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Abbreviations used in this report 

 

A&E Accident and Emergency 

CYP Children and Young People 

DSPT Data Security and Protection Toolkit 

ED Emergency Department 

EDI Equality Diversity and Inclusion  

EDS Equality Delivery System 

EPRR Emergency Preparedness, Resilience and Response 

FDS Faster Diagnosis Standard 

FPPR Fit and Proper Persons Regulations 

FTSU Freedom To Speak Up 

ICB Integrated Care Board 

ICP Integrated Care Partnership 

ICS Integrated Care System 

IG Information Governance 

INT Integrated Neighbourhood Team 

JSNA Joint Strategic Needs Assessment 

LCP Local Care Partnership 

LGBTQ+ Lesbian, Gay, Bisexual, Transgender, Queer and others 

LHRP Local Health Resilience Partnership 

LMNS Local Maternity and Neonatal Service 

NHSE NHS England 

OAP Out of Area Placement 

PIFU Patient-Initiated Follow Up 

PSED Publi Sectore Equality Duty 

PSI Patient Safety Incident 

QA Quality Assurance 

SEL Soth East London 

SI Serious Incident  

TCFD Taskforce on Climate related Financial Disclosures 

VCSE Voluntary, Community and Social Enterprise 

WDES Workforce Disability Equality Standard 

WRES Workforce Racial Equality Standard 

WSOES Workforce Sexual Orientation Equality Standard 

 

 

 



 

 4 

 

1. Welcome and introduction 
 

Welcome to the 2025/26 annual report and accounts for NHS South East London 

Integrated Care Board. We hope you find this a helpful document to understand the 

work that has been done to meet our residents health needs, whilst acknowledging the 

challenging environment within which this has been delivered. 

 

In December 2025, the Board agreed to collaborate more closely with NHS South West 

London through a formal clustering arrangement. In February, Sir Richard Douglas CB 

was appointed as Joint Chair of both organisations, and Andrew Bland was appointed 

as the shared Chief Executive. 

 

Both ICBs remain separate statutory bodies, with their own Boards and legal 

responsibilities. The new arrangements enable us to share leadership capacity, reduce 

duplication and strengthen strategic commissioning across south London, while 

maintaining local accountability within each area. 

 

As we move into 2026/27, our focus remains on delivering the ambitions set out in the 

NHS 10-Year Health Plan and embedding the role of the ICB as a strategic 

commissioner. 

 

Neighbourhood health will continue to develop across all six boroughs, supporting more 

coordinated care closer to home and improving outcomes for people with long-term 

conditions and complex needs. 

 

We will continue to ensure that services are financially sustainable and that public 

money is used responsibly. Through strong local partnerships and closer collaboration 

across South East and South West London, we remain committed to improving health 

and care for everyone who lives and works in south east London. 

 

As Joint Chair and Chief Executive, we are confident that closer collaboration across 

south London will strengthen our ability to plan and commission services that meet the 

needs of local people. While each ICB remains accountable to its own communities, 

working together allows us to share expertise and leadership in a way that benefits 

residents across both areas. 

 

Sir Richard Douglas, CB   Andrew Bland 

Chair, NHS South East London ICB Chief Executive, NHS South East London ICB 
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2. About us 
 

Who we are 

 

We are responsible for providing healthcare to the residents of south east London, 

across the boroughs of Bexley, Bromley, Greenwich, Lambeth, Lewisham and 

Southwark. 

 

We make decisions on allocating NHS resources and planning services, and work to 

achieve four purposes: 

 

 

 

 
 

 
 

 

We serve a diverse population of two million people with complex health and care 

needs across six boroughs with wide variations in health, life expectancy, and levels of 

deprivation. 

 

We do this through a collaborative approach involving NHS organisations, local 

authorities, patient groups and the voluntary, community and social enterprise (VCSE) 

sector through a ‘system of systems’ approach. Four key groups operate within this 

system: 

 

Integrated Care Partnership: a broad alliance of leaders who set strategic direction 

and provide leadership to key south east London-wide programmes of work. 

 

Provider collaboratives and networks: working across acute care, mental health and 

community services to bring together providers of similar services to drive 

standardisation of care, enable best practice and make best use of available capacity. 

 

Tackle inequalities in how 
people access care, 
experience care and their 
outcomes from health 
care 
 

Improve Outcomes in 
south east London 
population health and 
health and care 
services 
 

Achieve value for 
money and maximise 
efficiency in the use of 
health and care 
resources in south east 
London 
 
 

Support broader social 
and economic 
development 



 

 6 

Local Care Partnerships: bringing 

together key partners at borough level 

to plan and deliver healthcare at local 

level, driven by the Joint Strategic 

Needs Assessment and Health and 

Wellbeing Plans. 

 

Integrated Neighbourhood teams: 

transforming how health services and 

local communities work together at very 

local level to co-ordinate care, improve 

access to care and address health 

inequalities that exist. 

 

 

This is all against a backdrop of a 

number of broad and wide-ranging 

issues which influence our strategy and 

present risks to operational delivery. 

 

 

 

 

 

 

Key influences on our decision-making 

• Increased demand on services 

• High levels of serious illness 

• An ageing and expanding population 

with increasingly complex health needs 

• Financial challenges 

 

 Risks 
• Workforce recruitment and retention 

• Demand on our services 

• Service capacity 

• Financial constraints 

• Uncertainty and change within the 

system 

 

Delivered and addressed through: 

• Working with our local communities to understand their priorities and co-design and co-

produce solutions 

• Improving underlying health, health outcomes and inequalities 

• Being clear on our planned actions and expected impact 

• Tracking delivery 

• Setting ourselves stretching but realistic targets 
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We have identified five strategic priorities for our care system. These are areas where 

there are significant opportunities to work collaboratively to improve health outcomes, 

reduce health inequalities and join up care. We identified these opportunities by 

working with local people, our local authorities and the local care partnerships. 

 

Our five priorities are: 

 

Prevention and wellbeing: preventing ill health and helping people in south east 

London to stay healthy and well. 

 

Early years: making sure that children get a good start in life by providing effective 

support for mothers, babies and families, both before and after birth. 

 

Children’s and young people’s mental health: making sure children and young 

people have quick access to effective support for common mental health needs. 

 

Adults’ mental health: making sure adults have quick access to early support, to 

prevent mental health challenges from getting worse. 

 

Primary care and people with long-term conditions: providing convenient access to 

high-quality primary care and improving support and care for people with long-term 

conditions. 

 

You can read about our priorities in more detail on our website. 

 

Our organisations structure 

 

Our organisation is structured through a group of central teams providing strategic 

commissioning, quality and nursing, and corporate support functions, with borough 

based embedded teams working alongisde local authority colleagues to commission 

health services which deliver local priorities and provide close to home care for 

residents within south east London. 

 

Our borough teams are led by a Place Executive Lead who co-ordinates activity and 

provides the executive level link into the local authority. Our teams are structured 

around six directorates: 

• Planning and Commissioning – led by the Executive Director of Planning 

• Finance – led by the Chief Finance Officer 

• Medical directorate – under the control of the Medical Director 

• Quality and Nursing – led by the Chief Nurse 

• Corporate functions – led by the Chief of Staff 

https://www.selondonics.org/who-we-are/our-priorities/
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• Digital – overseen by the Chief Digital Information Officer 

 

Committees focussing on the key statutory requirements of the ICB provide assurance 

to the Board, and are discussed in further detail in the Governance Report section of 

this annual report. 

 

 

National NHS direction and clustering arrangements 

 

The national Model ICB Blueprint published in May 2025 set out the future role of ICBs 

as strategic commissioners, with a stronger focus on population health, neighbourhood 

services and reducing health inequalities. It also establishes a nationally set £19 per-

person running cost for ICBs. 

 

During 2025/26, NHS South East London ICB and NHS South West London ICB began 

to work more closely together to deliver the Model ICB Blueprint and the NHS 10-Year 

Health Plan.  

 

Both organisations remain separate statutory organisations, with their own boards and 

legal responsibilities. There are no plans to merge. The two boards agreed to enter a 

clustering arrangement. Under this arrangement, the ICBs share: 

 

• a single Chair 

• a single Chief Executive 

• a single executive team 

 

Place-based leadership arrangements in south east London remained unchanged.  

 

This approach strengthens strategic commissioning capacity across south London, 

reduces duplication and improves organisational resilience, while maintaining local 

accountability.  

 

During the year, Sir Richard Douglas CB was formally appointed Joint Chair for both 

ICBs and Andrew Bland was formally appointed as the shared Chief Executive for both 

organisations. 

 

In March 2026, we launched a staff consultation on a proposed structure for the 

organisation including some clustered teams. This builds on the new executive 

management structure that is outlined below. The staff consultation will close in April 

with a final structure shared with staff in May 2026.  

 

 

https://www.england.nhs.uk/long-read/update-on-the-draft-model-icb-blueprint-and-progress-on-the-future-nhs-operating-model/
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3. How we are doing – our performance summary 
 

We use a range of key measures to assess how we are delivering against our aims, 

based on national measures and the ambitions set out in the ICB’s Operational Plan 

which is agreed with NHS England at the start of each financial year. 

 

The main targets in our operating plan 

• A&E 4 hour performance: Percentage of attendances at A&E  

departments where the patient spent less than 4 hours from time  

of arrival to time of admission, discharge, or transfer. 

• Percentage of attendances in A&E over 12 hours: Percentage of  

attendances at type 1 A&E departments where the patient spent more than 12 hours 

from time of arrival to time of admission, discharge, or transfer. 

• Cancer 28 day faster diagnosis standard: Percentage of people waiting no more 

than 28 days from urgent referral to receiving a communication of diagnosis for 

cancer or a ruling out of cancer. 

• Cancer 62 day from referral/upgrade to treatment: Percentage of patients 

receiving a first definitive treatment for cancer within 62 days of receipt of an urgent 

GP (or other referrer) referral for urgent suspected cancer/breast symptomatic 

referral/an urgent screening referral/consultant upgrade. 

• Elective care - Referral to Treatment (RTT) 65 week waits: The number of 

pathways for which patients have been waiting more than 65 weeks from referral.  

• Elective care - Referral to Treatment (RTT) waiting times: The percentage of 

referral to treatment (RTT) incomplete pathways (patients yet to start treatment) 

within 18 weeks. 

• Active inappropriate adult acute mental health out of areas placements (OAPs): 

Number of inappropriate OAPs that have not been discharged by the final day of the 

reporting period. 

• Average length of stay for adult acute beds for acute mental health inpatient 

services: The average length of stay for adult acute mental health  

inpatient services for patients aged 18+. 

• Talking Therapies for anxiety and depression - reliable recovery: Reliable 

recovery rate for those completing a course of treatment and meeting caseness at the 

start of the treatment (scores highly enough on measures of depression and anxiety 

to be classed as a clinical case) 

• Talking therapies for anxiety and depression - reliable improvement: Reliable 

improvement rate for those completing a course of treatment. 

• Women Accessing Specialist Community Perinatal Mental Health Services: The 

number of women accessing NHS funded specialist community Perinatal Mental 

Health (PMH) services and Maternal Mental Health Services (MMHS). 

• Access to Children and Young People Mental Health Services: Number of 

children and young people aged 0-17 supported through NHS funded mental health 

services receiving at least one contact. 
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• Individual Placement Support access: Number of people accessing Individual 

Placement and Support (IPS) services. IPS is an evidence-based NICE approved 

model of employment support for individuals with severe mental illness (SMI) or 

complex mental health needs who want to gain and retain paid, competitive 

employment. 

 

 

Where we are doing well 
• Improving the proportion of people waiting less than 18 weeks following 

referral for their first elective care appointment. 

• Delivering against the Faster Diagnosis Standard so that people receive a 

definitive cancer diagnosis within 28 days 

• Ensuring that children and young people with an urgent eating disorder are 

seen within one week of referral. 

• Achieving access, improvement and recovery standards for people attending 

Talking Therapies services 

 

 

Where we need to do better 
• Reducing the time that people wait in A&E prior to transfer, admission or 

discharge 

• Increase the proportion of people with suspected cancer receiving their first 

definitive treatment within 62 days of referral/upgrade. 

• Further reduce the number of long waits from referral to treatment 

• Improve access to Children and Young People Mental Health Services, 

Perinatal Mental Health Services and Individual Placement Support. 

• Reduce further the number of inappropriate adult acute mental health out of areas 

placements. 

 

 

What does this mean for 2026/27? A forward look 

Delivering improved performance across these key areas of patient care remains a 

priority in south east London for the year ahead. The new operational plan sets 

challenging performance and activity targets for 2026/27 to 2028/29 in line with the 

ambitions outlined in the NHS medium term planning framework. 

 

Across elective care, demand management actions will continue to focus on advice and 

guidance, triage, booking processes, strategies to reduce the number of appointments 

where patients failed to attend, and increasing the number of specialties using Patient 

Initiated Follow Ups (PIFU). Delivering improved referral to treatment performance is 

closely correlated with reducing waiting lists, and a challenging target is in place for the 

local system. 
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South east London organisations will continue to embed actions and pathways to 

ensure that patients attending A&E are directed to where their needs can be best met, 

improving flow through hospital for those admitted and timely discharge. The recently 

published Model ED provides a focus on the elements within the ED’s control and sets 

out opportunities for good practice in internal ED pathways. 

 

Ambitious plans have been set to further improve cancer performance during 2026/27. 

The focus on improving pathway efficiency, inter-trust transfers and treatment capacity 

will continue. 

 

We will be working with providers to significantly increase capacity in mental health 

services. Improvement plans will be put in place with providers to enable an increase of 

10% annually over the next three years for the number of people completing a course 

of talking therapies. We are also planning to increase the number of people accessing 

individual placement support services by 12.5% annually over the next three years. 

 

The ICB operational plan forms one part of the ICB’s overall medium-term planning 

approach and process. The ICB has also completed a Strategic Commissioning Plan 

which sets the aims, ambitions and outcomes we want to achieve for our population 

from 2026/27 – 2030/31 and includes commissioning actions and initiatives that will 

enable delivery of the ICB Operational Plan. 
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4. What we are doing – our performance report 
This section shows how we operate as an ICB to influence healthcare services across 

south east London. 

 

4.1 Operational Performance 

This is the combined performance of healthcare services provided to the people of 

south east London, based on national performance standards. 

 

Acute services 

 

Urgent and Emergency Care 

Improving A&E waiting times compared to 2024/25 was a national priority for the NHS 

in 2025/26. At the start of the year, there was an expectation that a minimum of 78% of 

patients would be seen within four hours of arrival. During the previous year, there was 

also a national increase in the percentage of patients waiting over 12 hours and 

reducing the number of these longer waits is a focus both nationally and locally. 

 

A&E performance showed an improved position compared to the previous year during 

the first three quarters of 2025/26. However, performance during the final quarter was 

below the equivalent period in 2024/25 and did not achieve the national expectation. 

This was due to the pressures seen in emergency departments during this period. The 

new target for the percentage of 12-hour delays (from arrival) was met collectively by 

the three acute trusts in south east London during the second half of the year (with the 

exception of January 2026).  

 

Demand, capacity and flow challenges continue across physical and mental health, 

with ongoing improvement work across the care pathway. The local system and 

providers have been delivering plans with a focus on ensuring that patients are only 

admitted when appropriate and redirected to more suitable services and pathways 

where available, improving in-hospital management with same day emergency care 

and reducing patients’ lengths of stay in hospital. 

 

Discharging people effectively remains key to how we move people through hospitals, 

and to our ability to admit patients from emergency departments. Our Discharge 

Solutions Improvement Group has worked to improve performance while ensuring that 

patients are discharged safely. 
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*Data is for the south east London ICB footprint which includes standalone urgent treatment centre activity. 

 

Elective care 

Reducing the time people wait for planned care was a national priority for the NHS in 

2025/26. The focus has been delivering the challenge of eliminating waits of over 65 

weeks from referral and improving the percentage of patients waiting no more than 18 

weeks for elective treatment.  

 

South east London achieved the planned improvement trajectory for referral to 

treatment under 18 weeks. 

 

The number of people waiting over 65 weeks from referral to treatment increased 

during the first half of 2025/26 and the south east London system was unable to clear 

these by December 2025, as originally planned. 

 

There is, however, an enhanced focus in south east London on the system and process 

changes needed to address this issue and the number of 65 week waits has fallen 

every month since December, with 64 patients waiting over 65 weeks at the end of 

March 2026 across providers in south east London (down from a 2025/26 peak of 792 

in August 2025).  

 

Providers also maximised the reduction in the number of people waiting 52 weeks with 

just over 1% waiting this length of time at the end of the year. Additional funding was 

allocated to achieve this year end position. 

 

Actions taken during 2025/26 to improve planned care performance include: 

• Additional capacity through weekend working 

• Improving the uptake and use of advice services to GPs 
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• Triage 

• Improving booking processes 

• Scaling up the use of patient-initiated follow-up (PIFU) to release more capacity 

for first outpatient appointments. 

• Transformation of outpatient services, including straight to test where GPs fast-

track patients directly to investigations, reducing waiting times at the beginning of 

the pathway 

• Using contracted local Independent Providers to supplement our local NHS 

capacity, in particular to swiftly treat long-waiting patients. 

  

  
 

 
 

Cancer 

The focus for systems during 2025/26 has been to continue to improve performance 

against the cancer 62-day and 28-day Faster Diagnosis Standard (FDS) to 75% and 

80% respectively by March 2026. 

 

System level performance against the faster diagnosis standard has broadly remained 

in line with the agreed trajectory during 2025/26, and south east London achieved the 

target of 80% at the end of the year. 

 

62 day performance, however, has remained a challenge. The system focus continues 

to be on improving pathway efficiency, inter-trust transfers and treatment capacity. 

Focused support is being provided to address service and provider-level specialty 

challenges, with a focus on urology, lung and breast services. The final month of the 

year saw a strong performance improvement however the 75% target was not 

achieved. 
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Mental health 

Mental health services have experienced significant pressure during 2025/26, 

particularly across crisis pathways. Crisis services have seen high levels of Emergency 

Department (ED) presentations and demands for admission. Waits are 

disproportionately high for mental health presentations and a higher proportion of 

mental health patients breach the four-hour and 12-hour targets. Reducing this has 

been a focus of plans during the year. 

 

We delivered against our trajectory for the average length of stay in mental health acute 

beds. However, there remained 10 inappropriate out of area placements (OAPs), where 

a patient is placed outside of local area usually due to the availability of suitable beds. 

 

All providers are delivering internal flow improvement plans, and system-wide work is 

underway to reduce ED delays and support timely discharge, focusing on reducing 

length of stay, purposeful admission, stepping down patients and providing alternatives 

to admissions where appropriate. New adult mental health beds were opened in south 

east London in October 2025. 
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Performance throughout 2025/26 has remained below the planned trajectories for the 

number of people accessing perinatal and children and young people (CYP) services. 

Actions are in place to support improvement in these areas. We did, however, 

consistently achieve the urgent treatment time waiting target for children requiring 

urgent eating disorder treatment. 
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In 2025/26, the key Talking Therapies performance targets focussed on the number of 

people completing a course of treatment, and the proportion achieving reliable 

improvement and recovery. By year end, performance in south east London met all 

three targets. Monthly fluctuations in performance were driven largely by capacity 

issues and the complexity of patients in the service. Very complex cases require longer 

time within the service which therefore impacts on a service's ability to start treating 

new patients.    

 

At the start of 2025/26, we agreed ambitious targets to increase the number of people 

accessing individual placement support. However, these were not achieved in south 

east London. An SEL wide steering group is in place to develop actions to deliver 

improvements going forward. 
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We will continue to work collaboratively with our providers to respond to the challenges 

we face; and to work with our communities to develop strategies for ensuring we can 

deliver a patient-focused, sustainable health service. 

 

4.2 Financial performance 

We are required to achieve specific financial targets and fulfil certain duties each year. 

 

A summary of our performance against each of these is in the table below: 

  
    Target 

April 25 to 

March 26 

(£’000’s) 

Actual 

April 25 to 

March 26 

(£’000’s) 

 Delivery 

Delivery of 

statutory 

financial duties 

  Agreed Surplus 0 117 Achieved 

  Expenditure not to 

exceed income 

5,991,757 5,991,640 Achieved 

  Operate under the 

Resource Revenue 

Limit 

5,929,573 5,929,456 Achieved 

  Not to exceed the 

Running Cost 

Allowance 

46,819 37,679 Achieved 

  Operate under the 

Capital Resource 

Limit 

0 0 Achieved 

Deliver the 

administrative 

duty under the 

better payments 

practice code 

  95% of NHS 

creditor payments 

within 30 days 

95.00% 99.95% Achieved 

  95% of non-NHS 

creditor payments 

within 30 days 

95.00% 98.82% Achieved 

 

We are pleased to confirm that we achieved all of our financial performance targets for 

2025/26. 

 

Key points in respect of the delivery of financial targets are:  
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• The ICB is reporting a year-end underspend of £117k against its total revenue 

resource limit of £5,930m. 

• The ICB reported a year-end underspend of £9.14m against its running cost 

allowance (RCA) of £46.82m. This is primarily due to the full allocation received 

in respect of ICB redundancy costs being badged as RCA whereas some of the 

expenditure has been classified as programme costs.   

 
We have appropriate controls in place for both limiting the use of agency staff and, 

where agency staff are used, ensuring that rates of pay do not exceed the agreed NHS 

capped rates. All agency staff are subject to approval by the vacancy review panel and 

ICB Chief Executive. Agency staff are only approved when they are both business 

critical and where the rates of pay are within the capped rates. The ICB’s annual 

accounts for 2025/26 report that expenditure on agency staff was £0.52m. The 

equivalent spend for 2024/25 was £0.96m. 

 

Analysis of the Balance Sheet Position 

The key movement in the ICB’s balance sheet between opening and closing balances 

is an increase of circa £17.00m in the overall level of provisions. This increase is mainly 

a result of the provisions made in respect of redundancy costs for ICB staff resulting 

from the Change Programme. The movement in other balance sheet items has not 

been material. 

 

How we spent our 2025-26 Financial Allocation  

We commission healthcare services to meet the needs and improve the health of the 

population of south east London. 

 

Our main NHS providers are:  

• Lewisham and Greenwich NHS Trust 

• Guy’s and St. Thomas’s NHS Foundation Trust 

• King’s College Hospital NHS Foundation Trust 

• South London and Maudsley NHS Foundation Trust 

• Oxleas NHS Foundation Trust.  

 

In addition, we fund the prescribing costs of GP practices and hold delegated 

responsibility from NHS England for commissioning primary care, dental, pharmacy and 

ophthalmic services within south east London.  

 

The total financial allocation available to us in 2025-26 was £5,930m. The following pie 

chart summarises how we spent our budget in 2025-26:  
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Financial performance against the Mental Health Investment Standard (MHIS) 

Subject to the usual external assurance process, we have delivered against the 

requirements of the MHIS with an increase in spend in 2025/26 of 7.31% compared to 

the target increase of 4.93%. Our expenditure against the MHIS target in 2025/26 was 

£550.30m against a target of £537.49m, so £12.81m above target.  

 

We achieved the MHIS requirement for 2024/25. This has been confirmed by the usual 

independent external review. Expenditure during 2024/25 was £471.50m against the 

target of £469.78m. 

 

Disclosure of external audit remuneration  

We paid £270,800 (excluding non-recoverable VAT) to Grant Thornton, who are the 

external auditors, in relation to ICB audit work for 2025/26. In addition, we paid £38,500 

(excluding non-recoverable VAT) to the external auditors for the review of our 

compliance with the MHIS for 2024/25. We have complied with HM Treasury’s 

guidance on setting charges for release of information.  

 

2025/26 annual accounts  

The full annual accounts for 2025/26, together with the Statement of Accountable 

Officer’s responsibilities and Independent Auditors Report are included in Section 5.  

 

Financial outlook for future years  

We have completed budget-setting and financial planning for 2026/27. In common with 

other NHS organisations, we have significant underlying financial and operational 

pressures to manage as we leave the current year. We will continue to focus on 

sustained improvement in services, efficient use of resources, and additional 

investment in primary care, community and mental health services.  
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4.3 Quality of services 

Our Quality and Nursing directorate oversees the delivery of a number of different 

elements that contribute to the health and welfare of our residents and ensures the 

clinical quality of the services provided. 

 

Responses to patient safety incidents are directed by the use of the NHS Patient Safety 

Incident Response Framework, which seeks to employ a supportive learning and 

improvement approach to incident investigation and management.  

 

The ICB has two internal committees which look at concerns and improvements: the 

Themes and Concerns and Learning from Deaths groups, which both report into the 

System Quality Group. The groups are made up of representatives from health 

organisations across south east London. They review learning and ensure it is 

embedded across their organisations. Escalation to NHS England can be made through 

a Regional Quality Group if appropriate. 

 

GPs and healthcare organisations can submit concerns about clinical quality to the ICB 

through a quality alert process. In the period April 2025 to March 2026, the ICB 

received 1,688 quality alerts. Appointment and referral issues, transfer of care, 

discharge, treatment delays and communication were among the top themes of quality 

alerts reported. Targeted improvement work has been undertaken by many Providers 

across the system, and this is tracked through Themes and Concerns Group as well as 

System Quality Group. The Primary Secondary Care Interface group led by the ICB 

Medical Director is focusing much of its improvement work on the transition of service 

users between hospital and community care. 
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During 2025/26, SEL ICB continued to implement and support the implementation of 

the Patient Safety Incident Response Framework (PSIRF), with a proportionate 

approach to investigation and an increasing emphasis on learning and improvement. 

There were a total of 67 Patient Safety Incident Investigations (PSII) and 14 Never 

Events commissioned by providers across the system.  

 

Learning responses spanned acute, mental health, community and independent sector 

providers, with key themes emerging in relation to; surgical safety (retained foreign 

objects and wrong site surgery), early recognition and escalation of the deteriorating 

patient, maternity‑related safety concerns, and risk assessment and 

information‑sharing in mental health services. Learning from PSIIs led to several 

improvements including strengthening of clinical policies, enhanced escalation and 

simulation training, digitisation of observation records, and improved internal 

communication and staff support following incidents. Providers also progressed work to 

improve the timeliness and quality of investigations, including focused quality 

improvement work within mental health settings. 
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Other areas where the team support local clinical quality and standards are: 

 

Local maternity and neonatal services 

Service providers and other partners including service users in south east London work 

together across a collaborative network to share knowledge and learning, jointly 

implementing improvements and commissioning services to work towards reducing 

poor experience and outcomes of care in maternity and neonatal services.  

 

Examples of work in progress include: 

 

Reducing Inequalities and Increasing Equity 

Working with service users including the Maternity and Neonatal Voices Partnerships 

(MNVPs) and VCSE organisations the LMNS has been building community 

engagement and hearing from local women and families on the improvements that they 

think are required. Areas of focused work include training the maternity and neonatal 

workforce to improve cultural awareness, creating resources to support communication 

and personalised care planning, SEL wide delivery of parent education in foreign 

languages, HOPE box provision for women who have had a baby removed from their 

care at birth, and supporting wider programmes of care to underpin local 

improvements. 

