiatives in community where possible.

Long-Term Efficiency: Once waits are under control, payment framework and conditions could support strategic pathway transformation to deliver sustained cost efficiency, moving beyond backlog reduction

System-Wide Consolidation & Best Practice: To maximise impact and resource efficiency of resources we already have, all schemes could be brought together under a clear coordinated programme with oversight from collaborative and ICB :

Programme Consolidation (incudes mapping): All numerous pressure-reducing initiatives (including MSK, CYP/Mental Health, and Nursing Model Networks) consolidated. This will enable better progress monitoring and ensure the rapid spread of good practice. Long-Term Improvement
Transformations (e.g., MSK Service transformation) will be better mapped, clearly reported, and assigned defined delivery timelines and reporting to ensure they deliver measurable, sustainable access benefits.

Targeted Investment: Current key investments include a 3 million CYP Investment (five networks targeting productivity across SEND, community paediatrics, and children's therapies) and expanding Productivity Networks in Adult Services (dietetics, SALT, podiatry, UCR) and Children's
Services (ASD assessments, SALT transformation). Using improved monitoring options in the new structure, we need to track these investments and ensure they are aligning with expected outputs and improvements as a system.

Mandating Best Practice sharing and spreading across Improvement Networks: Providers meet and work together in community of practice to actively engage on data cleansing. The successful example of Homerton's RTT management method for long waits should be explored by all other
providers as a potential first-action, learning from their systems that successfully cleared and contained backlogs. These should be taking place in the Technical meetings from April 2026

Targeted Data Improvements: NEL will need to move from an interim data improvement process (introduced 2024), to an embedded structure and culture where data is well managed as well as well interpreted. This is being discussed with hand over plans to take place to a more technical
structured reporting format in meetings and monitoring feedback loops. NEL plans to strengthen monitoring, governance, and collaboration systems as the system moves into BAU technical contracts, strategic performance and commissioning footing to enhance accountability and support
rapid turnaround needed to meet backlog clearance targets. These improvements will help achieve NEL's long-term ambition of providing below-18-week access to residents across all community services.
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Governance

Primary Care (Oct-25)

¢ Operating plan monitoring. Monthly data provided from national GPAD reporting.

e Primary Care Delivery Group, Primary Care Collaborative, GP Provider Group.

¢ Collaboration with Pharmacy Provider Group and close working with urgent care colleagues

*  Reports to NHSE on progress as part of Primary Care Delivery Plan

¢ Regular reports on moving to a modern general practice model of access to Primary Care Delivery Group as part of the primary care transformation portfolio

2-hour UCR/ Community Rapid Response

¢ Community Collaborative Delivery Board and escalation to CHS collab sub committee (subject to ongoing change governance discussions)
¢ ICB Finance and Performance Committee

*  Contracts & Commissioning Meetings (BAU sessions to begin in April)

¢ UEC Programme Board

¢ Ambulance & Flow Transformation Group (under discussion)

¢ Individual provider governance

Learning Disability
* Governance is provided through the Learning Disabilities and Autism Board and the Mental Health, Learning Disabilities and Autism Board.

Community Waiting List

¢ 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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Mental Health — October 2025

Lorraine Sunduza, Paul Gilluley

Latest Published
National Change from
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*  Performance risk and recovery planning is managed at an ICB level via the monthly North East London Mental Health, Learning
Disability and Autism Programme Board, and the fortnightly North East London Mental Health Planning and Performance Group
meeting.

* This is also monitored by the NHS England London region through quarterly Delivery Assurance Monitoring, and Mental Health
Programme Data Collection.

Key Headlines

Inappropriate Out of Area placements has had data quality issues identified in the national published reporting, this is being reflected
with locally reported data. Local data shows the ICB with 65 Inappropriate Out of Area Placements in October 2025. Whilst numbers
have decreased significantly, work continues to decrease the volumes of patients being placed out of area.

Emergency Department Waits around 57% mental patients are waiting more than 6 hours in ED and around 35% more than 12 hours
as of October 2025, which is a continual decrease since April 2024.

Average Lengths of Stay for adult inpatients show a decrease to 50 days at the end of October 2025 for discharged hospital spells.
Work is ongoing to understand how Provider data quality issues are affecting these figures.

Talking Therapies met the trajectory for both reliable improvement and reliable recovery in October 2025. There remains an
underlying inequality of access between the 7 places, 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. NEL ICB is 4t out of 5 for Talking Therapies metrics across London (latest benchmark
June 25). Waiting times between first and second appointments continue to be a challenge due to a significantly high volume of
referrals. Self-referrals continue to be exceptionally high for NEL Talking Therapies (between 80-85%).

