

	NW London ICB & NC London Board meeting in public in common: 24 March 2026
Questions from members of the public 



	Q #
	Item
	From
	Question
	Answer

	1
	2.1) Transition Report 
	Brent Patient Voice
	We appreciate the sensitive HR work with so many staff in achieving the disproportionate cuts and the merger of two ICBs. May we ask how many staff are leaving with redundancy, how many are remaining to fill similar or indeed different jobs and how many new posts will remain to be filled through the recruitment process described in the report? What are the financial costs and benefits in the short and longer term? Can it please be conveyed to Wes Streeting that his reasons for demanding this level of cuts and for the creation of the largest ICB in the country have not got across either to the wider public or to those who try to be critical friends of an NHS struggling for adequate resources? 
	The mandated requirement on ICBs to reduce running costs by 50% has sadly triggered the need to implement a redundancy programme across the North West London and North Central London ICBs. This is being progressed through a voluntary redundancy scheme, followed by compulsory redundancies on completion of the internal selection and appointment activity into the organisational design of the new West and North London ICB.
 
Whilst, we are not in a position to confirm the number of redundancies, with a current workforce of circa 1,400 staff across the two ICBs, regrettably a significant number of staff will be leaving.  We will ensure colleagues are fully supported in this regard.
 
The West and North London ICB’s organisational design is structured around the role of ICBs going forward, in line with the new national model. Working with our key partners, the new ICB will focus its combined strategic commissioning expertise on continuing to drive improvements in health outcomes for patients and residents and tackling long-standing health inequalities, maximising both the benefits of delivery at scale and the importance of delivering care and support at a local level.

	2
	2.3) Final   2026/27 West & North London Financial Plan 
	Brent Patient Voice
	Page 2. In the sentence “£15m to pilot Integrated Neighbourhood Teams (INTs) for the top 5% highest-risk adults (25% coverage), with potential scale-up in 2027/28.”, what does the phrase “for the top 5% highest-risk adults (25% coverage)” mean? (On,page 8, this is further referred to as “£15m to test Integrated Neighbourhood Teams (INTs) for the top 5% of highest-risk adults across 25% of patch, with the aim to rapidly scale the model across W&NL in 27/28 if successful (~£65M in total / ~250k patients” but it is still not understandable to the lay eye.) 
	The pilots being looked at are to provide care to high risk and high intensity users of NHS services in a different way with the aim of reducing the need for those residents to require secondary or escalated care and be treated in their community.  This is a core part of the move to Neighbourhood Care.

	3
	2.3) Final   2026/27 West & North London Financial Plan 
	Brent Patient Voice
	On page 9, Capital Planning, whilst there are NCL Strategic Commitments at £94m across a 4-year period, with £45m in 2026/27 on named hospitals, by contrast NWL is referred to only under the heading “Capital Risks and Mitigations”:” the W&NL ICS has the largest backlog maintenance in the NHS and this 4is driven by the poor quality of the acute estate in NWL. This poses a risk to the delivery of our strategic ambitions and the system is actively supporting Hillingdon Hospitals and Imperial College Healthcare Trust in their new hospital ambitions.”  (our emphasis added) 
This seems to indicate a disparity in commitment/ concrete commitment to NWL estate improvement. (The paragraph reads as though the poor quality of the NWL estate (entirely a result of lack of funding for long known urgent and accepted repair and renewal so that there is a large backlog maintenance) is seen as a fault of NWL holding back the merged ICB) Is this disparity a correct reading? (No doubt a £94m commitment to the NWL estate might prevent its being a burden on the merged ICB.)
	The North Central London Integrated Care System agreed a number of system wide capital developments and the schemes listed in this paper represent that on-going commitment.  Therefore, it is not the correct reading and there is not a disparity.


	4
	3.1) Joint Performance Report
	Brent Patient Voice
	Page 3 “Voluntary Sector: VCSE partnerships, supported by 3ST, have enabled additional investment into the sector and developed shared infrastructure, including an Impact Framework and Contract Portal that enables effective and efficient management of multiple small contracts.” Is the tendering and contract arrangement available only to members of 3ST? (The website links to funding and tenders refer to “members’” opportunities.) 
	No, the tendering and contract arrangements are not limited to 3ST members. While 3ST supports the development of shared infrastructure for the voluntary sector, non‑3ST organisations are also able to access and use the Impact Framework and the Contract Portal. These tools were designed to support effective management of multiple small contracts across the wider VCSE sector, not just within the 3ST membership.