The LMNS hub provides a platform for service users to get involved in improvement 

programmes across south east London with the facility to run surveys and showcase 

the work programme 
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Embedding of new services, including: 

The Perinatal Pelvic Health Service (PPHS) which provides assessment, education 

and treatment for women with mild to moderate pelvic issues related to childbirth. This 

service supports prevention and referral to more specialised services if required. 

Approximately 2,300 women have been supported each year. The team also provides 

education for women and staff through face to face classes and videos. 

Maternal Medicine Network (MMN) ensuring that pregnant and postnatal women with 

complex medical conditions are cared for by the right people in the right place. This 

service also provides education to healthcare professionals to ensure they remain 

updated on clinical care pathways. The service has developed to provide multi-

disciplinary collaboration across several services, alignment of clinical guidelines and 

support for other MMNs outside of SEL. 

Preconception Health 

As part of the ICB Women’s and Girl’s Health Hub the LMNS has taken forward a 

programme of work to inform and educate people of childbearing age about the 

benefits of planning for a healthy pregnancy. The work included a collaboration with 

Tommy’s charity on a SEL wide social media, influencer, poster and video campaign, 

and community engagement. 

The campaign focused on all residents but with a particular push in deprived areas and 

the targeting of spaces more likely to be frequented by Black and Black mixed-heritage 

people.  

 
Over the 6-month campaign period there were a total of 1,541,004 impressions, 

meaning this is how many times the content was displayed on a user’s screen. The 

reach which is the number of individual people that the content was shown to was 

551,839 and then 3604 people fully completed the preconception tool. 
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Quality and Safety of Care 

The LMNS works collaboratively to examine the quality and safety of maternity and 

neonatal services through the review of key information and data, and staff and service 

user feedback, working as a system to implement improvements based on local need 

and national requirements. This includes implementation of care bundles shown to 

improve outcomes for women and babies and personalised care and support plans that 

support individualised care.  

 

Newborn Care 

We have progressed several areas of work to improve neonatal care including a SEL 

infant feeding strategy that strives to improve infant feeding support across SEL. We 

have taken feedback that we have received from women about what is important to 

them regarding how they choose to feed their baby. Receiving consistent information is 

one area that we have focused on and in response created a padlet with local 

information to support them, information will also shortly be added to the child health 

record. 

Further improvements have been led by the LMNS OPTIC workstream, which is 

focused on clinical care improvements ensuring that we are learning from events, 

developing and implementing best practice guidelines and delivering evidence based 

care. 

 

Infection prevention and control 

The South-East London Infection Prevention and Control Group (SEL IPCG) met 

monthly to provide a platform for organisations to share learning, identify risks and 

implement guidance in a consistent way across SEL sector care settings. Membership 

included partners from health and social care, acute, mental health, primary and 

community settings and UKHSA South London Health Protection Team. 

 

The NHS Standard Contract 2025/26 includes quality requirements for NHS trusts to 

minimise rates of Clostridioides difficile (C. difficile) and Gram-negative bloodstream 

infections (GNBSIs) to threshold levels set by NHS England. 
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SEL ICB produced monthly surveillance reports detailing the SEL position against 

standard contract objectives and reports were shared at each SEL Infection Prevention 

and Control Group meeting. The last available dataset (November 2025) showed SEL 

ICS healthcare-associated infection counts were above thresholds set for E. coli, C. 

difficile infection, Klebsiella spp. and Pseudomonas aeruginosa blood stream infections.  

Reported counts of Methicillin Resistant Staphylococcus Aureus (MRSA) bacteraemia 

were above annual thresholds set. This is in line with the overall London position at 

November 2025. 

 

An SEL forum for anti-microbial stewardship (SELFAS), with membership from primary 

and secondary care stakeholders across the sector, continued to meet throughout the 

year. Subgroups met to work on a range of issues to further develop the anti-microbial 

stewardship agenda in SEL. 

 

Key workstreams included monitoring performance against standard contract broad-

spectrum antibiotic reductions in secondary care; improving use of surveillance data to 

optimise antimicrobial use in primary and secondary care and working with partners to 

gather relevant data on antimicrobial consumption in dental services, Urgent Care and 

Out-of-Hour's settings. 

 

An application bid for funding to the ICB AMR Leadership Programme was awarded in 

October 2025 and these resources will be used to further strengthen AMR leadership in 

SEL ICB. 

 

The SELFAS group promoted World Antibiotic Awareness Week across the sector 

which included information in GP and staff bulletins, digital resources and links to a 

series of education webinars for staff. In October, the IPC team developed digital 

resources to promote Global Handwashing Day across SEL ICB. 

 

SEL IPC nurses worked closely with colleagues in local Health Protection teams, the 

UK Health Security Agency (UKHSA) and primary care in the management of 

outbreaks of COVID, invasive group A streptococcus (iGAS) and norovirus and 

continued to work with partners on local IPC risks. 

 

Working with SEL ICB Social Care Practice Development Lead and the Skills for Care 

Lead, London and South-East, the team delivered presentations at SEL Social Care 

Nurses Network. Regular training sessions for primary care staff were delivered on the 

role of the infection prevention and control lead in general practice. A catheter care 

training programme for care home staff was delivered with SEL ICB Safeguarding 

Nurse Advisor to support standardised catheter care for residents in nursing homes. 

Annual IPC updates were delivered to staff working in adult social care settings on 

request. 
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In May 2025, SEL IPC team participated in the delivery of the fourth pan-London IPC 

conference for staff working in adult social care settings across London. The 

conference included presentations on a range of topics including managing infections in 

the community, Invasive Group A strep – a case study and vaccinations. 

 

A programme of audit for primary care practices continued throughout the year. Verbal 

feedback was given to staff at the time of audit and an audit report, with action plan and 

timescales for completion, were sent after the visit.   

 

The team supported SEL contracted laboratory service to develop a local training 

programme and information campaign for primary care services in advance of 

specimen collection and processing services changes. 

 

The IPC team supported commissioners during the procurement process for several 

new provider contracts including for two GP services and one care home.  Advice was 

given during the planning phase of a new GP practice build and a GP refurbishment 

project. 

 

Safeguarding 

The NHS has a broad range of duties, responsibilities and obligations in relation to 

safeguarding children and adults at risk, which are laid out within relevant legislation 

and statutory guidance, such as Working Together to Safeguard Children 2023 and the 

Care Act 2014.  
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The document Safeguarding Children, Young People and Adults-at-risk in the NHS 

2024 provides the framework towards how those responsibilities should be delivered 

within the NHS. 

 

In addition to these core responsibilities, we have progressed a range of safeguarding 

initiatives which aim to strengthen safeguarding processes and practice in our 

organisation and wider services: 

• We have started local roll-out of the Child Protection Information System, 

connecting NHS and local authority databases and improving information sharing. 

• We delivered a well-received safeguarding leadership programme for 

safeguarding professionals working across south east London.  

• We developed a serious violence dashboard using anonymised NHS data to 

support a public health approach to violence reduction. 

• We have embedded the NHS Sexual Safety Charter through implementing new 

policies and workforce training.  

• We strengthened our support for statutory safeguarding reviews by delivering 

reviewer training and improving how we act on health‑related learning themes. 

 
The ICB has representation on the safeguarding partnership boards in each of our six 

boroughs. More information on how these safeguarding boards operate is available via 

https://www.england.nhs.uk/long-read/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs/
https://www.england.nhs.uk/long-read/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs/
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the links to the partnership websites 

included in our safeguarding annual 

report available here. This report 

also provides more information on 

our responsibilities and obligations, 

and the activities we have 

undertaken in the year to meet them.  

 

One of these obligations is to adhere 

to the Safeguarding Accountability 

and Assurance Framework. We can 

confirm that we have followed the 

statutory assurance process under 

this framework. 

 

Learning Disability and Autism programme 

The Learning Disability and Autism (LDA) programme during 2025/26 focused on 

priority actions, to deliver and achieve operational planning priorities such as reducing 

reliance on inpatient care and annual health checks (AHCs).  

 

By the end of March 2026, the number of adults, children and young people receiving 

care in mental health hospitals was higher than operational planning targets and 

reflective of an increase in new identification and diagnoses of Autism in the SEL 

population and indeed nationally. However, during 2025/26 there were several 

successful discharges to the community of people who had experienced long stays in 

hospital.  

 

In South East London, up to March 2026, 7,769 Annual Health Checks for people with 

Learning Disability were completed, representing approximately 85% of the LD register 

size, against a 75% target. 

 
SEL LD Annual Health Checks Against Target 25/26 

 

 
 

 
Actual number of Annual 
Health Checks 
(cumulative) 
 
 
Target number of Annual 
Health Checks 
(cumulative) 

https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
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2025/26 was the third year of implementing the priority actions outlined in the Joint 

Forward View 2023-28; where our key objectives are: 

1. In addition to further reducing the number of inpatients, the focus will be on 

ensuring appropriate admissions, reducing length of stay, repatriating people to 

south London and improving the quality of inpatient and community services. 

2. Reducing health inequalities in terms of improving outcomes and access for 

people with a Learning Disability and Autistic people, in both hospital and 

community settings. 

3. Significantly reduce the waiting times and the number of people of waiting lists 

for autism diagnostic assessment across all ages and develop post-diagnostic 

support for people with an autism only diagnosis.  

4. Develop community alternatives to hospital admission to meet the needs of 

current inpatients as well as prevent admission by providing safe and effective 

care and support in the community.   

 

There were several deliverables or improvements during 2025/26 as follows: 

 

• Launch of the Digital DSR for south east London has enabled real-time 

monitoring and intervention, better strategic and individual oversight, improved 

data security and enhanced accessibility and collaboration. 

 

• We continue to work with our bed providers and social work teams to provide 

information, advice and guidance about Care Education Treatment Reviews 

(CETRs) guidance and support for staff.  

 

STOMP (Stopping Over-Medication of People with a Learning Disability and Autistic 

People) has been a key component of NHS England’s initiative to reduce the 

unnecessary use of psychotropic medications. The STOMP clinic helps bridge this gap 

by offering a structured, primary care-based pathway. The STOMP clinic helps ensure 

individuals receive the right medication at the right time for the appropriate duration 

through regular reviews and personalised treatment adjustments.  It also focuses on 

improving quality of life and reducing health inequalities by addressing barriers to care, 

such as communication challenges and anxiety around clinical appointments. Data 

from South-East London show that 25% of individuals with a learning disability are 

prescribed at least one mental health medication without a documented diagnosis in 

their GP records.  

 

LeDeR – (Learning form the Lives and Deaths of people with a Learning Disability and 

Autistic people) continue to be a standing agenda item on the SEL ICS Learning From 

Deaths Group. A total of 77 LeDeR notifications were received in 2025-2026. The table 
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below shows a decrease in the number of notifications received in 2025/2026 

compared with notifications received in 24/25. We received 8 notifications for autistic 

only people in 25/26, a slight decrease in number of notifications for autistic only people 

when compared with 24/25. There continues to be underreporting of autistic people’s 

deaths, which echoes London and England data. 

 
This table shows the number of notifications received each reporting year since 2019, a 
total of 494 deaths. 
 

 
 
 
During 25/26, there were 63 LeDeR reviews completed. This represents a 23.2% 

decrease from the previous year. Of which, 23 were initial and 40 focused. Four (4) of 

these were autism only reviews. The decrease in completion is due to a reduction in 

team capacity and having more focused reviews compared to initial reviews, which 

takes significant time to complete.  

 

Other developments in the year: 

 

• Implementation of FIND - Forensic Intellectual and Neurodevelopmental 

Disabilities service to meet needs in the community by increasing capacity and 

capability across south London.  

• Implementation of an SEL Autism Strategic Framework in support of the six (6) 

SEL Place-based Autism Strategies, some of these still in development. 

• Implemented use of SEL Autism Dashboard, ADHD – (Attention Deficit Hyper 

Activity Disorder) was added in the Q4 

64

55

46

82 82
88

77

2019-2020 2020-2021 2021 - 2022 2022 - 2023 2023 - 2024 2024 - 2025 2025 - 2026

n
u

m
b

e
rs

 

Reporting Year

Notifications by Year



 

 32 

• Completed two years of pilots for the Partnership for Inclusion of Neurodiversity 

in Schools (PINS) programme and completed the Emotionally Based School 

Non-Attendance (EBSNA) pilot along with evaluation of this work.  

• Establishment of a SEL SEND Network to support delivery of work plan.  

• Continued delivery of Oliver McGowan Mandatory Training across SEL NHS 

Providers/Trusts.  

 
Special Education Needs and Disabled people (0 – 25 years) SEND 
During 2025/26 SEND Governance and Assurance function continued to sit alongside 

the Learning Disability and Autism Programme of work. SEL was represented at 

regional and national forums, including the national SEND Executive Leads and Heads 

of SEND Community of Practice and ongoing London Region work with The 

Association of London Directors of Children’s Services (ALDCS).  

 

The SEL SEND Network with membership from across health, education and care 

worked to support delivery of our priority actions as outlined in the SEL SEND Strategic 

plan. Task and finish groups have worked on, meeting medical needs/health tasks in 

schools, cross borough issues around Needs Assessments for EHCPs (Education, 

Health Care, Plans). The development of a SEL SEND Health Data Dashboard was led 

by the Bexley Designated Clinical Officer, working with SEL ICB Business Intelligence 

team, once completed the SEND Dashboard will be available to all boroughs during 

2026/27. 

 
All Age Continuing Care (AACC) 

All Age Continuing Care (AACC) is a national reform programme covering NHS 

Continuing Healthcare (CHC) and Children and Young People’s Continuing Care 

(CYPCC). The AACC Vision 2023–2028 aims to reduce unwarranted variation and 

improve experience, transparency and consistency across all continuing care 

pathways, including smooth transitions between services.  

As a result of the current ICB reform process, a review of AACC functions to explore 

opportunities to streamline delivery while maintaining statutory accountability is 

underway. Good Practice guidance published in September 2025 sets out 

recommendations to support improved quality, efficiency and sustainability, with 

delivery structured around four High Impact Actions: Strategy & Leadership; People & 

Skills; Delivery Models & Commissioned Functions; and Strategic Enablers. 

 

Governance and oversight arrangements are in place to support Board and Committee 

scrutiny of performance information; however, assurance continues to be kept under 

review to ensure reporting remains sufficiently comprehensive and reflective of 

emerging requirements. 
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In the year, an AACC virtual ward round was created to support patients with complex 

care needs and those cared for in community settings delivered across multiple 

environments. Unlike hospital care, there is no shared physical setting to support 

continuous visibility of risk, meaning emerging quality and safeguarding concerns are 

often identified at a more advanced stage. To address this, an ICB led virtual ward 

round approach, supported by a spreadsheet-based risk assurance tool, has been 

developed to provide system wide oversight and an ICB wide overview of risk to 

support timely, proportionate escalation. This is one example of an ICB led initiative 

which has been introduced to align with good practice and develop our AACC offering. 

 

4.4 Patient experience and complaints 

Our patient experience and complaints team processes complaints relating to 

healthcare from residents across south east London. The team manages complaints 

relating to primary care and services we commission. For those services which we are 

not directly responsible for, we forward complaints on to the relevant organisation for 

investigation and response. The most common themes of complaints are: 

• Continuing healthcare 

• Mental health 

• Complaints handling 

• ENT community pathway 

• Primary care 

 

We aim to resolve all complaints at a local level. Sometimes, however, people who 

complain are unhappy with the outcome of their concern and go to the Health Service 

Ombudsman for a review. Ten complaints were referred to the Parliamentary and 

Health Service Ombudsman (PHSO)  in 2025/26. 

 

In addition to complaints, the team also provides the Patient Advice and Liaison Service 

(PALS), which is available for patients and local residents to raise concerns and seek 

advice, including supporting them in navigating the health and care system. We also 

manage MP enquiries. Key themes from PALS or MP enquiries were: 

• Primary Care 

• Mental health services 

 
2025/26 statistics 

Type Total 
Received 

Relating to 
other 

organisations 

Primary 
care related 

Total 
received in 

2024/25 

Complaints received 1,050 655 308 685 

PHSO referrals 10   6 

PALS enquiries received 3,292   3,098 

MP enquiries received 232   208 
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4.5  Engaging with people and communities 

Engagement with people and communities remains a core priority for our ICS. Over the 

past year, we have continued to strengthen our approach to listening, co-production 

and partnership working, ensuring that patient and public voices meaningfully influence 

strategy, service design and commissioning decisions. This work reflects the ICB’s 

commitment to reducing health inequalities, sharing power, and embedding lived 

experience at every level of decision-making. 

 

Governance, leadership and assurance 

We support engagement activity through strong governance arrangements. The 

Engagement Assurance Committee (EAC) continues to provide independent scrutiny 

and leadership on engagement, with public members forming the majority of the 

committee. Senior board-level representation ensures engagement is embedded within 

organisational decision-making. 

 

During the year, the committee provided assurance on a wide range of strategic 

engagement activity, including equalities deep dives, evaluations of engagement pilots, 

programme-specific engagement (such as creative health and pre-conception care), 

service reprocurements, and the development of the annual engagement workplan. 

Regular reporting from Healthwatch and the Voluntary, Community and Social 

Enterprise (VCSE) Alliance further strengthened system-wide accountability and 

insight. Read more here. 

 

Partnership with the VCSE sector 

Partnership with the VCSE sector remained central to our engagement activity. 

Through the VCSE Alliance, senior VCSE leaders are embedded within strategic 

decision-making spaces across NHS trusts, supporting a more community-led 

approach to system transformation. Collaborative programmes include the Trust and 

Health Creation Partnership, particularly in communities experiencing the greatest 

health inequalities, which helps ensure that engagement activity translates into practical 

action and service change. Read more here.  

 

Creative health programme 

A major focus during the year was the development of the South East London Creative 

Health programme. We undertook extensive engagement to understand how creative 

activities support health and wellbeing and how creative approaches can contribute to 

reducing health inequalities. 

 

Over 300 residents shared their views through a range of methods, including surveys, 

online discussions, community outreach and co-production opportunities. Engagement 

took place across all six boroughs and deliberately focused on reaching underserved 

communities. Insight gathered highlighted the positive impact of creative activity on 

https://www.selondonics.org/icb/about-us/get-involved/engagement-assurance-committee/
https://www.selalliance.org.uk/
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mental wellbeing, social connection and stress reduction, while also identifying barriers 

such as affordability, caring responsibilities and access to information. 

 

Findings from this work are informing future partnership approaches with local 

authorities, the voluntary and creative sectors, and regional partners to test new, less 

traditional models of prevention and wellbeing support. 

Read more here. 

 

Reducing health inequalities 

We continue our partnership with Impact on Urban Health to address Black maternal 

health and Black mental health inequalities. Expert Reference Groups made up of 

people with lived experience, VCSE leaders, clinicians and commissioners guide the 

work. A solutions-focused approach led to the development of community-led funding 

opportunities, supported by lived experience consultants involved in assessment and 

decision-making in the Black maternal health project. We are replicating this process in 

the Black mental health project. 

 

• You can read about the Black maternal health project here. 

• You can read about the Black mental health project here 

 

Service redesign and re procurement 

Engagement activity played a key role in shaping several service re-design and 

procurement processes: 

• Community ear wax removal service: engagement with people with lived 

experience, carers and community members is informing the re-procurement of 

services across south east London. Insight via a survey and focus groups 

highlighted the importance of home visits, care home provision, clear referral 

routes, self-care advice and improved communication. We have recruited lived 

experience representatives to the steering group to support the procurement 

process. Read more here.  

• Community wheelchair services: More than 200 people with lived experience and 

carers contributed insight to a review of wheelchair services in Bexley, Bromley 

and Greenwich through surveys and focus groups. While clinical expertise was 

valued, people highlighted issues around waiting times, communication and 

repairs. This feedback is directly shaping future service specifications. Read more 

here. 

• Coordinated community-based services as alternatives to hospital admissions: 

Insight gained through a survey and focus groups about hospital at home services 

and urgent community response services is informing the development of a single 

point of access / integrated care co-ordination hub and contributing to service 

improvement. Participants highlighted the value of care delivered at home 

https://letstalkhealthandcareselondon.org/creative-health-2
https://letstalkhealthandcareselondon.org/black-maternal-health
https://letstalkhealthandcareselondon.org/black-mental-health
https://letstalkhealthandcareselondon.org/cewr
https://letstalkhealthandcareselondon.org/wheelchair-service-survey
https://letstalkhealthandcareselondon.org/wheelchair-service-survey
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alongside opportunities to improve communication and coordination. Read more 

here. 

 

Condition-specific engagement 

Targeted engagement supported improvements in services for people with specific 

health needs: 

• Sickle cell services: ongoing patient, user or carer feedback continues to inform 

the development and improvement of the enhanced multidisciplinary community 

care service. This includes access to a range of therapists, welfare advice, peer 

mentoring and education resources. Patients helped to plan a community picnic 

which was an opportunity to raise awareness and share information about sickle 

cell, helping people to feel more informed. This also helped to strengthen 

networks and build trust. Read more here.  

• New service for autistic adults: engagement with the autistic community helped us 

to better understand the challenges people experience that may result in 

unnecessary and inappropriate admission to hospital. Surveys and focus groups 

identified gaps in support services for autistic people who do not have a learning 

disability or a diagnosed mental health condition. We worked with partners and 

people with lived experience to design a community autism service due to start in 

March 2026 to provide multidisciplinary, person-centred support to autistic adults 

whose needs existing services are not able to meet. Read more here.  

• Improving pre-conception care: in partnership with the South East London LMNS, 

we undertook engagement to improve understanding and access to pre-

conception care. Outreach activities reached people across all six boroughs, 

including young adults, men, students and parents. 

 

Insight showed low awareness of pre-conception health, particularly among young 

people and men, alongside reliance on informal information sources and online 

content. We also identified emotional, cultural and practical barriers. This work 

informed a targeted public health campaign delivered with Tommy’s the 

pregnancy and baby charity in 2025, resulting in increased engagement with 

digital planning tools and improved reach among communities experiencing 

higher levels of deprivation. We launched a follow-up campaign, Plan For Baby, in 

early 2026 which focuses on access to local services. Read more here. 

 

Engagement in boroughs and in the development of integrated neighbourhood services 

Across boroughs, a range of engagement activity has taken place ranging from 

discussions in public forums, outreach to communities to support relationships and 

developing trust to shaping integrated neighbourhood health models, particularly for 

people with long term conditions. We used a range of engagement methods across the 

six boroughs to ensure that feedback directly informed service models, patient 

https://letstalkhealthandcareselondon.org/community-based-care
https://letstalkhealthandcareselondon.org/community-based-care
https://letstalkhealthandcareselondon.org/improving-sickle-cell-services-in-south-east-london
https://letstalkhealthandcareselondon.org/sel-autism
https://planforbaby.co.uk/
https://letstalkhealthandcareselondon.org/preconception-care
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information and next steps. You can read more about local engagement by following 

these links: 

• Bexley Wellbeing Partnership  

• One Bromley 

• Healthier Greenwich Partnership 

• Lambeth Together 

• Lewisham Health and Care Partnership 

• Partnership Southwark  

• A neighbourhood health service in south east London – South East London ICS 

 

Engagement infrastructure and capacity building 

We continued to invest in engagement infrastructure, including our online engagement 

platform, which saw strong levels of participation and informed engagement. The 

engagement team supported system learning through the engagement practitioners’ 

network and our community champions co-ordinators network, helping to share insight, 

align activity and reduce engagement fatigue. We developed new resources, including 

a guide to community organising and an expanded insight library, to support colleagues 

and partners in delivering meaningful, inclusive engagement. 

 

Conclusion 

Across 2025/26, our engagement activity demonstrated a clear shift towards deeper 

partnership and working with people with lived experience. Insight gathered from 

communities is directly influencing service design, commissioning and system priorities, 

supporting the ICB’s ambition to create more equitable, responsive and person centred 

health and care services. 

 

There is further detail about our engagement work in our engagement report 2025/26 

which you can read here. 

 

 

4.6  Managing health inequalities in our community 

The national strategic commissioning framework re-emphasises the role of ICBs in 

ensuring equity in access, experience and outcomes for their local population. 

Reducing health inequalities is key within this.  

 

Over the course of 2025/26 and aligned to the national planning requirements, we 

undertook a population health needs analysis to underpin the development of our five-

year strategic commissioning plan. Our population health needs analysis considered 

our overall demographic trends, identified population groups who experience the worst 

access, experience and outcomes, and identified those who are most at risk of 

developing health needs. This data has helped define our commissioning priorities and 

https://bexleywellbeing.org/get-involved/
https://letstalkhealthandcareselondon.org/hub-page/onebromleyhub
https://letstalkhealthandcareselondon.org/hub-page/healthier-greenwich-partnership
https://letstalkhealthandcareselondon.org/hub-page/lambeth-together-hub
https://letstalkhealthandcareselondon.org/hub-page/lewisham-health-and-care-partnerships
https://letstalkhealthandcareselondon.org/hub-page/partnership-southwark-hub
https://www.selondonics.org/in-your-area/neighbourhood-health/
https://letstalkhealthandcareselondon.org/
https://letstalkhealthandcareselondon.org/
https://www.selondonics.org/wp-content/uploads/Working-in-partnership-with-people-and-communities-report-2025-2026.pdf
https://www.england.nhs.uk/long-read/strategic-commissioning-framework/
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deliverables. Addressing health inequalities and improving equity for our local 

population is a key golden thread running throughout our plan. We anticipate that we 

will refresh this plan on an annual basis.  

 

Our Health Inequalities statements for 2023/24 and 2024/25 are available on our 

website. We had already identified some of the inequalities highlighted in these reports, 

and we had ongoing partnership and improvement work in place to address them, with 

case studies reported in previous annual reports. The reports also identified some 

lesser known inequalities which are still under investigation.  

 

We will refresh our 2025/26 Health Inequalities Report early in 2026/27, analysing the 

latest data available for 2025/26, and publish this in September 2026. Our 2025/26 

Health Inequalities Report will also include information on how we have used the data 

to inform our commissioning strategies and plans as per the new NHS England 

guidance. 

 

 

4.7  Equality of service delivery 

We place a high priority on equality, diversity and inclusion (EDI), not just because of 

our statutory duties under general and NHS-specific legislation; but because this is 

good for our population and good for us as an organisation.  

 

Public Sector Equality Duty 

The Public Sector Equality Duty requires public authorities to demonstrate ‘due regard’ 

in their operations. This means they must actively consider the following for both their 

workforce and their communities: 

• Eliminating unlawful discrimination, harassment, and victimisation 

• Advancing equality of opportunity between people who share a protected 

characteristic and those who do not 

• Encouraging good relations between people who share a protected characteristic 

and those who do not. 

 

We publish our annual Public Sector Equality Duty report in March each year, outlining 

how we are addressing equalities and health inequalities. The 2025/26 report is 

available here. 

