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King’s College Hospital &istis
NHS Foundation Trust
AGENDA

Meeting

Board of Directors

Time of meeting

3.30pm-5.30pm

Date of meeting

17t October 2019

Meeting Room

Dulwich Room, Hambleden Wing

Site

Denmark Hill

STANDING ITEMS Chair 3.30pm
1.1. Apologies

1.2. Declarations of Interest

1.3. Chair’s Action

1.4. Minutes of Previous Meeting — 03/07/2019 FA | Enc

PATIENT FOCUS 3.35pm
2.1. Patient Story FD | Oral Prof N Ranger
PRODUCTIVITY 4pm
3.1. Chief Executive’s Report FD | Enc. 3.1 | Dr C Kay

3.2. Performance — Month 5 FD | Enc 3.2 | B Bluhm

3.3. Finance — Month 5 FD | Enc 3.3 | L Woods

3.4. Safer Staffing FD | Enc 3.4 | Prof N Ranger

3.5. Nursing Establishment Review FD | Enc 3.5 | Prof N Ranger

3.6. Preparations for Exiting the EU FD | Enc 3.6 | B Bluhm
GOVERNANCE 5.10pm
4.1 Trust Board Committee Terms of References FA | Enc S Coldwell

4.2 Nomination of the Responsible Officer FA | Enc Dr C Kay

4.3 CQC Amended Statement of Purpose FD | Enc S Coldwell

4.4 Flu - Board Self-Assessment FA | Enc Prof N Ranger

4.5 Improving Board Visibility FA | Enc Dr C Kay

4.6 Standing Financial Instructions FA | Enc L Woods

4.7 Reports from the Audit Committee July and FA | Enc Dr A Pryde

September
Key: FE: For Endorsement; FA: For Approval; FR: For Report; FI: For Information
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King’s College Hospital NHS

MNHS Foundation Trust

REPORT FROM THE GOVERNORS FR J Allberry 5.20
FOR INFORMATION

7.1Register of Directors Interests FI | Enc

7.2 Minutes of FPC July 2019 FI | Enc

7.3 Minutes of FPC August 2019 FI | Enc

7.4 Minutes of QARC July 2019 FI | Enc

7.5 Minutes of QARC August 2019 FI | Enc

ANY OTHER BUSINESS Chair 5.25

DATE OF NEXT MEETING
12" December 2019 at 3.30pm
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King’s College Hospital NHS

MNHS Foundation Trust

Members:
Sir Hugh Taylor
Faith Boardman
Prof. Ghulam Mufti
Dr Alix Pryde
Prof Jonathan Cohen
Christopher Stooke
Sue Slipman
Prof Richard Trembath
Dr Clive Kay
Lorcan Woods
Bernie Bluhm
Prof Nicola Ranger
Prof. Julia Wendon
Dr Kate Langford

Dawn Brodrick
Beverley Bryant (non-voting Board Member)

Caroline White (non-voting Board Member)

Interim Trust Chair (Chair)
Non-Executive Director (SID)
Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Chief Executive

Chief Finance Officer

Interim Chief Operating Officer

Chief Nurse

Chief Medical Officer (Clinical Strategy)
Chief Medical Officer (Professional Practice)

Chief People Officer
Chief Digital Information Officer

Executive Director of Integrated Governance

Attendees:

Jackie Parrott
Siobhan Coldwell

Sao Bui-Van

Steven Bannister

Chief Strategy Officer

Trust Secretary and Head of Corporate Governance
(Minutes)
Director of Communication

Interim Director of Capital, Estates and Facilities

Apologies:
Faith Boardman
Caroline White

Dr Kate Langford

Non-Executive Director
Executive Director of Integrated Governance

Chief Medical Officer (Professional Standards)
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Board of Directors & Attendees
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Enc. 1.4

King's College Hospital NHS'

MHS Foundation Trust

King’s College Hospital NHS Foundation Trust Board of Directors

Draft Minutes of the Meeting of the Board of Directors held at 9am on 3™ July 2019, at King’s

College Hospital, Demark Hill.

Members:
Sir Hugh Taylor
Chris Stooke
Faith Boardman
Prof Jonathon Cohen
Prof Ghulam Mufti
Sue Slipman
Prof. Richard Trembath
Dr Clive Kay
Dr Shelley Dolan
Prof Julia Wendon
Dawn Brodrick
Lorcan Woods
Lisa Hollins — Non-voting Director
Bernie Bluhm — Non-voting Director
Abigail Stapleton - Non-voting Director

In attendance:
Siobhan Coldwell

Sao Bui-Van
Andrea Towers
Catherine McLoughlin
Bradley Borum
Penny Dale
Susan Sidgwick
Stephanie Harris
Gail Scott-Spicer
Charlotte Hudson
Victoria Silvester
Clair Wilson

Jane Allberry
Barbara Goodhew
Lucy Hamer
Hilary Sears

Clir Andy Simmons
Carole Olding
Jane Clark

Ethan Faber
Kevin Labode
Heather Payne

Apologies:
Dr Alix Pryde
Fiona Wheeler — Non-voting Director

Trust Chair, Meeting Chair

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Chief Executive

Chief Nurse and Acting Deputy Chief Executive
Executive Medical Director

Executive Workforce Director

Chief Finance Officer

Director of Improvement, Informatics and ICT
Interim Chief Operating Officer (DH)

Director of Strategy

Trust Secretary and Head of Corporate Governance
(minutes)

Director of Communications

Patient Governor

LPPMG

Southwark Resident

Bromley Governor

Member of the public

Southwark Governor

CEO King’s College Hospital Charity
SLAM partner governor

Southwark Governor

Staff Governor

Southwark Governor

Lambeth Governor

Patient Engagement Manager

Chair, King’s College Hospital Charity
Member of the public

Staff Governor

Patient Governor

GE Healthcare

Staff Governor

Head of Adult Safeguarding/

Non-Executive Director
Acting Executive Managing Director (PRUH)
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019/46

019/47

019/48

019/49

019/50

019/51

King’s College Hospital NHS

MHS Foundation Trust
Subject Action

Apologies
Apologies for absence were noted.

Declarations of Interest

None.

Chair’s Actions

No Chair’s actions were reported.

Minutes of the last meeting

The minutes were agreed as an accurate record of the meeting held on 9" May 2019.

Action Tracker and Matters arising

The content of the action tracker was noted. Dr Kay noted that he had raised
concerns about the approach to mental health in London with other chief executives.

Patient Story

Mr A Colwell attended the meeting to share his and his wife’s experience of hospital
care, particularly at the PRUH site. Mrs Colwell was admitted several times over a
four month period in 2018, both from home and from a nursing home. She sadly
passed away in December 2018. She spent time on a number of wards including
Darwin Ward. Mrs Colwell was suffering from physical illness and had dementia.
During that period she also received care from a mental health Trust (who diagnosed
the dementia) and social care. Mr Colwell made a number of points about the care his
wife had received:

e |tis important that patients and their carers receive early information about
dementia and its implications. These were not made clear to the Colwells
when she was diagnosed. It was not until she was treated at the PRUH for a
physical ailment that this information was made available.

e There is an excellent Age UK representative at the PRUH that provides vital
support and information, particularly about managing financial affairs.

e Regular communication is important, particularly as dementia progresses over
time.

e The social care system is not set up to provide support to dementia sufferers
and many of his wife’s carers were not well trained to support people with
dementia.

e Support for carers needs to be improved. At no point was he asked whether
he was coping or needed support. As an elderly couple with little family, he
was concerned how his wife would be cared for if anything should happen to
him.

The Chair thanked Mr Colwell for sharing his experiences with the Board, noting that
dementia is an increasing issue for health and social care.

Board Meeting (in public) 17th October 2019-17/10/19 5 of 435



Tab 1.4 Minutes of the Previous Meeting

6 of 435

019/51
cont

019/52

019/53

King’s College Hospital NHS

MHS Foundation Trust
Subject Action

Patient Story cont...

The Board noted that there are system wide issues with regards to elderly care that
need to be addressed and Mr Colwell agreed that the Board should share his story
with Oxleas so they could learn from his experience. The Board discussed
admissions processes for patients with known medical issues. Currently admission at
the PRUH is via ED, which for patients with dementia is difficult. The Trust is
reviewing systems to ensure that if memory patients are admitted to the Trust, it is
known at an early stage that they have additional needs.

The Dementia-Friendly Hospital

Dr Dolan introduced the Dementia-Friendly Hospital Charter. The Trust has specialist
teams of dementia nurses at both sites and c25% of patients experience dementia.
The team is developing a carer strategy. The team provides support across the Trust
and provides training to colleagues (including porters and other non-clinical staff) to
give them the confidence to support patients with dementia. The team is also training
King’s Volunteers. The team support PLACE audits with a view to making the estate
more dementia friendly but the resources needed to make changes are not currently
available.

The Board welcomed the approach the team is taking and asked whether the
approach considered the needs to black, Asian and minority ethnic(BAME) patients. It
was noted that the Alzheimer’s Society provides excellent support in this area. The
Board noted that the strategy for addressing dementia needs to include system wide
solutions. The Trust is a member of the Dementia Alliance in Lambeth, Southwark
and Bromley.

The Board noted the report. The Board agreed the recommendations in the report

and endorsed the approach to developing a strategy based on the Dementia Friendly
Hospital charter.

Adult Safequarding

Heather Payne, Head of Adult Safeguarding presented the Adult Safeguarding
Annual Report 2018/19. She outlined the key activities of the past year and
highlighted a number of risks including the lack of outcomes of s42 referrals to the
local authority, training compliance and the Mental Capacity Amendment Act, which
makes changes to the ‘Deprivation of Liberty Safeguards’ (DOLS) process.

The Board welcomed the report and discussed what more could be done to support
the training agenda, particularly in relation to DOLS. The Board also discussed the
level of DOLS applications to the local authority that were not agreed. It was noted
that there can be a number of reasons for this including that the patient’s health
improves and the applications therefore no longer valid.

The Board discussed domestic violence and whether staff were identifying potential
victims. It was noted that the Trust has an Independent Domestic Violence Advocate
located at both sites, so although this is an area where there is always more to do,
referrals are good.

The Board noted the contents of the report.
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019/54

King’s College Hospital NHS

NHS Foundation Trust
Subject Action

Chief Executive Report

Dr Kay provided the board with a summary of his report, starting with an overview of
performance. The number of RTT 52 week breaches has fallen although the Trust is
behind trajectory. There are two specialties that drive this: trauma and orthopaedics
(T&O) and bariatrics and outsourcing options, particularly for T&O have not been as
successful as hoped. The referrals process has now been revised, and it is hoped
that this will start to drive improvements in July.

The Trust has not met emergency care standard (ECS) trajectories for May.
Performance compares poorly to other London Trusts. This is a high priority for the
executive team and detailed recovery programmes are in place for both sites.
Although there are different issues at both sites, patient flow is a shared concern.

The Trust hit the two week cancer referral target in May but performance against the
62 day target fell back. This is driven by three specialities, urology, colorectal and
lung. Plans are being developed to increase capacity. Timely Inter-Trust Transfer
(ITT) had improved, but dipped in May. King’s is working closely with partners to
improve this.

The Trust did not hit its diagnostic target and this is driven entirely by endoscopy and
the mismatch between demand and capacity at the PRUH. A very detailed recovery
programme is in place. Performance at the Denmark Hill site has generally been
good, but it is likely this will drop slightly as capacity is being used to support the
PRUH. There has been a significant drop in the waiting list since the improvement
plan was put in place. A long term solution is being developed so that the service
remains on a sustainable footing.

The Board discussed performance and sought assurance about when ECS
performance would improve. It was noted that this will take time but that the
commissioners are very engaged, recognising that pathways and processes need to
change. The same day ambulatory care unit opened at the beginning of July and it is
anticipated that this will reduce the number of patients being seen in ED. A surgical
ambulatory unit is due to open in August. The Board noted that meeting the ECS
targets is not only about how well ED operates. The Board discussed whether the
recovery plans would ensure that increased demand for services during winter would
be managed. It was noted that the transformation programme includes working to
reduce average lengths of stay, to reduce the pressure on beds. Urgent Care is also
being reviewed to ensure that it is resilient.

The Board discussed the Trust financial position, noting that month 2 data does not
give much of an indication of direction of travel, and that the income data is subject to
review. The Trust is showing a deficit of £32m, which is in line with 2018/19. There
has also been more activity than planned as a result of the additional work being
carried out to recover the RTT position. The income position as stated in the paper is
conservative and reflects potential challenges and RTT penalties from the
commissioners. The capital budget remains challenged and the Trust has not yet had
any indication from NHSI as to the capital budget the Trust will be allocated for
2019/20. The national capital budget is under pressure and Trusts are being asked to
reduce their capital budgets. The Trust is reluctant to do this and the STP recognises
the need to protect the King’s position.
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019/54
cont

King’s College Hospital NHS

NHS Foundation Trust
Subject Action

Chief Executive Report cont..

Dr Dolan updated the Board on the findings of the CQC inspection that was published
in June 2019, noting that action plans have been developed. She noted that key
PRUH ED leaders had been galvanised by the findings and were working hard to
bring their teams on board. Organisational development resource has been made
available to support them and an independently chaired system oversight group has
been established to review progress. Similarly a programme is in place to address the
recommendations made in relation to ED at Denmark Hill. Detailed action plans are in
place and support is being provided by an associate director of nursing. Delivery of
the action plans will be monitored through the Quality Assurance and Research
Committee.

The Board discussed how benchmarks for success could be established. It was noted
that safety needs to be addressed urgently with improvements in place before the
winter. The organisational development element will take longer to embed. It was
noted that a number of indicators can be monitored to ensure quality and safety and
that internal reporting needs to be in place to demonstrate that the right processes
are in place. The Board noted the cultural challenges that had been identified and
agreed that the poor behaviours that contributed to the ‘inadequate’ assessment
cannot be tolerated.

The Board discussed how it would be assured that progress was being made. It was
noted that a new executive risk and governance was being established and that the
Board would receive updates, with data/KPIs to demonstrate improvement. This will
be reported through the Quality Assurance and Research Committee.

Dr Dolan updated the Board on the monthly safer staffing levels, that provides the
Board with assurance that nurse staffing levels are regularly monitored across the
Trust. She noted that an analysis of ‘red’ shifts has been undertaken and the trend
was in the right direction. Staffing levels are reviewed every six hours. Although the
vacancy rate has increased slightly, it remains low and there has been increased
focus on staff retention in order to bring down turnover rates. Use of enhanced
nursing or ‘specialling’ has been a concern and the Trust now has a head of mental
health nursing who will working on reducing this. .

In respect of wider workforce performance, Dawn Brodrick noted that the vacancy
rate has remained static. Sickness absence is down and the appraisal rate is at 62%
(with four weeks to go to the end of the appraisal period). Nominations for King’s
Stars have opened and a number of diversity events are planned for July. The second
phase of the advanced leadership has launched and a positive outcome of the
programme to date has been the multi-disciplinary networking benefits to staff. The
Board discussed staff development and how the Board would be assured that plans
were being implemented. The staff survey provides a benchmark and ongoing
progress can be measured through pulse surveys. Managers have also been
provided with training. Staff engagement remains a priority.

The Board noted that the Haematology team had received excellent coverage of the
use of CAR-T cell therapy. The Board passed its thanks to Dr Victoria Potter and her
team. The Board also noted that the Secretary of State for Health had visited the
Trust.

The Board noted the contents of the Chief Executive’s Report and ratified the
Workforce Plan.
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019/55

019/56

019/57

019/58

019/59

019/60

King’s College Hospital NHS

MHS Foundation Trust
Subject Action

Nomination of the Responsible Officer

Prof Wendon presented a report that proposed Dr Chris Palin assumed the
Responsible Officer role, noting that it fits neatly with his corporate medical director
responsibilities.

The Board agreed to transfer the responsibilities to Dr Palin.

Information Governance Policy

The Board received a report outlining proposed changes to the Information
Governance Policy. The key changes were to designated roles including the data
protection officer.

The Board approved the changes to the policy.

Changes to Board Level Governance

The Board received a report that proposed changes to the Board committee structure
and to the frequency of Board meetings. The Chair noted that the changes responded
in part to concerns raised by the Council of Governors and aims to ensure the
Executive spend less time in meetings. The other key driver is to ensure that
committee focus is directed appropriately, in particular addressing gaps such as the
delivery of major projects and strategy and partnerships. A new timetable has been
outlined in the paper.

The Board approved the proposals outlined in the paper.

Report from the Governors

Jane Allberry noted that the governors remain concerned about performance against
the constitutional targets. The Governors are also concerned about how patients with
mental health issues are treated. She noted that NHSI data is available and is
interested to hear how this is used. Finally she noted that assurance is needed that
the issues around patients that had been lost to follow up have now been addressed.

Any Other Business

On behalf of the Board, the Chair thanked Dr Dolan and Abigail Stapleton for their
contribution to the Trust, noting that this would their last Board meeting.

Date of the next Meeting

3.30pm 17th October 2019, Denmark Hill site.
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King's College Hospital NHS

NHS Foundation Trust

Report to: Board

Date of meeting: 17" October 2019

Subject: Chief Executive’s Report
Author(s): Siobhan Coldwell, Trust Secretary
Presented by: Dr Clive Kay

Sponsor: Chief Executive

History: N/A

Status: Discussion

1. Background/Purpose

This paper outlines the key developments and occurrences from July to October 2019 that
the Chief Executive wishes to discuss with the Board of Directors.

2. Action required
The Board is asked to note and discuss the content of this report.

3. Key implications

There are no legal issues arising out of this report

Legal:

There are no financial issues arising out of this report.
Financial:

There are no assurance issues arising out of this report.
Assurance:

There are no clinical issues arising out of this report.
Clinical:

The Board should note the activity in relation to promoting equalities
Equality & Diversity: and diversity within the Trust.

There are no performance implications arising out of this report.
Performance:

The Board is asked to note the strategic implications of The Vision.
Strategy:

The Board is asked to note the workforce changes outlined in this
Workforce: report.
There are no estates implications arising out of this report.

Estates:

The Board should note the ‘King’s in the news’ section.

Reputation:
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Tab 3 Chief Executive's Report to the Board

REPORT FROM THE CHIEF EXECUTIVE

SUMMARY

This paper outlines the key developments and occurrences from July and October 2019 that
the Chief Executive wishes to discuss with the Board of Directors.

1. Executive Appointments:

| have been pleased to welcome a number of colleagues to the Executive team over the
past three months.

Professor Nicola Ranger, Chief Nurse. Nicola joined King’s as Chief Nurse and
Executive Director of Midwifery in July. Prior to this, she was Chief Nurse at Brighton
and Sussex University Hospitals NHS Trust. Nicola was previously Chief Nurse at
Frimley Health NHS Foundation Trust. She has also held a number of senior nursing
roles at University College London Hospital NHS Foundation Trust and Surrey and
Sussex Healthcare NHS Trust. Earlier in her career she worked at George
Washington University Hospital (Washington) and Mount Sinai Medical Centre (New
York) in the United States.

Caroline White, Executive Director of Integrated Governance. Caroline is a registered
nurse having specialised in cancer nursing early in her career. Prior to this, her role
was International Healthcare Risk Director for an insurer of healthcare providers
globally. She worked with insured public, private and governmental healthcare
providers internationally on governance, risk management, patient safety and quality
matters. She has previously held senior NHS nursing, governance and risk
management roles in acute, community and commissioning organisations.

Dr Kate Langford, Chief Medical Officer (Professional Standards). Kate has joined us
from Guy’s and St Thomas’ NHS Foundation Trust (GSTT) where she was Medical
Director — Healthcare Alliance. Kate was a medical student at King's and held various
training posts across the Trust. An obstetrician by background, she spent three years
as a Medical Research Council (MRC) Training Fellow in the King's Academic
Department of Medicine and Fetal Medicine Unit. Kate has also been a national
clinical lead for NHS Improvement, helping a number of providers develop their
clinical leadership.

Beverley Bryant, Chief Digital Information Officer. Beverley joined King’s at the end of
September as Chief Digital Information Officer, a joint post with Guy’s and St
Thomas’ Hospital NHS Foundation Trust. Beverley was previously Chief Operating
Officer for System C Healthcare, and before that held a number of senior leadership
roles within the NHS. Most recently she was Director of Digital Technology for NHS
England/Improvement and previously Director of Performance & Improvement (NHS
Leeds/Mid Yorkshire Hospitals NHS Trust). She has also held senior health-related
roles as Managing Director for Capita Health and Chief Information Officer for the
Department of Health.
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2. Internal engagement and events:

King’s Diversity Festival — the Trust held its first Diversity Festival (July 2019) which
brought together the Trust’s three staff networks (BAME, LGBT and KingsAble) for a
week of events for all staff.

King’s Stars Awards — the 2019 nominations for the King’'s Star Awards are in. The
Trust received over 500 nominations from staff and patients, a 30% increase on the
inaugural event last year. The winners will be announced at a ceremony, supported
by the Charity in November 2019.

King’s Values campaign — The Trust supported the NHS’ national Values both
internally and on social media, showcasing staff and promoting the Trust’s Values.
NHS Flu Campaign — The Trust launched its teaser campaign ahead of the formal
launch of the NHS flu campaign using mixed media to assist in the recruitment of
Peer Vaccinators across the Trust as well as promote the launch date of the
campaign on 30™ September 2019.

3. King’s in the News

The Trust arranged a reunion of the first six children in the UK to receive living donor
liver transplantation from a parent over 25 years ago with an exclusive secured in the
Mirror newspaper.

The Trust supported World Sepsis Day via social media with its “A Day In the Life”
strand, focusing on the iMobile team and related activity. The Trust supported the
NHS national campaign securing coverage in local and national media.

The Trust worked with patient Kelly Ladbrooke regarding her fundraising in support of
the Trust to mark Blood Cancer Awareness Month securing national and local
coverage.

World Hepatitis Day: In partnership with the London Joint Working Group on
Hepatitis C, King's College Hospital, The Hepatitis C Trust, and the Manna Centre
Mayor, the Trust hosted a visit by the Mayor of London to an outreach testing van
providing advice and testing to homeless people.

Digital Media — Including additional campaigns such as World Patient Safety Day, the
Trust’s digital footprint for July to September 2019 exceeded 200,000 hits.

4. Stakeholder Engagement

12 of 435

| attended the Bromley Health and Scrutiny Committee with Bernie Bluhm (Chief
Operating Officer) to update on Trust performance and the findings of the recent
CQC Report.

Members of the Lambeth and Southwark Health and Oversight Scrutiny Committees
attended a meeting at King’s College Hospital Denmark Hill. During their visit they
received service briefings from Children’s Variety Hospital and the Trust’s Helipad as
well as a Trust update from Bernie Bluhm (Chief Operating Officer) and Professor
Nicola Ranger (Chief Nurse and Executive Director of Midwifery).

There has been a change to the Denmark Hill Emergency Dental Clinic delivery
model which has required extensive patient, stakeholder and internal communication.
On 10" July 2019, Hilary Sears (Chair of the King’s Charity) and | hosted a visit from
His Excellency The President of Malta, Dr George. As well as delivering a donation to
the Charity, the President visited the Trust’'s Urgent Care Centre.
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e The Hon Chief Minister of Tamilnadu Thiru Edappadi K Palanisamy visited King’s
College Hospital (Denmark Hill) as part of his visit to London. During his visit he met
with Trust Executives, visited the Trust's helipad and signed a Memorandum of
Understanding between the Trust and the Health Department of Tamil Nadu.

e The Trust held two Annual Members’ Meetings - in Camberwell (September 19"
2019) and Bromley (September 24" 2019). Hosted by the Chairman, the meetings
were attended by nearly 200 members of the Trust.

5. Changes at King'’s Health Partners (KHP)

Prof John Moxham, the Director of Value Based Healthcare at KHP, will be retiring in
October 2019. KHP have announced Dr Rachna Chowla, Dr Irem Patel and Dr Natasha
Curren, working jointly as King’s Health Partners Joint Directors of Clinical Strategy,
alongside their other clinical commitments from the early Autumn.

The remit of the new Joint Directors of Clinical Strategy is to grow and improve primary care
collaborations with our Academic Health Sciences Centre (AHSC), develop programmes for
population health improvement and Clinical Academic Group (CAG) engagement.

The development of this new Joint Directors of Clinical Strategy role responds to the
emerging direction and priorities for the next King’s Health Partners five-year plan. Bringing
further strength to our relationships across commissioning partnerships, primary and
community services to reduce health inequalities and enhance research and education
collaborations to improve outcomes for local patients, staff and students.

Prof Moxham has had a long and distinguished career at King’s, KHP and KCL. He joined
King’s as a respiratory consultant in 1982. Since then he has either held positions at or
supported work across the local system including the medical school. He has made a
significant contribution to the London health system, having influenced regional and national
policy, including campaigning for the integration of mental and physical. He has also made a
pioneering and uniquely important contribution to tobacco control in the UK over several
decades. | am sure the Board of Directors will join me in wishing him well in his retirement.

6. Our Vision for London

The NHS in London has, in partnership with the Mayor of London, London Councils and
others, published the Vision for London. The Vision identifies 10 priorities that, through
collaborative and innovative working, will address the capital’s key health issues and ensure
that quality of life and life expectancy will match our shared aspiration to make London the
world’s healthiest global city.

As a large service delivery organisation and a large employer, it is clear that King’s has a
role to pay in supporting the delivery of this Vision and as Board | hope we will extend our
commitment to the Vision. A letter from Sir David Sloman summarising the vision can be
found at appendix 1 and the full document can be found at www.healthylondon.org.
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7. Pensions - implications of the annual allowance

Attached at appendix 2 is a briefing from NHS Providers about the implications for NHS staff
on the changes to annual allowances.

Following the introduction of new pension tax rules earlier this decade, many senior NHS
clinicians and managers have faced the imposition of large annual allowance tax bills. In
order to counteract these charges, staff are considering alternative working arrangements,
including reducing their hours or considering early retirement. As a result trusts are
increasingly seeing these arrangements affect their ability to reduce waiting lists and provide
timely and effective care for patients. With a formal national solution yet to be confirmed by
government, providers across England have been considering the introduction of certain
policies or “alternative schemes” to maintain senior clinical capacity within their
organisations.

The Government has launched a consultation on developing local schemes, and the NHS
Provider briefing provides some information on this. The consultation document is also
attached as an appendix to this report.

8. Health Infrastructure Plan

The Department of Health and Social Care has recently launched its Health Infrastructure
Plan. This is a long-term, strategic investment in the future of the NHS, properly funded and
properly planned, to ensure our world-class healthcare staff have world-class facilities to
deliver cutting-edge care and meet the changing needs and rising demand the NHS is going
to face in the 2020s and beyond. There were also a number of announcements about
investments in new and existing hospitals. Unfortunately King’s will not be in the first wave of
Trusts receiving funding. The full document can be found at
https://www.gov.uk/government/publications/health-infrastructure-plan

9. Annual Medical and Dental Leadership Awards Ceremony (Denmark Hill)

| was pleased to attend the Department of Postgraduate Medical & Dental Education’s
Annual Medical & Dental Leadership Awards Ceremony on the 30" July 2019. The event
showcased a number of exciting clinical developments and was an opportunity to recognise
the excellent contributions our colleagues make to developing the next generation of medical
and dental staff.

