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We want to know what you think! 

This section of our Long Term Plan is still in development and has been shared at an 
early stage to allow time to incorporate feedback from local people, our partners and 
stakeholders.  

If you have any comments, questions or think anything is missing, we would 
really like to hear from you.  

Please email elhcp.enquiries@nhs.net before Friday 25 October 2019 so we can 
make sure your comments are considered before the document is finalised in 
November 
 
Major long term conditions 
 
Improving the health and care management of people with long term conditions is a key 
aspiration of the NHS and north east London care providers. The unique demographics of 
NEL correlate directly to the prevalence of LTCs within the local population. Diabetes is six 
times more common amongst the south Asian community and we have estimated numbers 
of 129,000 people living with diabetes across NEL. Also linked to the same local population 
are increased risks in developing cardiovascular disease, it is fifty percent higher in first 
generation South Asians in comparison to the White European population. London 
experiences 9,400 premature deaths per year due to poor air quality and the project 
population increase will also lead to further rises in traffic and the potential for increased 
respiratory related disease. Stroke modelling across NEL has derived that approximately 
one in every five people who have atrial fibrillation will go on to develop a stroke and it is 
estimated that 15,500 have atrial fibrillation in NEL. According to the latest data, overall new 
HIV diagnoses in London have declined 42% between 2015 and 2018 (from 2,585 down to 
1,504), however London is still a high prevalence area and continued efforts need to be 
focused and the recognition of HIV as a LTC is part of this journey.  
 
The recognition that better management of those with long term conditions within the 
community promotes stable conditions and an improved quality of life, especially where 
deprived communities are concerned. However, a ‘one size fits all’ approach would likely 
have limited success and defining what constitutes best practice in terms of GP, primary, 
community and social care provider roles has yet to be defined. NEL are committed to 
developing health and care for those affected by cardiovascular disease (CVD), stroke, 
respiratory disease, diabetes and HIV.  
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Cardiovascular disease (CVD) 
 
Our ambition is to develop interventions over the next five years that will improve prevention 
reducing cardiovascular risk and mortality in our population, by maximising detection and 
treatment of cardiovascular risk factors and minimising variation in care. For example within 
the London borough of Newham one GP practice was able to identify 82% of the patients 
predicted to be hypertensive compared to another practice identifying just 23%. Coronary 
heart disease (CHD) across NEL in comparison to the national five lowest CCGs show 
further disparity and scope for development. CHD elective bed days for Tower Hamlets and 
City and Hackney are 55% and 50% higher with NEL overall having a 6,758 patient higher 
prevalence of CHD. Non-elective CHD spend also shows differences to the lowest five 
CCGs with Newham, Tower Hamlets and Redbridge being £959k, £750k and £712k higher 
respectively. 
 
CVD prevention in north east London is established within localities and our aspiration is to 
scale up recognised pockets of excellence across the footprint, standardise pathways and 
minimise variation. Reducing CVD mortality as NEL has 105 more deaths per annum 
compared with the lowest five CCGs. We want to build upon the East London Prevention 
(ELoPE) group as the nucleus around which a NEL-wide collaboration can develop and 
deliver the ambitions set out by the LTP, the national CVD prevention programme and align 
to the London Vision. Currently, ELoPE is an umbrella group that develops and facilitates 
CVD prevention strategies in the large NEL population served by the Bart's Heart Centre. 
The group brings together cardiologists, diabetologists, primary care physicians, public 
health doctors, cardiovascular specialist nurses and pharmacists; and has developed 
partnerships with the British Heart Foundation, NHS England, Public Health England, NICE, 
Park Run and Sugar Smart among others.  
 
Several of the ELoPE projects map directly to the LTP CVD ambitions. For example, the 
schools programme responds to the pledge to halve childhood obesity by 2030 while the 
Make Every Contact Count campaign speaks to the detection and treatment of risk factors.  
This is an important opportunity to address some of the long-standing health inequalities in 
CVD prevention across NEL that our clinicians have repeatedly drawn attention to. 
Prevention initiatives should in turn translate into reduced costs for secondary care; as per 
the model hospital Barts Health spend on cardiology is £98.24m higher than its peer median 
(£26.28m); whilst BHRUT’s cardiology spend is £14.01m, £3.5m higher than the national 
median.  
 