Dementia Diagnosis performance is improving, however NEL ICB did not meet the national target in October and has the lowest rate
in London.

Perinatal access did not meet their October trajectory. Work is ongoing with the Perinatal Improvement network to understand and
mitigate this, as well as understand the ongoing data quality issues, particularly the difference between ELFT internal reporting and
data sourced from MHSDS. NEL’s access rate is second highest of the London ICBs.

Children and Young People’s access sees a downward trend in recent months and is below trajectory in October. NEL have the highest
level of access in London. A deep dive into the specific data quality issues within the Homerton SPA and CAMHS is ongoing.
Children’s and Young People’s Eating Disorder wait times: Urgent and routine referrals are both below the 95% target. Work is
ongoing to understand the drivers behind this with the CYP programme, however due to small number of service users, only a few
young people missing the target can have a large impact. There is also a risk that some service users being placed out of area are
having an impact on the reported performance.

Community Serious Mental lliness Access remains the highest in London. BME groups have relatively high levels of access.

SMI Physical Health Checks saw a decrease in quarter 2,although this reflects the seasonal shifts from previous years.

Individual Placement Support saw a minor decrease in access in October. A local data feed has been set up from ONEL, as such the
NEL position can be shown.

Workstream Issues and Risks

* Reducing Out of Area Placements will require investment. Whilst this should reduce our overall cost there a risk that a) the
investment is not sufficient given our financial constraints b) out of area placements remain above zero.
* All targets are at risk as a result of our financial constraints.

Mitigating Actions and Next Steps

The Dementia Improvement Network has developed Place- based improvement plans to improve diagnosis, which include
improving scanning use, data consistency, Mild Cognitive Impairment recall, and assessment efficiencies. Our Asian diaspora
has a significantly lower rate of diagnosis in proportion to the population size. The Dementia Improvement Network is
developing initiatives to address this.

The Talking Therapies Improvement Network is addressing disparities in access through greater standardisation and the
increased use of group work and an exploration of culturally aligned approaches.

The Crisis and Acute Improvement Networks are developing plans to reduce Out of Area Placements to zero through an

expanded bed base, improvements in the discharge pathway and reductions in length of stay. 191
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Title of report

Audit and risk committee exception report

Author

Anna McDonald, Governance Manager
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Kash Pandya, Audit and Risk Committee Chair

Contact for further
information

anna.mcdonald@nhs.net

Executive summary

This report provides a summary of the key items from the Audit
and Risk Committee meeting held on 17 December 2025.

Action required

The board is asked to note the report.

Previous reporting

ICB board meetings.

Next steps/ onward reporting

An exception report will be presented to the ICB board going
forward.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

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

B meeting held on 17 December 2025.

1.2 The board is asked to note this report.

g? The following key items were considered

The committee received a positive update on the new procurement software system,

Atamis, and welcomed the significant progress made to embed the management tool
into our contracting and procurement functions. However, a risk remains given the
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quantum of contracts that need to renewed, and/or reviewed by the 31 March 2026.
The Committee was assured that steps are being taken to mitigate this risk.

A positive progress report on outstanding internal audit recommendations was
presented along with a benchmarking report which provided a snapshot of the ICB’s
performance to date against previous years. Committee members were encouraged
by the considerable progress made and welcomed the news that if the momentum is
maintained, we are on track to receive an improved Head of Internal Audit Opinion.
The Committee commended staff for the level of progress made whilst going through
a very significant organisational change.

The Committee received and considered three internal audit final reports with the
following ratings — financial planning (reasonable assurance), transfer of balances
(substantial assurance), risk management (reasonable assurance).

A detailed update following the implementation of the new national financial
management system, ISFE2, was presented and an update on purchase order
compliance was requested for the next meeting.

January 2026
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Remuneration committee exception report

Author

Anna McDonald, Governance Manager
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Diane Herbert, Non-executive member

Contact for further
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Executive summary

This report provides a summary of the key items from the
extraordinary Remuneration Committee meetings held since the
last exception report was presented in November 2025.

Action required

The board is asked to note the report.

Previous reporting

ICB Board.

Next steps/ onward reporting

An exception report will be presented to the board going
forward.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

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

Impact on local people,
health inequalities and
sustainability

The Committee will receive assurance on the ICB’s employment
flagship priority, ensuring that we utilise the ICB’s ability to
provide meaningful and positive employment opportunities for
local residents.