 

Equality strategy and governance 

As an ICB, we are required to establish equality objectives: clear and measurable 

commitments set by the Board, regularly monitored and reviewed, and updated at least 

every four years. 

 

https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
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We have recently published our EDI strategy for 2026-2029, which you can read here. 

 

This sets out a roadmap to delivering against seven key workforce themes of: 

1. Active leadership commitment 

2. Being an inclusive employer 

3. Progressing careers and talent development 

4. Tacking bullying and harassment 

5. Building staff support, health, and wellbeing 

6. Service planning and engagement 

7. Training, learning and development. 

 

In turn, this will support achievement of our EDI objectives of: 

• Making our people aware of the discrimination that exists, the harm it can do and 

how we can counteract it. 

• Further developing our culture, which promotes inclusivity, celebrates diversity 

and is actively anti-discriminatory. 

• Directly supporting the ICB to live the national and local values set out in the NHS 

People Promise, and our organisational values. 

• Continuing to create positive change that can be felt by our workforce and will be 

echoed by our people and communities through the decisions we make and the 

healthcare services we plan and commission. 

 

Our governance is overseen by the Board and Executive Committee and through the 

Equalities sub-committee, chaired by the Chief of Staff and Equalities Senior 

Responsible Officer. 

 

We monitor our performance through a combination of our internal governance, 

standard NHS systems, external reviews and audits, and the use of external standards. 

These include EDS (Equality Delivery System) 22, a generic system designed for both 

NHS providers and health care planners. The EDS report for 2025/26 is available here.  

 

Workforce equality standards, gender pay gap and staff networks 

We measure ourselves against three workforce equality standards: race, disability and 

sexual orientation. 

 

The Workforce Race Equality Standard (WRES) was developed to ensure employees 

from a Global Majority background have equal access to career opportunities and 

receive fair treatment in the workplace. The WRES report for 2025/26 is available here. 

 

The Workforce Disability Equality Standard (WDES) is a set of ten metrics enabling 

NHS organisations to compare the workplace and career experiences of disabled and 

non-disabled staff. The WDES report for 2025/26 is available here. 

https://www.selondonics.org/wp-content/uploads/dlm_uploads/SEL-ICB-Equality-Diversity-and-Inclusion-Strategy-2026-2029-FINAL-280126.pdf
https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
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The Workforce Sexual Orientation Equality Standard (WSOES) is a framework to 

improve workplace equality for LGBTQ+ staff in the NHS. Using eight metrics, we use 

the framework to identify and address disparities in recruitment, progression and staff 

experiences. The WSOES report for 2025/26 is available here. 

 

The gender pay gap is the difference in average earnings between men and women, 

typically expressed as a percentage of men's earnings. It reflects various factors, 

including differences in job roles, working hours, career progression, and 

discrimination. There are two main types: 

• Mean gender pay gap; the average difference in pay across all employees. 

• Median gender pay gap; the difference between the middle-earning man and the 

middle-earning woman. 

 

All UK organisations with more than 250 employees are required to publish details of 

their gender pay gap as part of the Equality Act 2010 Act. As at 31 March 2025, we 

employed 654 people, 72% (471) women and 28% (183) men. Our mean gender pay 

gap for hourly pay is 10.6% (compared to 5% on 31 March 2024) and our median 

gender pay gap is 9.6% (compared to 5.3% on 31 March 2024). The full Gender Pay 

Gap report for 2025/26 is available here. 

 

We have four staff networks: Age and Ability; Embracing Race and Diversity; LGBTQ+ 

and; Women, Parent and Carers. These networks ensure that staff voices are at the 

heart of our workforce activities. The networks receive direct support from the 

Executive team and engagement is high, resulting in consistently well attended and 

effective meetings. 

 

4.8  Health and wellbeing strategy 

 

Our five-year integrated care strategy sets out how we will work in partnership with our 

residents, local authority partners and voluntary sector and other leaders to understand 

and respond to the health needs of the population of south east London. The strategy 

discusses how we will deliver on our five cross-system strategic priorities (see section 2 

of this report) and considers how we can create the conditions for change to achieve 

this. 

 

https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
https://www.selondonics.org/icb/meetings-board-papers-reports/reports/
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We are held to account for the quality and delivery of health services by the Health and 

Wellbeing Boards (HWBs) which operate in each borough. These Boards are the local 

authority statutory committees which bring together the local authorities, NHS and 

wider partners to develop strategies to improve the health and wellbeing of their 

populations in response to the local authority’s analysis of their needs (the Joint 

Strategic Needs Assessment) and other considerations such as the Pharmaceutical 

Needs Assessment. They make decisions with the aim of preventing ill health, 

promoting wellbeing, and reducing health inequalities, and ensure appropriate 

safeguarding measures are in place. A key feature of their discussions are how to 

make best use of a pooled Better Care Fund in each borough to support effective 

delivery of services of health and social care needs. 

 

Some highlights from the year for each of the HWBs are shown below to demonstrate 

how the partners have worked together and been held accountable for delivery of high-

quality health services to the borough residents. 

 

The Bexley HWB, chaired by the Leader of the London Borough of Bexley, held 

quarterly meetings in the last year and considered the following: 

  

June 2025 

• Outcomes of the local Autism Needs Assessment 

• The Bexley Community Champions Vision and Strategy 

• 2025/26 priorities in the Joint Forward Integrated Plan 

  

September 2025 

• Adults and Children’s Safeguarding Boards Annual Reports 

• Developing our Neighbourhood Health Services 

• Progress Update on SEND Priority Action Plan 

• Health and Wellbeing Strategy Priority Updates 
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December 2025 

• Autism Strategy Progress Update 

• Bexley Wellbeing Partnership: Health and Care Reforms 

• Families First Programme 

• New Sexual and Reproductive Health and HIV Strategy 

  

March 2026 

• Bexley Wellbeing Partnership: Five Year Strategic Commissioning Plan 

• Adult Substance Misuse Health Needs Assessment 

• Health and Wellbeing Strategy Priority Updates 

 

 

In Bromley, some of the key areas the Health and Wellbeing Board considered were: 

• Implementation and monitoring of progress of delivery plans for the Health and 

Wellbeing Strategy 2024-28 and One Bromley Strategy 2023-2028. 

• Management of Bromley’s Better Care Fund Allocation for 2025-26, with a focus 

on timely and appropriate hospital discharge, reducing admissions 

and  readmissions to hospital and supporting people once out of hospital and 

moving to an integrated neighbourhood teams approach.  

• Children and Young People’s Mental Health and Emotional Wellbeing Core 

Services which included development of the Bromley Mental Health and 

Wellbeing Strategy 2025-30 and Bromley Learning Disabilities Strategy 2025-30. 

• Neighbourhood Health Service Development in Bromley 

• Winter Preparedness and Vaccinations planning 

• Health Protection 

• Dementia Support service development 

• Acute Resuscitation 

 

 

In Greenwich, the HWB progressed delivery of the Health and Wellbeing Strategy 

2023-2028 through a programme of themed quarterly meetings focused on priority 

health and wellbeing issues for Greenwich residents. 

 

30 June 2025 

The Board considered the borough’s response to Domestic Abuse and Violence 

Against Women and Girls and approved the Better Care Fund plan and submission for 

2025–26. 

Key actions and recommendations: 

• Agreed to strengthen system-wide governance and oversight of domestic abuse. 

• Requested improved tracking of domestic abuse referrals across health 

services. 

https://www.royalgreenwich.gov.uk/downloads/download/466/health_and_wellbeing_strategy
https://www.royalgreenwich.gov.uk/downloads/download/466/health_and_wellbeing_strategy
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• Approved the 2025–26 Better Care Fund submission to support integrated 

health and care delivery. 

 

9 September 2025 

The Board reviewed analysis of Emergency Department attendances by Greenwich 

residents and actions to reduce avoidable demand, and received an update on the 

Anti-Racism for Health Equity Community of Practice. 

Key actions and recommendations: 

• Endorsed admission-avoidance initiatives across community and primary care. 

• Supported use of data to target prevention and reduce health inequalities. 

• Agreed continuation and development of the Anti-Racism for Health Equity 

Community of Practice. 

 

2 December 2025 

The Board reviewed the Public Health addictions profile and considered the Royal 

Greenwich Addictions Strategic Plan 2026–2029. 

Key actions and recommendations: 

• Supported a whole-system, trauma-informed approach to tackling 

addiction-related harm. 

• Emphasised prevention, early intervention and lived-experience input. 

• Requested clear monitoring arrangements for delivery of the strategy. 

 

10 March 2026 

Considered proposals for the 2026–31 Housing and Homelessness Strategy, noted 

progress on refreshing the Pharmaceutical Needs Assessment, and received detailed 

updates on oral health and dentistry. 

Key actions and recommendations: 

• Provided strategic challenge and input on the Housing and Homelessness 

Strategy, with a strong focus on links between housing, mental health, temporary 

accommodation, damp and mould, and health inequalities. 

• Noted progress on development and consultation of the refreshed 

Pharmaceutical Needs Assessment, fulfilling the Board’s statutory role and 

highlighting good geographical access to pharmacy services. 

• Supported strengthened preventative action on oral health, including expansion 

of supervised toothbrushing in early years settings, partnership working across 

services, and further work to address inequalities in access to NHS dentistry. 

 

 

The Lambeth Health and Wellbeing Board is well established and comprises 

members drawn from across our borough health and care partnership, including the 
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Place Executive Lead on behalf of NHS SE London ICB.  It is chaired by the cabinet 

lead for Healthier Communities. 

 

The Health and Wellbeing Board’s work is framed by our Lambeth Health Wellbeing 

Strategy 2023-2028 ; for which a midpoint strategy review is currently underway, 

reflecting progress to date and changes in some of the outcome measures.  Quarterly 

meetings of the Board are themed around our existing three priorities, which remain 

unchanged. They are; 

• Ensuring the best start in life 

• Supporting people to lead healthy lives and have good physical and mental 

wellbeing 

• Supporting communities to flourish and build their resilience. 

 

The meetings in 2025/26 considered in detail the following: 

 

8 May 2025 – Theme 2; Supporting people to lead healthy lives and have good physical 

and mental wellbeing 

• Lambeth Weight Management Programme for Latin American Weight 

Management  

• Adult Safeguarding Board Annual Report 

 

25 June 2025 – Theme 3; Supporting communities to flourish and build their resilience 

• Suicide Prevention Strategy 

• Lambeth Health Determinants Research and Evaluation Network: Community 

Knowledge Network 

• Preparation for CQC Inspection of Adult Services 

 

25 November 2025 – Theme 2; Supporting people to lead healthy lives and have good 

physical and mental wellbeing 

• Director of Public Health Annual Report - Food Justice 

• Lambeth, Southwark, Lewisham, Bexley, Bromley Sexual and Reproductive 

Health and HIV Strategy (2025-2030) 

 

25 March 2026 – Theme 1; Ensuring the best start in life  

• Perinatal Mental Health  

• Act Early South London - a partnership programme with the children’s population 

health team at the Evelina London which seeks to improve outcomes and equity 

for children and young people in Lambeth and Southwark 

 

The Board considers statutory reports, as well as a quarterly report from the Director of 

Public Health which outlines the work on public health. The Health and Wellbeing 

Board has an annual development session each municipal year. The Board is currently 

https://www.lambeth.gov.uk/sites/default/files/2023-04/Lambeth_Health_Wellbeing_Strategy_2023-2028.pdf
https://www.lambeth.gov.uk/sites/default/files/2023-04/Lambeth_Health_Wellbeing_Strategy_2023-2028.pdf
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refreshing our Lambeth Health and Well-being Strategy and reviewing its governance 

informed by the national 10 Year Health Plan.  

 

 

In Lewisham, the Health and Wellbeing Board: 

• Developed and governed the Health & Wellbeing Strategy 2025–2030. 

• Oversaw major JSNA assessments on immunisation and cancer screening 

inequalities, with an increased uptake in cancer screening from the engagement 

work commissioned from four leading local community groups to engage 

residents and increase cancer screening uptake, directly tackling earlier stage 

diagnosis inequalities. 

• Monitored progress on the outcome of activity to address health inequalities, 

identified in the ground-breaking Birmingham and Lewisham African & Caribbean 

Health Inequalities Review (BLACHIR), which is a joint research project between 

Lewisham and Birmingham City Councils. This included:  

• A series of community events delivering 400 health checks, improving access to 

prevention, risk identification and early intervention 

• Launch of the ‘Should I Really Be Here?’ mental health awareness programme 

focused on young Black African and Black Caribbean men, addressing stigma, 

engagement, and access to support. 

• Active implementation of the BLACHIR recommendations: 39 opportunities for 

action across fairness, inclusion, early intervention, data improvement, community 

health literacy and healthier behaviours across the Lewisham system, including 

NHS, council services and VCS partners. 

• Strengthened joint working protocols with Housing and Adult Social Care, 

achieving increased support for housing relating issues for people being 

discharged from hospital and increased access to housing support via family hubs 

and INTs. 

 

 

Southwark’s Joint Health and Wellbeing Strategy 2025-27 identifies four overarching 

priorities: a healthy start in life; healthy work and lives; support to stay well; and healthy 

communities. In 2025-26 the Board met four times.  

 
June 2025 Board 

• agreed to strengthen its vision statement to better reflect its remit in tackling 

wider determinants of health and closing health inequalities gaps 

• reviewed progress on its ‘A healthy start in life’ priority 

• agreed an approach to using insight from May’s Health of the Borough event to 

shape action planning for the Joint Health and Wellbeing Strategy 

• noted progress in the development of Southwark Maternity Commission Action 

Plan  
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• received the Joint Strategic Needs Assessment Annual Report 2025  

• approved use of the Better Care Fund for 2025/26 

September 2025 Board  

• approved Southwark’s Pharmaceutical Needs Assessment 2025-28, confirming 

overall adequate pharmaceutical provision while identifying gaps in evening and 

Sunday access 

• reviewed progress on its ‘Support to stay well’ priority 

December 2025 Board  

• reviewed progress on its ‘Healthy work and lives’ priority, noting the launch of 

Connect to Work and the Creative and Cultural Skills programme, alongside full 

compliance with the Ethical Care Charter among commissioned home care 

providers 

• received and discussed the Health Protection Annual Report 2024/25, noting 

achievements including the establishment of community testing for Chagas 

disease, HIV point of care testing for Latin American communities, and the 

provision of multilingual workshops on cancer 

• supported expansion of the Financial Shield Project, recognising its contribution 

to improved health outcomes and reduced strain on NHS services 

• received updates on neighbourhood working 

March 2026 Board  

• considered a development plan for the next Joint Health and Wellbeing Strategy 

(2027-2032) 

• noted progress in the development and mobilisation of integrated neighbourhood 

teams (INTs) in Southwark 

• reviewed progress on its ‘Healthy Communities’ priority 

• received the Air Quality Annual Status Report 2024 for approval 

• noted progress on delivering the Preventing Suicides in Southwark Strategy  

 

4.9 Sustainability 

In October 2020, the NHS became the first national health system in the world to 

commit to delivering a net zero system. The Delivering a net zero NHS strategy set 

targets to reduce the emissions under our direct control to net zero by 2040, and 

emissions under our influence to net zero by 2045. 

 

Our local targets and programmes of work to deliver these net zero targets are detailed 

in our system Green Plan. We delivered the objectives set in the first SEL ICS Green 

Plan between 2022-2025 and drove a reduction in directly controllable emissions of 

10.6% collectively across south east London NHS Trusts between 2021/22 and 

2023/24 (latest available data via Greener NHS). Key contributors to this success were 

https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2022/07/B1728-delivering-a-net-zero-nhs-july-2022.pdf
https://www.selondonics.org/wp-content/uploads/2022/06/ICS-Green-Plan-2022-2025.pdf
https://www.selondonics.org/wp-content/uploads/2022/06/ICS-Green-Plan-2022-2025.pdf
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reductions in emissions from anaesthetic gases, waste, and asthma inhalers through 

switches to low-carbon alternatives and coaching asthma patients in improved inhaler 

technique. 

 

Following completion of the initial Green Plan, we published a revised ICS Green Plan 

in October 2025. The revised plan: 

• Outlines key achievements from 2022 to 2025. 

• Builds on progress areas by setting new sustainability objectives common to 

contributors across the system, which will continue delivery of emissions 

reductions. 

• Refreshes primary care business obligations relating to the environment. 

• Places ‘spotlights’ on pan-sector work on estates, medicines and IT 

decarbonisation. 

• Outlines the contribution that neighbourhood working will make to achieving net 

zero. 

• Re-states our mission to protect and improve our population’s health and reduce 

health inequalities by mitigating our environmental impact and improving the 

quality of the environment in south east London. We will achieve this by: building 

awareness of net zero across our workforce; embedding sustainability into 

‘business as usual’ and; supporting our colleagues and partners to minimise 

environmental harm in the design and delivery of our services. 

 

In the spirit of system working and collaboration, the 2025-28 Green Plan supports the 

plans developed by our system partner Trusts and aligns with existing ICS priorities 

and the South East London Joint Forward Plan, recognising environmental 

sustainability as an enabler to population wellbeing, mental health and long-term 

conditions. The plan is available here. 

 

Taskforce on climate-related financial disclosures (TCFD) 

The Department of Health & Social Care Group Accounting Manual set out a phased 

approach to incorporating the recommended TCFD, as part of sustainability annual 

reporting requirements for NHS bodies, stemming from HM Treasury's TCFD aligned 

disclosure guidance for public sector annual reports.  

 

Local NHS bodies are not required to disclose scope 1, 2 and 3 greenhouse gas 

emissions under TCFD requirements as these are computed nationally by NHS 

England.  

 

TCFD recommended disclosures, as interpreted and adapted for the public sector by 

the HM Treasury TCFD aligned disclosure application guidance, will be implemented in 

sustainability reporting requirements on a phased basis up to the 2025-26 financial 

https://www.selondonics.org/wp-content/uploads/dlm_uploads/SEL-ICS-Green-Plan-2025-to-2028.pdf
https://www.selondonics.org/wp-content/uploads/dlm_uploads/SEL-ICS-Green-Plan-2025-to-2028.pdf
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year. The phased approach incorporates the disclosure requirements of the following 

‘pillars’: governance, strategy, risk management, and metrics and targets, which are 

considered below. 

 

Climate impacts are recognised as affecting health service provision in a number of 

ways, including increase in acute activity from exacerbation of long-term health 

conditions, increase in attendances at emergency departments during cold weather 

from slips and falls, failure of equipment due to extremes of temperature, and general 

infrastructure challenges. We recognise this is a system-focused impact, affecting 

services across our health providers, and that this requires a collective effort to 

address.  

 

Our sustainability governance structures support this through our Greener SEL 

Oversight Committee, which is made up of the Senior Responsible Officers for 

sustainability for each of our provider Trusts, and an operational group of sustainability 

specialists, as described in our Green Plan. In addition, we participate in various 

partnership working groups facilitated by the NHS England Greener NHS team to 

explore approaches to climate risk identification and adaptation planning. 

Consequently, although climate impacts are not material in the context of how the ICB 

operates as an organisation, they have a high degree of influence on the wider 

healthcare system, which we recognise through our system-based approach to this 

area. 

 

From an ICB-specific perspective, the principal climate change risk is from adverse 

weather impacts, which is recorded in our corporate risk register. Thanks to mitigations 

provided through our adverse weather plan this is not considered to be a Board 

Assurance Framework-level risk for the ICB, although this does not mean the impact on 

the health system as a whole is not acknowledged. Our Board reviews the corporate 

quarterly and an operational risk group reviews the register monthly. Through our 

participation in Borough Resilience Forums, we are able to contribute to discussions 

around the content of Council-led borough risk registers, including consideration of 

natural hazards and their associated risks, which can be exacerbated by climate-

associated occurrences. 

 

Our strategy for meeting NHS net zero targets, which influence climate change, is set 

out in the ICBs 2025-28 Green Plan, again with a focus on a system approach. The 

direct actions the ICB can take to address these factors is limited as we do not manage 

any of the offices we occupy and can mitigate impacts of adverse weather with agile 

working options for our staff. However, we continue to promote development 

opportunities for staff to understand how they can embed sustainability in their day-to-

day activities and ensure our operations are as carbon efficient and climate change 
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resilient as possible. We work hard to influence how the primary care sector considers 

emissions in its day-to-day activities. 

 

Our use of metrics focuses on net zero targets, as the reporting from a system 

perspective demonstrates above. Given that the ICB, as a commissioning organisation, 

does not own many assets, the availability of ICB-specific data is minimal. Our focus is 

on working with providers to support their schemes to achieve measured targets 

through sharing good practice, facilitating system-wide schemes which will benefit 

multiple providers and our residents, and working with local authority partners to 

measure and share broader environmental impacts; for example, our previous scheme 

to install air quality monitors at several general practice sites across our footprint. 

 

 

4.10  Research and digital innovation 

 

One of the three shifts for the NHS detailed in the 10 Year Health Plan was to move 

from analogue to digital. In south east London, we recognise the huge potential to 

transform health and care through the use of digital technologies and have developed a 

digital, data and system intelligence strategy for 2024-2027. A system-wide Digital 

committee guides and oversees our digital development. The committee is made up of 

digital experts from across health organisations in south east London. It ensures we are 

driving continuous improvement and innovation in our use of digital technology, 

including the safe and efficient use of artificial intelligence. 

 

Key areas of work across the system include:  

• Looking at how to improve the interface between GP and hospital clinical records 

• Ensuring all clinicians who treat the patient have a holistic view of their care 

• Piloting ambient voice technology to support electronic patient records  

• Increasing the use of the NHS App, and  

• Exploring the use of assistive technology to support self-care and self-referral. 

We also work with universities to support research projects and facilitate students with 

access to our local service providers. One project this year has looked at harm resulting 

from violence and abuse in ED settings, with the results used to consider further 

research into the impact on patients and staff in specific circumstances, leading to 

stakeholder workshops to explore solutions. 

 

4.11 Our staff 

 

Engaging and developing our staff continues to be a focus for the ICB, with the Human 

Resources and Organisational Development teams working closely with staff network 

https://www.england.nhs.uk/long-term-plan/
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groups, trade unions and senior management to support the workforce through the 

current period of significant change in the health service. 

 

We continue to support our workforce with training and development opportunities and 

have a suite of staff welfare and engagement options available, which we promote 

regularly. This includes: 

• Four staff networks (Age and Ability, Embracing Race and Diversity, LGBTQ+, 

and Women, Parents and Carers) which are chaired by staff, with senior 

management support 

• Availability of mental health first aiders 

• An independent Employee Assistance Programme 

• Occupational health support, and  

• Freedom to Speak Up arrangements.  

 

Staff have also had access to a series of pensions workshops with particular emphasis 

on the impact on individual pensions from the options in the change management 

process. 

 

Fit and proper persons test for directors 

The ICB is obliged to carry out an annual assessment that its directors hold the 

necessary skills and knowledge to fulfil their roles and meet the requirements of the Fit 

and Proper Person Regulations. For the purpose of this process, we have deemed 

‘directors’ to be those senior executive and non-executive directors, who are members 

of the Board. 

 

The core elements to be considered a fit and proper person to perform a board role are: 

• Good character  

• Possessing the qualifications, competence, skills required and experience  

• Financial soundness. 

 

Directors met all requirements and no issues were identified in the latest assessment. 

 
 
 

 

 

Andrew Bland 

Chief Executive & ICB Accountable Officer  

17 June 2026 
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5. Accountability Report – Corporate Governance Report 
 

Composition of the ICB Board 

The ICB Board is made up of the following members: 

• Sir Richard Douglas CB, ICB Chair 

• Andrew Bland, ICB Chief Executive 

• Anu Singh, non-executive member 

• Paul Najsarek, non-executive member 

• Peter Matthew, non-executive member 

• Georgina Fekete, non-executive member 

• Mike Fox, Chief Finance Officer 

• Paul Larrisey, Acting Chief Nurse (to 30 June 2025) 

• Gwen Kennedy, Acting Chief Nurse (from 1 July 2025 to 31 December 2025) 

• Diane Jones, Chief Nurse (from 6 January 2026) 

• Dr Toby Garrood, Medical Director 

• Professor Clive Kay, partner member, acute services 

• David Bradley, partner member, mental health services (to 30 November 2025) 

• Ade Odunlade, partner member, mental health services (from 1 December 2025) 

• Dr Ify Okocha, partner member, community services 

• Dr George Verghese, partner member, primary care services 

• Debbie Warren, partner member, local government (to 31 July 2025) 

• Jennifer Daothong, partner member, local government (from 1 August 2025) 

• Diana Braithwaite, Place Executive Lead, Bexley 

• Dr Angela Bhan, Place Executive Lead, Bromley 

• Gabi Darby, Place Executive Lead, Greenwich (from 19 May 2025) 

• Andrew Eyres, Place Executive Lead, Lambeth 

• Ceri Jacob, Place Executive Lead, Lewisham 

• Darren Summers, Place Executive Lead, Southwark 

 

Committees of the Board 

A number of committees support the Board in delivering its obligations. They are 

detailed in the Governance statement below. 

 

Register of Interests 

The register of interests for our Board is available on the ICB’s website. A register of 

interests for all staff is maintained by the governance team and is available on request. 

 

Personal data-related incidents 

There have been no data incident(s) this year that met the threshold of being reportable 

to the Information Commissioner’s Office (ICO).  

 

https://www.selondonics.org/wp-content/uploads/Register-of-ICB-SLT-interests-February-2023-website.pdf
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Modern Slavery Act  

We fully support the Government’s objectives to eradicate modern slavery and human 

trafficking. Our Slavery and Human Trafficking Statement for the period 1 April 2025 to 

31 March 2026 is published on our website.  

 

 

 

 

 

Andrew Bland 

Chief Executive & ICB Accountable Officer  

17 June 2026 

 

 

https://www.selondonics.org/icb/about-us/governance/modern-slavery-and-human-trafficking-statement/
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Statement of Accountable Officer’s Responsibilities  

 

Under the National Health Service Act 2006 (as amended), NHS England has directed 

each Integrated Care Board to prepare for each financial year a statement of accounts 

in the form and on the basis set out in the Accounts Direction. The accounts are 

prepared on an accruals basis and must give a true and fair view of the state of affairs 

of NHS South East London ICB and of its income and expenditure, Statement of 

Financial Position and cash flows for the financial year. 

 

In preparing the accounts, the Accountable Officer is required to comply with the 

requirements of the Government Financial Reporting Manual and in particular to: 

• Observe the Accounts Direction issued by NHS England, including the relevant 

accounting and disclosure requirements, and apply suitable accounting policies 

on a consistent basis. 

• Make judgements and estimates on a reasonable basis. 

• State whether applicable accounting standards as set out in the Government 

Financial Reporting Manual have been followed and disclose and explain any 

material departures in the accounts. 

• Prepare the accounts on a going concern basis. 