Based on collective clinical and research-based observations, local needs and in line with 
the LTP the following CVD initiatives have been proposed: 
 

1. Risk Factor detection and treatment   
Detection and treatment of hypertension, dyslipidaemia and AF remains central to 
CVD prevention and is amenable to the data-driven approach proposed by the local 
clinical effectiveness group (CEG). This approach has been applied successfully in 
Redbridge for detection of patients with AF receiving inadequate treatment. The 
inclusion of practice-based pharmacists has allowed delivery of treatment without 
adding to the workload of primary care clinicians and is a model that could be 
extended across the sector. This also overlaps and covers the ambitions for the 
London Vision for CVD Prevention. 
 
2. Familial Hypercholesterolaemia (FH) 
Undetected high cholesterol in families poses a significant risk of premature death 
yet is easily treated. The NEL area has historically been underserved for FH and 
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needs a co-ordinated area-wide service. ELoPE has initiated a nascent service and 
this now needs expansion with inclusion of community case-findings strategies to 
maximise clinical effectiveness. This system wide collaboration is an ideal 
opportunity to address this long standing need. 
 
3. Preventative treatment – optimising CVD medicines 
The NEL CEG’s Triple Aim programme is also supported by ELoPE, and is an 
important means to standardise care and optimise treatment of key risk factors and 
medication usage. Focusing on those who are undertreated or not on the correct 
medication for 1) first line drugs for high blood pressure, 2) statins at the correct 
doses and 3) minimising treatment induced bleeding. 
 
4. Secondary CVD Prevention after Myocardial Infarction and Stroke 
These patients are high risk following discharge into the community. We know that 
less than half attend cardiac rehabilitation and less than a quarter are on guideline 
recommended treatments. ELoPE is working to standardise care pathways and 
optimise medications in this group, using conventional and digital approaches. This 
work would benefit from this collaboration as it requires a sector wide approach. 

 
The ELoPE group is already engaged in developing these and a number of other projects as 
part of a comprehensive and outward facing prevention strategy for the population served by 
the Barts Heart Centre. There is ambition to facilitate the expansion of these initiatives 
across all of north east London reducing unwarranted variation in health and care for both 
the individual and local population. The development of a NEL wide CVD prevention steering 
group is currently underway and aims to be in place by April 2020.  
 
Stroke 
 
We will develop a system approach to the stroke pathway across NEL ensuring equality of 
care via local clinical leadership developing robust plans to capitalise on best practice and 
providing coverage by integrated stroke delivery networks. This would also include 
configuring a coordinated service delivered by BHRUT and Bart’s Health for a 24/7 service 
that provides mechanical thrombectomy, significantly reducing the need for rehab and 
improving the patient’s quality of life. This will also release much needed stroke beds, reduce 
lengths of stay and reduce ambulatory care, providing efficient stroke care across NEL.  
 
The BHRUT hyper acute stroke unit (HASU) currently provides mechanical thrombectomy. 
Barts Health also provide similar services from their HASU and the collective ambition is for 
both to offer a 24/7 service before April 2021. 
 
We also want greater coordination of care between acute stroke units and utilisation of beds 
while also establishing greater uniformity in stroke care pathways for prevention, outpatients 
services and rehabilitation.  
 
The BHR local system is currently developing an integrated stroke delivery network (ISDN) 
to be set up by April 2020. It will focus on developing the following key areas to improve 
stroke prevention and care:  

• AF pathway for stroke prevention  
• consolidating two rehab units into one (previously consulted on)  
• reviewing and develop an enhanced Early Supported Discharge services  
• developing the way services collaborate as one integrated system 

 
As part of their long term conditions contract with primary care providers, City and Hackney 
have implemented, parameters that include indicators aimed at reducing risk of stroke or 
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having a further stroke. These include pulse checks, annual CVD risk checks, blood 
pressure measures, statin medication reviews, smoking cessation support and post stroke 
annual reviews. Going forward scoping and development is being directed toward 
embedding a prevention focus across all integrated care workstreams with plans in 
development for 2019/2020. 
 
By April 2020 a NEL wide stroke strategic steering group will be established with 
representation to include primary care, acute stroke specialist services, community health 
services, LAS and the voluntary sector. Envisaged key themes will be to establish a uniform 
atrial fibrillation (AF) pathway for stroke prevention, the coordination of a 24/7 mechanical 
thrombectomy service and redesigning stroke rehabilitation elements which would benefit 
from a NEL wide uniform pathway e.g. early supported discharge and community 
rehabilitation. There will also be a links with the wider LTCs (diabetes, CVD and respiratory) 
and the health of care of those patients with respect to their specific needs regards stroke 
prevention and care. The remit of the steering group will be to also identify and apply for 
capital investment which may be required for stroke transformation.  
 
