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Engagement informing the South East 
London Joint Forward Plan (1)

How we have engaged with local people and stakeholders
The Integrated Care System has carried out a range of engagement activities during 2023 – 2024 building on engagement activity that took place in 
in the previous year. The newly established South East London People’s Panel has been a key source of insight on what is important to people when 
thinking about their health, where people get advice and information about health and care services and views and experience of the NHS 111 
service, which is still being analysed.

Another key project providing insight at a south east London level was the Anchor Alliance listening campaign on what is stopping people and their 
communities from thriving which took place during summer 2023.  Other projects include engagement around digital access, overprescribing and 
maternity services.  Further detail about these projects and detailed findings can be read on relevant project pages of  the south east London on-line 
engagement platform, let’s talk health and care in south east London.

The ICS has a MSK Community Lived Experience Group in place which was involved in helping identify barriers and opportunities on the self-
referral process, the role and benefits of personalised care approach as well as planning direct patients’ involvement in their care decision making 
process. The group also co-designed the MSK Community Day - Muscle and joint health - exploring your options. There is more detail at 
https://letstalkhealthandcareselondon.org/msk. People with direct experience of ENT have informed the development of the service specification for 
the new community service and took part in the procurement process. There is more detail at https://letstalkhealthandcareselondon.org/ent 

Key insight from engagement from across partners is also published at What we've heard from local people and communities - South East London 
ICS (selondonics.org). with the purpose of easily sharing insight across  programmes and partners to align and maximise the value of engagement 
as well as avoid duplication of effort and engagement fatigue within the community.

Key themes arising from insight gained through engagement are summarised over the next few slides. They have informed the development and 
refresh of our Joint Forward Plan. Additional insight from borough level engagement has further informed the development of Local Care 
Partnerships' health and care plans.

https://letstalkhealthandcareselondon.org/hub-page/selpeoplespanel
https://letstalkhealthandcareselondon.org/
https://letstalkhealthandcareselondon.org/msk
https://letstalkhealthandcareselondon.org/ent
https://www.selondonics.org/get-involved/what-we-have-heard/
https://www.selondonics.org/get-involved/what-we-have-heard/
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Engagement informing the South East 
London Joint Forward Plan (2)

Key feedback from system-level engagement between April 2023-March 2024
• We heard that loneliness is a key issue for many people with younger people and older adults in particular reporting feelings of loneliness.
• Cost of living and low wages are key issue for many south east London people.
• Financial stability, better access to healthcare and waiting times, improved mental health services, an improved local housing situation and 

friends/family/community support are areas of support people have told us they need to live a happier and healthier life.
• Lack of institutional trust continues to be an issue for many south east London residents along with experiences of systemic discrimination and 

language barriers.
• Lack of youth provision and bullying in schools has been highlighted by young people as issues affecting them.
• When in need of help and/or advice when unwell or injured many people are confident in knowing where to go and often self-care, use their 

medicine cupboard or go the pharmacy, however, many people have still attended A&E for non-life-threatening emergencies.
• People who have used the NHS App generally find it easy to sign up and to find the information they need.  However, the lack of functionality to 

book GP appointments directly was also noted.
• People who have used on-line forms tend to use them for booking appointments, medical advice or ordering repeat prescriptions.  Other 

benefits noted were to do with being able to upload photos, express concerns without being judged and save time though inconsistent 
response times was also raised as was the lengthy nature of the forms due to numerous questions and concern about access for people who are 
non-digital.

• The importance of active dialogue and communication between patients, doctors, and carers about their medicines including professionals being 
able to listen and patients and carers being empowered to raise issues was raised as an issue to address. The importance of shared decision 
making with patients and their health professional was seen as important area to develop as patients are not always confident to give their views, 
particularly if not invited to do so.  Informing people about medicines reviews was also seen as an important area to promote.

• In maternity care variations in care and barriers to access experienced by migrant and asylum-seeking women and birthing people was 
highlighted as a key issue.  Barriers include challenges with language and communication, as well as limited understanding of the healthcare 
system.  Barriers also include a lack of culturally sensitive and linguistically appropriate services.