• Confirm that the Annual Report and Accounts as a whole is fair, balanced and 

understandable and take personal responsibility for the Annual Report and 

Accounts and the judgements required for determining that it is fair, balanced and 

understandable. 

 

The National Health Service Act 2006 (as amended) states that each Integrated Care 

Board shall have an Accountable Officer and that Officer shall be appointed by NHS 

England. 

 

NHS England has appointed me, Andrew Bland, to be the Accountable Officer of NHS 

South East London ICB. The responsibilities of an Accountable Officer, including 

responsibility for the propriety and regularity of the public finances for which the 

Accountable Officer is answerable, for keeping proper accounting records (which 

disclose with reasonable accuracy at any time the financial position of the Integrated 

Care Board and enable them to ensure that the accounts comply with the requirements 

of the Accounts Direction), and for safeguarding NHS South East London ICB’s assets 

(and hence for taking reasonable steps for the prevention and detection of fraud and 

other irregularities), are set out in the Accountable Officer Appointment Letter, the 

National Health Service Act 2006 (as amended), and Managing Public Money 

published by the Treasury. 
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As the Accountable Officer, I have taken all the steps that I ought to have taken to 

make myself aware of any relevant audit information and to establish that NHS South 

East London ICB’s auditors are aware of that information. So far as I am aware, there is 

no relevant audit information of which the auditors are unaware. 

 

 

 

 

Andrew Bland 

Chief Executive and ICB Accountable Officer  

17 June 2026 
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Governance Statement 

 

Introduction and context 

NHS South East London ICB is a body corporate established by NHS England on 1 

July 2022 under the National Health Service Act 2006 (as amended). 

 

NHS South East London ICB’s statutory functions are set out under the National Health 

Service Act 2006 (as amended). The ICB’s general function is arranging the provision 

of services for persons for the purposes of the health service in England. The ICB is, in 

particular, required to arrange for the provision of certain health services to such extent 

as it considers necessary to meet the reasonable requirements of its population. 

 

Between 1 April 2025 and 31 March 2026, the Integrated Care Board was not subject 

to any directions from NHS England issued under Section 14Z61 of the National Health 

Service Act 2006 (as amended).  

 

UK Corporate Governance Code 

NHS Bodies are not required to comply with the UK Code of Corporate Governance. 

However, we have reported on our Corporate Governance arrangements by drawing 

upon best practice available, including those aspects of the UK Corporate Governance 

Code that we consider to be relevant to the ICB and best practice.  

 

This Governance Statement is intended to demonstrate how the ICB has regard for the 

principles set out in the code as considered appropriate for ICB’s for the financial year 

ended 31 March 2026. 

 

Scope of responsibility 

As Accountable Officer, I have responsibility for maintaining a sound system of internal 

control that supports the achievement of NHS South East London ICB’s policies, aims 

and objectives, whilst safeguarding the public funds and assets for which I am 

personally responsible, in accordance with the responsibilities assigned to me in 

Managing Public Money. I also acknowledge my responsibilities as set out under the 

National Health Service Act 2006 (as amended) and in the NHS South East London 

ICB’s Accountable Officer Appointment Letter. 

 

I am responsible for ensuring that NHS South East London ICB is administered 

prudently and economically and that resources are applied efficiently and effectively, 

safeguarding financial propriety and regularity. I also have responsibility for reviewing 

the effectiveness of the system of internal control within the clinical commissioning 

group as set out in this governance statement. 
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Governance arrangements and effectiveness 

The main function of the Board is to ensure that the ICB has made appropriate 

arrangements for ensuring that it exercises its functions effectively, efficiently and 

economically, and complies with such generally accepted principles of good 

governance as are relevant to it.  

 

The ICB Board is comprised of ICB non-executive directors, executive directors and 

partner members as detailed above, to ensure all parts of the Integrated Care System 

are represented. The Board meets on a monthly basis, with quarterly meetings held in 

public, and with meeting dates and venues published openly on the ICB website. 

Members of the public are welcome to attend to observe the meetings either in person 

or virtually. 

 

Discharge of statutory functions 

NHS South East London ICB has reviewed all of the statutory duties and powers 

conferred on it by the National Health Service Act 2006 (as amended) and other 

associated legislative and regulations. As a result, I can confirm that the ICB is clear 

about the legislative requirements associated with each of the statutory functions for 

which it is responsible, including any restrictions on delegation of those functions. 

 

Responsibility for each duty and power has been clearly allocated to a lead director. 

Directorates have confirmed that their structures provide the necessary capability and 

capacity to undertake all of the clinical commissioning group’s statutory duties. 

 

Governance framework 

To support the Board’s activity, authority is delegated to several committees, as 

detailed in their terms of reference. The governance arrangements for the ICB are set 

out in line with the ICB Constitution, which details how the ICB will exercise its statutory 

functions, and the ICB Governance Handbook, which is available on the ICB website. 
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The Act requires the ICB to have two statutory committees, being: 

 

Audit & Risk committee 

Responsible for delegated approval of annual accounts, providing an objective view of 

the ICB’s compliance with statutory responsibilities, arranging appropriate audit, and 

oversight / assurance on the adequacy of governance, risk management and internal 

control processes across the ICB. 

 

Meets quarterly and membership comprises: 

• Peter Matthew, committee chair and non-executive director 

• Paul Najsarek, committee vice-chair and non-executive director 

• Jennifer Daothong, Chief Executive, London Borough of Lewisham and ICB 

partner member, local authority (from 1 August 2025, with Debbie Warren, Chief 

Executive Royal Borough of Greenwich fulfilling the role from 1 April 2025 to 31 

July 2025) 

• Dr Ify Okocha, Chief Executive, Oxleas NHS Foundation Trust and ICB partner 

member, community services. 

 

Remuneration committee 

Responsible for determining ICB pay policy, including adoption of any pay frameworks, 

for all employees including senior managers/directors (including board members).  

 

Membership comprises: 

• Chaired by Anu Singh, non-executive director 

• Sir Richard Douglas CB, ICB Chair 

• David Bradley, Chief Executive South London and Maudsley NHS Foundation 

Trust and ICB partner member, mental health services (to 30 November 2025) 

• Ade Odunlade, Interim Chief Executive South London and Maudsley NHS 

Foundation Trust and ICB partner member, mental health services (from 1 

December 2025)  

• Dr George Verghese, GP and ICB partner member, primary care services. 

 

Other committees have been delegated authority from the Board to deliver and seek 

assurance on particular aspects of the ICBs responsibilities: 

 

Quality & Safeguarding committee 

Responsible for overseeing the delivery of high-quality care, ensuring compliance with 

safeguarding legislation, promoting the safety and wellbeing of vulnerable populations 

and fostering continuous improvement in health services. This is aimed at supporting 

improved health outcomes, reduced inequalities and enhanced patient experience. 
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Integrated Performance committee 

Maintains oversight and assurance of delivery of the ICS four aims through the 

objectives and deliverables set out in the range of ICP and ICB strategic plans. The 

Committee monitors how delivery across different parts of the system contributes to the 

ICS’s overall strategic work and direction, seeking to ensure efforts are aligned across 

the system.  

 

Clinical & Care Professional committee 

Brings together clinicians, care professionals and south east London residents to co-

ordinate the ICBs approach to population health management, provide clinical input to 

development of operational and strategic plans, input to care pathway transformation 

schemes, and support development of patient and public engagement. 

 

People committee 

Responsible for the design, development and delivery of plans related to the health and 

care workforce in South East London. This includes meeting any national targets and 

ensuring sufficient and consistent strategies across the ICS for equality, diversity and 

inclusion and staff health and wellbeing. 

 

Executive committee 

Comprising the ICB executive directors and the partner member for primary care, 

formed to discuss key issues relating to the strategy, operational delivery and 

performance of the ICB. 

 

Digital committee 

Constituted of members from across the SEL Integrated Care System partnership and 

provides leadership to the development of strategic priorities for digital and analytics, 

including ensuring digital capabilities are utilised to reduce inequalities. 

 

Local Care partnerships 

Meet every other month in public and are attended by partners from across the 

borough. 

 

Attendance at meetings 

The table below shows the attendance of Board members at the Board and Committee 

meetings of which they are members as defined in the relevant terms of reference, 

compared to the total number of meetings of each committee. 
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Sir Richard Douglas 4/4 - 4/4 2/3 - - - - - 

Georgina Fekete 4/4 - - 2/3 - - - - - 

Peter Matthew 3/4 5/5 - - - - - - - 

Paul Najsarek 3/4 5/5 - 3/3 - - - - - 

Anu Singh 4/4 - 3/4 - 4/4 - - - - 

Andrew Bland 4/4 - - 2/3 - - - - 16/26 

Sarah Cottingham 3/4 - - 3/3 - - 0/6 - 19/26 

Mike Fox 3/4 - - 2/3 - - 2/6 - 18/26 

Tosca Fairchild 2/4 - - 2/3 3/4 4/5 - - 18/26 

Dr Toby Garrood 4/4 - - 3/3 2/4 - 6/6 3/3 18/26 

Paul Larissey (to 19.6.25) 0/1 - - - 0/0 0/2 - 0/1 1/6 

Gwen Kennedy (1.7.25-

31.12.25) 
1/2 - - 0/2 2/2 - - 1/1 14/14 

Diane Jones (from 6.1.26) 1/1 - -  1/1 - - 0/1 5/6 

Crystal Akass 1/4 - - - - - - - 13/26 

Ranjeet Kaile 4/4 - - - - - - - 12/26 

Philippa Kirkpatrick (to 30.9.25) 1/2 - - - - - 1/3 - 6/13 

Denis LaFitte (from 1.10.25) 0/1 - - - - - 2/3 - 9/13 

Diana Braithwaite 2/4 - - - - - - - 22/26 

Dr Angela Bhan 4/4 - - - 3/4 - - - 20/26 

Gabi Darby 1/3 - - - - - - - 18/26 

Andrew Eyres 3/4 - - - - - - - 23/26 

Ceri Jacob 4/4 - - 3/3 - - - - 23/26 

Darren Summers 4/4 - - - - - - - 23/26 

Prof Clive Kay 3/4 - - - - - - - - 

Dr Ify Okocha 2/4 4/5 - 1/3 - 4/5 - - - 

David Bradley (to 30.11.25) 0/3 - 2/3 - - - 2/5 - - 

Ade Odunlade (from 1.12.25) 1/1 - 1/1 - - - - - - 

Debbie Warren (to 31.7.25) 0/1 2/3 - - - - - - - 

Jennifer Daothong (from 1.8.25) 0/3 1/2 - - - - - - - 

Dr George Verghese 3/4 - 4/4 3/3 - - - 1/3 17/26 
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Transition committee 

In addition to the above committee, the ICB operates a Transition Committee which is 

responsible for overseeing implementation of the current ICB reform programme. As 

set out in the NHS England Model ICB Blueprint document, the aim of the committee is 

to ensure a safe and coherent transition, managing local risks, tracking progress and 

overseeing the development of organisational design and implementation of the change 

process. The committee is chaired by one of the ICBs non-executive members, with 

membership comprising a further non-executive member, the ICBs Chief Financial 

Officer, Chief People Officer, senior Human Resources representatives, and the two 

Senior Responsible Officers for the programme, Sarah Cottingham and Ceri Jacob. 

 

 

Risk management arrangements and effectiveness 

The ICB’s approach to risk management and board assurance is completed in 

accordance with legislation, national and local guidance. It seeks to embed recognised 

best practice through a process of on-going review and improvement and underpins the 

production of the Annual Governance Statement. 

 

The Risk Management Framework for the ICB has been established to ensure that we 

enact the principles, processes and procedures for best practice in risk management in 

a consistent way across the organisation. The processes are designed to enable the 

Board to be effectively appraised on key risks to delivery of the ICB’s main 

responsibilities and objectives and the actions taken to manage and mitigate these 

risks.  

 

Risk management is embedded at all levels within the organisation, empowering and 

encouraging all staff to identify risks and take action to mitigate them, with risk registers 

reviewed by Executive Committee and Local Care Partnership meetings as appropriate 

and the Board Assurance Framework reported quarterly at each ICB Board meeting 

held in public. 

 

The ICB’s risk-appetite approach to the management and escalation of risk is designed 

in alignment with the organisation’s scheme of delegation and agreed accountabilities.  

 

The ICS System Risk Leaders Group operates across south east London NHS 

providers and the ICB working to strengthen coordination in response to risk, enhance 

accountabilities and oversight, reduce duplication, complete horizon-scanning or early 

warning work, and share knowledge and learning across system partners. 

 

Identification and evaluation of risk 

The risks to which the ICB is exposed are identified by:  
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• internal methods: such as audits, evaluating the ICB’s operational and strategic 

plans, productivity and efficiency plans, programme plans and related 

documents, patient satisfaction surveys, whistle-blowing, complaints, 

engagement with primary care, and monitoring the quality of commissioned 

services  

• external methods: such as CQC inspections, media, national reports, new 

legislation, reports from assessments/inspections by external bodies, reviews of 

partnership working. 

 

For the year 2025/26, the ICB has followed the risk standards set out in the HM 

Government’s The Orange Book Management of Risk – Principles and Concepts. The 

framework uses a 5 x 5 scoring matrix of likelihood of occurrence against impact to 

identify the scale of risk. Extreme risks are those that attract the highest scores and 

therefore warrant immediate attention by the Board, committees and risk owners. 

 

 Likelihood 

1 2 3 4 5 

Rare Unlikely Possible Likely 
Almost 
certain 

S
e 
v 
e 
r  
I   
t  
y 

5 Catastrophic  5 10 15 20 25 

4 Major  4 8 12 16 20 

3 Moderate  3 6 9 12 15 

2 Minor  2 4 6 8 10 

1 Negligible  1 2 3 4 5 

 

As at 31 March 2026, the ICB Board Assurance Framework risks which exceeded 

tolerance and are therefore of most focus are: 

 

Risk Category 
Risk 
ID 

Risk title / summary of risk 
Max 
tolerance 
score 

Residual 
risk 
score 

Finance 606 ICS revenue financial plan 2025/26 12 15 

Data and 
Information 
Management 

597 
Cyber Security or Technology Resilience 
Issue causing disruption to the operation of 
essential services 

9 12 
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Operational: 
relating to the 
effective day-to-day 
running of the ICB 
organisation (MCR) 

601 
ICB Change Programme – workforce 
capacity risks 

15 16 

602 ICB Change Programme – impact on staff 15 16 

Clinical, Quality and 
Safety 

404 
New and emerging High Consequence 
Infections Diseases (HCID) & pandemics. 

9 12 

468 
Risk of variation in performance across 
SEL with FNC (funded nursing care) 
reviews. 

9 12 

437 
Disruption to IT/Digital systems across 
provider settings due to external factors 

9 15 

630 

Risk of harm to patients within SEL 
paediatric audiology services, due to poor 
quality of care as identified by the site 
visits. 

9 12 

Strategic 
commitments and 
delivery priorities: 
Implementation of 
ICB strategic 
commitments, 
approved plans, 
and delivery 
priorities 

 

384 

Successful elective care transformation 
programmes to support the delivery of 
elective recovery and waiting times 
objectives. 

12 16 

386 
Ongoing pressures across SEL UEC 
services 

12 16 

391 
Increased waiting times for autism 
diagnostics assessments. 

12 16 

504 Cancer performance targets. 12 16 

LCP* 
Residents experience excessively 
prolonged waiting times for autism and 
ADHD diagnostic assessments. 

12 16 

* Delegated place risk on BAF: BRO509, GRE635, LAM129, LEW644, SOU520 

 

Prevention of risk 

We view prevention as a key element of risk management and it is embedded through 

key policies to support risk management, robust plans for emergency planning and 

incident response, mandatory training for all staff, and stakeholder engagement to 

promote patient and public voices in our decision-making and service development.  

 

Counter fraud arrangements 

The ICB has a nominated Local Counter Fraud Specialist and has a risk-based work 

plan in place to identify and respond to fraud risk.  
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The Chief Finance Officer is the Executive Lead for counter fraud and the 

organisation’s Counter Fraud Champion.  

 

The ICB has an Anti-Bribery, Fraud and Corruption Policy in place to support our 

stance of zero tolerance to fraud and corruption. The ICB’s counter fraud activities are 

informed by best practice guidance provided by the NHS Counter Fraud Authority. The 

ICB is compliant with the Bribery Act 2010. 

 

The ICB’s Audit & Risk Committee receives on an annual basis a report against each of 

the Standards for Commissioners and has a report from the Local Counter Fraud 

Specialist as a standard agenda item for every Audit & Risk Committee meeting. 

 

Emergency planning and business continuity 

The Health and Social Care Act 2022 has designated Integrated Care Boards as 

Category 1 responders under the definitions within the Civil Contingencies Act 2004. 

This means that the ICB is considered to be an organisation at the core of emergency 

response and subject to the full set of civil protection duties. 

 

The ICB is required to identify an Accountable Emergency Officer to assume executive 

responsibility for Emergency Preparedness, Resilience and Response (EPRR) matters, 

and this role is held by the Chief of Staff. The ICB has robust response plans in place 

for a range of incidents and regularly tests these plans both internally and by 

participation in local and regional exercises. The ICB is an active member of all six 

South East London Borough Resilience Forums and liaises regularly with the regional 

NHS England EPRR team. South East London also operates a sector-based Local 

Health Resilience Partnership (LHRP) as a sub-group of the London LHRP, which is 

chaired jointly by the ICB’s Chief of Staff and a Director of Public Health. 

 

In 2025, the ICB was assessed by NHS England as providing a substantially compliant 

level of assurance against NHS England core standards for emergency planning. 

  

Conflicts of interest  

The ICB has a Standards of Business Conduct policy in place which details the 

processes for managing conflicts of interest. The non-executive member who chairs the 

Audit & Risk committee is the ICB’s Conflicts of Interest Guardian, and a Conflicts of 

Interest panel is in place for escalation of any concerns. Registers of interests, gifts and 

hospitality and procurement decisions are published on the ICB website. 

  

PREVENT awareness  

The ICB has a PREVENT programme lead who is also the Head of Safeguarding 

Adults and Children. All ICB staff are required to complete the PREVENT training as 

part of annual mandatory training. 
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Whistleblowing arrangements / Freedom to Speak Up 

The ICB has appointed a Freedom to Speak Up (FTSU) Guardian and has a diverse 

team of borough Freedom to Speak Up (FTSU) Champions, who are supported in the 

execution of their roles by the Chief of Staff as executive lead for FTSU, and a non-

executive member. 

 

The ICB has registered ten Freedom to Speak Up concerns raised in the year, 

principally concerning either primary care issues or staff management. 

 

Other sources of assurance  

 

Internal control framework 

A system of internal control is the set of processes and procedures in place in the ICB 

to ensure we deliver our policies, aims and objectives. It is designed to identify and 

prioritise the risks, to evaluate the likelihood of those risks being realised and the 

impact should they be realised, and to manage them efficiently, effectively and 

economically. 

  

The system of internal control allows risk to be managed to a reasonable level rather 

than eliminating all risk; it can therefore only provide reasonable and not absolute 

assurance of effectiveness. 

  

The Board is supported in maintaining oversight of the ICB’s control environment 

through the implementation of a suite of policies, processes and reporting procedures, 

such as the Scheme of Reservation and Delegation and the ICB’s Standing Financial 

Instructions, together with a robust set of governance principles to support the 

operation of various committees and sub-committees. 

  

Data quality 

The data provided to the Board and its committees is generated from a variety of 

sources and is reported internally and externally through monthly reports and a 

summary of the year-end performance data is included in this report. 

 

There are processes in place to ensure that all data provided to the Board has been 

sourced from credible sources, considered as fit for purpose, discussed, analysed and 

minuted at committee meetings prior to being submitted for discussion or noting or for a 

formal decision at the Board.  

  

Board papers are made publicly available on the ICB website.  
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Information governance  

The NHS Information Governance (IG) Framework sets the processes and procedures 

by which the NHS handles information about patients and employees, in particular 

personal identifiable information. The NHS Information Governance Framework is 

supported by Data Security and Protection Toolkit (DSPT) and the annual submission 

process provides assurances to the ICB, other organisations and to individuals, that 

personal information is dealt with legally, securely, efficiently and effectively.  

 

There is a complex legal framework governing the way in which the NHS handles 

information about patients and employees, including personal confidential data. This 

includes the NHS Act 2006, the Health and Social Care Act 2012, the Data Protection 

Act 2018, UK General Data Protection Regulation, and the Human Rights Act. The 

DSPT allows organisations to measure their performance against the National Data 

Guardian’s ten data security standards. For the 2025-26 period the ICB is required to 

submit their DSPT by 30 June 2026. The IG team are continuing to work through the 

organisation’s DSPT workplan that has been developed to gather the required evidence 

for submission. 

 

We place high importance on ensuring there are robust information governance 

systems and processes in place to help protect patient and corporate information. We 

have established an information governance management framework and have 

developed information governance processes and procedures in line with the 

information governance toolkit. We have ensured all staff undertake annual information 

governance training and continuously update staff information governance guidance on 

the staff intranet to ensure staff are aware of their information governance roles, 

responsibilities, and best practice. 

  

We have assigned the roles of Senior Information Risk Owner, Caldicott Guardian and 

Data Protection Officer to staff members who attend the Information Governance Sub 

Committee (IGSC) meetings to monitor IG compliance within the ICB. 

 

There are processes and policies in place for incident reporting and investigation of 

serious incidents within the ICB. IG risks are recorded on the corporate risk register, 

which is reviewed and updated monthly at the IGSC meetings to ensure appropriate 

mitigation plans are in place for each risk. We have established a framework and 

policies for IG, and for the security, management and quality of information. IG and 

Cyber Security training is mandatory for all ICB staff, whether permanent or temporary.   

  

Business critical models  

NHS England recognises the importance of quality assurance across the full range of 

its analytical work. In partnership with analysts in the Department of Health, we have 

developed an approach that is fully consistent with the recommendations in Sir 
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Nicholas Macpherson's review of quality assurance of government models. The 

framework includes a programme of mandatory workshops for NHS England analysts, 

which highlights the importance of quality assurance across the full range of analytical 

work. 

  

The Macpherson Report on the review of quality assurance (QA) of Government 

Analytical Models set out the components of best practice in QA making eight key 

recommendations.  

 

Third party assurances 

Where the ICB obtains services via a service organisation, assurance on the 

effectiveness and adequacy of the third party control environment is sought from 

service auditor reports. The outcomes of these reports are considered by the ICB Audit 

& Risk committee as part of its year end audit assurance process.  

 

Control issues 

High levels of demand for services creating resourcing and capacity pressures in our 

system are impacting our delivery of recovery plans and therefore performance against 

targets. We have focused significant effort on managing these pressures, through a 

robust winter planning process and agreement of mitigating action and recovery plans. 

Despite this, we have anticipated some variance to plan at borough, provider or system 

level.  

 

Review of economy, efficiency & effectiveness of the use of resources 

We ensure that resources are used economically, efficiently and effectively, through: 

• A clear governance framework which is set out in the Scheme of Delegation. 

• A strong focus on effective use of resources from ICB committees. 

• A clearly defined strategic planning process where jointly agreed commissioning 

intentions underpin strategic programmes which determine investment and 

implementation planning. 

• A system approach through the ICP Board, to adopt collective responsibility for 

achieving financial targets and ensuring the delivery of plans at scale and at 

borough level, transforming services and achieving the benefits of collaborative 

projects. 

• An annual mandated external auditors assessment of achievement of value for 

money. 

 

Commissioning of Delegated Services (primary care services and specialised services) 

NHS South East London ICB has signed delegation agreements with NHS England for 

the commissioning of delegated primary care services and some specialised services 
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and held full commissioning responsibilities for those delegated services during the 

2025/26 reporting period. 

 

To the best of the ICB leadership’s knowledge, all delegated services were 

commissioned in accordance with 2025/26 delegation agreements and national service 

specifications. 

 

The ICB leadership is able to provide the necessary evidence of compliance with the 

delegation agreements, any associated developmental requirements and national 

service specifications, and to show how effectively the delegated function is operating 

(either directly or via multi-ICB working arrangements) should NHS England or a third 

party (e.g. external auditors) ask for such evidence. 

 

 

Head of Internal Audit Opinion 

 

Following completion of the planned audit work for the period 1 April 2025 to 31 March 

2026 for the ICB, the Head of Internal Audit issued an independent and objective opinion 

on the adequacy and effectiveness of the ICB’s system of risk management, governance 

and internal control. The final Head of Internal Audit concluded that: 

The organisation has an adequate and effective framework for risk management, 

governance and internal control. 

However, our work has identified further enhancements to the framework of risk 

management, governance internal control to ensure that it remains adequate and 

effective. 

Scope and limitations of our work  

The formation of our opinion is achieved through a risk-based plan of work, agreed 

with management and approved by the audit committee. Our draft opinion is subject to 

inherent limitations, as detailed below:  

• the opinion does not imply that internal audit has reviewed all risks and assurances 

relating to the organisation;  

• the opinion is substantially derived from the conduct of risk-based plans generated 

from the ICB assurance framework. As such, the assurance framework is one 

component that the board considers in making its annual governance statement (AGS); 

• the opinion is based on the findings and conclusions from the work undertaken, the 

scope of which has been agreed with the lead individual;  

• the opinion is based on the testing we have undertaken, which was limited to the area 

being audited, as detailed in the agreed audit scope;  
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• where strong levels of control have been identified, there are still instances where 

these may not always be effective. This may be due to human error, incorrect 

management judgement, management override, controls being by-passed or a 

reduction in compliance;  

• due to the limited scope of our audits, there may be weaknesses in the control system 

which we are not aware of, or which were not brought to our attention; and  

• it remains management’s responsibility to develop and maintain a sound system of 

risk management, internal control and governance, and for the prevention and 

detection of material errors, loss or fraud. The work of internal audit should not be seen 

as a substitute for management’s responsibilities around the design and effective 

operation of these systems.  

 

Factors and findings which have informed our final opinion 

During 2025/26, we issued the following positive reports:  

• Follow Up - CAF- Aligned Data Security and Protection Toolkit (DSPT) Independent 

Assessment – good progress  

• Transformation Programme (Community Mental Health Programme) Follow Up – 

reasonable progress  

• Safeguarding Follow Up – reasonable progress  

• Conflicts of Interest – reasonable assurance  

• Board Assurance Framework and Risk Management – reasonable assurance  

• Accounts Payable – reasonable assurance  

We issued four negative reports:  

• Continuity of Primary Care (Estates) – partial assurance  

• Child Death Review Process – partial assurance  

• Continuing Healthcare – Deep Dive (CHC Appeals) – partial assurance  

• Cyber Assessment Framework (CAF)-aligned Data Security and Protection Toolkit 

(DSPT) Independent Assessment – very high risk rating / low confidence level 

 

For the partial assurance reports, the key issues were: 

• Continuity of Primary care estate – absence of formal business continuity plans 

specifically for GP estate, assurance of those plans that existed, and weaknesses 

in estates risk registers. 
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• Child Death Review Process – unclear responsibilities and weakened oversight 

due to limited availability of lead health professionals, together with a need to 

formalise a mechanism to track actions identified from learning, 

• CHC Appeals – inconsistent systems and training across boroughs, alongside 

process, quality oversight and governance variations. 