10. Celegene Collaboration

On 17" September | joined Professor Ghulam Mufti, Sir Hugh Taylor and KHP Haematology
colleagues to celebrate the new space (research laboratories and office space) made
available for our important Celgene collaboration in the SGDP (Social Genetics and
Developmental Psychiatry Centre). The £20m collaboration is a tripartite agreement
between Celgene, KCH and KCL to perform research into the link between ageing and
developing haematological diseases, and it also provides a significant contribution towards
new KHP Haematology Institute facilities. The event was an opportunity to tour the new
facilities, and to be introduced to Celgene colleagues.

Conclusion
The Board is asked to note and discuss the content of this report.
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Foreword: Our Shared Vision

London is a major global city that is dynamic and
diverse. Like many big cities, London offers a wealth
of opportunities for people to lead healthy and happy
lives, but it also presents issues and challenges to
health. In London, where there are significant and
persistent inequalities, these issues and challenges
are experienced most by those in our most deprived
neighbourhoods and communities. That is why
concerted and coordinated efforts are needed across
public services and wider society to make the most of
opportunities for good health, and to tackle the issues
that cause poor health.

Our partnership is made up of the Greater London
Authority, Public Health England, London Councils
and the National Health Service (NHS) in London. It
exists to provide coordinated leadership, a shared
ambition to make our capital city the world's
healthiest global city and the best global city in which
to receive health and care services. We recognise that
no single organisation can achieve this alone, and
that shared action makes us greater than the sum of
our parts. We have formed our partnership in order
to address priority issues that require pan London
solutions, to support pan London actions that enable
more effective and joined up working at the level

of the neighbourhood, the borough and the sub-
regional system, and to make the most of the very
direct social, economic and environmental roles we
each play as major anchor organisations in London.
Initiatives such as the Thrive LDN mental health
movement, child mental health trailblazers, School
Superzones, and the London Estates Strategy show
just what can be achieved when we work together.

PP AEY 7u
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Cllr Raymond Puddifoot MBE

London Councils Executive
Member for Health and Care

Sadiqg Khan

Mayor of London
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Building on significant work between our
organisations over several years, this document

sets out our vision for the next phase of our joint
working. It reflects the Mayor's Health Inequalities
Strategy, London Councils' Pledges to Londoners,
the Prevention Green Paper and the NHS Long Term
Plan. We share our thinking on ten key areas of
focus where we believe partnership action is needed
at a pan London level. This includes issues such as
air quality, mental health and child obesity, and we
set out our ambition for deeper and stronger local
collaboration in neighbourhoods, boroughs and
sub-regional systems so that services are genuinely
integrated, and Londoners can start well, live well
and age well. This Vision is not a description of the
multitude of actions that are taking place locally, nor
a population health plan, rather it sets out the areas
where our shared endeavours seek to complement
and add value to local action.

We see this as a milestone, a point in our partnership'’s
ongoing journey to improve health and care outcomes
for Londoners. We are publishing it now as an
important invitation to you - professionals, partner
organisations, the community and voluntary sector
and members of the public - to discuss and debate it
with us. We not only want you to tell us how we can
refine, develop and strengthen our proposals, but to
help us deliver this vision so that we can work towards
ensuring a healthy future for all Londoners.

Sir David Sloman Prof. Paul Plant

Regional Director,
NHS London

Interim Regional Director,
Public Health England
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1 Our shared ambition is to make London

the healthiest global city

This section outlines the unique opportunities and
challenges for the health of Londoners that arise in
a global city. We state our ambition for London to be
the healthiest global city, and the best global city in
which to receive health and care services. We reflect
on features of a city that contribute to health and
wellbeing, our progress to date and the persistent
health challenges London continues to face; and the
ongoing need for strong partnership to make a real
difference for all Londoners.

1.1 London has a unique combination of
assets which give our city the potential to
be the healthiest global city

Cities play an increasingly important role in the world
and in our individual lives. They are already where
most people live, and by 2050 almost 70% of the
world's population is expected to live in a city’.

For the 8.9 million people living in London, which

is 16% of England’s population, the benefits and
challenges of an urban environment can interact in
complex ways. For residents - and for the additional
2 million commuters, students and visitors who
travel into London on an average day? - the urban
environment can provide many things that keep
people healthy and well. This includes diverse
neighbourhoods and communities and opportunities
for learning, jobs and income. Unsurpassed in its
educational and cultural offer, London is home to
excellent universities, four of which rank in the top 50
in the world3; it is recognised as a global capital for
arts and culture®; and it is the first National Park City
with green spaces covering over 47% of the capital®
with an ambition to make more than half of the
capital green by 2050. However, cities can also be an
unhealthy environment. Noise and air pollution make
some people feel unsafe; and a busy and sometimes
transient place can be stressful and isolating®.

London, like all cities, is dynamic and diverse. One in
four Londoners is aged under 20, and the working
age adult population has grown by 10% over the
last decade, which is five times the rate across the
rest of England (2%)’. We have a growing number of
people over 65, forecast to grow by more than 60%
by 2040 compared to 41% in the rest of England?,
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bringing both new opportunities and challenges for
our communities and services. Our diversity is our
greatest strength. Londoners take pride in being
the most multi-lingual city in the world. Londoners
are proud of London - 81% of Londoners say they
belong to the city, with black, Asian and minority
ethnic Londoners reporting the strongest sense of
connection, and 75% of people say they belong to
their local area.

The economic power of London influences other
economies across the globe. However, the story of
London is also one of stark inequalities. On average,
the poorest 10% of households in London have a
weekly income that is almost ten times lower than
the richest 10% of households, and households in
London's bottom decile are comparably poorer than
other regions in England®. Deprivation still affects
millions of Londoners and has a negative impact

on people’s ability to lead happy and healthy lives.
This must change. If London is to have a bright and
sustainable future all of our residents must thrive.
The power of a city is in its people, and a population’s
greatest asset is its health. We want to increase the
years of life that people live in good health, and
reduce the gap in healthy life expectancy experienced
between the richest and the poorest in our city.

Il health creates barriers for people trying to access
the city’s many opportunities, to see friends, support
their family and feel part of their community. Poor
health can make it difficult or impossible to work,
and means employers lose good people, talent

and creativity. If we do not address the conditions
that lead to poor health or take opportunities for
prevention and early intervention where we can, then
people’s need for support becomes more complex

We have a growing number
of people over 65, forecast to

grow by more than 60% by
2040, compared to 41% in the
rest of England

OUR VISION FOR LONDON 5
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and enduring. Any opportunity missed is someone’s
potential unfulfilled.

Health and social care systems are critical to
maintaining the health of Londoners, but analysis in
2010 suggested that access to healthcare services
may account for as little as 10% of a population’s
health'. We cannot just rely on treating people when
they become ill. We know that many of our day to day
behaviours - such as what we eat and how physically
active we are - are important in maintaining our
health and wellbeing. These factors are strongly
influenced by our physical and social environment,
and we know that the health burden of harms like
poor diet, tobacco and alcohol fall disproportionately
on the most disadvantaged in our communities. Adult
Londoners who are employed in routine and manual
jobs, and those who have never worked or are long-
term unemployed, are more likely to smoke than

the national average. Furthermore, alcohol related
hospital admissions for Londoners are higher in the
most deprived areas.

We also need a shift in emphasis and resources
towards understanding and preventing the root
causes of ill-health and tackling health inequalities.
This means thinking about the places where people
are born, live, work and age; how we value diversity
and difference in our communities; and the roles
that friends, families and communities play. The city
as a human-made environment provides a unique
opportunity to shape our own future by designing
and building places that work for people, supporting
good health in a sustainable way. The physical
environment - our high streets, our ways of getting
around, our homes and institutions and the services
they provide - should enable all Londoners to thrive
throughout their lives.

Like many cities, London has a directly elected Mayor,
with a range of powers that allow him to play a key
role in shaping the health of the city. The Mayor’s
Health Inequalities Strategy says that no Londoner’s
health should suffer because of who they are or
where they live. To support that ambition the Mayor
has chosen to put health and wellbeing at heart of
wider policy making. This includes Transport for
London’s (TfL's) Healthy Streets Framework, the
London Plan, the implementation and expansion of
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the Ultra Low Emission Zone (ULEZ), and banning
unhealthy advertising across the TfL estate. Similarly,
while every borough has its own priorities based on
the vision of its elected councillors, developed with
communities and businesses, and fulfilling its legal
duties, London Councils’ Pledges to Londoners set out
commitments on pan-London priorities that address
important determinants of health across the city.

1.2 We have made progress, but
significant and complex challenges remain

The Global Burden of Disease analysis gives us a rich
understanding of the causes of disability and death

in London. Progress has been made in reducing

risks associated with tobacco, diet, blood pressure
and cholesterol, and there is evidence of improved
life expectancy and infant mortality in London. Life
expectancy here has improved more than the rest of
the country. For males, it has risen from 76.0 years

in 2001-03 to 80.5 in 2015-17, whereas for females it
has increased from 80.8 to 84.3 years over the same
period. Infant mortality has decreased by more than a
third"'. However, this masks significant and persistent
inequalities. There are signs that this progress is
beginning to stall in some London boroughs and,
despite progress, London lags behind other parts of
the country on key public health outcomes, including
child obesity and homelessness.

There are significant and sometimes widening health
inequalities in London. The cumulative effect of
different forms of deprivation is a substantial cause
of this, as detailed in the Mayor's Health Inequalities
Strategy. This leads to far shorter lives, lived in far
poorer health, often with multiple and complex
co-morbidities and long-term conditions emerging
over a person’s life. For example, Londoners in the
poorest 10% are likely to have lives that are 4.9 years
(women) and 9.3 years (men) shorter than those in
the richest 10%'2.
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Figure 1: Top 10 causes of disability-adjusted life years in London in 2017 and % change 2007-2017, all ages™

2007 Ranking

Tobacco

Dietary risks

High blood pressure

High body-mass index (obesity)

High fasting plasma glucose (blood sugar)

Alcohol use

High LDL (cholesterol)

Occupational risks

Air pollution

Drug use

. Metabolic risks

Between now and 2035 London will see increases

of over 10% in the number of adults with diabetes,
impaired mobility, hearing impairments, and personal
care needs, compared with 3% or less across England
overall. The prevalence of childhood obesity has
remained persistently high in London, with 38%

of children in year 6 being overweight or obese.

Obese children are much more likely to stay obese

into adulthood and have poorer health, with the
considerable impacts of this epidemic for the individuals
themselves, their families, the health and care system
and the wider economy. Obesity currently costs the NHS
£6.1 billion per year nationally, and wider societal costs
are estimated to total £27 billion per year.

Funding pressures faced by local government are
significant. London Councils estimates that London
boroughs have experienced a reduction in core funding
of over £4 billion in real terms since 2010 (a reduction
of around 63%). This includes an estimated like-for-like
cut in public health spending of more than five percent;
it means that children’s services in London faced a
shortfall of £100 million in 2018/19, and by 2025 London
will have an adult social care funding gap in the region

. Environmental / occupational risks

% change

2017 Ranking 2007-2017
Tobacco -15.7%
High body-mass index (obesity) 8.8%
Dietary risks -7.8%

High fasting plasma glucose (blood sugar)  19.6%

High blood pressure -17.0%
Alcohol use 0.8%
Occupational risks 3.8%
High LDL (cholesterol) -18.5%
Drug use 5.8%
Air pollution -9.5%

. Behavioural risks

of over half a billion pounds (£540 million)'#'>. This
current shortfall in funding for children’s and adult's
social services will inevitably impact on the NHS if not
addressed. The number of working age adults with
social care needs is expected to rise disproportionately
in London compared with England over the next few
years. We need to work together in London, and with
national teams, to determine how to ensure sustainable
resourcing now and for future generations.

Effective action needs to be taken to secure the
progress we have made for all Londoners, and to avoid
escalating costs and demand that would place an
unsustainable burden on local health and care services.

1.3 Transforming the health of
Londoners is complex and requires a
partnership approach

The combination of challenges described above is
not unique to London. It is being faced in most major
global cities. The World Health Organisation (WHO)

OUR VISION FOR LONDON 7
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says that communities, employers and industries are
increasingly expecting coordinated government action
to tackle the determinants of health and wellbeing, and
to avoid duplication and fragmentation’®. In response
to the 2014 Better Health for London report (BHfL),

the NHS in London, Public Health England, Health
Education England, London Councils (representing
London’s boroughs), local borough partnerships, and
the Mayor of London collaborated to pursue shared
aspirations for London.

Our partnership is underpinned by a recognition that
no single organisation alone can effectively address
the opportunities and challenges we face. Shared
action makes us greater than the sum of our parts.
Our partnership has formed to address priority issues
that require pan-London solutions, and to support
pan-London actions that enable more effective and
joined up working at the level of the neighbourhood,
the borough and the sub-regional system. We also
work together to make the most of the very direct
social, economic and environmental roles we each
play as major anchor organisations in London.

In a complex and adaptive system like London, it

has been challenging to deliver improvements in all
areas, and to deliver change at scale. There are good
examples, such as the Great Weight Debate and

Thrive LDN, where citizens have been engaged and
encouraged to share their views on health priorities and
the action to be taken. The review of Better Health for
London demonstrated that through partnership working
at all levels of the system progress has been made:

+ The proportion of children who are school ready
at age five has improved significantly, but progress
on childhood obesity has been much more
challenging to achieve

Our partnership is
underpinned by a recognition
that no single organisation

alone can effectively
address the opportunities
and challenges we face

Board Meeting (in public) 17th October 2019-17/10/19

The under 75 mortality rates for cardiovascular
disease and cancer have declined and remained
stable for respiratory disease

Initiatives such as Stop Smoking London have been
launched to support Londoners. Smoking rates
have fallen to 13.9% in London (2018)

London wide initiatives such as the Healthy
Workplace Charter have helped to support
prevention efforts, and three million working days
have been gained through a reduction in sickness
absence since the BHfL baseline (2012)

A wide range of programme activity has occurred
in relation to Londoners’ mental health, from
raising awareness and reducing stigma, through
to early intervention and improving crisis care.
However, there is more to do to address the
mental health and emotional wellbeing of children
and young people

We have delivered programmes which empower
Londoners to take care of themselves, including
Good Thinking and Sexual Health London. Recent
efforts have also focused on expanding social
prescribing to tackle health inequalities and
increase the proportion of Londoners who feel
supported to manage their long term conditions

Digitalhealth.London has linked digital health
innovators with health and care organisations,
and the OnelLondon collaborative was established
to help develop a Local Health and Care Record
Exemplar (LHCRE) programme. We are building

a system where people can create and access
health and care information about themselves,
and where teams of registered professionals can
access accurate information, drawn from all of the
relevant care providers, to provide safe, effective
and efficient care. The OneLondon programme is
recognised as one of the first five exemplar sites in
the country

London was the first region nationally to offer
extended General Practitioner (GP) access in all

of its local areas: 8am - 8pm GP access is now
available in every London borough. Further work
needs to focus on ensuring the quality of core GP
services, reducing variation, and improving the
primary care estate so that it is able to support
London’s emerging Primary Care Networks to
deliver a wider range of community based services
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Figure 2: Summary of achievements and persistent challenges in delivering the Better Health for
London (BHfL) aspirations

Achievements against the BHfL aspirations
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10% increase of London'’s children
achieving a good level of development by
the end of reception. This means that over
13,000 more children are school ready

by age five

Smoking prevalence in London adults has
seen a 3.3 percentage point reduction
since 2014 (17.2% in 2014 to 13.9% in
2018). This is equivalent to 124,000

fewer smokers

The working days lost in London due to
sickness absence has decreased by 3
million days

Extended 8am-8pm GP access is available
in all London boroughs, resulting in an
additional 100,000 appointments being
available each month

The mortality rate for causes considered
preventable has declined in London, and at
a slightly greater rate than nationally

60% of Londoners feel that health related
services engage Londoners in
service design

Persistent challenges in delivering
BHfL aspirations

The proportion of children who are obese
in Year 6 has increased by 2% since 2014,
and the overall proportion of children who
are overweight or obese has now

reached 38%

.

The proportion of adults who are physically
active in London is 65%, which is a lower
thanin 2015/16

B

The mortality among adults with
severe and enduring mental illness in
London is significantly higher than the
national average

0

74.5% of Londoners are satisfied with their
GP's opening hours, which is lower than
the national average

®

There is a 10% gap in mortality following

emergency admission to hospital between

those admitted on a weekday and those 'O
admitted at weekends

The proportion of Londoners who
feel supported to manage their long term
condition is 59%. London’s ambition to be

in the top quartile nationally has not
been met

3

Public Health England (2018) Better Health for London: Review of Progress

To help guide the next stage of our work together we

are setting out a refreshed, shared Vision for London.

This is underpinned by our respective and collective
responsibilities to make a difference to the health of
Londoners, the health and care services in London,
and to the way we collaborate. The document is
focused on actions that need partnership and
coordination at a regional level. It is not intended to
cover every aspect of health improvement in London,
or to act as a description of all actions that are taking
place locally. We are publishing the document to
enable discussion and engagement about how we

accelerate health improvement, but the document is
not itself a population health plan.

Our Vision for London is the start of an important
conversation about the way our partnership can
make the greatest improvements to the health of
Londoners and make London the world's healthiest
global city. It provides purpose, a sense of urgency
and direction, but it cannot yet provide all of the
answers. In the next section we set out the approach
to further strengthen and deepen our collaboration
to improve the health of Londoners.

OUR VISION FOR LONDON
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2 Our approach will focus on people, places and the
emergence of population health systems

In the last section we set out our ambition for London
to become the healthiest global city, highlighting the
need for a partnership approach to make the most
of London'’s array of assets and tackle inequalities to
improve the lives of all Londoners.

In this section we outline the approach we will take

as a partnership to deliver progress towards our
ambition. The section introduces the concepts that

will frame, guide and focus our actions together, and it
describes some of the principles, processes and people
that have been involved in establishing the actions

we now plan to take. These ideas and actions will be
explored in more detail in the rest of the document.

We want to make London a place where everyone
can thrive, and people feel able to improve or
manage their health in the context of other aspects
of their lives. We know that Londoners do not expect
this to be done to them but want to be involved

in the improvement of their health, services and
communities. Traditionally under represented
groups must be given the opportunities to voice their
views and be heard. Such targeted engagement was
conducted by Thrive LDN, which highlighted that
people want the following things'”:

10

Help us as
residents to take on different
roles from supporters of initiatives, to health
champions and promoters of change

Support us to work in our communities to engage people at risk of
isolation and to build intergenerational and inter-cultural relationships

Inform us about existing initiatives and help us to learn from others

Adopt a more holistic and positive approach to mental health,
tackling the stresses that cause people to get ill - like poverty and
violence - as well as the symptoms

AL
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2.1 We will work with Londoners to
develop more holistic support throughout
a person'’s life

As core values underpinning our approach, our
partnership will continue to work in ways which are:

+ Citizen-focused - focusing on what is important to
Londoners not our organisations

+ Collaborative - we will work together across
organisational boundaries, listening to different
partners’ perspectives, skills and experience

+ Co-produced - Londoners know their lives best.

We will work with citizens to design improved
interventions

+ Evidence-based - we will collect, and be informed

by, evidence at all stages of intervention whether
design or deployment

+ Open - itisin everyone's interests if we are
transparent about what has and hasn’t worked.
This will help other professionals learn from
each other, preventing duplication and hopefully
improving outcomes

Our approach will focus on the support people need throughout their lives. We want all Londoners to:

Start well

London is very diverse, and Londoners have a wide
range of health needs. Some people may have
infrequent or episodic need, whereas other people
live with multiple risk factors and health conditions
requiring ongoing support and sometimes specialist
services. We know that risk factors and disease are
linked to the inequalities present in the city, and that
too often the ‘inverse care law' is evident, meaning that
people who live in more deprived areas have fewer
health resources available to them'. Supporting all
Londoners to start well, live well and age well requires
commitment to address these various needs and
situations. Therefore, we must think about our life
stages in the context of the neighbourhoods we live
in, the services we rely upon, and the communities we
are part of. This means we need to work together to
ensure London as a global city that:

Live well

Age well

+ Nurtures the people, places and partnerships that
support wellbeing and health

+ Fosters and develops integrated community-
based services that are accessible, proactive and
coordinated

+ Supports and sustains high quality specialist
services and networks that are available to people
with acute and complex needs

Figure 3 illustrates the framework to combine a
life-course approach with a commitment to local
asset-based local approaches, integration of
community-based services, and the maintenance

of high quality specialist services. The framework
illustrates the scope of approaches we could be taking
and highlights the foundations needed to enable
better health and better health and care services.
These are explored further in the sections below.

OUR VISION FOR LONDON 11
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Figure 3: Providing support across the whole life-course
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partnerships to support
wellbeing and self-care
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Schools and health and care
services work together to provide
a seamless service and give
families and children tools to

Our environment, schools and
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children and families

Children and young people have
access to high quality specialist
care, with safe and supported
transitions to adult services

Start well manage their own health
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. surrounding mental health specialist care services
Live well J P
Londoners are supported to As people grow older they are Hospital care is consistent, of high
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Digitally connecting
London'’s health and
care providers
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London’s workforce

Transforming
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social and physical capital. The integration of these
assets can generate health at different population
levels, from the individual and their immediate
community, to local neighbourhoods and up to the
whole London population.

2.2 We will focus on people, places
and integration to improve health for
all local populations

As the engagement from Thrive LDN shows, Londoners
want to be involved in developing improvements to
their care. An assets based approach to population
health improvement recognises and builds on the
combination of human, social and physical capital that
exists within communities. An assets based approach
can complement traditional public service models

and enhance a person’s health despite systemic
inequalities'. London is a unique city made up of
communities with a varied abundance of human,

To do this we need to think beyond the constraints of
how services are currently funded and organised, so
that the various needs of Londoners shape the way
we collaborate across our public services and in our
communities. We have a shared belief that we need

a radical shift towards more holistic and integrated
working. At the most limited this means much closer
integration between health and care services, and at
its more expansive this means much stronger joint

12
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working between local authority services, the local
NHS and civil society so that the full range of assets
in communities can positively impact wellbeing and
health. Through a more deeply connected way of
working we can more effectively tackle the things
that have the greatest influence on our health and
wellbeing, including housing, education, transport,
leisure services and employment, as well as the
delivery of health and care services.

There is no “one size fits all” solution, but we should
work together using common approaches to deliver
consistently high standards of health and care across
the capital. Different areas will move at different
speeds, depending on local circumstances, but we will
all be moving in the same direction. And, although
integration in local services happens at the local level,
collaboration is needed at all population levels to
make it the norm across London. There are things
that are easier for local partnerships to achieve if
action is coordinated with other areas facing similar
challenges, and there are some things that only
regional bodies can do to create the conditions for
successful local integration. Without actively creating
the conditions for joint working at local level we risk
making it harder for places to establish a population
health approach.

Our partnership needs to unlock opportunities for
better population health, working at the level of the
neighbourhood, the borough, the sub-regional system
and the pan-London level. But this will not be easy.
London has some significant barriers to overcome

if we are to make systematic improvements. These
include key workforce shortages, major financial
issues in some of our health providers, continued
budget pressures faced by local authorities and a
historic divide between health and care underpinned
by legislation that can make joint working difficult.
However, together we have a real commitment to
transform the way partners collaborate so that London
is a healthier place to live and to receive care. We want
to build on the progress already achieved in many of
our boroughs and support all Londoners to benefit
from this type of joint working. Section 3.1 outlines in
greater detail what we are planning to do, and section
4.1 illustrates how we will take action to support this
type of working across all areas of London.

Professional expert panels

have developed evidence
compendiums bringing
together data analysis,
research and case studies
from other global cities to
support each priority

2.3 We will focus on ten specific issues as
priorities for citywide partnership action

There are some issues that demand collective

action at a pan-London level to improve health
outcomes, either because they cut across our local
neighbourhood and borough boundaries - for
example with air quality - or because there are
significant scope or scale benefits that emerge from
acting collectively. Within our partnership we have
identified ten areas of focus for pan-London action,
having sought advice and evidence from more than
three hundred experts. While these ten areas are not
the only things that we will work on together, they do
represent a focus for collective action. This is because
we think that these are the issues that Londoners
care about, and where members of the partnership
have shared priorities, local and regional levers for
change, a history or willingness for collaboration, and
a real opportunity to make a difference.

Throughout the process, we have drawn from the
experience and expertise of London’s directors of
children’s services, directors of adult services, directors
of public health, alongside clinical leaders from across
the capital. Expert panels, drawn from the NHS, local
government and community organisations, have
developed evidence compendiums bringing together
data analysis, research and case studies from other
global cities to support each priority. Section 4.2
explores these issues in more detail, highlighting
some of the impressive work already happening, and
indicating specific actions that we will take next to
make further progress.
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Figure 4: [dentifying areas to prioritise for citywide action
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6. Reduce the prevalence and impact of violence
7. Improve the health of homeless people

8. Improve services and prevention for Human
Immunodeficiency Virus (HIV) and other Sexually
Transmitted Infections (STIs)

9. Support Londoners with dementia to live well

10. Improve care and support at the end of life

To note: these pan-London actions will sit alongside and are complementary to action at the
level of the neighbourhood, the borough and the sub-regional system.

The principles and approaches outlined in this

section are explored in more detail in the subsequent

sections. Because these are broad principles that
frame the actions across our partnership, these
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approaches are shared by London’s five Sustainability
and Transformation Partnerships, and they inform
the population health plans that are being developed
in each of those areas.
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3 Our next steps to make joint working and integration a

reality in London

This section explores in more detail our vision for
the development of place-based, preventative and
joined up approaches to health and care. As well as
working at a pan-London level, a key part of this is
the development of Integrated Care Systems (ICSs)
in each of our five Sustainability and Transformation
Partnership areas: North West, North Central,

North East, South East and South West. London has
organised health and care service development on

a sub-regional basis for many years and these five
sub-regional systems reflect the way that Londoners
use the major hospitals and the city's radial
transport networks. The move to ICSs will see NHS
organisations increasingly working in partnership
with local councils and others to take collective
responsibility for the health of the populations they

serve rather than focusing only on the treatment
and care they deliver. Our ambition is to see these
arrangements fully established across London, with
ICSs having in place inter-connected decision making
and service provision at three important levels:
neighbourhoods, boroughs and the sub-regional
systems. This is illustrated in Figure 5, and we think
this approach will help services to be planned in

a more coordinated and integrated way to meet
population needs, with joined up primary, community
and social care acting as a foundation.