Has an Equalities Impact
Assessment been carried
out?

An Equalities Impact Assessment is not required for this report.

Impact on finance,
performance and quality

The Committee and its members are bound by the ICB’s
constitution, standing orders, standing financial instructions,
policies and procedures of the ICB.

Risks The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by the
Terms of Reference. An annual programme of business will be
agreed before the start of the financial year; however, this will be
flexible to new and emerging priorities and risks.
1.0 Purpose of the report
1.1 This report provides a summary of the key items from the extraordinary
Remuneration Committee meetings held since the last exception report was
presented in November.
1.2 The Board is asked to note this report.
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The following key items have been considered
In November, the committee approved a request to launch the national voluntary
redundancy scheme for ICB staff on 1 December 2025.

The committee met again on 16 December to consider a Mutually Agreed
Resignation Scheme (MARS) for ICB staff. The scheme was discussed in detail and
approved by the committee.

A further meeting was held on 15 January 2026, and members approved the
voluntary redundancy applications recommended for approval by the ICB’s voluntary
redundancy panels.

Extra meetings are being arranged as part of the significant organisational change
process and exception reports will be presented to the board going forward.

January 2026
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Executive summary

This report provides a summary of the key items from the
meeting held on 10 December 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 QSI Committee.

Next steps/ onward reporting

The Committee next meets on the 11 February 2026 and a
regular exception report will be presented to the Board.

Conflicts of interest

There are no conflicts of interests.

Strategic fit

The ICS aims that this report aligns with are:

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

e To support broader social and economic development

Impact on local people, health
inequalities and sustainability

Each topic is an area of service delivery which aims to improve
the quality of care for local people through recognising
opportunities for quality improvement.

Has an Equalities Impact
Assessment been carried out?

An Equalities Impact Assessment is not required for this report.

Impact on finance,
performance and quality

There are no additional resource implications/revenue for this
report.

Risks

The Committee will be driven by the organisation’s objectives
and the associated risks, and its duties will be governed by the
Terms of Reference. An annual programme of business is
agreed before the start of each financial year; however, this will
be flexible to new and emerging priorities and risks.

1.0 Purpose of the report

1.1 This report provides the Board with a summary of the key items from the
Quality, Safety and Improvement (QSI) Committee held on 10 December 2025.

1.2 The Board is asked to note this report.

2.0 Key messages

21 An updated Equality Impact Assessment (EQIA) of the Winter Plan was circulated
to the Committee following recommendations received at the October meeting.
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2.5

2.6

2.7

2.8

Members agreed to endorse the EQIA.

The Committee received a resubmission of the maternity and neonatal service demand
and capacity proposal following feedback from the extraordinary meeting that took
place on 11 November 2025. The Committee agreed to endorse the proposal and
acknowledged the additional updates to the paper and noted the findings.

The Committee was informed of the insolvency of Vibrance and social care contract
management. The social care portfolio has been transferred to Certitude with
immediate actions taken to mitigate risks and ensure continuity of care. The Committee
highlighted the need for better financial monitoring and request an update is brought
back a future meeting.

An update was provided on the ongoing strategies and actions to improve the quality,
safety and experience of inpatient mental health services in City and Hackney.
Immediate and long-term measures have been implemented with ongoing Care Quality
Commission (CQC) inspections showing no new concerns.

A summary of the changes to the GP contract and the Quality and Outcomes
Framework (QOF) performance 2024/25 was presented to the Committee. NHS
England introduced significant changes to the national GP contract for 2025/26,
focusing on digital access, patient transparency, and revised incentive schemes. North
east London achieved top national scores in the QOF for 2024/25, reflecting strong
performance in long-term condition management.

The findings of a governance review was shared with the Committee. Members
discussed the importance of clinical leadership, the evaluation of medical and nursing
engagement structures, and ongoing efforts to improve openness, transparency, and
staff empowerment, particularly in relation to freedom to speak up processes. The
recommendations were accepted, with ongoing monitoring to ensure improvements are
embedded.

An update on the harm review process for non-specific symptoms and sarcoma
patients was provided to the Committee. Members were informed that initial concerns
were downgraded after review, with no patient harm found. Pathways have been
restructured, and monitoring continues. The Committee discussed the need for clear
guidance and impact assessments for service changes.