• Inconsistent access to antenatal and postnatal care  and the impact of the absence of family support and financial constraints on wellbeing during 
the postnatal period were highlighted as issues that affect women and birthing people particularly from under-served communities.
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Engagement informing the South East 
London Joint Forward Plan (3)

What we heard from local people during engagement on the Join Forward Plan: April – June 2023
• People highlighted the importance of accessible, timely, and personalised services. Suggested using technology effectively to facilitate 

this for people who are confident in using it, thus freeing up time for people who need face to face appointments.
• There is a need for partners in the system to work better together to support prevention as well as address urgent needs.  Working  in 

partnership with the voluntary, community and social enterprise (VCSE) sector is seen as particularly important as they have a key 
role to play in preventing ill-health, and the need to build and support the workforce across the system to support people holistically was 
also noted as being important.

• Better coordination of care and records across the system was seen as important as many people particularly people living with multiple 
long terms conditions and carers struggle to navigate the system and need the system to be simpler.  The need for clearer information 
and better communication about how to find your way around the system was raised including having named coordinators or 
coordinating teams to contact easily when people's health deteriorates as people can feel 'lost'. This would support people not having to 
default to urgent and emergency care services or people not being admitted into hospital as they approach end of life care.

• Support for carers, including early support, was highlighted as a very important area which needs to be more visible. Carers are a vital 
part of the health and care system with approximately 122,000 carers  across south east London with 33,000 self-identified as providing 
more than 50 hours a week of care which impacts on their mental and physical health.  Providing timely support to carers helps maintain 
their health and the health of the cared for person, which can enable independence and people staying in their own homes for 
longer.  Information is also important to help carers navigate the complex system. Public Health England have argued that caring can be 
seen  as being a social determinant of health. Carers UK note that carers health is often worse than non-carers due to the pressures of the 
caring role.

• Some comments were received about the need for an accessible, plain language  summary of the plan as the language used often does 
not resonate with or be easily understood by local people.

• Further information is needed on benchmarking and targets as well as how we might use patient outcome measures to measure 
progress.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/971115/Caring_as_a_social_determinant_report.pdf
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Engagement informing the South East 
London Joint Forward Plan (4)

What we heard from local people during engagement on the integrated care strategy: July-November 
2022
• In terms of future ambitions for the health and care system, we heard that people want joined-up, responsive and proactive services. 
• People are experiencing significant issues accessing health and care services, particularly primary care, mental health services and community 

services. We were told, “there needs to be a ‘no wrong door’ approach”. 
• People want an increased focus on prevention, the ‘whole person’, as well as give more consideration to a person’s wellbeing and other wider 

causes of health issues. We must understand what outcomes matter to people,  and have a trauma-informed approach that accounts for culture and 
gender.

• People want high-quality care for all. As one person told us, “services should be equitable, no matter who you are or where you live”. 
• People also want to receive care and treatment in the most suitable environment and close to where they live.  We were told, “You cannot 

underestimate the privilege of being able to travel for an hour to get to a service”.
• We heard that, as well as the areas we have discussed with local people, other priorities include improving maternity and women’s services, 

joining up health and social care, improving end-of-life care, and reducing and removing systemic racism and racial inequalities. 
• The five strategic priorities are the right ones, welcoming the focus on early action, health and wellbeing, and mental health.  
• Some raised concerns about how we will deliver these priorities given the challenges we face, such as limits on funding. Delivery is also contingent 

on improving our IT systems, making it easier for partners to share people’s records, and improving communication between services and with people. 
• The importance of a happy, well-trained workforce was raised, as well as using our workforce more flexibly. We need to recognise the vital role 

carers play and provide better support for them. We heard of the importance of peer mentors to support people from our most under-served 
communities.

• We need to work more closely with schools and other public services (such as the police), as well as local people themselves. We need to better 
understand and make use of the assets in our communities. We need to improve how we work in partnership with voluntary, community and 
social enterprise sector (VCSE) organisations, especially specialist providers who support health inclusion groups, to help build trust and support 
people to take up services. 