• Cyber Assurance Framework – weaknesses in risk management, supplier 

assurance, vulnerability remediation, access and activity monitoring, and business 

continuity planning were identified. 

Work is ongoing to address these issues across all areas, with the Audit and Risk 

Committee closely monitoring and receiving regular updates on progress. 

 

Review of the effectiveness of governance, risk management and internal control 

“My review of the effectiveness of the system of internal control is informed by the work 

of the internal auditors, executive managers and clinical leads within the ICB who have 

responsibility for the development and maintenance of the internal control framework. I 

have drawn on performance information available to me. My review is also informed by 

comments made by the external auditors in their annual audit letter and other reports. 

 

Our assurance framework provides me with evidence that the effectiveness of controls 

that manage risks to the ICB achieving its principal objectives have been reviewed. 

 

I have been advised on the implications of the result of this review by the Board, the 

audit committee, Board committees, and internal audit outcomes, and a plan to address 

weaknesses and ensure continuous improvement of the system is in place.” 

 

Conclusion 

 

There were no significant internal control issues identified.  

 

 

 

 

 

Andrew Bland 

Chief Executive and ICB Accountable Officer 

17 June 2026 
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6. Remuneration and staff report 
 

Remuneration Report 

 

Remuneration Committee  

The Remuneration Committee is comprised of four members and has met five times 

during the past year, supplemented by four other instances where decisions were 

agreed electronically (via email approval) due to time constraints on the decisions being 

made. 

 

Committee members are detailed in the section above. 

 

Policy on the remuneration of senior managers  

The Committee’s deliberations are carried out within the context of national pay and 

remuneration guidelines, local comparability and take account of independent advice 

regarding pay structures. There are no arrangements in place for additional payments 

or allowances to staff, at any level, outside of national regulations. The future 

remuneration policy is not expected to change. 

 

Remuneration of Very Senior Managers 

All ICB staff members of the Board, plus those ‘in attendance’, are deemed to be 

individuals with significant financial responsibility during the financial year and are 

therefore regarded as ‘senior managers’. 

 

The tables below detail the remuneration received by senior managers in the current 

financial year, together with comparative data for 2024/25. Equivalent pension data is 

also shown. 
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Senior Manager Remuneration, including salary and pension entitlements  

 

Financial Year 2025-26 (audited) 

 

 Name Title Salary 

Expense 
Payments 
(taxable) 

Performance 
pay and 
bonuses 

Long term 
performance 

pay and 
bonuses 

All pension-
related 
benefits Total 

    
 bands of 
£5,000  

Disclosed 
in £ to the 
nearest 
£100 

bands of 
£5,000 

bands of 
£5,000 

bands of 
£2,500 

bands of 
£5,000 

  £’000 £ £’000 £’000 £’000 £’000 

Andrew Bland (1) Chief Executive Officer 245-250 1,100 0 0 0 245-250 

Richard Douglas 
(1) 

Chair 55-60 0 0 0 0 55-60 

Mike Fox Chief Finance Officer 180-185 0 0 0 62.5-65 240-245 

Dr Toby Garrood Medical Director 200-205 0 0 0 0 200-205 

Paul Larrisey 
 

Acting Chief Nurse  
(to 30.6.25) 

40-45 0 0 0 0 40-45 

Gwen Kennedy (2) Acting Chief Nurse 
(1.7.25 to 31.12.25) 

0 0 0 0 0 0 

Diane Jones (3) Acting Chief Nurse  
(from 6.1.26) 

55-60 0 0 0 0 55-60 

Diana Braithwaite Bexley Place Executive 
Lead 

165-170 0 0 0 57.5-60 225-230 

Dr Angela Bhan Bromley Place 
Executive Lead 

125-130 0 0 0 30-32.5 155-160 

Gabi Darby Greenwich Place 
Executive Lead (from 
19.5.25) 

110-115 200 0 0 140-142.5 250-255 

Andrew Eyres (4) Lambeth Place 
Executive Lead 

85-90 0 0 0 25-27.5 110-115 

Ceri Jacob (4) Lewisham Place 
Executive Lead 

80-85 0 0 0 12.5-15 95-100 

Darren Summers 
(4) 

Southwark Place 
Executive Lead 

85-90 0 0 0 17.5-20 100-105 

Sarah Cottingham Executive Director of 
Planning 

180-185 0 0 0 45-47.5 225-230 

Ranjeet Kaile (7) Director of 
Communications and 
Engagement 

115-120 0 0 0 0 115-120 

Tosca Fairchild Chief of Staff 165-170 0 0 0 42.5-45 205-210 

Philippa 
Kirkpatrick (5) 

Chief Digital Information 
Officer (to 6.7.25) 

20-25 0 0 0 25-27.5 45-50 

Holly Eden Director of Delivery – 
Neighbourhoods and 
Population Health 

100-105 0 0 0 37.5-40 140-145 

Denis Lafitte Chief Digital Information 
Officer 

20-25 0 0 0 0 20-25 

Crystal Akass (6) Chief People Officer 0 0 0 0 0 0 

Anu Singh Non-Executive Director 15-20 0 0 0 0 15-20 

Paul Najsarek Non-Executive Director 25-30 0 0 0 0 25-30 
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Peter Matthew  Non-Executive Director 15-20 0 0 0 0 15-20 

Georgina Fekete Non-Executive Director 15-20 0 0 0 0 15-20 

Dr George 
Verghese 

Partner Member 
(primary care) 

45-50 0 0 0 0 45-50 

 

 

Notes 

1. The Chair and CEO were appointed to clustered roles within NHS South West 

London ICB (NHS SWL) in February 2026, and so recharges to NHS SWL were 

made for this period. 

2. Gwen Kennedy was Acting Chief Nurse for the period shown on secondment 

from NHS England. 

3. Diane Jones was Acting Chief Nurse for the period shown on secondment from 

NHS North East London ICB. 

4. These are joint posts with Local Authorities and only the salary relating to NHS 

South East London ICB is shown in this table. 

5. Philippa Kirkpatrick held an honorary contract with NHS South East London ICB 

to the end of September 2025. 

6. No remuneration is padi to the members for their Board services. 

7. Ranjeet Kailes substantive employer is South London and Maudsley NHS 

Foundation Trust, and his remuneration is included in the annual accounts of 

that organisation. The Director of Communications and Engagement function is 

provided to the ICB via a hosting arrangement and the value in the above table 

represents the agreed cost for the 2025/26 financial year. 
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Financial Year 2024-25 (audited) 

 

 
 

Notes 

1. The following members of the Board are employees of other NHS organisations 

and therefore did not receive any salary payments from the ICB: 

Salary Expense 

Payments 

(taxable)

Performance 

pay and 

Bonuses 

Long term 

Performance 

pay and 

bonuses

All Pension-

Related 

Benefits 

Total

(bands of 

£5000)

Disclosed in 

£ to the 

nearest £100

(bands of 

£5000)

 (bands of 

£5000)

(bands of 

£2,500)

 (bands of 

£5000)

£000 £ £000 £000 £000 £000

Andrew Bland Chief Executive Officer 245 - 250 1300 0 0 0 250 - 255

Richard Douglas Chair 60 - 65 0 0 0 0 60 - 65

Mike Fox Chief Finance Officer 170 - 175 300 0 0 25 - 27.5 195 - 200

Dr Toby Garrood 

(5)
Medical Director 200-205 0 0 0 0 200 - 205

Paul Larrisey Acting Chief Nurse 155 - 160 0 0 0 0 155 - 160

Diana Braithwaite
Bexley Place Executive 

Director
160 - 165 0 0 0 127.5-130 290 - 295

Angela Bhan 
Bromley Place Executive 

Director
120 - 125 0 0 0 17.5 - 20 140 - 145

Sarah McClinton 

(3)(5)

Greenwich Place 

Executive Director
55 - 60 0 0 0 0 55 - 60

Andrew Eyres (3)
Lambeth Place Executive 

Director
80 - 85 0 0 0 7.5 - 10 90 - 95

Ceri Jacob (3)
Lewisham Place 

Executive Director
80 - 85 0 0 0 0 80 - 85

Martin Wilkinson
Southwark Acting Place 

Executive (4)
20 - 25 0 0 0 2.5 - 5 25 - 30

Darren Summers
Southwark Place 

Executive Director (4)
70 - 75 0 0 0 10 - 12.5 80 - 85

Sarah Cottingham
Executive Director of 

Planning
175 - 180 0 0 0 22.5-25 200 - 205

Ranjeet Kaile (5)

Director of 

Communications and 

Engagement

100-105 0 0 0 0 100-105

Tosca Fairchild Chief of Staff 155 - 160 0 0 0 25 - 27.5 180 - 185

Philippa Kirkpatrick
Chief Digital Information 

Officer 
120 - 125 3600 0 0 32.5-35 160 - 165

Anu Singh Non Executive Director 15 - 20 0 0 0 0 15 - 20

Paul Najsarek Non Executive Director 20 - 25 0 0 0 0 20 - 25

Peter Matthew Non Executive Director 10 - 15 0 0 0 0 10 - 15

Georgina Fekete Non Executive Director 0 - 5 0 0 0 0 0 - 5

Dr. George 

Verghese

Partner Member (Primary 

Care)
45 - 50 0 0 0 0 45 - 50

Name Title



 

 74 

• Meera Nair – Chief People Officer  

• Professor Clive Kay – partner member (acute services) 

• David Bradley – partner member (mental health services) 

• Dr Ify Okocha – partner member (community services) 

• Debbie Warren – partner member (local authority) 

 

2. Where the ICB shares the cost of the senior manager’s salary with another 

organisation, it is only the element of the cost incurred by the ICB that is recognised 

within the ICB’s remuneration report. 

 

3. The total salary for Andrew Eyres was £165k to £170k, and for Ceri Jacob was 

£160k to £165k. For the remaining Place Executive Leads where there are joint costs, 

the total salaries are disclosed in the annual reports of their employing organisations. 

This is the Royal Borough of Greenwich for Sarah McClinton.  

 

4. Martin Wilkinson held the role of acting Southwark Place Executive Lead until 

the end of May 2024 when Darren Summers became the substantive Southwark Place 

Executive Lead from June 2024.  

 

5. For these pay costs, the ICB receives a recharge from the employing 

organisation and so these costs include on-costs as the costs are not broken down into 

the constituent elements to enable us to report net costs. 

 

6. All Pension-Related Benefits are the cash value of payments (whether in cash or 

otherwise) in lieu of retirement benefits, and all benefits in year from participating in 

pension schemes. 

 

Pension Benefits 2025-26 (audited) 

 

Name 

Real 
Increase 

in pension 
at pension 

age  
(bands of 
£2,500) 

Real 
Increase 

in pension 
lump sum 
at pension 

age 
(bands of 
£2,500) 

Total 
accrued 

pension at 
pension age 
at 31 March 
2025 (bands 
of £5,000) 

Lump Sum 
at pension 

age 
related to 
accrued 

pension at 
31 March 

2025 
(bands of 
£5,000) 

Cash 
equivalent 
Transfer 

Value at 1 
April 2024 
(to nearest 

£1,000) 

Real 
increase in 

cash 
equivalent 

transfer 
value (to 
nearest 
£1,000) 

Cash 
equivalent 

transfer 
value at 

31 March 
2025 (to 
nearest 
£1,000) 

Employer 
contribution 

to                           
stakeholder 

pension 

 £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s 

Sarah Cottingham – 
Executive Director of 
Planning 

2.5-5 0-2.5 80-85 210-215 1,957 0 231 0 

Andrew Eyres – 
Lambeth Place 
Executive Lead 

2.5-5 0-2.5 85-90 220-225 164 38 226 0 

Mike Fox - Chief 
Finance Officer 

2.5-5 0-2.5 60-65 150-155 1,200 61 1,305 0 
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Diana Braithwaite – 
Bexley Place Executive 
Lead 

2.5-5 0-2.5 50-55 115-120 1,078 62 1,179 0 

Philippa Kirkpatrick - 
Chief Digital Information 
Officer 

0-2.5 0 5-10 0 64 19 90 0 

Darren Summers – 
Southwark Place 
Executive Lead 

2.5-5 0 45-50 95-100 985 41 1,064 0 

Tosca Fairchild - Chief 
of Staff 

2.5-5 0 15-20 30-35 331 31 389 0 

Holly Eden – Director of 
Delivery, 
Neighbourhoods & PHM  

2.5-5 0 20-25 0 242 20 283 0 

Ceri Jacob – Lewisham 
Place Executive Lead 

0-2.5 0 0-5 0 0 22 36 0 

Dr Angela Bhan – 
Bromley Place 
Executive Lead 

0-2.5 0 5-10 0 76 29 122 0 

Gabi Darby – Greenwich 
Place Executive Lead 

7.5-10 0 30-35 0 296 79 396 0 

 

 

Pension Benefits 2024-25 (audited) 

 

Name 

Real 
Increase 

in pension 
at pension 

age  
(bands of 
£2,500) 

Real 
Increase 

in pension 
lump sum 
at pension 

age 
(bands of 
£2,500) 

Total 
accrued 

pension at 
pension age 
at 31 March 
2025 (bands 
of £5,000) 

Lump Sum 
at pension 

age 
related to 
accrued 

pension at 
31 March 

2025 
(bands of 
£5,000) 

Cash 
equivalent 
Transfer 

Value at 1 
April 2024 
(to nearest 

£1,000) 

Real 
increase in 

cash 
equivalent 

transfer 
value (to 
nearest 
£1,000) 

Cash 
equivalent 

transfer 
value at 

31 March 
2025 (to 
nearest 
£1,000) 

Employer 
contribution 

to                           
stakeholder 

pension 

 £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s 

Sarah Cottingham – 
Executive Director of 
Planning 

2.5 - 5 0 70 - 75 205 - 210 1,762 41 1,957 0 

Andrew Eyres – 
Lambeth Place 
Executive Lead 

0 - 2.5 0 80 - 85 220 - 225 101 35 164 0 

Mike Fox - Chief 
Finance Officer 

2.5 - 5 0 55 - 60 145 - 150 1,082 24 1,200 0 

Diana Braithwaite – 
Bexley Place Executive 
Lead 

5 - 7.5 10 - 12.5 45 - 50 115 - 120 865 135 1,078 0 

Philippa Kirkpatrick - 
Chief Digital Information 
Officer 

2.5 - 5 0 0 - 5 0 26 19 64 0 

Darren Summers – 
Southwark Place 
Executive Lead 

0 - 2.5 0 40 - 45 95 - 100 885 23 985 0 

Tosca Fairchild - Chief 
of Staff 

0 - 2.5 0 15 - 20 30 - 35 275 17 331 0 

Dr Angela Bhan - 
Bromley Place 
Executive Lead 

0 - 2.5 0 0 - 5 0 40 18 76 0 

Martin Wilkinson - Acting 
Southwark Place 
Executive Lead (April-
May 24) 

0 - 2.5 0 55 - 60 150 - 155 1,221 22 1,343 0 
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Notes: 

1.  The real increase in cash equivalent transfer value zero return for Andrew Eyres 

is due to being over NRA (Normal Retirement Age) in the existing scheme – therefore a 

CETV calculation not being applicable for current year, resulting in negative figure. The 

zero return for Jonty Heaversedge represents a negative figure after inflation effects. 

 

2. Andrew Bland chose not to be covered by the pension arrangements during 

either the 2024/25 or 2025/26 financial reporting years. 

 

Cash equivalent transfer values  

A cash equivalent transfer value (CETV) is the actuarially assessed capital value of the 

pension scheme benefits accrued by a member at a particular point in time. The 

benefits valued are the members accrued benefits and any contingent spouse’s (or 

other allowable beneficiary’s) pension payable from the scheme. 

 

A CETV is a payment made by a pension scheme or arrangement to secure pension 

benefits in another pension scheme or arrangement when the member leaves a 

scheme and chooses to transfer the benefits accrued in their former scheme. The 

pension figures shown relate to the benefits that the individual has accrued as a 

consequence of their total membership of the pension scheme, not just their service in 

a senior capacity to which the disclosure applies. 

 

The CETV figures and the other pension details include the value of any pension 

benefits in another scheme or arrangement which the individual has transferred to the 

NHS pension scheme. They also include any additional pension benefit accrued to the 

member as a result of their purchasing additional years of pension service in the 

scheme at their own cost. CETVs are calculated within the guidelines and framework 

prescribed by the Institute and Faculty of Actuaries. 

 

Real increase in CETV 

This reflects the increase in CETV that is funded by the employer. It does not include 

the increase in accrued pension due to inflation or contributions paid by the employee 

(including the value of any benefits transferred from another scheme or arrangement). 

 

Pay multiples (audited) 

Reporting bodies are required to disclose the relationship between the remuneration of 

the highest-paid director / member in their organisation against the 25th percentile, 

median and 75th percentile of remuneration of the organisation’s workforce. Total 

remuneration is further broken down to show the relationship between the highest paid 

director's salary component of their total remuneration against the 25th percentile, 

median and 75th percentile of salary components of the organisation’s workforce. 
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The banded remuneration of the highest paid member of the Board in NHS South East 

London ICB in financial year 2025/26 was £270k-£275k, an 8% increase from 2024/25 

(£245k-£250k). 

 

Percentage change in remuneration of highest paid director 

 Salary and 
allowances 

Performance pay 
and bonuses 

The percentage change from the previous financial year in 
respect of the highest paid director 

8% 0 

The average percentage change from the previous financial 
year in respect of employees of the entity, taken as a whole 

-5% 0 

 
The average pay of the organisation also decreased by 5% reflecting the impact of a 

reduction in whole time equivalent due to the impact of the first restructure, the NHS 

Pay Award and of career progression pay increments. 

 

The relationship to the remuneration of the organisation’s workforce is disclosed in the 

below table. 

Year 25th 
Percentile  

Total 
remuneration 

ratio 

25th 
Percentile  

Salary 

Median Total 
remuneration 

ratio 

Median 
salary 

75th 
Percentile 

Total 
Remuneration 

ratio 

75th 
Percentile 

Salary 

2025-26 4.82 56,214 3.72 72,921 2.71 100,028 

2024-25 4.56 54,261 3.55 69,641 2.31 106,996 

 

During the reporting period 2025/26, no employees received remuneration in excess of 

the highest-paid director/ member. Remuneration ranged from £27k to £271k. 

 

Total remuneration includes salary, non-consolidated performance-related pay, 

benefits-in-kind, but not severance payments, employer pension contributions and the 

cash equivalent transfer value of pensions. In calculating the relationship between the 

highest paid person in the organisation and the median remuneration, the ICB has to 

remove VAT and an estimate of agency premiums from the payments for all contractors 

and treat all appointments and employments as if they were full-time and for twelve 

months. 

 

Additional guidance for this disclosure requirement is available at Section 2 of the ARM 

which cites the Hutton review of Fair Pay – Implementation Guidance. This guidance 

has been revised in 2023/24 to reflect updates to fair pay disclosures. 
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Staff Report 

 

Number of senior managers 

Taking this to be Very Senior Managers (VSM) this is a total of 21 individuals of which 

13 are female and 8 are male.   

 

Staff numbers and costs (audited) 

The table below shows the composition of the ICBs workforce together with their 

annualised costs. 

 

Gender Pay Band Headcount FTE Basic Annual Pay 

Female Band 3 6 5.0 £131,993 

  Band 4 26 23.0 £671,859 

  Band 5 40 37.1 £1,328,113 

  Band 6 72 68.0 £2,902,296 

  Band 7 71 65.6 £3,398,338 

  Band 8A 75 71.5 £4,304,374 

  Band 8B 75 67.3 £4,698,494 

  Band 8C 39 37.4 £3,149,236 

  Band 8D 37 35.2 £3,548,328 

  Band 9 10 9.1 £1,095,902 

  VSM 13 12.6 £1,896,991 

Female Total   464 431.7 £27,125,926 

Male Band 3 1 1.0 £24,937 

  Band 4 6 5.7 £160,624 

  Band 5 17 17.0 £593,432 

  Band 6 18 17.1 £712,780 

  Band 7 22 22.0 £1,126,724 

  Band 8A 21 20.6 £1,212,940 

  Band 8B 25 24.5 £1,704,436 

  Band 8C 17 16.3 £1,354,125 

  Band 8D 25 25.0 £2,549,460 
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  Band 9 4 4.0 £492,674 

  VSM 8 8.0 £1,394,273 

 Adhoc salary 1 1.0 £54,267 

Male Total   165 162.2 £11,380,672 

Grand Total  629 593.9 £38,506,598 

 

Staff composition 

The ICB’s workforce as of 31 March 2026 is set out below by overall employee group 

and then broken down by male and female, of which the split is 27%/73% respectively.   

 

Headcount by role Female Male Grand Total 

Clinical Lead 69 34 103 

Board 6 4 10 

Board non-executives (inc Chair) 2 3 5 

Borough Lay members 4 2 6 

Very Senior Managers (VSM 

grade) 
7 4 11 

Employee 453 155 608 

Grand Total 541 202 743 

 

Approximately 17.0% of the ICB’s workforce is on part-time contracts, broken down as 

below. 

 

Employee Category Headcount FTE 

Full Time 522 522.00 

Part Time 107 71.9 

Grand Total 629 593.9 

 

All the above have either permanent or fixed term contracts of employment. Staff 

numbers are analysed by category as follows: 
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Category Headcount FTE Actual pay cost 

G Administration and Estates staff 494 472.9 £30,787,713 

N Nursing, midwifery and health visiting staff 85 75.4 £4,427,328 

S Scientific, therapeutic and technical staff 50 45.6 £3,291,557 

Grand Total 629 593.9 £38,506,598 

 

The tables below show the ICB’s workforce broken down by other protected 

characteristics. 

 

Disability Headcount % FTE 

No 536 85.2% 506.8 

Not Declared 9 1.4% 8.1 

Prefer Not To Answer 9 1.4% 9.0 

Unspecified 2 0.3% 1.6 

Yes 73 11.6% 68.4 

Grand Total 629 100% 593.9 

    

Gender Headcount % FTE 

Female 464 73.8% 431.7 

Male 165 26.2% 162.2 

Grand Total 629 100% 593.9 

    

Sexual Orientation Headcount % FTE 

Bisexual 10 1.6% 10.0 

Gay or Lesbian 13 2.1% 13.0 

Heterosexual or Straight 550 87.4% 519.1 

Not Disclosed 53 8.4% 48.9 

Other sexual orientation not listed 3 0.5% 3.0 

Grand Total 629 100% 593.9 
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Ethnic Group Headcount % FTE 

A White - British 276 43.9% 257.9 

B White - Irish 12 1.9% 11.3 

C White - Any other White 
background 

27 4.3% 25.3 

CA White English 2 0.3% 2.0 

CB White Scottish 1 0.2% 1.0 

CC White Welsh 2 0.3% 1.3 

CF White Greek 1 0.2% 1.0 

CJ White Turkish Cypriot 1 0.2% 1.0 

CK White Italian 1 0.2% 1.0 

CP White Polish 1 0.2% 1.0 

CX White mixed 3 0.5% 3.0 

CY White Other European 3 0.5% 3.0 

D Mixed – White & Black Caribbean 4 0.6% 4.0 

E Mixed - White & Black African 4 0.6% 3.7 

F Mixed - White & Asian 5 0.8% 4.5 

G Mixed - Any other mixed 
background 

7 1.1% 6.9 

GD Mixed – Chinese & White 1 0.2% 1.0 

GE Mixed – Asian & Chinese 1 0.2% 1.0 

H Asian or Asian British - Indian 42 6.7% 39.1 

J Asian or Asian British - Pakistani 10 1.6% 9.6 

K Asian or Asian British - 
Bangladeshi 

7 1.1% 6.9 

L Asian or Asian British - Any other 
Asian background 

10 1.6% 10.0 

LE Asian Sri Lankan 1 0.2% 1.0 

LF Asian Tamil 1 0.2% 1.0 

LH Asian British 1 0.2% 1.0 
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LK Asian Unspecified 1 0.2% 1.0 

M Black or Black British - Caribbean 45 7.2% 42.2 

N Black or Black British - African 112 17.8% 109.0 

P Black or Black British - Any other 
Black background 

5 0.8% 4.7 

PB Black Mixed 1 0.2% 1.0 

PC Black Nigerian 7 1.1% 7.0 

PD Black British 5 0.8% 4.5 

R Chinese 10 1.6% 9.3 

S Any Other Ethnic Group 7 1.1% 6.1 

SA Vietnamese 2 0.3% 1.7 

SC Filipino 1 0.2% 0.6 

SE Other Specified 1 0.2% 1.0 

Z Not Stated 8 1.3% 7.4 

Grand Total 629 100% 593.9 

 

Religious Belief Headcount % FTE 

Atheism 99 15.7% 94.5 

Buddhism 5 0.8% 4.1 

Christianity 279 44.4% 262.4 

Hinduism 25 4.0% 22.6 

Islam 30 4.8% 29.1 

Jainism 1 0.2% 1.0 

Judaism 3 0.5% 3.0 

Not Disclosed 131 20.8% 124.1 

Other 46 7.3% 43.6 

Sikhism 10 1.6% 9.5 

Grand Total 629 100% 593.9 
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Age Band Headcount % FTE 

<=20 Years 0 0.0% 0.0 

21-25 6 1.0% 6.0 

26-30 36 5.7% 35.8 

31-35 74 11.8% 71.4 

36-40 98 15.6% 93.7 

41-45 84 13.4% 81.1 

46-50 95 15.1% 90.3 

51-55 73 11.6% 70.9 

56-60 84 13.4% 78.1 

61-65 65 10.3% 55.2 

66-70 13 2.1% 11.0 

>=71 Years 1 0.2% 0.5 

Grand Total 629 100% 593.9 

 

 

Marital Status Headcount % FTE 

Civil Partnership 7 1.1% 6.9 

Divorced 33 5.2% 30.9 

Legally Separated 6 1.0% 5.6 

Married 304 48.3% 280.2 

Single 230 36.6% 222.8 

Unknown 45 7.2% 43.5 

Widowed 4 0.6% 4.0 

Grand Total 629 100% 593.9 
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Sickness absence data 

 

Figures converted by Department of Health to best 
estimates of required data items 

Statistics produced by NHS 
Digital 

Average FTE 
2025 

Adjusted FTE 
days lost to 

Cabinet Office 
definitions 

Average sick 
Days per FTE 

FTE-Days 
available 

FTE-days 
lost to 

sickness 
absence 

647 3,434 5 236,293 5,572 

 

Source: NHS Digital – Sickness absence and workforce publications – based on data 

from the ESR data warehouse. Period covered January to December 2025. 