The Committee was updated on the development of the System Quality Dashboard,
allowing for much deeper data analysis. Members discussed learning from best
practices, satisfaction rates, and the challenges of analysing Ombudsman complaints.

The Committee was presented with a comprehensive update on quality and safety
issues across north east London.

Risk and mitigations

The Committee is highlighting to the Board the impact of the disestablishment of
the London-wide infection control team and the impact on the ICB’s infection
prevention and control (IPC) team due to the ICB consultation. This has resulted in
the IPC team no longer having capacity to audit primary care, and primary care
providers will need to take responsibility for ensuring they have internal IPC
expertise and knowledge. With variation across more than 130 practices this poses
a potential safety risk.

Author: Keely Horton, Governance Officer
8 January 2026
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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

Contact for further
information

matthew.knell@nhs.net

Executive position summary

The Finance, Performance and Investment Committee (FPIC)
has met twice since the last report to the ICB - on Monday 24
November 2025 and on Friday 19 December 2025. The
meetings discussed the following business:
e The finance reports for months 7 and 8, 2025/26
e The performance reports for months 6 and 7 (months 7
and 8 for urgent and emergency care metrics), 2025/26
The CFPO'’s risk register report in November 2025
e Updates on outcomes from relevant Internal Audit
reports
e Updates from committee sub groups
Three contracts and two business cases were approved
in November 2025 and the Committee was updated on a
contract status in December 2025.

Action required

The Board is asked to note the report.

Previous reporting

None — this is an exception report from the November and
December 2025 Committee meetings.

Next steps/ onward reporting

The Committee next meets on Monday 26 January 2026 and an
exception report will be presented to the Board following that
meeting.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims does this report aligns with are:
e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

One of the Committee’s responsibilities is to review and approve
allocation of contingency funding which is to include
transformation, productivity and to aid the reduction of health
inequalities for the residents of north east London.

Impact on finance,
performance and quality

The Committee is established to provide assurance and
oversight to the Board on the robustness of the short- and long-
term financial strategy and management for the ICB. It will
provide assurance to the ICB on operational performance as it
relates to the operational planning guidance for acute and non-
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 24 November
and 19 December 2025 since the last exception report was produced for the ICB
Board. This report raises any key items for Board member attention by exception.

1.2 The Board is asked to note this report.

2.0 Key messages

2.1 Across the two meetings, the Committee discussed the deterioration of in-year

2.2

23

2.4

3.0
3.1

Author:

Date: 1

financial positions across north east London providers - with adverse variances to
plan, the withdrawal of deficit support funding and continued efficiency slippage.
Members emphasised the likelihood of NHS England (NHSE) regulatory intervention,
the heavy reliance on the mobilisation of non-recurrent measures across providers
and the need for aligned planning to address a substantial underlying deficit going
into 2026/27.

Members reviewed deteriorating performance across several priority areas, including
high numbers of long waiters, talking therapies under-delivery, urgent and
emergency care pressures, diagnostics issues and low virtual ward utilisation,
recognising that achieving constitutional standards, particularly referral to treatment
times will require system-wide transformation, improved oversight of inequalities, and
clearer alignment between performance expectations and the financial envelope.

The Committee noted updates to the Chief Finance Officer’s risk register in
November 2025, including consolidation of system performance risks and progress
on the rollout of the new Integrated Single Financial Environment (ISFE2), alongside
ongoing uncertainty around running costs and future operating planning; members
emphasised the need for consistent cross-system assumptions, clearer risk coverage
across all sectors, preparation for neighbourhood and place-based guidance, and
strengthened governance around procurement following internal audit findings.

Discussions across both meetings focused on the drivers behind escalating deficit,
the fragile financial resilience across all providers, and the impact of workforce,
demand, and structural challenges; members recognised that future system
arrangements would shift accountability onto provider boards, requiring collaborative
planning, refreshed contracting approaches, and a multi-year recovery plan to
stabilise the system.

Risks and mitigations

There were no specific additional risks arising as a result of the Committee’s
discussions, although three risks regarding performance had been merged into a
single, new risk to streamline reporting and the risk regarding the rollout of the ISFE2
system had decreased to an amber rating.

Matthew Knell, Governance Manager
5/01/2026

199




NHS

North East London

Integrated Care Board

NHS North East London ICB board

29 January 2026

Title of report

Transition committee exception report

Author

Katie McDonald, Governance Lead

Presented by

Dame Marie Gabriel, Chair

Contact for further
information

katie.mcdonald3@nhs.net

Executive summary

This report provides a summary of the key items from the
meeting held on 14 January 2026.