The section then explores the ten areas of focus for
citywide action, setting out the proposed measures
that we will track and improve.

Figure 5: lllustrating joint working and integration at different levels of our system

Place / borough
250,000-300,000
population

Sub-regional
system STP/
ICS covering
1.3m-2.1m
population

Neighbourhoods
30,000-50,000 000 000
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000 000

* 203 Primary Care
Networks with expanded

(X X ) neighbourhood teams

00 Integration of community-
based care services

L X X J

Joint working across NHS
and London boroughs
Focus on population health
and inequalities

+ Providers collaborating to
coordinate services

A single clinical
commissioning group
for each STP, with a
partnership board

Collaboration between
acute care providers

Delegation of specialised
budgets and provision

London regional
8.9m population

Action on pan-London
issues overseen by the
London Health Board

Creating the conditions
for local integration and
local autonomy with
revised process of
oversight and assurance
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3.1 Accelerating integrated working to
deliver a new approach to population
health improvement

3.1.1 Supporting joint working and integration
in neighbourhoods

In London, the building blocks of integrated care will
be the boroughs and the neighbourhoods within
them. We want to improve the collaboration between
staff working for different organisations, and with
voluntary and community services (VCS) partners, to
ensure people receive coordinated support in the best
setting for them, which is often in the community. This
will involve a variety of community based services,
such as social prescribing, debt and housing support,
smoking cessation, education and local authority
community services. This is particularly important for
people who have a range of complex health and care
needs and for whom access to local community assets
and civil society networks may be limited.

To support this integration, each neighbourhood will
be served by a Primary Care Network (PCN). There

are more than 7,000 GPs working in London, across
1,200 GP practices. PCNs are new collaborations that
are built around groups of general practices working
together with a range of other local services, including
pharmacies, social care and the community and
voluntary sector. PCNs will be supported to offer more
personalised and coordinated health and care to their
local populations, including the more systematic use
of social prescribing. By working together, GP practices
will find it easier to continue to offer extended hours,
which in London has created more than 100,000

extra appointments each month. And there will be
more options for residents who need support but

do not necessarily need to see a GP by employing

There are more than 7,000

GPs working in London,
across 1,200 GP practices

16

Primary Care Networks will
typically serve populations

of at least 30,000 but
more often closer to
50,000. They will be small
enough to be local, but
large enough to support
integrated multi-disciplinary
teams of professionals

other professionals such as clinical pharmacists and
nurse practitioners. Londoners will be able to access
diagnostic services such as ultrasounds closer to
home, and as health information is joined up across
multi-disciplinary health and care teams, people with
complex needs will receive a more proactive and
coordinated help without having to repeat their story
to lots of different professionals.

PCNs will typically serve populations of at least
30,000 but more often closer to 50,000 so they

will be small enough to be local, but large enough

to support integrated multi-disciplinary teams

of professionals. At present, there are plans for

203 PCNs to be established in London. Through
additional funding allocated in the NHS Long Term
Plan, the NHS will invest an additional £400 million in
primary care in London over the next five years. Each
PCN will have a Clinical Director who will ultimately
join the broader leadership team for borough level
health and care partnerships.

Establishing more collaborative ways of working is
key to ensuring that we can restore joy in general
practice, offer more to Londoners by broadening

the skills and roles in our workforce, reduce the
isolation of professionals and practices, and make
more intelligent use of technology and information to
provide a joined up health and care system.
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3.1.2 Supporting joint working and integration in
boroughs

At borough level our collective ambition is that
providers of care services come together in integrated
care partnerships to join up care and remove

the historic barriers between care settings and
organisations. Our intention is that integrated care
partnerships include providers from primary care,
community care, mental health, social care and the
voluntary sector. Some of our boroughs already
have these partnerships in place and will seek to
formalise them through contractual arrangements,
using mechanisms such as alliance contracts or
Section 75 agreements. Others will create less formal
partnerships, underpinned by a Memorandum of
Understanding, with a clear commitment to work
together to improve population health. In time (and
subject to legislation), some of our providers may
wish to join together as Integrated Care Trusts.

In South East London, Local Care Partnerships

(LCPs) have been set up in each borough, including
‘One Bromley’ and ‘Lambeth Together'. Each LCP

has representation from acute, community, mental
health, social and primary care professions, as well as
the voluntary sector. Lambeth Together has enabled
provider collaboration such as the Lambeth Living
Well Collaboration, which supports multi-agency
working on mental health across the borough.

At borough level our
collective ambition is
that providers of care
services come together
in integrated care

partnerships to join up
care and remove the historic
barriers between care
settings and organisations

In North East London, Tower Hamlets Together’

is a partnership of health and care organisations
where the council and CCG have established a Joint
Commissioning Executive with pooled budget and
there is a provider alliance arrangement for delivery of
community services that involves social services, GPs,
acute trusts and the community and voluntary sector.

In South West London the ‘One Croydon’ alliance
operates a partnership between the local NHS,
Croydon Council and Age UK Croydon. Providers
work together in confidential multi-agency huddles
between GPs, social workers, pharmacists and other
healthcare professionals, to discuss care plans for
over 65s and to determine the most appropriate
interventions. As a result, Croydon has seen
unplanned admissions for the over-65 group fall by
15% against a rising trend.

These examples illustrate the work across London

to explore models of health and care integration.

We expect a limited number of models to emerge
across London that are then tailored to suit local
circumstances, ensuring that we have a clear and
transparent way of working together whilst making
sure arrangements make sense for local stakeholders.

We will continue to support these local approaches,
with an expectation that health and social care
budgets can be more aligned or blended, where
councils and CCGs agree this makes sense. Learning
from examples across London, and the rest of the
country, there are four major models that have
been shown to work individually or in combination.
Our ambition is for local partners in all of London'’s
boroughs to consider and establish:

+ Voluntary budget pooling between a council and
CCG for some or all of their responsibilities

+ Individual service user budget pooling through
personal health and social care budgets

+ Oversight of a pooled budget and a joint-
commissioning team for all adult health and
care services, by the NHS and at the request of
the local authority

+ The joint-appointment at the borough level of
a Strategic Director for local health and care
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commissioning budgets, accountable to the Council
chief executive and the ICS Accountable Officer
(e.g. the Lambeth model)

+ Integrated leadership models across providers
and commissioners, learning from the model in
Croydon - of joint-appointments across the CCG
and acute provider - and from the Salford and
City of Manchester models where council
staff are directly deployed within the Local
Care Organisations

In addition, the leadership in each borough, at the
political and executive level, will have a central role
in the strategic direction of health and care services
and will be engaged in decision-making at all key
points. This will mean health and care partners
setting specific priorities together regarding health
inequalities and population health.

3.1.3 Supporting joint working and integration
within sub-regional systems

London has some of the best academic health science
centres, and the greatest concentration of specialised
services, in the world. There are 36 provider trusts

in London, with 19 acute hospitals, 10 mental

health trusts, 6 community trusts and the London
Ambulance Service. These organisations already
operate to provide vital local services, and many of
them provide more specialist services at sub-regional
level, such as major trauma and stroke services.
These services are necessarily planned across larger
geographical areas, and ICSs will have a responsibility
to work out how services are best arranged to meet
the needs of the wider population being served.

All trusts will be expected to collaborate to support
innovation, productivity, specialisation and
consolidation. This will be important to ensure

18
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There are 36 provider

trusts in London, with
19 acute hospitals,

10 mental health
trusts, six community
trusts and the London
Ambulance Service

continuous improvement and the reduction of
unwarranted clinical variation; to deliver the highest
safety, experience and effectiveness of treatment;
and to safeguard the resources needed to sustain
such services now and for future generations. We
have seen important examples of clinical service
consolidation in London, for example through

the reconfiguration of stroke services and the
creation of a single South West London Elective
Orthopaedic Centre (SWLEOC). As a result of the
changes to London’s stroke services there have

been significantly fewer deaths and shorter hospital
stays?°. And for SWLEOG, in place of four separate
units that individually were struggling to meet patient
expectations around access, the development
established the largest hip and knee replacement
centre in the United Kingdom (UK), performing

5200 procedures every year with comparably high
performance on access and length of stay?'. Similar
consolidation has been undertaken in clinical support
services, such as pathology, and there are trusts that
have progressed significant collaborations around
corporate support services, such as payroll, human
resources and information technology services.
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Figure 6: lllustrating joint working and collaboration between providers of services
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Provider system able to be commissioned and funded on a population health basis

Proposals to make significant changes to clinical
services will take into account the Mayor’s ‘six

tests'’. These tests will ensure that system leaders
have: considered the impact of changes on health
inequalities; demonstrated that bed numbers are
credible and take into account demographic change;
identified sufficient capital and revenue funding; taken
into account the financial impacts of new pathways on
social care services; demonstrated widespread clinical
support; and demonstrated widespread, ongoing and
iterative public engagement?.

In addition, some population health system
management functions can also be better organised
on a bigger scale, for example by removing
duplication, streamlining activities and developing
more sophisticated approaches to data, service
planning and system intelligence. This has the
potential to support more effective management

of clinical and financial risk; and to streamline
processes so that teams can free up time to

focus on the core job of improving services for

Londoners, and free up resources for reinvestment

in frontline care. To realise these benefits the NHS
commissioning landscape will need to change, with
CCGs consolidating to cover a larger geographical
area. By April 2021, we expect that a single CCG

will be established for each of the five sub-regional
integrated care systems. Within this, delegation
models to borough partnerships are being developed.
Our ambition is to delegate to place wherever this
benefits local people, service users and carers, and
where it will best deliver neighbourhood and borough
priorities whilst satisfying residents’ entitlements
through the NHS Constitution and Mandate. The
consolidated CCGs will also be able to take strategic
commissioning decisions for services best delivered
across a multi-borough area such as acute and
specialist provision.

Each sub-regional integrated care system will form
an ICS partnership board. This will be where key
stakeholders come together and take decisions

on improving the health and care for the local
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population. These boards will need to determine
collective priorities, drive transformation, support
improvement, and take action to reduce health
inequalities. As such, they will be empowered to make
decisions on investments such as capital and re-
investment of savings made from integration across
the system. The partnership board will together
manage system financial risk so that the system
operates within in its overall funding allocation. We
also expect sub-regional system partners to agree
how functions such as back office services, digital
infrastructure, workforce and business intelligence
are best managed across the wider system, with the
intention to reduce duplicative overhead costs so that
they can be committed to fund frontline health and
care services.

3.1.4 Supporting joint working and integration
through citywide partnership

At a regional level, there is a clear commitment

to work closely across our partnership to provide
transformation and improvement support. Success
will rely on forging close working with and between
local partners, supporting the development of
sub-regional ICSs, and enabling providers and
commissioners to take on increased responsibility for
making collaborative decisions for their population.

For regional partners in London, the vision is for as
many activities as possible to be taken by sub-regional
systems and boroughs, rather than the regional office.
For example, NHS London currently commissions
specialised services, but many of these services - such
as inpatient mental health and radiotherapy - are part
of pathways that are already commissioned by CCGs
in London. We want to support the delegation of these
functions so that local commissioners and providers
are able to play a leading role in planning how such
services are delivered.

There are also some big issues that we need to tackle
jointly at a citywide level. Strong collaboration will be
needed to create the right conditions for local joint

20

working, for example by establishing effective and
shared mechanisms for oversight and support. There
are also opportunities to take a more coordinated
leadership and delivery approach for vital enablers of
integration such as: the development of new primary
and community-based estate; the creation of better
data systems to support the availability of joined up
information and the digital transformation of services;
and the coordination of action to attract, train and
retain our vital workforce. In addition, our partnership
has identified areas of focus for citywide action,
including issues such as the reduction of violence, the
reduction of suicides, and the improvement of care
for people who are homeless.

We already have important examples of this type of
citywide collaboration:

* The London HIV Prevention Programme (LHPP) is a
London-wide initiative funded by local authorities
to promote prevention choices for Londoners.

The LHPP works with partners to deliver sexual
health promotion outreach to men who have sex
with men, and a free condom distribution scheme
across more than sixty venues in the capital.
LHPP’'s Do It London campaign has helped to
increase awareness of HIV, safer sexual behaviours
and drive up rates and the frequency of HIV testing

+ Good Thinking is a pan-London initiative - driven
by local government, the NHS and Public Health
England - to provide a digital mental wellbeing
service. It has provided more than 300,000
Londoners with self-care support to tackle sleep,
anxiety, stress and depression. This powerfully
demonstrates multi-agency collaboration to meet
local need, innovation to use new channels to
reach people we have not traditionally reached,
and an ability to influence the wider national policy
agenda through the approach taken to the Every
Mind Matters campaign

Through the London Health Board, elected leaders,
health and care leads, and public health experts will
continue to work together to drive improvement

in health outcomes, health inequalities and health
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services. The Board has a key role in facilitating
partnership working between NHS bodies and local
authorities, and it can identify and help address new
opportunities and challenges as and when they arise.

3.2 Continuing to make progress in
addressing ten issues requiring specific
Citywide action

Important and innovative work is happening across
London to make our city a healthier global city.

But more needs to be done, and this Vision is the
beginning of a conversation to refine and focus the
key actions that we now need to take as a partnership
to move us closer to London becoming the healthiest
global city.

London is learning from the approach of other global
cities on how to measure and track improvements

in the health of its citizens, and changes in the
inequalities within the city. For example, Take Care
New York 2020 is New York City's blueprint for
improving the health and lives of its citizens®. The
City's Health Department, in collaboration with
various partners, has created top priorities for each
of its communities. Progress against these goals is
reviewed annually.

The table below summarises some of the proposed
measures that we want to track and improve for
Londoners, taking citywide action. More granular
and specific detail on each of these issues provided
in Section 2.

Table 1: Outcomes that we will track to determine the difference we are making for Londoners

Area of focus

Overall population .
health improvement

Reduce childhood
obesity

The outcomes we think we should track
Average healthy life expectancy for London

+ The slope index of inequality (SII)

Reception: Prevalence of overweight including obesity

+ Reception: Prevalence of severe obesity

Year 6: Prevalence of overweight

Improve the emotional
wellbeing of children
and young Londoners

Improve mental health
and progress towards
zero suicides

Year 6: Prevalence of obesity (including severe obesity)

Reception: Inequality in the prevalence of obesity (including severe obesity)
Proportion of five year olds free from dental decay

School readiness: the percentage of children achieving a good level of
development at the end of reception

Number of schools with Healthy Schools London awards

Number of early years settings with Healthy Early Years awards

NHS Children and Young People Mental Health access

Suicide: age-standardised rate per 100,000 population (three year average)

Adults in contact with secondary mental health services who live in stable and
appropriate accommodation

Referrals Moving to Recovery for the Improving Access to Psychological
Therapies pathway

Rates of detention under the Mental Health Act
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Area of focus

Improve air quality

Improve tobacco
control and reduce
smoking

Reduce the prevalence
and impact of violence

Improve the health of
homeless people

Improve services and
prevention for HIV and
other STls

Support Londoners
with dementia to live
well

Improve care and
support at the end
of life

The outcomes we think we should track

Percentage of London roads compliant with EU limit levels for Nitrogen Dioxide
(NO2)

Meeting World Health Organisation (WHO) limits for PM2.5 concentrations by 2030
Hospital admissions for asthma (under 19 years)

Percentage of Londoners who report doing 20 minutes of walking or cycling on
the previous day

Smoking prevalence

The difference in smoking rates of London vs national

Smoking rates in pregnancy at the time of delivery

Smoking rates among people working in routine and manual occupations

Smoking rates in people with a serious mental illness

Violent crime (including sexual violence)

Hospital admissions for violence

Number of people sleeping rough on the street
Statutory homelessness rate (per 1,000 households)

Deaths of homeless people (experimental statistics)

HIV testing coverage

HIV late diagnosis proportion

New HIV diagnosis rate /100,000 (15 year old plus)
Syphilis diagnostic rate /100,000

New STI diagnoses (excl. chlamydia aged <25) /100,000
Gonorrhoea diagnostic rate /100,000

Dementia: Recorded prevalence (aged 65 years and over)

Deaths in usual place of residence: People with dementia (aged 65 years and over)
Dementia: Residential care and nursing home bed capacity (aged 65 years and over)
Place of death - hospital: People with dementia (aged 65 years and over)
Percentage of deaths that occur in hospital (all ages)

Percentage of people who have died that have a Coordinate My Care record

Percentage of population on palliative care register

We will continue to explore whether there are other
outcomes measures, designed by Londoners, which
could be used to track progress to see whether our
commitments are making a difference.
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4 Our more detailed plans for action

The previous sections of this Vision have described how
we intend to shift our approach to health and wellbeing
for London so that it is more asset-based, proactive,

and preventative. Delivering this change requires a

shift towards more integrated working across the NHS
and local government at neighbourhood, borough and
system level. As described in the framework in Figure

3, such a shift requires action on the things that enable
new ways of working, covering workforce, the estate, the
digital infrastructure and system leadership. This section
of the document looks in more detail at the actions

we plan to undertake to address these issues. It then
explores in turn the ten areas of focus for pan-London
action to highlight the granular and specific actions that
are already in progress, and our plans to go further.
These pan-London actions complement, and will sit
alongside, actions at the level of the neighbourhood, the
borough and the sub-regional system.

4.1 Accelerating integrated working to
deliver a new approach to population
health improvement

There is strong agreement that widespread
transformation in complex systems requires
substantial leadership, local relationships, and local
design to improve services on the ground. These are
things that cannot be simply described and dictated
at a regional level. However, as a regional partnership
we also think that local action is more likely to happen
if we take shared responsibility for creating the

right conditions for collaboration and integration to
happen. This enabling action needs to be felt within
neighbourhoods, boroughs and sub-regional systems.

4.1.1 Creating the conditions for improvement:
taking action to attract, train and retain the
workforce that we need to transform services

An appropriately skilled and resourced workforce is
key to enable the change in the model of care, and to
ensure that core services are sustainable. We need to
support recruitment and retention of health and care
staff, specifically focussing on shortage occupations.

The London Workforce Board - which is made up

of partners from across health, local government

and employer organisations - is proposing six key
commitments which will be championed by the board
and its member organisations. These priorities will
ultimately be aligned with the NHS People Plan and
the local workforce plans in each of the five London
Sustainability and Transformation Partnerships (STPs).

+ Support the recruitment and retention of
health and care staff in the capital through
the schemes such as CapitalNurse. While there
are more than 51,000 nurses in London, we have
a nursing vacancy rate of 13.5%, which is higher
than the rest of the country. Through CapitalNurse
we have the vision to get nursing right for London;
highlighting the benefits of nursing in the capital,
developing career pathways in collaboration
with our higher education institutions (HEIs); and
creating nurse-friendly employment opportunities.
By 2024 we want to grow London'’s nursing
workforce by more than 8,000, and by 2028 reduce
London's nursing vacancy rate by 5%. This ensures
London has the right number of nurses, with the
right skills, in the right place, working to deliver
excellent care wherever it is needed

+ Mitigate the impact of the cost of living on the
recruitment and retention of health and care
and staff. The cost of living in London impacts on
the recruitment and retention of health and care
staff. For example, 40% of London nurses say that
the cost of housing means they expect to leave the
capital in the next five years?. Our commitment is
to review the impact of the cost of living, specifically
transport and housing, on recruitment and retention
rates, and the options for mitigating this. This will
be followed by a series of cost of living pilots across
London which will be evaluated before support is
provided to roll these out across the capital, and it
complements existing work to support employers to
meet London’s Good Work Standard®

By 2024 we want to grow

London’s nursing workforce
by over 8,000

OUR VISION FOR LONDON 23

Board Meeting (in public) 17th October 2019-17/10/19



Tab 3 Chief Executive's Report to the Board

+ Support the development of a multi-disciplinary
workforce within primary care. Although GP
numbers have increased there is a reduction
in the overall participation rate (the ratio of full
time equivalent numbers to headcount) and the
nursing workforce is an ageing workforce. In
order to create capacity to ensure that patients
get the right care at the right time, it is necessary
to recruit and develop a multi-disciplinary
workforce. The introduction of the new GP
contract includes funding for practices to form
Primary Care Networks (PCNs) and recruit more
health professionals including additional clinical
pharmacists, physician associates, first contact
physiotherapists, community paramedics and
social prescribing link workers. By 2023/24 we want
to grow the general practice clinical workforce by
an additional 3,000 (>30%) health professionals.
Progress will be monitored using the quarterly GP
workforce census

- Build a workforce that is grown from the
ground up in order to create a culture of
integrated health and care that encompasses
the local London communities. Within five years
all London trusts and STPs will have produced and
be delivering a strategy for developing healthcare
professionals in their local community. Strong
and sustainable local employment pathways will
need additional recruitment into social care, with
progression routes both within social care and into
health. Recognising the connection between health
and care progression routes would help develop
a positive pathway, clearer for residents and
supporting both recruitment and retention

By 2023/24 we want to
grow the general practice

clinical workforce by an
additional 3,000 (>30%)
health professionals
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- Commit to employing a workforce that reflects
the city’s diversity and fosters inclusivity of
cultures. The London Workforce Board will support
partners and employers in achieving best practice
in equality and diversity so that the health and care
workforce is reflective of London’s rich diversity.
Opportunities to learn, develop and work in health
and care will be open to all, the experience of
working in health and care will be a positive one and
particular support will be provided to individuals
in underrepresented groups. Progress in achieving
these aims will be monitored using measures
appropriate to the sector, acknowledging the
multitude of employers and employment methods

+ Ensure the health and wellbeing of our
workforce so they can feel valued, and be
happy. Workforce shortages, rising patient
demand, and workplace bullying and harassment
are putting health and care staff under extreme
pressures, which is inevitably affecting patient care
and the mental health of the workforce. We have
a clear duty to care for our workforce. Over the
next three to five years we commit to supporting
organisations and systems to develop staff health
and wellbeing improvement strategies that recruit
and retain a healthy and happy workforce that is
built around a culture of care. We'll continue to
measure this through staff surveys, monitoring
staff sickness and benchmarking the ‘Freedom to
Speak Up’' marker for organisational health

4.1.2 Creating the conditions for improvement:
reimagining the health and care estate and
rethinking how we develop them together

Decent, affordable homes are a key determinant

of health, and our neighbourhoods are places that
shape people’s health and wellbeing. They are places
where people come together to meet, to work, and to
make use of the community assets available to them.
It is here where much of the informal care exists,
which supports most people most of the time. And it
is also where some of our most important health and
care services are located.

39 of 435



Tab 3 Chief Executive's Report to the Board

At the heart of this vision is a shift towards more
integrated local working at the neighbourhood and
borough level. This requires us to reimagine the
primary and community care model, so that the
people, places and processes work together to help
Londoners to stay healthy, to connect with activities
and groups within the community, and to access high
quality clinical services when they need them. This is a
better model for people who use those services, but it
is also a model that makes local care systems a more
rewarding place to work, ensuring that teams have
the facilities, infrastructure and relationships needed
to do the job well.

London has some of the world’s most advanced
facilities, but it also has some of the worst GP and
hospital buildings in Britain. Some primary care
buildings are so dilapidated and inaccessible that they
have been deemed beyond repair: a third of London'’s
primary care infrastructure needs to be replaced. Our
ambition is not only to fix the roof in challenging times,
but to transform the health and care estate, so that

it works more effectively for communities, for service
users and for staff. Overall, we estimate £8 billion of
new investment is required over the next 10 years®.

Reshaping the care model will only happen if we
transform the buildings and infrastructure that
supports it. More of the same is not the answer:

in the future we will need more neighbourhood-
based care hubs, not simply large medical centres.
We need places where professionals can work
together collaboratively, where different public
services can work side by side, and where residents
can make use of the space as an asset in their
community. And because such hubs sit at the

heart of neighbourhoods, these places are not just
about the provision of public services, they can

also be developments that support new residential
spaces, with an emphasis on affordable housing
and key workers. These need to be community-led
developments, rather than centrally specified and
overly prescribed buildings, and local elected leaders
and local government have a central role in shaping
the emergence of this infrastructure, in partnership
with the NHS, so that residents have access to 21st
Century community assets.

Overall, we estimate £8
billion of new investment
is required over the next
10 years

The Greater London Authority (GLA) and local
authorities have a range of powers, capabilities,
experience, local relationships and regeneration plans
that can, in partnership with the NHS, completely
transform our approach to the development of health
and care facilities. Examples of this type of working
are already available, such as in Lewisham, where

the council and CCG have been working alongside

the GLA, the Local Government Association (LGA) and
the Cabinet Office - through the One Public Estates
programme - to develop neighbourhood care hubs

in each of its four neighbourhood areas. This work
was identified as a devolution pilot with the aim of
establishing a Community Based Care model which
emphasises connections across communities and
better integration of health and care services.

Likewise, in Newham, a joint venture has been
established between the council and the local NHS
Trust, with the support of the CCG and primary care
partners, with the aim of creating state-of-the-art
facilities that combine traditional GP surgeries with
advanced medical, community, social care and mental
health support, and reducing journey times for many
service users and patients.

These partnerships are possible, but we have
heard that progress is often very difficult, and that
additional support is needed to make this easier.
We want local partnerships to be able to create
new neighbourhood care hubs. If there was one
in each locality that would require approximately
80 developments across the city, which would be
the most ambitious redevelopment of health and
care infrastructure since the establishment of the
NHS. Over the next five years we would want to
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demonstrate what is possible by working with at
least ten areas. Achieving this will radically upgrade
and transform the way that services work for local
populations, but it will require regional action to
create the conditions within which local partnerships
find it easier to make progress.

To make that happen, the London Estates Board and
the London Estates Delivery Unit will begin work to
explore the range of potential options available to
enable the establishment of local community estates
partnerships. In particular, we will explore how existing
freedoms - such as the transfer of assets from NHS
Property Services, the repurposing of surplus land, and

the ability for local authorities to borrow to invest in
public infrastructure - could be applied to accelerate
the development of new community hub facilities.

We will also explore other practical challenges, such
as streamlining and simplifying the way practices are
reimbursed for their premises. Our intention is then to
include in our investment pipeline the neighbourhood
care hubs to be delivered over the next five years.
Alongside this work we will also establish a task and
finish project to identify the opportunities and barriers
to implementing STP estate plans at a neighbourhood
level, proposing solutions that help develop the local
capability and capacity needed for the transformation
of local services.

Lewisham

» Lewisham Health and Care Partners, are
working with the GLA, LGA and the Cabinet
Office to enable the development of four
Neighbourhood Care Hubs across the borough.
These aim to supplement and not duplicate
other care services, emphasising co-location
or collaboration with other voluntary sector
support services.

+ The hubs aim to be recognised as centres
which do as much to promote health, wellbeing
and self-care as to provide appropriate care for
those with ill-health.