 

Data items: ESR does not hold details of the planned working/ non-working days for 

employees so days lost and days available are reported upon a 365-day year. For the 

Annual Report and Accounts the following figures are used: 

• The number of FTE-days available has been taken directly from ESR. This has 

been converted to FTE years in the first column by dividing by 365. 

• The number of FTE-days lost to sickness absence has been taken directly from 

ESR. The adjusted FTE days lost has been calculated by multiplying by 225/365 

to give the Cabinet Office measure. 

• The average number of sick days per FTE has been estimated by dividing the 

FTE Days by the FTE Days Lost and multiplying by 225/365 to give the Cabinet 

Office measure. This figure is replicated on returns by dividing the adjusted FTE 

days lost by Average FTE. 

 

Staff turnover percentages  

Based on Permanent Employees in substantive posts. The monthly turnover for those 

in substantive posts is shown below. 

 

  April 
25 

May 25 June 
25 

July 25 Aug 25 Sept 
25 

Oct 25 Nov 25 Dec 25 Jan 26 Feb 26 March 
26 

Headcount 674 675 667 658 652 639 635 632 640 634 633 629 

Leavers 
Headcount 

3 2 13 9 7 11 3 5 5 5 4 11 

Starters 
Headcount 

9 3 1 1 0 0 1 1 12 1 3 1 

Turnover Rate 
(Headcount) – 
monthly 

0.46 
% 

0.31 
% 

2.00 
% 

1.38 
% 

1.08 
% 

1.69 
% 

0.46
% 

0.77
% 

0.77
% 

0.77
% 

0.62
% 

1.69
% 

Turnover Rate 
(Headcount) – 
rolling 12 months 

17.33
% 

16.70
% 

17.97
% 

18.56
% 

18.43
% 

19.09
% 

19.00
% 

18.95
% 

13.32
% 

11.39
% 

11.20
% 

12.00
% 
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Staff policies 

The ICB maintains a full suite of HR policies which we review regularly to ensure they 

reflect current requirements from either legislation or national guidance or remain in 

publication with no change. 

 

We have designed recruitment practices which ensure interview panels are diverse in 

relation to gender and ethnicity as a minimum and we continue to work on reasonable 

adjustments to ensure staff with specific requirements are supported in the recruitment 

process and throughout their employment.  

 

We strive to support our workforce during the ongoing workforce reduction period with a 

focus on good communications and information sharing, appropriate investment in staff 

training and development, and good internal organisational development support to 

teams with interventions anchored in the pillars of the NHS People Plan. 

 

Trade Union facility time reporting requirements 

We have a Staff Partnership Forum in place which meets regularly and is attended by 

the Chief of Staff (or deputy). There are no full-time officers within the ICB. Our 

recognised trade unions are: the Royal College of Nursing, the British Medical 

Association, UNITE, UNISON, GMB and MiP. 

 

Other employee matters  

We have continued to provide regular health and wellbeing support and guidance to 

staff, which includes signposting to financial health and wellbeing advice and provision 

of an employee assistance programme. Regular written communications, updates and 

staff briefings also continue, with briefings and events taking place either virtually or in 

person. 

 

We continue to make progress against our equality delivery plan objectives. Details of 

this can be found in our public sector equality duty (PSED) report for this year. 

 

Our staff networks have built on the good progress from last year and are well received 

by attendees, covering a diverse range of subjects which matter to staff. Staff continue 

to access training and development opportunities and the demographic split of these is 

monitored and reported to the Equalities sub-committee. 

 

Expenditure on consultancy  

A total of £31k was spent on consultancy between 1 April 2025 and 31 March 2026. 

This mainly relates to work commissioned on behalf of the ICB in respect of HR 

consultancy support for the ongoing restructure programme.  
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Off-payroll engagements  

 

All off-payroll engagements: as at 31 March 2026 for more than £245* per day: 

 

  Number 

Number of existing engagements as of 31 March 2026 8 

Of which, the number that have existed: 

• for less than one year at the time of reporting 6 

• for between one and two years at the time of reporting 2 

• for between 2 and 3 years at the time of reporting 0 

• for between 3 and 4 years at the time of reporting 0 

• for 4 or more years at the time of reporting 0 

 

*The £245 threshold is set to approximate the minimum point of the pay scale for a 

Senior Civil Servant. 

 

All existing off-payroll engagements, outlined above, have at some point been subject 

to a risk-based assessment as to whether assurance is required that the individual is 

paying the right amount of tax and, where necessary, that assurance has been sought. 

 

 

Off-payroll workers engaged at any point during the financial year 

For all off-payroll engagements for the year to 31 March 2026, for more than £245(1) 

per day: 

 Number 

No. of temporary off-payroll workers engaged between 1 April 2025 and 
31 March 2026 

9 

Of which:  

No. not subject to off-payroll legislation(2) 0 

No. subject to off-payroll legislation and determined as in-scope of IR35(2) 9 

No. subject to off-payroll legislation and determined as out of scope of 
IR35(2) 

0 
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the number of engagements reassessed for compliance or assurance 
purposes during the year 

0 

Of which: no. of engagements that saw a change to IR35 status following 
review 

0 

 

(1) The £245 threshold is set to approximate the minimum point of the pay scale for a 

Senior Civil Servant. 

(2) A worker who provides their services through their own limited company or another 

type of intermediary to the client will be subject to off-payroll legislation and the 

Department must undertake an assessment to determine whether that worker is in-

scope of Intermediaries legislation (IR35) or out-of-scope for tax purposes. 

 

Off-payroll engagements / senior official engagements 

For any off-payroll engagements of Board members and / or senior officials with 

significant financial responsibility, for the year to 31 March 2026: 

 

Number of off-payroll engagements of board members, 
and/or senior officers with significant financial responsibility, 
during reporting period 

0 

Total no. of individuals on payroll and off-payroll that have 
been deemed “board members, and/or, senior officials with 
significant financial responsibility”, during the reporting 
period. This figure should include both on payroll and off-
payroll engagements. (1) 

0 

 

Exit packages 

Including special (non-contractual) payments (audited)  

 
Exit package 

cost band 
(inc. any 
special 

payment 
element 

Number of 
compulsory 
redundan-

cies 

Cost of 
compulsory 

redundan-
cies 

Number of 
other 

departures 
agreed 

Cost of 
other 

departures 
agreed 

Total 
number of 

exit 
packages 

Total cost 
of exit 

packages 

Number of 
departures 

where 
special 

payments 
have been 

made 

Cost of 
special 

payment 
element 

included in 
exit 

packages 

 WHOLE 
NUMBERS 

ONLY £s 

WHOLE 
NUMBERS 

ONLY £s 

WHOLE 
NUMBERS 

ONLY £s 

WHOLE 
NUMBERS 

ONLY £s 

Less than 
£10,000 

1 9,707 0 0 1 9,707 0 0 

£10,000 - 
£25,000 

0 0 3 52,255 3 52,255 0 0 

£25,001 - 
£50,000 

2 56,929 13 492,486 15 549,415 0 0 

£50,001-
£100,000 

1 60,000 18 1,327,389 19 1,387,389 0 0 
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£100,001 - 
£150,000 

2 235,046 12 1,475,476 14 1,710,532 0 0 

£150,001 –
£200,000 

2 313,333 12 2,028,046 14 2,341,379 0 0 

>£200,000 0 0 1 227,869 1 227,869 0 0 

TOTAL 8 675,016 59 5,603,531 67 6,278,547 0 0 

 

Redundancy and other departure costs have been paid in accordance with the 

provisions of Agenda for Change terms and conditions. Exit costs in this note are 

accounted for in full in the year of departure. Where the ICB has agreed early 

retirements, the additional costs are met by the ICB and not by the NHS Pensions 

Scheme.  

 

Ill-health retirement costs are met by the NHS Pensions Scheme and are not included 

in the table. In the year, 0 ICB staff member left service under ill health retirement at a 

nil cost. 

 

Other departures (audited) 

 

 Agreements Total Value of 

agreements 

 Number £000s 

Voluntary redundancies including early 

retirement contractual costs 
59 5,604 

Mutually agreed resignations (MARS) 

contractual costs 
0 0 

Early retirements in the efficiency of the 

service contractual costs 
0 0 

Contractual payments in lieu of notice* 0 0 

Exit payments following Employment 

Tribunals or court orders 
0 0 

Non-contractual payments requiring HMT 

approval** 
0 0 

TOTAL 0 0 

 

 

No non-contractual payments were made to individuals where the payment value was 

more than 12 months of their annual salary.  
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The Remuneration Report includes disclosure of exit packages payable to individuals 

named in that Report.  

 

No payments have been made to past directors or for loss of office in the reporting 

period. 

 

I hereby sign off the Remuneration Report element of the NHS South East London ICB 

Annual Report 2025/26. 

 

 

 

 

Andrew Bland 

Chief Executive & ICB Accountable Officer 

17 June 2026 
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7. Parliamentary accountability and audit report 
 

NHS South East London Integrated Care Board is not required to produce a 

Parliamentary Accountability and Audit Report. There are no contingent liabilities to 

report.  

 

A summary of the Head of Internal Audit Opinion is included in this Annual Report on 

Page 67.  

 

 

 

 

 

Andrew Bland 

Chief Executive and ICB Accountable Officer 

17 June 2026 
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8. Annual accounts 
 

 

 

 

 

NHS SOUTH EAST LONDON INTEGRATED CARE BOARD 

 

ANNUAL ACCOUNTS 

 

FOR THE PERIOD 

 

1 APRIL 2025 – TO 31 MARCH 2026 



Data entered below will be used throughout the workbook:

Entity name: NHS South East London ICB

This year 2025-26

Last year 2024-25

This year ended * 31 March 2026

Last year ended 31-March-2025

This year commencing: 01-April-2025

Last year commencing: 01-April-2024
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Independent auditor's report to the members of the Board of NHS South East London 

Integrated Care Board 

Report on the audit of the financial statements 

Opinion on financial statements 

We have audited the financial statements of NHS South East London Integrated Care Board (the ‘ICB’) for the year ended 31 

March 2026, which comprise the Statement of Comprehensive Net Expenditure, the Statement of Financial Position, the 

Statement of Changes in Taxpayers' Equity, the Statement of Cash Flows, and notes to the financial statements, including 

material accounting policy information. The financial reporting framework that has been applied in their preparation is 

applicable law and international accounting standards in conformity with the requirements of Schedule 1B of the National 

Health Service Act 2006, as amended by the Health and Care Act 2022 and interpreted and adapted by  the Department of 

Health and Social Care Group Accounting Manual 2025-26. 

In our opinion, the financial statements: 

• give a true and fair view of the financial position of the ICB as at 31 March 2026 and of its expenditure and income for the 

year then ended; 

• have been properly prepared in accordance with international accounting standards as interpreted and adapted by the 

Department of Health and Social Care Group Accounting Manual 2025-26; and 

• have been prepared in accordance with the requirements of the National Health Service Act 2006, as amended by the 

Health and Care Act 2022. 

Basis for opinion 

We conducted our audit in accordance with International Standards on Auditing (UK) (ISAs (UK)) and applicable law, as 

required by the Code of Audit Practice (2024) (“the Code of Audit Practice”) approved by the Comptroller and Auditor General.  

Our responsibilities under those standards are further described in the ‘Auditor’s responsibilities for the audit of the financial 

statements’ section of our report. We are independent of the ICB in accordance with the ethical requirements that are relevant 

to our audit of the financial statements in the UK, including the FRC’s Ethical Standard, and we have fulfilled our other ethical 

responsibilities in accordance with these requirements. We believe that the audit evidence we have obtained is sufficient and  

appropriate to provide a basis for our opinion. 

Conclusions relating to going concern 

We are responsible for concluding on the appropriateness of the Accountable Officer’s use of the going concern basis of 

accounting and, based on the audit evidence obtained, whether a material uncertainty exists related to events or conditions 

that may cast significant doubt on the ICB’s ability to continue as a going concern. If we conclude that a material uncertainty 

exists, we are required to draw attention in our report to the related disclosures in the financial statements or, if such 

disclosures are inadequate, to modify the auditor’s opinion. Our conclusions are based on the audit evidence obtained up to 

the date of our report. However, future events or conditions may cause the ICB to cease to continue as a going concern. 

In our evaluation of the Accountable Officer’s conclusions, and in accordance with the expectation set out within the 

Department of Health and Social Care Group Accounting Manual 2025-26 that the ICB’s financial statements shall be 

prepared on a going concern basis, we considered the inherent risks associated with the continuation of services currently 

provided by the ICB. In doing so we had regard to the guidance provided in Practice Note 10: Audit of financial statements and 

regularity of public sector bodies in the United Kingdom (Revised 2024) on the application of ISA (UK) 570 Going Concern to 

public sector entities. We assessed the reasonableness of the basis of preparation used by the ICB and the ICB’s disclosures 

over the going concern period. 

In auditing the financial statements, we have concluded that the Accountable Officer’s use of the going concern basis of 

accounting in the preparation of the financial statements is appropriate. 

Based on the work we have performed, we have not identified any material uncertainties relating to events or conditions that,  

individually or collectively, may cast significant doubt on the ICB’s ability to continue as a going concern for a period of at least 

twelve months from when the financial statements are authorised for issue. 
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Our responsibilities and the responsibilities of the Accountable Officer with respect to going concern are described in the 

relevant sections of this report. 

Other information 

The other information comprises the information included in the annual report and accounts, other than the financial 

statements and our auditor’s report thereon. The Accountable Officer is responsible for the other information contained within 

the annual report and accounts. Our opinion on the financial statements does not cover the other information and, except to 

the extent otherwise explicitly stated in our report, we do not express any form of assurance conclusion thereon.  

Our responsibility is to read the other information and, in doing so, consider whether the other information is materially 

inconsistent with the financial statements or our knowledge obtained in the audit or otherwise appears to be materially 

misstated. If we identify such material inconsistencies or apparent material misstatements, we are required to determine 

whether there is a material misstatement in the financial statements themselves. If, based on the work we have performed, we 

conclude that there is a material misstatement of this other information, we are required to report that fact. 

We have nothing to report in this regard. 

Other information we are required to report on by exception under the Code of Audit Practice  

Under the Code of Audit Practice published by the National Audit Office in November 2024 on behalf of the Comptroller and 

Auditor General (the Code of Audit Practice) we are required to consider whether the Governance Statement does not comply 

with the requirements of the Department of Health and Social Care Group Accounting Manual  2025-26 or is misleading or 

inconsistent with the information of which we are aware from our audit. We are not required to consider whether the  

Governance Statement addresses all risks and controls or that risks are satisfactorily addressed by internal controls. 

We have nothing to report in this regard. 

Opinion on other matters required by the Code of Audit Practice 

In our opinion: 

• the parts of the Remuneration and Staff Report to be audited have been properly prepared in accordance with the 

requirements of the Department of Health and Social Care Group Accounting Manual  2025-26; and 

• based on the work undertaken in the course of the audit of the financial statements, the other information published 

together with the financial statements in the annual report for the period for which the financial statements are prepared is 

consistent with the financial statements. 

Opinion on regularity of income and expenditure required by the Code of Audit Practice  

In our opinion, in all material respects the expenditure and income recorded in the financial statements have been applied to  

the purposes intended by Parliament and the financial transactions in the financial statements conform to the authorities whi ch 

govern them. 

Matters on which we are required to report by exception 

Under the Code of Audit Practice, we are required to report to you if: 

• we issue a report in the public interest under Section 24 of the Local Audit and Accountability Act 2014 in the course of, or 

at the conclusion of the audit; or 

• we refer a matter to the Secretary of State under Section 30 of the Local Audit and Accountability Act 2014 because we 

have reason to believe that the ICB, or an officer of the ICB, is about to make, or has made, a decision which involves or 

would involve the body incurring unlawful expenditure, or is about to take, or has begun to take a course of action which, if  

followed to its conclusion, would be unlawful and likely to cause a loss or deficiency; or 

• we make a written recommendation to the ICB under Section 24 of the Local Audit and Accountability Act 2014 in the 

course of, or at the conclusion of the audit. 

We have nothing to report in respect of the above matters. 

Responsibilities of the Accountable Officer 

As explained more fully in the Statement of Accountable Officer's responsibilities, the Accountable Officer, is responsible for 

the preparation of the financial statements in the form and on the basis set out in the Accounts Directions , for being satisfied 

that they give a true and fair view, and for such internal control as the Accountable Officer determines is necessary to enable 

the preparation of financial statements that are free from material misstatement, whether due to fraud or error.  
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In preparing the financial statements, the Accountable Officer is responsible for assessing the ICB’s ability to continue as a 

going concern, disclosing, as applicable, matters related to going concern and using the going concern basis of accounting 

unless they have been informed by the relevant national body of the intention to dissolve the ICB without the transfer of its 

services to another public sector entity. 

The Accountable Officer is responsible for ensuring the regularity of expenditure and income in the financial statements.  

Auditor’s responsibilities for the audit of the financial statements 

Our objectives are to obtain reasonable assurance about whether the financial statements as a whole are free from material 

misstatement, whether due to fraud or error, and to issue an auditor’s report that includes our opinion. Reasonable assurance  

is a high level of assurance but is not a guarantee that an audit conducted in accordance with ISAs (UK) will always detect a 

material misstatement when it exists. 

We are also responsible for giving an opinion on the regularity of expenditure and income in the financial statements in 

accordance with the Code of Audit Practice. 

Misstatements can arise from fraud or error and are considered material if, individually or in the aggregate, they could 

reasonably be expected to influence the economic decisions of users taken on the basis of these financial statements.  

Irregularities, including fraud, are instances of non-compliance with laws and regulations. The extent to which our procedures 

are capable of detecting irregularities, including fraud is detailed below: 

• We obtained an understanding of the legal and regulatory frameworks that are applicable to the ICB and determined that 

the most significant which are directly relevant to specific assertions in the financial statements are those related to the 

reporting frameworks (international accounting standards and the National Health Service Act 2006, as amended by the 

Health and Care Act 2022 and interpreted and adapted by the Department of Health and Social Care Group Accounting 

Manual 2025-26). 

• We enquired of management and the Audit and Risk Committee, concerning the ICB’s policies and procedures relating to: 

− the identification, evaluation and compliance with laws and regulations; 

− the detection and response to the risks of fraud; and 

− the establishment of internal controls to mitigate risks related to fraud or non-compliance with laws and regulations. 

• We enquired of management, internal audit and the Audit and Risk Committee, whether they were aware of any instances 

of non-compliance with laws and regulations or whether they had any knowledge of actual, suspected or alleged fraud.  

• We assessed the susceptibility of the ICB’s financial statements to material misstatement, including how fraud might occur, 

evaluating management's incentives and opportunities for manipulation of the financial statements. This included the 

evaluation of the risk of management override of controls and the risk of fraud and error in expenditure recognition. We 

determined that the principal risks were in relation to: 

− high risk unusual journal entries including consideration of closing entries, entries posted after year end, and other 

unusual journal entries meeting other determined risk factors. 

− Consideration of potential management bias in accounting estimates and other significant transactions with related 

parties which could give rise to an indication of management override. 

• Our audit procedures involved: 

− evaluation of the design effectiveness of controls that management has in place to prevent and detect fraud; 

− journal entry testing, with a focus on unusual journal entries using criteria based on our knowledge of the entity and 

other risk factors identified; 

− challenging assumptions and judgements made by management in its significant accounting estimates in respect of the 

prescribing accrual and continuing healthcare accrual ; 

− assessing the extent of compliance with the relevant laws and regulations as part of our procedures on the related 

financial statement item. 

• These audit procedures were designed to provide reasonable assurance that the financial statements were free from fraud 

or error. The risk of not detecting a material misstatement due to fraud is higher than the risk of not detecting one resulti ng 

from error and detecting irregularities that result from fraud is inherently more difficult than detecting those that result from 

error, as fraud may involve collusion, deliberate concealment, forgery or intentional misrepresentation s. Also, the further 

removed non-compliance with laws and regulations is from events and transactions reflected in the financial statements, 

the less likely we would become aware of it. 
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• We communicated relevant laws and regulations and potential fraud risks to all engagement team members, including the 

potential of fraud in expenditure recognition, and the significant accounting estimates related to the prescribing and 

continuing health care accruals. We remained alert to any indications of non-compliance with laws and regulations, 

including fraud, throughout the audit. 

• The engagement partner’s assessment of the appropriateness of the collective competence and capabilities of the 

engagement team included consideration of the engagement team's: 

− understanding of, and practical experience with audit engagements of a similar nature and complexity through 

appropriate training and participation 

− knowledge of the health sector and economy in which the ICB operates 

− understanding of the legal and regulatory requirements specific to the ICB including: 

− the provisions of the applicable legislation 

− NHS England’s rules and related guidance 

− the applicable statutory provisions. 

• In assessing the potential risks of material misstatement, we obtained an understanding of:  

− The ICB’s operations, including the nature of its other operating revenue and expenditure and its services and of its 

objectives and strategies to understand the classes of transactions, account balances, expected financial statement 

disclosures and business risks that may result in risks of material misstatement. 

− The ICB’s control environment, including the policies and procedures implemented by the ICB to ensure compliance 

with the requirements of the financial reporting framework. 

A further description of our responsibilities for the audit of the financial statements is located on the Financial Reporting  

Council’s website at: www.frc.org.uk/auditorsresponsibilities. This description forms part of our auditor’s report. 

 

Report on other legal and regulatory requirements – the ICB’s arrangements for 

securing economy, efficiency and effectiveness in its use of resources 

Matter on which we are required to report by exception – the ICB’s arrangements for securing economy, efficiency 

and effectiveness in its use of resources 

Under the Code of Audit Practice, we are required to report to you if, in our opinion, we have not been able to satisfy ourse lves 

that the ICB has made proper arrangements for securing economy, efficiency and effectiveness in its use of resources for the 

year ended 31 March 2026. 

We have nothing to report in respect of the above matter. 

Responsibilities of the Accountable Officer 

As explained in the Governance Statement, the Accountable Officer is responsible for putting in place proper arrangements for 

securing economy, efficiency and effectiveness in the use of the ICB's resources. 

Auditor’s responsibilities for the review of the ICB’s arrangements for securing economy, efficiency and 

effectiveness in its use of resources 

We are required under Section 21(1)(c) of the Local Audit and Accountability Act 2014 to be satisfied that the ICB has made 

proper arrangements for securing economy, efficiency and effectiveness in its use of resources. We are not required to 

consider, nor have we considered, whether all aspects of the ICB's arrangements for securing economy, efficiency and 

effectiveness in its use of resources are operating effectively. 

We have undertaken our review in accordance with the Code of Audit Practice, having regard to the guidance issued by the 

Comptroller and Auditor General in March 2026. This guidance sets out the arrangements that fall within the scope of ‘proper 

arrangements’. When reporting on these arrangements, the Code of Audit Practice requires auditors to structure their 

commentary on arrangements under three specified reporting criteria: 

• Financial sustainability: how the ICB plans and manages its resources to ensure it can continue to deliver its services; 

• Governance: how the ICB ensures that it makes informed decisions and properly manages its risks; and  
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• Improving economy, efficiency and effectiveness: how the ICB uses information about its costs and performance to 

improve the way it manages and delivers its services. 

We have documented our understanding of the arrangements the ICB has in place for each of these three specified reporting 

criteria, gathering sufficient evidence to support our risk assessment and commentary in our Auditor’s Annual Report. In 

undertaking our work, we have considered whether there is evidence to suggest that there are significant weaknesses in 

arrangements. 

 

Report on other legal and regulatory requirements – Delay in certification of completion 
of the audit 

We cannot formally conclude the audit and issue an audit certificate for NHS South East London ICB for the year ended 31 

March 2026 in accordance with the requirements of the Local Audit and Accountability Act 2014 and the Code of Audit 

Practice until we have completed the work necessary in relation to the ICB’s consolidation schedules and we have received 

confirmation from the National Audit Office that the audit of the NHS group consolidation is complete for the year ended 31 

March 2026. We are satisfied that this work does not have a material effect on the financial statements for the year ended 31 

March 2026. 

Use of our report 

This report is made solely to the members of the Board of the ICB, as a body, in accordance with Part 5 of the Local Audit and 

Accountability Act 2014. Our audit work has been undertaken so that we might state to the members of the Board of the ICB 

those matters we are required to state to them in an auditor’s report and for no other purpose. To the fullest extent permitted 

by law, we do not accept or assume responsibility to anyone other than the ICB and the members of the Board of the ICB as a 

body, for our audit work, for this report, or for the opinions we have formed. 