• Our delivery plan must recognise and reduce the inequalities experienced by some communities living in south east London, and we must 
understand social issues and barriers which make it difficult for people to access services, such as the cost-of-living crisis and systemic racism.

• There are areas of good practice which could be rolled out across south east London, including safe surgeries, pride in practice and inclusion 
health tools to help some of our most under-served communities to access services.
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Engagement informing the South East 
London Joint Forward Plan (5)

Key feedback from system-level engagement between April 2020-May 2022
• Trust and cultural sensitivity: Trust in public services is low, especially in people from Black, Asian and Minority Ethnic and under-served 

communities. Some people in south east London face stigma regarding their lifestyle and culture (for example, Gypsy and Roma Traveller 
communities, the Rastafari community, people living with or affected by HIV and people who use drugs and alcohol). Stigma resulting from a lack 
of cultural awareness has shown to lead to poorer health outcomes for Black African and Black Caribbean communities, including during 
pregnancy and when giving birth. 

• Access issues: People have told us that they do not know how to access services or where to go for support, and that getting a GP or dentist 
appointment is particularly difficult. The move to online services since the pandemic is welcomed by some but has created access issues for 
others. For example, those with language difficulties, people who are disabled and people from migrant backgrounds tell us this is a significant 
barrier to accessing health and care services. People from migrant communities tell us that a lack of information and confusion about paying for 
health and care services means many people do not get support when they need it, allowing health issues to worsen. 

• Mental health: People have told us they struggle to access mental health services, because they don’t know how to or because there is a lack of 
suitable mental health support for them. We heard that often people must become acutely unwell before they can access services. There are 
widespread health inequalities in access to mental health services and some communities experience worse outcomes than others.

• Long-term conditions and complex needs: People have told us they are not being seen as a person, but instead as individual conditions.  We 
heard how important peer support is in improving outcomes for people with long-term conditions. 

• Partnership working: A lack of partnership working and communication between services creates issues and barriers for people, particularly 
those with long-term conditions. We heard that we need to work with local people to provide services that meet their needs, and we should work 
with local trusted voluntary and community sector organisations to form partnerships with communities that are not usually listened to by public 
sector organisations. No communities are ‘seldom heard’, and we need to change how we involve them in our services. 

• Wider causes of health and social issues: Wider causes of health and social issues can make it difficult for people to take up services, 
particularly prevention services, but these causes are often underestimated by health and care services. We heard that what are often viewed as 
basic needs such as feeling safe, having somewhere to live and secure employment have a significant effect on people’s health and wellbeing.
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Personalisation and our goals for how we 
will work with local people and communities

Summary of our approach to personalisation 
The NHS Long-Term Plan stated that “personalised care would benefit up to 2.5 million people by 2024, giving them the same choice and 
control over their mental and physical health that they have come to expect in every other aspect of their life”.  We know from our engagement 
that people want services that meet their needs, treat them as a whole person, and that they can trust, so the national ambition aligns 
with our local feedback. 

Personalised care is key to this, facilitating true partnership working with local people and communities in line with our working with people and 
communities strategy. We are aiming to embed personalisation across south east London, and in order to do so there are multiple 
personalised care initiatives either ongoing or due to start in our system. This includes:

• Roll-out of the thriving communities platform, to enable local people to get more involved in shaping the support they receive and 
promotes peer support. The platform was developed working with GoodPeople and local people in the community. 

• Working with Bexley Mind and Disabilities Advice Service Lambeth on access to personal health budgets (PHBs) to develop a good practice 
guide and shape how we expand PHBs across SEL.

• Embedding the use of the National Association for Primary Care (NAPC) supported self-management tool to encourage a tailored 
approach to providing support to people. We aim to continue to roll-out small personal health budgets for low-level mental health needs 
using this NAPC tool, which are linked to social prescribing and focused on prevention, to be used in the instances where there are limited 
services available in the community. 

• Future peer worker development, aiming to change current practice and embed people with lived experience in our system to challenge and 
ensure it works for them. For example, the work we are doing with diabetes services whereby a peer worker works alongside nurses to 
support more holistic conversations about needs.

• Expansion of children and young people’s social prescribing, recognising that this needs to be a different model to the model developed 
for adults.
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