Respiratory disease 
 
Respiratory disease is one of the main health issues affecting local people, this is due to 
high levels of air pollution, social deprivation, poor housing and a high incidence of smoking 
across the population. Hospital admissions for lung disease have risen over the past seven 
years at three times the rate of all admissions generally and remain a major factor in winter 
pressures on the NHS. We are committed to reducing the number of people who are 
diagnosed with a respiratory disease. Whilst also improving both the identification and 
treatment support for those who have been diagnosed. We will strive to reduce variation in 
outcomes across boroughs and transform our outcomes to ensure better patient care.  
 
One current issue across NEL is the late detection and diagnosis of respiratory problems; 
frequently these conditions are diagnosed during a hospital admission. We are committed to 
ensuring that all partner organisations provide timely and accurate diagnosis of respiratory 
diseases especially COPD. This will be done via the implementation of a case finding 
approach across NEL. Once patients are identified, we will ensure timely access to 
spirometry to gain a diagnosis. We are committed to building on the existing NHS Right Care 
programme to reduce variation in the quality of spirometry testing across NEL. We will 
support the diagnosis of respiratory conditions in primary care. This will be done via ensuring 
that staff are trained and accredited to provide the specialist input required to interpret 
results. This ensures that patients can be diagnosed out of hospital and will have access to 
earlier treatment and improved outcomes.  
 
Community acquired pneumonia is a leading cause of admission to hospital and these 
admissions have risen by 35% since 2013. Across NEL it will be ensured that each 
organisation who identifies patients with respiratory disease will be advised on self-care 
techniques to reduce the likelihood of acquiring pneumonia. Risk scoring for deteriorating 
patients will also be implemented to ensure that patients receive timely interventions to 
reduce the risk of hospital admission. In addition, those patients identified with community 
acquired pneumonia in emergency departments will be supported to be cared for safely out 
of hospital by receiving nurse-led supported discharge services.  
 
Pulmonary rehabilitation services are an important part of the management and health 
maintenance of people with chronic respiratory disease. 90% of patients who complete the 
programme experience improved exercise capacity and increased quality of life. However, it 
is currently only offered to 13% of eligible COPD patients, with a focus on those with more 
severe COPD. Commitments are being made to maximise referrals to pulmonary 
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rehabilitation provision for patients, particularly for those who are socio-economically 
disadvantaged. The National Pulmonary Audit standards advises that services should 
endeavour to enrol 85% of those referred to pulmonary rehabilitation within 90 days and 
should aim for patient completion rates of 70% or more following assessment for pulmonary 
rehabilitation. To increase access to pulmonary rehabilitation, a population-management 
approach will be used in primary care to find eligible patients from existing COPD registers 
who have not previously been referred to rehabilitation. New models of providing 
rehabilitation to those with mild COPD, including digital tools, will be offered to provide 
support to a wider group of patients with rehabilitation and self-management support. 
 
By 2023/4, the expectation across NEL is that 60% of people will start pulmonary 
rehabilitation and of those people referred, 90% will complete pulmonary rehabilitation. The 
expansion of pulmonary rehabilitation will improve care and provide better outcomes whilst 
reducing respiratory related non-elective activity.  
 
Incorrect use of medications contributes to poorer health outcomes and increased risk of 
exacerbations and on occasions unnecessary admissions to hospitals. Across NEL, the 
programme will be prioritising medicines optimisation for inhaler use and additional 
medicines. This will ensure that people with respiratory disease use the right medication, 
thus improving health outcomes. We will ensure that pharmacists and patients are trained 
and informed on the correct use of inhalers and that pharmacists will undertake medicine 
reviews. In order to achieve this we will map workforce that supports medicine optimisation 
across NEL and implement and secure ongoing training. 
 
By April 2020 we will establish a NEL-wide strategic respiratory steering group that will 
oversee the development and implementation of national, regional and local programmes 
related to respiratory health. This includes aligning to the vision for London and Mayor of 
London’s priorities such as targets for air pollution.   
 
HIV 
 
Treatment means that people living with HIV have a normal life-expectancy but are still 
required to take medication on a daily basis and as such in NEL we consider HIV long-term 
condition. 337 people were diagnosed with HIV in north east London in 2018.  
 