Action required

The board is asked to note the report.

Previous reporting

None — this is an exception report from the meeting held in
January 2026.

Next steps/ onward reporting

The committee meets again on 11 February, and a further report
will be presented to the board.

Conflicts of interest

No conflicts of interest have been identified in relation to this
report.

Strategic fit

The ICS aims this report aligns with are:
e To improve outcomes in population health and
healthcare
e To tackle inequalities in outcomes, experience and
access
e To enhance productivity and value for money
e To support broader social and economic development

Impact on local people,
health inequalities and
sustainability

The aim of the model ICB blueprint is to focus ICBs on delivering
population health improvements through strategic
commissioning so it can enable a greater focus on delivering the
services that achieve this.

Has an Equalities Impact
Assessment been carried
out?

An equalities impact assessment is not required for this report.

Impact on finance,
performance and quality

There are no direct impacts resulting from this paper.

The Committee is required to oversee the development of a fit
for purpose ICB operating model. This will include ensuring that
the proposed new model is designed to effectively deliver
revised ICB functions and responsibilities, in line with the model
ICB blueprint and strategic commissioning framework and
delivers required efficiencies and is affordable within the
financial allocation for the ICB.

Risks

The Committee is responsible for the oversight of the
identification and management of risks relating to the transition
process and future ICB operating model, and to support the
resolution of risks and issues escalated by the Change
Executive Group.
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There is an overarching change programme risk included on the
Board Assurance Framework, which is presented to the ICB
Board at each of its meetings.

Purpose of the report

The Transition Committee (the Committee) was held on 14 January, and this
exception report outlines the key messages and actions taken by its members in
accordance with its terms of reference.

—_ -
-

1.2 The Board is asked to note this report.

2.0 Key messages

2.1 The Committee received a comprehensive update on the ICB change programme,
which detailed the status of voluntary redundancy applications, and the timelines for
staff and clinical leaders’ consultations. The Committee was informed that transition
planning for new functions and teams has started, and that teams are being asked to
clarify current work plans and priorities to ensure a smooth transition, with particular
complexities recognised in strategic commissioning where new teams are being
formed.

2.2 Efforts are being made to support staff, particularly those who are currently
unassigned, through coaching and onward support. A range of resources, briefings,
and dedicated sessions have been held and the ICB is exploring further support
options for those affected by the changes. Members discussed how there should be
a development offer for staff regarding strategic commissioning, with both national
and London-wide components being considered. Consideration would be given to
whether there could be an offer during transition so that all staff could have an
understanding of strategic commissioning.

2.3 Members were informed that there have been some amendments to national
guidance regarding ICB responsibilities, which may result in resource adjustments to
our current resource proposals; for example, emergency planning and system
coordination centres were highlighted in the Model ICB Blueprint as a function that
would transfer from ICBs, but this has since been amended nationally. Members
were assured that the current proposal is on track to achieve the £19per head of the
population financial requirement.

2.4 The Committee reviewed and discussed the risk register, which includes risks related
to clinical employment, the Procurement Hub, resource bandwidth and continuing to
operate business as usual. Members received assurances relating to Human
Resources (HR) capacity, and that this resource will be continually monitored to
ensure the volume of work and unpredictable demands can be met. Maintaining
business as usual during the transition has been managed well, but ongoing
departures and selection processes will require continued focus to avoid disruption.

2.5 The Committee suggested that the next meeting has a focus on the transfer of
functions and recommended that a review is conducted, once the process has

concluded, to capture lessons learned with findings presented to the Remuneration
Committee.

January 2026
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Integrated Care Board Forward Plan

25-Sep-25 | 27-Nov-25 | 29-Jan-26 | 31-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
Transition committee exception report
Approval of governance handbook amendments
Annual report and accounts
Approval of corporate objectives (fo 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
Overview report
Approval of budget and operating plan
Assurance
Board Assurance Framework
EPRR annual report (to be included in CEO report)
Quality
10 Year CAMHS
Health Plan resilience
Deep dives

Maternity and neonatal services

Options appraisal

Annual Freedom To Speak Up report

Strategy

Updated working with people and communities strategy

Medium-term planning

Commissioning framework

10-year plan and what it means for north east London

Medium-term financial strategy

Winter plan 2025 (to be incorporated into CEO report)

System strategy

Integrated neighbourhood working update

Digital strategy

Planning and commissioning intentions

Anti-racist strategy

NHS

North East London

Integrated Care Board
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