+ Itis envisaged that the Neighbourhood Care
Hubs will house integrated health and care
teams, such as the Neighbourhood Community
Teams and the community mental health
teams; provide touch down space for other
local services, including the voluntary sector;
act as a base for local social enterprises;
support residents with help and advice for
accessing digital services and making choices;
offer bookable space for shared use; and
provide urgent care and GP extended access
services for the community.

Newham:

+ Health and Care Space Newham (HCSN) is a
joint venture partnership between Newham
Council and East London NHS Foundation Trust
(ELFT) to own and build integrated health and
care facilities. It is the first such partnership
between a local authority and an NHS FT in
the country; and it is the delivery vehicle for a
wider strategic partnership that includes NHS
Newham CCG and the GP federation Newham
Health Collaborative. HCSN is a £200m venture,
underpinned by a business case which outlines
the operation of the partnership over the next
60 years.

The vision is to develop state-of-the-art
facilities that combine traditional GP surgeries
with advanced medical, community, social care
and mental health support reducing journey
times for many service users and patients.
The venture will also build new homes to
make working in the area more attractive to
healthcare professionals who already work in
Newham and encourage others to apply for
vacancies. Around 250 affordable homes will
be built as a result of the venture and will be
allocated as a priority to key workers in the
health and care sector.
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4.1.3 Creating the conditions for improvement:
making the most of opportunities created by
digital transformation, while bringing the
public with us

Our aspirations to create 21st Century public services
should not be limited to the development of physical
premises. Healthcare lags other industries in digital
maturity, and enhanced digital capabilities will be
essential if we are to: improve the experience of
care; empower people in managing their own health
and wellbeing; improve the experience of staff by
reducing workload, offering more flexible working
and strengthening teamwork; and deliver high

value healthcare that improves the wellbeing of our
population and reduces health inequalities. To do
this we need to unlock the value of information so
that we can understand what is really happening

for an individual, see and act on patterns across the
population, and keep learning about what works. The
marker of success in this vision is the emergence of a
learning health and care system that uses information
to achieve better and more equitable outcomes for
Londoners, whilst delivering affordability by driving
out duplication and unnecessary costs. Shifting

our approach will require collective action, public
involvement, and a focus on user-centred design.

It will enable more personalised, proactive and
preventative services that are more convenient,
more effective and more intelligent.

Most Londoners believe that information about their
health is already shared between the professionals
responsible for providing their care and are surprised
to know that, at present, we are unable to connect
their records between organisations®. The reality is
that the joining up of information in existing health
and care systems is inconsistent, cumbersome, and
fails to actively support patient care pathways or
clinical workflows. It is still common for information to
be exchanged via post, fax, telephone and email. This
impacts on the quality of care provision - reducing
the efficacy and safety of care, and resulting in a poor
experience for patients and carers.

In the same way that the postal service has developed
a reliable approach to delivering mail to different
addresses by using a system of postcodes, we need a
secure and reliable way to move information between
service users, professionals and organisations. This
will require us to develop digital infrastructure that
enables the exchange of information in a timely

way - just as the Post Office has done for letters

and parcels. However, to provide population level
improvements, improve health and care services, and
develop new or more targeted treatments, simply
joining up information is not enough. We need to be
able to bring together the data from large numbers
of people to provide new insights and understanding.
This means having all of the relevant information in
one place, organised with standard references so
that it is easy to find - a little like a research library.
This information needs to be held securely and only
available to those who have legitimate reason to use
it. It should also maintain people’s privacy by, for
example, making the data anonymous so that it is
impossible to identify whose information it is.

Collectively, we will have to invest significantly in the
technology and organisational change necessary

to allow health and care services to make better

use of powerful emerging techniques made

possible through the revolutions in genomics and
data analytics. Fundamentally, this is an issue of
operational redesign and standards setting, and it
requires ownership by the most senior leadership in
each organisation: it is not an Information Technology
issue. If we get it right, the opportunities promised by
digital transformation are great, and they shape our
aspirations for London.

Healthcare lags
other industries in digital
maturity, and enhanced

digital capabilities will be
essential if we are
to improve
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+ We want Londoners to feel confident about
finding the right support to help themselves, and
to engage in a different type of conversation with
the care professionals who support them. That is
why it is so important to continue to develop and
adopt digital support tools such as Good Thinking
and Coordinate My Care (CMC), both of which are
available for free to all Londoners

+ We want Londoners to feel confident about
accessing services in different ways - not
necessarily requiring people to take time off work,
or travel to their local clinic, but instead having the
choice to have conversations with clinicians over
the phone, online or using video calls

+ We want Londoners to feel confident that when
they receive care their clinical teams have the
right information at the right time to make the
best decision; and that this is collected, stored and
used in a secure way and in a way that safeguards
privacy appropriately. That is why we are building
on existing local programmes, such as the East
London Patient Record (eLPR), to make sure that
all general practices, community services, hospital
services and mental health services in London can
connect together to see relevant information about
a person in their care. This is a core part of the first
phase of the OneLondon LHCRE programme

+ We want Londoners to feel confident that
professionals in different organisations are
supported to share information and to work
together to resolve issues without always having
to refer someone for an additional appointment,
resulting in additional delay and stress for
the patient. New tools, such as the Referral
Assessment Service and the e-Referral Service
Advice and Guidance, are supporting GPs and
hospital doctors to work together to resolve
issues and make sure any referrals to outpatients
are necessary and make best use of everyone’s
time. It is now possible for a GP to describe a
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person’s symptoms and get a response from a
hospital-based specialist within 48 hours. This not
only fosters collaboration and problem-solving
between clinicians, it also reduces some of the
stress and inconvenience for people having to

go to an outpatient appointment. It should also
make a significant contribution to reducing the
number of journeys required for healthcare, with
a reduction in the harmful emissions that such
travel generates

We want Londoners to feel confident that
professionals are using health and care
information intelligently so that they can spot
potential issues and offer early support, rather
than waiting for symptoms to develop and
progress. This will be vital if we are to deliver the
stage shift in cancer diagnosis, so that at least
three-quarters of the Londoners who receive a
cancer diagnosis are diagnosed at an early stage
and treatment can be started earlier. Similar
methods will also be important in providing

more tailored support to reduce the impact of
heart disease, diabetes, kidney disease, stroke
and dementia - which we know drive much of
the ill health people in London experience. The
information revolution means we now have much
more intelligence on which to base targeted offers
of support, and Londoners should feel confident
that we are using this intelligence to provide the
most effective care at the earliest point

We want Londoners to feel confident that local
services are planned and organised in a way that
thinks about user-based design and considers the
real needs of the local population, based on actual
data. And to be confident that we are supporting
research into the causes and treatments of iliness,
participating in the creation of new knowledge

and treatments that will make a big difference to
them, their families, and millions of other people in
London and across the world
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This will only be possible if Londoners understand
why and how their health and care information is
used, trust that it will be used appropriately and

in line with their expectations, and are supportive

of our ambitions. There are a multitude of factors
that have confused debate about uses of health

and care information in the past and the scope

for misunderstanding and cynicism is therefore
understandably high. We must address this risk by
avoiding past mistakes. The most important factor will
be to create a wider understanding and confidence
amongst the public and care professionals. To create
and sustain legitimacy and trustworthiness we must
have a different type of conversation with Londoners
about people’s expectations, and we must ensure

public services operate in line with these expectations.

Steps for further progress:

+ We will continue to develop and integrate digital
support tools so that they are easier to access
and use

+ We will continue to build on previous engagement
with Londoners, using discussion and deliberation
to explore and understand people’s expectations
of the use of health and care information

+ We will continue the journey set out in our
‘Smarter London Together' roadmap to transform
London into the smartest city in the world,
with coordinated efforts to promote MedTech
innovation to improve treatments in the NHS and
social care

+ We will continue to develop the Local Health
and Care Record infrastructure - in line with
public expectations - so that it becomes a more
sophisticated data service platform to support
patients to access their own information, for

clinical services to provide more proactive and
anticipatory care, and to act as a source of
depersonalised information for population health
intelligence and public health research

+ We will explore the future models of funding that
are required to create and sustain digital support
tools, like Good Thinking, CMC, or other personal
health and care records, so that all Londoners are
able to access effective digital support

Our plans are ambitious and challenging, but they are
essential if London is to become the healthiest global
city now, for all, and for future generations. Strategic
leadership will continue to be provided by the Chief
Digital Officer of the Greater London Authority and
the Regional Director of the NHS in London, with
appropriate collaboration and governance to make
sure we make a difference. To guide our efforts our
partnership will develop a Data Strategy and Digital
Declaration for London’s health and care partners.

To create and sustain
legitimacy and
trustworthiness we must
have a different type of

conversation with Londoners
about people’'s expectations,
and we must ensure public
services operate in line
with these expectations
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This will describe how we bring together academic,
public service and technology partners to act
collectively so that we can get the maximum benefit
for Londoners from the assets that we have in the
capital, and will build on the existing progress that
has been made through the Local Health and Care
Record Exemplar, the Digital Innovation Hubs and the
London Office for Technology and Innovation.

Early detection of Acute Kidney
Injury has been cut from hours

to minutes, reducing the cost
of care from £11,772 to £9,761
for a hospital admission

Early detection of Acute Kidney Injury patients by speeding up detection and preventing
missed cases. Clinicians were able to respond to
urgent AKI cases in 14 minutes or less - a process
which, using existing systems, might otherwise
have taken many hours as clinicians would
previously have had to trawl through paper,

pager alerts and multiple desktop systems.

Detection of one of the biggest killers in the
NHS has been cut from hours to minutes at the
Royal Free Hospital in London thanks to the
introduction of a new digital alerting tool which
has been developed by technology experts at
DeepMind Health in collaboration with clinicians

at the Royal Free London NHS Foundation Trust
to help identify patients at risk of acute kidney
injury (AKI).

According to the evaluation led by University
College London, and published in Nature Digital
Medicine, the app improved the quality of care for

This has improved the experience of clinicians
responsible for treating AKI, and reduced the cost
of care to the NHS - from £11,772 to £9,761 for a
hospital admission for a patient with AKI. Clinicians
involved in the evaluation said the new technology
‘has definitely saved people’s lives’, and ‘it must
save at least a couple of hours in a day'.
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4.1.4 Creating the conditions for improvement:
establishing the right type of partnership
working and collective oversight

The opportunities and structures for leaders to
participate in making decisions are undoubtedly
important within any partnership: they determine
the ability for different perspectives to be shared and
understood, for relationships and trust to develop,
and they act as the mechanisms through which
partners can hold themselves and each other to
account for making progress.

As a regional partnership - of the GLA, London
boroughs, and the NHS - our approach to joint
working must respect the different histories, statutory
bases, and lines of democratic accountability inherent
within each member. Whilst recognising these
differences, we need to find effective ways of working
together to transform outcomes for Londoners. At

all levels of the system this includes creating ways

to foster a consideration of ‘health in all policies’, to
engender collaboration in decision-making and to
support shared oversight of joint working, whilst also
enabling clear delivery through executive structures.

At a regional level the leadership of our partnership
is enabled by and through the London Health
Board. It provides strategic direction and oversight
of progress against our collective commitments

by bringing together the most senior accountable
officers for the NHS in London with representative
political and executive leaders from local government,
and the GLA. The board meets in public and is
chaired by the Mayor of London, with the role of
making the most of opportunities for partnership
so that we make London the healthiest global city.
We will explore how to strengthen our partnership
mechanisms for executive leadership, working into
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the London Health Board. This could include a range
of mechanisms, such as more direct involvement

of local government representatives in the NHS
regional executive structures, the inclusion of NHS
representatives within the collaborative structures of
London Councils, and a refresh of the Healthy London
Partnership governance arrangements.

Partner organisations are working to establish
integrated systems leadership at a sub-regional level,
covering each of the five STP footprints, by April
2021. These will each be supported by the creation
of a partnership board (with an independent chair)
and an executive board at the STP-level. These new
arrangements must engender stronger collaboration
between health and social care commissioners, and
with providers, taking into account the democratic
and institutional realities inherent in place-based
leadership. These new structures are expected to
oversee a movement towards place-based budgets in
each borough, and to seek devolution of some NHS
responsibilities from the regional level - such as with
the devolution of responsibility for some specialised
commissioning budgets. As these structures are
established the regional NHS will work with ICS
leaders to co-design system-wide objectives. ICS
boards will be accountable for their performance
against these objectives.

Local authorities and the NHS are committed to
developing local proposals for integrating health and
care in each borough. Over the next five years our
ambition is for every borough to have developed
place-based leadership arrangements with shared
accountability and pooled budgets for specific groups
of patients or people with similar needs. The specific
form and scope of these arrangements, and the

pace with which they will be implemented, will be
determined locally with areas moving towards deeper
integration and risk sharing at the pace of trust.
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Lambeth

Lambeth has created a collaborative health and
care partnership called Lambeth Together. The
aim of the partnership is to improve health and
wellbeing and reduce health inequalities for
people in Lambeth. To enable this, statutory,
voluntary and community stakeholders

and partners have come together to create

an environment where collaboration and
integration is the way that things are done in
Lambeth. This includes formalised integrated
leadership arrangements across NHS and council
commissioning, for example through the joint-
appointment to the role of Strategic Director:
Integrated Health and Care.

Lambeth Together is underpinned by a number
of delivery alliances. The alliances enable groups
of providers to come together to look at the range
of services that they provide and see how they
can work better together to improve outcomes

in terms of population health, user experience,
worker experience and better value for money.

The most advanced of these delivery alliance
is the ground-breaking Lambeth Living Well
Network Alliance (LWNA). The LWNA has a range

of functions to support those adults who are
experiencing mental distress or at risk of
experiencing mental illness and distress. The
services include employment and housing
support. Partners work together through a
formal 7-10 year alliance contract worth £67m
per annum which has been in place since July
2018, demonstrating a commitment to integrated
commissioning between health and social care,
collaborative commissioner-provider working and
a co-productive approach.

Building on the experience and lessons learnt
from adult mental health, the next delivery
alliance will be for Neighbourhood Based Care and
Wellbeing - aligning neighbourhood developments
across different parts of the health and care
system including PCNs, neighbourhood nursing,
neighbourhood home care provision and VCS
developments. The neighbourhoods are based

on populations of approximately 30- 50,000 in
geographical areas.

Integration in Lambeth sits within the broader
South East London System of Systems
approach developed across South East London
partners as part of the development of their
wider ICS arrangements.
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4.2 Continuing to make progress in addressing ten issues requiring specific

citywide action

This section looks in more detail at the ten focus areas for action. The following summaries highlight
the outcome commitment we think would be important to make a difference to, the challenge we
face in doing that, the things we are already doing, the things we are considering doing next, and the
wider mix of measures that will help to tell us if we are making an impact.

il

Reduce
childhood obesity

{9

Improve mental health and
progress towards zero suicides

Improve tobacco control
and reduce smoking

it
Improve the health of
homeless people

{#

Support Londoners with
dementia to live well

Wi
Improve the emotional wellbeing of
children and young Londoners

Improve
air quality

@

Reduce the prevalence
and impact of violence

DO

Improve services and prevention
for HIV and other STls

Q0

Improve care and
support at the end of life
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London Vision

Reduce
childhood obesity

Our ambition: every young

Londoner is supported to maintain The Cha"enge
a healthy weight
we face...

Our commitment: we will achieve

a 10% reduction in th@ pl’OpOI’tiOﬂ Around one in five (22%) of London's 4-5 year
. . . olds are an unhealthy weight, and by the time
Of children in reCepUOn (age fOUI’ they leave primary school aged 10-11 years
or ﬂve) Who are ove rweight by old the proportion affected rises to two in five
. (38%). This is the highest level of any region
2023/24/ delivered th I’OUgh bold in England, and in some London boroughs up
City\/\/ide actions and ta rgeted to 50% of children are affected as they head

into secondary school?>27:2831

support for those most at risk

Over 2
of children in Reception are Londoners have higher rates Obesity drives health problems
overweight or obese of unhealthy weight versus such as dental cavities, fatty liver
other global cities disease and Type 2 diabetes

Almost @
400/0 Children who grow up in

London’s most deprived areas
are affected the most As an adult, there is increased risk
of cardiovascular disease, cancer &
musculoskeletal disorders

of children in Year 6 are
overweight or obese
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Our actions so far...

Supporting the Healthier Catering Commitment,
a scheme promoted by local authorities to help
caterers and food businesses make simple,
healthy improvements to their food

Collaborating with health and social care partners,
including GLA, to School Superzones across the
capital. These are zones around schools, around
a 5-10 minute walk, to create healthier and
safer places for London’s children and young
people to live, learn and play

Rolling out Play Streets, a resident-led initiative
supported by councils in several boroughs. This
enables temporary road closures for a few
hours once a month so that children can play in
the road

Implementing the Transport for London (TfL)
Healthy Streets Approach which focuses on
creating streets that are healthy places for
people of all ages to walk, cycle, play and
spend time. The Mayor's Transport Strategy
includes a target for all Londoners to achieve 20
minutes of active travel each day by 2041

Our next steps...

We will work with school leaders in London with
the ambition for all schools to be able to become
water-only schools, building on other actions in
London to make NHS premises healthier

We will develop specific proposals on ways that
local communities can offer integrated, meaningful
support to families from the most disadvantaged
backgrounds to maximise the impact of the
National Child Measurement Programme process

We will offer children and families targeted support
packages and access to weight management
services. Including NHS services treating children
for severe complications related to their obesity
(e.g. diabetes, sleep apnoea, poor mental health) to
prevent needing more invasive treatment

We will support London'’s Child Obesity Taskforce
in hosting the first global summit on child obesity
in September 2020. To collaborate with other
global cities to share and learn

Restricting the advertising of unhealthy food
across the TfL estate

Establishing London’s Child Obesity Taskforce,
convened with an ambitious goal to halve the
percentage of London’s children who are
overweight at the start of primary school and
obese at the end of primary school by 2030, and
to reduce the gap between child obesity rates in
the richest and poorest areas in London. They
have published Every Child a Healthy Weight: Ten
Ambitions for London which sets out an ambitious
call to action for partners to act through a whole
system approach®

+ We will establish a London Childhood Obesity

Delivery Board to consider and respond to the
recommendations of London'’s Child Obesity
Taskforce as part of the development of a whole
systems child obesity plan, as outlined in London'’s
first Child Obesity Taskforce action plan

We will refine the incentives for hospitals to
encourage healthier food options to be available
and to limit the proportion, placement and
promotion of foods high in fat, salt and sugar
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London Vision oo

Improve the emotional
wellbeing of children ana
young Londoners

Our ambition: every London child reaches a

good level of cognitive, social and emotional

development with effective child and The Cha"enge
adolescent mental health services available to we face“.

all young people whenever they need them.

. ) Young Londoners experience worryingly high
Our commitment: we will ensure access levels of poor mental health and frequently

: ‘ face challenges when trying to get help.

to hlgh q‘uallty mental health SUppOl’t fOl’ all Poor mental health is a cause of inequality
children in the places they need it, starting and disadvantage, as well as one of its

: : consequences. We need to design solutions
with 41 l\/lent.al Hgalth Support Teams in with young peoplessiszs3sss
schools, maximising the contribution of
the Mayor's/GLA's Healthy Schools London
Programme and Healthy Early Years London
Programme, and extending the use of digital

support technologies.

1/2 13% 123

of all mental health problems of 15-18 year olds have a schools are an effective setting to
manifest by age 14 and 75% mental health disorder offer interventions for low levels
by age 24 of mental health need

3 5 % 3 o 5 % Poverty, neglect, ethnicity, domestic
[ ] violence, being a looked after child,

being from the LGBTQ+ community

of yo|l:jn§ Llondoners sfurve)t/)Td . Altkr:c.)lggh trea(;cment accesslra}:es and many other inequalities can all
would fee most com Qrta e or children and young people have lead to poor mental health
getting support online improved, they are still just 30.5%
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Our actions so far...

+ Investing in children and young people’s
mental health services to achieve the national
access target of meeting the needs of at least 35%
of children with a mental health conditions by 20/21,
and contributing the national target of an additional
345,000 young people aged 0-25 by 2023/24

+ Investing £31m in mental health support teams
in schools, aiming for 41 teams in place across
London by 2024 with teams in each STP area

+ Promoting the GLA's Healthy Early Years and
Healthy Schools London programmes to support
early years settings and schools to support the
emotional wellbeing of children and families

+ Training a mental health first aider for every
London state-funded school and college by
March 2021 - funded by the Mayor

Our next steps...

+ By the end of 2020/21, there will be 41 Mental Health
Support Teams operational in London, delivering
evidence-based interventions for children and young
people with mild-moderate mental health conditions.
This represents an investment in excess of £25M.
We are working with local areas to expand further,
aiming to meet the NHS Long Term Plan ambition
of 25% coverage by 2023. This supports our London
ambition to ensure that all children and young
people in London are able to access appropriate
mental health support when they need it.

Schools and colleges will have the opportunity

to receive evidence-based training delivered by
the Anna Freud Centre through the Schools Link
Programme, so that children are able to receive
the help they need at an earlier stage. We will work
with CCGs and Local Authorities to ensure that all
education settings are aware of this programme
and encourage the highest possible engagement

We will also establish a dedicated programme to
work with schools, children’s centres, early years
education providers and local integrated care

systems, with the aim of increasing participation

+ Convening the annual young Londoner-led

mental health event led by The Mayor's Peer
Outreach Team and Thrive LDN

Offering grants to increase social action in young
Londoners at greater risk of poor mental
health, through Young London Inspired - a joint
Thrive LDN and Team London programme

Sharing learning from the Young London Inspired
programme to encourage volunteering as a
route to improving wellbeing for young people at
risk of mental ill health

in the GLA's Healthy Schools London and Healthy
Early Years London programmes, and promoting
mental health first aid training, suicide prevention
training, and access to digital support technologies

We will extend the Good Thinking digital wellbeing
service so that it meets the needs of young
Londoners aged under 18

9,

O

O
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London Vision

Improve mental health
and progress towards
zero suicides

Our ambition: London is a city
where everyone’s mental health and
wellbeing us supported; working
towards becoming a Zero Suicide city

The challenge
we face...

Two million Londoners experience mental ill
health every year. The impact of mental illness in
not equal, with poverty and deprivation acting as
key drivers of poor mental health. Austerity has
impacted financial and housing security and public
services; essential to protect from mental illness
and for recovery

Our commitment: we will ensure
that all Londoners have access

to mental health care, support
and treatment, especially those
experiencing health inequalities

Up to

2 million

Londoners experience mental ill
health every year

That's

13

people on the average
bus and more than 100
on the average tube

38

140

Londoners per 100,000 were
detained under the Mental
Health Actin 2017/18

The Mayor of London’s Health
Inequalities Strategy included

plans to tackle income inequality,

a significant factor in, and
consequence of, mental illness

12

Londoners die each week
from suicide

Stigma and health inequalities,
including the mortality gap of

10-20

years,

remain a significant cause
of concern
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Our actions so far...

+ Promoting open conversations about mental
health and wellbeing through Thrive LDN's ‘Are
you OK London? campaign

+ Promoting the London Healthy Workplace Award to
encourage employers to promote and support
mental health and wellbeing

+ Innovating to develop Good Thinking, a digital
mental health and wellbeing service for adults

+ Offering small grants (through Team London) to
voluntary and community sector organisations
working to support people affected by loneliness and
social isolation through social prescribing

+ Increasing access to psychological therapy close
to home, and perinatal mental health care

+ Achieving waiting time targets for urgent
mental health services: 24/7 community-based
crisis response for adults and older adults, and
all-age mental health liaison service for all London’s
emergency departments

Our next steps...

We will focus on interventions in schools,
colleges, workplaces, and building social
connectedness in communities for those in older
age. For example, Thrive LDN is working with
Papyrus in schools and colleges to engage with,
and support, the work of London’s Universities
to improve student mental health

We will simplify access to support and services
through digital routes, such as Good Thinking,
using digital tools that support efficient person-
centred decision making, digital communication/
information sharing with professionals and
between services and once people are in
services, they are offered digital enabled
therapies and tools to support their recovery

We will build on our ambition to be a Zero
Suicide city, by changing social attitudes and
behaviour, and by deepening our understanding
on how and where to intervene

The Mayor is leading a public-facing campaign
with Thrive LDN for 100,000 Londoners to
complete the free 20 minute Zero Suicide
Alliance training. Thrive LDN will continue

to develop an interagency real-time Suicide

Ensuring people living with severe mental
iliness have a physical health check and that
action is taken based on the findings

Increasing access to a range of alternatives to
traditional crisis care, such as Crisis Cafes

Delivering a pan-London s136 model of care
with the NHS, police, local authorities and
voluntary sector that supports people in crisis

Developing local multi-agency suicide reduction
plans, led by Public Health teams in Local
Authorities

Reducing suicide remains an NHS priority with
clear commitments to post suicide-support services
and reducing inpatient suicides

Encouraging all staff in the NHS, and in wider public
services to undertake suicide prevention training

Information Hub to deploy system-wide
intelligence across London on suspected and
completed suicides

The NHS, Local Authorities, and the
Metropolitan Police Service will help London's
employers by running internal campaigns to
encourage employees to complete Zero Suicide
Alliance training and, where appropriate, more
intensive training e.g. for NHS emergency
departments staff

We will promote social connectedness to prevent
suicide in later life through social prescribing
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London Vision

Improve
air quality

Our ambition: every Londoner
breathes safe air

Our commitment: we

work together to reach legal
concentration limits of Nitrogen
Dioxide (NO,) and working towards
WHO limits for particulate matter,
concentrations by 2030.

5

The challenge
we face...

The quality of London'’s air is dangerous to health
and breaches legal limits. Air pollution contributes
to thousands of premature deaths each
exacerbates poor health?3353

2 million ¢€.450

S

O—O
o Schools were still in areas that Air pollution affects everyone
Londoners live in areas that exceed - .
o : ) exceeded legal limits for NO but children and older people
legal limits for air pollution . 2 )
in 2016 are more at risk

400,000 &

Children’s developing and

growing lungs are at greater risk deprived communities
exceed legal limits for air pollution of developing asthma

Children under 18 live in areas that

40

Those living in deprived
communities are more likely to be
exposed to higher concentrations

of pollutants than those in less
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Our actions so far...

+ Delivering the London Environment Strategy and
Mayor's Transport Strategy commitments to
improve air quality and ensure 80% of trips are
made by active or sustainable modes (walking,
cycling and public transport) with all Londoners
achieving the 20 minutes of active travel each day
that they need to stay healthy by 2041

* Local authorities are implementing the TfL Healthy
Streets Approach, Public Health England (PHE)
recommendations and National Institute of Health and
Clinical Excellence (NICE) guidance on air pollution

+ Supporting all Londoners to achieve 20 minutes
of active travel every day

+ Launching the Ultra Low Emission Zone (ULEZ)
in central London, where vehicles driving
in the zone must meet new, tighter
emission standards or pay a daily charge
and introducing a number of Liveable and Low
Emission Neighbourhoods

+ Cleaning up the bus and taxi fleet, which now
includes over 200 electric buses, 12 twelve Low

Our next steps...