	5
	3.1) Joint Performance Report
	Brent Patient Voice
	Page 4 Finance “In January, the NCL system reported a £46.1m deficit which is a £27.3m variance to the submitted deficit plan. The NWL system reported a favourable variance of £1.5m on the breakeven plan.” (apart from this statement being repeated through the paper, no substantive comment seems to be made on the effect of this deficit amount or variance either in this paper (or the Finance Paper 2.3). What is the net effect on the combined ICB going forward?
	In 25/26 NWL 2.96% under and NCL 3.01% over (across core, primary care and spec comm)
The methodology and population changes in 26/27 meant the 2 ICBs fair shares targets reduced (a bigger reduction in NWL) compared to 25/26, which changed the DFTs
The combined allocation for 26/27 was 1.6% under target for core, 3.4% under for primary care, 1.42% over for spec comm. The threshold for maximum 0.5% convergence was ICBs being more than 3% under and WNL no longer an outlier in core. We received 0.16% convergence. Not aware of any ICBs nationally receiving more than the 0.5% convergence.
National team compared allocation for WNL with individual allocations for NWL and NCL and found no material difference.

	6
	3.1) Joint Performance Report
	Merril Hammer

	Performance Report - Mental Health p.6
'In January 33.3% of people requiring mental health support experienced waits of over 12 hours in NW London Emergency Departments. (The stretch target is 20%.)'  
'In NCL the figure is only 15%.' 
The figures for both NCL but most particularly NWL remain distressingly high. I would like to ask, given that no explanation for these long waits are provided in these papers, what the key factors are - are they lack of appropriate beds? Lack of appropriate mental health staff? Lack of suitable transport? Or any other specific reason or reasons? 
In the interests of transparency, does it not seem desirable that these figures are explained and that strategies to mitigate this distressing situation are provided?
	In January 2026, north west London saw a temporary increase in 12‑hour waits. This was driven by a combination of higher-than-usual demand and limited availability of appropriate community-based alternatives to Emergency Departments. It was not caused by a single issue, but by a mix of factors including pressures on bed capacity, staffing constraints across the urgent care and mental health pathway, and delays linked to the availability of suitable services outside of ED for safe onward care.
To address this, NHS North West London has invested Urgent and Emergency Care funding directly into strengthening mental health alternatives to ED. These improvements are being phased in across late 2025/26 and early 2026/27. This includes the go‑live of a new Mental Health Crisis Assessment Service (MHCAS) at Lakeside, which will provide a dedicated route for people in crisis to be assessed and supported without needing to attend an Emergency Department.
These changes are already having an impact. The February 2026 data shows an improvement in 12‑hour waits, the eradication of 72‑hour breaches, and a reduction in average length of stay. Alongside this, a recently approved business case for an Assertive Outreach model will further strengthen our ability to support patients safely outside ED and reduce demand for emergency pathways.

	7
	3.2) NC London Population Health Strategic Commissioning Committee and NW London Strategic Commissioning Committee Assurance Report
	Jim Grealy

	The paper notes 'Patients need clear, simple explanations of what neighbourhood models will deliver without adding complexity' - and goes on to say 'a strong narrative could shift the system away from paternalism'.
Like very many patients I would strongly endorse the statements above so I would like to ask:
· When will patients, i.e. those who live in actually recognisable neighbourhoods, be told what constitutes their neighbourhood in NHS provision terms?
· As an aid to shifting from paternalism, will patients have genuine opportunities to co-produce policy for developing and delivering services in their 'neighbourhoods'?
· When will a timetable be produced for patients/residents/neighbours which might allow them to engage in considerations about the roll-out and kind of appropriate neighbourhood services?
	‘Neighbourhood health’ is a way of describing care that is increasingly local, joined up and personalised. Neighbourhood health geographies have been identified by borough partnerships in all 13 boroughs in our area. They should take account of natural communities that have an identity for residents and balance this with the operational needs of service providers. They should be endorsed by Health & Wellbeing Boards.
The aim is residents gradually see a difference in how services are delivered and how ‘joined up’ they feel - particularly those managing complex needs and often engaging with health, council and voluntary services. Neighbourhoods are footprints for prevention and proactive care – working with communities to shape offers that focus on staying well and avoiding crisis. Finally, our estates strategy will take account of neighbourhood working – thinking about spaces in which communities can access different types of support and new spaces for to access diagnostics, outpatient appointments and treatment where needed.
 
We know provision is more effective when it is rooted in the community and practices coproduction with individuals, families and communities. Impact on equity of access, experience and outcomes is key, which means a responsibility on local providers and on commissioners to engage, listen and shape offers accordingly. For providers and frontline staff there is also a major emphasis on coproduction and personalisation at an individual level, helping people develop the knowledge, skills and confidence to take control and play a more active role in their own health. There is more to do to align approaches to coproduction and engagement across health, local government and the voluntary sector. Our borough partnerships are well placed to do this with voluntary sector organisations and HealthWatch critical partners in this work. 