 

Matthew Dean 
 

Matthew Dean, Key Audit Partner 

for and on behalf of Grant Thornton UK LLP, Local Auditor 

 

London 

17 June 2026 
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NHS South East London ICB - Annual Accounts 2025-26

Statement of Comprehensive Net Expenditure for the year ended

31 March 2026

2025-26 2024-25

Note £'000 £'000

Income from sale of goods and services 2 (62,184) (61,609)

Other operating income 2 - -

Total operating income (62,184) (61,609)

Staff costs 4 64,911 53,525

Purchase of goods and services 5 5,893,934 4,887,757

Depreciation and impairment charges 5 217 223

Provision expense 5 21,082 3,877

Other operating expenditure 5 11,496 1,650

Total operating expenditure 5,991,639 4,947,032

Net Operating Expenditure 5,929,455 4,885,423

Finance expense 7 33 21

Net expenditure for the Year 5,929,488 4,885,444

Net (Gain)/Loss on Transfer by Absorption - -

Total Net Expenditure for the Financial Year 5,929,488 4,885,444

Comprehensive Expenditure for the year 5,929,488 4,885,444
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NHS South East London ICB - Annual Accounts 2025-26

Statement of Financial Position as at

31 March 2026

2025-26 2024-25

Note £'000 £'000

Non-current assets:

Right-of-use assets 8 621 838

Total non-current assets 621 838

Current assets:

Trade and other receivables 9 7,776 5,898

Cash and cash equivalents 10 1,664 834

Total current assets 9,441 6,732

Total current assets 9,441 6,732

Total assets 10,062 7,570

Current liabilities

Trade and other payables 11 (292,220) (291,103)

Lease liabilities 8 (148) (208)

Provisions 12 (19,467) (5,109)

Total current liabilities (311,834) (296,420)

Non-Current Assets plus/less Net Current Assets/Liabilities (301,773) (288,850)

Non-current liabilities

Lease liabilities 8 (493) (640)

Provisions 12 (3,769) (1,162)

Total non-current liabilities (4,261) (1,802)

Assets less Liabilities (306,034) (290,652)

Financed by Taxpayers’ Equity

General fund (306,034) (290,652)

Total taxpayers' equity: (306,034) (290,652)

The notes on pages 103 to 130 form part of this statement

Andrew Bland

Chief Executive Officer

The financial statements on pages 99 to 102 were approved by the Audit and Risk Committee on 16 June 2026 and signed 

on its behalf by:
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NHS South East London ICB - Annual Accounts 2025-26

Statement of Changes In Taxpayers' Equity for the year ended

31 March 2026

 General fund  Total reserves 

£'000 £'000

Changes in taxpayers’ equity for 2025-26

Balance at 01 April 2025 (290,652) (290,652)

Transfer between reserves in respect of assets transferred from closed NHS bodies - -

Adjusted NHS Integrated Care Board balance at 31 March 2025 (290,652) (290,652)

Changes in NHS Integrated Care Board taxpayers’ equity for 2025-26

Net operating expenditure for the financial year (5,929,488) (5,929,488)

Total revaluations against revaluation reserve -

Net Recognised NHS Integrated Care Board Expenditure for the Financial year (5,929,488) (5,929,488)

Net funding 5,914,106 5,914,106

Balance at 31 March 2026 (306,034) (306,034)

General fund Total reserves

£'000 £'000

Changes in taxpayers’ equity for 2024-25

Balance at 01 April 2024 (248,571) (248,571)

Transfer of assets and liabilities from closed NHS bodies - -

Adjusted NHS Integrated Care Board balance at 31 March 2025 (248,571) (248,571)

Changes in NHS Integrated Care Board taxpayers’ equity for 2024-25

Net operating costs for the financial year (4,885,444) (4,885,444)

Total revaluations against revaluation reserve -

Net Recognised NHS Integrated Care Board Expenditure for the Financial  Year (4,885,444) (4,885,444)

Net funding 4,843,363 4,843,363

Balance at 31 March 2025 (290,652) (290,652)

The notes on pages 103 to 130 form part of this statement
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Statement of Cash Flows for the year ended

31 March 2026

2025-26 2024-25

Note £'000 £'000

Cash Flows from Operating Activities

Net operating expenditure for the financial year (5,929,488) (4,885,444)

Depreciation and amortisation 5 217 223

Interest paid / received 33 22

(Increase)/decrease in trade & other receivables 9 (1,878) 1,708

Increase/(decrease) in trade & other payables 11 1,117 47,080

Provisions utilised 12 (4,118) (9,182)

Increase/(decrease) in provisions 12 21,082 1,321

Net Cash Inflow (Outflow) from Operating Activities (5,913,035) (4,844,272)

Cash Flows from Investing Activities

Net Cash Inflow (Outflow) from Investing Activities - -

Net Cash Inflow (Outflow) before Financing (5,913,035) (4,844,272)

Cash Flows from Financing Activities

Grant in Aid Funding Received 5,914,106 4,843,363

Repayment of lease liabilities (241) (255)

Net Cash Inflow (Outflow) from Financing Activities 5,913,865 4,843,109

Net Increase (Decrease) in Cash & Cash Equivalents 10 830 (1,163)

Cash & Cash Equivalents at the Beginning of the Financial Year 834 1,997

Effect of exchange rate changes on the balance of cash and cash equivalents held in foreign currencies - -

Cash & Cash Equivalents (including bank overdrafts) at the End of the Financial Year 1,664 834

The notes on pages 103 to 130 form part of this statement
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Notes to the financial statements

1 Accounting Policies

 

NHS England has directed that the financial statements of Integrated Care Boards (ICBS) shall meet the accounting requirements of the Group 

Accounting Manual issued by the Department of Health and Social Care. Consequently, the following financial statements have been prepared in 

accordance with the Group Accounting Manual 2025-26 issued by the Department of Health and Social Care. The accounting policies contained in the 

Group Accounting Manual follow International Financial Reporting Standards to the extent that they are meaningful and appropriate to Integrated Care 

Boards, as determined by HM Treasury, which is advised by the Financial Reporting Advisory Board.  Where the Group Accounting Manual permits a 

choice of accounting policy, the accounting policy which is judged to be most appropriate to the particular circumstances of the ICB for the purpose of 

giving a true and fair view has been selected. The particular policies adopted by the ICB are described below. They have been applied consistently in 

dealing with items considered material in relation to the accounts.

1.1 Going Concern 

  These accounts have been prepared on a going concern basis. 

 

On 13 March 2025 the government announced NHS England and the Department for Health and Social Care will increasingly merge functions, 

ultimately leading to NHS England being fully integrated into the Department.  The legal status of ICBs is currently unchanged.

 

Public sector bodies are assumed to be a going concern where the continuation of the provision of a service in the future is anticipated, as evidenced 

by inclusion of financial provision for that service in published documents.

 

The statement of financial position has therefore been drawn up at 31 March 2026, on a going concern basis, as they will continue to provide the 

services in the future.

1.2  Accounting Convention

 

These accounts have been prepared under the historical cost convention modified to account for the revaluation of property, plant and equipment, 

inventories and certain financial assets and financial liabilities.

1.3 Movement of Assets within the Department of Health and Social Care Group

 

As Public Sector Bodies are deemed to operate under common control, business reconfigurations within the Department of Health and Social Care 

Group are outside the scope of IFRS 3 Business Combinations. Where functions transfer between two public sector bodies, the Department of Health 

and Social Care GAM requires the application of absorption accounting. Absorption accounting requires that entities account for their transactions in 

the period in which they took place, with no restatement of performance required when functions transfer within the public sector.  Where assets and 

liabilities transfer, the gain or loss resulting is recognised in the Statement of Comprehensive Net Expenditure, and is disclosed separately from 

operating costs.

 

Other transfers of assets and liabilities within the Department of Health and Social Care Group are accounted for in line with IAS 20 and similarly give 

rise to income and expenditure entries.

1.4 Pooled Budgets

 

Arrangements over which the ICB has joint control with one or more other entities are classified as joint arrangements. Joint control is the contractually 

agreed sharing of control of an arrangement. A joint arrangement is either a joint operation or a joint venture. A joint venture is a joint operation 

whereby the parties that have joint control of the arrangement have rights to the net assets of the arrangement. Joint ventures are recognised as an 

investment and accounted for using the equity method. A joint operation exists where the parties that have joint control have rights to the assets and 

obligations for the liabilities relating to the arrangement. Where the ICB is a joint operator, it recognises its share of the assets, liabilities, income and 

expenses in its own accounts. 

 

The ICB has entered into a pooled budget arrangement with each of the 6 local boroughs, namely Bexley, Bromley, Greenwich, Lambeth, Lewisham 

and Southwark in accordance with section 75 of the NHS Act 2006. Under the arrangements, funds are pooled for Better Care Funds for each borough 

plus additional non material items and Note 17 provides details of the income and expenditure. The arrangements for each scheme within the 

respective Better Care Fund have been reviewed to determine the appropriate accounting treatment by the ICB and the respective council. Control of 

the commissioning arrangements has been kept to determining the nature of each scheme within the fund.

 

Some of the pools are hosted by NHS SEL ICB and some by the individual Local Authorities, the details are provided in Note 17. The substance of the 

arrangement, however, is that  individual members continue to contract with individual providers without reference to other members and continue to 

use their own resources of funding. In substance, these are neither joint operations nor lead commissioner transactions and not a vehicle for joint 

commissioning. This conclusion has been reached as both parties have retained the financial risks associated with each of the schemes which existed 

before the fund was set up and in accordance with the pooled budget agreements. 

1.5 Operating Segments

 

Income and expenditure are analysed in the Operating Segments note and are reported in line with management information used within the ICB. NHS 

SEL ICB only has one reporting segment, namely, Commissioning of Healthcare Services.

1.6  Revenue

  In the application of IFRS 15 a number of practical expedients offered in the Standard have been employed. These are as follows:

 

• As per paragraph 121 of the Standard, the ICB will not disclose information regarding performance obligations part of a contract that has an original 

expected duration of one year or less,

 

• The ICB is to similarly not disclose information where revenue is recognised in line with the practical expedient offered in paragraph B16 of the 

Standard where the right to consideration corresponds directly with value of the performance completed to date.

 

• The FReM has mandated the exercise of the practical expedient offered in C7(a) of the Standard that requires the ICB to reflect the aggregate effect 

of all contracts modified before the date of initial application.

 

The main source of funding for the ICBs is from NHS England. This is drawn down and credited to the general fund. Funding is recognised in the period 

in which it is received.

 

Revenue in respect of services provided is recognised when (or as) performance obligations are satisfied by transferring promised services to the 

customer, and is measured at the amount of the transaction price allocated to that performance obligation.

  Where income is received for a specific performance obligation that is to be satisfied in the following year, that income is deferred.

  Payment terms are standard reflecting cross government principles. 

 

The value of the benefit received when the ICB accesses funds from the Government’s apprenticeship service are recognised as income in 

accordance with IAS 20, Accounting for Government Grants. Where these funds are paid directly to an accredited training provider, non-cash income 

and a corresponding non-cash training expense are recognised, both equal to the cost of the training funded.

1.7 Employee Benefits

1.7.1 Short-term Employee Benefits

 

Salaries, wages and employment-related payments, including payments arising from the apprenticeship levy, are recognised in the period in which the 

service is received from employees, including bonuses earned but not yet taken.

 

The cost of leave earned but not taken by employees at the end of the period is recognised in the financial statements to the extent that employees are 

permitted to carry forward leave into the following period.

1.7.2 Retirement Benefit Costs
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Past and present employees are covered by the provisions of the two NHS Pension Schemes. Details of the benefits payable and rules of the 

Schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both are unfunded defined benefit schemes that cover NHS 

employers, GP practices and other bodies, allowed under the direction of the Secretary of State for Health and Social Care in England and Wales. 

They are not designed to be run in a way that would enable NHS bodies to identify their share of the underlying scheme assets and liabilities. 

Therefore, each scheme is accounted for as if it were a defined contribution scheme: the cost to the NHS body of participating in each scheme is taken 

as equal to the contributions payable to that scheme for the accounting period.  

 

For early retirements other than those due to ill health the additional pension liabilities are not funded by the scheme. The full amount of the liability for 

the additional costs is charged to expenditure at the time the ICB commits itself to the retirement, regardless of the method of payment.

  The schemes are subject to a full actuarial valuation every four years and an accounting valuation every year.

  Local Government Pensions 

 

Some employees within the ICB's Borough Integrated Commissioning teams work across NHS SEL ICB and the relevant London Borough. Some of 

these employees are also members of the Local Government Pension Scheme which is a defined benefit pension scheme and have a contract of 

employment with relevant London Borough. The scheme assets and liabilities attributable to those employees cannot be identified and are not 

recognised in the ICB accounts, however they form part of the disclosure within the accounts of the relevant London Boroughs.

1.8 Other Expenses

 

Expenditure on goods and services is recognised when, and to the extent that they have been received, and is measured at the fair value of those 

goods and services. Expenditure is recognised in operating expenses except where it results in the creation of a non-current asset such as property, 

plant and equipment. 

1.9 Grants Payable

 

Where grant funding is not intended to be directly related to activity undertaken by a grant recipient in a specific period, the ICB recognises the 

expenditure in the period in which the grant is paid. All other grants are accounted for on an accruals basis.

1.10 Leases

 

A lease is a contract, or part of a contract, that conveys the right to control the use of an asset for a period of time in exchange for consideration.

The ICB assesses whether a contract is or contains a lease, at inception of the contract.

1.10.1 The ICB as Lessee

  A right-of-use asset and a corresponding lease liability are recognised at commencement of the lease.

 

The lease liability is initially measured at the present value of the future lease payments, discounted by using the rate implicit in the lease. If this rate 

cannot be readily determined, the prescribed HM Treasury discount rates are used as the incremental borrowing rate to discount future lease 

 

The lease liability is subsequently measured by increasing the carrying amount for interest incurred using the effective interest method and decreasing 

the carrying amount to reflect the lease payments made. The lease liability is remeasured, with a corresponding adjustment to the right-of-use asset, to 

reflect any reassessment of or modification made to the lease.

 

The right-of-use asset is initially measured at an amount equal to the initial lease liability adjusted for any lease prepayments or incentives, initial direct 

costs or an estimate of any dismantling, removal or restoring costs relating to either restoring the location of the asset or restoring the underlying asset 

itself, unless costs are incurred to produce inventories.

 

The subsequent measurement of the right-of-use asset is consistent with the principles for subsequent measurement of property, plant and equipment. 

Accordingly, right-of-use assets that are held for their service potential and are in use are subsequently measured at their current value in existing use.

 

Right-of-use assets for leases that are low value or short term and for which current value in use is not expected to fluctuate significantly due to 

changes in market prices and conditions are valued at depreciated historical cost as a proxy for current value in existing use. 

 

Other than leases for assets under construction and investment property, the right-of-use asset is subsequently depreciated on a straight-line basis 

over the shorter of the lease term or the useful life of the underlying asset. The right-of-use asset is tested for impairment if there are any indicators of 

impairment and impairment losses are accounted for as described in the ‘Depreciation, amortisation and impairments’ policy.

 

Peppercorn leases are defined as leases for which the consideration paid is nil or nominal (that is, significantly below market value). Peppercorn leases 

are in the scope of IFRS 16 if they meet the definition of a lease in all aspects apart from containing consideration. 

 

For peppercorn leases a right-of-use asset is recognised and initially measured at current value in existing use. The lease liability is measured in 

accordance with the above policy. Any difference between the carrying amount of the right-of-use asset and the lease liability is recognised as income 

as required by IAS 20 as interpreted by the FReM.

 

Leases of low value assets (value when new less than £5,000) and short-term leases of 12 months or less are recognised as an expense on a straight-

line basis over the term of the lease.

1.11 Cash & Cash Equivalents

 

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice of not more than 24 hours. Cash equivalents are 

investments that mature in 3 months or less from the date of acquisition and that are readily convertible to known amounts of cash with insignificant 

risk of change in value.

 

In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that are repayable on demand and that form an integral 

part of the ICB’s cash management.

1.12 Provisions

 

Provisions are recognised when the ICB has a present legal or constructive obligation as a result of a past event, it is probable that the ICB will be 

required to settle the obligation, and a reliable estimate can be made of the amount of the obligation. The amount recognised as a provision is the best 

estimate of the expenditure required to settle the obligation at the end of the reporting period, taking into account the risks and uncertainties. Where a 

provision is measured using the cash flows estimated to settle the obligation, its carrying amount is the present value of those cash flows using HM 

Treasury’s discount rate as follows:

 

All general provisions are subject to four separate discount rates according to the expected timing of cashflows from the Statement of Financial 

Position date:

 

• A nominal short-term rate of 3.64% (2024-25: 4.03%) for inflation adjusted expected cash flows up to and including 5 years from Statement of 

Financial Position date.

 

• A nominal medium-term rate of 4.22% (2024-25: 4.07%) for inflation adjusted expected cash flows over 5 years up to and including 10 years from the 

Statement of Financial Position date.

 

• A nominal long-term rate of 5.32% (2024-25: 4.81%) for inflation adjusted expected cash flows over 10 years and up to and including 40 years from 

the Statement of Financial Position date.

 

• A nominal very long-term rate of 5.07% (2024-25: 4.55%) for inflation adjusted expected cash flows exceeding 40 years from the Statement of 

Financial Position date.

 

When some or all of the economic benefits required to settle a provision are expected to be recovered from a third party, the receivable is recognised 

as an asset if it is virtually certain that reimbursements will be received and the amount of the receivable can be measured reliably.

 

A restructuring provision is recognised when the ICB has developed a detailed formal plan for the restructuring and has raised a valid expectation in 

those affected that it will carry out the restructuring by starting to implement the plan or announcing its main features to those affected by it. The 

measurement of a restructuring provision includes only the direct expenditures arising from the restructuring, which are those amounts that are both 

necessarily entailed by the restructuring and not associated with on-going activities of the entity.

1.13 Clinical Negligence Costs
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NHS Resolution operates a risk pooling scheme under which the ICB pays an annual contribution to NHS Resolution, which in return settles all clinical 

negligence claims. The contribution is charged to expenditure. Although NHS Resolution is administratively responsible for all clinical negligence 

cases, the legal liability remains with ICB.

1.14 Non-clinical Risk Pooling

 

The ICB participates in the Property Expenses Scheme and the Liabilities to Third Parties Scheme. Both are risk pooling schemes under which the ICB 

pays an annual contribution to the NHS Resolution and, in return, receives assistance with the costs of claims arising. The annual membership 

contributions, and any excesses payable in respect of particular claims are charged to operating expenses as and when they become due.

1.15 Contingent liabilities and contingent assets

 

A contingent liability is a possible obligation that arises from past events and whose existence will be confirmed only by the occurrence or non-

occurrence of one or more uncertain future events not wholly within the control of the ICB, or a present obligation that is not recognised because it is 

not probable that a payment will be required to settle the obligation or the amount of the obligation cannot be measured sufficiently reliably. A 

contingent liability is disclosed unless the possibility of a payment is remote.

 

A contingent asset is a possible asset that arises from past events and whose existence will be confirmed by the occurrence or non-occurrence of one 

or more uncertain future events not wholly within the control of the ICB. A contingent asset is disclosed where an inflow of economic benefits is 

probable.

  Where the time value of money is material, contingent liabilities and contingent assets are disclosed at their present value.

1.16 Financial Assets

 

Financial assets are recognised when the ICB becomes party to the financial instrument contract or, in the case of trade receivables, when the goods 

or services have been delivered. Financial assets are derecognised when the contractual rights have expired or the asset has been transferred.

  Financial assets are classified into the following categories:

  ·             Financial assets at amortised cost;

  ·             Financial assets at fair value through other comprehensive income and ;

  ·             Financial assets at fair value through profit and loss.

 

The classification is determined by the cash flow and business model characteristics of the financial assets, as set out in IFRS 9, and is determined at 

the time of initial recognition.

1.16.1 Financial Assets at Amortised cost

 

Financial assets measured at amortised cost are those held within a business model whose objective is achieved by collecting contractual cash flows  

and where the cash flows are solely payments of principal and interest. This includes most trade receivables and other simple debt instruments. After 

initial recognition these financial assets are measured at amortised cost using the effective interest method less any impairment.  The effective interest 

rate is the rate that exactly discounts estimated future cash receipts through the life of the financial asset to the gross carrying amount of the financial 

1.16.2 Financial assets at fair value through other comprehensive income

 

A financial asset is measured at fair value through other comprehensive income where business model objectives are met by both collecting 

contractual cash flows and selling financial assets and where the cash flows are solely payments of principal and interest. Movements in the fair value 

of financial assets in this category are recognised as gains or losses in other comprehensive income except for impairment losses. On derecognition, 

cumulative gains and losses previously recognised in other comprehensive income are reclassified from equity to income and expenditure, except 

where the ICB elected to measure an equity instrument in this category on initial recognition.  

1.16.3 Financial assets at fair value through profit and loss

 

Financial assets measured at fair value through profit or loss are those that are not otherwise measured at amortised cost or at fair value through other 

comprehensive income. This category also includes financial assets and liabilities acquired principally for the purpose of selling in the short term (held 

for trading) and derivatives. Derivatives which are embedded in other contracts, but which are separable from the host contract are measured within 

this category. Movements in the fair value of financial assets and liabilities in this category are recognised as gains or losses in the Statement of 

Comprehensive income. 

1.16.4 Impairment of financial assets

 

For all financial assets measured at amortised cost or at fair value through other comprehensive income (except equity instruments designated at fair 

value through other comprehensive income), lease receivables and contract assets or assets measured at fair value through other comprehensive 

income, the ICB recognises a loss allowance representing the expected credit losses on the financial asset.

 

The ICB adopts the simplified approach to impairment in accordance with IFRS 9, and measures the loss allowance for trade receivables, lease 

receivables and contract assets at an amount equal to lifetime expected credit losses.  For other financial assets, the loss allowance is measured at an 

amount equal to lifetime expected credit losses if the credit risk on the financial instrument has increased significantly since initial recognition (stage 2) 

and otherwise at an amount equal to 12 month expected credit losses (stage 1).

 

HM Treasury has ruled that central government bodies may not recognise stage 1 or stage 2 impairments against other government departments, their 

executive agencies, the Bank of England, Exchequer Funds and Exchequer Funds assets where repayment is ensured by primary legislation.  The ICB 

therefore does not recognise loss allowances for stage 1 or stage 2 impairments against these bodies.  Additionally Department of Health and Social 

Care provides a guarantee of last resort against the debts of its arm's lengths bodies and NHS bodies and the ICB does not recognise allowances for 

stage 1 or stage 2 impairments against these bodies. 

 

For financial assets that have become credit impaired since initial recognition (stage 3), expected credit losses at the reporting date are measured as 

the difference between the asset's gross carrying amount and the present value of the estimated future cash flows discounted at the financial asset's 

original effective interest rate.  Any adjustment is recognised in profit or loss as an impairment gain or loss.

1.17 Financial Liabilities

 

Financial liabilities are recognised on the statement of financial position when the ICB becomes party to the contractual provisions of the financial 

instrument or, in the case of trade payables, when the goods or services have been received. Financial liabilities are de-recognised when the liability 

has been discharged, that is, the liability has been paid or has expired.

1.17.1 Other Financial Liabilities

 

After initial recognition, all other financial liabilities are measured at amortised cost using the effective interest method, except for loans from 

Department of Health and Social Care, which are carried at historic cost. The effective interest rate is the rate that exactly discounts estimated future 

cash payments through the life of the asset, to the net carrying amount of the financial liability. Interest is recognised using the effective interest 

method.

1.18 Value Added Tax

 

Most of the activities of the ICB are outside the scope of VAT and, in general, output tax does not apply and input tax on purchases is not recoverable. 

Irrecoverable VAT is charged to the relevant expenditure category or included in the capitalised purchase cost of fixed assets. Where output tax is 

charged or input VAT is recoverable, the amounts are stated net of VAT.

1.19 Losses & Special Payments 

 

Losses and special payments are items that Parliament would not have contemplated when it agreed funds for the health service or passed legislation. 

By their nature they are items that ideally should not arise. They are therefore subject to special control procedures compared with the generality of 

payments. They are divided into different categories, which govern the way that individual cases are handled.

 

Losses and special payments are charged to the relevant functional headings in expenditure on an accruals basis, including losses which would have 

been made good through insurance cover had the ICB not been bearing its own risks (with insurance premiums then being included as normal revenue 

expenditure).

1.2 Critical accounting judgements and key sources of estimation uncertainty
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In the application of the ICB's accounting policies, management is required to make various judgements, estimates and assumptions.  These are 

regularly reviewed.

1.20.1 Critical accounting judgements in applying accounting policies

 

The following are the judgements, apart from those involving estimations, that management has made in the process of applying the ICB's accounting 

policies and that have the most significant effect on the amounts recognised in the financial statements. The ICB has none to declare.

1.21 Sources of estimation uncertainty

 

The following are assumptions about the future and other major sources of estimation uncertainty that have a significant risk of resulting in a material 

adjustment to the carrying amounts of assets and liabilities within the next financial year. The ICB has no material items to declare.

1.22 Gifts

 

Gifts are items that are voluntarily donated, with no preconditions and without the expectation of any return. Gifts include all transactions economically 

equivalent to free and unremunerated transfers, such as the loan of an asset for its expected useful life, and the sale or lease of assets at below 

market value.

1.23 New and revised IFRS Standards in issue but not yet effective

 

● IFRS 18 Presentation and Disclosure in Financial Statements - The Standard is effective for accounting periods beginning on or after 1 January 

2027. The Standard is not yet UK endorsed and not yet adopted by the FReM. Early adoption is not permitted

 

● IFRS 19 Subsidiaries without Public Accountability: Disclosures - The Standard is effective for accounting periods beginning on or after 1 January 

2027. The Standard is not yet UK endorsed and not yet adopted by the FReM. Early adoption is not permitted.

● IFRS 9 Financial Instruments - Amendments were issued in May 2024, for adoption from 2026/27. These amendments have not yet been adopted by 

FREM and so the impact on the public sector is not yet known. Early adoption is not permitted. 
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2 Other Operating Revenue

2025-26 2024-25

Total Total

£'000 £'000

Income from sale of goods and services (contracts)

Non-patient care services to other bodies 15,162 17,103

Prescription fees and charges 16,758 16,429

Dental fees and charges 23,070 22,471

Other Contract income 7,194 5,606

Total Income from sale of goods and services 62,184 61,609

Total Other operating income - -

Total Operating Income 62,184 61,609
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3 Disaggregation of Income - Income from sale of good and services (contracts)

2025-26

Non-patient care 

services to other 

bodies

Prescription fees 

and charges

Dental fees and 

charges

Other Contract 

income

£'000 £'000 £'000 £'000

Source of Revenue

NHS 1,109 - - 1,177

Non NHS 14,053 16,758 23,070 6,017

Total 15,162 16,758 23,070 7,194

Non-patient care 

services to other 

bodies

Prescription fees 

and charges

Dental fees and 

charges

Other Contract 

income

£'000 £'000 £'000 £'000

Timing of Revenue

Point in time 8,896 - - 6,219

Over time 6,266 16,758 23,070 975

Total 15,162 16,758 23,070 7,194
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4. Employee benefits and staff numbers

4.1 Employee benefits 2025-26

Permanent 

Employees Other Total

£'000 £'000 £'000

Employee Benefits

Salaries and wages 37,358 5,181 42,539

Social security costs 6,166 - 6,166

Employer Contributions to NHS Pension scheme 9,706 - 9,706

Apprenticeship Levy 221 - 221

Termination benefits 6,279 - 6,279

Gross employee benefits expenditure 59,729 5,181 64,911

Less recoveries in respect of employee benefits - - -

Total - Net admin employee benefits including capitalised costs 59,729 5,181 64,911

Less: Employee costs capitalised - - -

Net employee benefits excluding capitalised costs 59,729 5,181 64,911

4.1 Employee benefits 2024-25

Permanent 

Employees Other Total

£'000 £'000 £'000

Employee Benefits

Salaries and wages 37,133 957 38,090

Social security costs 5,209 - 5,209

Employer Contributions to NHS Pension scheme 9,306 - 9,306

Apprenticeship Levy 218 - 218

Termination benefits 701 - 701

Gross employee benefits expenditure 52,568 957 53,525

Less recoveries in respect of employee benefits - - -

Total - Net admin employee benefits including capitalised costs 52,568 957 53,525

Less: Employee costs capitalised - - -

Net employee benefits excluding capitalised costs 52,568 957 53,525

Total

Total

109



NHS South East London ICB - Annual Accounts 2025-26

4.2 Average number of people employed

Permanently 

employed Other Total

Permanently 

employed Other Total

Number Number Number Number Number Number

Total 566.98 45.22 612.20 610.51 13.41 623.92

Of the above:
Number of whole time equivalent people engaged on capital 

projects - - - - - -

4.3 Exit packages agreed in the financial year

Number £ Number £ Number £

Less than £10,000 1 9,707 - - 1 9,707

£10,001 to £25,000 - - 3 52,255 3 52,255

£25,001 to £50,000 2 56,929 13 492,486 15 549,415

£50,001 to £100,000 1 60,000 18 1,327,389 19 1,387,389

£100,001 to £150,000 2 235,046 12 1,475,486 14 1,710,532

£150,001 to £200,000 2 313,333 12 2,028,046 14 2,341,379

Over £200,001 - - 1 227,869 1 227,869

Total 8 675,016 59 5,603,531 67 6,278,547

Number £ Number £ Number £

Less than £10,000 4 20,843 - - 4 20,843

£10,001 to £25,000 5 77,158 - - 5 77,158

£25,001 to £50,000 11 423,193 - - 11 423,193

£50,001 to £100,000 15 1,214,038 - - 15 1,214,038

£100,001 to £150,000 8 1,041,783 - - 8 1,041,783

£150,001 to £200,000 3 480,000 - - 3 480,000

Over £200,001 - - - - - -

Total 46 3,257,015 - - 46 3,257,015

Analysis of Other Agreed Departures

Number £ Number £

Voluntary redundancies including early retirement contractual costs 59 5,603,531 - -

Mutually agreed resignations (MARS) contractual costs - - - -

Early retirements in the efficiency of the service contractual costs - - - -

Contractual payments in lieu of notice - - - -

Exit payments following Employment Tribunals or court orders - - - -

Non-contractual payments requiring HMT approval* - - - -

Total 59 5,603,531 - -

Exit costs are accounted for in accordance with relevant accounting standards and at the latest in full in the year of departure.