+ London boroughs will deliver a major expansion
in electric vehicle infrastructure by putting in place
300 rapid charge points by 2020, and 20 in each
borough by 2022

The Ultra Low Emission Zone boundary will be
expanded to the North and South Circular Roads
in 2021

The NHS will cut business mileages and fleet air
pollutant emissions by 20% by 2023/24. At least
90% of the NHS fleet will use low-emissions engines
(including 25% Ultra Low Emissions) by 2028, and
primary heating from coal and oil fuel in NHS

sites will be fully phased out. Our plans to reduce
outpatient appointments in London by 30% have
the potential to avoid up to 50,000,000 miles of
journeys. We estimate, that this could lead to a
30,000 kg reduction in traffic-related NOx emissions
and a 2,500 kg reduction in traffic-related PM10

Emission Bus Zones, and over 2,200 zero emission
capable taxis

Conducting air quality audits at 50 of the most
polluted primary schools and 20 nurseries and
working with schools and workplaces to reduce their
contribution to air pollution by switching to walking,
cycling and public transport

Exploring opportunities for trip consolidation,
including through telemedicine and integration of
non-emergency patient transport services

Promoting the text alerts system to advise
Londoners of pollution episodes and the
protective actions that those with heart and lung
disease should take during high pollution episodes

All health and care partnerships to take a
networked, multi-disciplinary approach to
asthma care for all ages, including promoting the
#AskAboutAsthma campaign

emissions each year in London (based on 2015
average fleet emissions). Reducing motor traffic
volumes also has benefits in terms of reduced noise
and an improved environment
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London Vision

Improve tobacco
controland
reduce smoking

Our ambition: for London to be a
smoke free city

Our commitment: we will
speed up a reduction in smoking
prevalence in London, especially
among groups with the greatest
health inequalities

The challenge
we face...

Smoking remains London'’s leading cause of
premature death, causing the early deaths of over
8,000 people per year. It contributes to four out of
the five most common health conditions that kill
Londoners37:3839

13.9%

The number of adults smoking
has fallen from 20% in 2011

38.9%

of people living with a serious mental
health illness are smokers

42

8,000

Smoking remains London’s leading
cause of premature death, killing
8,000 people per year

The annual financial cost of
smoking to society

Inequalities remain stark, with people
working in manual occupations and/or
living with serious mental illness, smoking
more than the general population

£12.6bn <

Investing £1 in tobacco control
intervention could save £2.07 by
year five, £3.92 by year 10 and
£11.38 over a lifetime
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Our actions so far...

+ Promoting the ‘Stamp IT Out London’ illegal
tobacco campaign, which takes place each year

+ Ensuring that the ‘Stop Smoking London
Programme’ is available to all Londoners

+ Continuing to deliver better outcomes for patients
through the Screening and brief advice for
tobacco and alcohol use in inpatient settings
Commissioning for Quality and Innovation scheme

Our next steps...

We will establish a London-wide partnership ‘Smoke
Free London’ with NHS, Local Authorities PHE,
voluntary and community sector, GLA, London
Councils and academia with the overall aim of further
reducing rates of smoking in the capital by:

+ We will agree an accelerated reduction aspiration
for London

We will further develop the “Stop Smoking London”
programme as an asset for Londoners

Undertake Pan London action to address
illegal tobacco

We will support the availability of brief intervention
training, including Making Every Contact Count to
support a consistent approach across organisations

We will encourage and support the rollout of the
Ottawa stop-smoking model to all NHS services,
focusing on smoking in pregnancy and smoking
cessation support for those in contact with mental
health services

Sharing best practice from the Smoking in
Pregnancy challenge group, following the
learning event in October 2019

Offering tailored support from PHE to each

STP to understand the scale and costs of local
tobacco-related harm, and the benefits of
taking action.

+ We will ensure a focus on addressing smoking

among key ‘at risk’ groups including people in
routine and manual occupations, pregnant women,
people with mental health needs including drug
and alcohol users, and specific ethnic groups

We will adopt a rounded approach to addressing
tobacco, with work on tobacco linked into the alcohol
agenda including the development of Alcohol Care
Teams highlighted in the Long Term Plan

Board Meeting (in public) 17th October 2019-17/10/19



Tab 3 Chief Executive's Report to the Board

London Vision

Reduce the
prevalence and
impact of violence

Our ambition: every Londoner feels

safe, knowing that we have reduced The cha"enge
violence in their community
we face...

Our commitment: we will work

collaborative |y with the London The number of violent incidents across England
. . . and Wales has increased each year since 2014.
Violence Reduction Unit to develo p Whilst London has observed a lower rate of
and im p lement effective vvays increase than other areas, the number of violent
. . . ; incidents in London is unacceptably high and is one
of reduci ng vio len ce, n cludi ng of the Mayor of London'’s highest priorities>¢>"*8

addressing its root causes

200,000 o

offences of violence including 120 The Royal London Hospital on The VRU unites specialists from health,
homicides were recorded in London  average admits two people a day with police, local government, probation
in the 12 months to March 2019 a stabbing injury, having a devastating and community organisations

effect on families and placing
avoidable pressure on NHS staff

28% 7%

of Londoners report feeling Violent incidents have increased by The areas of London most
that knife crime is a problem 7% in London and by 22% nationally affected by violence are often
in their local area in the 12 months to March 2019 those with high deprivation
44
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Our commitments so far...

+ Working at neighbourhood level and with local
Community Safety Partnerships we are continuing
to develop best practice and multi-agency
action plans that address violence in local
areas, which can be evaluated and promoted by the
Violence Reduction Unit (VRU)

+ Embedding case workers in Major Trauma Centres
for example St. Giles Caseworkers who offer
support to young people admitted to the Royal
London Hospital as a result of serious violence

Our next steps...

NHS London will establish a clinical and
professional network that provides leadership
across the health system and establish a Violence
Reduction Academy to support and equip local
health systems to develop and implement best-
practice evidence-based models across the capital

NHS London will explore a more integrated
trauma model so Londoners affected by violence
and trauma can receive more effective, joined up
physical and psychological support

Violence reduction will be factored into JSNAs and
into the work of Health and Wellbeing Boards

Local health and care partnerships will interrogate
existing care pathways for opportunities to reduce
violence and social risk factors

We, as a London-wide partnership, will identify
promising new or non-traditional models of
prevention and early intervention and look to
evaluate, share and scale good practice across
the capital

Building on the Information Sharing to Tackle
Violence (ISTV) programme, we are continuing

to work together to review opportunities to:
identify individual and community risk and
preventative factors; build the evidence base,
and to share data with the VRU and its partners

Supporting the VRU to develop a movement
against violence that promotes positive messages
and activities for London citizens, building stronger
and safer communities

+ Working with the VRU and other agencies across
London, we will develop new models of care for
people affected by violence, which will be co-
produced with the people they aim to support

We will support the VRU’s work to strengthen
London's network of support for those affected
violence and trauma. This will include expanding
support to parents and families; investing in
London's youth workers and developing trauma-
awareness among frontline professionals
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London Vision

Improve the
health of
homeless people

Our ambition: no rough sleepers die on
the street, no one is discharged from a
hospital to the street and there is equal
and fair access to healthcare for those
who are homeless.

Our commitment: we commit to drive
action to improve, grow and innovate
services that improve the health of rough
sleepers, including expanding the pan-
London rough sleeping services funded
by the Mayor, building on existing good
practice, piloting new models of care and
data collection, and developing plans to
build more integrated services in London

The challenge
we face...

The Homeless in London have some

of the worst health and shortest lives

of all adults. We need to address the
health issues that are both a cause

and a consequence of being homeless,
alongside often complex social needs.
We have to work collectively to design
integrated services to improve health and
prolong lifed041.42

o

44 years

Is the average age of death for
those who are homeless

126

Different nationalities recorded
amongst rough sleepers in London,
with half born outside the UK

46
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The number of rough sleepers in
London has more than doubled
in the last 10 years

8,855

People were seen sleeping rough
in London in 2018/19

For every person sleeping rough,
there are estimated to be 13x more
‘hidden homeless’ who are sofa
surfing, living in cars or in other
precarious circumstances

PR
O O
People experiencing homelessness

use hospital services 4x more than
general population
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Our actions so far...

* Implementing a hospital homelessness and
immigration support service pilot, and a
mental health pilot across four Mental Health
Trusts and 16 London boroughs

+ Improving access to mental health services,
through a specialist team to help coordinate and
carry out mental health assessments with people
sleeping rough

* Promoting training developed for GP
receptionists and practice managers, and the
dissemination of Groundswell ‘my right to access
healthcare’ cards to promote GP registration

+ Providing peer-led advocacy for rough sleepers
to access health services

+ Supporting the implementation of existing homeless
health commissioning guidance for London, and
the development of Health & Wellbeing Boards
homelessness and rough sleeping strategies

Our next steps...

+ We will develop a commissioning plan to establish
integrated care pathways for rough sleepers;
including specific proposals to enable safe and
timely transfers from hospital to intermediate care,
step down accommodation, or assessment in a
home if required

We will work with system-wide partners to support
rough sleepers to have better access to specialist
homelessness NHS mental health support,
integrated with existing outreach services,

sharing and promoting learning from pilots and
best practice

We will identify key prevention and health
improvement opportunities, including health
screening and contacts with primary or urgent care,
and develop plans to promote these

Requesting that NICE produces comprehensive
guidance to support homelessness prevention,
integrated care and recovery

Promoting guidance on care for homeless
people at the end of their lives

Continuing to work with Safeguarding Adult Boards
to ensure robust Safeguarding Adult Reviews
are undertaken when a person sleeping rough
dies and there is suspicion of abuse or neglect

The Mayor is doubling City Hall's rough sleeping
budget in 2019/20 to around £18m

+ We will test ways of including housing status in data
collections, quantifying the scale and progress in
improving homeless health

+ We will deliver a focused London-wide
homelessness partnership, providing leadership
and strategic oversight for London
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London Vision

Improve services
and prevention for
HIV and other STls

Our ambition: for London to

get to zero by 2030: no new The Cha"enge
HIV infections, zero preventable we face“.

deaths and zero stigma

HIV is an important public health problem in

Our commitment: we will London. In 2017, an estimated 38,600 people were
; : living with HIV in London, representing 38% of all

broaden pa rtnersh|p yvork| ng to people living with diagnosed or undiagnosed HIV

focus further on tackli ng health in the UK. Poor sexual and reproductive health,

: : : including transmission rates of HIV have major

inequality and a. vv|der.raﬂge of impacts on population mortality, morbidity and

sexually transmitted diseases wider wellbeing®s?

1,549 all o

Londoners were newly Black African people are over Despite considerable progress,
diagnosed with HIV in 2017 twice as likely to be diagnosed HIV is twice as common in
late with HIV London as itis in England

44% 14% 98%

of Londoners living with of HIV-diagnosed Londoners expressed of HIV-diagnosed residents were
diagnosed HIV were aged concern about discrimination in a receiving anti-retroviral treatment
between 35 and 49 years in 2017 health care setting in 2017 in London in 2017, exceeding the

UNAIDS target

48
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Our actions so far...

+ Continuing to build cross sector collaborations + Promoting prevention choices for Londoners
through London's Fast Track Cities Initiative on a pan-London basis through the London
(FTCI) Leadership Group and providing oversight HIV Prevention Programme, funded by
London’s action on getting to zero London boroughs

+ Continuing to engage the Department of Health and
Social Care in calling for access to PrEP for all to
be funded to reduce new HIV infections

+ Deploying targeted health promotion, including
widening testing to reach those specific cohorts
of the population where new HIV infections
rates are highest and regular testing should
be encouraged

Our next steps...

We will continue to be part of the FTCI, and to work
towards zero new HIV infections, zero preventable
deaths and zero stigma by 2030. We will invest £6m
into this initiative over three-years with particular
effort to support the 5% of people who live with
undiagnosed HIV

London heath, care and government organisations
will achieve stigma-free status by 2022 and engage
other sectors towards the same aspiration

We will reduce stigma by positively challenging myths
around transmission; promoting the message that
HIV is a long-term condition people live with and
through effective treatment cannot pass it on

We will continue to deliver world class health
promotion across the city through the London HIV
Prevention Programme, funded by London boroughs

We will use our learning from this HIV work to help
diagnose and treat other blood-borne viruses including
hepatitis C, and sexually transmitted infections
including chlamydia, gonorrhoea and syphilis
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London Vision

Support Londoners
with dementia to
ive well

Our ambition: London is the
world's first dementia friendly
capital city by 2022

Our commitment: we will ensure
that Londoners receive a timely

diagnosis, ongoing support and are
able to live well in their community

The challenge
we face...

An estimated that 72,000 Londoners are living
with dementia, including around 3,700 people
living with young onset dementia (onset under
65). If current trends continue, there will be a 40%
increase in the people living with this condition by
2025. Diagnosis rates have significantly improved
over the last five years from 54% to 73%, however
there is significant variation across different parts
of London. 18,500 Londoners are still estimated to
be living with dementia without a diagnosis*+45460

£2.4bn ~

is the total cost of dementia to
the London economy per year

6 weeks

An ambition has been agreed for services

to work towards 85% of people to receive

a diagnosis and initial care and treatment
plan within 6 weeks of referral.

already

50

Dementia diagnosis rates have
significantly improved across London
from 54% in 2014 to 73% in 2019

Two thirds

of London boroughs are doing some
kind of dementia friendly activity

73%

Unpaid care accounts for 73% of the
total cost of people with dementia
living in the community, and 44%
of the total cost of the overall
dementia population in London

2X

People with dementia stay in
hospital twice a long as other
older people
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Our actions so far...

+ Working with the Alzheimer's Society to launch
Dementia Friendly London and we are working
towards:

+ Establishing 2,000 dementia-friendly
organisations - including shops, GP practices
and cultural venues including galleries and
museums and sports venue - that have
considered people with dementia and taken
practical action

+ Recruiting 500,000 Dementia Friends across
the public, private and community sectors -
including bus drivers and station staff, NHS staff
and housing, and retail sectors

+ Supporting all London boroughs to become
Dementia Friendly Communities building on
the work already underway

+ Placing all people with dementia at the heart
of Dementia Friendly London through a People’s
Panel of Londoners living with dementia

Our next steps...

Led by the dementia friendly London executive board,
sectors will establish local action plans to achieve
cross sector and individual ambitions

The GLA will lead by example at City Hall where work
will be led by the Mayor's Dementia Champion and
Chief Officer, Mary Harpley

London Association of Directors of Adult Social
Services and Alzheimer's Society are supporting
London'’s boroughs to become dementia-friendly.

NHS London will offer Dementia Friends sessions to
London regional staff

NHS London’s expert Dementia Clinical Network will
bring together memory services and Parkinson'’s clinics
to improve pathways and support joint working

Creating a cross sector executive board made
up of senior leaders across the partnership. This has
been established to oversee the Dementia Friendly
London strategy

Establishing an, NHS London-led, mechanism of
clinically led support to improve diagnosis rates

Improving integrated working in South West London
is being completed; bringing psychiatrists,
neurologists and neuroradiologist together in a
multi-disciplinary meeting

Agreeing with each STP, a mechanism to collect
memory service waiting time data and
Dementia Clinical Network to streamline pathway,
completing a pan-London memory service audit
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London Vision

Improving care
and support at
the end of life

Our ambition: every Londoner is
able to die at home or in a place of
their choice, comfortably, surrounded
by people who care for them.

Our commitment: we will ensure
that all Londoners in their last year of
life have access to personalised care
planning and support that enables
them to die in their preferred place

The challenge
we face...

Londoners are disproportionately dying in
hospital. The NHS Long Term Plan supports the
need to personalise care and to improve end of
life care. People entering their last year of life can
be identified and offered personalised care and
support planning®

8 9% The overall cost of care is

London also has the highest

understood to be lower outside average length of hospital

of people would prefer to die at of hospital settings

home or in a hospice

6% 15%

stay for people with a terminal
illness compared to other
regions in England

The increase in the number of
those with long-term health
conditions means that people are

There is a considerably higher of all emergency hospital ) )
proportion of hospital deaths in admissions in England belong more likely to require complex
London, which is 6 percentage points to the 1% of people in their final care.for an extendgd period of
higher than the national average year of life time before their death

52
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Our actions so far...

+ Developing a programme of work in all STPs focused
on improving the experience of End of Life Care
(EOLQ)

+ Supporting health and care staff to identify people
who are likely to be in their last year of life and
offer them personalised care and support planning

+ Giving particular consideration to people likely to
have specific needs, for example those with learning
disabilities and people who are homeless

+ Supporting the implementation of ‘Coordinate
my Care’ (CMC) for people in their last year of life,
ensuring that important information like wishes
and preferences is shared with services
providing urgent or unplanned care

Our next steps...

+ NHS London will continue development and
implementation of Coordinate My Care (CMC)
through a lead commissioner approach,
optimisation of digital enablers and wider clinical
engagement education and training

We will support adherence to the upcoming NICE
guidance on EOLC service delivery across London

The EOLC Clinical Network will complete a project
with Newham CCG primary care using an electronic

identification search tool and clinical pathways to
improve EOLC identification and personalised care
and support planning. Learning from this will be
spread regionally

Developing and supporting CMC in all care settings
in London including monitoring the quality of
records created

Disseminating a resource developed by the
EOLC Clinical Network to support primary
care in achieving the new 2019/20 quality
improvement indicators of the Quality and
Outcomes Framework

Led by the EOLC Clinical Network; London’s
hospices, community services and acute Trusts
will come together with the aim to create a single
medication administration record chart

The Metropolitan Police, London Ambulance
Service, 111 services and the EOLC Clinical
Network will create a protocol for responding to
expected deaths in the community and associated
training materials
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5 Our request of you: tell us what you think, and tell
us how you would like to be involved

This Vision document is the product of significant
stakeholder engagement and collaboration over the
past year, including: through Thrive LDN and the

Fast Track Cities initiative; through advisory working
groups with more than three hundred professionals
(from public health, social care and the NHS) and
through local discussions on integration within each
of the five Strategic Transformation Partnerships. In
addition we have attempted to recognise and reflect
the ambitions, policies and ideas set out within the
Mayor’s Health Inequalities Strategy, London Council's
Pledges to Londoners, the Prevention Green Paper
and the NHS Long Term Plan - each of which has itself
been the subject of widespread engagement.

The Vision is an important collaborative document

to frame and support our ongoing conversation. We
have not attempted to cover every aspect of health
improvement in London or describe all actions that are
taking place locally. Instead we have focused on issues
where pan-London partnership action will add value
and accelerate improvement. The Vision is a guide for
us to design London wide and local action together.

54

We hope you will join us as we move from ambition
to action:

1. The London Health Board will host a health
conference in October to engage leaders of
statutory organisations in a conversation about
our collective ambition and actions;

2. Each partner organisation will use this Vision
as the common basis for discussion with sector
stakeholders, using their respective range of
existing engagement channels and activities;

3. We invite your specific reflections and
comments on any aspect of the Vision, which
can be sent to us at the following email address:
england.healthylondon@nhs.net
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6 Abbreviations

Acronym Definition

AKI Acute Kidney Injury

BHfL Better Health for London

CCG Clinical Commissioning Group

CMC Coordinate My Care

EOLC End of Life Care

FTCI Fast Track Cities Initiative

GLA Greater London Authority

GP General Practitioner

HCSN Health and Care Space Newham

HIV Human Immunodeficiency Virus

ICS Integrated Care System

LCP Local Care Partnership

LGA Local Government Association

LHCRE Local Health and Care Record Exemplar
LWNA Lambeth Living Well Network Alliance
MECC Making Every Contact Count

NHS National Health Service

NICE National Institute of Health and Clinical Excellence
PCN Primary Care Network

PHE Public Health England

STI Sexually Transmitted Infections

STP Sustainability and Transformation Partnership
UK United Kingdom

ULEZ Ultra Low Emission Zone

VCS Voluntary and Community Sector

VRU Violence Reduction Unit

WHO World Health Organisation
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7 Glossary A-Z

Active travel

Active travel refers to transport that requires people to be physically active, such as walking and cycling. It also
includes scooting, skating and skateboarding. Public transport is usually included too as part of the journey will
have been done by active travel.

Acute Kidney Injury (AKI)

Acute kidney injury is a sudden episode of kidney failure or kidney damage that happens within a few hours or
a few days. AKI causes a build-up of waste products in your blood and makes it hard for your kidneys to keep
the right balance of fluid in your body.

Air quality
Air quality refers to whether levels of air pollutants are relatively high or low. It usually considers pollutants in
the UK Air Quality Standards Regulations 2010 (for example, particulate matter, lead, nitrogen dioxide).

Air pollution
Air pollution means substances in the air that harm human health, welfare, plant or animal life. Most pollution
in London is caused by road transport and domestic and commercial heating systems.

Better Health For London Report

The Mayor of London set up the London Health Commission in September 2013 to review the health of
the capital, from the provision of services to what Londoners themselves can do to help make London the
healthiest major global city.

Child obesity
Child obesity is a condition in which a child has a high amount of body fat. It is measured by comparing a
child’s Body Mass Index (BMI) with the population average, accounting for the child’s age, sex and height.

Clinical Commissioning Groups (CCG)

CCGs commission most of the hospital and community NHS services in the local areas for which they are
responsible. Commissioning involves deciding what services are needed for diverse local populations, and
ensuring that they are provided.

Co-ordinate My Care (CMC)

Coordinate My Care is an NHS clinical service that was launched in August 2010 to deliver integrated,
coordinated and high quality medical care, built around each patient’'s personal wishes. The urgent care plan is
created jointly by the patient and their healthcare professional.

Board Meeting (in public) 17th October 2019-17/10/19 71 of 435



Tab 3 Chief Executive's Report to the Board

Commissioning for quality and innovation
The Commissioning for quality and innovation framework supports improvements in the quality of services
and the creation of new, improved patterns of care.

Cardiovascular disease

Cardiovascular disease generally refers to conditions that involve narrowed or blocked blood vessels that can
lead to a heart attack, chest pain (angina) or stroke. Other heart conditions, such as those that affect your
heart's muscle, valves or rhythm, also are considered forms of heart disease.

Disability
Disability is defined in the Equality Act 2010 as a physical or mental impairment that has a ‘substantial’ and
‘long-term’ negative effect on a person’s ability to do normal daily activities.

Early years settings
Places that provide childcare for the 0-5 age group, like childminders, creches, nurseries, children’s centres,
nursery schools and schools with nurseries.

End of life care

End of life care involves treatment, care and support for people who are nearing the end of their life. It's an
important part of palliative care. It's for people who are thought to be in the last year of life, but this timeframe
can be difficult to predict.

Fast Track Cities Initiative

The Fast-Track Cities initiative is a global partnership between cities and municipalities around the world and
four core partners - the International Association of Providers of AIDS Care (IAPAC), the Joint United Nations
Programme on HIV/AIDS (UNAIDS), the United Nations Human Settlements Programme (UN-Habitat), and
the City of Paris. Launched on World AIDS Day 2014, the network has grown to include more than 300 cities
and municipalities that are committed to attain the UNAIDS 90-90-90 targets by 2020: 90% of all people living
with HIV will know their HIV status; 90% of all people with diagnosed HIV infection will receive sustained
antiretroviral therapy (ART); and 90% of all HIV-diagnosed people receiving sustained ART will achieve viral
suppression. Achieving zero stigma is the initiative’s fourth target.
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Good Work Standard

This is the Mayor’s vision for a new agreement with London’s employers to promote fair pay and excellent
working conditions. It also covers diversity and inclusion, good work-life balance, health and wellbeing,
professional development and lifelong learning, and employee voice and representation at work.

Green spaces
These are areas of vegetated land, like parks, gardens, cemeteries, allotments and sports fields, which may or
may not be publicly accessible. Together these spaces help to form London'’s green infrastructure network.

Healthy Schools London (HSL)

This is the Mayor’s awards scheme to support and recognise school achievements in student health and
wellbeing. HSL promotes four themes: healthy eating, physical activity, emotional health & wellbeing and
Personal Social Health Education.

Health and Wellbeing Boards

These were established in 2013 to bring together local health commissioning groups, elected councillors
and senior council officers, with the purpose of designing local strategies for improving health and wellbeing
through closer working between health and local government.

Healthy life expectancy
This is an estimate of the number of years lived in “Very good” or “Good" general health, based on how
individuals perceive their general health.

HIV (human immunodeficiency virus)
HIV is a virus that damages the cells in the immune system and weakens the body’s ability to fight everyday
infections and disease.

Human papillomavirus (HPV)
This is a viral infection that's passed between people through skin-to-skin contact. There are over 100 varieties of
HPV, more than 40 of which are passed through sexual contact and can affect your genitals, mouth, or throat.

lllegal tobacco
Tobacco that is smuggled, bootlegged or counterfeit, sold cheaply and tax-free and often linked to large-scale
organised crime.

Improving Access to Psychological Therapies
A programme which began in 2008 to improve access for people with anxiety and depression, including OCD,
to evidenced based psychological therapies, such as Cognitive Behavioural Therapy (CBT).
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Lead commissioner
A lead (or coordinating) commissioner arrangement is where commissioning functions are delegated by
organisations, within a partnership, to a specific organisation that carries out the commissioning functions.

London’s Child Obesity Taskforce

The Taskforce's vision is that every child in London grows up in a community and an environment that
supports their health and weight. Its purpose is to bring about a transformation in London so that every child
has every chance to grow up eating healthily, drinking plenty of water and being physically active.

London Health Board
This is a non-statutory partnership. It is chaired by the Mayor of London, and involves representatives of London’s
boroughs, NHS Trusts and Clinical Commissioning Groups, as well as Public Health England and NHS England.

London Plan
This is the Mayor's spatial development strategy for London.

Mental ill health
This covers a very wide spectrum of mental health issues. It includes the worries and grief we all experience in
everyday life to suicidal depression or complete loss of touch with daily reality.

National Institute for Health and Care Excellence
The National Institute for Health and Care Excellence (NICE) is an executive non-departmental public body of
the Department of Health in the United Kingdom, which publishes guidelines in four areas:

+ the use of health technologies within the National Health Service (NHS) (such as the use of new and existing
medicines, treatments and procedures)

+ clinical practice (guidance on the appropriate treatment and care of people with specific diseases
and conditions)

+ guidance for public sector workers on health promotion and ill-health avoidance

+ guidance for social care services and users
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Older people
This refers to people over 50. It also recognises that those above retirement age and those over 70 may have
special requirements to address.

Overweight
This refers to people with a Body Mass Index (weight in relation to height) which is higher than is
considered healthy.

Primary care
Primary care provides the first point of contact in the NHS, and includes general practice (GP), community
pharmacies, dental, and optometry (eye health) services.