Plans for the development of neighbourhood health have been informed by years of engagement with patient groups, residents and communities – nationally, across London and locally. We want to respond to this and make integrated, local care that achieves more equitable outcomes, a reality. The next stage of this work is to build on those foundations through the development of an Involvement Strategy is underway; however it will take further work to start to understand how we take this forward in the context of the newly merged organisation and the role of the ICB as a strategic commissioner. Given the challenges of the transition, we anticipate that we will be starting this further evolution of the work in Quarter 1 of 2026/27, when the new organisation is established.

For further Q&A on neighbourhood please see January 2026 Board paper.

	8
	3.9) Board Assurance Framework 
	Brent Patient Voice
	Appendices 3 and 4 (NCL and NWL respectively) seem to represent a stark contrast in detail, method of presentation, coverage and length. (one quite hard to read spreadsheet as against 24 pages) Does this represent a disparity of risk across the 2 ICBs, or a difference in previous practice in reporting? The NWL paper evidences distinct concerns from staff, for example, on the practicalities of the merger, and loss of staff, where NCL personnel have been brought in for the merger preparation.
	North Central London ICB (‘NCL ICB’) and North West London ICB (‘NWL ICB’) have different thresholds for when risks are reported at Board level.  They also have different styles of risk registers.  However, whilst there are some general differences in approach there are crucial similarities which ensures robust risk oversight and management.  All strategic risks reaching the relevant thresholds are report to Board on a quarterly basis.  All key risks are overseen in both organisations by Board committees/sub-committees, key areas of risk are addressed and all risks are owned by the joint Executive Directors.  A single approach to risk management is also being developed for the new ICB.
 
The NWL risk regarding the recruitment, retention and development of staff was reduced due to the establishment of a joint change team and additional resources into HR to support both the organisational change programme and the future state post-merger.

	9
	3.9) Board Assurance Framework 
	Brent Patient Voice
	Has the issue of Lower funding level per head of population in NWL compared to other ICBs nationally in current year, which was to have been dealt with in year 26/27 prior to the announced merger been resolved, so that NWL “part” of the new ICB does receive the previously agreed promised enhanced funding?  (Board meetings previously have given this assurance.)
	In 25/26 NWL 2.96% under and NCL 3.01% over (across core, primary care and spec comm).
The methodology and population changes in 26/27 meant the two ICBs fair shares targets reduced (a bigger reduction in NWL) compared to 25/26, which changed the DFTs
[bookmark: _GoBack]The combined allocation for 26/27 was 1.6% under target for core, 3.4% under for primary care, 1.42% over for spec comm. The threshold for maximum 0.5% convergence was ICBs being more than 3% under and WNL no longer an outlier in core. We received 0.16% convergence. Not aware of any ICBs nationally receiving more than the 0.5% convergence.
National team compared allocation for WNL with individual allocations for NWL and NCL and found no material difference.

	10
	3.9) Board Assurance Framework 
	Brent Patient Voice
	The NWL paper refers to a panel of 120 lay representatives ready to be co-opted onto panels etc; what is the recruitment process for this and how will this be dealt with in the merged ICB? 
	NHS North West London historically invited local people to put their names forward if they were interested in joining our lay partner pool, and this has been promoted on several occasions, including directly to community members and campaigners.
 
The new merged ICB will be refreshing our involvement strategy and we will review the approach to lay partner recruitment to ensure it is transparent, consistent and supports a wider, more representative pool. Further details on the revised process will be set out as part of the new strategy.

	11
	3.10) Chief Executive Officer’s report
	Brent Patient Voice
	We note the examples of hubs/neighbourhood working give in Katie Fisher’s report, including the strangely named Cardio-Renal-Metabolic Hub in Harrow. Does this hub have regular patients; what percentage of Harrow GP practices are covered by the 3,000 patients so far reviewed; where were they previously treated and are more or fewer staff involved? Is not the hub really a thematic way of re-organising a narrow aspect of care across a fairly wide area rather than an all-embracing neighbourhood hub set out as a key aspect of the NHS 10-year plan? 
	The Cardio‑Renal‑Metabolic (CRM) hub model recognises that people living with cardiac disease, kidney disease or metabolic conditions such as diabetes often face higher risks of developing the other conditions managed within the hub. Bringing these pathways together enables a more proactive, preventative approach to care.

The hub is accessible to all Harrow patients and has been delivered through all Harrow Primary Care Networks working collaboratively. So far, around 3,000 patients have been reviewed. These patients would previously have been managed through a mixture of primary and secondary care, with care often being more reactive than preventative.

The staffing levels involved are broadly the same as before, but the model changes how staff time is used. Appointments are longer and more holistic, enabling clinicians to address both clinical needs and key lifestyle and preventative measures. This improves engagement, reduces avoidable or premature secondary care referrals, and aims to slow disease development and progression.