2025-26

2025-26

Other agreed departures Total

2024-25 2024-25

Other agreed departures

2025-26

2025-26

Total

2024-25

Other agreed departures

2025-26

Compulsory redundancies

2024-25

Compulsory redundancies

Other agreed departures

2024-25

These tables report the number and value of exit packages agreed in the financial year. The expense associated with these departures may have been recognised in part or in full in a previous 

period.
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4.4 Pension costs

Past and present employees are covered by the provisions of the NHS Pension Schemes. Details of the benefits 

payable and rules of the schemes can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both 

the 1995/2008 and 2015 schemes are accounted for, and the scheme liability valued, as a single combined scheme. 

Both are unfunded defined benefit schemes that cover NHS employers, GP practices and other bodies, allowed under 

the direction of the Secretary of State for Health and Social Care in England and Wales. They are not designed to be 

run in a way that would enable NHS bodies to identify their share of the underlying scheme assets and liabilities. 

Therefore, each scheme is accounted for as if it were a defined contribution scheme: the cost to the NHS body of 

participating in each scheme is taken as equal to the contributions payable to that scheme for the accounting period.  

In order that the defined benefit obligations recognised in the financial statements do not differ materially 

from those that would be determined at the reporting date by a formal actuarial valuation, the FReM requires 

that “the period between formal valuations shall be four years, with approximate assessments in intervening 

 

An outline of these follows:

a) Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary (currently the Government 

Actuary’s Department) as at the end of the reporting period. This utilises an actuarial assessment for the 

previous accounting period in conjunction with updated membership and financial data for the current 

reporting period, and is accepted as providing suitably robust figures for financial reporting purposes. The 

valuation of the scheme liability as at 31 March 2026, is based on valuation data as at 31 March 2024, 

updated to 31 March 2026 with summary global member and accounting data. In undertaking this actuarial 

assessment, the methodology prescribed in IAS 19, relevant FReM interpretations, and the discount rate 
The latest assessment of the liabilities of the scheme is contained in the Statement by the Actuary, which 

forms part of the annual NHS Pension Scheme Annual Report and Accounts. These accounts can be 

viewed on the NHS Pensions website and are published annually. Copies can also be obtained from The 

b) Full actuarial (funding) valuation

The purpose of this valuation is to assess the level of liability in respect of the benefits due under the 

schemes (considering recent demographic experience), and to recommend the contribution rate payable by 

The latest actuarial valuation undertaken for the NHS Pension Scheme was completed as at 31 March 2020. 

The results of this valuation set the employer contribution rate payable from 1 April 2024 to 23.7% of 

pensionable pay. The core cost cap cost of the scheme was calculated to be outside of the 3% cost cap 

corridor as at 31 March 2020. However, when the wider economic situation was taken into account through 

the economic cost cap cost of the scheme, the cost cap corridor was not similarly breached. As a result, 

there was no impact on the member benefit structure or contribution rates.

The 2024 actuarial valuation is currently being prepared and will be published before new contribution rates 

are implemented from April 2027.
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5. Operating expenses

2025-26 2025-26 2025-26 2024-25

Admin Programme Total Total

£'000 £'000 £'000 £'000

Purchase of goods and services

Services from other ICBs and NHS England 623 2,640 3,263 660

Services from foundation trusts 210 3,257,218 3,257,428 2,415,044

Services from other NHS trusts - 1,086,917 1,086,917 988,201

Purchase of healthcare from non-NHS bodies - 596,645 596,645 585,418

Purchase of social care - 3,100 3,100 5,002

General Dental services and personal dental services - 138,480 138,480 129,475

Prescribing costs - 263,931 263,931 254,336

Pharmaceutical services - 60,482 60,482 53,281

General Ophthalmic services - 21,831 21,831 20,178

GPMS/APMS and PCTMS - 434,718 434,718 403,084

Supplies and services – clinical - 847 847 798

Supplies and services – general 271 4,527 4,798 10,763

Consultancy services 31 - 31 378

Establishment 1,180 5,683 6,862 5,064

Transport 1 - 1 -

Premises 1,062 6,848 7,910 7,992

Audit fees 271 - 271 271

Other non statutory audit expenditure

·          Internal audit services 212 - 212 212

·          Other services - - - 37

Other professional fees 95 5,474 5,568 6,331

Legal fees 429 39 468 472

Education, training and conferences 100 71 171 762

 Total Purchase of goods and services 4,484 5,889,450 5,893,934 4,887,757

Depreciation and impairment charges

Depreciation 215 2 217 223

Total Depreciation and impairment charges 215 2 217 223

Provision expense

Provisions (133) 21,215 21,082 3,877

Total Provision expense (133) 21,215 21,082 3,877

Other Operating Expenditure

Chair and Non Executive Members 150 - 150 270

Grants to Other bodies - 9,952 9,952 -

Clinical negligence 23 - 23 17

Expected credit loss on receivables (21) - (21) 20

Other expenditure - 1,391 1,391 1,343

Total Other Operating Expenditure 152 11,343 11,496 1,650

Total operating expenditure 4,718 5,922,011 5,926,729 4,893,507
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6 Payment Compliance Reporting

6.1 Better Payment Practice Code

Measure of compliance 2025-26 2025-26 2024-25 2024-25

Number £'000 Number £'000

Non-NHS Payables

Total Non-NHS Trade invoices paid in the Year 64,690 1,194,702 71,378 1,048,728

Total Non-NHS Trade Invoices paid within target 64,417 1,180,681 70,939 1,039,806
Percentage of Non-NHS Trade invoices paid within target 99.58% 98.83% 99.38% 99.15%

NHS Payables

Total NHS Trade Invoices Paid in the Year 7,894 4,804,154 6,337 3,427,590

Total NHS Trade Invoices Paid within target 7,858 4,802,771 6,329 3,427,520
Percentage of NHS Trade Invoices paid within target 99.54% 99.97% 99.87% 99.99%
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7.  Finance costs

2025-26 2024-25

£'000 £'000

Interest

Interest on loans and overdrafts - -

Interest on lease liabilities 33 21

Total interest 33 21

Other finance costs - -

Provisions: unwinding of discount - -

Total finance costs 33 21
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8 Leases

8.1 Right-of-use assets

2025-26

Buildings 

excluding 

dwellings

Furniture & 

fittings Total 

£'000 £'000 £'000

Cost or valuation at 01 April 2025 1,962 64 2,026

Cost/Valuation at 31 March 2026 1,962 64 2,026

Depreciation 01 April 2025 1,126 62 1,188

Charged during the year 215 2 217

Depreciation at 31 March 2026 1,341 64 1,405

Net Book Value at 31 March 2026 621 - 621

2024-25

Buildings 

excluding 

dwellings

Furniture & 

fittings Total 

£'000 £'000 £'000

Cost or valuation at 01 April 2024 1,409 64 1,473

Additions 554 - 554

Cost/Valuation at 31 March 2025 1,962 64 2,026

Depreciation 01 April 2024 923 42 965

Charged during the year 203 21 224

Depreciation at 31 March 2025 1,126 62 1,188

Net Book Value at 31 March 2025 836 2 838
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8 Leases cont'd

8.2 Lease liabilities

2025-26 2025-26 2024-25

£'000 £'000

Lease liabilities at 01 April 2025 (848) (528)

Additions purchased - (554)

Reclassifications - -

Interest expense relating to lease liabilities (33) (21)

Repayment of lease liabilities (including interest) 241 255

Lease liabilities at 31 March 2026 (640) (848)

8.3 Lease liabilities - Maturity analysis of undiscounted future lease payments

2025-26

Of which: 

leased from 

DHSC group 

bodies 2024-25

Of which: leased 

from DHSC group 

bodies

£'000 £000 £'000 £000 

Within one year (174) - (241) -

Between one and five years (174) - (606) -

After five years (534) - (102) -

Balance at 31 March 2026 (882) - (949) -
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8 Leases cont'd

8.4 Amounts recognised in Statement of Comprehensive Net Expenditure

2025-26 2025-26 2024-25

£'000 £'000

Depreciation expense on right-of-use assets 217 223

Interest expense on lease liabilities 33 21

Expense relating to leases of low value assets 219 -

8.5 Amounts recognised in Statement of Cash Flows

2025-26 2024-25

£'000 £'000

Total cash outflow on leases under IFRS 16 241 255

Total cash outflow for lease payments not included within the measurement of lease liabilities - -

Total cash inflows from sale and leaseback transactions - -
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9.1  Trade and other receivables Current Non-current Current Non-current

2025-26 2025-26 2024-25 2024-25

£'000 £'000 £'000 £'000

NHS receivables: Revenue 1,160 - 553 -

Non-NHS and Other WGA receivables: Revenue 2,715 - 1,646 -

Non-NHS and Other WGA prepayments 2,766 - 2,383 -

Expected credit loss allowance-receivables (16) - (37) -

VAT 1,141 - 1,351 -

Other receivables and accruals 10 - 2 -

Total Trade & other receivables 7,776 - 5,898 -

Total current and non current 7,776 5,898

9.2 Receivables past their due date but not impaired

2025-26 2025-26 2024-25 2024-25

DHSC Group 

Bodies

Non DHSC 

Group Bodies

DHSC Group 

Bodies

Non DHSC Group 

Bodies

£'000 £'000 £'000 £'000

By up to three months 34 578 72 995

By three to six months 44 3 - -

By more than six months 100 1 - 1

Total 178 582 72 996

9.3 Loss allowance on asset classes

Trade and other 

receivables - Non 

DHSC Group 

Bodies

Other financial 

assets
Total

£'000 £'000 £'000

Balance at 01 April 2025 (37) - (37)

Lifetime expected credit losses on trade and other receivables-Stage 2 21 - 21

Total (16) - (16)
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10 Cash and cash equivalents

2025-26 2024-25

£'000 £'000

Balance at 01 April 2025 834 1,997

Net change in year 830 (1,163)

Balance at 31 March 2026 1,664 834

Made up of:

Cash with the Government Banking Service 1,664 834

Cash and cash equivalents as in statement of financial position 1,664 834

Balance at 31 March 2026 1,664 834
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Current Non-current Current Non-current

2025-26 2025-26 2024-25 2024-25

£'000 £'000 £'000 £'000

NHS payables: Revenue 2,261 - 2,725 -

NHS accruals 22,815 - 10,297 -

Non-NHS and Other WGA payables: Revenue 20,351 - 54,667 -

Non-NHS and Other WGA accruals 165,727 - 137,918 -

Social security costs 710 - 639 -

Tax 788 - 790 -

Other payables and accruals 79,568 - 84,067 -

Total Trade & Other Payables 292,220 - 291,103 -

Total current and non-current 292,220 291,103

Other payables include £3,295k of outstanding pension contributions as at 31 March 2026

11 Trade and other payables
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12   Provisions

Current Non-current Current Non-current

2025-26 2025-26 2024-25 2024-25

£'000 £'000 £'000 £'000

Redundancy 19,186 - 3,025 -

Continuing care 281 3,769 2,084 1,162

Other - - - -

Total 19,467 3,769 5,109 1,162

Total current and non-current 23,235 6,270

Pensions  

Relating to 

Former 

Directors

Pensions 

Relating to 

Other Staff Restructuring Redundancy

Agenda for 

Change Equal Pay Legal  Claims

Continuing 

Care Other Total

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Balance at 01 April 2025 - - - 3,025 - - - 3,246 - 6,270

Arising during the year - - - 18,182 - - - 3,621 - 21,804

Utilised during the year - - - (1,300) - - - (2,818) - (4,118)

Reversed unused - - - (721) - - - - - (721)

Unwinding of discount - - - - - - - - - -

Change in discount rate - - - - - - - - - -

Transfer (to) from other public sector body - - - - - - - - - -

Transfer (to) from other public sector body under absorption - - - - - - - - - -

Balance at 31 March 2026 - - - 19,186 - - - 4,049 - 23,235

Expected timing of cash flows:

Within one year - - - 19,186 - - - 281 - 19,467

Between one and five years - - - - - - - 3,769 - 3,769

After five years - - - - - - - - - -

Balance at 31 March 2026 - - - 19,186 - - - 4,049 - 23,235

The redundancy provision has been based upon an estimation of potential redundancy costs arising from the ICB change programme. Given as of 31st March 2026, the consultation process had yet to conclude, therefore these 

values are uncertain as some individuals have not yet been identified as being at risk.
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13 Contingencies

NHS SE London does not have any contingent liabilities or contingent assets in 2025/26 nor did it in 2024/25. 
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14 Commitments

NHS SE London ICB does not have any capital commitments or other financial commitments. (2024/25 nil return also).

15 Financial instruments

15.1 Financial risk management

15.1.1 Currency risk

15.1.2 Interest rate risk

15.1.3 Credit risk

15.1.4 Liquidity risk

15.1.5 Financial Instruments

As the cash requirements of the NHS integrated care board are met through the Estimate process, financial instruments play a more limited 

role in creating and managing risk than would apply to a non-public sector body.  The majority of financial instruments relate to contracts to 

buy non-financial items in line with the NHS integrated care board's expected purchase and usage requirements and the NHS integrated care 

board is therefore exposed to little credit, liquidity or market risk.

The NHS integrated care board borrows from government for capital expenditure, subject to affordability as confirmed by NHS England. The 

borrowings are for 1 to 25 years, in line with the life of the associated assets, and interest is charged at the National Loans Fund rate, fixed for 

the life of the loan. The NHS integrated care board therefore has low exposure to interest rate fluctuations.

Because the majority of the NHS integrated care board revenue comes parliamentary funding, the NHS integrated care board has low 

exposure to credit risk. The maximum exposures as at the end of the financial year are in receivables from customers, as disclosed in the 

trade and other receivables note.

The NHS integrated care board is required to operate within revenue and capital resource limits, which are financed from resources voted 

annually by Parliament. The NHS integrated care board draws down cash to cover expenditure, as the need arises. The NHS integrated care 

board is not, therefore, exposed to significant liquidity risks.

Financial reporting standard IFRS 7 requires disclosure of the role that financial instruments have had during the period in creating or 

changing the risks a body faces in undertaking its activities.

Because the NHS integrated care board is financed through parliamentary funding, it is not exposed to the degree of financial risk faced by 

business entities. Also, financial instruments play a much more limited role in creating or changing risk than would be typical of listed 

companies, to which the financial reporting standards mainly apply. The NHS integrated care board has limited powers to borrow or invest 

surplus funds and financial assets and liabilities are generated by day-to-day operational activities rather than being held to change the risks 

facing the NHS integrated care board in undertaking its activities.  

Treasury management operations are carried out by the finance department, within parameters defined formally within the NHS integrated 

care board standing financial instructions and policies agreed by the Board. Treasury activity is subject to review by the NHS integrated care 

board and internal auditors.

The NHS integrated care board is principally a domestic organisation with the great majority of transactions, assets and liabilities being in the 

UK and sterling based. The NHS integrated care board has no overseas operations and therefore has low exposure to currency rate 

fluctuations.
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15 Financial instruments cont'd

15.2 Financial assets

Financial Assets 

measured at 

amortised cost

Equity Instruments 

designated at 

FVOCI Total Total

2025-26 2025-26 2025-26 2024-25

£'000 £'000 £'000 £'000

Trade and other receivables with NHSE bodies 984 984 357

Trade and other receivables with other DHSC group bodies 176 176 196

Trade and other receivables with external bodies 2,725 2,725 1,648

Cash and cash equivalents 1,664 1,664 834

Total at 31 March 2026 5,550 - 5,550 3,035

15.3 Financial liabilities

Financial Liabilities 

measured at 

amortised cost Other Total Total

2025-26 2025-26 2025-26 2024-25

£'000 £'000 £'000 £'000

Trade and other payables with NHSE bodies 796 796 1,756

Trade and other payables with other DHSC group bodies 24,280 24,280 11,288

Trade and other payables with external bodies 265,646 265,646 276,630

Private Finance Initiative and finance lease obligations 640 640 848

Total at 31 March 2026 291,362 - 291,362 290,522
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16 Operating segments

The ICB has one operating segment, the commissioning of healthcare services.
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17 Joint arrangements and Pooled Budgets

17.1 Pooled Budgets

Name of arrangement
Parties to the 

arrangement

Description of 

principal 

activities

Assets Liabilities Income Expenditure Assets Liabilities Income Expenditure

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Better Care Fund

South East 

London ICB & 

London Borough 

of Bexley

Provision of 

Integrated Health 

& Social Care 

Services in Bexley

0 0 0 55,763 0 0 0 51,125

Better Care Fund

South East 

London ICB & 

London Borough 

of Bromley

Health and Social 

Care
0 0 0 31,986 0 0 0 31,308

Pooled Budget

South East 

London ICB & 

Royal Borough of 

Greenwich

Better Care Fund 0 0 0 30,015 0 0 0 29,094

Better Care Fund

South East 

London ICB & 

London Borough 

of Lambeth

Better Care Fund 0 0 0 35,693 0 0 0 35,168

Living Well Network Alliance

South East 

London ICB & 

London Borough 

of Lambeth, South 

London and 

Maudsley NHS 

FT, Certitude, 

Thamesreach

Provision of Adult 

Mental Health 

Services 

0 0 0 92,918 0 0 0 90,570

Better Care Fund

South East 

London ICB & 

London Borough 

of Lewisham

Pooled Budgets 0 0 0 32,348 0 0 0 31,878

Better Care Fund

South East 

London ICB & 

London Borough 

of Southwark

Health and Social 

Care
0 0 0 33,862 0 0 0 34,179

Amounts recognised in Entities books ONLYAmounts recognised in Entities books ONLY
2025-26 2024-25
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18 Related party transactions

2025/26

Payments to 

Related Party

Receipts 

from 

Related 

Party

Amounts 

owed to 

Related 

Party

Amounts 

due from 

Related 

Party

£'000 £'000 £'000 £'000

Relating to interests declared by the Board members

WATERLOO HEALTH CENTRE -  Dr George Verghese 2,888 - 0 0

ROYAL BOROUGH OF GREENWICH - Debbie Warren 37,145 (77) 18 0

KING'S COLLEGE HOSPITAL NHS FOUNDATION TRUST - Professor Clive Kay and Mr D LaFitte 1,190,770 - 3,470 0

OXLEAS NHS FOUNDATION TRUST - Dr Ify Okocha 304,277 - 3,520 0

NHS NORTH CENTRAL LONDON ICB - Paul Najsarek 512 (564) 0 0

SOUTH LONDON AND MAUDSLEY NHS FOUNDATION TRUST - David Bradley 373,813 (8) 3,339 0

GUYS & ST THOMAS'S NHS FOUNDATION TRUST - Dr Toby Garrood, Ms C Akass and Mr D LaFitte 1,200,446 (203) 6,925 0

LONDON BOROUGH OF LEWISHAM - J Daothong 36,007 (1,524) 8,105 0

• NHS England

• NHS ICBs

• NHS Trusts and NHS Foundation Trusts

• NHS Property Services

• NHS Community Health Partnership

The NHS organisations listed below are those where transactions over the year 2025-26 have exceeded £2m:

 

BARTS HEALTH NHS TRUST

CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST

CROYDON HEALTH SERVICES NHS TRUST

DARTFORD & GRAVESHAM NHS TRUST

EPSOM & ST HELIER UNIVERSITY HOSPITALS NHS TRUST

GREAT ORMOND STREET HOSPITAL NHS TRUST

GUYS & ST THOMAS'S NHS FOUNDATION TRUST

IMPERIAL COLLEGE HEALTHCARE NHS TRUST

KING`S COLLEGE HOSPITAL NHS FOUNDATION TRUST

LEWISHAM & GREENWICH NHS TRUST

LONDON AMBULANCE SERVICE NHS TRUST

MAIDSTONE AND TUNBRIDGE WELLS NHS TRUST

MEDWAY NHS FOUNDATION TRUST

MOORFIELDS EYE HOSPITAL NHS FOUNDATION TRUST

OXLEAS NHS FOUNDATION TRUST

ROYAL FREE LONDON NHS FOUNDATION TRUST

ROYAL NATIONAL ORTHOPAEDIC HOSPITAL NHS TRUST

SOUTH LONDON & MAUDSLEY NHS FOUNDATION TRUST

ST GEORGES UNIVERSITY HOSPITALS NHS FOUNDATION TRUST

UNIVERSITY COLLEGE LONDON HOSPITALS NHS FOUNDATION TRUST

THE ROYAL MARSDEN NHS FOUNDATION TRUST

Local Authorities: 

LONDON BOROUGH OF BEXLEY

LONDON BOROUGH OF BROMLEY

ROYAL BOROUGH OF GREENWICH 

LONDON BOROUGH OF LAMBETH

LONDON BOROUGH OF LEWISHAM

LONDON BOROUGH OF SOUTHWARK

Details of related party transactions with individuals are as follows:

The Department of Health is regarded as a related party. During the year the ICB has had a significant number of material transactions with entities for which the Department is 

regarded as the parent Department. For example:
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2024/25

Payments to 

Related Party

Receipts 

from 

Related 

Party

Amounts 

owed to 

Related 

Party

Amounts 

due from 

Related 

Party

£'000 £'000 £'000 £'000

Relating to interests declared by the Board members

WATERLOO HEALTH CENTRE -  Dr George Verghese 2,817 - 13 -

ROYAL BOROUGH OF GREENWICH - Debbie Warren 30,994 (2,978) 2,896 -

BOLTON NHS FOUNDATION TRUST - Tosca Fairchild 17 - - -

KING'S COLLEGE HOSPITAL NHS FOUNDATION TRUST - Professor Clive Kay 844,802 - 1,168 -

OXLEAS NHS FOUNDATION TRUST - Dr Ify Okocha 279,341 (10) 156 -

LONDON BOROUGH OF LAMBETH - Andrew Eyres 51,681 (15,971) (3,998) -

NHS NORTH CENTRAL LONDON ICB - Paul Najsarek 72 (1,286) (6) -

SOUTH LONDON AND MAUDSLEY NHS FOUNDATION TRUST - David Bradley 395,386 (207) (1,427) -

GUYS & ST THOMAS'S NHS FOUNDATION TRUST - Dr Toby Garrood 884,730 (315) 6,902 -

• NHS England

• NHS ICBs

• NHS Trusts and NHS Foundation Trusts

• NHS Property Services

• NHS Community Health Partnership

The NHS organisations listed below are those where transactions over the year 2024-25 have exceeded £2m:

 

BARTS HEALTH NHS TRUST

CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST

CROYDON HEALTH SERVICES NHS TRUST

DARTFORD & GRAVESHAM NHS TRUST

EPSOM & ST HELIER UNIVERSITY HOSPITALS NHS TRUST

GUYS & ST THOMAS'S NHS FOUNDATION TRUST

IMPERIAL COLLEGE HEALTHCARE NHS TRUST

KING`S COLLEGE HOSPITAL NHS FOUNDATION TRUST

LEWISHAM & GREENWICH NHS TRUST

LONDON AMBULANCE SERVICE NHS TRUST

MAIDSTONE AND TUNBRIDGE WELLS NHS TRUST

MEDWAY NHS FOUNDATION TRUST

MOORFIELDS EYE HOSPITAL NHS FOUNDATION TRUST

OXLEAS NHS FOUNDATION TRUST

ROYAL FREE LONDON NHS FOUNDATION TRUST

ROYAL NATIONAL ORTHOPAEDIC HOSPITAL NHS TRUST

SOUTH LONDON & MAUDSLEY NHS FOUNDATION TRUST

ST GEORGES UNIVERSITY HOSPITALS NHS FOUNDATION TRUST

UNIVERSITY COLLEGE LONDON HOSPITALS NHS FOUNDATION TRUST

THE ROYAL MARSDEN NHS FOUNDATION TRUST

Local Authorities: 

LONDON BOROUGH OF BEXLEY

LONDON BOROUGH OF BROMLEY

ROYAL BOROUGH OF GREENWICH 

LONDON BOROUGH OF LAMBETH

LONDON BOROUGH OF LEWISHAM

LONDON BOROUGH OF SOUTHWARK

The Department of Health is regarded as a related party. During the year the ICB has had a significant number of material transactions with entities for which the Department is 

regarded as the parent Department. For example:
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19 Events after the end of the reporting period

NHS SE London is not aware of any events after the reporting period.

20 Financial performance targets

NHS Integrated Care Board have a number of financial duties under the NHS Act 2006 (as amended).

NHS Integrated Care Board performance against those duties was as follows:

2025-26 2025-26 2025-26 2024-25 2024-25 2024-25

Target Performance

Target 

Achieved? Target Performance

Target 

Achieved?

Expenditure not to exceed income 5,991,757 5,991,640 Yes 4,947,694 4,947,607 Yes

Capital resource use does not exceed the amount specified in Directions - - Yes 554 554 Yes

Revenue resource use does not exceed the amount specified in Directions 5,929,573 5,929,456 Yes 4,885,531 4,885,444 Yes

Capital resource use on specified matter(s) does not exceed the amount specified in Directions - - Yes - - Yes

Revenue resource use on specified matter(s) does not exceed the amount specified in Directions - - Yes - - Yes

Revenue administration resource use does not exceed the amount specified in Directions 46,819 37,679 Yes 35,908 31,750 Yes
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Mental Health expenditure

The 2025/265 priorities and operational planning guidance issued by NHS England stated that: “The Mental Health Investment Standard (MHIS) will apply to ICBs and be subject to 

review as part of the Annual Accounts Process. For 2025/26, the MHIS requires ICBs to increase spend on mental health services by at least ICB programme allocation base growth (prior to the 

application of the convergence adjustment).”

2025-26 2024-25

£'000 £'000

Minimum expenditure in mental health services to meet the Mental Health Investment Standard as notified by NHS England 537,494 469,778

Eligible mental health expenditure 550,303 471,495

Mental health expenditure above/(below) minimum investment required 12,809 1,717

Mental health expenditure as a proprortion of total expenditure 9.18% 9.53%
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