Primary Care Network

Primary Care Networks (PCNs) are a key part of the NHS Long Term Plan, with all general practices being
required to be in a network by June 2019, and Clinical Commissioning Groups (CCGs) being required to commit
recurrent funding to develop and maintain them.

PrEP
PrEP stands for pre-exposure prophylaxis. It is a drug taken by HIV-negative people before sex that reduces the risk
of getting HIV. In England it is available as part of a trial.

Prevention
In the context of a health inequalities strategy, it's the work done to stop people from getting ill. Prevention
can be more cost effective and better for reducing health inequalities than treating ill health.

Public Health England (PHE)

Public Health England is an executive agency of the Department of Health and Social Care in the United Kingdom
that began operating on 1 April 2013. It works to protect and improve the nation’s health and wellbeing, and reduce
health inequalities.
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Substance misuse
This is where a drug or alcohol is used in a way that harms an individual's physical or mental health. Some people
will need specialist/medical support to help with recovery.

Sexually Transmitted Infections (STI)

An STl is an infection passed from one person to another person through sexual contact. An infection is when
a bacteria, virus, or parasite enters and grows in or on your body. STls are also called sexually transmitted
diseases, or STDs. Some STls can be cured and some STlIs cannot be cured

Sustainability and Transformation Partnership (STP)

In 2016 the NHS and local councils came together in 44 areas covering all of England to develop proposals to
improve health and care. They formed new partnerships - known as sustainability and transformation partnerships
(STPs) - to run services in a more coordinated way, to agree system-wide priorities, and to plan collectively how to
improve residents’ day-to-day health.

Ultra Low Emission Zone (ULEZ)
The Ultra Low Emission Zone (ULEZ) replaced the T-Charge on 8 April 2019. It operates 24 hours a day, 7 days a
week, every day of the year, within the same area as the Congestion Charge zone.

Wellbeing
Wellbeing is a state of being where everyone can realise their potential, cope with the normal stresses of life, work
productively and fruitfully and contribute to their community.

World Health Organization (WHO)

The WHO aims to create a better, healthier future for people all over the world. It has offices in over 150
countries. WHO staff work with governments and other partners to ensure the highest attainable level of
health for everyone.

Zero-suicide city

This is an idea developed in the USA. It is founded on the belief that suicide deaths can be prevented. Zero
suicide relies on a system-wide approach rather than on the heroic efforts of individual practitioners. It
requires engaging the wider community, especially suicide attempt survivors, family members, policymakers,
and researchers.
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NHSProviders

Annual allowance pension tax

Introduction

Following the introduction of new pension tax rules earlier this decade, many senior NHS clinicians and managers have faced the imposition of large annual allowance tax bills.
In order to counteract these charges, staff have been forced to consider alternative working arrangements, including reducing their hours or considering early retirement. As a
result trusts are increasingly seeing these arrangements affect their ability to reduce waiting lists and provide timely and effective care for patients. With a formal national
solution yet to be confirmed by government, providers across England have been considering the introduction of certain policies or “alternative schemes” to maintain senior
clinical capacity within their organisations.

There is no doubt that government has heard the sector’s concerns with both Prime Minister, Boris Johnson, and Secretary of State, Matt Hancock, pledging to solve the issue
for the NHS earlier this week. Today, the Department of Health and Social Care has announced it will shortly release a new consultation presenting added flexibilities for scheme
members, alongside a commitment for the Treasury to review the operation of the annual allowance taper. In the meantime, members have requested more information on
the sector's response to this serious problem and this paper briefly summarises the main actions being taken or considered by providers. It is informed by feedback collated this
month from over 100 member trusts who responded to a call out from NHS Providers.

PLEASE NOTE: This paper is for information and has not been circulated to provide guidance or advice to trusts. It is not informed by legal opinion or analysis and
none of the contents should be interpreted as recommendations to individual organisations. All trusts will want to consider approaches that best suit their individual
circumstances, comply with contractual and legal frameworks, and may also be informed by external professional advice.

The annual allowance issue

Between 2010 and 2015, the coalition government introduced a range of reforms to tackle the “spiralling costs of public sector pensions”, including wide-ranging and
contentious plans to bring an end to ‘final salary’ pension schemes. Further significant policy change was brought about through targeting pension tax relief from 2011. The
Finance Act - introduced in July that year — dramatically reduced the annual allowance of individual tax-free pension growth from £255,000 to £50,000 and this was further
reduced to £40,000 in 2014. The changes were made as “an integral part of the government’s deficit reduction programme” and 2014 amendments to both the annual and
lifetime allowance (the latter reduced from £1.8 million to £1.25 million) were predicted to “reduce the cost of tax relief to the public purse by an extra £1 billion a year by 2016-
17",
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Perhaps the most significant reform to pensions for senior NHS staff came through the introduction of an annual allowance “taper” under the conservative government in 2016.
A commitment in the Conservative Party’s 2015 election manifesto, the taper was designed to further reduce pension tax relief by decreasing the annual allowance by £1 for
every £2 earned by an individual over the “adjusted income” threshold of £150,000. The policy would also only apply to people with total income (not including pension
growth) over £110,000, which the government said would affect less than 1% of taxpayers.

However, the changes to the annual allowance have created a significant — and seemingly unintentional — disproportionate impact on the NHS. Following a two year period in
which affected staff could “carry over” their annual allowance tax charges, senior consultants, managers and some other clinical staff have been hit by large tax bills. A report
prepared for NHS Employers by First Actuarial in June 2019 indicated that around 1/3™ of staff earning over £60,000 have received an annual allowance charge and more than
half expect to receive one in the future. The average tax bill has been £22,000, but trusts have reported to us charges for senior doctors and managers as high as £60,000.

The greatest problem for trusts has been the incentive created by the annual allowance cap and taper for senior staff to reduce their working hours. This is particularly the case
for consultants who have a base contractual requirement to work 10 “programmed activities” (PAs) but commonly agree to take on additional work, including at the weekends
orin unsocial hours. As this additional activity typically leads to greater taxable pension growth, consultants have been cutting back their work to protect their pensions and
avoid punitive tax bills, causing trusts considerable difficulties filling rotas, reducing waiting lists and maintaining access to timely and effective care. The First Actuarial report
found that 40% of those affected have already reduced their workload, while also highlighting an issue with senior staff avoiding promotions (20% of those surveyed have done
s0), given pensions growth is exacerbated by large increases in pay between years. This underlined the fact that the pension tax issue does not only affect senior consultants,
but can capture staff at many levels throughout the service, including those who are seeking to move into leadership roles.

Summary of trust approaches - local schemes

The table below sets out the most common approaches trusts are taking to mitigate the annual allowance tax issue affecting senior clinicians and managers, broadly broken
down into three types. These scheme descriptions are taken from member submissions in the period of 10-27 July. Of the 93 detailed responses we received, 24% have
developed or are developing alternative schemes, 32% are currently considering a range of options, while 44% have decided not to pursue any form of local, regional or
system-wide scheme at this time.

This table should not be read as a comprehensive cost-benefit analysis of these different approaches, but does provide key considerations based on feedback from providers.
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Scheme type

1) Contribution recycling
“pension restructuring
payment”

2) Increase non-
pensionable pay and
reward

NHS Providers | Page 3

What's involved?

The trust puts in place a policy to pay affected
staff the equivalent of their locally
administered employer pension contribution
(14.3%) as additional salary, minus national
insurance contributions and potentially some
administration costs.

This may be paid in one ore more equal
instalments, or monthly as salary top ups or
additional allowances.

The payments would only ever be made
available to staff who have opted out of the
NHS pension scheme of their own volition.

Potential benefits

e Staff are compensated significantly for their
loss of pension earnings and no longer subject
to annual allowance taxes unless they join
alternative pension schemes

e May be cost neutral for trusts as employer
pension contributions flow through national
tariff

e Often available to all staff (including senior
managers) who can show an actual or
anticipated tax charge, regardless of
grade/profession

e Relatively simple compared to other schemes.

NHSProviders

Other considerations

May have an adverse equalities impact, as policy
is more likely to apply to high earners, who are
in turn more likely to be senior consultants, and
male, according to a DHSC equalities impact
assessment. Potential to be unpopular with
ineligible lower paid members of staff who may
struggle to afford their pension contributions
Some potential cost implications involved,
including applying policy to those who have
opted out at an earlier date, and if mass opt-
outs change tariff calculations in the longer-
term

Risks being viewed as an ‘inducement’ for staff
to opt out of the NHS pension scheme, in
contravention of s.54 of Pensions Act

Mass opt-outs would devalue the NHS pension
scheme and could present a risk to the benefits
it provides to members of the scheme overall
and in the longer term.

The trust makes arrangements to convert a
higher proportion of an affected employee’s
pay into non-pensionable pay or another
type of reward. These arrangements might
include:

e Splitting roles into two separate
assignments, potentially with two
contracts of employment, so that one of
these roles is non-pensionable

o Allows staff to stay retain the benefits of NHS
pension scheme membership while reducing
their annual pension growth

e Non-pay related benefits — e.g. additional
study leave , childcare, cycle to work — have
the potential to benefit affected staff, and
promote a culture which is supportive of well
being in the organisation as a whole

e Potential to provide more choice to staff on

May not have a significant impact on those
affected by the annual allowance taper. While
greater non-pensionable pay will reduce input
growth, it will still count towards the £110,000
taxable income threshold

Responsibility payments, allowances or bonuses
outside of contractual pay may still be counted
as pensionable by the NHS Business Services
Authority (NHS BSA) depending on the reason
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3) Deferred additional
leave
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(potentially on the trust's locum bank
terms & conditions)

o Offering non-pensionable bonuses or
responsibility allowances for staff taking
on work beyond their core contractual
requirements

e Offering a “salary sacrifice” scheme which

converts a proportion of salary into a
range of non-pay related benefits, e.g.
study leave budget, childcare benefits,

cycle to work, gym discounts, car benefit

schemes.

how they'd like to be rewarded.

for and frequency of the payment, and how it is
structured. We've also heard reports of
inconsistent or erroneous estimates of
pensionable vs non-pensionable pay by
national agencies

This type of policy is likely to be more
complicated to devise and administer than
some other schemes

This type of policy is more likely to be
unpopular, or in the case of salary sacrifice be
seen as a “pay cut’, by affected staff

Non-pay benefits may be taxable, and
employees in receipt of them would need to be
aware of this.

Essentially a time off in lieu (TOIL) approach,
with staff awarded additional leave or a
sabbatical/career break at an agreed time

instead of pensionable salary above their core

contracted pay.

Could also enable affected staff to more easily

bring forward retirement.

Retains senior clinical capacity in the short-

term and affected staff retain membership of

the NHS pension scheme

Additional leave and/or career breaks may
have positive medium to long-term benefits
for staff morale and could lead to extended
working lives.

Capacity concerns, issues filling rotas and
potential agency spend are simply deferred to a
later date

Complex local contractual negotiations on
deferred leave could become a factor

Some members reported that the trust could be
at risk of being involved in a tax avoidance claim
by taking this approach.
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Other considerations

Trusts are exploring all possible options to ensure staff wishing to work additional hours are not faced with punitive tax bills. The three approaches outlined above are the most
common members have reported to us, though some others have been considered. For example, a handful of trusts have explored the potential to pay for services from
consultants who have formed a limited liability partnership (LLP), as they believe it allows more flexibility for the staff in question to manage their pension savings. Additionally,
some trusts are signposting to alternative pension schemes for those who have opted out, for example, the government’s National Employee Savings Trust Scheme (NEST).

From our information, it appears that the LLP approach is not being widely considered as a solution at the current time. This may be due to compliance considerations around
IR35 tax rules. NEST is available to staff who do not qualify for membership in the NHS pension scheme but does not provide a similar level of benefit for members. From the
feedback we've received, trusts providing information on NEST are likely to continue considering other interventions in parallel to compensate for this loss in benefit.

As stated above, trusts will want to seek external legal or other professional guidance when considering the development of alternative schemes.

Government consultations and guidance

Earlier this month, the Department of Health and Social Care released a long awaited consultation on flexibility in the NHS Pension Scheme. However, the changes offered
within this document were limited in scope, proposing only one key policy to address the issue, known as the 50:50 option, which would enable clinicians to half their pension
contributions in exchange for halving their rate of pension growth.

In the lead up to the consultation release, trust boards and medical professionals expressed a clear view that this option would not solve the problem. Specifically, we were told
by our members that it would not provide the necessary flexibility for senior clinicians to avoid annual allowance tax bills across multiple years, and that it would likely serve to
incentivise the practice (known as ‘hokey cokey’) of NHS pension scheme members frequently opting in and out at calculated times to avoid being penalised. Disappointingly,
the government’s proposal was designed only to apply to senior clinicians who are affected by pension taxation, and not senior managers.

The government’s announcement today outlines new and welcome proposals to increase flexibility in scheme members’ contributions. The Department’s statement says these
changes will give staff “the flexibility to control their pension growth without changing their work patterns”, specifically by allowing any level of contribution and growth
combination (i.e. 30:30 or 70:70) to reflect different individuals' risk of breaching pension tax thresholds.

It also commits to creating guidance for organisations on “how existing discretionary flexibilities could be used to maintain the value of clinicians’ total reward packages”.

Though further detail is needed in the coming days and weeks, it appears some, if not all of the local alternative schemes this briefing has highlighted above will be examined
within this guidance.

NHS Providers | Page 5
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Comprehensive national solutions — tax policy changes

Through the feedback received from over 100 trusts this month, a number of common alternative national solutions have been suggested to us. Below we've provided a short
overview of the most popular options government could take to genuinely tackle this issue. A key element of today’s announcement is a commitment from the new Chancellor
to “review how the annual allowance taper operates to support the delivery of public services”. The two comprehensive solutions listed below are the most popular examples
of what will be hoped for from this review:

1) Remove the annual allowance taper
This is seen as the simplest and most effective action government could take. Removing the taper would nullify a complex and confusing system for tax liability calculation
which can introduce an effective 100% marginal rate on people earning above the threshold income of £110,000, presenting the disincentive for senior staff taking on
additional work or promotions. An annual allowance system without the taper would still have the affect of taxing high earners, however they would more easily be able to
prepare for charges against a flat pensions ‘cap’, and not be penalised for undertaking additional NHS work.

2) Increase thresholds for taper, adjusted income and annual allowance
If the taper is retained, an alternative solution would be to increase the various thresholds or caps on earnings and pensions growth that bring these policies into play for senior
clinicians and managers. It is worth reiterating that the annual tax free allowance for pensions growth prior to initial policy change in 2011 was £255,000 and it may be
concluded that the reduction to £40,000 (down to a minimum of £10,000 with tapering) has gone too far and affected people who were not intended to be captured. The
taper threshold, and adjusted income threshold of £150,000 could also be raised. The latter figure is particularly misleading: reports on this issue often fail to highlight that the
£150,000 mark is a calculation of total income + pension contributions + “deemed pensions growth”, meaning senior staff earning significantly below £150,000 will be
considered to have breached the adjusted income threshold.

Partial solutions — NHS pension scheme amendments

The partial NHS-specific solutions listed below have been suggested to us by members should government refuse to revise tax policy. The additional flexibility provided
through today’s announcement fits within this bracket, but could also feasibly be complemented by the following changes:

Review and adjust the pensions growth calculation method

There are some oddities involved in the calculation of annual pension growth or “pension input amount”, for instance, taxable pension growth is determined by initially
identifying any increase in pensionable pay for the member from the previous year, which makes pay increases through annual increments or promotions particularly sensitive
to annual allowance impact. Trusts have suggested two possible changes in this area: first of all, a revision of the adjusted income allowance calculation method to only include
pensionable pay and not “deemed pension growth”, and secondly, a change to the multiplication factor of 16 which leads to very high pension input amounts.

NHS Providers | Page 6
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1) Increase flexibility around non-pensionable pay
Trusts are seeking to find ways to increase non-pensionable pay and other reward for staff to limit the impact of annual allowance tax charges (see table above), but the rules
around what is and isn't pensionable income appear to be complex. If staff could choose to be remunerated through non-pensionable income above a certain point of activity
(for consultants, proposals include any work above 10 programmed activities as the standard contractual requirement, or 7-8 PAs as the level of work highlighted as the ideal
long-term commitment purely to minimise the effect of pension taxes), the incentive to work fewer hours would be reduced. This change would ideally take place in
combination with an amendment of the taper threshold, as the current £110,000 mark includes non-pensionable income. A separate consultation from DHSC on this option is
due to be released shortly.

2) Introduce a defined contribution element to NHS pensions
While highly paid individuals across the economy are often able to avoid the worst affects of the annual allowance by reducing their pension contributions, this is not an option
for NHS staff in the defined benefit scheme. The initial 50:50 option proposed by DHSC would add some flexibility to contributions — allowing a scheme member to reduce their
accrual rate by 50% by paying 50% fewer contributions — but trusts have told us that it does not go far enough. We understand that the refreshed consultation to be offered by
government will include, welcome, greater flexibility in this regard meaning in the longer term, local schemes of this nature may not be required..

3) Amend the loan and interest arrangement in the scheme pays facility
The scheme pays facility is clearly a useful option for many staff, who can choose to deduct the value of a pensions tax bill from their virtual pensions ‘pot’. However, it does not
resolve the financial benefit for senior staff to reduce their working hours, and trusts have expressed some frustration with the way it is administered. Scheme pays might be a
more popular option for staff if the interest rate was reduced — it has been as high as 5.8% due to the combination of CPl and the SCAPE rate this year — or indeed if it was not
set up as a “loan” as it is currently. It would likely be simpler, and less costly for scheme members to have their tax bills applied as a debit from their virtual pensions pot rather
than essentially building up a large debt if using scheme pays over several years.

Government accountability, advice and scheme accuracy

It should be emphasised that the ‘comprehensive solutions’ listed in the section above and proposed to us by NHS trusts would impact people across the economy, and would
not be an NHS-only solution. It is NHS Providers firm view that this is not just an NHS issue, but a problem with a tax policy leading to serious unintended consequences. Media
reports have indicated that more than 20 organisations from a variety of sectors have met with the Treasury in an effort to address this issue.

The NHS is particularly badly affected given its staff are members of one of the largest defined benefit schemes in the world, and given the unfortunate interaction of the
annual allowance when applied across several versions on the scheme (1995, 2008, 2015), the effect of tapering, and the multiplication of pensionable pay by 16 to calculate
pension input. However, this does not mean the health and social care sector should be held responsible for finding an isolated solution to a poor tax policy. The partial NHS
pension scheme-related solutions listed above are worth exploring, but are unlikely to meaningfully resolve this issue in the long-term for all those affected by the tax changes.

NHS Providers | Page 7
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In the short-term, policy amendments from the government’s new consultation will not be implemented before April 2020, leaving trusts to manage operational issues caused
by this issue in the meantime. Guidance on local schemes issued within this financial year will help to mitigate this impact however.

Separately, it is worth noting that trusts have shared examples of staff members being given inconsistent accounts or ‘estimates’ of their pension accrual by the NHS pension
agency, or a lack of assurance over the processing of applications for scheme pays. This has been reflected in media accounts of consultants being confronted by debt
collectors after previously taking action to address tax bills. Outside of efforts to implement a comprehensive solution to this issue, there is clearly an administrative task to be
undertaken to ensure these faults are eliminated.

Finally, we have heard frustration from several members over the quality of NHS pension scheme-specific advice provided by independent financial advisors to their staff. We
have received some suggestions that the NHS set up a framework of approved advisors which is surely another complementary option worth exploring.

NHS Providers view

Trust leaders overwhelmingly favour a national solution to the impact of current pension rules on senior staff capacity and patient care. While this briefing details the local
arrangements some providers are putting in place to mitigate the problem, it is important to note that they are doing so out of necessity. Trusts have told us that they have
been driven to respond by a rising impact on their ability to provide safe and effective care, while government had previously been slow to take action. Many of the messages
we've received this month from providers express hope that a national solution will be presented before their organisation is absolutely forced to make a decision on time-
limited local policy actions.

With this in mind, and as the government consults with the sector on its approach, we are deliberately becoming much more vocal on this issue on behalf of trusts, and we
continue to discuss possible solutions with national policy makers and parliamentarians, and engage a number of expert partners on this issue including NHS Employers and
the BMA.

NHS Providers response to today's pension proposals

Responding to today’'s announcement on NHS pensions, the chief executive of NHS Providers, Chris Hopson said:

“We welcome the government’s commitment to fixing an NHS pensions issue that frontline leaders say is having a significant and direct negative impact on patient care. The
new Government is bringing a welcome pace and focus to this issue that was previously lacking.

“These proposals are helpful next steps. But we won't enable key staff to work the extra hours needed and put off ideas of early retirement until we have a clear, definitive,
solution fully in place. So we have to move fast.

NHS Providers | Page 8
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“The welcome new consultation on extra flexibility around pensions contributions and Chancellor’s review of the annual allowance taper both need to be completed quickly.
The Government need’s to listen carefully to the views of those affected — for example, there is a strong argument that income for extra work beyond normal contracted issues
should not be counted in annual allowance taper calculations. It’s also important that Government recognises these issues don't just affect doctors — nurses and managers are
impacted too, and any solution must cover them.

“Frontline leaders have rightly taken a number of immedate steps to manage the impact of this problem so their trusts continue providing safe, high quality, care. They will
welcome the Government’s recognition that these local flexibilities are a legitimate option in the short term’.

NHS Providers | Page 9
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Introduction

The NHS Pension Scheme is a highly valuable part of the package of pay, terms and
conditions for NHS staff. It compares very favourably with pension schemes in other
sectors. The scheme provides hard working and dedicated staff with financial security in
retirement after decades of public service and patient care.

The Government provides tax incentives to encourage pension saving across society so
that individuals have an income or funds throughout retirement. Pension scheme
contributions can be made tax-free. However, the cost of providing this tax incentive is
very substantial, at over £50bn, so Government places restrictions on the amount of
pension saving that receives tax relief.

The relative generosity of the NHS Pension Scheme means that for some staff, mostly
senior doctors, changes since 2010 to the way that wider pensions taxation works has
resulted in their pension now growing to a level beyond their tax-free allowance. A tax
charge is levied on the value of pension growth that exceeds the tax-free allowance. This
is causing significant financial concerns to those doctors, with many now looking closely at
whether it is in their financial interest to do extra work for the NHS. For some, the potential
impact of the tax changes are prompting them to consider retirement or withdrawal from
the NHS Pension Scheme.

The taxation regime affects different groups and different individuals in different ways.
Initial concerns were focussed on the lifetime allowance as a factor that was leading
General Practitioners (GPs) to retire earlier than they had planned. The British Medical
Association (BMA) and NHS England agreed, as part of GP contract negotiations earlier
this year, to ask the Government to consider a 50:50 option through which GPs could
reduce both their pension contributions and their pensions accrual by 50%, to manage the
growth in the size of their pension pot.

As this work developed to address issues principally in general practice, the interaction
between the generosity of the NHS Pension Scheme and the tapered annual allowance,
introduced in April 2016, on both GPs and senior consultants has become increasingly
apparent. Both employers and the BMA have expressed concern about the need for wider
flexibility to avoid perverse incentives which can cause senior medical staff to reconsider
whether or not they can afford to provide additional patient care.

The Government had begun to consult on a 50:50 pension flexibility, where affected
clinicians could choose to reduce their accrual by 50% and pay 50% fewer personal
contributions. However it was clear from the early responses that a 50:50 option does not
provide sufficiently broad flexibility for individuals to balance their pay, pension growth and
tax liability.
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The Secretary of State for Health and Social Care is determined to find an urgent solution
that works for senior clinicians. The 50:50 consultation has therefore been withdrawn and
this new consultation presents a package of new proposals that go significantly beyond the
narrow 50:50 flexibility. Responses to the withdrawn 50:50 consultation will be considered
alongside those received to this consultation.

These proposals offer very significant opportunities for senior clinicians to continue to
provide additional care for the NHS by tailoring their pension accrual to the level they wish
to achieve, taking into account desired pension growth and the tax implications. It also
allows them to increase the level of accrual late in the scheme year, recognising that
clinicians may not always know how much additional work they will do at the beginning of
the scheme year. Where tax charges do occur, as is the case currently, the Scheme Pays
facility means staff do not need to pay the tax charge upfront, instead the charge value
plus interest can be taken off the individual's pension pot at retirement. The document
proposes potential improvements to the way Scheme Pays operates in the NHS Pension
Scheme so that staff can more clearly see the impact of using Scheme Pays on their
pension at retirement. By tailoring accrual to manage annual allowance, it also enables
easier management of the build up to the lifetime allowance limit.

The NHS Pension Scheme is a statutory scheme, so any changes require legislation and
significant amendment to pension administration and payroll systems. Accordingly, the
earliest changes can be made is in time for the next tax year. The Government recognises
the urgency and asked NHS Employers to publish short-term guidance on possible local
approaches that employers can consider taking to mitigate the impact of pension tax on
their workforce this tax year.

The Government is listening to concerns about how the operation of the tapered annual
allowance affects the delivery of public services. The Chancellor has announced that the
Treasury will review how the tapered annual allowance operates in order to support the
delivery of public services.

The Department recognises that, even with the important further flexibilities set out in this
consultation, dealing with the complexities of the interaction between tax, pay, pensions
and additional work for the NHS can be burdensome for hard working staff. The document
therefore outlines plans to provide additional support that complements existing
arrangements in helping individuals to navigate and manage this complexity.

The Government is committed to ensuring that hard-working clinicians who provide
additional care for NHS patients do not find themselves considering reducing their work
commitments, as a result of the interaction between their pay, their pension and the tax
regime that surrounds this. The consultation therefore seeks views on how new important
flexibilities in the way the NHS Pension Scheme operates can ensure that senior clinicians
are rewarded properly for additional work whilst managing the impact on their pension and
their tax liabilities in a fairer manner.
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Executive Summary

The challenge of the tapering annual allowance

The NHS Pension Schemes are among the most generous pension schemes available
and are a valuable part of the total reward package for NHS staff. However, for a relatively
small but important group of staff, the interaction of the NHS Pension Schemes with the
pension tax regime has created significant challenges. The evidence that the Department
has demonstrates that the largest groups affected are high-earning consultants and GPs.
The effect of this for some high earners is that pension tax could affect either the value of
their take home pay or their final pension.

The Government provides tax incentives to encourage pension saving across society so
that individuals have an income or funds throughout retirement. Pension scheme
contributions can be made tax-free. The cost of providing this tax incentive is very
substantial, at over £50 billion a year. Around 60% of the tax relief is claimed by higher
and additional rate taxpayers. The Government has therefore sought to limit the amount of
pension saving that receives tax relief so that the benefit is distributed fairly across society.
Since 2010 there have been progressive restrictions on the amount that individuals can
save into their pension tax-free. The Government applies two mechanisms to limit this: the
Lifetime Allowance and the Annual Allowance.