A core part of the model is a multidisciplinary approach in which the patient plays an active role. In addition to clinical input, the hub connects people to wider community resources such as voluntary sector organisations and public health‑commissioned services (e.g., strength and balance groups, Harrow Cycle Hub). Digital tools such as MyHealth London and Know Diabetes support peer‑to‑peer learning and continued self‑management between appointments.

The extended appointment length also creates space to identify and address social determinants of health such as unemployment, food insecurity and health literacy. This means the traditional long‑term conditions model is enhanced by a more personalised, holistic approach that builds patient confidence, self‑efficacy and self‑care which helps patients to actively participate in understanding their care and how they can help mitigate current and future rising risks (for example through lifestyle and behavioural changes).

While the CRM hub focuses on a defined cohort of patients, it demonstrates how coordinated neighbourhood‑level care can be organised around prevention and wellbeing, which are core ambitions of the NHS Long Term Plan. It shows how thematic neighbourhood models can support improved outcomes for people with complex, interrelated conditions, while still aligning with the wider principles of neighbourhood-based, integrated care.

	12
	Timing/ agenda
	Brent Patient Voice
	Brent Patient Voice wishes to raise concern at the short time made available for an appropriately detailed review of papers, and the raising of questions, particularly where there are, in some cases, 2 sets of papers (one per ICB), and then merged reports .It will be understood by the Board that patients from each ICB are used to looking for familiar information from reading their “own” Board reports over the years. It would be helpful if – as was the case with NWL – patients and groups should have over a weekend to consider papers and liaise on questions, and deliver by 10 am on the Monday prior to the Tuesday Board meetings. Written answers have always been given later, and only questions of immediate ease of answering could be dealt within the meeting.
	This is noted and we will take it under consideration.


	13
	3.10) Chief Executive Officer’s report
	
	The CEO’s report identifies that NWL supports 2.1 million residents and 2.7 million registered patients.

What action is being taken to identify the 600,000 so-called ghost patients for whom practices are claiming the per-capita payment for patients who have left the practice? This accounts for some 20% of primary care funding.

Whilst a few of these patients may be accounted for by prisoners, rough sleepers, and by commuters who prefer to register near their place of work, they represent a very small minority. We are aware that some practices have been claiming payment for patients who left the country more than ten years ago!

When are practices going to be required to conduct list-cleansing exercises? It is not in their interest to do so voluntarily while the ICB is funding them for these non-existent patients.
	PCSE list validation and maintenance

Primary Care Support England (PCSE) are commissioned by NHS England to support all practices and ICBs across England with primary care list validation and maintenance processes to ensure lists are as accurate as possible. The ICB does not directly undertake these processes but will investigate if it is notified by PCSE of a specific issue with a practice.

PCSE’s list maintenance programme is a 3-year rolling cycle for all GP practices, meaning a third of GP practices each year are requested to provide a download of their list for reconciliation with the details held on the national system. Checks and updates are completed to ensure that GP practice lists only include registered patients who they are providing services for. The process includes validating patient details, removing incorrect registrations, and ensuring practices are paid correctly for the number of patients they have. Practices are required to maintain their patient lists and can also request a list reconciliation should they identify discrepancies.

PCSE also run a number of list validation processes on an annual basis for the following 6 groups:

· patients aged over 100
· patients registered with the NHS in the UK for the first time in the last year
· patients registered at an educational facility for four or more years (students)
· patients aged under 16 showing as the sole occupier of a property
· properties the Royal Mail report as demolished
· properties with eight or more registered inhabitants (multiple occupancy).

In addition to these, PCSE will contact practices for a list patients who have not had a consultation in the past 5 years, thereafter PCSE sends letters to these patients twice asking them to confirm their address and that they wish to remain registered with the practice, if PCSE do not receive a response from a patient within 2 months then they are generate an electronic request (called an FP69) that allows them 3 months to confirm the patient is still current and update their details if needed.  If after 3 months no changes to the patient’s details or registration status have been received, they will be removed from the registered list. If any practice generates a large number of unprocessed FP69 requests then PCSE/NHSE should notify the local commissioner to investigate.

Given that PCSE undertake list maintenance and validation on annual basis it is inevitable that all practices will have a degree of list inflation. Practices in London tend to be impacted to a greater degree because the city has a higher turnover of residents compared to other parts of England.

Non NWL residents choosing to register with NWL practices

It should also be noted that not all of the 600,000 additional patients are ‘ghost’ patients.
There are number of patients who live outside of north-west London who choose to register with north-west London practices eg. living in neighbouring ICB areas or who choose to register as an out of area patient.

NWL has two practices that have lists of approx. 100,000 patients each which are predominantly patients who reside outside of north-west London but have chosen to access care as out of area patients.
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