The vision behind our integrated care journey

APPENDIX 1

“To accelerate improved health and
wellbeing outcomes for the people of
Barking & Dagenham, Havering and
Redbridge and deliver sustainable
provision of high quality health and

wellbeing services”.
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Priorities of the three borough Health & Wellbeing Strategies
Close the sustainability gap in services in health and care

Deliver the priorities for local people set out in the Sustainability &

Transformation Plan for North East London
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BHR Integrated Care Partnership
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BHR Locality Model Vision
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the locality model: We hav e spoken with almost 8,000 people who work in health and care, or live, in Barking and Dagenham, Havering and Redbridge; the outputs of these conversations and surveys have fed into
the development of the locality model.
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Integrated Care System Governance,including NHS Financial Recovery
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