The Lifetime Allowance limits the total amount of tax-free pension savings that an
individual can make over their career. The allowance has reduced from £1.8m in 2011-12
to £1.055m currently. The current allowance level permits individuals in the older 1995
NHS Pension Scheme to build up with tax-free contributions, a pension worth £45,870 and
a tax-free lump sum of £137,610. A tax charge is applied to pension savings above the
lifetime allowance. The tax liability is assessed when the pension is drawn or transferred.
Any tax charge is deducted from the value of the pension pot. Therefore, individuals do not
pay a lifetime allowance tax charge in cash.

The Annual Allowance limits the amount by which an individual's pension savings can
grow tax-free in the year. The allowance has reduced from £255,000 in 2010-11 to
£40,000 currently unless a taper mechanism applies in which case it reduces further to
potentially a £10,000 minimum. A tax charge is applied to pension savings above the
individual's annual allowance.

The standard £40,000 allowance allows NHS staff to increase their pension by £2,500
before a tax charge is incurred. A member of the 2015 NHS Pension Scheme would
increase their pension by £2,500 each year if they had pensionable earnings of £135,000.
On average, consultants have pensionable earnings of around £90,000. This meant with a
standard annual allowance of £40,000 far fewer doctors and other staff had pension
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growth that exceeded the allowance limit. Tax charges arising from these allowances were
relatively easy to predict and manage, because the tax calculation measured pension
growth only which is related to the amount of pensionable earnings of individuals.

In April 2016, the Government introduced a mechanism to taper the annual allowance for
those with the highest incomes. This applies to all individuals whose net income exceeds
£110,000 and whose adjusted income (net income plus annual pension growth) exceeds
£150,000. Net income is the taxable income shown on payslips - i.e. without pension
contributions or other deductions made before income tax is applied. The taper
mechanism reduces the amount of annual allowance by £1 for every £2 over £150,000.
The taper stops at a minimum annual allowance of £10,000 which is reached where there
is adjusted income over £210,000.

Individuals are able to carry-forward unused allowance from the previous three tax-years
to absorb excess savings in the present tax-year. The current tax year (2019-20) is the
fourth year since tapering was introduced meaning that for many affected staff any carry-
forward reserves are likely to have been exhausted so the full force of the tax charge is
now being felt.

Critically, the threshold income and adjusted income includes all sources of taxable
income, including non-pensionable pay for additional sessions above full-time hours
worked by many consultants. The result has been to bring increasing numbers of high
earners in the NHS within the scope of pension tax charges.

Senior NHS clinicians, particularly consultants and GPs, have a significant degree of
flexibility over their workloads and can vary their commitments in the course of the year.
Consultants typically volunteer for additional non-pensionable sessions of work, often at
short notice, to cover service pressures. This includes undertaking discretionary work to
reduce waiting lists and deliver on-call services. GP partners are self-employed and will
also take on additional work for instance supporting out of hours services.

In response to concerns about annual allowance tax charges, clinicians are seeking to
control their income and pension growth by limiting or even reducing their NHS work to
avoid breaching their annual allowance. NHS employers report that consultants are
increasingly no longer willing to work additional sessions to reduce waiting lists, fill rota
gaps or take on additional supervisory responsibilities. The lost capacity can be difficult to
replace especially in clinical specialties where there are already shortages, and expensive
as employers can pay a premium for locums to bridge the gap.

The Government recognises that the interaction between the NHS pension scheme and
the pensions tax regime is driving a behavioural response from NHS clinicians to reduce
their work commitments. The Government has also listened to concerns that this

behavioural response is, in turn, impacting on frontline NHS service delivery and patient
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care. In response, the proposals outlined in this consultation seek to address these issues
by giving NHS clinicians facing these much greater pension flexibilities.

The taper can create some cliff edges, though this depends on an individual's
circumstances. Some commentators argue that the operation of the taper is difficult to
predict, particularly when a senior clinician is unsure what level of income that they will
earn within a tax year. This uncertainty means that tax charges can occur unexpectedly for
individuals. Around a third of NHS consultants and GP practice partners have earnings
from the NHS that could potentially lead to them being affected by the tapering annual
allowance.

The Government is listening to concerns about how the design of the tapered annual
allowance affects the delivery of public services. The Chancellor has announced that the
Treasury will review how the tapered annual allowance operates in order to support the
delivery of public services. Should changes to the tax system be introduced the
Department may revisit the need for flexibility within the NHS Pension Scheme.

Paying annual allowance tax charges

HM Revenue & Customs require pension schemes to provide a Scheme Pays facility,
through which some individuals can meet their annual allowance tax charges by choosing
to have it deducted (plus interest) from their pension pot at retirement.

The Department has maximised the availability of Scheme Pays facility by extending it so
that it can be used to settle any annual allowance charge of any value. This is beyond the
statutory minimum requirement for Scheme Pays coverage. This means that no one needs
to find money up front to pay their pension tax bill.

Under NHS Scheme Pays the pension scheme pays the tax charge on behalf of the
member directly to HMRC. This creates a debt that is repaid at retirement where the
charge value plus interest is deducted from the member's pension before it is put into
payment. Scheme Pays is available to all members of the NHS Pension Scheme.

Staff who are high-earners early in their career may incur annual allowance tax charges
frequently throughout their career. Whether staff pay their annual allowance charges by
using Scheme Pays or in cash upfront will be an individual decision and is likely to depend
on their circumstances including whether they have the resources to pay the tax charge up
front. Central to this decision is a clear understanding of how at retirement the size of a
Scheme Pays deduction from the pension compares with the final value of the pension
growth that led to the tax charge.

However, the current way that the NHS Pension Scheme operates Scheme Pays may not
allow a clear insight on how it affects member pensions. The consultation proposes an
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alternative method that seeks to provide greater transparency for members. This would
involve annual member benefit statements showing the Scheme Pays deduction as a
pension debit so that they can see the adjustment to their pension at retirement as it
increases with interest each year and compare this with how the accrued pension also
increases over time though annual pot revaluation or salary increase.

However, whilst Scheme Pays is an important method for paying tax charges, it does not
allow high-earners to manage their pension accrual, and any associated annual allowance
charges, in the first place.

Proposed scheme flexibility

Some private sector pension schemes offer members the flexibility to tailor the rate at
which their pension builds (accrual rate). At present the NHS Pension Scheme does not
allow any such flexibility. Instead, in response to concerns about annual allowance tax
charges, some clinicians are choosing to reduce their NHS income through declining the
additional discretionary work and responsibilities that the NHS relies upon, reducing their
hours or opting out of the NHS Pension Scheme.

The Department is therefore consulting on proposals to introduce new flexibilities within
the NHS Pension Scheme for clinicians whose work patterns mean they have a
reasonable prospect of incurring an annual allowance tax charge.

The new proposals offer options that go significantly beyond the previous 50:50 proposal
that the BMA and NHS England had originally asked Government to consider but that is
now viewed as providing insufficient flexibility. Discussions with the medical profession and
employers have highlighted the need for wide-ranging pension flexibility, that would offer
clinicians the tools to control the amount of tax-free pension saving they build up so that
they can manage their tax liability without needing to reduce their workload. Tailoring
pension accrual helps manage both the annual and lifetime allowance liability, as slowing
down pension growth allows individuals to reach the lifetime allowance limit at a point in
time that matches their target retirement age.

The proposed changes to the Scheme would allow such clinicians to:

e Choose before the start of each scheme year (1 April) a personal accrual level and
pay correspondingly lower employee contributions. The accrual level chosen
would be a percentage of the normal scheme accrual level in 10% increments. For
example, 50% accrual with 50% contributions, 30%:30% or 70%:70%.

e Fine tune their pension growth towards the end of the scheme year by updating

their chosen accrual level when they are clearer on total earnings. For example,
go from 50%:50% to 60%:60%. The updated accrual level would be higher than
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initial level and have retrospective effect from the start of the scheme year.
Contribution arrears from the higher accrual level would be payable by the
member and employer before the end of the scheme year.

Where clinicians use the flexibilities to choose a lower accrual level than the full rate, the
employer will also pay lower contributions. Employers have the discretion to pay to the
member unused employer contributions in these circumstances, although this would be a
decision for individual employers. Unused employer contributions could be paid by non-
recurrent lump sum at the end of the scheme year after any updating of the chosen
accrual level for that year.

To note, for 2019-20 NHS Employers has issued short-term guidance on possible local
approaches that employers can consider taking to mitigate the impact of pension tax on
their workforce this tax year; this includes consideration of recycling unused employer
contribution into salary. The Government's response to this consultation will provide clarity
around such approaches after flexibilities are introduced.

One-off substantial increases in pensionable pay can create a spike in pension growth and
a higher annual allowance tax charge that is not replicated in the subsequent years. The
NHS Pension Scheme Advisory Board have suggested that the amount by which the new
pay level contributes towards member pensions could be gradually increased over a
number of years to smooth such spikes. The Department proposes to consult on the
principle of phasing the ‘pensionability’ of large pay increases for high-earners and invites
views on potential ways to give effect to this.

The Department is concerned that the complex interaction of tax, pay and pensions can
take considerable amounts of individual time and resources to manage. To complement
the introduction of new pensions flexibilities, the Department will work with employers and
staff representatives to ensure that all clinicians affected by pensions tax issues or
concerns have access to high quality education and information to understand their tax
liability and how these new flexibilities can be best used to support individual
circumstances and preferences. Guidance and modellers commissioned by the
Department do not constitute financial advice.

Building on what is already available, the Department is planning to commission a
modeller to help individuals assess options for using these flexibilities tailored to their
personal circumstances. The intention is to support affected clinicians and their employers
to agree programmed activities and other contractual commitments equipped with a clear
understanding of their pension tax liability and how the flexibilities can be best deployed to
deliver the right balance of incentives.

The Department intends that this support will be available from the end of this calendar
year in good time, subject to the outcome of this consultation, for the introduction of the
new pension flexibilities.
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The NHS Pension Scheme remains one of the most generous pension schemes on offer
and will continue to be an important part of the reward offer for all staff, including high-
earners. The proposals set out in this consultation document are intended to offer
clinicians flexibility to tailor their pension growth, so they are not unfairly impacted by
performing the extra work that the NHS needs. Where tax is incurred, the proposed
changes to Scheme Pays will provide increased transparency as well as flexibility in how
the liability is met.

10
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Consultation purpose and process

The NHS Pension Schemes provide generous pension benefit accrual for members. The
Department understands this means many senior clinicians are exceeding their annual
allowance for tax-free pension saving, producing a tax charge. In response, there is
evidence that high-earning clinicians, particularly consultants and GPs, are managing their
annual allowance tax liability by reducing their workload, turning down extra
responsibilities and/or retiring early. Consequently, there is a reduction in NHS service
capacity and patient care is adversely affected.

The first two chapters of this consultation document explain the issue, describe the impact
as understood by the Department, and proposes introduction of a targeted pension
flexibility. Currently, the Department is proposing to target flexibility at clinicians, provided
that doing so is reasonable and proportionate.

Chapter 3 sets out the proposed new flexibility and invites views. Chapter 4 explains how
the Scheme Pays facility, a mechanism that members can use to settle their tax charges,
works in the NHS Pension Scheme and proposes a potential improvement to improve
transparency.

Consultation questions

The Department would like to receive responses on the following consultation questions,
including evidence (where available) to support the response:

The case for pension flexibility

1. Who do you think pension flexibility should be available to?

e NHS GPs and consultants who may be affected by the annual allowance tax charge
e Other NHS clinicians who may be affected by the annual allowance tax charge

e Non-clinicians in the NHS who may be affected by the annual allowance tax charge
e All members of the NHS workforce, regardless of their tax position

e Other group

e None of the above

Please provide evidence to support your views

11

Board Meeting (in public) 17th October 2019-17/10/19 101 of 435



Tab 3 Chief Executive's Report to the Board

102 of 435

Proposed pension flexibility

2. Do you think the proposal for a more tailored approach to pension accrual is
flexible enough for senior clinicians to balance their income, pension growth and
tax liability? Please set out the reasons for your answer.

3. If not, in what ways could the proposals be developed further?

4. We're proposing that large pay increases for high-earning staff should only be
included in their pensionable income gradually. Do you agree or disagree with this
proposal? Please set out the reasons for your answer.

Improving Scheme Pays

5. Currently, the NHS Pension Scheme has a notional defined contribution pot
(NDC) approach to Scheme Pays deductions. We're proposing to replace this with
the debit method. Do you agree or disagree with this? Please set out the reasons for
your answer.

Equality Impact Assessment

6. What impact, if any, do you think the following will have on people with one or
more protected characteristics:

a) The proposal to target the flexibility to clinicians who have a reasonable prospect of an
annual allowance tax charge

b) The proposal to provide flexible accrual to clinicians who have a reasonable prospect of
an annual allowance tax charge

c¢) Other proposals in the consultation document e.g. phasing pensionable pay increases
and/or commissioning a modeller to help individuals understand their tax liability and
flexibility options

d) Adopting the debit method for scheme pays

7. Are there any further equality considerations that the Department should be
aware of from groups outside the data set?

12
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How to respond

Comments on the proposals can be submitted online at the gov.uk website

By email to:
NHSPSconsultations@dhsc.gov.uk

Or by post:

NHS Pensions Policy Team
Department of Health and Social Care
2NE Quarry House

Quarry Hill

Leeds LS2 7UE

The consultation will close on 1 November 2019.
Confidentiality of information

We manage the information you provide in response to this consultation in accordance
with the Department of Health and Social Care's Personal Information Charter.

Any information received, including personal information, may be published or disclosed in
accordance with the access to information regimes (primarily the Freedom of Information
Act 2000 ("FOIA"), the Data Protection Act 2018 (the "DPA 2018") and the Environmental
Information Regulations 2004).

If you want the information that you provide to be treated as confidential, please be aware
that, under the FOIA, there is a statutory Code of Practice with which public authorities
must comply and which deals, amongst other things, with obligations of confidence. In
view of this it would be helpful if you would explain to us why you regard the information
that you have provided as confidential. If we receive a request for disclosure of the
information you have provided we will take full account of your explanation, but we cannot
give an assurance that confidentiality will be maintained in all circumstances.

An automatic confidentiality disclaimer generated by your IT system will not, of itself, be
regarded as binding on the Department.

The Department will process your personal data in accordance with the DPA 2018 and in
most circumstances, this will mean that your personal data will not be disclosed to third
parties.

13

Board Meeting (in public) 17th October 2019-17/10/19 103 of 435


https://www.gov.uk/government/organisations/department-of-health-and-social-care/about/personal-information-charter

Tab 3 Chief Executive's Report to the Board

1. Context: the NHS Pension Scheme
and tax incentives for pension saving

The NHS Pension Scheme for England & Wales

1.1 The NHS Pension Schemes for England & Wales (the "Scheme") are provided to
staff working in the NHS and other approved organisations who deliver certain
services or functions that support the NHS. There are two separate Schemes: the
2015 Scheme' and an earlier Scheme comprising a 1995 Section' and a 2008
Section.

1.2 The 2015 Scheme provides pension benefits calculated on a career average
revalued earnings basis. The 2015 Scheme replaced the earlier 1995/2008 NHS
Pension Scheme which is closed to new entrants. The 1995/2008 Scheme
provides pension benefits based on final salary for employees, or career average
earnings for General Practitioners and General Dental Practitioners.

1.3 Transitional arrangements following introduction of the 2015 scheme mean that
many NHS staff have benefits accrued in both the 1995/2008 Scheme and the
2015 Scheme. However, a recent judgment by the Court of Appeal in the cases of
McCloud and Sargeant found that transitional arrangements gave rise to unlawful
discrimination. Whilst the judgment found against the Judges' and Firefighters’
pension schemes, the Government announced on 15 July 2019 that it accepts the
judgment applies to other public service pension schemes, including the NHS, and
will remedy the discrimination in all the schemes.

1.4 Around 90% of NHS staff participate in the NHS Pension Scheme. The Scheme is
administered by the NHS Business Services Authority (the "BSA") on behalf of the
Secretary of State for Health and Social Care. There are around 1.5 million
actively contributing members, 650,000 people who have left the scheme but not
yet claimed their pension, and 900,000 pensioners. At 31 March 2018 there were
8,674 patrticipating employers, the majority of whom are GP practices though most
scheme members are employed by NHS Trusts and Foundation Trusts.

15 The NHS Pension Scheme is a valuable and valued component of the reward
package for NHS staff, helping employers recruit and retain their workforces. The
NHS Pension Scheme is high quality, providing generous retirement and life
assurance benefits including a retirement lump sum (optional in some cases), an
annual pension and benefits for a surviving partner and dependants. Benefits
accrue at a rate of 1/80th pensionable pay (1995 Section), 1/60th (2008 Section)
or 1/54th with annual revaluation by the rate of CPI + 1.5% (2015 Scheme). The

14
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1.6

1.7

normal pension age at which benefits become payable is 60 (1995 Section), 65
(2008 Section) or the member's state pension age (2015 Scheme). The BSA's
website provides further detail of the benefits provided.

Each member contributes a percentage of their pensionable pay towards the cost
of their pension benefits. The percentage rate is based on the level of a member's
pensionable pay, and ranges between 5% and 14.5% (before tax relief).
Employers also contribute to the cost of providing pension benefits at a rate of
20.6%, plus a scheme administration levy of 0.08%.

The table below shows the size of average annual pensions paid at retirement".

Staff type Average annual
pension at
retirement

GP £44,000

Consultant £40,000

Nurse, midwife & physiotherapist | £11,500
All NHS staff, excluding GPs & £6,400
consultants

Funding model for the NHS Pension Scheme

1.8

1.9

1.10

The NHS Pension Schemes are statutory unfunded, defined benefit ("DB")
occupational pension schemes backed by the Exchequer. In DB schemes the
benefits received at retirement are calculated according to a pre-set formula
determined by the scheme rules. It is not dependent on the level of contributions
made. DB schemes need to predict contribution income when pricing the level of
contributions required to deliver the pre-set benefits. DB schemes are therefore
inherently less flexible and do not usually allow their members to vary the amount
that they contribute to the scheme.

Many private-sector pension schemes are defined contribution ("DC") pension
schemes. Members of DC schemes usually have more flexibility over the amount
they contribute towards their pension pot. Both the member and employer
contributions are invested to grow the pot, which can be used to buy a pension
annuity or drawn down at retirement. Pension growth is therefore directly linked to
the level of contributions made.

In common with other major public service pension schemes, except the Local
Government Pension Scheme, the NHS Scheme is 'unfunded’ and does not
manage a pool of assets out of which pensions are paid. It is instead financed by
the Exchequer on a ‘pay as you go’ basis. This means the Exchequer pays

15
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1.12

1.13

pension liabilities as they fall due and uses contribution income from employers
and staff to defray the cost of pensions already in payment. An actuarial valuation
is conducted every four years to ensure the level of contributions made by staff
and employers meet the full cost of their pension rights as they accrue them. The
Exchequer meets the cost of any shortfall in the cashflow between pensions paid
and contributions received and would also retain any surplus.

Membership of the NHS Pension Scheme for eligible members is automatic and
the NHS Pension Scheme currently has 1.5m actively contributing members.
Where individuals withdraw from the Scheme (opt-out), this reduces the amount
that the Scheme expects to receive in contribution income but also reduces long-
term liabilities in the form of membership benefits being bought that will
subsequently be paid to retired members in the future.

In the financial year 2019-20, the Scheme expects to receive contribution income
of £10.1 billion from employers and £4.8 billion from members. The Government
Actuary's Department have valued the pension liabilities of the Scheme at £526.1
billion as at 31 March 2018.

The fiscal framework within which the NHS Pension Scheme operates is therefore
an important consideration when changing scheme rules. Any changes that have a
significant effect on contribution income, such as flexibility that leads to a lower
level of contributions being paid, produces an immediate fiscal impact for the
Exchequer. The Government must therefore balance the benefit of changes with
the corresponding cost risk to the Exchequer.

Tax incentives for pension saving

1.14

1.15

1.16

The Government wishes to encourage pension saving to help people ensure they
have an income or funds throughout retirement. It is for this reason that pension
contributions are tax-free for the majority of savers.

Pension tax relief works on the principle that pension contributions and any
investment growth are exempt from income tax, but the pension is then taxable
when paid. Pension contributions are usually paid out of pre-tax salary, so tax
relief is received at the individual’s marginal tax rate.

However, tax relief on pension contributions is one of the most expensive reliefs in
the personal tax system. In 2017-18, income tax relief and employer National
Insurance Contributions relief cost the Exchequer over £50 billion, with around
60% of the relief claimed by higher and additional rate income taxpayers.
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1.17

1.18

1.19

1.20

121

1.22

In view of this cost, the Annual and Lifetime allowance tax policies were introduced
to limit the amount of pension savings that can be built up with tax-free
contributions. Reforms made to these allowances in the previous two Parliaments
are expected to save over £7 billion this year and are necessary to deliver a fair
system and to protect public finances. These measures affect those on the highest
incomes with significant pension accruals: 95% of people currently approaching
retirement have a pension pot worth less than the current lifetime allowance limit
of £1.055m, while the median pension pot for individuals approaching retirement is
around £170,000.

The Government keeps its lifetime and annual allowance tax policies under
review. The 2018 Autumn Budget confirmed that the lifetime allowance would rise
from £1.03m to £1.055m in April 2019, in line with the Consumer Prices Index
("CPI") to ensure the benefit is not eroded. The standard annual allowance
remains at £40,000, although it can taper down to a minimum of £10,000 for those
on the highest incomes.

The taper applies to all individuals whose net income exceeds £110,000 and
whose adjusted income (net income plus annual pension growth) exceeds
£150,000. Net income is the taxable income shown on payslips - i.e. without
pension contributions or other deductions made before income tax is applied. The
taper mechanism reduces the standard £40,000 annual allowance by £1 for every
£2 of adjusted income over £150,000. The taper stops at a minimum annual
allowance is £10,000 which is reached where there is adjusted income over
£210,000.

The Lifetime Allowance and Annual Allowance measures allow individuals to make
significant amounts of pension savings tax-free, whilst ensuring incentives to save
are targeted across society.

To put the allowances in context, members of the 1995 final salary section of the
NHS Pension Scheme who use up the full £40,000 annual allowance would see
their annual pension increase by around £2,500. Members who build up pension
benefits worth the current lifetime allowance of £1.055m can expect an annual
pension of around £46,000 a year plus a tax-free lump sum on retirement of
£138,000. Pensions of this size provide substantial financial security in retirement,
and it is right that the Government takes steps to limit tax incentives for those who
benefit disproportionately from them.

These allowances apply to all pension savers, working in both public and private
sectors. Tax charges are incurred by individuals where the growth in pension
benefits breaches their lifetime or annual allowances. The lifetime allowance tax
charge depends on how the value of benefits in excess of the limit are paid to the
member: 25% for annual pension, 55% for lump sum. The tax charge is deducted
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1.23

1.24

1.25

1.26

1.27

from the pension benefits upon crystallisation, usually when the pension is claimed
or transferred to another scheme. The annual allowance charge is typically taxed
at 40% or 45% and is the marginal rate of income tax that the member would be
charged if their taxable income was added to the amount of pension saving in
excess of their annual allowance.

The NHS Pension Scheme operates a Scheme Pays facility, through which
individuals can meet their annual allowance tax charges by choosing to have it
deducted (plus interest) from their pension pot at retirement. This means that no-
one needs to find money up front to pay their pension tax bill.

The Department has maximised the availability of the Scheme Pays facility by
extending it so that it can be used to settle any annual allowance charge of any
value. This is beyond the statutory minimum requirement for Scheme Pays
coverage.

Under Scheme Pays the pension scheme pays the tax charge on behalf of the
member directly to HMRC. This creates a debt that is repaid at retirement where
the charge value plus interest is deducted from the member's pension before it is
put into payment. Scheme Pays is available to all members of the NHS Pension
Scheme.

Staff who are high-earners early in their career may incur annual allowance tax
charges frequently throughout their career. Whether staff pay their annual
allowance charges by using Scheme Pays or in cash upfront will be an individual
decision and is likely to depend on their circumstances. Central to this decision is
a clear understanding of how at retirement the size of a Scheme Pays deduction
from the pension compares with the final value of the pension growth that led to
the tax charge.

However, the current way that Scheme Pays operates in the NHS Pension
Scheme may not allow members to easily assess how it affects their pension. An
alternative method is proposed in Chapter 4 that may provide greater transparency
for members. This would result in annual benefit statements showing the Scheme
Pays deduction as a pension debit so that members can see the adjustment to
their pension at retirement as it increases with interest each year and compare this
with how the pension growth that gave rise to the tax charge also increases
annually.
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2. The case for pension flexibility

2.1 Across all public service workforces, the Government looks at remuneration in the
round and takes action where required to ensure delivery of first-class public
services. Where there is evidence that the delivery of services is being impacted,
the Government is prepared to take appropriate action to address this.

The impact of pension tax

2.2 The Government is listening to concerns raised by senior doctors and their
employers that annual allowance tax charges are discouraging them from
performing extra work for patients or maintaining their current level of
commitments. The increased income from this work could trigger their annual
allowance to taper downwards thereby increasing the annual allowance tax charge
arising from growth in their NHS pension beyond the tax-free limit. The prospect of
a large annual allowance tax charge could decrease the financial attractiveness of
undertaking the additional work.

2.3 Consultants perform relatively high amounts of discretionary work which is mainly
non-pensionable. Many offer further sessions to deliver waiting list initiatives and
will also take on additional responsibilities such as clinical director roles. The taper
assesses all taxable income, therefore non-pensionable income contributes to
reducing the annual allowance where the individual crosses the £110,000
threshold limit and has adjusted income above £150,000. However, the point at
which an annual allowance charge emerges will vary between individuals
according to their income plus the amount and type of pension already accrued.

Example 1 - average pensionable pay

A consultant with an average' basic pay (pensionable) of £91,532, increased by 2% from
the previous year, 14 years' service in the final salary 1995 section and £5,300 of accrued
CARE" pension in the 2015 scheme. That consultant would need to have non-pensionable
earnings of at least £62,800 before an annual allowance charge is incurred. Therefore, a
lower amount of non-pensionable earnings would not result in an annual allowance charge
and non-pensionable earnings of £70,000 would incur an annual allowance charge of
£1,579.
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Example 2 - higher pensionable pay

If the consultant instead had pensionable pay of £153,000, increasing by 2% from the
previous year, and £8,000 of accrued CARE pension in the 2015 scheme together with 14
years' service in the 1995 section. Without any extra non-pensionable work, there would
be an annual allowance charge of £9,691. If the consultant utilises Scheme Pays to pay
the annual allowance tax charge, then they will accrue £3,090 of annual pensionVi. If the
consultant chooses to pay their tax charge up front, then they will accrue £3,738 of annual
pension“!,

The annual allowance tax charge would be increased by almost £5,500 if the consultant
earned an extra £20,000 through non-pensionable work because the total annual
allowance tax charge would increase to £15,150. If the consultant utilises Scheme Pays to
pay the annual allowance tax charge, then they will accrue £2,726 of annual pension™.
Again, if the consultant chooses to pay their tax charge up front, then they will accrue
£3,738 of annual pension*.