This will become especially important with the ageing cohort of people living with HIV whose 
healthcare needs, co-morbidities, and polypharmacy will increase. One in three (30 per cent) 
people living with HIV in the UK is aged 50 or over. By 2028, this is projected to rise to more 
than half (54 per cent). Currently, 40% of people living with HIV accessing HIV care in 
London is over the age of 50.  
 
The HIV voluntary organisations across London have been a core part of shaping the 
London HIV response. Supporting people living with HIV to manage their condition well, and 
address the significant needs including mental health and emotional well-being; condition 
self- management; sex and relationships needs; and social needs – as they relate to, affect 
and are affected by HIV. In light of this they will be included in healthcare planning across 
London.  
 
There is a need to ensure that HIV health outcomes, prevention, testing and treatment are 
integrated with wider healthcare. Four key priority areas to improve London HIV health 
outcomes have been identified by PLWH in London: 
 

• London Fast Track Cities Initiative. London recently signed up to the Fast Track 
Cities Initiative (FCTI). London has achieved the FCTI 90:90:90 targets and was the 
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first city globally to achieve the 95:95:95 ambition. The next step will be reaching the 
final 5% undiagnosed, ending all HIV transmissions, ending HIV stigma, ending 
preventable deaths from HIV-related causes, as well as improving the health, quality 
of life and well-being of people living with HIV in the capital. 

 
• Opt-out testing in A&E. Late diagnosis is the most important predictor of morbidity 

and premature mortality among people with HIV infection, and people diagnosed late 
are likely to have been living with an undiagnosed HIV infection for at least 3 to 5 
years. Despite this, between 2015-2017, 35% of new diagnoses in London were 
made at a late stage of HIV infection. 

 
• Mental health services/drug services. People living with HIV (PLWH) are twice as 

likely to experience mental health issues compared to the general population. 
Voluntary sector services can offer mental health provision in a non-clinical setting 
that acts as a complement to NHS generic and specialist mental health provision. 
Mental health support for people living with HIV begins with peer support, which is 
highly effective at supporting emotional well-being and condition self-management. 
Similarly, recreational drug use amongst PLWH has been shown to be higher than in 
the general population. Problematic drug use can significantly impact upon mental 
health and wellbeing. 

 
• HIV as a long term condition. HIV is now considered a long-term condition. 

Treatment means that people living with HIV have a normal life-expectancy but are 
still required to take medication on a daily basis. Despite this shift in the way we 
discuss HIV, HIV is still not considered alongside other major long-term conditions as 
explicitly as it should be across the healthcare system. HIV should be especially 
considered in this context when planning healthcare in high prevalence areas such 
as London.  

 
Diabetes 
 
Diabetes is a leading cause of premature mortality with over 22,000 additional deaths 
nationally each year. We aim to improve the clinical outcomes of people living with diabetes 
and therefore reduce the associated complications of diabetes including renal disease, 
amputation and sight loss.  
 
Our diverse population correlates to high levels of diabetes; type 2 diabetes is up to six times 
more common in people of South Asian descent and up to three times more common among 
people of African and African-Caribbean origin. Diabetes prevalence is also known to be 
higher in areas experiencing deprivation. People living in the 20% most deprived 
neighbourhoods in England are 56% more likely to have diabetes than those living in the 
least deprived areas. This may relate to spend on drugs for diabetes per 1000 weighted 
population as BHR (26,220) and Newham (29,468) are both higher than the national 
average (171998). Waltham Forest has 5.9% higher diabetes registered patients across all 
GPs than the national average. 
 
The risk of developing Type 2 diabetes also increases by up to ten times in people with a 
BMI of more than 30 and in relation to other LTCs, people with diabetes are two to three 
times more likely to have a stroke compared to those without the condition. Diabetes is a 
progressive disease with Type 2 diabetes patients dying on average five years earlier and 
Type 1 diabetes patients dying 10 years earlier, than those living without the condition. It is 
estimated that 16% of deaths in adults in Tower Hamlets are attributable to diabetes higher 
compared to 12% nationally. NEL are committed to meeting the LTP commitments for both 
Type 1 and 2 diabetes. 
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There are currently over 129,000 people living with diabetes in NEL, so preventing and 
managing diabetes is a clinical priority within NEL for the following reasons: 
 

• Population diversity - NEL has large communities that have particularly high 
incidences of diabetes.  

• Deprivation - Several boroughs across NEL are known to have some of the highest 
levels of poverty and deprivation indicators in England.  

• Increasing incidences - Newham has highest rates of Type 2 diabetes in London 
for both 18-39 and 65-79 year olds. For 18-39 year olds, B&D is second, for 65-79 
year olds, TH is second in London.  