2.4 Example 1 demonstrates that many consultants, particularly in the earlier years of
their consultant career when pensionable pay is lower, are unlikely to receive large
regular annual allowance charges, however example 2 shows that at higher levels
of pensionable pay there is greater potential for significant regular annual
allowance tax charges. It also demonstrates the impact on their pension of using
Scheme Pays to meet the tax charge compared to paying it in cash up front.

2.5 Examples 3 and 4 below show how large increases in pensionable pay or long
service in the final salary 1995/2008 Scheme can lead to higher annual allowance
charges, as these factors substantially affect pension growth. As with the other
examples, the impact of using Scheme Pays on pension benefits is shown. The
consultant receives a pay rise which is above-inflation which results in an increase
to the retirement lump sum. To demonstrate this and the impact utilising Scheme
Pays will have on the lump sum, lump sum figures are included in the examples.
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Example 3 - large increase in pensionable pay

A consultant has pensionable pay of £112,200, increased by 10% from the previous year,
with £55,000 in non-pensionable income, producing total pay of £167,200. The consultant
has £5,300 of accrued CARE pension in the 2015 scheme together with 14 years' service
in the 1995 section.

In this scenario, the consultant would incur an annual allowance tax charge of £23,765. If
the consultant utilises Scheme Pays to pay the annual allowance tax charge, then they will
accrue £2,973 of annual pension and grow their lump sum by £4,076>. If the consultant
chooses to pay their tax charge up front, then they will accrue £4,121 of annual pension
and grow their lump sum by £5,355%,

Example 4 - long service in the final salary scheme

The consultant in example 4 is older and is a transitionally protected member with 30
years' service in the 1995 section and no CARE pension in the 2015 Scheme. With all
other circumstances the same as example 3, the consultant would incur an annual
allowance tax charge of £32,783.

If the consultant utilises Scheme Pays to pay the annual allowance tax charge, then they
will accrue £3,764 of annual pension and grow their lump sum by £11,293%. |f the
consultant pays their annual allowance tax charge upfront then they will grow their pension
by £5,100 a year and add £15,300 to their retirement lump sum*".

2.6 The Government recognises that the action some members are taking in response
to their concerns about, or direct experience of, annual allowance tax charges is
impacting the delivery of NHS services and patient care. NHS employers report
that consultants are increasingly no longer willing to work additional sessions to
reduce waiting lists, fill rota gaps or take on additional supervisory responsibilities.
The lost capacity can be difficult to replace especially in clinical specialties where
there are already shortages, and expensive as employers can pay a premium for
locums to bridge the gap.

2.7 An independent review*’ of the GP partnership model on behalf of the Department
found pension tax to be a factor in decisions by GPs to reduce their NHS
commitments or retire prematurely. 57% of GPs who retired in 2018-19 took early
retirement, a total of 610.
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2.8

2.9

2.10

2.11

The pension tax system supports individuals to save for their later life. Reforms in
the last two Parliaments to support fiscal sustainability have limited the benefit of
income-tax relief on pension contributions for the highest earners in society who
benefit most from this relief. Clinicians are rightly well remunerated for their work.
Outside the public service, some employers may adjust benefit packages to
enable high-earning employees to target a lower level of pension saving and so
reduce the potential for large regular annual allowance tax charges. In most DC
pension schemes, the member can reduce the rate at which contributions are
made to their pension.

The NHS Pension Scheme does not currently allow any flexibility over benefit
accrual or the level of contributions. Where an individual chooses to participate in
the scheme for an employment, all regular earnings from that employment must be
pensionable unless excluded by the Scheme rules. The Government takes the
view that it is important to ensure a good level of pension saving and reward
packages are set on that basis. The total reward package for NHS staff is kept
under review by Government with recommendations made by the pay review
bodies taken into consideration.

However senior clinicians, particularly consultants and GPs, have a unique degree
of flexibility over their workloads and can vary their commitments. Consultants can
reduce or increase the number of additional sessions undertaken, and many GPs
are self-employed. This can create perverse incentives for clinicians to seek to
control their income and pension growth by limiting or even reducing their NHS
work to avoid breaching their annual allowance.

Additionally, as highlighted in example 3 above, a one-off substantial increase in
pensionable pay can lead to a large spike in pension growth for that year and a
higher annual allowance tax charge that is not replicated in the subsequent years.
In some cases, the carry forward of up to three years of previous unused annual
allowance may help minimise the tax impacts of such an increase.

Targeting the flexibility

2.12

2.13

Retaining and maximising the contribution of our highly-skilled clinical workforce is
crucial to delivery of the ambitions for patient care set out in the Long-Term Plan
for the NHS. The Government recognises that the fixed structure of the NHS
Pension Scheme combined with measures in the pension tax system to limit the
relief available to those on the highest incomes, could create unintended
consequences for NHS service capacity and the delivery of patient care.

Accordingly, the Government proposes making the NHS Pension Scheme more
flexible to create the right balance of incentives for clinicians to deliver the services
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2.14

2.15

2.16

2.17

that the NHS needs. The Government is proposing to target these measures to
ensure changes maintain the capacity of the NHS to deliver excellent clinical
services. There is clear evidence that the interaction of pension tax with the NHS
Pension scheme is leading to senior clinicians refusing to do extra work, reducing
their hours or retiring early. In line with the Government’s principles for public
sector pay and pension policy, any flexibility must be affordable, targeted at
affected staff and drive productivity.

Whilst the evidence of service impact is strongest for consultants and GPs, the
Department understands that other clinicians such as senior nurses and dentists
can also incur annual allowance tax charges, particularly those with long service in
the NHS Pension Scheme, and that they also may have the flexibility in their roles
such that they can choose to work fewer hours or not take on additional duties in
response. Consequently, there is the potential for a similar impact on NHS service
capacity and the delivery of patient care as that evidenced for senior doctors. The
Department invites evidence to test and confirm this position. If such evidence
does not exist and annual allowance tax charges do not appear to affect clinicians
other than doctors in a way that leads to a reduction in NHS service capacity and
impacts patient care, then the Department will reconsider this position.

There is a less clear case that annual allowance tax charges are creating similar
retention and productivity issues in the non-clinical NHS workforce. Whilst non-
clinical staff may exceed their annual allowance, the Department has not yet seen
evidence that it has the same impact on the capacity of NHS services and patient
care. This might be because the nature of these roles provides less or no scope to
vary or reduce their working commitments or substantially increase their income
through additional tasks and responsibilities. The Department is open-minded on
the issue and invites respondents to submit evidence that non-clinical staff
exceeding the annual allowance is leading to a reduction in NHS capacity and
impacts patient care.

Lower earners are unlikely to be affected by annual allowance tax charges,
particular as a result of the tapering rules. Accordingly, it is anticipated that the
annual allowance tax charges are unlikely to impact the retention and productivity
of these staff. Offering a general pension flexibility to all staff is therefore not under
consideration at present. The Government keeps the impact of public sector pay
and pensions policies under review, taking account of total reward and fiscal
considerations. The reward package for NHS staff, is independently assessed by
relevant Pay Review Bodies. The Government takes review body
recommendations into consideration.

To summarise, the Department is proposing that subject to the outcome of this
consultation, eligibility for the flexible accrual facility set out in the next chapter is
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targeted at individuals who are registered health care professionals and can
demonstrate a reasonable expectation that their prospective NHS commitments
would result in pension growth exceeding their annual allowance.

Consultation questions

1. Who do you think pension flexibility should be available to?

NHS GPs and consultants who may be affected by the annual allowance tax charge
Other NHS clinicians who may be affected by the annual allowance tax charge
Non-clinicians in the NHS who may be affected by the annual allowance tax charge
All members of the NHS waorkforce, regardless of their tax position

Other group

None of the above

Please provide evidence to support your views
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3.

3.1

3.2

3.3

3.4

3.5

3.6

Proposed pension flexibility

The Department recognises that some staff are already taking steps to reduce
their exposure to annual allowance tax charges.

Some clinicians are, or are considering, reducing their NHS workload or declining
additional duties. Others are engaging in a practice of continually opting-out and
opting-in of the Scheme. This is where the member chooses to opt-out from the
scheme part way through the year at a point where pension growth from further
membership would lead to an annual allowance charge. The same member
subsequently re-joins at the start of the next tax year. A drawback for the member
is the loss of 'death-in-service' life assurance and ill-health retirement cover which
are only available with active membership. Whilst the optimal point to opt-out may
be difficult to predict, it does allow members to control their pension accrual.

Where members choose to opt-out of the scheme because of annual allowance
tax charges, some employers are considering paying to them the value of the
unused employer contribution. This already happens for GP partners who retain
within the practice the employer contribution that is included in the payment
received for performing their primary care contract. The Department is committed
to the NHS Pension Scheme remaining a cornerstone of the reward package for
all staff. However, it is recognised that unlike scheme members who do not pay
annual allowance tax charges, the incentive for these individuals to maintain
contributions to their pension may be less and so alternative reward options could
be appropriate.

Whilst practices such as the opt-in/opt-out approach can provide flexibility for
individuals to manage their pension growth, the Department recognises that going
beyond this to offer a more structural option within the Scheme is appropriate.

At present there is no flexibility within the NHS Pension Scheme to scale pension
saving to fit within tax free allowances. Instead, in response to annual allowance
tax charges, some clinicians are choosing to manage their tax liability by reducing
their NHS income by declining additional discretionary work and responsibilities or
reducing their hours. The Department therefore proposes to introduce greater
pension flexibility. The purpose is to give clinicians the tools to balance their pay,
pension growth and tax liability without having to change their NHS commitments.

It should be borne in mind that pension scheme flexibility does not set aside the
pension tax system. Measures that reduce pension tax exposure necessarily
present a trade-off. An individual choosing to reduce their pension growth to fit
within tax-free allowances will accrue a lower pension at retirement but at the
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3.7

same time might make a saving from making fewer pension contributions and not
incurring a tax charge.

The NHS Pension Scheme Advisory Board* is exploring the case and potential
options for pension flexibility in the context of the impact that the NHS Pension
Scheme has on the recruitment, retention and productivity of NHS staff. The Board
is expected to make recommendations to the Secretary of State in September.
This work is important, and the recommendations will be considered together with
the other responses received through this consultation.

Proposals: flexible accrual

3.8

3.9

3.10

3.11

The previous consultation presented a 50:50 flexibility that allows clinicians to
voluntarily reduce their NHS Pension Scheme accrual by 50% and
correspondingly pay 50% fewer contributions.

Discussions with the medical profession and employers have highlighted the need
for flexibility that provides a far more tailored approach to pension accrual.
Tailoring pension accrual helps to manage both annual and lifetime allowance
liabilities, as slowing down pension growth allows individuals to reach the lifetime
allowance limit at a point in time that matches their target retirement age.

The Department therefore proposes to amend NHS Pension Scheme rules to
provide a new ‘flexible accrual' facility. This will allow eligible members to:

e Choose before the start of each scheme year a personal accrual level in 10%
increments and pay correspondingly fewer employee contributions. For
example, 50% accrual with 50% contributions, 30%:30% or 70%:70%. Based
on their income expectations for the year ahead and the amount of pension
already built up from previous years, clinicians can set their accrual at a
personal 'safe’ level that is unlikely to lead to a tax charge.

e Fine tune their pension growth towards the end of the scheme year by
updating their chosen accrual level when they are clearer on total earnings.
For example, go from 50%:50% to 60%:60%. The updated accrual level would
be higher than initial level and have retrospective effect from the start of the
scheme year. Contribution arrears from the higher accrual level would be
payable by the member and employer before the end of the scheme year.

Ancillary benefits such as 'death in service' life assurance and survivor benefits
would continue to be provided in full, together with ill-health retirement cover.
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3.12

3.13

3.14

3.15

3.16

Where clinicians choose a lower level of accrual and pay correspondingly fewer
contributions, the employer will also pay fewer contributions. However, it is
important to be clear that the flexibility relates to the cost of accruing the pension
benefit, for example 40% accrual and 40% contributions. There is a cost to
providing full ancillary benefits (death in service lump sum, survivor pension, ill-
health retirement cover). In addition, part of the employer contribution relates to
recovering a shortfall in the meeting the cost of past benefit accrual as identified
through actuarial valuation of the scheme.

The employer contribution required under flexible accrual will factor both the cost
of pension benefit accrual, ancillary benefits, and shortfall recovery. Accordingly,
the employer contribution will be higher than that made by the member, so more
than 40% in the example above. The precise contribution rates payable at each of
the 10% accrual increments will be determined based on the final policy design
following consultation.

Where the member has elected to increase their accrual level later in the year,
both the member and employer are required to pay the associated higher
contribution rate. As the increased accrual level is backdated to the start of the
scheme year, so too would be the higher contribution rate. This will create arrears
of both member and employer and member contributions that must be paid by the
end of the scheme year for the higher accrual level to apply during that year.

Employers would have the discretion to consider paying any unused employer
contributions where members take up flexible accrual. A purpose of the flexible
accrual proposal is to enable almost all high-earners to participate in the NHS
Pension Scheme. Given the design of the flexible accrual facility, it is considered
that if employers decide to add the value of unused employer contributions to staff
pay, they would pay the balance as a non-recurrent lump sum at the end of the
year. Such a payment will contribute toward the member's threshold income for
the purpose of assessing their annual allowance. Contribution rates are subject to
change following future scheme valuations and therefore the amount available as
unused employer contributions could go up or down in future.

The case for paying unused employer contributions to members who are affected
by annual allowance and consequently access pension flexibility is very different to
offering a general flexibility and providing unused contributions to all staff. The
Government's response to this consultation will set out the circumstances in which
employers may wish to provide unused contributions from the next scheme year to
staff who take up flexible accrual. The Department is clear that decisions on
paying unused employer contributions will remain a matter for individual employers
to take.
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NHS Employers has issued short-term guidance on possible local approaches that
employers can consider taking to mitigate the impact of pension tax on their
workforce this tax year. Such approaches can include consideration of recycling
unused employer contribution into salary. In making their decision, employers will
need to consider any equality and affordability issues.

'Zero accrual' option

3.18

3.19

3.20

3.21

Some stakeholders have suggested that a 'zero accrual' option should be provided
for members who have reached their lifetime allowance limit and do not want to
accrue any further pension benefits but wish to continue active membership to
remain eligible for ancillary benefits such as 'death in service' life assurance and
ill-health retirement cover.

Without pension accrual taking place, it would be inappropriate for tax-relieved
contributions to purchase insurance products. Such benefits are provided ancillary
to the main purpose of participating in a pension scheme, which is to build up
pension benefits. Therefore the need for the member to accrue some pension
means it is impossible to offer a genuine zero accrual option.

The flexible accrual facility proposed above would allow clinicians to select a
10%:10% level for those who wish to reduce their accrual to a minimal level. With
a 10% accrual, a new member of the 2015 scheme with no past service who has
had their annual allowance tapered to the £10,000 minimum would need to have
pensionable pay of around £340,000 before a small tax charge is incurred that
year. Alternatively a large increase in pensionable pay may be anticipated and a
lower level of accrual desired to provide allowance headroom. However the option
to phase the '‘pensionability’ of large pay increases, discussed at paragraph 3.22
onwards, could mitigate the annual allowance impact of such increases.

Accordingly, the Department currently does not consider there to be a compelling
need to provide an 'almost zero' accrual option that is below the proposed
10%:10% minimum accrual level. However views are invited on the circumstances
where a 10% accrual, in conjunction with the option to phase the 'pensionability’ of
large pay increases, would give rise to a significant annual allowance tax charge
for some clinicians that may in turn lead to a reduction in NHS service capacity
and impacts patient care.

Phasing the 'pensionability’ of large pay increases

3.22

118 of 435

One-off substantial increases in pensionable pay can create a spike in pension
growth and a higher annual allowance tax charge that is not replicated in the
subsequent years.
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3.23

3.24

3.25

3.26

3.27

3.28

Large pensionable pay increases can occur as a consequence of contractual pay
increments, promotions or taking on new significant duties such as a medical
directorship. Consultants receive increments every five years from years 9 to 19 of
their consultant career of around £6,000 that create spikes in the increase in
pension value, particularly where the member has significant service in a final
salary scheme. Payments for additional responsibilities are a local matter and
pensionability is also considered locally but a medical director typically receives an
allowance of £40,000 to £60,000.

The Department therefore proposes to consult on the principle of phasing the
'‘pensionability’ of large pay increases for high-earners. 'Pensionability’ is the
amount by which the new pay level contributes towards the pension. The portion
of the pay increase that is pensionable could be gradually increased (phased) to
smooth pension growth spikes. For example, a 10% pay rise might be 50%, 75%
and 100% pensionable over a three-year period.

Phased pensionability is likely to be more helpful for higher earners who are
seeking to manage their annual allowance tax liability. However, lower earners
may prefer that their pension is calculated based on the full amount of their pay
straightaway, in particular where accrual is based on a career-average method as
is the case for the 2015 NHS Pension Scheme. This would indicate that a phased
approach should be applied to high-earning staff only.

The Department invites views on potential ways to give effect to phasing
pensionable pay for high-earning staff, should it be considered desirable following
consultation. For example, the NHS Pension Scheme regulations defines what
counts as pensionable pay. One way of providing for phased pensionability could
be to apply a formula that regulates the amount of pay that is permissible as
pensionable once a member earns above a threshold level and the pay increase is
above a set percentage.

The formula could apply to members with pre-increase pensionable pay of at least
£90,000 and experience a pensionable pay increase above CPI inflation of at least
5%. Where this test is met, to apply a three-year smoothing of pensionability, the
pay increase amount is divided by the number of years over which phasing is to
take place ("the phasing period”) less the number of years since the pay increase
occurred. This calculation would be done annually during the phasing period to
provide an amount of pensionable pay that is then added to the pre-increase
pensionable pay. The pre-increase pensionable pay would continue to increase
during the phasing period as the result of any uplifts.

The desirability of this approach will depend on the amount of final salary service
that the member has. For members with CARE benefits only (or limited final salary
benefits) it is possible that this option would not be beneficial and potentially leave
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them worse off than accruing their standard benefits with an associated annual
allowance tax charge. Furthermore, it may be the case that flexible accrual is a
more suitable option for members with CARE benefits to consider for managing
their annual allowance position.

The implications of phasing pensionable pay on benefits for a member who leaves
mid-way through the phasing period, including what should count as a final salary
when determining benefits should be considered. This should also be considered
for death-in-service benefits during the phasing period, as well as ill-health
benefits coming into payment during a member's phasing period. The benefit of
this option will also depend on the availability of surplus annual allowance from
previous tax years for members to carry-forward into the tax year in which the
large pay increase occurs. Views are also therefore invited on whether this should
be a member choice option.

Support for individuals to understand their tax liability and use the new pensions flexibilities

3.30

3.31

3.32

3.33

120 of 435

The Department recognises that for some NHS staff the complex interaction of tax,
pay and pensions can take considerable amounts of individual time and resources
to manage.

To complement the introduction of new pensions flexibilities, the Department will
work with employers and staff representatives to ensure that all clinicians affected
by pensions tax issues or concerns have access to high quality education and
information to understand their tax liability and how these new flexibilities can be
best used to support individual circumstances and preferences.

Building on what is already available, the Department is planning to commission a
modeller to help individuals assess options for using these flexibilities tailored to
their personal circumstances. This modeller does not constitute financial advice. It
will support affected clinicians and their employers to agree programmed activities
and other contractual commitments equipped with a clear understanding of their
pension tax liability and how the flexibilities can be best deployed to deliver the
right balance of incentives.

The aim of this new modeller service will be to enable clinicians, with the right
information and help, to apply the flexibilities so that they can take on additional
clinical work and responsibilities while continuing to accrue pension benefits in a
way that reflects their specific circumstances. The Government is committed to
ensuring that hard working staff who provide additional care for NHS patients do
not find themselves considering reducing their work commitments, as a result of
the interaction between their pay, their pension and the tax regime that surrounds
this.
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The Department intends that this support will be available from the end of this
calendar year in good time, subject to the outcome of this consultation, for the
introduction of the new pension flexibilities. The Department would expect
employers to wish to provide additional tailored support to high earning clinicians
to help them make informed decisions about levels of pension accrual.

The effect of flexible accrual

3.35

3.36

3.37

3.38

The new flexible accrual facility, with elections before the start and towards the
end of the scheme year, allows clinicians to target their own personalised level of
pension growth and contributions. It should allow individuals to maximise their
accrual rate whilst reducing or eliminating their annual allowance exposure by
having a wider range of options, for example 70% employee pension contributions
for 70% accrual or 20% employee pension contributions for 20% accrual.

The potential benefit is that compared to full-rate pension growth, the annual
allowance tax charge is reduced or eliminated due to lower pension accrual. In
addition to the tax charge savings, clinicians would pay fewer member
contributions thereby increasing take home pay (earnings will be subject to income
tax in the usual way). Ancillary benefits remain payable in full with cover for the
whole year, unlike the opt-in/opt-out approach where there is no cover during the
period of opt-out.

This section contains a series of examples to show the potential effect of flexible
accrual. These examples are illustrative, with the outcomes subject to final
decisions following this consultation and any subsequent changes to scheme
rules.

The table below shows the effect of 50:50, 80:80 and 90:90 at both the start and
the end of year elections for a 45-year old consultant with pensionable pay of
£102,000 which had increased by 2% from the previous year, and £55,000 of non-
pensionable income. The consultant has 14 years of service in the final salary
1995 Section and already accrued annual pension of £5,300 in the CARE 2015
Scheme.
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3.39

Description

Full
accrual

90:90

80:80

50:50

Amount of annual pension
accrued over the year (2015
scheme)

£1,889

£1,700

£1,511

£944

Employee contributions (gross)

£13,770

£12,393

£11,016

£6,885

Annual allowance tax charge

£2,177

£576

£0

£0

Reduction to annual pension if

£145

£38

N/A

Scheme Pays used to pay the
annual allowance tax charge
(existing method, in current
terms)

N/A

Total increase in annual pension | £2,491

over the year (before Scheme
Pays, for members who meet AA
charge directly)*i

£2,295

£2,100

£1,513

Total amount of annual pension | £2,345

accrued (following utilising

Scheme Pays)*il

£2,257

£2,100

£1,513

For some clinicians wanting to eliminate an annual allowance tax charge entirely,
a lower level of accrual may be preferable. The table below shows the effect of
taking up 50:50 or 40:40 at both the start and the end of year elections on the

consultant from example 2 at paragraph 2.3. The consultant has pensionable pay

of £153,000, increasing by 2% from the previous year, plus £20,000 of non-

pensionable income, £8,000 of accrued annual pension in the 2015 CARE scheme

together with 14 years of service in the 1995 section.

accrued (following utilising Scheme
Pays)™

Description Full accrual 50:50 40:40
Amount of annual pension accrued £2,833 £1,417 £1,133
over the year (2015 scheme)

Employee contributions (gross) £22,185 £11,093 £8.874
Annual allowance tax charge £15,150 £1,811 £0
Reduction to annual pension if £1,012 £121 £0
Scheme Pays used to pay the annual

allowance tax charge (existing

method, in current terms)

Total increase in annual pension over | £3,738 £2,271 £1,978
the year (before Scheme Pays, for

members who meet AA charge

directly)*x

Total amount of annual pension £2,726 £2,150 £1,978
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3.41

3.42

The nature of their earnings mean that some clinicians may not know exactly how
much they will earn at the start of the year. Consequently, they may be unsure
what the best level of flexible pension accrual will be for them. If a clinician actually
earns less then they expect to earn throughout the year (for example due to taking
on less additional work than expected, dropping to part-time hours or an extended
leave of absence such a sabbatical or maternity leave), and would like to top-up
their pension accrual once their financial circumstances become clearer then
towards the end of the scheme year they can elect to increase their accrual level
for the year.

As described above, a clinician's actual earnings may be lower than their expected
earnings. In the following example, the member earns £102,000 pensionable pay
which is an increase of 2% from the previous year. The member expected to earn
£55,000 non-pensionable pay at the start of the year and therefore could have
expected to accrue at 80% without incurring an annual allowance tax charge. As a
safety margin, the member elected for 60%:60% before the start of the year. The
member actually earned £45,000 in non-pensionable during the year and therefore
decided to update their flexible accrual election to increase their accrual level to
90% and so maximise their pension growth for the year without incurring an
annual allowance tax charge.

Member aged 45 Expected | Expected | Expected | Actual Actual
earnings | earnings | earnings | earnings | earnings
100% 80% 60% 60% 90%
accrual accrual accrual accrual accrual

Election before 100% 80% 60% 60% 60%

start of year

Election before end | N/A N/A N/A 60% 90%

of year

Amount of annual | £1,889 £1,511 £1,133 £1,133 £1,700

pension accrued

over the year (2015

scheme)

Annual allowance £2,177 £0 £0 £0 £0

tax charge

Alternatively, a clinician may earn more throughout the year than they originally
expected. For example, the clinician above might earn £65,000 in hon-pensionable
pay, an increase of £10,000 compared to their expected earnings of £55,000. The
table below illustrates the impact that this additional income would have on the
clinician's tax position. Again, they could have expected to be able to accrue at an
80% level but elected for 60%:60% to leave a margin. This clinician could still fine
tune their accrual by choosing to increase their flexible accrual election to 70%.
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Member aged 45 Expected | Expected | Expected | Actual Actual
earnings | earnings | earnings | earnings earnings
100% 80% 60% 60% 70%
accrual accrual accrual accrual accrual

Election before 100% 80% 60% 60% 60%

start of year

Election before end | N/A N/A N/A 60% 70%

of year

Amount of annual £1,889 £1,511 £1,133 £1,133 £1,322

pension accrued

over the year (2015

scheme)

Annual allowance | £2,177 £0 £0 £0 £0

tax charge

3.43  Taken together, the above examples demonstrate how a clinician can set a lower
accrual level at the start of the year and then fine tune their final accrual towards
the end of the year. Clinicians who are unsure of their likely earnings may find this

a useful method of managing their pension accrual.

Establishing eligibility and using the flexible accrual facility

3.44  The previous chapter set out the rationale for targeting pension flexibility at
clinicians who are likely to incur an annual allowance tax charge. The Government
Actuary's Department advise that it is impractical to set an earnings threshold
beyond which annual allowance charges uniquely emerge. This is because of the
wide variation between individuals in their level of accrued pension (past service)

and non-pensionable income.

3.45 Instead the Department proposes that eligibility for the flexible accrual facility be

contingent on meeting two tests. The individual must:

e be employed in a role that requires registration with an appropriate healthcare
regulatory body; and

o demonstrate a reasonable expectation that their prospective NHS
commitments would result in pension growth exceeding their annual
allowance.

3.46  As scheme administrator, the NHS Business Services Authority wil