 
Our ambition is to prevent or delay ‘high risk’ patients from developing Type 2 diabetes and 
improve clinical outcomes for people living with diabetes across NEL. To achieve this we 
have developed a programme of work covering the following initiatives: 
 

• Targeting NDH patients. There are 50,000 people living with Non-Diabetic 
Hypoglycaemia (NDH) also referred to as pre-diabetes, which means raised blood 
sugar levels that are not in the diabetic range. The rates of NDH are high in NEL 
when compared to London and national rates. Thus far 14,245 people have been 
referred to the national diabetes prevention programme (NDPP). In line with the LTP, 
spaces for the programme will be more than doubled over the next three years. NEL 
will commission services to support the identification and onward referral of people 
with NDH into the NDPP. We will achieve 50% in line with national uptake of patients 
referred for the programme attending the sessions by 2020/21.  We will engage with 
people living with NDH to understand and overcome the barriers to accessing 
diabetes prevention programmes. 

 
• By 2020/21 we will have commissioned primary care services that support the 

systematic review of people who are at ‘high risk’ of developing diabetes, with a 
digital option available to patients accessing the NDPP by 2020/21.The NEL diabetes 
diagnostic rate is 65.8% which is lower than the 71.4% of London.  

 
• Building on a pilot in City and Hackney; we will look to become a test bed site for low 

calorie diets to support the remission of diabetes, which if successful will be rolled out 
across NEL in 2020/21 

 
• We will scope to integrate where possible the national diabetes prevention 

programme with local tier 1 / 2 services and other prevention services such as 
smoking cessation. 

 
Improving outcomes and avoiding complications 
We will commission services to support the systematic review of people living with diabetes 
with pilots to support new models of care e.g. group consultations and online consultations 
as piloted at Newham Hospital. 
 
Utilisation of digital technologies will ensure that patients are supported to self- care / self-
management ensuring that those who meet eligibility criteria and will benefit from flash 
glucose monitors by 2020. 
 
We will work with partners to expand the use of digital technologies to support people living 
with Type 2 to self-manage their condition e.g. through the roll out of ‘HeLP diabetes’ by 
2020 and other online platforms. 
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We will develop diabetes models of care that are personalised and based around the patient 
and there is access to specialist teams where required, in all care settings, following the 
examples in Havering, Tower Hamlets and Newham. 
 
Working with diabetes teams we will review further related prevention targets, such as 
premature heart disease which is a related complication derived from diabetes. 
 
Learning from the models of care in Tower Hamlets and Newham we look at approaches to 
improving outcomes for people living with diabetes through an MDT approach. 
 
Building on the current programme of work we will continue to work with Diabetes UK, 
London Diabetes Clinical Network and local engagement teams continue to work with people 
living with diabetes to understand the outcomes that matter to them and design services that 
personalise care. 
 
LTC implementation plan 
 By the end of 

2019/20  
By the end of 
2020/21 

By the end of 
2021/22 

CVD Establish NEL wide 
steering group 
Defined and initiated 
programmes 
targeting priority 
areas 

Via single CCG 
across NEL, ensure 
uniform services 
commissioned in 
relation to prevention 
and treatment. 

Continued delivery of 
programmes in 
regards to scaling up 
best practice and 
new models of care 
across NEL 

Stroke Establish NEL wide 
steering group 
Defined and initiated 
programmes 
targeting priority 
areas 

Via single CCG 
across NEL, ensure 
uniform services 
commissioned in 
relation to prevention 
and treatment. 

Continued delivery of 
programmes in 
regards to scaling up 
best practice and 
new models of care 
across NEL 

Respiratory 
disease 

Establish NEL wide 
steering group 
Defined and initiated 
programmes 
targeting priority 
areas 

Via single CCG 
across NEL, ensure 
uniform services 
commissioned in 
relation to prevention 
and treatment. 

Continued delivery of 
programmes in 
regards to scaling up 
best practice and 
new models of care 
across NEL 

HIV Determine resource 
and NEL networks 
able to deliver on the 
London key priorities 

Delivered on 
programmes related 
to metrics and 
targets. 

Monitoring and 
improving upon 
established models 
of care. 

Diabetes Establish NEL wide 
steering group 
Defined and initiated 
programmes 
targeting priority 
areas 

Commissioning of 
services which aid 
diabetes prevention. 
Build on national and 
local programmes. 

Establishing services 
and monitoring 
progress. 
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